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The use of antibiotic prophylaxis prior to
dental treatment in patients who have
certain heart conditions or prosthetic joint
replacements is one of the most hotly
contested issues in dentistry today. However,
the issue of growing antibiotic resistance
among commonly encountered pathogenic
bacteria continues to highlight the necessity
for the very consensus that is lacking.
Read more about the antibiotic prophylaxis
discussion. Page 16
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Explore the digital edition of General Dentistry at
www.agd.org/generaldentistry and read exclusive
scientific articles that are available only online.
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Voices Editorial I

Anger Management

“It is important
to express your
anger—just be
mindful of how
you do it.”

American essayist and poet Ralph Waldo
Emerson wrote, “For every minute you
remain angry, you give up 60 seconds of
peace of mind.” We all experience anger, but
the important thing to remember is that we
need to express that anger in healthy ways.
Dentists who successfully manage their
anger report a lower incidence of depression
and dissatisfaction. They have learned that
their outbursts of uncontrollable and unjustifiable anger rarely improve the situation
and will quickly alienate them from friends,
family, and staff.
Anger clouds our judgment and weakens
our ability to rationally solve arguments,
problems, or issues. When you become angry,
try to emotionally detach yourself from
the situation. We are then free to use logic,
rationality, and facts—not anger—to win our
arguments. We often do not have control over
the events in our lives that anger us, but we
can control our response to that anger.
Imagine yourself as a kettle. To silence the
angry, whistling warning, you must remove
the lid to let off a little steam. It is important
to express your anger—just be mindful of
how you do it.
Have you ever heeded the advice of someone who told you to “take a deep breath”
as your anger simmered? Deep breathing
allows more oxygen to flow to your brain
and lymphatic system, releasing chemicals
called endorphins that improve your mood.
The next time you feel angry, give it a try:
As your deep breathing eases you into a
state of physical calm, your mood will surely
improve.
Those with unexpressed anger often are
terrible company; they criticize and make
insensitive remarks because they haven’t
constructively dealt with their feelings. A
Buddhist proverb states, “Holding on to anger
is like grasping a hot coal with the intent of
throwing it at someone else; you are the one
who gets burned.” We need to remember that

The opinions expressed here are
those of the writer and do not
necessarily reflect the views of the
Academy of General Dentistry.
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internalizing our anger allows it to fester until
we can no longer contain it, and then we
explode. Instead of taking this path, we need
to deal with the things that anger us when we
are first faced with them.
When angry with another person, try
not to use the words “always” and “never”
(except when talking about brushing teeth)
in your argument, because these words serve
to make you feel that your anger is justified,
when really these words only exaggerate
the facts. It’s important that we express our
anger while still remaining fair and objective.
Doing so is the best way to calmly rectify
your grievances.
We all face problems daily, but we are
more likely to solve them quickly and efficiently if we keep our cool. As professionals,
we must try to focus our energy on dealing
with life’s challenges effectively rather than
angrily. I find that humor is a great defense
against anger. When appropriate, I try to
disarm an angry situation with a humorous
joke.
As American journalist Sydney J. Harris
said, “If a small thing has the power to make
you angry, does that not indicate something
about your size?” You must show those
around you the depth of your character
by refusing to become undone by minor
obstacles.
The anger you hold within you can
permeate all areas of your life, including
your dental practice. Patients and staff are
inspired by those who appear joyous and
content. Anger rarely delivers such positive
results—so manage it accordingly.

Roger D. Winland, DDS, MS, MAGD
Editor

Counting the days
’til graduation?
Fresh out of school?
Now what?
The Academy of General Dentistry can tell you what.
Introducing the second edition of

“You’ve Graduated,
Now What? A Guide
to Navigating Those
First Years in the
Dental Profession”
Our new online edition offers
information on:
• Goal setting
• Career options, including
associateships and practice
ownership
• Marketing
• Financial planning
• Continuing education
• Organized dentistry,
and more!
You’ll even find essential
patient and practice
management forms in the
book’s Resource Library.
This online edition offers
everything you need to
guide you through all of
your career opportunities,
challenges, and transitions!
Online access to this second edition is FREE to
AGD members! AGD student membership is only
$17 per year. Join the AGD to access the book and
all of the great benefits of AGD membership!

To complete a membership application, call us at
888.AGD.DENT (888.243.3368), or visit us online
at www.agd.org!
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Voices From the President I

Looking Forward

“I look forward
to working hard
to reach our
goals and serving
you well as your
president.”

I am so humbled and honored to be your
new Academy of General Dentistry (AGD)
president, and I appreciate the trust you have
placed in me to serve in this esteemed position. I’ve had many wonderful experiences
since becoming active in the AGD. I would
like to share some of those memories with
you, in the hopes that they will give you
some insight into my passion for the AGD.
I started my journey in the Mississippi
AGD when two local dentists, Artis E. Knight,
DDS, and Rayford J. Harris, DDS, asked
me to serve in leadership. I remember the
first time that I went to the microphone at
an AGD House of Delegates (HOD) meeting
as an alternate delegate. I made a motion to
refer a resolution—and it passed!
I remember getting involved in a
presidential campaign at my second HOD
meeting, and during that time James L. Walsh,
DDS, FAGD—the only AGD president from
Canada—asked me to consider serving on an
AGD council. Though I was initially interested
in serving on the AGD Membership Council,
Dr. Walsh suggested I serve on the Legislative
& Governmental Affairs (LGA) Council. He
said to me, “One day, you are going to make a
huge impact in advocacy for the AGD.” That
statement empowered me to aim high, even
though advocacy was not a top priority for the
organization at the time.
For the first three years on the council,
I studied workforce issues, from dental
hygiene independent practice to HIPPA
laws. I have always had a bent toward
policy, but through my work on the LGA I
became even more interested in laws and
the policy-making process. I remember
then-AGD President John D. Chandler, DDS,
MAGD, asking me to chair the council during
my second term. I was awestruck at just the
thought of being considered, much less being
asked to serve in this position.
As council chair, my job was to help the
council craft tactics to achieve its advocacy

The opinions expressed here are
those of the writer and do not
necessarily reflect the views of the
Academy of General Dentistry.
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goals. I vividly remember the hours we
spent brainstorming ways to move the AGD
forward in its advocacy efforts on behalf
of our members and the profession. Today,
we are still doing many of the activities
that came from those strategic sessions. For
example, we created the annual AGD Hill
Day event, a governmental affairs conference
that allows AGD leaders to meet with key
politicians in Washington, D.C., to advocate
on issues important to general dentistry.
I believe our most recent Hill Day event,
held April 13 and 14, 2015, was the most
successful event so far.
While serving as LGA council chair, I
also worked as Region 12 regional director.
I eventually completed two terms as chair
of the regional directors. My outlook on the
AGD changed during that time. I started
seeing the bigger picture, and I started
focusing on organization-wide issues. I
began looking at leadership development
and succession, continuing education (CE),
strategic planning, finances, etc., and I
studied the AGD Bylaws and HOD policies.
This examination expanded my thoughts on
the meaning of leadership and its importance
to the success of the AGD.
During the past two years, I have served
as AGD vice president and president-elect.
I have met with representatives from many
allied organizations and attempted to build
collaboration in areas of common ground. I
also worked with my fellow AGD Executive
Committee and Board members to move the
AGD forward as the one true organization
that represents general dentists.
And we have moved into the future in so
many ways, especially in education. Thanks
to the AGD Education Summit—held on
July 25 and 26, 2014, at AGD Headquarters
in Chicago—we are moving forward with
micro-credentialing and digital badging,
which will allow AGD members to promote
their professional development and unique

expertise in a whole new way. In the future, these badges
will acknowledge AGD Fellowship and Mastership, CE
benchmarks, and participation in annual events and
volunteerism.
Also in the CE arena, we recently introduced our Blended
Learning series, which pairs CE webinars with hands-on
courses at our annual meeting. Additionally, there will be
more webinar offerings this year, including collaborative
webinars with allied organizations and “Hard to Find” CE
courses on the hottest topics in dentistry. We hope to educate
more than 2,000 dentists through webinars this year.
On the advocacy front, the AGD remains vigilant in
protecting general dentistry from negative influences that
can impact the way in which we deliver patient care. The
AGD has been on the frontlines as a member of the American
Legislative Exchange Council, fighting back midlevel provider
resolutions while presenting positive, proactive ideas for
solving access to care concerns.
We also are working to increase AGD membership
numbers. Our largest increase in the past few years has been
in the student member population. Earlier this year, the
Board tasked our staff with a goal of increasing membership
by 3 percent by Dec. 31, 2015. That translates to 1,174 new
members. And this increase is something that remains a
responsibility to not only our AGD Headquarters staff but
also each and every one of the AGD’s leaders and members.
We need to do our best to promote this wonderful organization to others!
Now I want to discuss my goals for this next year. I am
glad that our HOD approved a new 2016–2018 strategic plan
during our recent annual meeting, AGD 2015, held June 18
to 21 in San Francisco. This three-year plan sets the direction
for the AGD and our Board. As your president, I will work
hard to ensure we fulfill these goals as an organization.
Education—We will work to continuously improve our
educational offerings over the next few years. We will target
our webinars to reach members and nonmembers alike. With
these webinars and our new badging system, I believe the
sky is the limit for the AGD’s CE program.
Advocacy—I believe it is important that we work to educate
politicians and decision-makers about the differences between
dentistry and medicine. We currently have a task force working on this advocacy topic and more, and I would like to see
that task force finish its work and produce three white papers
on behalf of our organization by the end of 2015.

Membership—I would like to see us reach our goal of
increasing membership by 25 percent by 2018. To do that,
we would have to average a little more than an 8 percent
increase each year. I challenge each of you to do what
you can to recruit new members every year. Part of the
membership goal also is to increase our student membership
numbers. There is a Board task force looking at our student
member population and determining how we can officially
begin student chapters at dental schools across the country
and in Canada. I am already working with my Mississippi
AGD colleagues and student body leaders to initiate an AGD
student chapter at a dental school in Mississippi.
Communications—Getting general dentists to join
the AGD can be directly related to our brand. Who do our
colleagues think we are? Is our brand clear? Is it clear to
nonmembers and the public? I am pleased to say that we
currently have a rebranding project underway to ask and
answer those very questions. With this rebranding project,
we hope to increase the public’s awareness of the AGD and
its work and promote the AGD as an organization dedicated
to advancing general dentistry with education and advocacy.
Organizational excellence—I plan on working with the
Board and all AGD councils, committees, and departments to
improve our organization in any way we can. We are sound
financially, and we function well as an organization, but there
is always room for improvement.
My AGD membership has better prepared me for practicing in this great profession and increased my dedication to
lifelong learning. I would like to borrow a phrase from a
former AGD president, Linda J. Edgar, DDS, MEd, MAGD:
“Membership in the AGD does not mean one will be a better
dentist, but I know it has made me a better dentist.”
I truly believe that about the AGD. It has made me a
better dentist. I look forward to working hard to reach our
goals and serving you well as your president. I will make
this one promise for the next year: I will serve with all of my
ability, passion, and drive to make this organization the best
professional organization for general dentists.

W. Mark Donald, DMD, MAGD
AGD President
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Voices Viewpoint

I

Requiem for a Friend
I was saddened to hear of the passing of my
friend James “Jim” G. Richeson Jr., DDS,
FAGD, with whom I had the pleasure of
serving the Academy of General Dentistry
(AGD) for several years. Of course Jim was
well known as president of the AGD from
2002 to 2003, but his legacy encompasses
far more than that one-year term.
I first met Jim during my time as a
regional director in the 1990s. Jim played
a major role in the AGD 1995 Annual
Meeting & Exhibits held in Washington,
D.C., and around that time I got to know
him well after being invited to a dinner
engagement with him and several other
members of Region 5. Right off the bat,
I enjoyed Jim’s quick wit and fun sense
of humor, as he was always ready to
tell a funny joke or two. I also enjoyed
meeting his wife, Nancy, and noticed
right away that they were a good team.
Of course, Jim served for a relatively
short time as a regional director and was
elected in 1997 to become chair of that
distinguished group, but he never assumed
that position because he also was chosen
to run against an incumbent trustee that
year and he won—so he moved upward
and onward. This action epitomized Jim’s
ambition and capability for not just biding
his time, but also for being willing to take
a chance and go for it! And he did not just
settle for being a trustee. He ran for AGD
treasurer and was elected to that position for
one term in 1998. He soon went for it again
and successfully campaigned to become
president-elect in 2001 prior to serving as
president, starting in July 2002. Despite
his rapid political rise, I cannot think of
anyone who did not like Jim or did not
appreciate his abilities to serve effectively.
I always admired his ability and courage to
“go for it” and be successful every time!
Jim served as president during a time
of transition as longtime AGD Executive
Director Harold “Hal” E. Donnell Jr.,
CAE, was stepping down to retire, and so
Jim was involved in the arduous task of
selecting a replacement for someone many
considered to be irreplaceable. Yet Jim was
The opinions expressed here are
those of the writer and do not
necessarily reflect the views of the
Academy of General Dentistry.

8 AGD Impact

| www.agd.org | August 2015

Richard C. Engar, DDS, FAGD (left), and James G. Richeson
Jr., DDS, FAGD (right), pose with AGD regional directors
in 1996.
able to handle this and the other challenges of
his administration with diplomacy and zest.
However, for me, his greatest avenue of
service had to do with his skills and abilities as a
general dentist. Several years ago, my daughter
moved to Washington, D.C., to work in the office
of U.S. Sen. Orrin Hatch (R-UT). When she
asked me to recommend a dentist in the area,
without hesitation, I thought of my friend Jim
and had her go to him. She only needed basic
services, but after various appointments she
always raved about how thorough, gentle, and
competent he was. To this day, she still refers
to him as being “the best dentist ever!” So, not
only did Jim excel at leadership, but he knew
what he was doing as a general dentist as well.
What lesson can Jim, now passed on, teach
the rest of us AGD members? His message
for younger members would be to “go for it!”
and be willing to serve and to take chances
as better and even more difficult leadership
opportunities arise. His other lesson would be
to “practice what you preach as a clinician!”
He would encourage you to take courses and
then use that information gleaned to serve
your patients in the best possible way.
Goodbye, my friend, and may you rest in
peace. And may Nancy and your daughter,
Suzanne, treasure your memory forever!

Richard C. Engar, DDS, FAGD

l Advocacy

l

FEDERAL, STATE, LOCAL NEWS • GOVERNMENT AFFAIRS • LEGISLATIVE UPDATES • PUBLIC INFORMATION

AGD Adopts Oral Health Literacy Joint Consensus
Statement, Result of Allied Symposium
On May 5, 2015, the Academy of General Dentistry (AGD)
adopted an oral health literacy joint consensus statement—
the product of the Oral Health Literacy Symposium,
hosted by the AGD on April 24 at AGD Headquarters in
Chicago. Members from 11 allied organizations attended
the symposium and helped draft and approve the following
interim consensus statement:
Oral health literacy is an integral component of every
individual’s health and [well-being]. The undersigned
organizations recommend addressing this critical issue in
accordance with the following principles:
1. Oral health literacy is the foundation of a lifetime of
wellness and must be integrated into all educational and
wellness programs.
2. Oral health literacy is a shared responsibility across all
sectors.
3. Critical to the advancement of oral health literacy is an
established dental home.
4. The dental profession will lead the advancement of oral health
literacy, in collaboration with other health professionals.
5. Governmental and private resources dedicated to

improving oral health should be strategically directed
toward programs that further oral health literacy.
The 11 allied organizations in attendance at the oral
health symposium were the AGD, American Academy
of Pediatric Dentistry, American Academy of Pediatrics,
American Association of Public Health Dentistry, American
Association of Women Dentists, American College
of Dentists, American Dental Association, American
Dental Education Association, American Student Dental
Association, International College of Dentists, and Special
Care Dentistry Association. The AGD also welcomed Alice
Horowitz, PhD, research associate professor, University of
Maryland School of Public Health, as a guest expert on oral
health literacy.
To follow up on this successful oral health event,
participating organizations were encouraged to present
the interim consensus statement to their boards for formal
endorsement, and the AGD will work with these groups as
they seek their organizational endorsements.
For more information on this symposium, email
advocacy@agd.org.

Court Rules Against Practice in Unsolicited
Fax Case
On Oct. 30, 2014, the U.S. Court of Appeals for the Eleventh
Circuit issued a ruling that could concern dental offices
that use facsimile for advertising purposes. In Palm Beach
Golf Center-Boca Inc. v. John G. Sarris, DDS, PA, the court
examined unsolicited faxes that advertised the services of a
dental practice. The dentist in question had contracted with
a third-party advertising company to market his dental practice via mass fax advertisements. The company in turn sent
more than 7,000 faxes, including one to the plaintiff. Despite
not being able to prove the advertisement was either printed
or seen, the plaintiff, Palm Beach Golf Center-Boca Inc.,
prevailed in its claim that the unsolicited fax violated the
Telephone Consumer Protection Act of 1991 (TCPA).
In July 2014, the court sought the guidance of the Federal
Communications Commission (FCC). In its July 17, 2014,
legal brief, the FCC stated that direct liability for unsolicited
faxes rests with the person whose services are being
promoted, not with the entity that transmits the faxes. This
is different from how the FCC targets telemarketing and
robocalls. With unsolicited telephone calls, the telemarketer
is held directly liable for calling a phone number on the
national Do-Not-Call registry, while the seller (the person on

whose behalf a call is initiated) can only be held vicariously
liable for these actions.
Regarding unsolicited advertisements of any kind, the
FCC states, “All unsolicited facsimile advertisements [must]
contain a notice on the first page of the advertisement stating
that the recipient is entitled to request that the sender not
send any future unsolicited advertisements. This notice
must include a domestic contact telephone number and a
facsimile machine number for the recipient to transmit such
a request to the sender and…at least one cost-free mechanism
for transmitting an opt-out request…In accordance with
the statute, the mechanism must accept opt-out requests 24
hours a day, 7 days a week at the mechanisms identified in
the notice.” Once a request to opt out has been received, the
original sender then has 30 days to honor that request.
In 2005, the TCPA was amended to permit unsolicited
fax advertisements to individuals and businesses with an
established business relationship with the sender. However,
these advertisements still must contain notice and contact
information for the recipient to opt out.
For more information on this ruling, or to comment,
email advocacy@agd.org.
August 2015 | www.agd.org | AGD Impact
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AGD Constituent Advocacy Activity
All but eight states have adjourned their state legislatures
for the year and will not be back in session until 2016. The
remaining states—California, Massachusetts, Michigan, New
Jersey, New York, Ohio, Pennsylvania, and Wisconsin—will
continue to meet throughout the year. So far, during the 2015
legislative session, the AGD tracked more than 500 bills
related to general dentistry. Of those bills, the AGD notified
its state constituents of nearly 40 bills related to issues like
midlevel providers, fee capping, and teledentistry. The AGD
government relations team helped several constituents to
raise local awareness of several bills of importance:
• House Bill 1940: The AGD government relations team
worked with the Texas AGD to defeat a midlevel provider bill that was introduced on Feb. 25, 2015. Under
the proposed legislation, a person could be certified
as a dental hygiene practitioner by having an associate degree in dental hygiene and four semesters of
additional education in dental hygiene. These dental
hygiene practitioners would have a number of privileges, including the authority to provide diagnosis and
treatment planning; perform nonsurgical extractions
and restorations; prescribe medications; supervise other
hygienists and dental assistants; and file for Medicaid
reimbursement. To combat the bill, the Texas AGD sent

Learn More About
Advocacy Issues!
You can visit the AGD Engage
site to track legislative activity,
read about the AGD’s most
recent advocacy efforts, learn
how you can advocate
for general dentistry in your
state, and more.

Visit www.cqrcengage.com/agd today!
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a legislative action alert in April 2015, urging members
to voice their opposition to the bill ahead of its House
Committee on Public Health’s hearing; arranged for
Jose L. Cazares, DDS, FAGD, Texas AGD past president,
to testify at the hearing; and worked with AGD staff
and Immediate Past President W. Carter Brown, DMD,
FAGD, to develop a joint AGD and Texas AGD opposition letter, which was distributed to members of the
committee, along with the AGD white paper “Increasing
Access to and Utilization of Oral Health Care Services.”
When the 2015 session closed on June 1, the bill died
in committee.
• House Bill 699: This year, dentists in Tennessee urged
support for a telemedicine bill that would allow a health
care provider to diagnose and treat patients via teledentistry through mutual consent and communication.
Although there were two versions of telemedicine bills
in the Tennessee Legislature during the 2015 session, the
Tennessee AGD supported House Bill 699 (introduced
on Feb. 12, 2015), because it addressed key dental issues,
including licensure and the patient-doctor relationship. In
order to gather support for the bill among the dental community, the Tennessee AGD sent an action alert on March
4, urging members to contact their legislators in support
of the bill. AGD Region 6 Director Richard W. Dycus,
DDS, MAGD, sent a follow-up email explaining the need
to support the bill. The legislation was eventually signed
by Tennessee Gov. Bill Haslam on April 24, 2015.
• Senate Bill 887: The Maryland AGD constituent fought
against Senate Bill 887 (introduced March 2, 2015),
which would have given the Maryland State Board of
Dental Examiners no authority to investigate and/or discipline clinical decisions made by corporations. The bill
also would have prohibited the Maryland State Board of
Dental Examiners from requiring a person to be licensed
to engage in certain activities, such as owning or leasing
property, equipment, or other goods that are used by a
dentist or dental practice. Additionally, the bill would
have changed the definition of “practice dentistry” to
include “be[ing] a manager, a proprietor, or a conductor of or an operator in any place in which a dental
service or dental operation is performed intraorally.”
The Maryland AGD sent an action alert on March 10,
asking its members to contact their state legislators in
opposition of this bill. The bill was withdrawn by its
sponsor, Sen. Joan Conway (D-Md.), on March 18, so
senators could further study the bill’s implications. Gigi
Meinecke, DMD, FAGD, Maryland AGD president and
legislative chair, says that “additional meetings, review,
and other preparations will take place in preparation for
this summer study, as the bill will very likely return to
the Maryland Senate for a vote in 2016.”
For more information on the latest advocacy news in
your state, visit www.cqrcengage.com/agd/home.

I

Best of the Blogs I

Work Uniform
Simplify Your Day, Starting With Your Wardrobe

D

Subscribe to the
AGD’s blog, “The Daily
Grind,” at agdblogs
.blogspot.com!

o you have a work uniform? Most of us
spend the day in scrubs, and so do our
staff. Dentists are lucky in that way, since
our work uniform has pretty much been
laid out for us since the start of our training. And,
when there is an option to wear pajamas every day
to work, why make an effort to do anything more?
Back in school, we were allowed to wear scrubs
or a variation of business casual underneath our lab
coats. No jeans, but pretty much everything else was
allowed. Wearing scrubs every day was tempting, but
I tried to avoid it as much as I could. Pre-clinic was
one thing, but once clinic started, I wanted to appear
more presentable to patients. Walking the streets of
New York City, where there are beautiful women
strolling about in fabulous clothes and heels at all
times, does not exactly make you feel good about
yourself when you are in sad-looking scrubs 24/7.
Since I have been in private practice, I have tried
to be creative with my work clothes while also
remaining professional. No short dresses or skirts,
open-toe shoes, or jeans, etc. I always wear a white
coat. It is just too easy for patients, even in this day
in age, to assume that the woman is the hygienist or
dental assistant when she is, in fact, the doctor—and

the fact that we all wear scrubs does not help the
situation. The problem with this then, and let me
emphasize that I believe this is a problem for both
men and women, is that we need to decide just what
to wear every single morning. Some people enjoy
this. I did. Some people have time for this before
work. I used to. But, for most of us, we would like
to spend our extra minutes doing other things, like
exercising, playing with the kids, eating breakfast,
or, let’s be honest, getting some extra sleep.
After I became a mom, my time to get ready
in the morning went from one hour to about 10
minutes—15 minutes if I am really lucky. Deciding
which shirt goes with which pair of pants is just
not an option and it definitely isn’t happening the
night before, when I am doing everything humanly
possible to get to bed as early as I can. So, what I
am saying is that I need a work uniform that does
not involve scrubs.
I recently came across this essay, “Why I Wear
the Exact Same Thing to Work Every Day” by
Matilda Kahl, art director of an advertising agency
in New York. After becoming frustrated with the
days of outfit mishaps, she decided to start wearing
the same thing to work every day and is now
successfully enjoying the diminished level of stress
that comes along with her decision. In her article,
she references others who do the same, including
Mark Zuckerberg, Steve Jobs, and Karl Lagerfeld,
just to name a few. Deciding on clothing, says
Zuckerberg, is just not something he wants to waste
energy on. We make so many decisions every day,
and they are so much more important than whether
or not our outfits match.
So now I ask you: What do you like to wear to
work? Hopefully, I will get some good feedback. For
the men, is it scrubs, or a shirt and tie, or something
different altogether? For women who aren’t already
wearing scrubs, which are your go-to work outfits,
and would you consider adopting a “uniform” and
wearing the same thing every day of the week? I
recently did a giant wardrobe purge since it has
been about two years since I have been able to fit
into my pre-pregnancy clothing, so I am seriously
considering it. u
Lilya Horowitz, DDS, has been a member of
the Academy of General Dentistry since 2011,
and she received her Fellowship in 2015. She
is currently working as an associate in private
practice in New York City. Contact her at
impact@agd.org.
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I

Coaching Corner

I

Avoiding 5 Treatment
Presentation Mistakes
What You Can Do to Improve Your Patient Communications

I

think you would agree that one of the most
important elements of your practice is
whether or not patients accept the care you
recommend to them. It would be easy for me
to tell you “my way” of presenting treatment, but,
ultimately, it needs to be “your way,” using your
presentation strengths and skill set. Even if you
are not new to making treatment presentations,
it’s important to evaluate your skills and identify
areas that could use improvement.
Presenting treatment is not just about getting
the patient to do something. It’s not about
personal monetary gain. It is about helping the
patient to be as healthy as he or she wants to be.
Yes, it is our professional duty to inform the
patient of his or her condition after a thorough
and complete exam. We typically then discuss
all of the possible treatment options, including
the pros and cons of each. We provide cost
estimates for each treatment option, and we act
morally and ethically, as we are legally bound
as dental professionals to do. However, there is
more to your presentation than simply providing
the facts.
Have you considered how you present your
recommendations? Solid presentation skills can
help the patient choose the most appropriate
care while building his or her confidence and
trust in you.
There are a few common presentation
mistakes that I often see as a professional coach
and a practicing dentist. Here are the top five:
1. Failing to do a complete diagnosis. Be
sure to review all of the patient records
(not just the recent radiographs), complete
a thorough clinical evaluation, review past
medical and dental histories, and openly
discuss the patient’s concerns, wants, and
needs. All of these elements are essential to
making a diagnosis, and failure to complete
these steps can lead to all sorts of problems.
2. Failing to hear the patient. If you take
the time to listen to what the patient
is telling you, you will be better able
to understand what he or she truly
wants. Listen without interruption and
distraction, and ask open-ended, nonleading questions. Doing so will help
you more than you might imagine.
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3. Rushing the presentation process. If you
were the patient, would you want the doctor
to walk into the room, ask you to open your
mouth, and then proceed to tell you what
you need? I think not. You probably would
never return for treatment, even if you
knew you needed it. Remember, patients
are people, too, and they expect and deserve
your undivided attention and the time it
takes to understand their concerns, as well
as what can be done to resolve them.
4. Having someone else present the
patient’s treatment needs. Put yourself
in the patient’s shoes. Would you want to
be told by anyone other than your doctor
that you need surgery and that it needs
to be scheduled now? No one can answer
questions or help the patient understand
the need for treatment better than you.
What’s more, you are liable for anything
your employees tell a patient, so treatment
recommendations are best coming from you.
5. Confusing the patient. Many patients
have very little understanding of dental
health, and the technical words and
phrases of dentistry can be confusing.
Find ways to help the patient better
understand the treatment. Video clips
and other media are useful, but nothing
substitutes for one-on-one conversation.
Are there areas in which your presentation skills
could be improved? Could you become a better
listener? Could you rework your schedule to allow
for more time with patients? What else could you
do to improve your treatment presentations?
Take the time to consider how you would like
to be treated as a patient and treat your patients
in the same way. Your treatment presentations
will improve as a result, as will your patients’
confidence in your recommendations. u
Don Deems, DDS, FAGD, known as The
Dentist’s Coach®, is a trained professional,
personal, and business coach, and a
practicing dentist. He is a top leader in
continuing education and the author of
“The Dentist’s Coach: Build a Vibrant
Practice and the Life You Want.” Contact
him at impact@agd.org.

I

Total Facial Esthetics I

First Steps First
Taking a Minimally Invasive Approach to Treating TMJ and Orofacial Pain

G

eneral dentists often are the source of
referrals to many dental specialties.
Referrals from general dentists for
care in the areas of orthodontics,
periodontics, pedodontics, oral surgery, and
endodontics are typically straightforward. There
is one area in which many general dentists
and specialists struggle about whether or not
to refer, however, and that is in those cases of
temporomandibular joint dysfunction (TMJ) and
orofacial pain.
This is not the place or the article to get into
the controversy about “orofacial pain specialists.”
There are dentists who have been specifically
trained in this area through residencies at a small
number of dental universities. To date, however,
this is not a recognized dental specialty.
Considering how few of these dentists there
are in relation to the number of TMJ and orofacial
pain patients, it is essential for every practicing
general dentist to learn the basics of TMJ and
orofacial pain evaluation, diagnosis, and treatment. This interfaces directly into facial esthetics
treatment because of the wide therapeutic use of
botulinum toxin (BOTOX®/Xeomin®) in these types
of cases.

Starting with simple treatment
Evaluation of every TMJ and orofacial
pain patient should begin with a complete

medical and dental history and complaint
and pain history, followed by a complete
dental examination and a thorough head
and neck evaluation, including all relevant
muscles. Like with every health history
survey and examination, each detail can be
vitally important. Once this is accomplished,
a diagnosis needs to be established. The
examination will direct your treatment plan.
My philosophy of treatment always has
been to start with the most minimally invasive
treatment possible, evaluate if and how much
pain relief it has provided, and then build on that
treatment plan, depending on the results. As an
example of this philosophy, I have heard Henry
A. Gremillion, DDS, MAGD, the dean of the
Louisiana State University School of Dentistry
and renowned orofacial pain expert, speak on
the topic of orofacial pain many times. During
his presentations, he shows evidence that up to
85 percent of TMJ/orofacial pain comes from the
patient’s musculature in the head and neck. It
makes sense to me then, as a practicing clinician,
to begin with evaluation and treatment of the
head and neck muscles before providing any
other treatment.
Treating the head and neck muscles that may
be causing the pain with trigger point therapy
and/or botulinum toxin is minimally invasive
and nonsurgical. This should be the first step

A post radiograph of right temporomandibular joint arthrotomy with hemiarthroplasty and metal fossa implant surgery
Photo courtesy of the American Academy of Facial Esthetics
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(and based on my personal experience, many times, it is
all that a patient needs for relief) of any TMJ/orofacial
treatment plan—before any irreversible invasive treatment
is done.

Considering irreversible treatments last
A patient recently was referred to me, and she came in
with an unfortunate story that I have seen many times
before (and I would venture to say most of you have too).
She saw a dental practitioner for her orofacial pain. She
was hooked up to a number of machines that told the
dentist that this patient needed a full-mouth reconstruction,
which cost $28,000. There was never any head and neck
examination done, and her muscles were never evaluated
prior to treatment. She was told what was needed to solve
her problem. As you most likely guessed, $28,000 later, her
orofacial pain was the same and getting worse, not better. I
did a muscle examination and performed two trigger point
injections with Xeomin in about 5 minutes of treatment
time. The patient began feeling relief for the first time in
eight years while she was sitting in the chair. This cost her
about $800, which she gladly paid.
This is not an indictment against any occlusal or TMJ
philosophy. There are many ways to treat TMJ/orofacial pain
that can be successful. I am not knocking the dentistry; it
was excellent dentistry. But my question is this: Why would
you, as a dental clinician, go with irreversible surgical
treatment first without considering the evidence-based
philosophy of going to the muscles first to see if they are the
source of the pain?

Learning from a Mayo Clinic case report
Let me share with you a case report from an outstanding
young dentist, Jared L. Taylor, DMD, who is both a member
of the Academy of General Dentistry (AGD) and the
American Academy of Facial Esthetics (AAFE):
I recently had a new patient come to my office by a referral
from the Mayo Clinic. A 42-year-old female presented to our
office with a 25-year history of facial pain. She already had
gone through a plethora of treatments to resolve her pain
with no success. A dentist in a nearby town had been treating
her throughout 23 years for chronic TMJ/orofacial pain with
multiple splints (one for daytime and one for nighttime). In
conjunction with this, she had an orthodontist make a retainer
that allowed for secondary tooth movement with the thought that
it would help alleviate her pain symptoms. This treatment did
not work at all for this particular patient.
Through the years, this patient’s facial pain became
so unbearable that according to the patient and her husband,
“it significantly changed her function and her quality of life.”
Not only was she taking ibuprofen constantly, she was taking
Flexeril® (a muscle relaxer) and tramadol (an opioid pain
reliever) for her constant pain.
As we fast-forward the story, the patient had TMJ surgery in
May of 2013. A right temporomandibular joint arthrotomy with
hemiarthroplasty and metal fossa implant was performed by

14 AGD Impact

| www.agd.org | August 2015

an oral surgeon at the Mayo Clinic in Minnesota (see figure).
To the oral surgeon’s and the patient’s disappointment, the TMJ
and orofacial pain did not resolve. She then consulted with two
other oral surgeons nationally and one of them wanted to do
a bilateral total joint replacement. She was not interested in
further surgery so she began to research other options.
After some research, she found my name on a referral site
from the Mayo Clinic for treating craniofacial pain. This case
was very intimidating at first as I felt that the small amount of
knowledge I have as a practicing dentist (for only five years)
didn’t even compare to all the general dentists and specialists
that she had combined (75-plus years). After I did the initial
head and neck examination, I felt confident that I could treat
her and get predictable results.
Her head and neck examination revealed trigger points in
the following muscles—the right temporalis, the right and left
trapezius, and the right and left splenius capitis. Muscle myalgia
was found in the left and right superficial and deep masseters and
the left temporalis.
Her treatment plan consisted of Xeomin diluted to 2.5
mL/100-unit vial and the placement of 16 units each in the right
and left superficial masseters, 8 units each in the right and
left deep masseters, and 12 units in the left temporalis. Trigger
point injections with Xeomin were performed with 12 units in
the right temporalis, 15 units each in the right and left trapezius, and 12 units each in the right and left splenius capitis.
At the two-week follow-up the patient and her husband
were ecstatic! She hadn’t felt this great in years! She now is
our No. 1 patient, telling everyone what wonderful results she
received, advocating for this treatment and bringing her entire
family to our practice! Who would have thought that just five
years out of dental school, the Mayo Clinic would be referring
patients to my office?!”
Let’s be honest—most of us are afraid to see TMJ and
orofacial pain patients. These patients get bounced around
from specialist to specialist who try complicated therapies
first with little or no benefit, so why would we want to
even touch them?
Get trained in minimally invasive, nonsurgical treatment
so that you will have the confidence to examine and
perform trigger point injections properly with lidocaine
or botulinum toxin. You will be amazed at the therapeutic
outcomes these patients can have with simple treatments
that you can perform once you are properly trained.
Instead of only referring patients out, start getting
referrals from other health professionals, whether
physicians or dentists (maybe even from the Mayo Clinic),
and be known as the central address for helping orofacial
pain patients in your community. u
Louis Malcmacher, DDS, MAGD, is a practicing general
dentist, an internationally known lecturer and author,
and the recipient of the AGD Lifelong Learning & Service
Recognition. Dr. Malcmacher is the president of the
American Academy of Facial Esthetics. Contact him at
impact@agd.org.
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Testing the Tools I

What’s Hot and What’s Getting Hotter
BY HOWARD S. GLAZER, DDS, FAGD

MATERIAL

MPa™ MAX Maximum
Performance Adhesive
Clinician’s Choice® Dental Products Inc.
P.O. Box 1706
New Milford, CT 06776
800.265.3444
www.clinicianschoice.com

With so many adhesives on the market today, it can be
very confusing to choose one. I particularly like simple
one-bottle systems that provide a single application of the
adhesive. Clinician’s Choice® Dental Products Inc. has
just such a product: MPa™ MAX Maximum Performance
Adhesive. This adhesive offers bond strengths to enamel in
a total-etch technique of approximately 48 MPa. Included
with its fifth generation total-etch kit is MAX ETCH,
which is applied prior to the adhesive layer.
With the two increasingly popular restoratives for
full coverage, lithium disilicate and zirconia, the bond

MATERIAL

Variolink® Esthetic
Ivoclar Vivadent Inc.

175 Pineview Drive
Amherst, NY 14228
800.533.6825
www.ivoclarvivadent.us.com
Ivoclar Vivadent Inc. has produced
many high-quality luting agents
throughout the years, including
Variolink® II and a personal favorite,
Variolink Veneer. Now we have been
recently introduced to a new composite luting cement called Variolink

strengths tested (independently) were found to be
approximately 69 MPa and 59 MPa, respectively. I also
noticed the MPa Max resin was more thixatropic than
others and seemed easier to apply, as well as more
easily controlled when thinning
with air so as not to entirely displace
the adhesive. Undoubtedly, this
will help ensure no postoperative
sensitivity. Another reason for no
sensitivity is that the MPa MAX
kit contains G5™ All-Purpose
Desensitizer, and this is placed prior
to the MPa MAX adhesive and after
etching to stop intratubular flow.
Another significant component to
MPa MAX is chlorhexidine (0.2
percent), which prevents bond
degradation. MPa MAX offers you
security in your adhesive bond and
offers the patient no sensitivity.
That’s a winning combination!

Esthetic. This cement truly has been
designed for highly esthetic ceramic
and indirect composite restorations.
And, while it’s designed to offer
excellent esthetics, it also comes in
user-friendly, automix syringes that
require no mixing. It is available as
Variolink Esthetic LC and Variolink
Esthetic DC, and in both cases there
are five easy-to-use shades available:
light+, light, neutral, warm, and
warm+. This light-cured product
is ideal for cementation of veneers,
inlays, and onlays, with a thickness
of 2 mm or less and sufficient translucency. Plus, its dual-cure material

is indicated for inlays, onlays, partial
crowns, full crowns, and bridges.
Bottom line advantages include
lifelike fluorescence, easy cleanup,
great shade stability (due to Ivoclar
Vivadent Inc.’s patented amine-free
initiator, Ivocerin®), and high
radiopacity. Ivoclar Vivadent Inc.
continues to be a leader in producing
valuable products that allow us to
satisfy the most demanding esthetic
situations for both the dentist and the
patient.

Howard S. Glazer, DDS, FAGD, practices in New Jersey. For more than 23 years, he has lectured and published articles on cosmetic
dentistry, forensic dentistry, and patient management. He can be reached at impact@agd.org.
Dr. Glazer has not received any remuneration for the products mentioned. He has received products from these and other companies
for evaluation purposes. Dr. Glazer evaluates the latest in dental materials, equipment, and technology. All reviews are the opinions of
the author, a practicing general dentist, and are not shared or endorsed by AGD Impact or the Academy of General Dentistry.
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Antibiotic
Prophylaxis
The Debate Over Use in
Dental Treatment Continues
BY THOMAS A. VIOLA, RPH, CCP

T

he use of antibiotic prophylaxis prior to
dental treatment in patients who have
certain heart conditions or prosthetic joint
replacements is one of the most hotly
contested issues in dentistry today. While
the guidelines issued by the American Dental
Association (ADA), in collaboration with other
professional associations, for the use of antibiotic
prophylaxis are clear and reviewed routinely,
there is still a profound lack of clear consensus
among medical and dental professionals regarding the need for premedication. All the while, the
issue of growing antibiotic resistance among commonly encountered pathogenic bacteria continues
to highlight the necessity for the very consensus
that is lacking.

The continued use of antibiotics

Antibiotics have been used for the past 70 years
to treat patients afflicted with infectious bacterial
diseases. These drugs have greatly reduced illness
and death and have been credited with dramatically increasing average human life expectancy
since 1945.
However, the success of these drugs also is their
undoing. Antibiotics have been used so widely
and for so long that previously susceptible bacteria
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have adapted and become resistant to the drugs’
effects, making these drugs less effective over
time. Hence, inappropriate and indiscriminate prescribing of antibiotics when not clearly warranted
or indicated has become a source of controversy
across the medical and dental professions.
“Many dental patients still believe that
antibiotics will prevent dry sockets and accelerate
the healing of extraction sites, both of which
have never been scientifically proven,” says
Mark J. Szarejko, DDS, FAGD. “Patients must be
educated about the advantages, disadvantages, and
limitations of antibiotic use. It can be difficult to
confront patients about this issue, but it must be
done for their health and that of the community.
There are only a few antibiotics that are used
adjunctively to dental treatment, and their overuse
has led to increased bacterial resistance.”
In its report, “Measuring Outpatient Antibiotic
Prescribing,” the Centers for Disease Control and
Prevention (CDC) presents statistics describing
how antibiotics are currently being prescribed in
outpatient settings in the United States and how
these prescribing practices are contributing to
the larger issue of antibiotic resistance. The CDC
estimates that in one year, 262.5 million courses of
antibiotics are prescribed in the outpatient setting.

This equates to more than five prescriptions written each year for every six
people in the United States, with
azithromycin and amoxicillin among the
most commonly prescribed antibiotics.
In its report, the CDC also indicates
that, while antibiotic prescribing varies
by state, approximately 50 percent
of antibiotic prescriptions written in
the outpatient setting are
unnecessary. The CDC
concluded that since the
majority of antibiotic
expenditures are associated
with the outpatient setting,
local outpatient prescribing
practices contribute to local
resistance patterns.
Dental professionals are not exempt
from this dilemma. “Dentists often prescribe antibiotics, since they deal with
infections on almost a daily basis,” says
Richard C. Engar, DDS, FAGD, CEO
of Professional Insurance Exchange
Mutual Inc., a Utah-based dental malpractice insurance company. “Dentists
who extract teeth and/or provide root
canal therapy are going to prescribe
antibiotics most often. Additionally,
the prevalence is dependent on the
training and experience of the dentist.
It also should be noted that physicians
are more critical of dentists who did
not prescribe antibiotics when a patient
presents to the emergency room with a
severe infection that develops following
treatment and the lack of early antibiotic intervention almost always becomes
a factor in such cases. Most dentists
would rather be safe than sorry and will
prescribe if in doubt.”
“I will not prescribe antibiotics
without a justifiable reason to give
them,” says Col. Timothy J. Halligan,
DMD, ABGD, consultant surgeon for
David Grant USAF Medical Center at
Travis Air Force Base in California. Dr.
Halligan serves an extensive population
of immunosuppressed patients with
cancer and other serious illnesses.
“Antibiotics are only indicated when
there are obvious signs of infection,
such as swelling, fever, pain, and
redness,” he says. “In these cases, I will
prescribe a proper antibiotic with an
appropriate spectrum.”
“Patients must understand that when

antibiotics are used to treat periodontal
disease that they are meant to be
adjunctive to definitive periodontal
treatment—not a substitute for it,” says
Dr. Szarejko. “Similarly, when a patient
presents with a classic toothache—without swelling—it is of inflammatory
origin, which is a pathology that cannot
be reversed by antibiotics.”

that antibiotics taken before a dental
procedure actually prevent infective
endocarditis.
In addition, further analysis of the
data indicated that dental procedures
do not increase the risk of endocarditis
for at-risk patients. Many routine
events can cause bacteremia, including
defecation and skin abrasions, as well as
dental preventive measures,
such as toothbrushing and
flossing. Ultimately, it was
determined that antibiotic
prophylaxis simply did not
benefit patients in preventing
endocarditis and that the
risk of adverse reactions to
antibiotics normally used
in prophylaxis outweighs the benefits
of prophylaxis for most patients. In
addition, the issue of the development
of drug-resistant bacteria with the
routine use of these antibiotics also was
considered.
However, the current guidelines
do state that the use of antibiotic
prophylaxis for the prevention of
infective endocarditis is recommended
for patients undergoing all dental
procedures that involve manipulation of
gingival tissue or the periapical region
of the teeth, or perforation of the oral
mucosa and who present with a:
• prosthetic cardiac valve or prosthetic
material used for cardiac valve
repair.
• history of infective endocarditis.
• cardiac transplant that develops cardiac valvulopathy.
In addition, the guidelines state that
the use of antibiotic prophylaxis is reasonable for patients with the following
congenital heart diseases only:
• unrepaired cyanotic congenital heart
disease, including palliative shunts
and conduits
• completely repaired congenital heart
defect with prosthetic material or
device, whether placed by surgery or
by catheter intervention, during the
first six months after the procedure
• any repaired congenital heart defect
with residual defect at the site or
adjacent to the site of a prosthetic
patch or a prosthetic device
It is interesting to note that antibiotic
prophylaxis is no longer recommended

Antibiotics have been used for the past
70 years to treat patients afflicted with
infectious bacterial diseases.
Antibiotic prophylaxis prior
to dental procedures

One of the greatest dilemmas for dentists today is the question of necessity
for antibiotic prophylaxis for certain
patients prior to dental procedures.
Recommendations for the use of antibiotic prophylaxis exist for two groups
of patients: those with heart conditions
that may predispose them to infective
endocarditis, and those who have a
prosthetic joint implant (hip, knee, etc.)
who may be at risk for developing infections at the site of the prosthesis.
Nevertheless, the issue of the
development of drug-resistant bacteria
with the routine use of these antibiotics also must be considered. In an
attempt to address the issue, the ADA,
in conjunction with other professional organizations, has developed
professional guidelines for the use of
antibiotic prophylaxis prior to dental
procedures.
In 2007, the American Heart
Association (AHA) and the ADA
released the current guidelines for the
use of antibiotic prophylaxis for the
prevention of infective endocarditis,
“Prevention of Infective Endocarditis:
Guidelines From the American Heart
Association.” These current guidelines
recommend the use of antibiotic prophylaxis for a much smaller population
of patients than previous guidelines.
At the center of this change in the
guidelines was the realization that, after
a systematic review of the available
data, there was no clear evidence
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for any other form of congenital heart
disease, including mitral valve prolapse.
The guidelines recommend that
the antibiotic be given prior to the
procedure to allow the antibiotic to
reach adequate blood levels. However,
the guidelines also recommend that
if the antibiotic is not administered
prior to the procedure, it may be
administered up to two hours after
the procedure. Also, for patients who
require prophylaxis but who are already
taking antibiotics for another condition,
the guidelines recommend the selection
of an antibiotic for prophylaxis that is
from a different class of antibiotic than
the one the patient is already taking.
In November 2014, new evidence
on the correlation between antibiotic
prophylaxis and infective endocarditis
emerged from a study conducted in
the United Kingdom and published
in The Lancet, “Incidence of Infective
Endocarditis in England, 2000–13:
A Secular Trend, Interrupted TimeSeries Analysis.” As a result, the ADA
recommends that dental professionals
continue to use the current AHA
guidelines.
In December 2012, the American
Academy of Orthopaedic Surgeons
(AAOS) and the ADA published the
evidence-based guideline, “Prevention
of Orthopaedic Implant Infection
in Patients Undergoing Dental
Procedures.” The guideline indicated
that there is insufficient evidence
to recommend the use of antibiotic
prophylaxis for patients with orthopedic
implants because there is no direct
evidence that routine dental procedures
can cause prosthetic joint infections.
The clinical research available at the
time demonstrated that, whether
antibiotic prophylaxis was used or not,
invasive dental procedures did not
increase the chances of developing a
prosthetic joint infection. The guideline
included three recommendations:
• Practitioners should reconsider their
practice of prescribing prophylactic
antibiotics for patients with
prosthetic joints who undergo dental
procedures. This was based on the
conclusion that dental procedures are
unrelated to prosthetic joint infection.
However, the recommendation did
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state that this conclusion was based
on limited evidence.
• Practitioners should reconsider
their practice of using oral topical
antimicrobials for patients with
prosthetic joints who undergo
dental procedures. This was based
on the conclusion that there is no
direct evidence that the use of oral
topical antimicrobials before dental
procedures will prevent prosthetic
joint infection.
• Dental practitioners are encouraged
to ensure that their patients with
prosthetic joints maintain good oral
hygiene.
From their date of publication, the
new guidelines from the AAOS and
ADA were considered controversial
within dentistry and orthopedic
medicine. Prior to 2009, the AAOS
guidelines recommended antibiotic
prophylaxis prior to routine dental
procedures, which would likely result
in bacteremia within the first two years
following placement of that prosthetic
joint. Then, in 2009, the AAOS issued
new guidelines that recommended
antibiotic prophylaxis for any patient
with prosthetic joints for the rest of
their lifetime, not just the first two years
following placement.
“Concerns of antibiotic overuse
definitely played a role in the reversal
of the previous regimen for prophylactic
antibiotics for joint patients as the pendulum swung from all patients being
recommended to receive pretreatment
antibiotics to almost none once it was
determined that there was no proof that
such antibiotic therapy actually prevented joint infections that were caused
via bacteria normally residing in the
mouth,” says Dr. Engar. “Nevertheless,
antibiotics are still overprescribed due
to patient desires and other factors,
such as patients having no money to go
to the dentist but insurance covering
visits to the ER for a toothache, where
they receive no treatment other than
antibiotics and analgesics.”
In 2014, the ADA Council on Scientific
Affairs assembled a panel to update
and clarify the 2012 recommendations.
Despite a systematic review of the
available data, the panel concluded that
there was, again, no clear association

between routine dental procedures and
prosthetic joint infections. As a result,
the ADA concluded that prophylactic
antibiotics given prior to dental
procedures are not recommended for
patients with prosthetic joint implants.
However, the ADA recommendations
encourage dental professionals to
review the full 2014 guideline, consult
with the patient’s orthopedic surgeon
as needed, and consider the patient’s
specific needs and preferences when
planning treatment.
“There is no science that indicates
that we should be prescribing antibiotic
premedication for patients with prosthetic joints,” Dr. Halligan says. “The
only exception would be for a patient
who is incredibly immunosuppressed.
In those cases, I would likely prescribe
antibiotics for them anyway.”
Dr. Engar notes that many orthopedic
surgeons still support antibiotic
prophylaxis. “Some orthopedic surgeons
disagree with the new guidelines and
continue to recommend that their
patients take pretreatment antibiotics,”
he says. “Others continue to prescribe
because they have the attitude that
they would rather be safe than sorry
in the unlikely event that one of their
patients developed complications with
an artificial joint. They will insist on
their patients receiving the antibiotics
prophylactically to cover their potential
liability.”

The extent of antibiotic
resistance

A common topic in the debate over the
justification for the use of antibiotic
prophylaxis prior to dental procedures
is the actual extent of antibiotic
resistance that common bacteria
have developed so far. In its report,
“Antibiotic Resistance Threats in the
United States, 2013,” the CDC presents
statistics on the threats posed by the
antibiotic-resistant bacteria that have
the greatest impact on human health.
In its report, the CDC states
that antibiotics are among the most
commonly prescribed drugs used in
medicine and that the use of antibiotics
is the single most important factor
leading to antibiotic resistance around
the world. However, the CDC estimates

that each year in the U.S., up to 50
percent of all the antibiotics prescribed
are not needed or are not optimally
effective as prescribed, at least 2 million
people become infected with bacteria
that are resistant to antibiotics, and at
least 23,000 people die each year as
a direct result of these infections. In
addition, many more people die from
other conditions that were complicated
by an antibiotic-resistant infection.
For example, almost 250,000 people
each year require hospital
care for Clostridium difficile
(C. difficile) infections. In
most of these infections,
the use of antibiotics was
a major contributing factor
leading to the illness. At least
14,000 people die each year
in the U.S. from C. difficile
infections.
The CDC goes on to state
that, in addition to the toll
on human life and health,
the total economic burden
of antibiotic resistance
infections on the U.S. health
care system is staggering. In most cases,
antibiotic-resistant infections require
prolonged and/or costlier treatments,
extend hospital stays, necessitate additional doctor visits and health care use,
and result in greater disability and death
compared with infections that are easily
treatable with antibiotics. According to
the CDC, the total economic burden of
antibiotic resistant infections has been
difficult to calculate, but estimates have
ranged as high as $20 billion in excess
direct health care costs, with additional
costs to society for lost productivity as
high as $35 billion a year.
The CDC has identified several
current antibiotic resistance threats
in the United States with a threat
level of “urgent,” including C.
difficile and carbapenem-resistant
Enterobacteriaceae and those with a
threat level of “serious,” including
vancomycin-resistant Enterococcus
(VRE), multidrug-resistant Pseudomonas
aeruginosa, methicillin-resistant
Staphylococcus aureus (MRSA), and
drug-resistant Streptococcus pneumonia.
Referring to the problem of antibiotic
resistance as “catastrophic,” the director

of the CDC, Thomas R. Frieden, MD,
MPH, stated in 2013: “We need to
track where antibiotic resistance is
happening. We need to stop it where
it is happening. We need to improve
antimicrobial stewardship and we need
new antibiotics. Antimicrobial stewardship is very important. We estimate that
about half of all the antibiotics used
in this country are either unnecessary
or inappropriate. Those are antibiotics
used in people in this country.”

Dr. Engar. Indeed, systemic adverse
reactions to antibiotics may occur,
and they also may range from mild
reactions, such as nausea, vomiting,
and diarrhea, to more serious reactions,
such as pseudomembranous colitis, to
even much more severe, life-threatening
reactions, such as angioedema and
anaphylaxis.

Legal ramifications
of prescribing

Based on the clear lack
of consensus regarding
the necessity of antibiotic
prophylaxis among medical
and dental professionals,
the legal ramifications of
the decision to prescribe
or not to prescribe must be
considered. “Subjectivity
with prescribing antibiotics
will always exist in the
dental profession,” says
Dr. Szarejko. “Prescribing
antibiotics should not be a
substitute for definitive treatment, such as endodontics
or oral surgery. A case in which there is
localized swelling may see one dentist
proceed with definitive treatment, while
another may prescribe an antibiotic
prior to such therapy. There are no
universal measurements or standards
that indicate when to begin antibiotic
therapy or defer it.”
To some, the decision to prescribe
comes down to the individual dentist’s
experience and judgment. “Practicing
for almost 40 years, I have seen the
protocol of antibiotic prophylaxis for
artificial joint replacement patients
change several times,” says Joseph
P. Graskemper, DDS, JD, DABMM,
author of “Professional Responsibility in
Dentistry: A Practical Guide to Law and
Ethics” and associate clinical professor
at Stony Brook University School of
Dental Medicine in Stony Brooke, N.Y.
“However, to remain within the standard of care that we all must follow to
maintain proper patient care, the dentist
must use his or her best judgment.”
Thus, dental professionals, with the
best interests of the patient in mind,
may often struggle with navigating these
turbulent legal waters on their own and

Based on the clear lack of consensus
regarding the necessity of antibiotic
prophylaxis among medical and dental
professionals, the legal ramifications
of the decision to prescribe or not to
prescribe must be considered.
Of course, the routine use of
antibiotics is not without risk to the
patient. “Prescribing any medication is
not without risk and antibiotics are no
exception,” says Dr. Szarejko. “Allergic
reactions can occur even if a patient has
not had any untoward reactions with
prior use of a given medication. Also,
penicillin and amoxicillin can enhance
the anticoagulant effect of warfarin.
Antibiotics may negate the effect of
birth control medications as well, an
effect of which patients may not be
aware.”
“Naturally increased exposure can
cause some patients to develop side
effects that mimic those of allergies,
such as rashes or itching,” says Dr.
Engar. Adverse drug reactions from
antibiotics can range from mild dermatologic reactions, such as a benign rash
or hives, to much more severe reactions,
such as Stevens-Johnson syndrome and
toxic epidermal necrolysis.
“Other patients on antibiotics for
extended periods can develop gastrointestinal problems, the most severe
being C. difficile issues, which can be
life-threatening in extreme cases,” says
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at their own risk. “In the case of Toth
v. Community Hosp. at Glen Cove,” Dr.
Graskemper explains, “It was best stated:
‘If a physician (dentist) fails to employ his
experience or best judgment, he should
not automatically be freed from liability
because in fact he adhered to acceptable
practices. A physician (dentist) should use
his best judgment and whatever superior
knowledge, skill, and intelligence he has.’”
So, while antibiotics have their
place in dentistry in the treatment of
dental infections, the use of these same
medications for prophylaxis, as has been
the practice for many years, may no
longer be advisable. As Dr. Graskemper
explains, “The new protocol also states:
‘The individual patient’s circumstances
and preferences should be considered
when deciding whether to prescribe
prophylactic antibiotics prior to dental
procedures.’ Applying the law and ADA
guidelines to arrive at an evidencedbased decision on whether or not to
premedicate a patient, the dentist must
approach each patient and evaluate his
or her individual risk versus benefits of
premedication needs. This includes the
consideration of any antibiotic allergies.
In this manner, the patient’s autonomy
is kept intact and enables a trusting
doctor-patient relationship.”
While dental professionals are
encouraged to consult each individual
patient’s physician if there is any
question as to whether premedication
is warranted, often the course of least
resistance is one in which the prescribing
of antibiotics for prophylaxis becomes
a standard office practice. However, Dr.
Graskemper cautions against this. “It is
not advisable to have a standing order to
require all patients with artificial joint
replacement to take antibiotics for risk
management reasons or at the other end
of the spectrum to not give antibiotics
to all patients with joint replacement
for the ease of it. If there is a question
of the patient’s needs, an orthopedic
clearance should be had since these
physicians are the most familiar with the
patient’s individual orthopedic situation.
If you are in disagreement, since all
orthopedists may not be aware of or
agree with the current ADA standard,
then you must request his or her reason
for the antibiotic coverage.”
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The decision to prescribe

So, how should the general dentist
approach the prescribing of antibiotic
prophylaxis prior to routine dental
treatments? Dr. Graskemper stresses the
importance of maintaining a complete
and detailed patient medical history.
“I personally ask each of my current
and new incoming patients for a more
exact history of any joint replacement
procedures,” he says. “Was it recent,
within the last six months or not? Is
there a history of previous infection?
Has there been a replacement of the
original artificial joint due to any
complications? Was there any difficulty
when the artificial joint was originally
placed? Were they advised by their physician to have prophylactic antibiotics?
I then make a decision regarding that
individual patient’s needs or contact the
orthopedic surgeon for a clearance.”
“The medical history of the
individual must always be considered,”
says Dr. Szarejko. “Are we dealing with
an immunocompromised patient? What
about advanced age and the ability to
metabolize and excrete medications,
especially if there is compromised
renal and hepatic function? It would
be great to have a concise formula
into which all of the variables for
prescribing antibiotics could be entered
for a given patient and a unique
prescription recommended, but it
simply does not exist.”
“A complete health history is
important,” agrees Dr. Engar. “It
is essential to avoiding the use of
specific antibiotics when there are
allergies or other factors that require
consideration.”
What if the patient insists on
antibiotic prophylaxis even when it is
clearly not warranted for him or her
based on the current guidelines? In
tackling this potential dilemma, Dr.
Graskemper stresses the importance
of communicating with the patient. “I
have had a few patients who insist on
continuing to take their premedication,
regardless of my recommendation,”
he says. “After several attempts to
educate them about the new standard
have failed, I inform them of the risks
of overuse of antibiotics and allow the
patient to exercise their autonomy.”

Dr. Engar agrees that educating
patients is a must. “Dentists need to
make it clear to patients why they are or
why they are not getting a prescription
for antibiotics,” he says. “Patients with
artificial joints in particular will need
to be re-educated as they have been
told for years by both their orthopedic
surgeons and their dentists that
premedication was required.”
“This is all very confusing to patients
who previously have been reminded to
premedicate before dental procedures,”
says Dr. Graskemper. “In addition, some
dentists still give premedication to all
artificial joint replacement patients
while others do not.”
It’s also confusing for the patient
when the opinion of the dentist and
surgeon differ. “If the dentist does not
believe antibiotics are indicated for a
particular situation but a physician still
wants them prescribed, then the dentist
should defer to the physician and let
him or her manage that portion of the
treatment,” says Dr. Engar.
And documentation of this dialogue
is key. “As with all patient interaction,”
adds Dr. Graskemper, “the dentist
must document the discussion and
the resulting decision as to whether
premedication was given or if an
orthopedic consultation was sought.”
The use of antibiotic prophylaxis
prior to dental treatment in patients
who have certain heart conditions or
prosthetic joint replacements remains
controversial. While the ADA has
taken the lead in collaborating with the
AHA and AAOS in issuing guidelines
for the appropriate use of antibiotic
prophylaxis, dissension among medical
and dental professionals continues to
grow, and a lack of consensus remains.
The issue of growing antibiotic
resistance likely will ultimately result
in yet another review of the available
scientific evidence regarding the
efficacy of antibiotic prophylaxis in an
effort to resolve this controversy. u
In addition to his daily practice of the profession
of pharmacy, Thomas A. Viola, RPh, CCP, also
serves the professions of dentistry, dental
hygiene, and dental assisting as an educator,
published writer, and professional speaker.
Contact him at impact@agd.org.

Exploring Preventive
Ethics in Dentistry
Viewing Colleagues in a Competitive World
DONALD PATTHOFF, DDS, MAGD, AND DAVID OZAR, PHD

P

reventive ethics” is a procedural idea—when
followed both in the dental office and when
two (or more) dentists are caring for the same
patient—that can significantly lessen unplanned
and/or bad outcomes. We discussed these ideas
in two previous AGD Impact articles (“How to
Limit Unintended Outcomes,” January 2014, and
“Putting Premortem Ethics Into Practice,” August
2014), but both articles left one important question
about preventive ethics still unanswered: Are there
lessons for how dentists might view and interact
with each other when they are not caring for the
same patient—when they are simply conducting
their respective practices in the same community?
We’ll explore this question first in the local
setting. However, this question also is relevant for
dentists to consider in relation to their interactions
with all those who practice in the dental profession, whether it’s locally or worldwide.

“

Viewing the current marketplace

Asking and answering this preventive ethics
question will require some imagination—even a
bit of vision. For if dentist-to-dentist interactions
about caring for the same patient are set aside,
it might seem that there are many ways to view
other dentists in the same community, and that
the preventive ethics concept is simply one of
many acceptable and reasonable views.
Some dentist-to-dentist interactions—not a large
number—will be relationships among close personal
friends or trusted acquaintances (trusted by reason

of successful referral and covering relationships or
other kinds of shared responsibilities in the community). The rest, well, how should we think of them?
These relationships might be viewed as actual or
potential competitors, depending on how successful
your practice is as a business.
How should one view other dentists with whom
one does not have a direct personal or trust-based
relationship? The answer that the public culture
of contemporary America offers to this question
is often the one already mentioned. This view
maintains that every other dentist is first and
foremost your competitor—unless you have good
reasons based on, for example, genuine friendship
or earned trustworthiness, to think otherwise. It’s
nothing personal, of course, it’s just good business.
When economist Adam Smith described the
“invisible hand” of the marketplace, and how it
would maximize everyone’s well-being in the 18th
century, he was presuming an established virtue
of sympathy in each player in the marketplace.
However, the “dog-eat-dog” mentality is likely
a more accurate representation of our current
marketplace.
A dentist doesn’t have to follow that message, of
course, and many try not to in their own practices
and in their direct relationships with other
dentists. But unless one asks very carefully how
one views other dentists in the community with
whom one has no friendships or relationships of
earned trust, it is very hard to avoid thinking that
“a lot of them, maybe even most of them” practice
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dentistry in accord with the competitive, dog-eat-dog model.
Is this the right way to think of other dentists whom we
don’t know well? If it isn’t, how else might one view them?
The answer, of course, is easy to say: “We should view them
as fellow professionals.” But what does that mean when we
are talking about people whom we hardly know or don’t
know at all, but who are simply people who happen to also
practice dentistry—who, perhaps, weren’t educated in the
same way, or with the same level of knowledge or experiences, or who do not belong to the same organizations that
we belong to or are professionally committed to? To answer
this question, we should start with a brief statement about
what we claim a profession truly is.

fact, considerable wisdom in our society’s having entrusted
the care of its oral health to the whole profession of dentistry
rather than to a group of unconnected individuals.
But this means that dentists we do not know as friends
or trusted collaborators are nevertheless colleagues in the
collective receipt of our society’s trust and in the exercise of
our professional authority. Each one of us acts as expertly
and responsibly as possible, but also fallibly, so that each
of us also depends on all of us to make up our shortfalls.
Successfully fulfilling the task that our society has entrusted
to our profession requires that we not forget the “I need
them and they need me” mentality, and that this could be a
dentist’s preferred way of thinking of other dentists.

Defining the profession

Practicing ethically

A profession is, first of all, a group of people with distinctive
expertise; that is, a body of knowledge and the skills needed
to apply that knowledge to do certain kinds of good and
prevent or rectify certain kinds of harm for those in need.
Second, it is a group whose expertise has been acknowledged
by the larger society as valuable and dependable, and that
also has been given the social authority to make socially final
judgments about matters in which they are expert. Third,
a profession receives this authority on condition that, in
exercising it, both the profession as a group and each of its
members conform their conduct to ethical standards that the
larger society and the profession develop collaboratively in an
ongoing dialogue with each other.
It is easy to forget, in the press of everyday practice, that the
expertise of the dental profession is not possessed in its entirety
by any member of the profession. This is easily evidenced in
each dentist’s limits of competence and the fact of referrals, as
well as in the continuing need for research and education.
Dentists, and scientists who specialize in dental issues,
explore and develop, in every new generation, distinctive
ways of mastering the expertise handed on to them in many
and various ways. That means that every dentist whom one
does not know could be viewed as a fellow participant in the
ongoing effort to master and grow the profession’s expertise,
and as a colleague in the now-centuries-old-but-still-growing
process of discovery and its application to effective oral care
for patients. This process of continual learning and handing
on is—when understood from within the profession—quite
an amazing achievement.

Understanding social authority

It also is easy, in the pressure of day-to-day practice, to
take the social authority given collectively to the dental
profession for granted. This is not to say that thoughtful
dentists arrogantly think they personally deserve all of the
social power they have received. Those who exercise this
social power with an awareness of their own fallibility are
more likely to see this as a mark of being personally realistic
rather than as evidence of the bond between themselves and
all our society’s dentists as a professional community. Given
the challenges of properly and expertly exercising the social
power that goes with this grant of social authority, there is, in
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An important characteristic of a profession is its ethics.
Practicing ethically, as well as expertly and with social
authority, is not something that can be summarized in an
algorithm, even though statements in published dental
codes—and other documents and one’s own ethical rules
of thumb—are obviously valuable reminders of the dental
profession’s ethical commitments to the larger society.
Practicing ethically only can be done dependably if one
has developed well-established habits of proper conduct.
Personal experience and reflection, and openness to regular
self-evaluation and self-correction, are obvious and essential
contributors to the development of such habits. There are,
however, at least two ways in which other dentists (and not
only those whom we know personally) can be important
contributors to our ethical growth.
First is what we can learn from observing other dentists,
from keeping our eyes open for dentists we see as being
worth admiration in a particular aspect of ethical (as well
as competent) dental practice. From time to time, we may
encounter a dentist who is a model of many aspects of
professionalism. The goal is to use the admirable conduct
observed as something that can help us become better by
imitating it. This should not be unquestionable obedience, of
course; instead, it involves replicating what we observe in our
own conduct in a constructive way.
Some of the dentists we do not know, then, are well worth
observing when the opportunity arises—perhaps learning a
little from this one, a little from that one. This is how much
adult learning happens. It’s a silent curriculum that helps
each of us build up the habits of professional conduct that
constitute the ideals of professionalism in ourselves that
society and we expect from all of us.
The second assist to our ethical growth concerns our
knee-jerk responses to dentists whom we do not know
personally. It will be very hard to focus on conducting
ourselves in an ideal ethical manner if we view other dentists
generally as “simply out there grubbing for patients in the
dog-eat-dog marketplace.” Dentists—like the members of
every other profession—need all of their fellow dentists to be
regularly acting professionally in order to maintain their own
ethical resolve when figuring out how to act in difficult or
burdensome matters.

It is hard to think one is going it alone in such situations
and it is easier to keep one’s resolve to do the right thing when
one views other professional colleagues as doing their part as
well. Just as each member of our dental profession needs all of
us, then, in order to practice expertly and to fulfill the social
responsibility entrusted to our profession, so too each of us
dentists needs each other’s modeling of professionalism in our
daily practices to help us continue to carry it out in ourselves.
But what about those “bad apples” out there? We know
some exist. You may have heard stories about them, seen
their ads, or even suffered at their hands. Why should a
dentist take a positive, even visionary, view of even these
dentists? Shouldn’t one take the view that is so often
expressed as being practically realistic when “we know they
are out there?” How can we prevent ourselves from assuming
that any particular dentist whom we don’t know is one of
those bad apples?
This is the heart of the matter and where preventive
ethics comes in. The preventive ethics steps, described in
the two previous articles, depend first on all trusting all with
whom one is collaborating. In the office, then, we depend
on trusting first that our office staff are as committed as we
are to providing the ideal care for patients and, therefore, are
working to prevent unplanned and bad outcomes, and second
that all have the knowledge and skills needed, each according
to his or her own role, to make this happen. In sharing care
with other dentists for particular patients, the same kinds of
trust are obviously prerequisites when we refer or ask other
dentists to care for patients in our absence. But, in both of
these situations, this kind of trust is a choice.

then building our professional systems based on that choice—is
the only way for dentistry and for dentists to preempt the
pressure of our society’s popular culture, a culture that claims,
without giving reasons, to treat all human interactions as commercial transactions based on maximized self-interest.
Even as the voices of markets and civil systems grow
louder, it is this reasoned, deliberated, and shared preventive
ethics step that can enable dentistry and dentists to keep the
vision alive that dentistry is a genuine profession and that
professionalism is the gold standard for daily practice. u
Donald Patthoff, DDS, MAGD, is a general dentist who has practiced in
Martinsburg, W.Va., since 1974. He serves as chairman of the Academy of
Laser Dentistry Ethics Committee and has been a member of the American
College of Dentists (ACD) Ethics Committee since 2001. Contact him at
impact@agd.org.
David Ozar, PhD, is professor and co-director of graduate studies in
health care ethics in the philosophy department of Loyola University
Chicago. He is an honorary fellow of the ACD, and was the founder and
first president of the American Society for Dental Ethics in 1987. Contact
him at impact@agd.org.
For more information, including ethics resources and complimentary CE
courses in ethics, visit www.dentalethics.org.

Making the choice to trust

So the proposal we are making here is that we dentists
have a choice in how we think of all the dentists in our
communities and beyond. We can choose to believe that
every dentist whom we don’t know is a bad apple, or we can
choose to trust that dentists we don’t know are working as
hard as we are to practice expertly and ethically, and thus,
choose to affirm in our thoughts and in our actions the
reality that our society also entrusted them as much as it has
entrusted ourselves, as members of the dental profession,
with the care of the public’s oral health.
Choosing to trust, however, depends in important ways
on what might be called evidence—previous experience
that supports, for example, one’s trust in the commitment,
knowledge, and skill of one’s staff and one’s covering and
referral dentists. So what about the bad apples out there?
There is, in fact, good reason to think that the vast majority
of unknown dentists out there are knowledgeable, skilled,
and professionally committed. There is good reason to believe
that only a small minority of dentists in our society are bad
apples. Taking the next step, however, choosing to set aside
the assumption that each of them is possibly a bad apple and
choosing to trust that they are as knowledgeable, skilled, and
professionally committed as oneself—that is a choice.
The second of these choices, though—to hold and nurture the
ideal of a community of professionals practicing together, and
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A Golden Opportunity
AGD 2015 Brings Dental Innovation and Technology to San Francisco
More than 3,000 people—including 1,500
dentists—took advantage of a golden
opportunity for personal and professional
development during the Academy of
General Dentistry’s (AGD) annual meeting,
AGD 2015, held June 18 to 21 at the
Moscone West Convention Center in San
Francisco. This year’s meeting focused
on how innovation and technology can
enhance the way in which dentistry is
practiced.
“The meeting was a great success,” says
AGD Immediate Past President W. Carter
Brown, DMD, FAGD. “Attendees were able
to engage in cutting-edge CE courses and
learn about the latest in dental technologies,

Cutting-edge CE

procedures, and clinical skills. It was a
great time, and the fun location offered the
perfect summer getaway for attendees and
their families.”
On Thursday, June 18, AGD 2015 kicked
off its celebration with a professional lion
dance performance by a dance troupe
from San Francisco’s Chinatown, followed
by a keynote address, “The Business of
Innovation,” from Terry Jones, founder
of Travelocity.com, founding chairman of
Kayak.com, and executive chairman of
WayBlazer.
Read more about the educational opportunities, exciting lectures, and latest dental
technology on display during AGD 2015.

Lecture and participation continuing education (CE) courses were presented at AGD 2015 by some of the profession’s foremost
speakers, including Todd B. Engel, DDS, of the Engel Institute, who presented a live patient implant course, “Live Implant
Surgical Demonstration—The Magic Circle.” An additional 74 CE courses were made available to attendees as well.
AGD 2015 also saw the official launch of the AGD Transitions Program, which assists with transitions through various
stages of a dentist’s professional life—dental student to new dentist, practicing dentist, and practicing to retiring dentist. The
annual meeting hosted several AGD Transitions Program Learning Labs as part of the program’s educational efforts. For the
first time, the AGD also incorporated its Blended Learning education series into the annual meeting, which paired AGD-hosted
CE webinars with hands-on courses available at AGD 2015.
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Top of the Line Technology
Hundreds of exhibitors showcased the latest innovations in
dental equipment, materials, products, and services in the
exhibit hall, which was open June 18 to 20.
Innovation in the exhibit hall included the “Modern
Practice for Today’s Patients” exhibit, presented by Henry
Schein Inc. This display invited participants to take a look
inside a technologically enhanced dental office, allowing
them to test cutting-edge equipment, view patient management software demonstrations, and catch a glimpse of the
esthetic options available for transforming any practice space.
Also new to the exhibit hall this year was the AGD 2015
Scientific ePoster Session on June 19, when dental students,
recent graduates, and residents showcased the latest clinical
research. The winning ePoster presenters were:
• First place—Juveria Hussain, who presented “Pulp
Capping Agents: A Literature Review”
• Second place—Ho-Hyun “Brian” Sun, who presented “Novel
Incision Design and Flap Closure to Reduce Incidence of
Alveolar Osteitis in Mandibular Third Molar Extractions”
• Third place—Sapan Bhatt, who presented “Effect of Curing
Light and Restoration Location on Energy Delivered”
• Fourth place—Ching-Wen Chang, who presented

“Maxillary Anterior
Implants Replacement
Following Ridge
Augmentation Using a
Xenogenous Bone Block at
a Previously Failed Site: A Case Report”
• Fifth place—Makani Dollinger, who presented “Effect of
Antiseptic Solutions on Soft Denture Relining Materials.”
To learn more about the program, and to view all of the
ePoster presentations from AGD 2015, visit www.eposters
online.com/agd2015/.

Recognition and Celebration
The AGD also took time in San Francisco to celebrate the
work of its members and dedicated volunteers. Three special
awards were presented to the following recipients: Gordon
R. Isbell III, DMD, MAGD, who received the Distinguished
Service Award; Kraig S. Vandewalle, DDS, MS, MAGD,
ABGD, who received the Dr. Thaddeus V. Weclew Award;
and Connie Sonnier, CAE, who received the Honorary
Membership Award.

The AGD also celebrated its largest convocation class
since 2007 during the AGD 2015 Convocation Ceremony
on Saturday, June 20. After inspiring comments from Dr.
Vandewalle, a total of 462 AGD members were recognized for
their dedication to dentistry and lifelong learning and service.
The AGD Fellowship Award was given to 318 members, and
144 members received the AGD Mastership Award. There
also were 38 Lifelong Learning and Service Recognition
recipients this year. The celebration for these awardees
continued later that night at the President’s Celebration to
Honor Fellows and Masters.
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AGD Foundation Special Events
AGD 2015 attendees and the general public took part in a
number of special events while in San Francisco, including
the AGD Foundation Silent Auction Fundraiser—which was
held Wednesday, June 17, through Saturday, June 20, and the
AGD Foundation Fun Run/Walk 5K Fundraiser, which was
held Saturday, June 20. More than 100 people participated
in the AGD Foundation Fun Run/Walk 5K Fundraiser. Yati
Yadav, DDS, FAGD, was the first-place winner in the overall
male category and Kristina J. Gratz, DDS, was the first-place
winner in the overall female category.
Also during AGD 2015, the AGD Foundation, with the help
of 17 volunteers, screened 72 people for oral cancer at a twoday screening event held Friday and Saturday, June 19 and
20. The AGD Foundation, the philanthropic arm of the AGD,
is committed to promoting oral cancer awareness, risk factor
prevention, and diagnostic training for general dentists. These
AGD 2015 foundation events and their associated proceeds
supported this cause.

Digital Badge Partnership Announced

AGD 2015 Keynote Speech Available Via Webinar

The AGD has partnered with Credly to offer AGD members
a digital system to acknowledge their achievements, such
as AGD Fellowship and Mastership, CE benchmarks, and
participation in AGD annual events and volunteerism. The
partnership was announced during the AGD 2015 Opening
Session on Thursday, June 18.
“These digital badges will provide members with a 21stcentury method of describing one’s affiliations, commitments,
and achievements,” says AGD President W. Mark Donald,
DMD, MAGD. For more information on the digital badge
program, email courses@agd.org.

Were you unable to
attend the AGD 2015
keynote address, “The
Business of Innovation,”
presented by Terry Jones
of Travelocity.com, Kayak.
com, and WayBlazer?
Would you like to hear it
again? The Colgate Oral
Health Network is hosting
an encore presentation
with a webinar! Fostering
an innovative approach
to problem-solving, this
webinar discusses ways
to utilize digital resources
to reach out to new patients and reconnect with former ones.
Additionally, one CE credit can be earned by participants.
To register, visit www.colgateoralhealthnetwork.com/webinar/
the-business-of-innovation/.
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Introducing the 2015–2016 AGD Board
The 2015–2016 AGD Board was called to order by AGD President Dr. W. Mark Donald, on Sunday, June 21, immediately
following the conclusion of the House of Delegates. The meeting included three new officers elected by the House: Manuel
Cordero, DDS, MAGD, vice president; Neil Gajjar, DDS, MAGD, secretary; and Bryan Edgar, DDS, MAGD, speaker.

Members of the 2015–2016 AGD Board
Bottom row (from left): Drs. Mohamed Harunani, treasurer; Roger Winland, editor; Manuel Cordero, vice president; W. Mark Donald, president; Maria Smith,
president-elect; W. Carter Brown, immediate past president; Neil Gajjar, secretary; and Bryan Edgar, speaker of the house
Middle row (from left): Drs. Sam Shamoon, Doug Bogan, Connie White, George Shepley, John Kokai, Donald Worm, Bob Gehrig, Elio Filice, Hans Guter, and
Roddy Scarbrough; with John Thorner, executive director/CEO
Top row (from left): Drs. Guy Hanson, Sue Bishop, Beth Clemente, Abe Dyzenhaus, Carol Wooden, J.C. Cheney, Mark Malterud, Michael Lew, and Ray Martin

AGD 2016 BOSTON

REVOLUTIONARY CHANGES IN DENTISTRY
July 14 to 17, 2016 Hynes Convention Center www.agd2016.org
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Knowledge at the Speed of Tech
AGD 2015 Offered a High-Tech Homecoming
BY ERIC K. CURTIS, DDS, MA, MAGD

I

step into the bracing salty air of a San Francisco dawn,
sun blotted to a watery shimmer through the silent, restless morning marine layer: Carl Sandburg’s little cat feet.
City noises, the coughs and murmurs of a waking creature,
poke through the fog—the bleating traffic, the throaty,
mooing foghorns drifting off the bay, the plaintive soprano
sirens echoing through glass and steel canyons, the whimsical harmonic panpipe whistles luring taxis to hotel doors.
I move down the sidewalk, falling into line with a swell of
other folks bearing name badges, on my way to class at the
Academy of General Dentistry’s (AGD) annual meeting,
AGD 2015, held June 18 to 21 in the City by the Bay. There
is no better feeling than anticipation.
I have lived in Arizona for 30 years, but San Francisco
is my go-to city for education. I graduated from dental
school on Nob Hill, and I received my AGD Fellowship
Award near Market Street. I learned to sail in a U.S. Coast
Guard-sanctioned course on Lake Merritt. I studied hypnosis
at the Presidio’s Letterman Army Hospital—since torn down
to make way for George Lucas’ digital arts complex, the
Letterman Digital Arts Center—and I earned a certificate in
letterpress printing from the San Francisco Center for the
Book in the Potrero Hill neighborhood.
I practiced pizza making at famed restaurateur Tony
Gemignani’s International School of Pizza in San Francisco’s
North Beach neighborhood and bread baking at the San
Francisco Baking Institute down by the airport. I learned to
sharpen knives using Japanese water stones at Bernal Cutlery
in the Mission District. I tasted sheep’s milk for the first
(and only) time in a cheese appreciation course at the Cheese
School of San Francisco. I got married across the Golden Gate
Bridge, in the hills above the town of Tiburon. Education,
the art of improvement, of expansion, of deeply considered
details and exquisitely refined communication, of confronting
and conquering the unknown, is increasingly bound up
in technology. “We chose San Francisco as the AGD 2015
meeting site because it’s the heart of the tech industry,” AGD
Immediate Past President W. Carter Brown, DMD, FAGD,
says during the meeting’s opening session on Thursday, June
18. “Technology is changing the way we learn and practice.
Tech provides new knowledge and new ideas. It doesn’t just
convey ideas—it creates them.”
Technology also steps up the velocity of knowledge, that
basic element of human capacity, and of information, its molecules. Keynote speaker Terry Jones, founder of Travelocity.
com, founding chairman of Kayak.com, and executive chairman of WayBlazer, explains innovation as the pace of change.
“The world is pushing us faster,” he says. Consumers—our
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patients—are moving at the speed of Internet, socially
engaged, time starved, and “always on.” An advertisement on
bus stops all around downtown underscores Jones’ report of
tech’s need for speed: “Slow load times are a pain in the app.”
I reflect on Jones’ observations that evening, when I jump
on the Larkspur Ferry at the Embarcadero and buzz across
the bay, past Alcatraz Island, past Angel Island, to Marin
County. Ignoring the cold sheets of salty spray slicing rhythmically over the gunwales as the high-speed catamaran’s twin
bows glance over each successive wave, two commuters chat
about their jobs in publishing. “I was getting to work at 6:30,”
one says, “just to get ahead of the other people in the office,
but now I’ve noticed everyone else is coming in earlier too.”
Jones describes change as a phenomenon deeper than
the experiential, not just an event but a domino-dropping
expansion that propels the boundaries of reality. Change isn’t
just about what happens to you, he says, but also about what
happens to everyone upstream and downstream. An example:
Steamboats went away in the mid-19th century when railroads laid down tracks. But that single shift in transportation
moved a multiplicity of industries; steam engines and their
repair shops disappeared too. Jones concludes that the best
way to dodge obsolescence is to listen to employees. The best
ideas, he says, come from the bottom up.
That the world has forgotten what has changed is not lost
on American Dental Association President-Elect Carol G.
Summerhays, DDS, MAGD, who reflects during the AGD
2015 opening session on innovation’s collateral damage. She
notes that insight has a subtle adversary in collective memory
loss. “Things get ingrained in our culture,” she says, “and we
forget there was a time they didn’t exist. Organized dentistry
gets taken for granted. People forget that self-regulation, high
standards of continuing education [CE], and codes of ethics
come from organized dentistry.”
I see videos of Jones’ talk recirculating on big screens in
the exhibit hall. The AGD, always open to ideas, has rolled
out a number of innovations at this meeting. The 75 educational sessions include 18 specialized tracks. What used to be
table clinics is now an AGD 2015 Scientific ePoster Session,
and a number of CE presentations occur on the technical
exhibit floor.
Leonard F. Tau, DMD, FAGD, standing in a lecture area
filled with cozy tables for 10 next to a fleet of portable closets
storing heavy satin gowns for the 462 new AGD Fellows and
Masters, speaks on reputation marketing on Thursday, June
18. Build strength in numbers, he advises during his course,
“Help on Yelp! Plus, Other Ways to Market Your Reputation
in the Internet Age.” The key to online marketing is collecting

diversified positive reviews, he says. In
the same area the next day, surprised
to learn that 25 percent of patients will
not return to a dental practice because
of perceived poor hygiene or infection
control protocols, I review handwashing
during “Infection Control for Hand
Hygiene,” presented by infection
prevention specialist Jessica Wilson.
Tip: Avoid hot water, which strips oils
and causes the skin to swell.
Sergio Kuttler, BS, DDS, gives an
endodontics update on Saturday,
June 20, promoting a “dentin
preservation platform,” warning that
over-instrumentation leads to cracked
roots. Citing recent research during his
presentation, “The Golden Era of Root
Canal Instrumentation,” Dr. Kuttler
advises that enlarging a canal three
file sizes bigger than the first file that
binds is enough to promote healing. He
also has a lot to say about the uneven
quality of biomedical research. On trial
comparisons: “If it can’t be apples to
apples, I’m OK with apples to pears.
But many studies compare apples to
potatoes.” On data: “Statistics are like
lampposts—they are often used more
for support than for light.”
Technology travels not only quickly
these days, but increasingly well. In
a dramatic first for the AGD, it has
partnered with the Engel Institute to
deliver a live patient surgical implant
placement demonstration, “Live
Implant Surgical Demonstration—The
Magic Circle,” on Friday, June 19. The
lecture hall sports a full operatory
on the podium, complete with water,
vacuum, and a very cool boom-mounted
microscope to capture up-close details.

Todd B. Engel, DDS, urbane, articulate, and self-assured, spouts a rapid-fire
stream of interesting words, like voxel
(a volume, or 3-D, pixel) and ALARA
(acronym for as low as reasonably achievable), and catchy metaphors. Imaging is
like slicing bread. Bone replacement is
like salting and peppering, or adding potting soil to the pot. Cutting out posterior
interstitial bone leaves a “cereal bowl.”
Dr. Engel offers advice, often
casually, as an aside that feels both
elemental and deeply wise. From a
healing standpoint, he cautions, a
smoker is a smoker for five years after
he or she stops. He points out that
timing is the difference between an
explanation and an excuse. And he
issues this counterintuitive gem: The
best way to build patient confidence is
to praise the previous dentist. Tell the
patient, “That work is really good.”
Dr. Engel’s enthusiasm is contagious,
his manner an energizing confluence
of breeziness and intensity. (How does
he manage to combine two opposite
energies in the same gestures, and
all while placing two implants on
an impossibly cheerful live patient?)
The audience surges forward to get a
closer look. AGD Executive Director
and CEO John A. Thorner, JD, CAE,
steps up to announce that the AGD is
considering installing a facility at AGD
Headquarters in Chicago to teach live
implant placement.
High tech or otherwise, knowledge
transmits better in a comfortable, loosefitting environment. All around me I
am struck by the familiarity that breeds
understanding. Gordon R. Isbell III,
DMD, MAGD, the 2015 Distinguished

Service Award winner, tells the audience, “The AGD has been my family
for 36 years.” Indeed, from the opening
session, during which a polished AGDmember chorus sings “O Canada” and
“The Star-Spangled Banner,” to the live
accompaniment of trumpet, saxophone,
piano and drums, to the final House
of Delegates session on Sunday, June
21—which is filled with both spirited
debate and hearty laughter—a homey
vibe of camaraderie and friendship
pervades the meeting.
I watch a naval officer in whites
whip out a selfie stick—smartphone
already attached—to snap a shot with
two friends in blue jeans. I strike up
a conversation with Kinnari J. Ghia,
DDS, MAGD, of San Jose, Calif.,
staffing an AGD Foundation oral cancer
screening station, about her excitement
at becoming an AGD Master. As I leave
the Moscone West Convention Center
and hop on the Bay Area Rapid Transit
subway to head up to the Mission
District for dinner, I think about the
supportive environment I have enjoyed
at this meeting. The AGD’s brand of
CE, blending the unknown with the
familiar, the intensive with the relaxed,
the complex with the transparent, makes
learning a little like visiting an exotic
destination—and a lot like going home. u
Eric K. Curtis, DDS, MA, MAGD, is an adjunct
associate professor at the University of the
Pacific. Dr. Curtis holds a certificate in professional writing from the University of Arizona and
is certified by the Board of Editors in the Life
Sciences. He maintains a private general dental
practice in Safford, Ariz. To comment on this
article, send an email to impact@agd.org.
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AGD HOD Approves 2016–2018 Strategic Plan
The Academy of General Dentistry (AGD)’s 2016–2018 Strategic Plan (Resolutions 102A and 102B) was approved on June 21, 2015,
by the House of Delegates during the AGD’s annual meeting, AGD 2015. The plan previously was approved on April 17, 2015,
by the AGD Board in Charleston, S.C. The 2016–2018 Strategic Plan outlines strategies for accomplishing goals set in the areas of
advocacy, communications, education, membership, and organizational excellence.

Mission Statement

Vision Statement

Advancing general dentistry and oral health through quality
continuing education and advocacy

Oral health and better lives through the Academy of General
Dentistry

2016–2018 Strategic Plan
Goal 1—Education: Become the most valued resource of quality
dental continuing education for general dentists at all stages of
their career.
Strategy 1: Create a Scientific Session that will annually attract at least 25
percent of AGD members by the end of 2018.
Strategy 2: Facilitate education programs that promote members’ success
and advancement through all stages of their dental career using traditional as
well as innovative, cutting-edge methods.
Strategy 3: Partner with AGD constituents in the development and delivery of
continuing education programs.

Strategy 3: Achieve at least a 10 percent increase in members’ assessments
of AGD value by the end of 2018.
Strategy 4: Actively recruit dental student members and retain them when
they become practicing dentists.
Strategy 5: Attract nonmember general dentists by promoting the value of a
lifelong learning mindset.
Goal 4—Communications: Promote the AGD as an organization
dedicated to advancing general dentistry through quality
continuing education and advocacy.

Strategy 4: Protect PACE and increase the number of PACE providers.

Strategy 1: Position the AGD as the leading source of information on oral
health issues for general dentistry.

Goal 2—Advocacy: Strengthen and protect the general dentistry
profession and the oral health of the public.

Strategy 2: Create and promote a consistent AGD brand that is applied to all
marketing vehicles and collateral materials.

Strategy 1: Represent the unique interests of general dentists in all advocacy
arenas.

Strategy 3: Increase public awareness of the value AGD general dentists bring
as gatekeepers to oral health.

Strategy 2: Advocate on behalf of the general dentistry profession as it
relates to policymaking, insurance, licensing, education, and all levels of
government.

Strategy 4: Focus communication efforts on engaging members to advocate
on behalf of general dentistry.

Strategy 3: Advocate on behalf of the public to ensure safe, best quality
dentistry practices and appropriate access to care.

Strategy 5: Enhance AGD publications and digital-based communication
vehicles to effectively communicate to all AGD stakeholders.

Strategy 4: Develop strong working relationships where appropriate
with the AGD constituents, the ADA, and dental specialty organizations in
addressing issues of common interest.

Goal 5—Organizational Excellence: Ensure that the AGD is
financially viable, functions efficiently in a cost-effective manner,
and has a mutually supportive relationship with its constituents.

Strategy 5: Pursue instruments and resources to empower the AGD’s
advocacy agenda.

Strategy 1: Ensure the fiscal soundness of the AGD.

Goal 3—Membership: Achieve a 25 percent increase in full-duesequivalent members and student members by the end of 2018.

Strategy 3: Streamline the AGD governance structure and operations.

Strategy 1: Utilize market and member research to determine which current
and new member benefits will best serve the AGD in attracting and retaining
members.
Strategy 2: Provide and promote products and services that meet the current
and future needs of members and prospective members in all stages of practice
and career paths.
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Strategy 2: Improve the effectiveness and efficiency of AGD Headquarters
operations.
Strategy 4: Promote an organizational culture that best supports attainment
of strategic goals and a healthy operating environment.
Strategy 5: Ensure the success of constituents in meeting the needs of
grassroots members.
Approved by the Board, April 2015; approved by the House of Delegates,
Resolutions 102A and 102B, June 2015
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Fact Sheet Oral Cancer

I

Oral Cancer
Oral cancer is particularly dangerous
because it can go unnoticed in its
preliminary stages. In many cases,
however, dentists can detect the
disease early, which makes the dental
community the first line of defense
against oral cancer. Read on to learn
more about oral cancer.

What is oral cancer?
Oral cancer is the sixth most common
cancer, accounting for nearly 5 percent
of all cases. More than 43,000 Americans
and 4,000 Canadians will be diagnosed
with oral or pharyngeal cancer this year,
resulting in more than 8,000 deaths, or
about one every hour. If oropharyngeal
cancer is included, the number of deaths
increases to more than 15,000 per year.

What are its risk factors?
Risk factors for oral cancer include tobacco
use, alcohol use, sun exposure (lips), a
previous head and neck cancer diagnosis,
and human papilloma virus (HPV)
infection. HPV can cause cancer in the
back of the throat (oropharyngeal cancer),
including the base of the tongue and
tonsils. About 79 million Americans are
infected with HPV, with 14 million people
estimated to become newly infected each
year. It is possible that HPV vaccines might
prevent oropharyngeal cancer.

What are the warning signs of
oral cancer?
Oral cancer typically is painless in its
early stages but can become painful as it
spreads. Go to your dentist immediately if
you observe any of the following: changes
in the way your teeth fit together; oral
sores that bleed easily or don’t heal;

lumps, thickening, rough spots, or
crusty or eroded areas in your mouth; or
difficulty swallowing, chewing, speaking,
or moving your jaw or tongue.

determined in conjunction with your
physician.

How can I prevent oral cancer?

How is oral cancer treated?

To help prevent oral cancer, abstain from
using all forms of tobacco and avoid
excessive sun exposure and alcohol
consumption. Additionally, the Centers
for Disease Control and Prevention
recommends that all preteen boy and
girls ages 11 to 12 be vaccinated for
HPV, which may aid in reducing the risk
of oral cancer. The vaccines also are
recommended for males through age 21
and for females through age 26, if they
did not receive them as preteens. Because
successful treatment and rehabilitation
of oral cancer are dependent on early
detection, it is extremely important
to regularly check your mouth for
any changes and to maintain regular
dental visits, at least every six months.

Methods of treatment for oral cancer
include surgery, radiation therapy, and/
or chemotherapy. This treatment is

For more information about oral cancer,
talk with your dentist.

How do dentists screen for cancer?
During an oral cancer screening, your
dentist will feel for lumps or irregular tissue
changes in your neck, head, cheeks, and
oral cavity. He or she also will examine
the soft tissues in your mouth, looking for
sores or discolored tissues. He or she also
may use screening devices that use rinses,
dyes, or different types of lights to detect
abnormal cells. It’s important to remember
that your dentist does not necessarily think
you have oral cancer if he or she performs
a screening. An oral cancer screening is
part of a routine dental checkup, even
when you have no symptoms.

The AGD and Oral Cancer Awareness

The mission of the Academy of General Dentistry (AGD) Foundation, the philanthropic arm of the AGD, is to passionately
support the efforts of the general dentist toward improving the oral health of the public. The AGD Foundation is strongly
committed to promoting oral cancer awareness, risk factor prevention, and diagnostic training for general dentists that
utilizes the best technology. For more information on the AGD Foundation’s oral cancer awareness efforts, visit www.agd.
org/agd-foundation.
Want more oral health fact sheets?
Visit www.agd.org/2/practicemanagement/factsheet.
Published with permission by the Academy of General Dentistry.
© Copyright 2015 by the Academy of General Dentistry. All rights reserved.
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Classifieds I

POSITIONS AVAILABLE

Georgia, Norcross—Position in northeast Atlanta with easy access to all a big city has to offer. Great opportunity for the right person in an expanding general practice primarily treating
children. Full-time or part-time positions available. Guaranteed per diem, signing bonus, and
strong benefits package. Send letter of interest and CV to mshealy@vsmmgt.com.

AGD Impact Online

Georgia and South Carolina locations—Looking to help underprivileged children
and pay off your student loans? Come join our team! Great opportunity for someone
in southwest Georgia in a general practice primarily treating children. A two-year
commitment required, with up to $25,000 a year paid toward student loans in
addition to competitive salary and great benefits. Possible opportunity for ongoing
position after the two-year commitment or transfer to one of our South Carolina or
Atlanta-area offices. Email CV to mshealy@vsmmgt.com.
New York, Pine Bush—Dentist wanted. Busy, two-dentist practice looking for
associate for two days per week to start. Possibly more days in the future. Call
845.733.5799 and leave a message.
New York, Rome—Seeking well-rounded individual to join our team. Full-time
(Monday–Friday) associate in private practice providing general dentistry to patients of
all ages. Guaranteed base pay between $160,000 to $180,000 with benefits, including health, malpractice, CE, relocation reimbursement, two weeks of vacation, and six
paid holidays. Candidate must be willing to relocate. Please call Tara at 315.336.3677
or submit CV to shaikgentledental@yahoo.com.

Policies: Classified ads in AGD Impact are confined to practice sales, practice opportunities for dentists and
auxiliaries, and the personal sale of used equipment and other dental products. All ads must be typed and
submitted by fax or email; it is recommended that you notify us in advance of your classified submission.
AGD Impact reserves the right to decline, withdraw, or edit ads at its discretion.
Rates and Payment Information: Classified advertising rates are $60 minimum for up to 30 words and $2 for
each additional word. We accept checks and credit cards for payment. Please contact us to arrange payment.
Contact: Derria Murphy, 888.AGD.DENT (888.243.3368), ext. 4097; fax: 312.335.3427;
email: classifieds@agd.org.

Advertisers Index

If you would like more information about the companies that advertised in this
issue of AGD Impact, please contact:
Page Company
Cover 2 American Association of Oral and Maxillofacial Surgeons
		MyOMS.org
Cover 3, 3 CareCredit
		www.carecredit.com
23 Cornerstone Dental Labs
		877.355.9777
		www.cornerstonedl.com
Cover 4 Rondeau Seminars
		
877.372.7625
		www.rondeaueminars.com
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Check Out the App!
You can access AGD Impact using your
tablet or smartphone with an exclusive app!
The AGD Impact app* is available
through the Apple App Store and Google
Play. Download it to access archived
issues, special interactive content, and
current news!
*Not supported on all devices.

