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THE TEENAGE PATIENT

Oral Medicine
and the Teenage Patient

by Michael Z. Marder, DDS

Approximately 51% of young Americans have
experimented with an illegal substance by the
time they graduate from high school.1 When
treating adolescent patients, the dentist must

realize that when questioned, almost all teenagers will
emphatically deny any involvement with habits, abuses, 
sex, eating disorders, or other potentially harmful behavior.
Therefore, the diagnostic skills and a nonthreatening
professional demeanor will be of utmost importance when
trying to communicate with the teenage patient in order to
prevent a poor clinical outcome.

This article discusses certain habits, abuses, and eating
disorders (HAED) that may affect adolescent patients, their
oral manifestations, and important diagnostic features and
clinical consequences, including what the dental clinician
may (or may not) be able to do to help these patients.

Common Oral Effects of 
Habits, Abuses and Eating Disorders
One of the most common oral side effects of HAED is dental
caries. Prior to and during the teenage years, children are
subjected to the world’s most prevalent disease – dental
caries.2 Caries is the loss of tooth structure under plaque
that is a result of direct chemical action of bacterial acids,
and can be reversible. Frequent ingestion of dietary sugars
(fermentable carbohydrate)3 in the form of snacks, candy,
sodas, fruit drinks, etc, are major etiologic factors. Habitual
craving for cariogenic food and drink, combined with poor
oral hygiene, can lead to periodontal disease, tooth loss,
diabetes, obesity, and even to cancer4 as a possible secondary
result of inflamation.5 Much of this may be preventable.
However, when parental influence is compromised as the
child becomes older, more independent, and subjected to
peer pressure, caries may be the least of the oral problems
adolescents face.

Another common effect of HAED is dry mouth or
xerostomia. This symptom can result in caries, tissue

irritation, fungal infection with Candida albicans, and
inflammation. While there are several forms of commercially
available salivary substitutes as well as prescription
medications, correction of the abuse causing the xerostomia
is the most important method for rectifying the problem.

Another common, untoward effect of eating disorders as
well as drug abuse is tooth erosion. Erosion is the loss of
superficial tooth structure that results from the chemical
action of acids that does not involve bacteria, is not
reversible, and therefore is readily detectable. 

The most devastating effect of certain HAEDs is oral cancer.
The dentist must be eternally vigilant to detect oral cancer,
especially when the other effects of HAED as noted above
are present. However, with regard to human papillomavirus
(HPV)-induced lesions, many dentists may not be
sufficiently prepared.

Smoking and Alcohol Consumption
The most dangerous habit in terms of health consequenses is
smoking, with ethanol use a close second. Both are
implicated in promoting the prevalence of cancer, including
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oral cancer. There has been a decline in smoking among
teenagers in the United States from 1999 to 2009,6 partly
due to the media blitz and increased taxes on cigarettes.
However, the dentist must be constantly attentive for the
signs of smoking, such as white or red mucosal lesions
(Figure 1), stained teeth and/or fingers, and bad breath.
Poor oral hygiene will exacerbate the effects of smoking, and
both will increase the inflammatory component.

While few teenagers will present for a dental appointment in
an inebriated state, as part of a preventive protocol the
practitioner, after performing a thorough soft-tissue
examination, might inform the patient as to the purpose of
such an examination and alert said patient as to the dangers
of smoking and drinking. In addition, the clinician can
emphasize that the carcinogenic effects of smoking and
drinking combined are a multiplicative, rather than an
additive, effect for oral cancer causation.7 The patient should
be examined for red or white mucosal lesions and signs of
acid erosion of the teeth due to frequent regurgitation after
excessive alcohol consumption. Poor oral hygiene, gingival
inflammation, and obesity may be contributing factors for a
diagnosis of alcohol consumption. Further, alcohol abuse
may stimulate the production of acetaldehyde, which
promotes malignant tissue transformation.8

As a result of the increase in smoke-free laws in the United
States, the dental practitioner must also be aware of

alternative smoking habits such as chewing tobacco (spit
tobacco) and other smokeless tobacco products in various
forms. Placement of tobacco products between mucosal
tissues and gingiva can cause the same effects on tissues as
smoking, ie, leukoplakia and erythroplasia, and in addition,
gingival recession, cervical abrasion, root caries, extrinsic
stain, and occlusal attrition9 (Figure 2). These products
contain nicotine and other carcinogens, are addictive, and
extend health risks beyond those of oral cancer.10 Recent
products such as “snus” (moist snuff) are intended to
dissolve in the mouth, and the juices may be swallowed
rather than expectorated. These products are designed to
attract young people and can be used discretely.11 They also
circumvent smoke-free policies in some locations and
tobacco cessation efforts, and some individuals combine
smoking and smokeless tobacco.10,11

Drug Abuse
The most commonly abused substances in the United 
States are cannabis, methamphetamine, and cocaine, 
with cannabis (9-tetrahydrocannabinol [THC]) being the
most commonly used illegal drug.12 The use of cannabis
(marijuana, dope, hash, grass, pot, weed) has increased and
will continue to increase as more states seek to legalize its
use for therapeutic purposes. While medical marijuana use
is justified for the purposes of pain management and to
improve the quality of life for cancer and AIDS patients,
there is now an increased effort to legalize its use for
recreational purposes in states such as California for 
taxable revenue and employment opportunities.13 While
regulations to restrict its use to adults (similar to tobacco
and alcohol) will be implemented, it may become more
available to teenagers.

Figure 1. An 18-year old, college freshman, began a 2-pack a day cigarette
habit in college. Biopsy of white lesions on retromolar pad area and buccal
mucosa revealed hyperkeratosis. Patient would not allow disclosure of habit
to parents until presented with the bill.

Figure 2. Placement of snuff between labial mucosa and mandibular
anterior teeth. Note severe inflammation and gingival recession.
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With the distinct possibility of an increased use of cannabis
within the near future (smoking marijuana or oral THC), the
dentist must be aware of the documented side effects as well
as the suggested possible consequences that have not as yet
been proven conclusively. Increased consumption of sweets
and tasty foods with resultant weight gain have been
documented.14 The fact that cannabinoids and nicotine are
increasingly used in combination by adolescents15 creates
situations that may not be attributable to cannabis alone. 

Documented oral side effects of cannabis usage include
xerostomia16 and an increased prevalence of C albicans
(but not prevalence of oral candidosis).17 THC has an
immunosuppressive effect on lymphocytes, natural killer
cells, and macrophages that can result in an increase in viral
and bacterial infections. This is manifested by acute and
chronic inflammation of the oral mucosa and gingivae,16 as
well as caries and periodontal disease.18

Some outcomes suggested by poor dietary habits include
obesity, diabetes, and tumor promotion.19-21 The fact that
marijuana smoke delivers 50% to 70% more carcinogens
than tobacco smoke12,22 would also suggest an increased risk
for head and neck cancers when used in combination with
nicotine and alcohol.23

Methamphetamine (METH, ice, speed, crystal METH) is a
rapidly addictive illicit amphetamine analogue that can be
snorted, smoked, swallowed, or injected. Other analogues
include methylenedioxyamphetamine (MDMA, ecstasy) and

methylenedioxyethamphetamine (MDEA, eve). While METH
abuse had been widespread mainly throughout the western
United States, there has been a notable eastward migration
of this abuse. Some clinically observable effects include
hyperactivity, talkativeness, and increased physical and
sexual endurance. The most common oral complaint is
xerostomia. Abusers also crave sugars and consume large
quantities of soft drinks that are high in carbohydrates.
Because oral hygiene is infrequent, or absent, during abusive
periods, extensive rampant decay is a diagnostic finding
with this abuse (Figures 3a and 3b). Typically, the facial and
cervical surfaces of both maxillary and mandibular teeth are
affected with slowly progressing caries that may eventually
involve the entire crown.24 In addition, tooth wear is often
observed and results from the acidic ingredients used in the
production of the drug as well as an increase in tooth
grinding and clenching (bruxism) due to hyperactivity. The
combination of tooth grinding, poor oral hygiene, and
extensive dental caries has been termed “METH mouth”.25

The diagnostic evidence of unexplained, extensive tooth
decay and wear combined with a dry mouth and poor oral
hygiene should alert the dental practitioner to suspect this
METH abuse. Besides trying to ascertain confirmation
(which may be difficult), and since treatment will be
mandatory, the dentist should also be cautious about drug
interactions. Local anesthetics without vasoconstrictors are
preferred and should be avoided for at least 24 hours
following the last METH dose. Dietary instructions should
be given and pure water consumption stressed.24

Cocaine (coke, crack cocaine) can be
applied topically to the gingival tissues,
smoked, or inhaled (snorted). It can cause
intense vasoconstriction when in contact
with tissues and can also result in rapid
gingival recession. Dental erosion can also
occur due to the acidity of the drug. When
inhaled continuously, cocaine can produce
epistaxis, mucopurulent nasal exudate, nasal
cavity necrosis, nasal septum perforation,
palatal perforation, and saddle nose
deformity. In the event of palatal and nasal
septum perforation, speech may be affected
to the extent of strong nasality, which
should alert the practitioner to investigate
for this abuse. Additionally, confirmed or
suspected cocaine abusers should be given
frequent oral examinations because they
commonly use alcohol and tobacco, and all
of these substances can induce significant
changes in oral epithelial cells.26

Figures 3a and 3b. Rampant decay due to methamphetamine abuse. Images
courtesy of Robert S. Goldman, DMD.

Figure 4a and 4b. Lingual enamel erosion of maxillary anterior teeth only.
Patient emphatically denied history of regurgitation.



8 In The Know January | February | March 2012

Eating Disorders –
Anorexia Nervosa and Bulimia Nervosa
Two psychological diseases that can affect the teeth of
adolescents, and can also result in fatalities, are anorexia
nervosa and bulimia nervosa. The media has played a large
role in propagating eating disorders by employing thin
fashion models and implying that this is the “norm.”
Approximately 80% of American women are dissatisfied
with their appearance.27 As many as 10 million American
females and one million males are affected by eating
disorders28 and 95% are between the ages of 12 and 25

years.29 Bulimia nervosa is more
common than anorexia nervosa by a
ratio of 9:1 About 50% of anorexics
are bulimic.30

While serious systemic problems can
be associated with these disorders,
anorexics are more readily revealing
about their condition as their physical
appearance does not allow them to
easily hide their condition. In contrast,
bulimics are secretive about their
condition. They enjoy food to the
extent that they eat excessively (binge)
but they are obsessive about not
gaining weight and therefore they
regurgitate (purge). This is referred to
as the “binge/purge phenomenon”. The
regurgitation is also done in secret,
either late at night or when nobody is
around. Bulimics also abuse laxatives
and diuretics.19

The dentist can play a major role in the
diagnosis of bulimia nervosa. In fact, the
dentist may be the only person able to
diagnose it because of the oral signs, and
bulimics are not likely to admit their

habit to anyone, even when confronted with the signs of the
disease. The 3 major signs of bulimia nervosa are: (1) lingual
acid erosion of the maxillary anterior teeth due to regurgitation
(Figures 4a and 4b); (2) skin abrasions, lacerations, and/or
calluses, called Russell’s sign, on the dorsum of the hands
caused by contact of the teeth when attempting to stimulate
regurgitation; (3) bilateral, asymptomatic, soft, parotid gland
swelling in 10% to 60% of the patients. The swelling is a result
of hypertrophy of the gland due to the constant cholinergic
stimulus produced by emesis.31

Oral signs associated with anorexia nervosa include
xerostomia, caries, decreased gag reflex, and angular cheilitis
due to candidiasis. If there is a bulimic phase, then the 3
signs previously mentioned will also be present. In addition,
continuous regurgitation during a long period of time may
result in an anterior open occlusion (Figures 5a and 5b). 

Fads
One relatively recent fad that has captured the imagination
of teenagers, as well as adults, is piercing. Piercing with an
ornament can involve almost any part of the body, including
the lips and tongue, the latter being the most common oral
site32 (Figures 6a and 6b). While this situation is reversible
and relatively benign, what must be impressed upon the
recipient is that an object placed within, and protruding
from, the tongue can induce trauma to the teeth as well as to
those of a person with whom he or she has forceful lingual

Figures 5a and 5b. Dentition of patient with admitted anorexia nervosa. Note excessive loss of tooth
structure due to bruxism, caries, and erosion.

Figure 6a and 6b. Patient with pierced tongue



January | February | March 2012   In The Know   9

THE TEENAGE PATIENT

interactions. Such trauma can also induce fractures known
as “Cracked Tooth Syndrome”.33 Other consequences 
include allergic contact stomatitis; difficulty in eating,
speaking, and wearing oral appliances; airway obstruction;
and formation of diastemas. In addition, tongue piercing
under unsanitary conditions may lead to hemorrhage, toxic
shock syndrome, or serious infections.34

Sexual Activity
The 2009 Use Risk Behavior Surveillance6 states that 34.2%
of high school students nationwide (United States) are
sexually active, and of these 38.9% had not used a condom
during their last sexual intercourse.

HPV-16 is now a recognized cause of oropharyngeal
squamous cell cancer (OPSCC) and is transmitted through
oral sexual contact and perhaps from not washing hands
after intimate digital palpation. Recent data revealed that
57% of 1,316 cases of OPSCC were HPV-16 positive.6

There are 3 important aspects to consider when discussing
this situation. One, the vaccines Gardasil (Merck) and
Cervarix (GlaxoSmithKline) can be administered (and
either is recommended for girls to prevent cervical cancer)
to both girls and boys at the beginning of sexual
development. Two, the prognosis for this cancer after
standard surgery, radiation, or chemotherapy is more
favorable than for oral cancers caused exclusively by (but
can also be confounded by) tobacco and alcohol.6 The
third aspect, however, is more problematic. The location
for these lesions is the most posterior (and most difficult to
examine) lateral border of the tongue, floor of the mouth,
as well as the tonsillar and posterior oropharyngeal tissues.
An obvious recommendation for prognostic purposes

would be for a comprehensive oral examination with
appropriate biopsy procedures regarding oral lesions,
necessary to confirm the presence or absence of HPV.

Dental Management of the Teenage Patient
Dentists and physicians take an oath to help those who
present for treatment and to “do no harm”.35 However, this
oath can become confounded in the case of certain teenage
patients. The dental practitioner must be extremely diligent
when examining the oral cavity of an adolescent, or any
patient. Since water fluoridation and other preventive
treatments such as pit and fissure sealants have decreased
the overall incidence of caries, the presence of caries in
multiple teeth or in advanced stages may suggest an abusive
activity. The largest problem may be trying to ascertain the
etiology of the condition rather than the treatment itself.
Approaching a teenager directly with questions about
smoking, drugs, oral sex, etc, will almost always result in
denial or an “attitude” rather than a truthful answer. The
natural response by the practitioner would be to approach
the parent or guardian; however, this too must be handled
within legal parameters to avoid malpractice repercussions. 

One way to approach an adolescent who presents with a
“suspicious” condition might be implemented in the
following way. First, establish a private, quiet environment
between patient and practitioner without any auxiliary
personnel, with operatory doors closed, and instructions not
to be interrupted (patient informed of such). Tell the patient
that he or she has a condition that is suggestive of…habit.
The patient is not obligated to tell the dentist if this
“suggested” causative factor is correct. However, by not
telling [the dentist] the truth, proper diagnosis and
treatment cannot be initiated and the consequences could be
very serious if nothing is done. If the patient is cooperative,
then a (possible) cause for the presenting signs and
symptoms may be established. However, the next step may
be even more difficult. If a biopsy, referral to a specialist, or
direct treatment is necessary, it must be decided whether to
inform, or not to inform, the parent or guardian of the
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presenting clinical situation. (With regard to HIPPA federal
law, it is not permissible for the dentist to disclose patient
information for patients age 18 or older, or at any age if that
person is “emancipated” [ie, they do not live at home and
are self-supporting], to the patient’s parents without
permission of the patient.) If the patient is a minor, the
dentist might inquire as to who will pay for the diagnostic
procedure(s). This latter inquiry may promote the patient to
consider parental cooperation. Another strategy would be to
give the patient literature that contains unbiased,
documented information on his or her condition and
emphasize that the choice for treatment and/or
consequences ultimately remains with the patient. While the
“standard of care” would suggest informing a parent or
guardian of a minor’s oral condition, in the event of patient’s
adamant refusal to divulge privileged information, a
consultation with an attorney might be appropriate for the
safety of the patient. At this point the Hippocratic Oath
becomes confounded.

Conclusion
Teenage patients may present with oral signs and symptoms
caused by certain abusive habits, including eating disorders,
drug abuse, smoking, alcohol consumption, sexual activity
(specifically oral sex), and piercing of oral structures. The
consequences of failure to diagnose and treat these
conditions in a teenage patient may include death or
disability, or minimally, the loss of quality of life and a
malpractice lawsuit against the dentist. With this population
of patients, the dentist must be exceptionally vigilant and
continuously practice preventive oral medicine.     ~ITK
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MODERN DENTISTRY

5 Reasons Why 
Going to the Dentist
Is Easier, Safer and Less Painful Than Ever

by Jennifer Leba and Dale McKnight

Dental treatment has improved dramatically over the
last few years. Learn about the latest treatments,
and see if your dentist made our list of the region’s
217 most well-regarded practitioners.

#1: Root Canal Renaissance
Ever since the infamous scene in which Dustin Hoffman had
a root canal done without any Novocaine in the 1976 movie
Marathon Man, root canals have been portrayed as pure
torture – a procedure to be feared and ultimately avoided at
all costs. Even President Obama, in his 2010 State of the
Union address, tried to underscore how painful the planned
bank bailout was going to be by comparing it to a root
canal. But, of course, root canals (or endodontic therapy)
remain the single most effective way to avoid losing a tooth,
and luckily, the procedure has improved dramatically in
recent years.

At Assogna Endodontics in
Poughkeepsie, Dr. Denise A.
Assogna and Dr. Luz E. Mejia are
on the cutting edge of what they
call “the renaissance of root canal
therapy.” Not only do they use
the latest materials, technology,
and techniques in their pleasant,
villa-style office, but they’re
committed to educating each and
every patient about what a root
canal actually entails – and to
dispelling some of the enduring
myths about this frequent
procedure, which is performed
more than 14 million times a
year in the U.S. Call this dynamic
duo root canal cheerleaders, if

you will, but their goal is to have every patient say: “ ‘Hey,
that wasn’t as bad as I thought it was going to be,’ ” says Dr.
Assogna. “Patients often fall asleep in the chair and then say,
‘I can’t believe I fell asleep during a root canal!’ ”

The myths surrounding root canal start at the beginning:
defining what it is – and what it isn’t. “A lot of people say,
‘Oh, you’re taking out the root,’ ” says Dr. Assogna. “But
that’s not right.” A root canal is the procedure by which the
canals in the tooth are cleaned out, the space is disinfected,
and the canals are then filled in. A root canal becomes
necessary when the living material of the tooth – the pulp,
which contains blood vessels, nerves, and other matter –
becomes infected. Infection can occur for several reasons,
including an untreated cavity, blunt trauma to the tooth
(which causes the pulp tissue to slowly die), or because of
gum disease around the tooth. “If you had a lot of cavities
and a lot of deep fillings when you were young, that may
lead to root canal problems because it causes the nerve to be
irritated over a long period of time. Then the nerve can die
and you need a root canal,” says Dr. Assogna.

“Patients often ask, ‘If I’ve had a root canal and the tooth is
supposedly dead, why do I still feel pain?’ The tissue around
it is still alive,” says Dr. Assogna. “Basically, the infection was
in the bone surrounding the tooth. If you have a splinter in
your hand and you take it out, your hand will still hurt for a
little while until it heals. It is kind of similar.”

Dr. Assogna says that the single greatest piece of technology
they have is the futuristic-style microscope they use
“everyday, all the time.” The $30,000 OPMI PROegro is
equipped with a high-resolution, three-chip video camera.
“We can look in there and see what is going to work; there
are less surprises. In the past, people have had a root canal
already on a tooth and they would maybe have to have it

Dr. Luz Mejia (left) and 
Dr. Denise Assogna of 
Assogna Endodontics, 
in their Poughkeepsie office.
Photograph by Michael Polito.
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extracted. But now we can go
in there and fix a lot of the
problems that have occurred.”

There is also a 3-D X-ray
machine available, although
Assogna Endodontics doesn’t
currently own one. “But you
can see things inside the tooth
that you wouldn’t normally
be able to see. For instance,
you can find an extra root
that nobody knew was there.”

The instruments used to clean the canals have been updated
too – and are one of the main reasons why a root canal can
often now be completed in one visit. “It used to all be done by
hand,” says Dr. Assogna. “It would take three appointments, 
at least. But now we use nickel titanium instruments that can
rotate 360 degrees and go around bends and curves and still
maintain the same shape of the canal. They really do a much
better job. There aren’t many things that are better and faster –
but these instruments are one of them.”

One of the hottest topics in the endodontic world is
regeneration. In short, it’s the ability to regrow the root of an
immature adult tooth. Dr. Assogna explains: “Say a seven-
year-old has a tooth come out and when we look at the X-
ray, the tooth is not fully formed yet. The nerve grows the
tooth, so if the nerve dies, the tooth can’t grow. So we used
to put medicine inside the tooth, but the tooth would
remain very, very weak. Now we have found that there are
some certain cells that are left over in the bone that we can
initiate to activate themselves to lay down new tooth
structure. We’re in the process of doing several of these now.
It’s pretty amazing.”

#2: Holistic Dentistry
Holistic dentistry is an approach that’s growing in
popularity – it regards dental well-being in the context of a
patient’s overall health, and often relies on both traditional
and alternative treatment techniques.

Recent research suggesting a link between oral bacteria and
heart disease, as well as concern by some over possible toxic
effects of mercury in dental fillings, are just two issues that
have helped fuel awareness of the interconnection between
the mouth and the rest of the body. There’s even a Holistic

Dental Society: Founded in 1977 and based in Florida, it
helps provide information for professionals and patients
alike to encourage a broad-based approach to dentistry.

One key aspect of holistic dentistry is the use of materials
considered biocompatible – those thought to be safest for 
humans. These can range from metal-free fillings and
implants, to bonding agents and other substances that rarely
trigger allergic reactions.

Tischler Dental in Woodstock has long been regarded as a
pioneer in holistic care in the Hudson Valley. “It’s a
cornerstone of our practice,” says Michael Tischler, D.D.S. In
addition to the use of biocompatible materials, Tischler
Dental provides homeopathic remedies, for instance, for pre-
and post-dental care (such as tincture of myrrh to help
reduce minor gum pain from inflammation). Another
holistic bonus: Acupuncture is also available to help patients
relax, reduce dental pain, treat TMJ (jaw) problems, and
assist in the overall healing process.

#3: OraVerse Anesthesia “Reversal”
Thank goodness for dental anesthesia.
Those little magic shots that numb the
mouth help patients glide through what
otherwise might be uncomfortable,
even painful, procedures.

But what about post-anesthesia? For a
couple of hours after leaving the dental
chair, a patient often can’t speak
clearly, smile, eat, or drink – you might

even catch yourself drooling. Not a pretty picture for folks
with a busy day ahead – and an anxiety-provoking scenario
for those who may already suffer from dental phobia.

Now, dentists have a new trick to speed up the return of
sensation to the lips and tongue area after routine treatments.
OraVerse is a sort of reverse anesthesia – the product is
injected in the same way the original shot is given, while the
mouth is still numb. According to the manufacturer, clinical
trials show that patients usually regain sensation twice as fast
with OraVerse.

“Generally, if it takes, say, two hours normally for numbness to
wear off, the time is cut to about one hour,” says John T. Lynch,
D.M.D., of Hudson Highlands Dentistry in Middletown, who
has been using OraVerse for about two years.

The OPMI PROegro microscope.

OraVerse Important Safety Information
Tachycardia, bradycardia, and cardiac arrhythmias may occur with the use of phentolamine or other alpha-adrenergic blocking agents. Although such effects are 
uncommon with OraVerse (phentolamine mesylate), clinicians should be alert to the signs and symptoms of these events, particularly in patients with a history of 
cardiovascular disease. Following parenteral use of phentolamine at doses between 5 to 15 times higher than the recommended dose of OraVerse, myocardial 
infarction, and cerebrovascular spasm and occlusion have been reported, usually in association with marked hypotensive episodes producing shock-like states.

See prescribing information on pages 17-18.
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Another group that can benefit are children who might be
upset by the sensation of lingering numbness in the mouth (the
manufacturer doesn’t recommend it for children under six or
kids weighing under 33 pounds). “Numbness can scare some
children,” says Lynch. “They may not understand what it is.”

An OraVerse shot can run about $10-$12. But many patients
don’t mind the extra cost. “They say it’s a big help when
they have a dental appointment on a busy day and need to
be fully functioning again as soon possible,” he adds.

#4: One-Visit Dental Crowns
Getting a crown normally
requires at least two trips to
the dentist. Not to mention
having to wear a temporary
one – which may be unstable
or unsightly – while waiting
days or weeks for an outside
laboratory to make the
permanent crown. But now, 
a new high-tech procedure
allows dentists to create
crowns right in their 
office – in one visit.

Here’s how it works: After a
tooth has been prepped for
treatment, the dentist takes 

a series of special computerized photos of it. The image is
then digitally transformed into a 3-D model of the tooth,
which is viewed on the computer screen, in a process
sometimes known as computer-assisted-design/computer-
assisted-manufacture or CAD-CAM technology (it was first
used in electronics and car manufacturing).

Next, the dentist (who receives special training to use the
equipment) designs the crown to exact specifications, fine-
tuning its shape with the digital imaging system. The final
design is then uploaded to a special milling machine, right
in the dental office, which molds and trims a tooth-colored
ceramic block to the precise tooth shape required. When
that’s complete (usually in less than half an hour), the
dentist fits and anchors the crown, and voilà; the patient is
good to go – all in one visit.

While not inexpensive – a unit can cost upwards of
$100,000 – the system’s makers tout other advantages of 
its “one-stop shopping” dental procedures. In addition to
saving time for busy patients, the process requires less
drilling and anesthesia, no messy impressions, can
sometimes preserve more of a damaged tooth, and is a
boon to dental-phobic patients who fear spending long
amounts of time in the chair.

The system can create fillings, inlays, and partial crowns,
too. A few dentists also use the technique to create porcelain
veneers, but achieving the perfect color match desired for
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front teeth can be trickier; the so-called “instant crowns” are
most often used on less-visible back teeth. Edwin O. Wiley,
D.M.D., of Galloway Dental in Warwick, has been using the
technology to make crowns, inlays, and onlays for about a
year. “Many patients prefer them, especially the fact that
there’s no need for a follow-up visit to complete the crown,”
he says. The procedure usually involves taking about nine
computerized photos, from which the crown is designed –
and the cost is usually comparable to a traditional crown,
Wiley adds. “There’s no real downside to the procedure. The
only question would be whether the tooth itself is suitable
for a crown.”

#5: Invisible Fillings
Gone are the days of enduring the ugliness – and, some 
say, possible health risks – of a mouthful of metal fillings.
Nowadays, tooth-colored composite fillings can take the 
place of the clunky-looking silver that has been used for 
more than a century to fill cavities in teeth.

Many dentists now offer both types of fillings. So patients
often have a choice – metal or “invisible” – when heading to
the dental chair. Some folks opt for one or the other, or a
combination; others prefer to have metal fillings replaced by
the newer technology. Here’s a primer on the two alternatives.

Also known as metal or silver fillings, traditional silver
amalgams are usually a combination of mercury, silver, tin,
copper, and sometimes other metallic elements. The upside:
silver amalgams are quite durable (especially when used on
back teeth, which we rely on for chomping and chewing), 
and they have a long history of “tried-and-tested” use. Also,
dentists who practice general dentistry don’t require additional
training to work with this technique, and patients appreciate
that silver fillings generally cost less than tooth-colored
options; they’re also often covered by dental insurance plans.

Metal fillings do have drawbacks. For some patients, it’s
mostly a matter of aesthetics. And while the metal material
itself is quite durable, some dentists say these types of
fillings – especially if they’re large – weaken a tooth’s
structure, leaving it more susceptible to breakage.

The biggest objection in recent years has been the controversy
over possible health risks from mercury in the mouth. Many
who argue against using metal fillings (which are generally
comprised of about 50 percent mercury) warn of a host of
potential health risks, ranging from psychological and
neurological problems to birth defects, if mercury should leak
into the body over time. The American Dental Association’s
current official stance is that “the major U.S. and international
scientific and health bodies... have been satisfied that dental
amalgam is a safe, reliable and effective restorative material.”
Meanwhile, the debate continues.

On the other hand, mercury-free, “invisible” fillings have
several pluses, in addition to what some see as the potential
health benefits. Made of composite resins (such as glass
particles and a setting ingredient), they’re the same color as
teeth and hence, more attractive. They usually require less
removal of tooth structure, so a smaller hole is required for
fillings. They’re less sensitive than metal, reducing that “ouch”
sensation when sipping hot or cold liquids, for instance. They
also bond right to the tooth, enhancing its strength.

Disadvantages include a higher cost: more-extensive training
is needed by a dentist to work with white composite fillings,
and the materials used are pricier, too. Cost can vary
considerably, but you can expect to pay anywhere from $75
to $150 per silver filling; composites may range from roughly
$150 to $250 per tooth, depending on the dentist. Also, some
dental insurance won’t cover “invisible” fillings. And while it’s
impossible to predict how long a filling will last, some experts
say the lifespan of a white composite usually runs about seven
years; metal fillings tend to last about 12 years. ~ITK

This article originally appeared in the November 2011 issue 
of Hudson Valley magazine. It is reprinted here by permission 
of the publisher.



FULL PRESCRIBING INFORMATION

1. INDICATONS AND USAGE
OraVerse is indicated for reversal of the soft-tissue anesthesia, i.e., anesthesia of the lip and tongue, and the associated
functional deficits resulting from an intraoral submucosal injection of a local anesthetic containing a vasoconstrictor.
OraVerse is not recommended for use in children less than 6 years of age or weighing less than 15 kg (33 lbs).

2. DOSAGE AND ADMINISTRATION
2.1 General Dosing information
The recommended dose of OraVerse is based on the number of cartridges of local anesthetic with vasoconstrictor administered:

Amount of Local Anesthetic Administered Dose of OraVerse [mg] Dose of OraVerse [Cartridge(s)]

½ Cartridge 0.2 ½

1 Cartridge 0.4 1

2 Cartridges 0.8 2

OraVerse should be administered following the dental procedure using the same location(s) and technique(s)
(infiltration or block injection) employed for the administration of the local anesthetic.

Note: Do not administer OraVerse if the product is discolored or contains particulate matter.

2.2 Dosing in Special Populations
In pediatric patients weighing 15-30 kg, the maximum dose of OraVerse recommended is 1/2 cartridge (0.2 mg).

(Note: Use in pediatric patients under 6 years of age or weighing less than15 kg (33 lbs) is not recommended.
A dose of more than 1 cartridge [0.4 mg] of OraVerse has not been studied in children less than 12 years of age.)

3. DOSAGE FORMS AND STRENGTHS
0.4 mg/1.7 mL solution per cartridge

4. CONTRAINDICATIONS
None.

5. WARNINGS AND PRECAUTIONS
5.1 Cardiovascular Events
Myocardial infarction, cerebrovascular spasm, and cerebrovascular occlusion have been reported to occur following the
parenteral administration of phentolamine. These events usually occurred in association with marked hypotensive
episodes producing shock-like states.

Tachycardia and cardiac arrhythmias may occur with the use of phentolamine or other alpha-adrenergic blocking
agents. Although such effects are uncommon after administration of OraVerse, clinicians should be alert to the
signs and symptoms of these events, particularly in patients with a prior history of cardiovascular disease.

6. ADVERSE REACTIONS
In clinical trials, the most common adverse reaction with OraVerse that was greater than the control group was injection
site pain.

6.1 Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, adverse reaction rates observed in the clinical trials of a
drug cannot be directly compared to rates in the clinical trials of another drug and may not reflect the rates observed in practice.

Dental patients were administered a dose of either 0.2, 0.4 or 0.8 mg of OraVerse. The majority of adverse reactions were mild
and resolved within 48 hours. There were no serious adverse reactions and no discontinuations due to adverse reactions.

Table 1 lists adverse reactions where the frequency was greater than or equal to 3% in any OraVerse dose group and was
equal to or exceeded that of the control group.

An examination of population subgroups did not reveal a differential adverse reaction incidence on the basis of age,
gender, or race.

Results from the pain assessments in Study 1 and Study 2, involving mandibular and maxillary procedures, respectively,
indicated that the majority of dental patients in both OraVerse and control groups experienced no or mild oral pain, with
less than 10% of patients in each group reporting moderate oral pain with a similar distribution between the OraVerse
and control groups. No patient experienced severe pain in these studies.

6.2 Adverse Reactions in Clinical Trials
Adverse reactions reported by less than 3% but at least 2 dental patients receiving OraVerse and occurring at a greater
incidence than those receiving control, included diarrhea, facial swelling, increased blood pressure/hypertension,
injection site reactions, jaw pain, oral pain, paresthesia, pruritus, tenderness, upper abdominal pain and vomiting.
The majority of these adverse reactions were mild and resolved within 48 hours. The few reports of paresthesia were
mild and transient and resolved during the same time period.

6.3 Post Marketing Adverse Reactions Reports from Literature and Other Sources
The following adverse reactions have been identified during postapproval parenteral use of phentolamine mesylate.
Because these reactions are reported voluntarily from a population of uncertain size, it is not always possible to reliably
estimate their frequency or establish a causal relationship to drug exposure.

Acute and prolonged hypotensive episodes and cardiac arrhythmias have been reported with the use of phentolamine. In
addition, weakness, dizziness, flushing, orthostatic hypotension, and nasal stuffiness have occurred.

7. DRUG INTERACTIONS
There are no known drug interactions with OraVerse.
7.1 Lidocaine and Epinephrine
When OraVerse was administered as an intraoral submucosal injection 30 minutes after injection of a local anesthetic,
2% lidocaine HCl with 1:100,000 epinephrine, the lidocaine concentration increased immediately after OraVerse intraoral
injection. Lidocaine AUC and Cmax values were not affected by administration of OraVerse. OraVerse administration did
not affect the PK of epinephrine.

8. USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Pregnancy Category C
There are no adequate and well-controlled studies in pregnant women. OraVerse should be used during pregnancy only if
the potential benefit justifies the potential risk to the fetus.

Oral administration of phentolamine to pregnant rats and mice at doses at least 24 times the recommended dose (based
on a 60 kg human) resulted in slightly decreased growth and slight skeletal immaturity of the fetuses. Immaturity was
manifested by increased incidence of incomplete or unossified calcaneal and phalangeal nuclei of the hind limb and of
incompletely ossified sternebrae. At oral phentolamine doses at least 60 times the recommended dose (based on a 60 kg
human), a slightly lower rate of implantation was found in the rat. Phentolamine did not affect embryonic or fetal devel-
opment in the rabbit at oral doses at least 20 times the recommended dose (based on a 60 kg human). No teratogenic or
embryotoxic effects were observed in the rat, mouse, or rabbit studies.

8.3 Nursing Mothers
It is not known whether OraVerse is excreted in human milk. Because many drugs are excreted in human milk, caution
should be exercised when OraVerse is administered to a nursing woman. The unknown risks of limited infant exposure to
phentolamine through breast milk following a single maternal dose should be weighed against the known benefits of
breastfeeding.
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HIGHLIGHTS OF PRESCRIBING INFORMATION
These highlights do not include all the information needed to use OraVerse™ safely and
effectively. See full prescribing information for OraVerse.

OraVerse (phentolamine mesylate) Injection
Initial U.S. Approval: 1952

––––––––––––––––––––––––––– INDICATIONS AND USAGE ––––––––––––––––––––––––––
OraVerse is indicated for the reversal of soft-tissue anesthesia, i.e., anesthesia of the lip and tongue, and the associated
functional deficits resulting from an intraoral submucosal injection of a local anesthetic containing a vasoconstrictor.
OraVerse is not recommended for use in children less than 6 years of age or weighing less than 15 kg (33 lbs). (1)

––––––––––––––––––––––––– DOSING AND ADMINISTRATION–––––––––––––––––––––––––

Amount of Local Anesthetic Administered Dose of OraVerse

½ Cartridge ½ Cartridge (0.2 mg)

1 Cartridge 1 Cartridge (0.4 mg)

2 Cartridges 2 Cartridges (0.8 mg)

OraVerse is administered using the same location(s) and same technique(s) (infiltration or block injection) used for the
administration of local anesthetic. (2.1)

––––––––––––––––––––––– DOSAGE FORM AND STRENGTH ––––––––––––––––––––––––––
0.4 mg/1.7 mL solution per cartridge (3)
–––––––––––––––––––––––––– CONTRAINDICATIIONS––––––––––––––––––––––––––––––
None (4)

––––––––––––––––––––––– WARNINGS AND PRECAUTIONS ––––––––––––––––––––––––––
Myocardial infarction, cerebrovascular spasm, and cerebrovascular occlusion have been reported to occur following the
intravenous or intramuscular administration of phentolamine, usually in association with marked hypotensive episodes or
shock-like states which occasionally follow parenteral administration.

Tachycardia and cardiac arrhythmias may occur with the use of phentolamine or other alpha-adrenergic blocking agents. (5.1)

–––––––––––––––––––––––––– ADVERSE REACTIONS ––––––––––––––––––––––––––––––
The most common adverse reaction with OraVerse (incidence ≥5% and > control) is injection-site pain. (6)

To report SUSPECTED ADVERSE REACTIONS, contact Septodont at 1-888-888-1441 or FDA at 1-800-FDA-1088 or
www.fda.gov/medwatch.

–––––––––––––––––––––– USE IN SPECIFIC POPULATIONS –––––––––––––––––––––––––––
• Use in pediatric patients less than 6 years of age or <15 kg (33 lbs) is not recommended. (8.4)
• In pediatric patients weighing less than 30 kg (66 lbs), the maximum dose of OraVerse

recommended is 1/2 cartridge (0.2 mg). (8.4)

Revised: April 2011

Table 1: Adverse Reactions with Frequency Greater Than or Equal to 3% and Equal to or Exceeding Control

Adverse Event OraVerse Control

0.2 mg 0.4 mg 0.8 mg Total Total
(N = 83) (N = 284) (N = 51) (N = 418) (N = 359)

N (%) N (%) N (%) N (%) N (%)

Patients with AEs 15 (18) 82 (29) 20 (39) 117 (28) 96 (27)
Tachycardia 0 (0) 17 (6) 2 (4) 19 (5) 20 (6)
Bradycardia 0 (0) 5 (2) 2 (4) 7 (2) 1 (0.3)
Injection site pain 5 (6) 15 (5) 2 (4) 22 (5) 14 (4)
Post procedural pain 3 (4) 17 (6) 5 (10) 25 (6) 23 (6)
Headache 0 (0) 10 (4) 3 (6) 13 (3) 14 (4)

* Sections or subsections omitted from the
Full Prescribing Information are not listed.

FULL PRESCRIBING INFORMATION: CONTENTS*



8.4 Pediatric Use
In clinical studies, pediatric patients between the ages of 3 and 17 years received OraVerse. The safety and effectiveness
of OraVerse have been established in the age group 6-17 years. Effectiveness in pediatric patients below the age of 6
years has not been established. Use of OraVerse in patients between the ages of 6 and 17 years old is supported by
evidence from adequate and well-controlled studies of OraVerse in adults, with additional adequate and well-controlled
studies of OraVerse in pediatric patients ages 12-17 years old [Studies 1 (mandibular procedures) and 2 (maxillary
procedures)] and ages 6-11 years old [Study 3 (mandibular and maxillary procedures)]. The safety, but not the efficacy,
of OraVerse has been evaluated in pediatric patients under the age of 6 years old. Dosages in pediatric patients may
need to be limited based on body weight. [seeDosage and Administration (2)]

8.5 Geriatric Use
Of the total number of patients in clinical studies of OraVerse, 55 were 65 and over, while 21 were 75 and over. No overall
differences in safety or effectiveness were observed between these patients and younger patients, and other reported
clinical experience has not identified differences in responses between the elderly and younger patients, but greater
sensitivity of some older individuals cannot be ruled out.

10. OVERDOSAGE
No deaths due to acute poisoning with phentolamine have been reported.

Overdosage with parenterally administered phentolamine is characterized chiefly by cardiovascular disturbances, such as
arrhythmias, tachycardia, hypotension, and possibly shock. In addition, the following might occur: excitation, headache,
sweating, pupillary contraction, visual disturbances, nausea, vomiting, diarrhea, or hypoglycemia.

There is no specific antidote; treatment consists of appropriate monitoring and supportive care. Substantial decreases in
blood pressure or other evidence of shock-like conditions should be treated vigorously and promptly.

11. DESCRIPTION
Phentolamine mesylate is phenol,3-[[(4,5-dihydro-1H-imidazol-2-yl)methyl](4-methyl-phenyl)amino]-,methanesulfonate
(salt), a non-specific alpha adrenergic blocker.

Phentolamine mesylate USP is a white to off-white, odorless crystalline
powder with a molecular weight of 377.46. It is sparingly soluble in
water, soluble in alcohol, and slightly soluble in chloroform. The
empirical formulation is C17H19N3O·CH4O3S, and the chemical structure is:

OraVerse (phentolamine mesylate) Injection is a clear, colorless,
sterile, non pyrogenic, isotonic, preservative free solution.
Each 1.7 mL cartridge contains 0.4 mg phentolamine mesylate,
D-mannitol, edetate disodium, and sodium acetate. Either acetic
acid or sodium hydroxide is used as necessary to adjust the pH.

12. CLINICAL PHARMACOLOGY
12.1 Mechanism of Action
The mechanism by which OraVerse accelerates reversal of soft-tissue anesthesia and the associated functional deficits
is not fully understood. Phentolamine mesylate, the active ingredient in OraVerse, produces an alpha-adrenergic block of
relatively short duration resulting in vasodilatation when applied to vascular smooth muscle. In an animal model,
OraVerse increased local blood flow in submucosal tissue of the dog when given after an intraoral injection of lidocaine
2% with 1:100,000 epinephrine.

12.3 Pharmacokinetics
Following OraVerse administration, phentolamine is 100% available from the submucosal injection site and peak
concentrations are achieved 10-20 minutes after injection. Phentolamine systemic exposure increased linearly after
0.8 mg compared to 0.4 mg OraVerse intraoral submucosal injection. The terminal elimination half-life of phentolamine
in the blood was approximately 2-3 hours.

Pediatrics
Following OraVerse administration, the phentolamine Cmax was higher (approximately 3.5-fold) in children who weighed
between 15 and 30 kg (33 and 66 lbs) than in children who weighed more than 30 kg. However, phentolamine AUC was
similar between the two groups. It is recommended that in children weighing 15-30 kg, the maximum dose of OraVerse
should be limited to ½ cartridge (0.2 mg) (seeDosage and Administration section).
The pharmacokinetics of OraVerse in adults and in children who weighed more than 30 kg (66 lbs) are similar after
intraoral submucosal injection.

OraVerse has not been studied in children under 3 years of age or weighing less than 15 kg (33 lbs). The pharmacokinetics
of OraVerse after administration of more than 1 cartridge (0.4mg) has not been studied in children.

13. NONCLINICAL TOXICOLOGY
13.1 Carcinogenesis, Mutagenesis, Impairment of Fertility
Carcinogenicity studies with OraVerse have not been conducted.

Phentolamine was not mutagenic in the in-vitro bacterial reverse mutation (Ames) assay. In the in-vitro chromosomal
aberration study in Chinese hamster ovary cells, numerical aberrations were slightly increased after a 4-hour exposure to
phentolamine without metabolic activation and structural aberrations were slightly increased after a 4-hour exposure to
phentolamine with metabolic activation only at the highest concentrations tested, but neither numerical nor structural
aberrations were increased after a 20-hour exposure without metabolic activation. Phentolamine was not clastogenic in
two in-vivomouse micronucleus assays. At doses up to 150 mg/kg (143 times human therapeutic exposure levels at the
Cmax), phentolamine mesylate was shown to have no adverse effects on male fertility in the rat.

14. CLINICAL STUDIES
The safety and efficacy of OraVerse when used for reversal of soft-tissue anesthesia (STA), i.e., anesthesia of the lips and
tongue following a dental procedure that required local anesthesia containing a vasoconstrictor, were evaluated in the
following clinical studies. OraVerse-induced reversal of local anesthetic effects on the teeth, mandible and maxilla has
not been assessed.

Two Phase 3, double-blinded, randomized, multi-center, controlled studies were conducted in dental patients who had
mandibular (Study 1) or maxillary (Study 2) restorative or periodontal maintenance procedures and who had received a
local anesthetic that contained a vasoconstrictor. The primary endpoint was time to normal lip sensation as measured by
patient reported responses to lip palpation. The secondary endpoints included patients’ perception of altered function,
sensation and appearance, and their actual functional deficits in smiling, speaking, drinking and drooling, as assessed
by both the patient and an observer blinded to the treatment. In the mandibular study, the time to recovery of tongue
sensation was also a secondary endpoint. Patients were stratified by type and amount of anesthetic administered.
OraVerse was administered at a cartridge ratio of 1:1 to local anesthetic. The control was a sham injection.

OraVerse reduced the median time to recovery of normal sensation in the lower lip by 85 minutes (55%) compared to
control. The median time to recovery of normal sensation in the upper lip was reduced by 83 minutes (62%). The
differences between these times for both studies are depicted in Kaplan-Meier plots for time to normal lip sensation in

Figures 1 and 2. Within 1 hour after administration of OraVerse, 41% of patients reported normal lower lip sensation
as compared to 7% in the control group, and 59% of patients in the OraVerse group reported normal upper lip sensation
as compared to 12% in the control group.

Figure 1: Kaplan-Meier Plot of Time to Recovery of Normal Sensation in the Lower Lip (ITT Analysis Data Set)

Figure 2: Kaplan-Meier Plot of Time to Recovery of Normal Sensation in the Upper Lip (ITT Analysis Data Set)

In Study 1 (mandibular), OraVerse accelerated: a) the recovery of the perception of normal appearance and function by 60
minutes (40%), b) the recovery of normal function by 60 minutes (50%), and c) the recovery of normal sensation in the
tongue by 65 minutes (52%). In Study 2 (maxillary), the recovery of the perception of normal appearance and function
was reduced by 60 minutes (50%) and the recovery of normal function was reduced by 45 minutes (43%).

Study 3, a pediatric, Phase 2, double-blinded, randomized, multi-center, controlled study was conducted in dental patients
who had received 2% lidocaine with 1:100,000 epinephrine. Dental patients (n = 152, ages 4-11 years) received 1/2
cartridge of local anesthetic if they weighed ≥15 kg but <30 kg, and one-half or one full cartridge if they weighed ≥30 kg
at a cartridge ratio of 1:1 to local anesthetic.

The median time to normal lip sensation in patients 6 to 11 years of age who were trainable in the lip-palpation
procedures, for mandibular and maxillary procedures combined, was reduced by 75 minutes (56%). Within 1 hour after
administration of OraVerse, 44 patients (61%) reported normal lip sensation, while only 9 patients (21%) randomized to
the control group reported normal lip sensation. In this study, neither the patients’ perception of their appearance or
ability to function nor their actual ability to function was evaluated.
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Reinventing
Case Presentation

by Roger P. Levin, DDS

In the recent economic downturn, more patients
postponed or rejected treatment. Dentists are looking
for ways to increase case acceptance. To accomplish this
goal, practices must evaluate and modify their case

presentation process. The target is to close 90% of all cases.

Dentists typically experience good case acceptance for
smaller, single-tooth procedures. Success has little to do
with an ability to “promote” treatment. Unfortunately, as
soon as the case size begins to increase, everything changes.
They experience a very steep drop in case acceptance – a
key reason so many dental practices plateau and remain far
below their real potential.

The time has come to step back and think about case
presentation in a whole new way. Almost every practice can
increase production by as much as 30% to 50% in a
relatively short period of time, but only with excellent
business systems – including case presentation.

The New Patient Phone Call
The new patient phone call is all about
scheduling patients and getting them
into the practice as quickly as possible.
You have to create confidence for
patients on the phone, demonstrate
great value for the practice, transfer
trust to the doctor and staff, and
ensure patients see value in the
practice. This is the first step in
creating a powerful relationship 

and a high level of desire by patients to be part of this 
high value-oriented practice.

The new patient phone call includes scripting such actions
as thanking the patient for calling the office, complimenting
the individual who referred the patient (if applicable), and
thanking the patient again at the end.

It includes factors that build confidence, such as
commenting on the endorsement of the referral source, and
the transfer of trust that includes a 40-second, customer-
written script talking about the doctors, staff, and practice.
All of this is meant to achieve the ultimate goal of creating
value in the mind of the patient.

The New Patient Orientation
Very few practices think of the new
patient’s first visit as “orientation.”
They typically either give patients a
pile of forms to fill out or give them a
cursory greeting and assume that
value-building will take place in a
clinical area. This is a mistake.

The new patient orientation should include:
• A welcoming greeting
• Relationship-building
• An overview of the office
• Value-building
• Insurance overview

Step-by-step scripting lets patients know how delighted the
front-desk staff person is that they have joined the practice.
On a subconscious level, it promotes the idea that they will
become lifetime patients. Scripting includes an overview of
the practice and all of its positive features, and then a positive
discussion about the doctor and staff that reinforces the idea
that the patient will have an outstanding experience.

The New Patient Experience
Here, the patient meets the dental assistant and then the
doctor. The assistant builds a relationship with the patient,
using techniques such as The Golden Ten™, which means
learning 10 things about each new patient prior to
commencing any clinical examination. Next, learn at least
one new thing every time a patient comes to the practice to
further deepen the relationship.
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The new patient experience reflects the entire process from
the patient’s entering the practice to move to the clinical
area. First, a dental assistant is properly introduced to the
patient. This individual continues the relationship-building
process using key questions and scripting, and further
educates the patient about the practice. This includes an
explanation of the first-visit examination. Then, the patient
meets the doctor, who will spend a few minutes furthering
the relationship once again using powerful scripting.

Remember that scripting is no
longer about communication,
but rather about influence. In
the postrecession era, patients
want more value for their
money and better reasons for
why they should take a
particular action regarding
treatment, paying bills, etc.

Levin Group recommends that practices develop highly
influential scripts to motivate patients and focus on the
benefits of every action for the patient.

The New Patient Case Presentation
In case presentation, we must understand the patients’
perspective. As the recent economy shows, patients are more
reluctant than ever to reach into their pockets. This requires
some different approaches to case presentation.

For example, we recommend 
that approximately 60% of all case
presentations need a second consultation
if more than $1,200 in fees is involved,
and 15% of those cases may need a
third consultation.

A dentist recently asked me at a seminar why it would 
ever be necessary to have a third consultation for case
presentation. I answered with a question: “If I were willing
to pay you $7,000, would you meet with me three brief
times to discuss it?” After he thought about my question, 
he answered, “Yes. I see your point.”

This was a simple way of pointing out that we normally 
deal with patients who are having single-tooth treatment,
and these individuals do not need second and third
consultations. However, if a practice is going to expand 
the range of treatment and fees over a broad base of new
patients, then it is imperative to give them an opportunity 
to become comfortable with the recommended treatment.

The New Patient Financial Options
To make case acceptance easier, Levin Group teaches
practices to offer the Four Financial Options™ to patients.
These options should be presented to every patient,
regardless of economic background, age, status, or longevity
in the practice. Having these options available can make the
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difference between marginal case acceptance and
outstanding case acceptance:
• Cash up front merits 5% off – This eliminates concern 

over collections or administration of the financial account. 
Further, patients who have paid have an incentive to be 
pleased with the dentistry because they have already paid 
for it.

• Credit cards – Today, people prefer to charge most of 
their purchases. Credit cards are the norm and dental 
practices interested in high case acceptance rates should 
be most happy to accept them.

• Half up front, half before the end of treatment –
This means no case should ever be started without half the
payment in advance. Short of this commitment, collection 
problems are common in slower economic periods.

• Patient financing – Outside patient financing should be 
offered to all patients. By offering every patient a wide 
variety of financial options – including outside financing 
– more clients are able to access the care they need 
and want. Outside financing also removes the burden 
of collections from the practice. Furthermore, programs 
such as CareCredit® offer many tools for your practice, 
including a customized Practice Performance Review to 
help practices reach their goals. The Practice Performance 
Review uses real data from your practice to help you track 
new patients from CareCredit’s network, doctor locator 
search results, and more.

The New Patient Follow-Up Process
The follow-up process is for
patients who either reject
treatment or accept phased
treatment. If a patient rejects
treatment, most practices do
nothing else. In fact, many 
of these patients are lost to
the practice because they also
never receive hygiene

appointments while the practice is waiting for them to call
and make up their minds about having treatment.

In reinventing case acceptance, the practice must follow up.
This can occur by front desk people setting up the next
conversation using scripting such as: “Mrs. Jones, as a service
to you, where can I conveniently call you tomorrow morning?”

Levin Group recommends that patients who reject treatment
get a follow-up call the next morning and once a week for
three weeks unless they actually state that they are not
interested in treatment.

Phased treatment (treatment will be provided over time in
different segments) should also be presented. For example, a
$6,000 case presentation could be provided at $2,000 every
six months. The simple question any dentist should ask is,
“Would I rather have 25% of the case now or nothing at all?”
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With phased treatment, there must be follow-up from the
practice. We recommend that the hygienist become
responsible for identifying the time for the next phase,
communicating that information to the patient and the
doctor (in the morning meeting) and for using scripts to
have the patient scheduled. This has been an extremely
successful process, enabling more patients to afford
treatment than they might otherwise, and creating a
wonderful opportunity for production increases.

Increase Case Acceptance Now!
Case acceptance rates can be increased right now. However,
dentists must reexamine how they conduct their case
presentations and adjust accordingly. To increase elective
case acceptance, patients need to be motivated for treatment,
trust the practice, and be pleased with their experience.
Reinventing case presentation makes all of this possible.

Visit www.levingroupgp.com for Levin Group’s Resource
Center to see a wide range of educational materials,
including “The Tip of the Day” newsletters, and white
papers. You can also connect with Levin Group on Facebook
and Twitter (@Levin_Group) for tips, news, and the sharing
of ideas.     ~ITK

Roger P. Levin, DDS, is chairman and CEO of Levin
Group, a leading dental management consulting firm
that is dedicated to improving the lives of dentists
through a diverse portfolio of lifetime services and
solutions. Since the company’s inception in 1985, 
Dr. Levin has worked to bring the business world 
to dentistry. Levin Group can be reached at 
(888) 973-0000, or www.levingroupgp.com.

Reprinted with the permission of Dental Economics.
Original print date, June 2011.

In reinventing 
case acceptance,
the practice must

follow up. 
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The Art of 
Interviewing

by Tim Twigg and Rebecca Crane

No management function is more important than
hiring the right people. Without the right
people, everything else declines – production,
customer relations, profits and happiness. And

the stress it creates…whew! Nothing brings on stress (and
drama) quite like having an employee who does not fit. Did
you know that the number one reason for turnover is lack of
fit, coupled with misunderstandings? You know the reasons:
the employee is not a team player, not motivated, can’t
multitask, doesn’t pay attention to detail, isn’t good with
customers, doesn’t hold himself or herself accountable for
his/her actions, etc. The list could go on and on.

Turnover is costly, both
emotionally and financially.
Studies indicate that, at a
minimum, the cost is
equivalent to the annual
salary of the person who is
being replaced, but it can be
as much as two to three times
that amount depending on
the position, applicant pool,
job market, etc. Wouldn’t it
be great to reduce that cost
and get the right people
onboard the first time?

When a bad hire happens, most people wonder how it
happened. The person aced the interview along with all the
other steps in the recruiting process, so why did he or she
turn out to be a nightmare? How did the person end up not
at all like the person you met during the recruiting process?
And more importantly, how do you prevent a mistake like
this from happening again?

There can be a lot of reasons for bad hires, but one primary
one is poor interviewing techniques. When was the last time
you actually prepared for an interview? Don’t most of us
normally just wing it? We have a handful of questions we
love to ask, and we don’t take the time to go much beyond

those questions. We figure our “gut instinct” will be right. If
this is working for you, great. If not, you might want to
consider fine-tuning your interviewing techniques,
specifically the type of questions you ask. This can help get
you closer to seeing the “real person” during the interview.

One major interviewing pitfall is not allowing the applicant
to talk very much. Instead, you try to “sell” the candidate on
you and your practice. Don’t do that! The interviewee
should do about 75% of the talking. Interviewers sometimes
get uncomfortable with silence or waiting while an applicant
struggles to answer a question. The interviewer will

sometimes take over and
explain, describe, and provide
his or her own opinions to
promote more conversation.
This can inadvertently lead the
applicant into knowing what to
say or simply agreeing with the
interviewer, which does not
serve the purpose of getting to
know the applicant.

Another pitfall is asking too
many yes/no questions. These
types of questions will not
provide information for you to
evaluate the person’s fit within

your practice adequately; in fact, the answers will often be
misleading. When you ask, Are you a motivated person?
who couldn’t get that question “right”?

Ideally, ask open-ended questions to keep the interviewee
talking. You want to collect as much data on this person as
possible. The best way to do this is through carefully crafted
interview questions that go beyond simple yes/no responses.

When crafting questions, make sure they are legal. Generally
speaking, if a question is not related to important or essential
job duties, skills, work behaviors, or attributes, it should not
be asked. Under multiple federal and state regulations, it is
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unlawful to discriminate against applicants based on their race,
ethnicity, national origin, religion, sex, pregnancy, age, or
disability, just to name a few. People who fall into any of these
groups are in what are called protected classes.

Raising a topic or asking a question pertaining to any of these
protected characteristics could be perceived as discriminatory,
particularly if the applicant believes he or she was denied
employment opportunities as a result. The art of interviewing
means knowing what legally can or cannot be asked in order
to prevent potential liability.

Avoid questions or conversations related to:
• Marital and/or family status
• Age or any indirect means of determining someone’s age, 

such as learning his/her high school graduation dates
• Race and color
• Sex
• Birthplace or citizenship
• Military record
• Ancestry or national origin
• Credit rating
• Affiliated organizations
• Children and/or relatives

Bottom line, ensure that all questions are job-related. Eliminate
any that serve no purpose in determining someone’s ability to
perform job duties.

Interview questions typically land in one of five categories. An
interview will be a combination of all five.

1. Credential = education, certification, licensure
2. Technical = knowledge necessary for the job 

(e.g., computer software)
3. Experience
4. Opinion = self-evaluation; yields the candidate’s opinion 

about a given situation
5. Behavioral = work-related, behavioral responses from the 

candidate’s past.

Most interviews follow these percentages: credential/technical
– 17%, experience – 28%, behavioral – 1%, and opinion –
54%. Notice the high percentage of opinion questions in the
typical interview. What could be wrong with putting so much

emphasis on those types of questions? Simply this: the person
being interviewed would give an opinion that he or she
believes you would find more favorable, even though that’s not
what the “real person” really thinks. Without the right
questions, acing an interview can be easy with an experienced
interviewee who knows all the right responses.

This is the recommended interview question mix:
credential/technical – 10%, experience – 20%, behavioral –
60%, and opinion – 10%. Note the emphasis here on
behavioral-based questions. Different from opinion questions –
although frequently confused with them – behavioral-based
questions focus on past behavior from real work-related
experiences to determine an applicant’s future behavior. The
underlying proven premise is past behavior is the best
predictor of future behavior. It is this information that allows
for greater understanding of the “real person” behind the
interview, and whether or not that person will be the right fit
for you.

Behavioral-based questions typically begin with the words
describe, explain, tell me, or how did you…. These words
focus on present or past situations, rather than would you,
could you, should you, or will you… which focus on the
future and are opinion-based.

Behavioral-based questions require preparation on the 
part of the interviewer before they can be effectively
implemented. That is because the interviewer must
identify a situation, or situations, relevant to the position
to be filled that are key job competencies and behaviors
that, if not handled well, would result in job performance
dissatisfaction – for example, high stress, angry patients,
multitasking, fast-paced, and detail-oriented.

From these job competencies or behaviors, questions are then
formed to specifically target gathering this information from
the applicant’s past. Here is an example of a behavioral-based
question: People aren’t always busy at work. Describe the
slowest time at your last job. What action did you take? What
was the result? And when I check your references, who can I
verify that with?

In this case, the behavior or job competency desired is being
able to fill slow time at work and keep busy with relevant
duties and responsibilities. During the interview, the applicant
must recount a previous specific time in which it was slow at
work, and then state his or her response to this slow time and
the result of his or her behavior.

Be mindful of the applicant stating an opinion rather than a
real situation. You’ll know this has happened if the applicant
says something like, “If it were slow at work…” The key word
is if. This is not a factual account of a real situation; it’s a

Nothing feels better
than getting the right
person on the team.
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hypothesis and an opinion. Redirect the applicant to respond
with a real situation.

The most important component to these questions is how an
applicant acted in response to the situations. People’s core
behaviors and responses change very little, so knowing what
someone has done will likely represent how that person will
act in a similar situation in the future. 
Consider these aspects:
• Was the action well-thought-out?
• Does the person hold himself or herself accountable or 

responsible for anything?
• Was the action immature?
• How closely does the action match your desired response 

in a similar situation?
• Did the action create improvement or not?
• Does the applicant relate his or her action to the result, 

whether good or bad?
• Did the applicant blame others in relating the past action?

Be sure you allow the applicant time to recount the situation
from his or her past. It may take some time, there may be
some awkward silences, and you may have to push a little. Not
being able to answer the question at all is a red flag. Whatever
you do, don’t overexplain the question and lead the person to
a proper response.

Finally, because the person is relating real facts from real events
and providing reference information, you set the stage for
more effective reference-checking. In many cases, simply
asking for references will cause a person to tell the truth,
regardless. Liability issues don’t typically present themselves
when you confirm information with a reference instead of
trying to solicit information from the applicant.

Can you do more than you are doing currently to interview
candidates better? Sure you can! Improving your interviewing
skills and specifically incorporating many behavioral-based
questions into your interviews are essential to that process.
Interviewing in this manner is not as easy as “winging it” with
your favorite opinion-based questions, but it will prove to be
worthwhile in the long run. Nothing feels better than getting
the right person on the team. Everybody wins – you, your
practice, and the applicant.

Tim Twigg is the president of Bent Ericksen & Associates, and Rebecca
Crane is a human resource compliance consultant with Bent Ericksen &
Associates. For 30 years, the company has been a leading authority in
human resource and personnel issues, helping dentists successfully deal with
the ever-changing and complex labor laws. To receive a complimentary copy
of the company’s quarterly newsletter or to learn more about its services,
call (800) 679-2760 or visit the Web site at www.bentericksen.com.

This article has been reprinted with the permission of 
Dental Economics magazine.
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Informed Consent
by Louis Malcmacher, DDS, MAGD

When was the last time you had to go to a
physician’s office, hospital, or medical lab for
tests or some kind of procedure? I’m sure
one of the first things you were given was a

bunch of forms to fill out. These usually include a medical
history, insurance claims that need your signature, and a
couple of other pages with a lot of fine print that no one
bothers to read. You were asked to sign on the bottom.
When you visit a medical office you actually want to fill out
these forms as quickly as possible, because, like all of us,
you are busy and you are in a rush. You know the sooner
you get these forms completed and back to the receptionist,
the better your chances of being called in quickly.

One of the forms you signed was an informed consent that
lists all the benefits and risks of the treatment or test you are
about to undergo. In our dental offices, we are supposed to
adhere to informed consent principles by letting patients
know the risks of the procedures, the alternative options
available to them, and the risks of no treatment.

Do you verbally go through these things with patients? Do
you give patients a written informed consent? The answer in
most dental offices is probably no.

Why don’t we use written informed consents in dentistry?
The No. 1 reason that I hear from dentists when I lecture
around the country is that the forms will scare patients, who
will then decline treatment and drive treatment acceptance
rates down. Nothing could be further from the truth!

We have been using informed consents in our offices for
years. These are customized for every patient regarding the
treatment they need and the requirements particular to their
treatment. The entire process takes only a couple of minutes.
The informed consent actually saves us time because we let
it tell patients the risks associated with their treatment. We
now have written proof that each patient was properly
informed, and it makes our treatment much less stressful.

Here is a situation that just happened in our office and is
repeated in many dental offices. About three years ago we
did some veneers on a patient I will call Samantha.
Samantha recently revisited our office because one of her
veneers had a severe fracture and half the tooth was missing.
I told her that the appropriate treatment would now be a
crown, but she didn’t have time to stay and left the office.

A couple of days later she called our office manager and
stated she had spoken to another dentist, who told her that
we absolutely should stand behind our work and she should
not be charged for the crown. The other dentist told her this
is common practice.

I will leave the topic of how wrong it is for dentists to
quickly judge one another without all the facts for another
column, if that in fact did happen. I took the opportunity to
go back and review her chart. Lo and behold, clearly written
on her informed consent were all the options given to her at
the time. She explicitly chose veneers knowing the benefits
and risks based on her clinical situation.

I did not have to rely on my memory or written notes that
the patient could have claimed I inserted later or without
her knowledge. I had a clear document with the patient’s
initials and signature on the informed consent.

Feel free to go to http://www.dentistryiq.com/index/display/
article-display/6528720697/articles/dentisryiq/practice-
management/patient-relationships/2011/05/consent-
form_example.html to download a copy of the informed
consent that we use in our office.

Every patient should sign an
informed consent for every
procedure – from operative 
to implants to facial esthetic
treatments such as veneers and
Botox. Patients are used to
signing informed consents
anywhere else they have
treatment. Having a firm informed
consent policy will save you money, time,
and stress, and it lets patients know that
you are a true health-care professional.     ~ITK

Dr. Louis Malcmacher is a practicing general dentist and internationally
known lecturer, author, and dental consultant known for his
comprehensive and entertaining style. An evaluator for CLINICIANS
REPORT, Dr. Malcmacher is the president of the American Academy of
Facial Esthetics at facialesthetics.org. Contact him at (440) 892-1810 or
email dryowza@mail.com. His website is www.commonsensedentistry.com,
where you can sign up for a free monthly e-newsletter.

Reprinted with the permission of Dental Economics. Original print
date, June 2011.

Provided by Louis Malcmacher DDS MAGD  www.commonsensedentistry.com 
email drlouis@FacialEsthetics.org – please email Dr. Malcmacher directly if you have any questions. 

 Please check with your legal advisor to make sure this meets your needs.  REQUEST FOR PRECISION ESTHETIC  AND RECONSTRUCTIVE DENTAL SERVICES 
 
PATIENT_________________________________ DATE OF BIRTH_______________ 
 
I hereby request and authorize Louis Malcmacher, DDS MAGD and whomever he may 
designate as his assistant(s) and anesthesia professionals, to perform upon me the 
following procedure(s) and anesthesia: _______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
____ 
  

1. I understand that Dr. Malcmacher will use his best judgment and skill to 
accomplish the desired results.  It has been explained, in language that I 
understand, my diagnosis, the anticipated procedure(s), the attendant risks and 
complications, alternatives, including doing nothing at all, postoperative course 
and possible variables to my satisfaction.  I have had the opportunity of asking 
questions and understand that I may stop plans for this treatment at this time to 
ask further questions if I desire.  I also understand that there may be other doctors 
who are specialists in these procedures and that I have the opportunity to be 
treated by them.  However, I prefer to have my treatment performed in this office 
by Dr. Malcmacher.____  

2. I do authorize the performance of additional procedures and changes of planned 
procedures if, in the judgment of the doctor, this will be necessary to improve my 
safety and result. _____  

3. Although favorable results are expected, no guarantee or warranty of 
expectations, refunds of any kind, either expressed, or implied, has been made.  
This is due to human variables associated with individual healing and responses to 
surgery and recovery.  Likewise, I understand that, although unexpected, risks and 
complications can occur.  The attendant risks of surgery and anesthesia have been 
explained to me.  I also have the opportunity to learn about unusual or rare risks 
and will be given information concerning this if I desire. ______ 

 
4. I understand that Dr. Malcmacher is very much involved in research and the                         

advancement of new technologies, procedures and materials.  I am also aware of 
the fact that several of the procedures Dr. Malcmacher performs are innovations 
in this field and may be used if Dr. Malcmacher feels that they will be beneficial 
to me and increase the chance of success.______  

 
 
 

5. I also understand that, although unusual, an unexpected complication or less than 
desired result can occur, and this may result in the need for further surgery, 

possible hospitalization, tests, prolonged recovery, loss of work time, and the 
possibility of further expense to me. _____ 

 
6. I consent to the taking of clinical photographs which may be used for research, 

presentation and/or publications. I understand that my anonymity will be 
preserved. _______ 

 
7. I understand that basic crown and bridge and Lumineer preparations may result in 

the considerable reduction of tooth structure when properly done.  Tissue and 
temperature sensitivity could be experienced for an extended healing period.  In 
some instances, root canal therapy may be required to eliminate the sensitive 
tissues inside the tooth. ______ 

 
8. I understand that excellent home care techniques, using a variety of aids, will add 

considerably to the successful outcome of my technically advanced dental 
restorative program, and I understand it will be important for me to follow the 
home care instructions, both written and oral, very carefully. ______ 

 
9. I have been informed by Dr. Malcmacher that is may be necessary to remove 

sensitive tooth structure in order to place Lumineers.  I further understand that the 
dental lab and Dr. Malcmacher will do their very best to create a shade for the 
new crown(s) and Lumineers that is as close as possible to the shade that I chose.  
I understand that the shade may not be an exact match.________ 

 
10. I understand that effort will be made to make the teeth appears as straight as 

possible with veneers, but because of the existing position of my natural teeth,  
which are not in perfect alignment, there is no guarantee that this can be 
accomplished.  I also understand that the veneers usually require very little tooth 
modification but some of my teeth, because of their present position and my bite, 
may require more modification than others.  In addition, I understand that veneers 
will add minimal bulk to my teeth and that I will need to get used to the addition 
of the veneer  porcelain to my teeth.__________ 

 
 
 
 
 
I have read the above prior to my signature and understand this document in full.  I 
authorize Dr. Louis Malcmacher to proceed with the necessary treatment as proposed, 
following the establishment of financial arrangements. If dental insurance is involved, I 
understand that I am ultimately responsible for my account and any balances not covered 
by my insurance.  I also state that I read and write in English. 
 
 
Patient Signature: _____________________________ 
 
Date: ____________________ Witness:  ___________________________________ 



“I can honestly say that Spectra, hands 

down, has had the single greatest positive 

impact on my practice in 2011.”

Jeffrey T. Blank, DMD
Carolina Smile Center

Fort Mill, South Carolina

The #1 Caries Detection Aid – works like
Doppler radar to detect caries earlier.
• Fluorescence technology reveals the extent
of decay with color and numerical readings.

• Early detection means more restoration
and less excavation.

• “Wow” your patients–and drive case acceptance.

• Works with virtually any patient
management software.

Don’t Drill your Patients...
Thrill Your Patients with                     .

www.airtechniques.com

For caries detection, nothing else measures up.™

To order or for more information
please contact your local
dealer representative.



 Promotions cannot be combined with any other offers and are subject to
change. Free goods stocked by your dealer and shipped with your order.
Offers only available through N’Durance stocking dealers.  800-872-8305  •  www.septodontusa.com

Offers valid January 1 - March 31, 2012

DIMER FLOW
Flowable Composite

 Highest conversion but low shrinkage. 
Medium viscosity for easy handling, 
outstanding esthetics & radiopacity.

N’DURANCE® CRISTAL
NEWW!

UNIVERSAL COMPOSITE
®

Nano-Dimer 
Conversion 
Technology®

Now You Can Have It All
• With Proven Science
• Extremely Low Shrinkage 1.2%
• Highest Monomer Conversion 75%
• Radiopacity is closest to that of amalgam

$67.00
VALUE

$102.00
VALUE

N DDDUUURRRRAAAAANNNNCCCCEEEE CCCCRRRRRIIIISSSTTTTAAAALLLL • High-end esthetic properties for 
exquisite anterior restorations

•   Soft-on-demand” handling thanks to 
adapted thixotropy

• Low shrinkage for improved marginal 
integrity and reduced microleakage

• High monomer conversion for greater 
durability and biocompatibility

• Durable long-lasting restorations

“

A remarkable blend of beauty and science

BUY 2, GET 1 FREE! ON ALL 
N'DURANCE PRODUCTS

Item #01C0500 - Kit Contains:
3 - 1.4g syringes, 30 tips
24 month shelf life

RACEGEL™

Easier and faster hemostasis with 
precise placement and time-saving 
clean-up. 

$93.00
VALUE

BUY 2, GET 1 FREE!

Item #01C0600
Package Contents:
Box of 15 capsules,
15 single-dose pipettes

The fi rst all-in-one, biocompatible and bioactive
material to use wherever dentin is damaged

• Restores both crown and root indications
• Promotes remineralization of dentin
• Preserves pulp vitality and promotes pulp healing
• Replaces natural dentin with the same mechanical properties
• Super radiopacity
• Cuts like dentin

$250.00
VALUE

BUY 1 BIODENTINE, 
GET 1 FREE!

$109.00
VALUE

NEWW!
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COURTESY OF YOUR
NDC DENTAL DEALER


