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Dear Registrant:

You practice in a dynamic and challenging environment.  While keeping clinically current is 
imperative, it isn’t enough.  You must also acquire the knowledge necessary to successfully 
manage your practice, avoid legal pitfalls and minimize myriad liabilities exposures.  The 
2023-24 Dental Update is designed to assist you in that endeavor.

In one course you will receive 20 hours of vital instruction from national experts in the fields of 
dentistry, law, medicine, asset protection, pharmacology, accounting, and practice management. 
And their presentations include topics ranging from treatment acceptance, private equity owned 
multi practice platforms, liability exposure minimization and financial literacy, to medically 
complex patients, the oral-systemic connection, patient dismissal and safe sedation.

To help you assess your level of comprehension we offer brief self-evaluations that may 
be taken either before or after the presentations concerned.  These tests are included in this 
syllabus and are identified by the black edges of the pages on which they are featured.

As always, I am very interested in your reaction to this year’s presentation.  Please do me the 
favor of taking the time to complete the evaluation questions presented on screen for each 
presentation.  In addition, I encourage you to contact any of our faculty members directly with 
questions or comments.

Finally, I urge you to take advantage of the experience and expertise of your colleagues taking 
the course via our real-time and interactive chat feature.  Should you have any technical 
or other questions about the program’s operation just ask them at our help desk and AEI’s 
experienced staff will respond promptly.

Thank you for your participation and please accept my best wishes for a safe, enjoyable and 
enlightening visit.

Cordially, 
American Educational Institute, Inc

 
David R. Victor, Esq 
Chief Executive Officer

American Educational Institute, Inc.
Leading Edge Instruction Since 1982

111 E. Merrill Street • Suite 300 • Birmingham, Michigan 48009

1 800 354-3507 or 1 248 433-0606
Fax 1 800 789-FAXX or 1 248 433-0911
www.AEIseminars.com    E-Mail: DVictor@ AEIseminars.com

David R. Victor, JD
CEO
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COURSE OBJECTIVES

■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■

After completing The 2023-24 Dental Update you should have acquired the knowledge that will 

better enable you to better:

	� Recognize the clinical and radiographic features of odontogenic and hard tissue 
lesions

	� Identify the pros and cons of private equity practice acquisition
	� Better understand the impact of Caries Disease, Periodontal Disease, HPV-OPC, 

and Occlusal Disease on oral health
	� Identify strategies and techniques for increasing dental treatment acceptance
	� Identify, diagnose, and treat common pediatric mucosal conditions
	� Identify asset protection structures and strategies
	� Identify the elements of an ethical, legal, and effective patient dismissal protocol
	� Identify and understand major sources of chronic systemic inflammation
	� Discuss ways to maximize asset protection and tax efficiency
	� Understand the characteristics, enforcement, and negotiation of legal contracts in the 

dental practice
	� Design and implement effective dental practice systems
	� Identify manifestations of and treatment options for pre-cancerous and cancerous 

oral lesions
	� Discuss the treatment implications of the medically complex patient
	� Identify relevant legal and risk management issues associated with cone beam 

computed tomography
	� Understand risks to and approaches for safe office-based sedation
	� Understand important dental office lease and buildout terms and issues
	� Identify and assess dental practice financial health through effective analytics
	� Discuss the impact of communication on practice risk

THE
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FACULTY DISCLOSURES

■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■    ■

The individuals listed below constitute everyone with control over the content of The 2023-24 

Dental Update. None of them have a financial relationship with a commercial interest whose product 

or services are discussed in the presentation(s) over which they have control:

David R. Victor, Esq., CEO, American Educational Institute: course director, The 2023-24 
Dental Update
Thomas P. Cox, ARM, faculty member
John F. Dombrowski, MD, FASA, faculty member
Thomas A. Viola, RPh, CCP, faculty member 
Carole C. Foos, CPA, faculty member
Steven M. Katz, DMD, MAGD, faculty member
Robert D. Kelsch, DMD, faculty member
David B. Mandell, JD, MBA, faculty member
Susan Maples, DDS, MSBA, faculty member
Eric J. Ploumis, DMD, JD, faculty member
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FACULTY

Robert D. Kelsch, DMD

Robert D. Kelsch, DMD, of Rockville Centre, New York, is a specialist practicing clinical and 

microscopic oral & maxillofacial pathology, and Director of Clinical Oral Pathology in the Division 

of Oral Pathology of the Department of Dental Medicine at Northwell Health. He is associate 

professor in the Departments of Dental Medicine and Pathology and Laboratory Medicine at the 

Zucker School of Medicine at Hofstra/Northwell.  Dr. Kelsch is also an attending physician at 

several area hospitals and holds numerous advisory council, consultant and course director positions 

at medical foundations, medical centers and professional organizations. He is a Fellow of the 

American Academy or Oral and Maxillofacial Pathology where he was a member of its executive 

council and chair of several committees.  Dr. Kelsch is a Director of the American Board of Oral and 

Maxillofacial pathology, an editor at several medical and dental journals, the recipient of a number 

of professional awards and prolific writer and speaker.

You may contact Dr. Kelsch with your questions and comments at 718-470-7341, or by email at 

rkelsch@northwell.edu.  



DIFFERENTIAL DIAGNOSIS 
RADIOLUCENCIES

• ODONTOGENIC CYSTS
• ODONTOGENIC TUMORS
• CENTRAL GIANT CELL GRANULOMA
• SYSTEMIC DISEASE
• MALIGNANCIES

– METASTATIC

ODONTOGENIC LESIONS

DIFFERENTIAL DIAGNOSIS 
RADIODENSITIES

• ODONTOGENIC CYSTS
• ODONTOGENIC TUMORS
• BONY LESIONS

– BENIGN FIBRO-OSSEOUS LESIONS
– MALIGNANCIES

Differential Diagnosis of Odontogenic and Hard Tissue Lesions
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Robert D. Kelsch, DMD
Northwell Health 
Department of Dental Medicine
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rkelsch@northwell.edu
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ERUPTION CYST

• ERUPTION HEMATOMA
• SOFT TISSUE ANALOGUE OF 

DENTIGEROUS CYST
• TOOTH WITHIN SOFT TISSUES 

OVERLYING ALVEOLAR BONE
• USUALLY IN CHILDREN UNDER 10 

YEARS 
• MOST COMMON IN MANDIBULAR 

MOLAR REGION
• GINGIVAL SWELLING 

ASSOCIATED WITH ERUPTING 
TOOTH

• TRAUMA INDUCES BLEEDING 
INTO CYST FLUID IMPARTING 
PURPLISH-BROWN COLOR

DENTIGEROUS CYST
• TREATMENT

ENUCLEATION AND EXTRACTION OF 
TOOTH

MARSUPIALIZATION
EXCELLENT PROGNOSIS
RARE RECURRENCE
RARE NEOPLASTIC TRANSFORMATION -
AMELOBLASTOMA, SQUAMOUS CELL 
CARCINOMA, MUCOEPIDERMOID 
CARCINOMA

DENTIGEROUS CYST
• RADIOLOGY

UNILOCULAR 
RADIOLUCENCY  CROWN 
OF UNERUPTED TOOTH

WELL DEFINED
SCLEROTIC BORDER 

MULTILOCULAR IF LARGE
RELATIONSHIP -

CENTRAL, LATERAL
CIRCUMFERENTIAL

DENTIGEROUS CYST
• ANY UNERUPTED TOOTH
• MANDIBULAR THIRD MOLARS
• RARELY  DECIDUOUS TEETH
• OCCASIONALLY ASSOCIATED WITH 

SUPERNUMERARY TEETH
• 10-30 YEARS OF AGE 
• USUALLY ASYMPTOMATIC AND 

DISCOVERED ON ROUTINE 
RADIOGRAPHS

• LARGER CYSTS - PAINLESS 
EXPANSION/FACIAL ASSYMETRY

• ENLARGE DUE TO INCREASED 
OSMOTIC PRESSURE WITHIN 
LUMEN

ODONTOGENIC CYSTS

• LINED BY 
EPITHELIUM DERIVED 
FROM ODONTOGENIC 
EPITHELIUM

• DEVELOPMENTAL OR 
INFLAMMATORY

• EPITHELIAL LINED 
CYSTS WITHIN BONE 
UNCOMMON

ODONTOGENIC CYSTS
• INFLAMMATORY

– PERIAPICAL
– RESIDUAL
– PARADENTAL

• DEVELOPMENTAL
– DENTIGEROUS CYST
– ODONTOGENIC 

KERATOCYST
– GORLIN CYST 
– GINGIVAL/LATERAL 

PERIODONTAL CYST
– GLANDULAR 

ODONTOGENIC CYST
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GINGIVAL CYST OF THE ADULT
• UNCOMMON;  SOFT TISSUE 

COUNTERPART OF LATERAL 
PERIODONTAL CYST

• ARISES FROM DENTAL LAMINA 
RESTS

• 60-75% MANDIBULAR 
CANINE/PREMOLAR REGION

• 5TH DECADE
• FACIAL GINGIVA/ ALVEOLAR 

MUCOSA
• PAINLESS, BLUISH, DOME SHAPED 

SWELLINGS
• SUPERFICIAL CUPPING OUT OF 

ALVEOLAR BONE

ODONTOGENIC KERATOCYST
• HISTOPATHOLOGY
• THIN FIBROUS WALL DEVOID OF 

INFLAMMATION
• FLAT EPITHELIAL CONNECTIVE TISSUE 

INTERFACE - NO RETE RIDGES, 
SEPARATION

• UNIFORM 6-8 CELL THICKNESS OF 
STRATIFIED SQUAMOUS EPITHELIUM

• WAVY/CORRUGATED PARAKERATOTIC 
SURFACE EPITHELIUM 

• PALISADED CUBOIDAL/COLUMNAR BASAL 
LAYER

• SATELLITE CYSTS

ODONTOGENIC KERATOCYST

• GROSSLY THIN 
FRIABLE WALL: 
DIFFICULT 
ENUCLEATION

• LUMEN - CLEAR 
FLUID OR CHEESY 
MATERIAL -
KERATINACEOUS 
DEBRIS

ODONTOGENIC KERATOCYST
• MAY BE ASSOCIATED WITH 

BASAL CELL NEVUS 
SYNDROME

• SMALLER CYSTS 
ASYMPTOMATIC - ROUTINE 
RADIOGRAPHS

• TEND TO GROW 
ANTEROPOSTERIORLY WITH 
MINIMAL EXPANSION

• WELL DEFINED 
RADIOLUCENCY

• CORTICATED MARGINS
• 25-40 % ASSOCIATED WITH 

UNERUPTED TOOTH
• UNCOMMON ROOT 

RESORPTION

10
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CALCIFYING ODONTOGENIC 
CYST

• RADIOLUCENCY
• UNILOCULAR, WELL DEFINED 

50% IRREGULAR 
CALCIFICATIONS OR TOOTH 
LIKE DENSITIES (“SALT AND 
PEPPER”)

• 30% ASSOCIATED WITH 
UNERUPTED TOOTH USUALLY 
CANINE

• ROOT RESORPTION AND 
DIVERGENCE SEEN

LATERAL PERIODONTAL CYST
• ASYMPTOMATIC 
• MALE PREDILECTION;   >30 

YEARS
• 65% MANDIBULAR 

CANINE/PREMOLAR AREA
• WELL CIRCUMSCRIBED 

RADIOLUCENCY LATERAL TO 
ROOTS OF VITAL TEETH <1.0 
CM IN DIAMETER

• MULTILOCULAR - BOTRYOID 
ODONTOGENIC CYST

• RULE OUT OKC/ 
INFLAMMATORY ETIOLOGY

LATERAL PERIODONTAL CYST
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CLASSIFICATION
ODONTOGENIC ECTOMESENCHYME WITH 
OR WITHOUT INCLUDED ODONTOGENIC 
EPITHELIUM
– ODONTOGENIC FIBROMA
– MYXOMA
– CEMENTOBLASTOMA

CLASSIFICATION
ODONTOGENIC EPITHELIUM AND 
ECTOMESENCHYME WITH OR WITHOUT 
DENTAL HARD TISSUE 
FORMATION(MIXED)
– AMELOBLASTIC FIBROMA
– AMELOBLASTIC FIBRO-ODONTOMA
– ADENOMATOID ODONTOGENIC TUMOR
– COMPLEX/ COMPOUND ODONTOMA

CLASSIFICATION

TUMORS OF ODONTOGENIC EPITHELIUM 
WITHOUT ECTOMESENCHYME
– AMELOBLASTOMA
– CALCIFYING EPITHELIAL ODONTOGENIC 

TUMOR
– SQUAMOUS ODONTOGENIC TUMOR
– CLEAR CELL ODONTOGENIC TUMOR

– MALIGNANT COUNTERPARTS

ODONTOGENIC TUMORS

12
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ADENOMATOID 
ODONTOGENIC TUMOR

0
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Ameloblastic Fibroma/
Fibro-Odontoma

0
1
2
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4
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10 30 50 70 90

male
female

cases

age

mean -11
range 2-29

location

433

410

Odontomas

0
20
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100
120
140
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mean - 19
range 2-79

location

1772632

802655
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FIBRO-OSSEOUS LESIONS

CEMENTOBLASTOMA
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65-YEAR-OLD FEMALE
RECENT EXTRACTION OF PERIODONTALLY INVOLVED 

PREMOLAR

FLORID OSSEOUS DYSPLASIA

FLORID OSSEOUS 
DYSPLASIA

PERIAPICAL CEMENTAL 
DYSPLASIACHERUBISM
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RHABDOMYOSARCOMA

4-YEAR-OLD WITH INTRAORAL SWELLING

METASTATIC RENAL CELL 
CARCINOMA
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OSTEOSARCOMA

55-YEAR-OLD FEMALE 
- PAIN LEFT MANDIBLE, #19 EXTRACTED

1 YEAR FOLLOW UP6 MONTH FOLLOW UP
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Differential Diagnosis of Odontogenic and Hard Tissue Lesions

SELF EVALUATION

Differential Diagnosis of Odontogenic and Hard Tissue Lesions

True/False

1.	 A dentigerous cyst is always associated with the crown of an unerupted tooth.

2.	 Ameloblastoma is a malignant odontogenic tumor.

3.	 Metastatic malignancy may present as a soft tissue lesion growing from a recent extraction site.

4.	 Most patients presenting with florid osseous dysplasia are older Caucasian females.

5.	 The most common location for a lateral periodontal cyst is the mandibular canina/ premolar area.

Answer Key: 1. T, 2. F, 3. T, 4. F, 5. T
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FACULTY

Carole C. Foos, CPA

Carole C. Foos, CPA of Cincinnatti, Ohio is a partner in OJM Group, a physician focused financial 

planning and asset management firm and a Certified Public Accountant (CPA) offering tax 

analysis and tax planning services to the firm’s clients. Ms. Foos has over 25 years of experience 

in accounting, tax planning and financial consulting. She is a co-author of numerous books for 

physicians, including Wealth Management Made Simple and Wealth Planning for the Modern 

Physician: Residency to Retirement. Ms. Foos has authored numerous articles and presented many 

lectures, webcasts, and podcasts on tax planning and wealth management.

You may contact Ms. Foos with any questions or comments at (513) 309–3946 or by email at 

carole@ojmgroup.com.



OJM Group, LLC (“OJM”) is an SEC registered investment adviser with its principal place of business in the 
State of Ohio. SEC registration does not constitute an endorsement of OJM by the SEC nor does it indicate 
that OJM has attained a particular level or skill or ability. OJM and its representatives are in compliance with
the current notice filing and registration requirements imposed upon registered investment advisers by those 
states in which such notice filing, and registration is required.  OJM may only transact business in those states 
in which it is notice filed or qualifies for an exemption or exclusion from notice filing requirements. For 
additional information about OJM, including fees and services, send for our disclosure brochure using the 
contact information provided in this presentation or refer to the Investment Adviser Public Disclosure web site 
(www.adviserinfo.sec.gov).

Information contained in this presentation has been obtained from sources we consider reliable, but its 
accuracy is not guaranteed.  Any opinions expressed are based on the interpretation of data available to OJM 
and are subject to change at any time without notice.  This presentation is for informational purposes only and 
is not intended as an offer or solicitation for the purchase or sale of a security or the rendering of investment 
advice.

No client or prospective client should assume that any information presented or made available on or through 
this presentation, is a receipt of, or a substitute for personalized investment advice. Such advice may only be 
rendered after the following conditions are met: 1. delivery of our disclosure brochure to you, and 2. execution 
of an Investment Advisory and/or Financial Planning Agreement between us.

This presentation contains general information that is not suitable for everyone. The information contained 
herein should not be construed as personalized investment advice. Past performance is no guarantee of future 
results. There is no guarantee that the views and opinions expressed in this presentation will come to pass or 
that any particular investment strategy or asset class will be profitable. 

DISCLAIMER

 Text AEIOJM to 844-418-1212
 Click the link in the reply text

 Visit ojmbookstore.com and 
enter AEIOJM at checkout

 Scan the QR Code

FREE RESOURCES FOR AEI ATTENDEES

WHY IS PRIVATE EQUITY INVESTING

Growth Market
Number of Americans >65 will more than double over next 4 
decades
Skin cancer, knee and hip replacements, PT, anti-aging
Durable Market
Recession and extraordinary event resistant
Industry bounced back more quickly than most post-
pandemic
Consolidation Opportunity
Still a critical mass of independent practices
Approx 50% of Dermatologists still work in practices wholly 
owned by physicians (1)
Recurring Revenue
Multiple service offerings for patients
Low patient attrition rates
Predictable backlog

(1) Kane, Carol, Policy Research Perspectives: Recent Changes in Physician Practice Arrangements, American Medical 
Association, May 2021

OJM is not engaged in the practice of law and does not provide legal advice. Always consult with an 
attorney regarding your specific legal situation.

The information contained in this presentation is general in nature and should not be acted upon in your 
specific circumstances without further details and/or professional advice. OJM Does not provide tax 
advice. Contact your personal tax advisor for specific advice related to your tax situation.  These 
recommendations are not intended as a thorough, in-depth analysis of specific issues nor are they 
sufficient to avoid tax-related penalties.

OJM Group, LLC does not make any representations or warranties as to the accuracy, timeliness, 
suitability, completeness, or relevance of this information. All such information is provided solely for 
convenience purposes only and all users thereof should be guided accordingly.  Past performance may 
not be indicative of future results. Therefore, no current or prospective client should assume that future 
performance of any specific investment, investment strategy or product made reference to directly or 
indirectly by OJM Group, LLC will be profitable or equal the corresponding indicated performance 
level(s).  

Please refer to the insurance company’s statement for specific details and current values.  Please refer 
to the insurance company’s full illustration which is not a guarantee and makes multiple assumptions that 
are not guaranteed.  This statement is meant to be an approximation based on information provided by 
the insurance company.  OJM Group is not affiliated with any insurance company.  

DISCLAIMER

CURRENT M&A TRENDS

 Financial sponsors acquiring existing 
platforms from other financial sponsors
 Buyers paying strong valuations

 Pressure on new sponsor to find creative and 
aggressive growth

 Acceleration of medium and smaller 
practices being acquired
 Independent practices receiving heightened 

interest
 Practices selling or raising capital as part of 

consortium
 Grouping independent practices and 

presenting as one platform
 Additional valuation / arbitrage
 More diverse market of buyers

ORTHOPAEDIC MARKET EXAMPLE
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Approximately 80% of 2020 
private equity activity in the 

Orthopaedics market was related 
to healthcare services. (1)

Despite the disruption of 
COVID-19, 49 orthopaedic 

transactions closed in 2020. 
(1)

Orthopaedic practices are 
among the best at establishing 
multiple profit centers through 

robust, ancillary service 
offerings.

Over the past 10 years, the 
number of non-health system 
physician practice acquisitions 
in orthopaedics has increased 

from 2 to 7 per year.(2)

Strong Market Fundamentals 
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VALUE DRIVERS

Owners should constantly evaluate ways to build value, beginning with 3 
core pillars of value assessment

Stability

• Talented core provider team with 
diversification across specialties.

• Established organizational structure 
with both executive and physician 
leadership in place.

• Existing footprint in a competitive 
regional market.

• Consistent track record of historical 
financial performance and production 
levels across providers.

Profitability

• Organization has demonstrated ability 
to achieve profit milestones over a 
multi-year period.

• Financial and operational data reflect 
industry best-practices and provide 
meaningful insights as to the 
operational health of the practice.

• Adjusted EBITDA margins are ideally 
achieving, or are on a path towards, 
20% Adjusted EBITDA margin or 
greater. 

Growth

• Practice has a proven ability to add 
providers, expand specialties, and add 
ancillary service offerings.

• The financial and operational 
performance of the practice reflects a 
historical track record of growth, and 
ideally a forecast supported by 
historical trends. 

• Leadership has a clearly articulated 
growth plan to continue to build value 
as a platform or under the umbrella of 
a larger organization.

STRATEGIC OPTIONS

Status Quo Continue to execute current 
operating plan and retain 
existing structure

Sale to Strategic Buyer or 
Financial Sponsor

Sell to a larger practice and 
become a subsidiary OR sell 
to private equity to gain 
capital and management 
expertise

Recapitalization Utilize debt or combo of debt 
and minority equity 

THE PRIVATE EQUITY MODEL

 Funds of money, managed by finance and operating professionals, backed by high-net-worth 
individuals, pension funds, and university endowments (to name a few).

 Acquire a majority equity stake in a physician practice (i.e., platform investment) while leaving 
the physicians with a minority equity position in the practice.

 Over a three-to-seven-year period, the private equity group wants to increase the value of the 
practice in order to resell the platform investment and receive an attractive return.

 Means of increasing Adjusted EBITDA (1) and value for a medical practice investment:
 Acquiring additional practices (i.e., add-on acquisitions)
 Open new locations and bring on additional talent
 Expand and diversify services (Mohs, cosmetic, dermatopathology lab, clinical trials, etc.)
 Synergies: Cost savings or new revenue created by the combination of one medical practice 

with another.

Synergies               Increased Adjusted EBITDA              Higher Practice Valuation

(1) Earnings before Interest Expenses, Income Taxes, Depreciation and Amortization
Expense. Adjustments can include excess physician owner’s compensation, and one-time
expenses

PRACTITIONER’S PERSPECTIVE

Regulation:
 Increasing percentage of burnout among dermatologists
 Drivers include fraud and abuse statutes governing compensation 

methodologies, licensing and reporting obligations, and regulations governing 
uses of patient health information

Focus on the Patients:
 Shedding of administrative duties
 Patient service delivery and revenue collection become the priority

Personal Financial Goals:
 Practice owners can receive attractive all cash payments
 Exit strategy for practice owners
 Physicians have the opportunity to receive a “second bite of the apple” with a 

private equity group

DOWNSIDE OF A PRIVATE EQUITY SALE

 New focus on returns and profitability
 Could be a conflict with doctor’s view of patient care

 Loss of full managerial control for owner(s)
 Changes to practice culture and priorities, employee retention
 Loss of control over practice operations
 Change in owner compensation and retirement plans
 Concern over long term impact on healthcare services
 More vigorous and regular reporting

THE UPSIDE OF A SALE TO PRIVATE EQUITY

 Significant Cash Infusion
 Pay down debt
 Invest in new technology
 Expand the practice
 Fund retirement
 Succession / exit plan

 Gain management expertise
 Improve efficiencies
 Increase profitability

 Offload back-office headaches
 Potentially increase revenue due to greater ability to negotiate with 

payors, reduce expenses through vendor negotiations / block 
purchases 
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CORPORATE

PLANNING
PROCESS

DIAGNOSTIC vs.  TREATMENT

ASSET PROTECTION

CORPORATE STRUCTURE 
& TAX PLANNING

INVESTMENT MANAGEMENT

CORPORATE BENEFITS
PLANNING

RISK MANAGEMENT ANALYSIS

ADVICE & EXPERTISE
FOR A FLAT FEE

BUILDING A RELATIONSHIP

 Sale can provide cash infusion, growth and succession opportunities
 Sale will also bring a reduction in control and changes to practice dynamics
 Multiple options for sales: another practice, private equity, consortium 

merger
 Regardless of interest in selling, makes good business sense to increase 

practice value
 Ways to increase value include acquisition and use of talent, strong 

financials, diversification and strategic plan for growth

Synergies           Increased Adjusted EBITDA           Higher Practice Valuation

SUMMARY

EBITDA

Adjusted Earnings Before Interest Expense, Taxes, Depreciation & 
Amortization Expense

Practice Net Income
+ Interest Expense
+ Income Taxes
+ Depreciation Expense
+ Amortization Expense
+ Excessive Physician Owner Compensation
+ Non-Recurring Practice Expenses
+ Extraordinary Practice Expenses
+ Synergies with a Buyer’s Platform

IMPROVING PRACTICE VALUE

 Strategic Plan
 Written strategic plan provides steps for efficient operation and growth
 Offers buyer a roadmap
 Utilize as a “map” to know where practice is going

 Growth
 Ability to grow substantially over 3-7 years
 Maintain historical practice performance
 Articulate future growth opportunities

 Synergies
 Cost savings or new revenue

 Improved negotiating leverage
 Referrals
 New in-house capabilities

IMPROVING PRACTICE VALUE

 Talent
 Hire and retain physicians, PA’s other medical talent
 Balanced ratio of physicians to PA’s, etc.

 Financials
 Transparent books and records
 Reviewed or audited financial statements
 Perform diligence in preparation of sales transaction
 External firm can provide credibility to numbers
 Adjusted EBITDA margin of 20% or greater
 Periodic review and elimination of overhead
 Avoid legal and regulatory issues

 Diversification
 Range of services

 Mohs, laser, spa, PT, research, radiology
 Geographic Market

 Size and location
 Additional locations

STEPS TO BUILDING VALUE

Build talent throughout the provider, 
mid-level and administrative ranks.  
Create a system of evaluating and 
recruiting and retaining talent.

Bench Depth

Whether it be operating in a distinct 
geography, or performing a unique set 
of services, a practice should strive to 
be a leader in a defined niche.

Establish a Niche

Create an organization that offers 
diversified revenue sources, which 
could include pain management, 
physical therapy, Orthopaedic Urgent 
Care, and ownership of Ambulatory 
Surgical Centers (ASCs).

Ancillary Services

With the industry migration towards 
value-based care, it is important that 
practices can demonstrate a path to 
success under this new system.

Success Under Value 
Based Care Model

Quality of actionable information is 
critical for both managing and selling 
a practice.  Key steps to take include 
utilizing a fractional or full-time CFO to 
serve as an advisor to practice owners 
and establishing systems and process 
for financial and operational 
management.

Financial Controls and 
Operating Metrics

Develop a detailed strategic growth 
plan, supported by financial 
projections.  Highlight what added 
resources can do to improve practice  
performance.  Working with advisors, 
practice owners should periodically 
reevaluate options that could help 
drive or present optimal exit / liquidity 
solutions.

Strategic Planning
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DISCLOSURE

The information, analysis, and opinions expressed herein are for general and educational purposes only. Nothing contained in this 

commentary is intended to constitute personalized legal, tax, accounting, securities, or investment advice, nor an opinion regarding the 

appropriateness of any investment, nor a solicitation of any type. All investments carry a certain risk, and there is no assurance that an 

investment will provide positive performance over any period of time. An investor may experience loss of principal. Investment decisions 

should always be made based on the investor’s specific financial needs and objectives, goals, time horizon, and risk tolerance. The asset 

classes and/or investment strategies described may not be suitable for all investors and investors should consult with an investment advisor 

to determine the appropriate investment strategy. Past performance is not indicative of future results. Indices are unmanaged and their 

returns assume reinvestment of dividends and do not reflect any fees or expenses. It is not possible to invest directly in an index. 

Information obtained from third party sources are believed to be reliable but not guaranteed. All opinions and views constitute our 

judgments as of the date of writing and are subject to change at any time without notice.

 Schedule a free no-obligation consultation

 Contact the presenter:
 Carole C. Foos, CPA
 877.656.4362
 carole@ojmgroup.com

 Free resources for AEI Seminar attendees:
 Text AEIOJM to 844-418-1212
 Scan the QR Code
 Visit ojmbookstore.com and enter AEIOJM at checkout

SPECIAL OFFERSPERSONAL

WEALTH
PLANNING

DIAGNOSTIC  vs .  TREATMENT

ASSET PROTECTION

TAX

INVESTMENTS

INSURANCE

FINANCIAL MODELING

ADVICE & EXPERTISE
FOR A  FLAT FEE

BUILDING A RELATIONSHIP
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SELF EVALUATION

Selling to Private Equity: The Pros and the Cons

1.	 Why is private equity interested in acquiring physician practices?

a.	 Recurring revenue
b.	 Growth market
c.	 Recession proof
d.	 All of the above

2.	 What is one upside to a sale to private equity group?

a.	 Loss of control
b.	 More vigorous reporting
c.	 Offload back office headaches
d.	 New focus on returns

3.	 T/F - EBITDA includes an add-back for excessive physician owner compensation.

4.	 T/F - Hiring and retaining additional physicians and PA’s is an example of building value 
through ancillary services.

5.	 Groups of independent practices pooling together to present as one platform is called

a.	 Financial sponsor
b.	 Consortium
c.	 Independent practice group
d.	 Private equity

6.	 T/F - Due to the disruption of COVID, no orthopaedic transactions with private equity closed in 
2020.

7.	 T/F - A sale of controlling interest to private equity can lead to unwanted changes in patient 
care.

Answer Key: 1. D, 2. C, 3. T, 4. F, 5. B, 6. F, 7. T
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UPDATE

Susan Maples, DDS, MSBA

Dr. Susan Maples, of Holt, Michigan, is a long time, family and advanced restorative dentist who, 

following her receipt of a master’s degree in business, developed a passion for organizational 

behavior, executive leadership, and target marketing.  An expert in mouth-body connections, Dr. 

Maples is a practitioner of Total Health, or Integrative Dental Medicine. She is also a sought-

after national presenter to both dental and medical audiences, serves on the executive board of the 

American Academy for Oral & Systemic Health, and is a Fellow of the International College of 

Dentists.

You may learn more about Dr. Maples at DrSusanMaplesSpeaker.com, Total-Health-Dentistry.

com, and TotalHealthPractice.net.   You may contact her with questions or comments at Susan@

drsusanmaples.com 
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Total Health Dentistry

2101 N. Aurelius Road, Suite 1 
Holt, Michigan, 48842

Total-Health-Dentistry.com | Susan@DrSusanMaples.com
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It’s 100% Preventable!
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• Caries	Disease	
• Periodontal	Disease	
• Oral	Cancer	
• Occlusal	Disease

You’re	sure	you’re	right?			
How	fine	and	strong.	

But	were	you	ever	just	as	sure,	
And	wrong?

13
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Our Challenge

How	do	we	“treat”	
Caries	Disease?
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Caries, Sports Drinks & Athletes
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Extrinsic Acid: 
Consumption 

28

1973

27

Intrinsic Acid:

Production

	Bubble,	Fizz,	Guzzle	Gulp:		What	is	this	stuff	anyway?

Support	the	bugs	in	your	kid’s	gut…or	their	gut	will	bug	them!

Growing	the	tongue	box:	It’s	the	shape	of	things	to	come!

The	greatest	underrated	frontier!

Brainiac-Yak	Yak!

Oral	health	wise….Your	mouth	is	a	tattletale!

26

EAT	
DRINK		
DIGEST	
BREATHE	
SLEEP	
FEEL	&	THINK	
CHEW	&	SMILE	
MOVE	

Your	kid	vs.	today’s	food	craziness:	It’s	a	lot	to	swallow!	
									
							

	

Foster	a	daily	dose	of	get-up	and	go!
Biofilm ATP Meter
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Communicating with Healthcare 
Professionals

42
41

40

SelfScreen.net
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`

Kinesthetic
Learning
For Kids

46

Receive a sample box and schedule a 
webinar to learn more!

45

Our Challenge

How	do	we	put	kids	in	
the	driver’s	seat	to	a	
preferred	future?

43

• Need	to	be	maintained.	
• ADA	says	we	are	only	using	sealants	18%	of	
the	_me.			

• 100%	effec_ve	over	12	months	
• 98%	effec_ve	over	44	months	

34

Four Major Diseases Impacting Oral Health: Parts 1 & 2



60%
20-30%

US	adults	report	some	reflux

…at	least	weekly

Our Challenge

How	do	we	“treat”	
Caries	Disease?

51

7249
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Airway Reflux?

36
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Bulimia or Reflux with 

nocturnal bruxism ?

6463

: : 

62

Proton Pump Inhibitors (PPIs)

• 	Prilosec	(omeprazole)	
• Prevacid	(Iansprazole)	
• Nexium	(esomeprazole)	
• Dexilent,	Kapidex	(dexlansoprazole)	
• Aciphex	(rabeprazole)	
• Protoix	(pantoprazole)	
• Regard	(rapid	release	omeprazole)

61
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71

DR. SUSAN MAPLES

At this time, most medical professionals don’t recognize the
signs of disordered breathing, or if they do, they underplay them as
normal. It’s common for docs to recommend a wait-and-watch
mode, offering corticosteroid nasal sprays, nonsteroidal anti-in!am‐
matories, and antibiotics galore. It’s also common to hear reassur‐
ance that a child will “outgrow” airway obstructions eventually as
the tonsils begin to shrink, on average around nine years old.

That’s not the point. There are about 250 lymph nodes between
the collarbones and cheek bones, just to keep these infections in
check. So, if a child has a frequent recurrence of whomping infec‐
tions that necessitate such medication, it means we really haven’t
addressed the root cause, have we? It pays to look for the signs and
symptoms of dysfunctional breathing as well as any physical limita‐
tions that might be contributing to that.

128

BRAVE PARENT

4.11 PHYSICAL SIGNS OF AIRWAY DEFICIENCY

Recognizing a breathing dysfunction problem is tricky because the
human body is highly adaptive. In other words, we will do anything
for oxygen. Pay attention to the progression of any number of phys‐
ical compensations such as open-mouth breathing, tooth grinding,
strange lower jaw movements, forward-bent head posture, messy
chewing, or strange swallowing patterns.

Then, put simply, form follows function. That means, when the
functions of chewing, swallowing, and/or resting tongue posture are
de"cient, they usually lead to a thwarted growth of the craniofacial-
respiratory complex (CFRC) and developmental distortions. The
physical signs you can look for are:

crooked teeth
high-arched palate
narrow nose

129
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CPAP		
Or	

Sleep	Appliance?
73
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Copyright Bale/Doneen Paradigm 

Nicotine 

Endodontic 
Disease 
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Osteoporosis

Periodontal Disease is Linked to:

Diabetes
Pregnancy 

Complications
Alzheimer’s

Kidney Disease
Heart Disease-Stroke

Colon Cancer

89
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Periodontitis: Host Response to Bacterial 
Challenge

Host Immune & 
Inflammatory 

Response

Connective Tissue and 
Bone Destruction

9695

S. R. P.

94
93

2016
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directdiagnostics.com Screen. Test. Clear.TM

WHY THESE FIVE: Red Complex + Fn

Folia Medica 2014; 56(3): 
152-160 Copyright 
© 2014 Medical University, Plovdiv 
doi: 10.2478/folmed-2014-0022
Red Complex should be considered as major etiologic 
agents.
The increased amount of these periodontal 
pathogens…Causes a cascade of defense mechanisms with 
the production of cytokines and MMPs causing inflammation 
and destruction.

These five bacteria, now known as the “New Red Complex”, have been shown across multiple studies to be the most 
virulent, destructive, systemically impactful, and important to manage. 

Fragkioudakis, et al.,
Journal of Medical Microbiology 2021;
70:001247: DOI 10. 1099/jmm.0.001247
“Known Putative Pathogens (e.g. Red complex) regulate the 
pathogenicity of the entire subgingival community.”
"Red Complex containing biofilm down-regulates the 
biological processes of blood coagulation and 
haemostasias…”
"Absence of Red Complex ... led to enhanced health related 
colonization."

Case Study Reviews

Clinical studies and Individual patient 
studies performed by Dr. Tom Nabors 
demonstrate that when the HR5 
bacteria are treated effectively, levels 
of other potentially harmful bacteria 
are reduced and become health-
associated. 

Testing for five high risk pathogens is 
sufficient for the majority of patients.

Why these 5?
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directdiagnostics.com Screen. Test. Clear.TM

HHRR55: HIGH RISK PATHOGEN TEST

YYoouurr oorraall hheeaalltthh pprrooffeessssiioonnaall wwiillll ddiissccuussss ppeerrssoonnaalliizzeedd ttrreeaattmmeenntt ooppttiioonnss.. When used in conjunction with other
health related risk factors, your clinician can design a personalized treatment plan to reduce these pathogens to
an acceptable level: thus, preventing tooth loss, implant loss, and systemic exposure.

This test performed by Paratus Diagnostics, 3055 Hunter Rd, San Marcos, TX 78666 CLIA# 45D2190910. Negative results do not preclude infection and should not be used as     
the sole basis for patient management decisions. Negative results must be combined with clinical observations, patient history, and epidemiological information (Source: FDA). 
Disclaimer: This test was developed and its performance characteristics were determined by Paratus Diagnostics. The U.S. Food and Drug Administration has not approved or 
cleared this test; FDA clearance or approval is not currently required for clinical use as the laboratory is regulated and qualified under CLIA to perform high complexity testing.

Patient Name JJAAMMEESS  KKIIRRKK Accession 5699871 Facility Enterprise Dentistry
DOB 3/17/2170 Date Collected 8/12/2221 Clinician Bones
Patient ID 498760 Date Reported 8/14/2221 Phone 512-550-2010

PPRREEVVIIOOUUSS  RREESSUULLTTSS
5/1/2221

C. V. Disease

Heart Attack

Ischemic Stroke

Diabetes (I/II)

Antibiotic Allergy

Current Smoker

Pregnant

Thank you for entrusting us with your High-Risk Pathogen Test. This unique and important medical test quantifies the most
serious and high-risk oral pathogens that cause Periodontitis (tooth loss), Peri-Implantitis (Implant loss), and Systemic
Inflammation throughout the body. Learn more by visiting www.directdiagnostics.com.

AAggggrreeggaattiibbaacctteerr aaccttiinnoommyycceetteemmccoommiittaannss [[AAaa]]  is a primary cause of rapid alveolar bone loss in both 
children and adults, severe periodontitis and dental implant failure. Research studies have shown this 
pathogen increases risk for Cardiovascular Disease, Ischemic Stroke, Brain Abscesses, & Heart Infections.

PPoorrpphhyyrroommoonnaass ggiinnggiivvaalliiss [[PPgg]]  is a primary cause of alveolar bone loss, periodontitis and implant failure. 
Research studies have shown this pathogen increases risk for Heart Attack, Ischemic Stroke, Type Two 
Diabetes, Dementia, Alzheimer's Disease, and other inflammatory diseases.

TTrreeppoonneemmaa  ddeennttiiccoollaa [[TTdd]]  is a primary cause of periodontitis and implant failure. Recent studies have
also demonstrated its association with Dementia and Alzheimer's Disease.

TTaannnneerreellllaa ffoorrssyytthhiiaa  [[TTff]]  is a primary cause of periodontitis and implant failure. It's effect on other 
health issues is not well known.

FFuussoobbaacctteerriiuumm  nnuucclleeaattuumm [[FFnn]] is associated with periodontitis and implant failure. Among the systemic 
issues is that it has been associated with preterm birth, low birth weight babies, and even fetal death. 
This pathogen tends to facilitate the movement of other oral pathogens into the circulatory system.

Bacterial
Load Aa Pg Td Tf Fn

6.4 x10^2

1.6 x10^4

3.2 x10^5

2.1 x10^7

10^1

10^6

10^5

10^4
10^3

10^2

10^7

RReellaattiivvee  RRiisskk  CCaatteeggoorriieess::

Low Moderate High

TTeesstt  NNaammee::  HHRR55
Test Type PCR Test 
Specimen Source: Saliva

Yes

Yes

No

No

No

No

No

EExxiissttiinngg  MMeeddiiccaall  HHiissttoorryy

10^2  

10^3 

10^3                  10^5 

10^3                  10^5 

10^6                  10^7 

Not 
Detected

Date: [Date Resulted] PPRRIIOORR  TTEESSTT  RREESSUULLTTSS

CCUURRRREENNTT  TTEESSTT  RREESSUULLTTSS

Aa Pg Td Tf Fn

6.7 x10^5Not 
Detected

3.4 x10^71.2 x10^3 9.5 x10^4

TEST RESULT

Patient medical history 
relevant to Oral Systemic 

Health risk factors

Detailed information about 
each pathogen and systemic 

health risks

Color-coded for easy-to-
understand risk levels

Scientific notion with precise 
coefficient  and exponent

Thresholds determined 
based on extensive scientific 

literature citations

Prior Test Results displayed 
above Current Test Results
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TheTraveling Microbiome

“They	have	tentacles	like	an	octopus	
can	weave	in	between	the	
endothelial	cells	where	there	are	
only	10-16	layers.” 

They	can	survive	and	even	multiply	inside	of	other	cells

These	bugs	travel

They	travel	through	the	blood	to	infect	other	organs
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directdiagnostics.com Screen. Test. Clear.TM

THE IMPACT OF          + FAM

Doctor & Practice 
Owner

• Increase Patient Acceptance

• Strong economics for 
practice

• High-margin treatments

• Patient loyalty

• Emerging standard of care

Dental Hygienist
• Job satisfaction and quality 

of life

• Stop guessing and start 
personalizing treatment

• No more waiting and 
watching disease 

progression

• Build true patient loyalty

Patient
• Understand and see clear 

evidence of early detection 
(preclinical disease)

• Take charge of your oral and 
systemic health

• Live healthier

106

Impact of Salivary Diagnostics in Practice

105

directdiagnostics.com Screen. Test. Clear.TM

FAM PATHOGENS

Bacterial Pathogens
Pre-eclampsia

Gestational 
Hypertension

Chorloamniotis
Intra-amniotic 

Infection
Neonatal Sepsis Pre-term Birth

Low Birth Weight

Aggregatibacter
actinomycetemcomitans [Aa] X X

Porphyromonas gingivalis [Pg] X X

Treponema denticola [Td] X X

Tannerella forsythia [Tf] X X

Fusobacterium nucleatum [Fn] X X X X

Fn animalis X X X X

Prevotella intermedia [Pi] X X

Campylobacter rectus [Cr] X

Eikenella corrodens [Ec] X X X

Capnocytophaga sputigena [Cs] X X X

See directdiagnostics.com for research bibliography
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Sodium Caprylate is included to disrupt the 
metabolism of Candida  

potent botanicals, such as berberine HCl, 
oregano, rosemary, cinnamon and ginger, and 
Pau d’Arco 

Purpose: sooth the GI tract, provide potent 
antioxidant support, and boost microbial 
balance.

Contains:

Eliminate ultra-processed foods (carbs), 
 fermented foods eliminate sugar 

Eliminate/reduce alcohol intake

Reduce stress

Look for auto-immune disorders

Improve sleep quality and quantity

De-medicate, safely where possible

Add-in whole, high-fiber foods

Supplement
111
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Receive a sample box and schedule a 
webinar to learn more!

Q:  Do we 

need Antibiotics 


and/or

Antimicrobial Rinses?

119

118117

122
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S. R. P.

127

126

Probiotics

125

100 billion CFUs BID

16 strains of bacteria

High quality

+/- 2 hour window

124123

Skill Building Visits
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131

133

Getting off the Peri-Go-Round

130

132

directdiagnostics.com Screen. Test. Clear.TM

WHY Direct Diagnostics?

The most sensitive, 
accurate, and 

affordable test on 
the market.

Our test is backed by 
science and third-
party verification.

We provide training 
and resources to build 
your confidence to test, 

treat, and clear your 
patients effectively.

134

What elements would we have to 
consider to truly create periodontal 
stability once and for all?

Question: 

48
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Etiological Puzzle

Active Caries 


Disease:


AKA


Tooth Decay

Periodontal 


Disease Gram neg

Pathogens

Malnutrition 

from having
fewer
 teeth?

Periodontal Disease

Mucocitis
Peri-implantitis

Endodontic


 Disease

Systemic 


Candida


Infection

Herpes Simplex 1


Infection

Oral Pharyngeal 


Cancer

Perio-Endo 


Leisions

Occlusal Disease

🧐🧐

139

138137

136

What’s possible if money

no longer matters?

135

Perio Risk Factor Assessment 

- Oral Risk Factors

   
       mod       severe

Pocket depths (generalized)

mild

mild       mod       severe

Furcation involvement

mild       mod       severe

Mobility

mild       mod       severe

Root caries

 

Salivary hypofunction

mild       

     

 

  

             

  

 
     

Inßammation

Gingival overgrowth/hyperplasia

Homecare skills/habit development

  
  

 
  

 
  

 

Previous Perio Therapy

 mod  severe

   

   

  

 

  

   
   

    

  
 

   

   

  

 

     
    

 

  

   
   

    

  
 

   

   

  

 

  

   
   

    

 

  

      

  

 

    
     

 

Tobacco or Cannabis use

Polypharmacy

   
   

  

Suspicion of food sensitivities

   Suspicion of chemical sensitivities

  

- Systemic Risk Factors

Metabolic disease

 

Suspicion of Candida

Inflammatory Diet

   

  

History of CVD

   
 

   

Suspicion of OSA or untreated OSA

   Hypertension
Hyperlipidemia

young age
    

     
 

rapid or severe bone loss

Physical difÞculty/ poor manual
 dexterity

Depression

A1C

  obesity/insulin resistance
 pre-diabetes/diabetes
 acid reßux

Heightened Stress Factors

Genetics

Previous Cardiac Event

inadequate adequate

parents or immediate family
members that have lost teeth from
gum disease

Oral Risk Factors Systemic Risk Factors

Periodontal Disease Risk Factors
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• Epstein-Barr Virus - Burkitt’s Lymphoma, Hodgkins Lymphoma

• Hepatitis B and  Liver Carcinoma

• Hepatitis C and Liver Carcinoma

• Merkel Cell Polyomavirus-Merkel Cell Carcinoma 

• Herpes Simplex Virus and 

• HIV and Kapposi’s Sarcoma

• Human T-Cell Lymphotrophic Virus-T Cell Lukemia/lymphoma

• Human Papaloma Virus- Several cancers including OPC

HPV-OPC

146

70%

30%

	HPV-Related

Non-HPV	Related

 HPV and Oral 
Pharyngeal Cancer

This	is	excellent….but	not	enough!

This….is NOT enough!

142
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HPV	Vaccination

153

The	Gardisil	vaccine		was	for	
HPV	16,	18,	6	and	11

The	newest	(October	2018)	vaccine,	
Gardasil	9,	includes:	
	HPV	6,	11,	16,	18,	31,	33,	45,	52	and	48

50%	of	new	HPV	
infections			

occur	in	15-	to	24-
year	olds

152

Sexual Behavior?

151

“White men have the highest 
number of lifetime oral sex partners 
and report Þrst performing oral sex 
at a younger age compared with 
other racial/ethnic groups.”

Trends in Human Papillomavirus–Associated Cancers — United States, 1999–
2015 
August 24, 2018 / 67(33);918–924

US  HPV-OPC Gender Comparison 

150

0

4000

8000

12000

16000

Women-OPC Men-OPC

18%	women	
										3,438

82%	men	
						15,479

2105 US Data: 
Comparison of HPV-Cancers

149

0

4750

9500

14250

19000

HPV-Cervical	Ca HPV-OPC	SCC

Cervical	Ca	
11,788	

OPC	
18,917

(1/3	more	than	
cervical	cancer)

HPV	is	considered	the	
most	common	sexually	
transmitted	infection	in	
the	United	States.	
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Saliva is our Future for Fighting 
HPV-Cancer

158

Recommends	routine	vaccination	with	2	doses	
at	age	11	to	12	with	catch	up	vaccination	at	13	
to	26	years.		If	the	first	does	occurs	after	age	
15	years,	a	series	of	three	doses	is	
recommended	

157

The	Advisory	Committee	on	Immunization	Practices

156

155

t “The 9-valent HPV vaccine 
targets oncogenic types 
attributed to 73% of HPV-
associated cancers”

Trends in Human Papillomavirus–Associated Cancers — United States, 1999–2015 
August 24, 2018 / 67(33);918–924

154
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Can	you	CLEAR	an	HPV	
Infection	before	it	

becomes	cancerous?

161

The	OraRisk®	HPV	SalivaTest

Tests	for	51	of	the	200	
identified	types	of	HPV

If	positive	further	tests	for	
which	one(s)	are	present

25	have	been	associated	with	oral	cancer	so	even	though	16,	
and	18	are	the	highest	risk	if	the	patient	has	any	of	the	types	
persist	beyond	12-18	months	we	consider	them	high	risk	for	
HPV-related	cancer
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SELF EVALUATION

Four Major Diseases Impacting Oral Health: Parts 1 & 2
1.	 T/F - Caries disease, including early childhood caries disease is considered to be on the decline in the United 

States

2.	 On average, Americans consume how many teaspoon equivalents of sugar every day:
a.	 3-6
b.	 10-18
c.	 22-40

3.	 T/F - Strep Mutans is transmissible through saliva and the most significant window of infectivity is thought to be 
between 6 months and 3 ½ years of age.

4.	 Caries Disease is considered to be:
a.	 Transmissible through saliva
b.	 Not affected by diet
c.	 100% preventable
d.	 treatable only through caries removal and fillings
e.	 A and C
f.	 All of the above

5.	 All of the following contribute to Caries Disease except:
a.	 Transmissibility of Strep Mutans
b.	 Acid reflux
c.	 Hypertension
d.	 Intake of sugar and processed carbohydrates
e.	 Dry mouth from multiple medications and/or metabolic disease such as diabetes

6.	 Enamel dissolves at a pH of 5.5 which represents: 
a.	 About 5 times more acidic than saliva (pH of 7)
b.	 About 25 times more acidic than saliva (pH of 7)
c.	 About 80 times more acidic than saliva (pH of 7)
d.	 None of the above

7.	 T/F - Irrespective of the sugar in sugar sweetened beverages, the acidity of the liquid itself has no bearing on 
Caries Disease

8.	 Occlusal Disease is the term for wear and tear on the dentition including:
a.	 Fractured restorations
b.	 Fractured cusps
c.	 Deep cracks in teeth
d.	 Wear defects on enamel and dentin
e.	 Fractured prosthetics 
f.	 All of the above

9.	 T/F - Occlusal Disease (wear and fracture) is exacerbated by a low pH in the mouth.

10.	 All of the following has been shown to increase bruxism and/or wear on teeth EXCEPT:
a.	 Acid reflux (also known as airway reflux)
b.	 Unmanageable stress 
c.	 Sleep Related Breathing Disorders including OSA and UARS
d.	 Lack of adequate oral hygiene

11.	 T/F - Periodontal Disease causes Chronic Systemic Inflammation 

12.	 Saliva testing can be used today for
a.	 Periodontal pathogen (bacteria) identification
b.	 Genetic predisposition to heart disease
c.	 Detection of an overgrowth of 9 Candida (yeast) strains
d.	 51 strains of Human Papilloma Virus
e.	 none of the above
f.	 all of the above
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13.	 Identifying Periodontal Pathogens is a critical element in effective treatment planning element for:
a.	 A patient who as severe disease, but not if a patient just has a few “active” bleeding pockets.
b.	 Treatment planning for ALL patients who have “active” disease. 
c.	 Mostly for patients who have “active” disease and are under 30 years old

14.	 T/F - Identifying what contributing strains of bacteria are above threshold in active periodontal disease dictates 
the specific antibiotic regimen that would be therapeutic during periodontal therapy.  

15.	 The most prevalent location for oral/pharyngeal cancer today is:
a.	 Floor of the mouth
b.	 Buccal mucosa
c.	 Posterior pharynx (throat)
d.	 Lateral border of the tongue
e.	 Attached gingiva

16.	 The following behaviors are thought to increase your risk of developing head/neck cancer EXCEPT:
a.	 Smoking cigars
b.	 Chewing tobacco
c.	 Heavy alcohol binges
d.	 Unprotected oral sex
e.	 Getting cavities filled with amalgam
f.	 Working in the sun without sunblock on your lips
g.	 Habitually eating foods that give you acid reflux

17.	 Which is true about HPV?
a.	 Some non-cancerous strains of HVP are responsible for warts
b.	 There are 200+ strains, 51 identified in the mouth, 26 associated with oral pharyngeal cancer
c.	 Every single person has some type of HPV on or in their body
d.	 Host immunity is responsible for how your body manifests the viral infection
e.	 All of the above

18.	 T/F - According to the US-CDC, HPV infection is increasing by 6 million cases a year which represents a 30% 
increase yearly.

19.	 By a thirty second swish saliva test, we can very accurately identify HPV strains but it’s the persistent infection 
that puts people at risk.  After a positive test, at what point should we retest and, if still positive, consider the 
patient high risk:

a.	 3-6 months
b.	 6-9 months
c.	 9-12 months
d.	 12-18 months

20.	 The HPV vaccination Gardisil 9 is:
a.	 Beneficial for both girls and boys 
b.	 Is now recommended and insurance covered up to age  45 for men and women
c.	 Important to start early since the average age of first oral sex occurs between 10-13 years old
d.	 All of the above

Answer Key:  1. F, 2. C, 3. T, 4. E, 5. C, 6. B, 7. F, 8. F, 9. T, 10. D, 11. T, 12. F, 13. B, 14. T, 15. C, 16. E, 17. 
E, 18. T, 19. D, 20. D

SELF EVALUATION

Four Major Diseases Impacting Oral Health: Parts 1 & 2 cont.
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FACULTY

Steven M. Katz, DMD, MAGD

Steven M. Katz, DMD, MAGD, of Jericho, New York, had a thriving private practice and then 

experienced a series of setbacks, including two years of disability.  A student of practice management 

techniques and a recipient of a degree in Business and Finance, he implemented a number of goals 

and strategies which enabled him to triple the revenue of his practice in just a few years.  Dr. Katz 

founded Smile Potential Dental Practice Coaching to help his professional colleagues optimize 

their practices’ culture and systems.  He is a Master of the Academy of Dentistry, a Fellow of the 

International College of Dentists, and an Attending at North Shore University Hospital. Dr. Katz was 

also team dentist for the New York Jets for 10 years, a dental consultant to Fox News, a recipient of 

multiple speaking awards, and is the author of They Didn’t Teach Us THAT in Dental School.

You may contact Dr. Katz with your questions and comments at (516) 524-7573, or by email at 

DrKatz@smilepotential.com.



Smile Potential      - Coaching@SmilePotential.com

1. Increase your number 
of new patients

2. Increase your 
capacity to do more 
dentistry

3. Increase your number 
of high profit 
procedures

4. Calibrate your 
diagnostic criteria

5. Increase your case 
acceptance rate.

1

5 WAYS TO

GROW
A PRACTICE

“When you deliver the highest quality experience,
you will have a great business.”

- Steve Jobs

• PUMP UP 
• YOUR 

• PRACTICEOur Patients Have Dreams Too

Apple’s Beliefs

PUMP UP YOUR PRACTICE
• PUMP UP 
• YOUR 

• PRACTICE

“I have a dream”
Dr. Martin Luther King

August, 1963
Washington, D.C

4

6

A Great Time For Dentistry
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Increasing Dental Treatment Acceptance

Smile Potential Practice Growth Coaching
Steven M. Katz, DMD, MAGD, FICD

https://smilepotential.com
coaching@smilepotential.com

516-599-0214



Case Acceptance goes way up when 
you and your team connect with the patient on an 

emotional level.

Stop trying to teach patients dentistry.

People make decisions
about their dental treatment

based on emotion…not education.

The MOST THOROUGH 
& Comprehensive Exam…EVER…

Blood pressure
Oral Cancer Screening
Full charting
Perio Charting
TMJ exam
Airway exam
Photos
Scanning

BUILDS VALUE

Smile Potential      - Coaching@SmilePotential.com

Don’t you hate when patients say:

“Doctor, I’ll think about it.”
“I’ll do the fillings, but I’m going to wait 

on the crowns.”

Case Acceptance Is a Team Success

8

GENERATIONAL BUYING MOTIVES
SPEND ON THINGS TO FEEL GOOD & LOOK GOOD
$548 BILLION

WANTS IT NOW
$357 BILLION

EASILY INFLUENCED
$143 BILLION

MOTIVATED BY BRANDING
$322 BILLION
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Path to Treatment Acceptance

Should I?
Hygienist
Dentist
Admin

Can I?
Cost
Time

Family

Will I?
Options

Financing
Payment

17

When we talk about benefits, 
our patients care less about 
what we’re doing and more 
about the benefits they are 

receiving.
They WANT it more.

WIIFM

1413

3 Levels of Understanding
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Smile Potential      - Coaching@SmilePotential.com 24

Treatment Presentation

• Private Non-Clinical Consultation Room
• Treatment Coordinator
• Significant other
• No interruptions
• Non-technical
• Presentation folder
• Present comprehensive care
• Focus on Benefits, Not on treatment 

TRUST BUILDING/
CONSULT VISIT

Successful Financial Agreements

Smile 
Potential’s

Practice 
Building
Scripts &
Treatment 

Acceptance
Strategies

Use QR code…
or send email to:

coaching@smilepotential.com
Include name and 

phone number.

Problem
Consequences

Benefits

“TRIPLE HEAR”

20

The Permission Statement

19
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DENTISTS DO
AMAZING

THINGS

Between 2016-2022, Smile Potential 
has worked with  139 practices 

in the New York metro area. 
The cumulative revenue increase 

has been 
Over $120 million.

Over $120 Million

29

Our patients’ needs 
have changed.

Society has changed. 
Our profession 
has changed. 
WE MUST BE 

WILLING TO CHANGE!

PATIENTS HAVE 
TWO WAYS TO PAY:

PAY NOW OR PAY NOW

1. Cost
2. Fear
3. Time
4. Sense of Urgency 
5. Trust
The questions are not always 

what they seem.

Objections are OpportunitiesDon’t just “wing it”

“When you fail to plan… 
…you plan to fail.”

- Benjamin Franklin

PRACTICE MAKES PERFECT
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If you would like 
any additional 

information 
about anything 
discussed in 

this program, or 
copies of any of 

the slides or 
resources 

mentioned…

Use QR code…

or send email to:
coaching@smilepotential.com

Include name and 
phone number.

SMILE POTENTIAL 
DENTAL PRACTICE COACHING

coaching@smilepotential.com 516-599-0214  
33

WE  HAVE
THE POWER
TO CHANGE

LIVES !!!

Jeannette

32

Jeannette

31
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SELF EVALUATION
Increasing Dental Treatment Acceptance

1.	 Which two (2) strategies yield the most immediate results in growing a practice.

a.	 Increasing your number of new patients
b.	 Increasing your capacity to do more dentistry
c.	 Increasing high profit procedures performed
d.	 Calibrating your diagnostic criteria
e.	 Increasing your case acceptance rate
f.	 D & E

2.	 T/F - In the current business environment, it is a great time to be a dentists

3.	 T/F - Case acceptance is totally dependent on the doctor

4.	 As perceived value goes up, perceived price:

a.	 Goes up
b.	 Stays the same
c.	 Goes down
d.	 Fluctuates

5.	 The Permission Statement is a tool to help overcome:

a.	 Approval addiction
b.	 Depression
c.	 Anxiety
d.	 Drug addiction

6.	 Triple-hear is comprised of communication:

a.	 Patient to hygienist, patient to doctor, patient to clinical assistant
b.	 Hygienist to patient, Hygienist to doctor, Doctor to patient
c.	 Administrator to hygienist, Hygienist to doctor, Doctor to administrator
d.	 Hygienist to Doctor, Doctor to lab, Doctor to patient

7.	 The only objection to treatment that should be dealt with by the administrator is:

a.	 Cost
b.	 Fear
c.	 Time
d.	 Sense of urgency
e.	 Trust

8.	 T/F - As dental professionals, we have the power to change lives.

Answer Key: 1. F, 2. T, 3. F, 4. C, 5. C, 6. B, 7. A, 8. T



LESIONS OF THE NEWBORN

• CONGENITAL EPULIS
• RIGA-FEDE
• CYST OF THE NEWBORN
• NATAL TEETH

Pediatric Oral Pathology

64

Robert D. Kelsch, DMD
Northwell Health 
Department of Dental Medicine
Division of Oral Pathology

Associate Professor, Donald and Barbara Zucker School of Medicine at Hofstra Northwell
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VASCULAR MALFORMATIONS

1 YEAR FOLLOW UP
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Focal osteosclerosis

1 YEAR FOLLOW UP6 MONTH FOLLOW UP

RHABDOMYOSARCOMA
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MUCOSAL DISEASE

SOFT TISSUE LESIONS
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LABIAL MELANOTIC MACULEBENIGN MIGRATORY 
GLOSSITIS

CHEILITIS
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SELF EVALUATION

Pediatric Oral Pathology

True/False

1.	 The congenital epulis of the newborn always requires excision.

2.	 Extraction of the involved tooth in the management of the adenomatoid odontogenic tumor is required.

3.	 The most common location for a mucocele is the lower lip.

4.	 Antiviral therapy is always necessary when managing a patient with primary herpetic gingivostomatitis.

5.	 Benign migratory glossitis is an infectious process.

Answer Key: 1. F, 2. F, 3. T, 4. F, 5. F
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TODAY’S PRESENTATION

1. Background on physician financial 
stress

2. Asset protection fundamentals
3. Growing source of liability – qualified 

plans
4. Shielding physicians’ & dentists’ 

personal assets
5. Recent cases

IN THE NEWS

Former Philadelphia Eagles captain 
Chris Maragos Awarded $43.5 million 
in medical malpractice case  

- February 15, 2023

ASSET PROTECTION “SLIDING SCALE”

PHYSICIANS STRESSED ABOUT LIABILITY

 87 percent of respondents said they are moderately-to-severely stressed/burned 
out on an average day.*

 Concern about liability and lawsuits are a motivating force behind the 
skyrocketing costs associated with “defensive medicine”**  

 2016 PubMed study: “Exploring Physicians' Dissatisfaction and Work-Related 
Stress: Development of the PhyDis Scale”

**Peter Ubel, “Do Malpractice Fears Cause Physicians To Order Unnecessary Tests?” 
Forbes.com, October 22, 2013

TYPES OF LIABILITY FACING PHYSICIANS & DENTISTS

 Medical/dental malpractice

 Employer liability
 Sexual harassment  (“hostile work environment”); Wrongful termination 

(protected classes); Violation of fiduciary duty (qualified plans)

 Billing issues
 Over-billing, improper billing, fraud, violation of anti-kickback rules, Stark 

rules, etc.

 HIPAA

 Premises liability

 Personal liability

BEST ASSET PROTECTION NOT AP

 Why wealth protection MUST be tied to wealth creation: timing

 Like tax planning: economic substance

 Top (+5) tools are primarily not AP tools

 AP must be implemented in a multidisciplinary approach

 

 
 

 

 
 

Protecting Professional and Personal Assets
David B. Mandell, JD, MBA
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ARE YOU EXPOSED?

 Parties involved in QRP administration
 Recordkeeper
 Third Party Administrator
 Investment advisor

 “Bundled” services often lead to conflicts, kick-backs,                        
expensive fund lineups

 Many small practice plans have not been reviewed 
 As plan sponsor/trustee, you have fiduciary liability to employees

 You can be sued for underperformance; high expense funds 
o U. of Chicago, MIT
o MassMutual, Ameriprise, Nationwide settlements. Goldman Sachs 

ongoing

 Solution: have your plan audited independently with benchmarks

CASE STUDY: SOLO SURGEON OVERPAYING AND EXPOSED

 Employees: 1 physician, 4 employees, including spouse   

 Fees: 1.50% Investment Advisory 
 2.41% across mutual fund expenses, TPA/Recordkeeping, and                                                        

Investment Advisory

 This was a pooled investment account, meaning all participant investments are 
managed in the same manner. This can cause liability for the plan since not all 
participants will be comfortable taking the same level of risk. 

Solution
 Plan design changed to allow each participant to direct his/her individual 

investments, including target-date retirement options.

 Per industry benchmarking, the advisory fee was dropped to 0.60% for the plan. 
Total fees dropped from 2.41% to 1.63%, which saved the plan $4,000 annually.

PROTECTING EQUIPMENT & REAL ESTATE

HIGH REASONABLE LEASE

LEASE (MONTH-MONTH)

PRACTICE

OWNERS AND/OR
FAMILY MEMBERS

LLC

MAXIMIZE PROTECTIVE BENEFIT PLANS

 Shields #1 asset – cash flow

 Qualified retirement plans (QRPs): state exemption laws vary
 Most states also protect QRPs to an unlimited value
 Some states: value limitations
 Some states: timing claw-backs

 Non-qualified plans – depends on funding mechanism
 COLI – about 20 states provide (+5) exemption
 Other states: can use trusts or LLCs

PRACTICE/ANCILLARIES PROTECTION

 Insurances

 Choice of entity

 LLC lease-backs

 Qualified retirement plans

 Non-qualified plans

 Advanced tools

INSURANCES AS FRONT-LINE PROTECTORS

 Types of policies
 Medical or dental malpractice 
 General Liability
 Cyber
 Landlord
 Other 

 Be aware of coverage limitations, deductibles

 Review and get second opinions
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USING TRUSTS TO SHIELD ASSETS

 Revocable trusts
 “Family,” “living,” “loving trusts”

 Valuable for probate avoidance, in event of incapacity

 No asset protection while you are alive

 Irrevocable trusts
 Many types, including ILITs, GRATs, CRTs and DAPTs

 Because they are irrevocable, strong asset protection

 DAPT is most innovative, newest
• 20 states
• “Hybrid” version for other states
• Different than LLCs

KEYS TO PROTECTION: LLCs 

 Proper operating agreement

 Compliance with annual formalities

 Non-asset protection purpose: estate 
planning/gifting

 Jurisdiction: use the best state, when you have 
options

 Many LLCs are lacking in 1 of the 4 elements 
above: vulnerable

 Key: experienced attorney who has annual 
monitoring/gifting plan

LLCs (+2): IDEAL FOR MOST ASSETS BEYOND EXEMPTIONS

 Inside Creditors

 Outside Creditors Isolates their lawsuit damage only to LLC property
 Creditors can only get “charging order” against the LLC interest (+1 to +3) depending on use, 

compliance
 Should tie into your estate plan

 “Building blocks” of asset protection

 Control and Access

WHAT A “CHARGING ORDER” MEANS

LLC

Securities, RE, etc
CHARGING 

ORDER

CREDITOR

Doesn’t become partner/member
Can’t touch assets
Gets no LLC voting rights 
Can’t force LLC distributions

TITLING ASSETS: DOES IT PROTECT?

 Spousal 

 Basics: Tenancy in common, joint tenancy

 Tenancy by the Entirety (TBE)

 Community Property

START WITH EXEMPT ASSETS (+5)

 (+5) Federal or state exempt asset
 No gifting, compliance, accounting fees or special taxes
 Protection cannot be matched by any other planning
 Federal bankruptcy exemptions for QRPs and IRAs
 States vary widely

 Homestead
 QRPs, IRAs
 Life insurance and annuities
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 Contact the presenter
 David B. Mandell, JD, MBA
 877.656.4362
 mandell@ojmgroup.com

• Free resources
 Text AEIOJM to 844-418-1212
 Scan the QR Code
 Visit ojmbookstore.com and enter AEIOJM at checkout.

NEXT STEPS TO LEARN MORE DISCLOSURE

The information, analysis, and opinions expressed herein are for general and educational purposes only. Nothing contained in this 

commentary is intended to constitute personalized legal, tax, accounting, securities, or investment advice, nor an opinion regarding the 

appropriateness of any investment, nor a solicitation of any type. All investments carry a certain risk, and there is no assurance that an 

investment will provide positive performance over any period of time. An investor may experience loss of principal. Investment 

decisions should always be made based on the investor’s specific financial needs and objectives, goals, time horizon, and risk 

tolerance. The asset classes and/or investment strategies described may not be suitable for all investors and investors should consult 

with an investment advisor to determine the appropriate investment strategy. Past performance is not indicative of future results. 

Indices are unmanaged and their returns assume reinvestment of dividends and do not reflect any fees or expenses. It is not possible 

to invest directly in an index. Information obtained from third party sources are believed to be reliable but not guaranteed. All opinions 

and views constitute our judgments as of the date of writing and are subject to change at any time without notice.

HOW WE WORK WITH PHYSICIANS

 Investing
 RIA

 Fiduciary, independent custodian

 Tax-focused

 Insurance and Benefits
 Life, disability, long term care insurance

 Through partner firm, P&C coverages

 Qualified and non-qualified plans

 Consulting

PERSONAL
WEALTH
PLANNING

DIAGNOSTIC  vs .  TREATMENT

ASSET PROTECTION

TAX

INVESTMENTS

INSURANCE

FINANCIAL MODELING

ADVICE & EXPERTISE
FOR A FLAT FEE

BUILDING A RELATIONSHIP

NEW CASES RELATED TO LLCS

 Reminder from last year’s course: Excela Technologies
– Delaware court allowed “reverse piercing” case vs. an LLC

 Two Ohio LLC cases
– Wick v. Ash : Both trial and appellate court dismissed the “reverse piercing” claim
– Berns Custom Homes v. Johnson : Court refuses to appoint receiver for LLC – 

charging order is the exclusive remedy for plaintiffs.

 IRS LLC Case
– TBS Properties LLC v. United States: IRS attacks real estate-owning LLC for unpaid 

taxes owed by corporation lessee.  Court allows case to move forward.
– Formalities matter!

ABOUT OJM GROUP

 Unique, fee-based wealth management firm

 1,000 physician clients in 48 states

 Multidisciplinary; three divisions

 Corporate and personal planning

 Goal: Reducing physician financial stress
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SELF EVALUATION

Protecting Professional and Personal Assets

1.	 According to the Healthcare Finance News survey referenced in the talk, the percentage of physicians 
surveyed who felt moderately-to-severely stressed was:

a.	 17%
b.	 37%
c.	 47%
d.	 87%

2.	 T/F - An orthopedic surgeon and practice were recently found liable for over $43 million in a malpractice 
claim.

3.	 Which of the following tools are generally used to shield practice real estate?
a.	 Limited liability companies (LLCs)
b.	 Community property
c.	 Spousal ownership
d.	 State or federally exempt assets

4.	 Which is a tool to shield cash flow at a practice:
a.	 Limited liability companies (LLCs)
b.	 Qualified retirement plans (QRPs)
c.	 Irrevocable trusts
d.	 Revocable trusts

5.	 T/F - Revocable trusts do not provide asset protection to you as the grantor while you are alive.

Answer Key: 1. D, 2. T, 3. A, 4. B, 5. T
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Why am I speaking to you today?

 To answer some of your questions and 
dispel some of your misconceptions about 
how to dismiss a patient.

 To empower you to take control of your 
office.

33

Knowing How to Say Goodbye

 Part I: Dismissing the Successfully Treated 
Patient

 Part II: Dismissing the Active Patient

 Part III: Ethical Issues in Patient Dismissal

55

Why Dismiss a Completed Patient?

 free up chair time
 reduce record-retention burden
 commence the statute of limitations
 reduce long-term risk exposure

22

Objectives

 We will review the legal, practical and 
ethical issues required to implement an 
effective patient-dismissal protocol in your 
office.

  At the conclusion of the lecture, you 
should understand what steps to take to 
dismiss a patient from your office in a 
legal, practical, and ethical manner.

44

Part I: Dismissing the 
Successfully-Treated Patient

66

Four Part Protocol that Employs:

A. a clear, concise contract for treatment
B. office procedure manual
C. knowledge of the law
D. documentation and correspondence

Patient Dismissal: Legal, Practical and Ethical Issues

 79
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Contract Law:
Statutes of Limitations

 Statute of limitations for written contract in 
Illinois is 10 years, five years for oral contracts

 Statute of limitations for written or oral contracts 
in New York and Hawaii is six years.

 Statute of limitations for written or oral contracts 
in Pennsylvania is four years.

 Prescriptive Period for written or oral contracts 
in Louisiana is ten years.

1111

C. Know the Law

 statutes of limitations for malpractice
 exceptions to the statutes

 age of majority (18 in most states)
 continuous treatment
 foreign object in body (eg: t.a.d., broken file)

 occurrence or discovery jurisdiction
 record-retention requirements

1010

B. Clinical Procedure Manual

 Create an office policy manual that 
addresses active and follow-up issues

 Ensure that all staff (including doctors) 
understand the manual 

 Present a consistent message
 Establish evidence of a habitual protocol

99

Length of Treatment

 If a patient’s treatment doesn’t have an 
endpoint, neither does your liability. 

 You must make it clear to the patient how 
long treatment lasts and when the patient 
is considered finished with treatment.

88

Patient Contract:
What is Covered

 The fee for services covers the 
following: ___________________ .

 For recall or observation visits following 
treatment a nominal office visit charge will 
apply. 

77

A. Contract for Treatment

 What does treatment cost?
 What is covered by the fee?
 What is not covered by the fee?
 How long will treatment take?
 When does treatment end? 
 How many post-treatment (recall) visits 

are included?
 How long will you “guarantee” your work
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Part II:
Dismissing the Active 

(Problem) Patient

Reasons for dismissal include:

financial interpersonal behavioral

1717

Dismissing the Successfully 
Treated Patient: Summary

 Free up chair time.
 Reduce record-retention burden.
 Commence the statute of limitations.
 Reduce long-term risk exposure.

16

What about patients who just won’t leave?

 Have him/her fill out a new patient 
information and health history sheet.

 Bill the patient for each visit
 Start a new chart within the chart
 Document each visit as a follow-up visit

1515

D. Documentation/Correspondence

 patient handouts
 chart entries
 notification to parent or patient that 

treatment is completed
 follow-up dismissal letter

1414

Exception: Infancy (minors)

 Infant (minor) = under the age of 18
 IL minors  have 8 years from the date of injury, 

max age 22
 NY minors have until 20.5 with a max of 10 

years
 HI minors under age 10 have 6 years from date 

of the injury or until the minor’s tenth birthday, 
whichever is longer

 PA minors have seven years from the date of 
the injury or after their twentieth birthday, 
whichever is later

 Louisiana: No toll for infancy
1313

Medical/dental Malpractice:
Statues of Limitations

 Illinois: two years from the date of discovery of 
the injury, max four years from occurrence

 New York: two and a half years from the date of 
the occurrence of the injury

 Hawaii: two years from the date of discovery of 
the injury, max six years from occurrence of the 
injury

 Pennsylvania: two years from the date of 
discovery of the injury, max seven years from 
occurrence of the injury

 Louisiana (prescriptive period): one year from 
the date of the discovery, max three years from 
occurrence
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Patient’s Express Duties

 Pay the agreed-upon fee

2323

Doctor’s Express Duties

 Provide dental care for an agreed-upon 
fee

2222

A Contract Includes
Express and Implied Duties

 express duties: written or spoken 
 covered in informed consent and fee schedule

 implied duties: not written or spoken
 understood by convention and law

2121

Contract Law:
legal foundation for patient dismissal

 What is a contract? 
 a bargained-for exchange
 a promise to do something in exchange for 

something
 a set of expressed and implied duties

20

Benefits of Dismissing a
 Problem Patient

 better doctor, staff and office morale
 reduced stress
 improved bottom line
 enhanced care for “normal” patients
 improved access for other patients
 reduced record-keeping burden
 commencement of the statute of limitations

19

Who Is the Problem Patient?

-Doesn’t pay
-Doesn’t cooperate
-Doesn’t behave
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Administrative Code and Dental 
Practice Act Issues

A patient who:
 doesn’t pay
 doesn’t cooperate
 doesn’t behave
 . . . is more likely to file a complaint with 

the state board. The sooner you terminate 
your relationship with that patient, the 
better off you will be.

29

Tort (malpractice) Issues

A patient who:
 doesn’t pay
 doesn’t cooperate
 doesn’t behave
 . . . is more likely to sue you for 

malpractice. The sooner you terminate 
your relationship with that patient, the 
better off you will be.

2828

Reasons to Dismiss a Patient Include:

 breach of express terms: failure to pay
 breach of implied terms

 failure to keep appointments
 failure to follow instructions (including 

hygiene and home care)
 failure to conform to acceptable behavior
 breakdown of doctor/patient relationship 

2727

Breaching the Doctor/Patient 
Contract

 failure to perform either the expressed or 
implied duties is grounds for dismissal of 
the patient

 You  can dismiss a patient for “any reason 
but the wrong reason”

2626

Patient’s Implied Duties

 keep appointments
 follow instructions
 reveal changes in health status
 behave acceptably

25

Doctor’s Implied Duties

 Maintaining a current license
 Being competent to perform procedure
 Properly supervising office staff
 Being available for emergency care
 Taking and maintaining proper records
 Conforming with infection control
 Not abandoning patient
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Isn’t this abandoning the patient?

 NY Rules of the Board of Regents, Part 29 
Unprofessional Conduct Section 29.2(a)(1)

 Unprofessional conduct shall include: 
“abandoning or neglecting a patient or 
client under and in need of immediate 
professional care, without making 
reasonable arrangements for the 
continuation of such care.” 

35

Importance of Seeking 
Alternative Care

 Since your dental condition requires 
further treatment, we urge you to seek 
the care and treatment of another dentist 
without delay.

 Failure to do so may result in severe 
damage to your oral health.

34

Why Your Are Dismissing Patient

 You have not kept up with your financial 
obligation to our office. 

 As a consequence, we must inform you 
that we are withdrawing from further 
professional attendance to your dental 
needs.

33

Date

Patient Name
Address 1
Address 2 

Dear <Patient Name>:

You have not kept up with your financial obligations to our office.  As a consequence, we 
are informing you that we are withdrawing from further professional attendance to your 
dental needs.  The doctor/patient relationship is hereby terminated. Since your dental 
condition requires further treatment, we urge you to seek the care and treatment of another 
dentist without delay.

If you desire, we shall be available on an emergency basis for 30 days from your receipt of 
this letter.  This should give you ample time to select another dentist. Your dental records 
can be transferred if we have a written request from you. 

We regret having to take this action, but the situation has left us no other option.

Sincerely,
________________
(Doctor’s name and signature}

3232

Dismissing the Patient:
Sending a Dismissal Letter

Your letter must state:
 reason for discontinuing treatment: failure to pay, 

behave, cooperate
 importance of seeking alternative care and risks involved 

in not doing so
 offer to treat patient on an emergency basis
 availability of records

31

Statute of Limitations Issues

 The statute of limitations put a time limit 
on when a patient can bring a suit

 The sooner you “start the clock” the safer 
you will be

 Once you dismiss a patient, the statute of 
limitations starts running (remember the 
exceptions: infancy, continuous treatment)
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Dismissal Letter

 Send certified, return-receipt requested

 Send a separate copy in a plain-white 
envelope

41

Dismissal Letter (cont.)

 We regret having to take this action, but the 
situation has left us no other option.

 Sincerely,
 Doctor’s Name

40

Dismissal Letter (cont.)

If you desire, we shall be available to attend 
to Johnny’s dental needs for 30 days on an 
emergency basis. This should give you ample 
time to select another dentist. Johnny’s dental 
records can be transferred if we have a 
written request from you. There is a charge to 
duplicate and transfer his records.

39

Dismissal Letter (child)
You have not kept up with your financial 
obligations to our office. As a consequence, we 
must inform you that we are withdrawing from 
further professional attendance to Johnny’s 
dental needs. Since his dental condition 
requires further treatment, we urge you to 
place him under the care and treatment of 
another dentist without delay. Failure to do so 
may result in severe damage to Johnny’s oral 
health.

38

Records Available

 Your dental records can be transferred if 
we have a written request from you.

 There is a charge to duplicate  these 
records

37

Emergency Care

 If you desire, we shall be available to 
attend to your dental needs for 30 days 
on an emergency basis. 
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No Refund Without a Release 

 Get a signed release before refunding 
money.

 Consult your malpractice carrier before 
refunding money.

 Make sure you state this is a refund, not a 
settlement.

4747

Dismissal Letter: cont.
In an effort to expedite the transfer of care 
I will refund a portion of the money you 
have paid.

I regret having to take this action but feel it 
is in our mutual interests.

<Dentist Name>
cc: referring dentist

4646

Dismissal Letter: cont.

I shall be available to attend to your dental 
needs for 30 days on an emergency basis. 
This should give you ample time to select 
another dentist. Your records can be 
transferred if we have a written request 
from you. 

4545

Dismissal Letter
After much consideration, I feel it is best that 

I discontinue further professional attendance to 
your dental needs. Successful treatment depends 
upon a positive doctor-patient relationship. 
 You no longer have the requisite confidence 
in our office to maintain this relationship. [Or other 
appropriate reason here]
 Since your dental condition requires further 
treatment, I urge you to seek the care and 
treatment of another dentist without delay.

44

Dismissal Letter: Failure to 
cooperate, failure to behave

 failure to keep appointments
 failure to follow instructions (including 

hygiene and elastic wear)
 failure to conform to acceptable behavior
 breakdown of doctor/patient relationship

43

Patient Reentry into Practice

 Once you dismiss, you should not see the 
patient again except on an emergency 
basis

 If you do choose to reinstitute treatment, 
treat the patient as though they were a 
new start
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A release should contain the following:

 Confidentiality agreement. The release 
should stipulate that the terms of the 
release are confidential and are not to be 
revealed to any outside parties or shared 
on social media. 

5353

Patient Release: termination of the 
doctor/patient relationship

 Make sure the patient knows that by 
accepting your money, he or she is no 
longer a patient. Unless you specifically 
terminate this relationship, the patient 
may continue to think you are his or her 
dentist. This may also prolong the statute 
of limitations for other causes of action 
the patient may have against you.

5252

A release should contain:

• A clause that states the patient, by 
accepting a refund, waives the right to 
any future actions against you, your 
associates, partners, employees, 
corporation, and heirs. 

• Caveat: this does not preclude an action 
by the state dental board

5151

A release should contain:

• A statement that by returning the fee, you 
admit to no liability. 

• If you do not include this clause, the 
patient may assume that you are 
refunding money to them because you did 
something wrong. 

• Refunding money is not and admission of 
wrongdoing.

5050

A release should contain:

 A specific dollar amount you intend to 
refund to the patient. Do not just say you 
will refund one-half of the treatment fee 
or other inexact language. 

4949

A release should contain:

The names of both the releasor (the 
patient) and the releasee (the doctor). If 
the patient is a minor, he or she does not 
posses the legal standing to sign a valid 
release. One or both parents or a legal 
guardian must sign the release. If you 
practice under a corporate or trade name, 
be sure to include these names after yours 
as releasees. 
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Requisite Disclaimer

THIS INFORMATION IS NOT INTENDED 
AS A SUBSTITUTE FOR LEGAL ADVICE. 
YOU SHOULD FAMILIARIZE YOURSELF 
WITH THE LAWS OF YOUR LOCAL 
JURISDICTION AND SEEK LEGAL ADVICE 
FROM A LOCAL ATTORNEY WHO 
SPECIALIZES IN COLLECTION ISSUES.

5959

Part III: Ethical Considerations in 
Patient Dismissal

allocation of resources
obligation to society (choose your charity)
quality of care
access to care
patient satisfaction
doctor and staff satisfaction
doctor and staff empowerment
doctor/patient relationship

5858

Patient Reentry into Practice

 Once you dismiss, you should not see the 
patient again except on an emergency 
basis

 If you do choose to reinstitute treatment, 
treat the patient as though they were a 
new start

5757

Dismissal Letter

 Send certified, return-receipt requested
 Send a separate copy in a plain-white 

envelope.
 Enclose the release (but not the check).
 Once patient sends signed release back, 

send the check promptly

5656

Release of All Claims
 

  I, (patient name) am discontinuing treatment with 
Dr. Smith.  Dr. Smith has refunded $[1,000.00] to me.  
Return of this fee does not constitute any admission of 
liability on behalf of Dr. Smith.  

     By accepting this refund, I release Dr. Smith, 
his agents, associates, partners, and employees from 
any and all claims and causes of action, and other 
compensation now or in the future.  

  I acknowledge that by signing this release, I am 
terminating the doctor/patient relationship. The terms of 
this release are to be kept confidential and will not be 
disclosed to anyone or posted on any form of social 
media without the written authorization of the doctor or 
an order from a court of competent jurisdiction.

5555

A release should contain the following:

• signature of the realeasor, releasee, and 
at least one witness. 

• A minor cannot sign the release, so make 
sure a parent or legal guardian signs the 
release. Be sure it is dated. 

• notarize if possible
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SELF EVALUATION

Patient Dismissal: Legal, Practical and Ethical Issues

1.	 The “statute of limitations” is a time limit on how long a patient has to sue a doctor for malpractice.

2.	 An important reason to formally notify a patient of the completion of treatment is to commence the 
statute of limitations running.

3.	 Reasons to dismiss a problem patient include:

a.	 Failure to pay your fee
b.	 Interpersonal breakdown
c.	 Failure of the patient to cooperate
d.	 All of the above

4.	 In most circumstances, the failure of a patient to comply with either express or implied duties gives the 
doctor the legal right to dismiss a patient.

5.	 When dismissing a problem patient, if you are refunding part of the fee it is always a good idea to get a 
Release of All Claims from the patient.

Answer Key: 1. T, 2. T, 3. D, 4. T, 5. T



We	SEE	what	we	expect	to	SEE	
(Not	necessarily	what	is	really	there)	

3

5

7

4

Is	inflammation	good		
or	bad?

6

U.S. Adults Over 30 Years Old with 
Periodontitis

8

42%

8%

50%Have Periodontitis

Have Severe Periodontitis
National Health and Nutrition Examination 
Survey 2009-2014 
Paul I. Eke, PhD, Gina O. Thornton-Evans, 
DDS, Liang Wei, MS, Wenche S. Borgnakke, 
DDS, PhD, Bruce A. Dye, DDS, MPH, Robert J. 
Genco, DDS, PhD
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Inßammation
Insulin Resistance

UARS and 
Sleep Apnea

Gingivitis and 
Gum Disease

Toxins

Food 
Sensitivities

Model for Oral-Systemic Connection

13

Bacterial induced 
Inflammatory Stimuli

Microbial Challenge 
Pathogenic Flora 

LPS Endotoxin Release

Host Immuno-Inflammatory 
Response 

Monocyte-Macrophage 
Stimulation 

Release of PGE2, IL-1β and 
MMPs

Connective Tissue and 
Bone Catabolism

Periodontal Disease

Bacteremias 
Systemic Exposure to LPS 

Endotoxins  & Host Mediators 
Systemic Inflammation 

Serum Elevations in TNFά, 
IL-6, and CRP

Vascular Injury 
Platelet Aggregation 
Thrombus Formation 
Factor X Activation 

Atherosclerosis 
Tissue Growth Factors 

Oxidized LDL

Fetus-placental Unit 
Release of PGE2, IL-1β and MMPs 

Uterine Contraction 
Cervical Dilation, Effacement & 

Premature Delivery

Local Periodontal Events Systemic Events

The J Contemp Dental Practice, Vol. 1 No. 1, Fall 1999; JADA Vol 133, June 
2002

12

11

10

Copyright Bale/Doneen Paradigm 

Nicotine 

Endodontic 
Disease 

9

70%

30%

Periodontitis Prevalence 
Over 70 Years Old

Have Periodontitis

CDC.GOV

Don’t

42%

8%

50%
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86 million PreDM

18

77 million don’t know

9 million know86mil	
PDM

30	mil	
DM 116	million

U.S. Today….

150 mil 
insulin 

resistant 

One	in	three	of	
US	adults	are	
expected	to	be	
diabetic	by	2050!

15

Inßammation

UARS and 
Sleep Apnea

Gingivitis and 
Gum Disease

Toxins

Food 
Sensitivities

Insulin Resistance
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What’s possible if money

no longer matters?

25

Perio Risk Factor Assessment 

- Oral Risk Factors

   
       mod       severe

Pocket depths (generalized)

mild

mild       mod       severe

Furcation involvement

mild       mod       severe

Mobility

mild       mod       severe

Root caries

 

Salivary hypofunction

mild       

     

 

  

             

  

 
     

Inßammation

Gingival overgrowth/hyperplasia

Homecare skills/habit development

  
  

 
  

 
  

 

Previous Perio Therapy

 mod  severe

   

   

  

 

  

   
   

    

  
 

   

   

  

 

     
    

 

  

   
   

    

  
 

   

   

  

 

  

   
   

    

 

  

      

  

 

    
     

 

Tobacco or Cannabis use

Polypharmacy

   
   

  

Suspicion of food sensitivities

   Suspicion of chemical sensitivities

  

- Systemic Risk Factors

Metabolic disease

 

Suspicion of Candida

Inflammatory Diet

   

  

History of CVD

   
 

   

Suspicion of OSA or untreated OSA

   Hypertension
Hyperlipidemia

young age
    

     
 

rapid or severe bone loss

Physical difÞculty/ poor manual
 dexterity

Depression

A1C

  obesity/insulin resistance
 pre-diabetes/diabetes
 acid reßux

Heightened Stress Factors

Genetics

Previous Cardiac Event

inadequate adequate

parents or immediate family
members that have lost teeth from
gum disease

Oral Risk Factors Systemic Risk Factors

Periodontal Disease Risk Factors

24

What elements would we have to 
consider to truly create periodontal 
stability once and for all?

Question: 

Osteoporosis

Periodontal Disease is Linked to:

Diabetes
Pregnancy 

Complications
Alzheimer’s

Kidney Disease
Heart Disease-Stroke

Colon Cancer

21

Inßammation
Insulin Resistance

UARS and 
Sleep ApneaToxins

Food 
Sensitivities

Gingivitis and 
Gum Disease
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Anaerobic Periodontal 
Pathogens 

31

3029

2827
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WHY?
• Antibiotics 
• Hypo-salivary fx 
• Steroids 
• Antimicrobial rinses 
• Dentures 
• Gut dysbiosis 
• Immunocompromised 
• Polypharmacy 
• Lack of diversity in diet 
• Ultra-processed food 

diet high in sugar

Candida

Candida species are the                   most common cause of 
nosocomial bloodstream infections


•Of the more than 150 Candida spp., a single species (C. albicans) 
accounts for 50 to 75% of isolates in humans

• In the United States, Canada, and Latin America, 54% of episodes 
were attributed to C. albicans , 16% to C. glabrata , 15% to C. 
parapsilosis, 8% to C. tropicalis, 2% to C. krusei, and 5% to other 
Candida spp.

•Compared with C. albicans, little is known about the pathogenesis 
of C. glabrata.

Comparative abilities of Candida glabrata and Candida albicans to colonize and translocate from the intestinal tract of antibiotic-treated mice

Michelle J. Henry-Stanley, Robb M. Garni, Mary Alice Johnson, Catherine M. Bendel & Dr Carol L. Wells


Microbial Ecology in Health and Disease. 2005; 17: 129�/137 


4th
Facultative anaerobic 

Candida species

Candida

34

Pocket
Pocket

YouTube Search 
“White Blood Cell in Pursuit of Bacteria”
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Sodium Caprylate is included to disrupt the 
metabolism of Candida  

potent botanicals, such as berberine HCl, 
oregano, rosemary, cinnamon and ginger, and 
Pau d’Arco 

Purpose: sooth the GI tract, provide potent 
antioxidant support, and boost microbial 
balance.

Contains:

Eliminate ultra-processed foods (carbs), 
 fermented foods eliminate sugar 

Eliminate/reduce alcohol intake

Reduce stress

Look for auto-immune disorders

Improve sleep quality and quantity

De-medicate, safely where possible

Add-in whole, high-fiber foods

Supplement

🤷🤷Garcia-Gil,a."*

Nystatin

Dißucan

39

•C.albicans

•C.glabrata

•C.krusei

•C.parapsilosis, 

•C.tropicalis

•C.rugos

•C.guilliermondii/
C.zeylanoides

•C.kefyr

•C.lusitaniae
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Continuum	of	Sleep	Disordered	Breathing

49

Healthy	Sleep
UARS	/	Flow	
Limitation

Snoring	with	
UARS/Flow	
	Limitation

OSA	
Obstructive	
Sleep	Apnea

Signs and Symptoms

• Snoring	
• Daytime	sleepiness	
• Bruxism	
• Overweight	
• Weight	gain/Difficulty	losing	weight	
• Memory	loss	
• Impaired	concentration	
• Erectile	dysfunction

48

Sleep Apnea Video

4645

Inßammation
Insulin Resistance

Gingivitis and 
Gum Disease

Toxins

Food 
Sensitivities

 UARS and 
Sleep Apnea
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Mallampati Classification

56

Inßammation
Insulin Resistance

UARS and 
Sleep Apnea

Gingivitis and 
Gum Disease

Food 
Sensitivities

Toxins
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ROCK STARTotal sugars 62 g

Caffeine 240 mg

60

58
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Airway Reßux?

• Acid	Reflux	(Airway	Reflux)	
• Throat	Clearing	
• Burping		
• Bloating		
• Nausea	
• Diarrhea		
• Gut	Pain

73

Common Signs/Symptoms of Inßammation 
from Food Sensitivities

72

Helping 
Identify Food 
Sensitivities

70

Inßammation
Insulin Resistance

Snoring and 
Sleep Apnea

Gingivitis and 
Gum Disease

Toxins

Food 
Sensitivities69
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60%
20-30%

US	adults	report	some	reflux

…at	least	weekly

Sensitivity /Bio-Individuality
• Alcohol,	particularly	red	wine	
• Coffee,	tea	and	carbonated	drinks	
• Gluten	
• Black	pepper,	garlic,	raw	onion	
• Spicy	foods	and	peppermint	
• Dairy	products	(Caseins,	Lactose)	
• Tomatoes	
• Chocolate	
• Other	night	shade	vegetables	
• Tree	nuts	and	peanuts	
• Eggs	
: 
 75
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SELF EVALUATION

Major Sources of Chronic Systemic Inflammation
1.	 Cardiovascular Disease (CVD) has been linked to 

a.	 Obesity
b.	 Diabetes
c.	 Chronic Systemic Inflammation

d.	 Periodontal Disease
e.	 A and B
f.	 All of the above

2.	 T/F - Heart attack and Stroke both involve a blood clot in an artery.

3.	 Chronic Systemic Inflammation can be caused by:
a.	 Vitamin D Deficiency
b.	 Insulin Resistance
c.	 Food Sensitivities

d.	 Periodontal Disease
e.	 Autoimmune Deficiencies
f.	 All of the above

4.	 Inflammation is the body’s way of healing but chronic inflammation creates a cascade of byproducts 
that damages:

a.	 The heart muscle
b.	 The pancreas
c.	 The neurons in the brain

d.	 The endothelium (inner lining) of all 
the arteries

e.	 None of the above
5.	 T/F - It is strictly speculation that some of the blood clots responsible for heart attack and stroke are 

caused by the migration of specific strains of mouth bacteria that migrated through the blood stream.

6.	 T/F -Chronic Inflammation increases the chances for mouth bacteria to penetrate the blood vessel wall.

7.	 In this case of Diabetes and Periodontal Disease, Bi-Directional means:
a.	 Bacteria from the mouth can travel 

to the pancreas and from there 
throughout the vascular system.

b.	 Periodontal disease increases the 
risk of developing diabetes and vise 
versa

c.	 Uncontrolled diabetes worsens 
periodontal disease progression and 
active periodontal disease worsens 
hyperglycemia.

d.	 None of the above

8.	 T/F -Type 2 diabetes is somewhat rare and is usually diagnosed early as a result of quickly developing 
symptoms.

9.	 An oral sign of uncontrolled (or undiagnosed diabetes) is:
a.	 Gingival inflammation
b.	 Early onset bone loss
c.	 Rapid bone loss

d.	 Candida overgrowth
e.	 Foul Breath
f.	 All of the above

10.	 HbA1c is a measure of how many months average circulating blood sugar?
a.	 1
b.	 2-3

c.	 5-6
d.	 None of the above

11.	 The American Diabetes Association Guidelines for A1C testing include:
a.	 All patients over 45 years old
b.	 If normal, every three years following
c.	 Under 45, all patients with an 

abnormally high BMI plus at least one 
other diabetes risk factor

d.	 All of the above
12.	 T/F - We currently don’t have access to fast and highly accurate point-of-care measuring devises for 

HbA1C

Answer Key:  1. F,  2. T, 3. F, 4. D, 5. F, 6. T, 7. C, 8. F, 9. F, 10. B, 11. D, 12. F



OJM Group, LLC (“OJM”) is an SEC registered investment adviser with its principal place of business in the State of Ohio. SEC registration does 
not constitute an endorsement of OJM by the SEC nor does it indicate that OJM has attained a particular level or skill or ability. OJM and its 
representatives are in compliance with the current notice filing and registration requirements imposed upon registered investment advisers by 
those states in which such notice filing, and registration is required.  OJM may only transact business in those states in which it is notice filed or 
qualifies for an exemption or exclusion from notice filing requirements. For additional information about OJM, including fees and services, send for 
our disclosure brochure using the contact information provided in this presentation or refer to the Investment Adviser Public Disclosure web site 
(www.adviserinfo.sec.gov).

Information contained in this presentation has been obtained from sources we consider reliable, but its accuracy is not guaranteed.  Any opinions 
expressed are based on the interpretation of data available to OJM and are subject to change at any time without notice.  This presentation is for 
informational purposes only and is not intended as an offer or solicitation for the purchase or sale of a security or the rendering of investment 
advice.

No client or prospective client should assume that any information presented or made available on or through this presentation, is a receipt of, or a 
substitute for personalized investment advice. Such advice may only be rendered after the following conditions are met: 1. delivery of our 
disclosure brochure to you, and 2. execution of an Investment Advisory and/or Financial Planning Agreement between us.

This presentation contains general information that is not suitable for everyone. The information contained herein should not be construed as 
personalized investment advice. Past performance is no guarantee of future results. There is no guarantee that the views and opinions expressed 
in this presentation will come to pass or that any particular investment strategy or asset class will be profitable. 

DISCLAIMER

 Text AEIOJM to 844-418-1212
Click the link in the reply text

 Visit ojmbookstore.com and 
enter AEIOJM at checkout

 Scan the QR Code

FREE RESOURCES FOR AEI ATTENDEES

AASSSSEETT  
PPRROOTTEECCTTIIOONN

OJM is not engaged in the practice of law and does not provide legal advice. Always consult with an attorney regarding your specific legal 
situation.

The information contained in this presentation is general in nature and should not be acted upon in your specific circumstances without 
further details and/or professional advice. OJM Does not provide tax advice. Contact your personal tax advisor for specific advice related to 
your tax situation.  These recommendations are not intended as a thorough, in-depth analysis of specific issues nor are they sufficient to 
avoid tax-related penalties.

OJM Group, LLC does not make any representations or warranties as to the accuracy, timeliness, suitability, completeness, or relevance of 
this information. All such information is provided solely for convenience purposes only and all users thereof should be guided accordingly.  
Past performance may not be indicative of future results. Therefore, no current or prospective client should assume that future
performance of any specific investment, investment strategy or product made reference to directly or indirectly by OJM Group, LLC will be 
profitable or equal the corresponding indicated performance level(s).  

Please refer to the insurance company’s statement for specific details and current values.  Please refer to the insurance company’s full 
illustration which is not a guarantee and makes multiple assumptions that are not guaranteed.  This statement is meant to be an 
approximation based on information provided by the insurance company.  OJM Group is not affiliated with any insurance company.  

DISCLAIMER

LEARNING OBJECTIVE:

GAIN A BETTER 
UNDERSTANDING OF 
BUILDING WEALTH 
UTILIZING:

 TAX PLANNING
 ASSET PROTECTION
 INVESTMENT 

PLANNING
 AVOIDING 

FINANCIAL PITFALLS

TYPES OF LIABILITY FACING PHYSICIANS & DENTISTS

 Medical/dental malpractice

 Employer liability
 Sexual harassment  (“hostile work environment”); Wrongful 

termination (protected classes); Violation of fiduciary duty (qualified 
plans)

 Billing issues
 Over-billing, improper billing, fraud, violation of anti-kickback rules, 

Stark rules, etc.

 HIPAA

 Premises liability

 Personal liability
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MAXIMIZE PROTECTIVE BENEFIT PLANS

 Shields #1 asset – cash flow

 Qualified retirement plans (QRPs): state exemption laws vary
 Most states also protect QRPs to an unlimited value
 Some states: value limitations
 Some states: timing claw-backs

 Non-qualified plans – depends on funding mechanism
 COLI – about 20 states provide (+5) exemption
 Other states: can use trusts or LLCs

PROTECTING EQUIPMENT & REAL ESTATE

HIGH REASONABLE LEASE

LEASE (MONTH-MONTH)

PRACTICE

OWNERS AND/OR
FAMILY MEMBERS

LLC

CHOICE OF ENTITY FOR NON-PRACTICE BUSINESSES

Corporation LLC
Inside Protection Yes. General corporate

law principles.
Yes. General corporate
law principles.

Outside Protection None, unless licensure 
for professional 
corporations.

Charging order 
protections available. 
(+2)

INSURANCES AS FRONT-LINE PROTECTORS

 Types of policies
 Medical or dental malpractice 
 General Liability
 Cyber
 Landlord
 Other 

 Be aware of coverage limitations, deductibles

 Review and get second opinions

BEST ASSET PROTECTION NOT AP

 Why wealth protection MUST be tied to 
wealth creation: timing
 Fraudulent transfer law
 Transfer for less then fair value that 

leaves one unable to pay debt

 Insurance is a key component
 Commercial/personal, captives, RRGs

 AP must be implemented in a 
multidisciplinary approach
 Legal, Financial, Insurance

 Legal planning - like tax planning: 
economic substance

 Top (+5) tools are primarily not AP tools

ASSET PROTECTION FITNESS
Your ability to earn an income may be your greatest asset. Make sure you are 
well protected against other risks.
 Protection objectives: Discouragement, Settlement, Protection

 Insurances: 
 P&C: practice: all coverages, renewed focus on business interruption? Cyber?
 Disability: your greatest asset is often the ability to work
 Life insurance: death benefit for family,  cash value insurances have investment floors
 Whole life policies will credit dividends of 5-6%, Equity-indexed will have floor of 0%

 Asset protection:
 Review by an expert
 Proper ownership structure
 Proper language in operating agreements

 Estate planning: for yourselves and parents
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PROTECTING THE HOME

 Homestead protection is best 

 Tenancy by the entirety (TBE) in those states that protect 
TBE well

 Next best option:
 Usually debt shield

KEYS TO PROTECTION: LLCs

 Proper operating agreement

 Compliance with annual formalities

 Non-asset protection purpose: estate 
planning/gifting

 Jurisdiction: use the best state, when you have 
options

 Many LLCs are lacking in 1 of the 4 elements 
above: vulnerable

 Key: experienced attorney who has annual 
monitoring/gifting plan

WHAT A “CHARGING ORDER” MEANS

LLC

Securities, RE, etc
CHARGING 

ORDER

CREDITOR

Doesn’t become partner/member
Can’t touch assets
Gets no LLC voting rights 
Can’t force LLC distributions

LLCs (+2): IDEAL FOR MOST ASSETS BEYOND EXEMPTIONS

 Inside Creditors

 Outside Creditors Isolates their lawsuit damage only to LLC property
 Creditors can only get “charging order” against the LLC interest (+1 to +3) depending on use, 

compliance
 Should tie into your estate plan

 “Building blocks” of asset protection

 Control and Access

START WITH EXEMPT ASSETS (+5)

 (+5) Federal or state exempt asset
 No gifting, compliance, accounting fees or special taxes
 Protection cannot be matched by any other planning
 Federal bankruptcy exemptions for QRPs and IRAs
 States vary widely

 Homestead
 QRPs, IRAs
 Life insurance and annuities

TITLING ASSETS: DOES IT PROTECT?

 Spousal 

 Basics: Tenancy in common, joint tenancy

 Tenancy by the Entirety (TBE)

 Community Property
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ALLOCATION

Asset allocation = combining different investment types

* Up to 91.5% of variations in returns can be attributed to asset allocation 

* Source: "Determinants of Portfolio Performance," Brinson, Hood and Beebower, Financial Analysts Journal, July-August 1986, and "Determinants of Performance II: An Update," Brinson, 
Singer and Beebower, Financial Analysts Journal, May-June 1991. This represents a landmark study which has not been refuted and which stands today as a valid, widely accepted theory.

Stocks 
(equities)

Bonds
(fixed income)

Cash
(short-term)

Lower Potential Risk
Lower Potential Return

THE PRINCIPLES OF ASSET ALLOCATIONasset
allocation

RETIREMENT SAVINGS CHECKPOINTSAVINGS HIERARCHY

FOCUS ON WEALTH ACCUMULATION

“It’s not how much money you make, 
but how much money you keep, how 
hard it works for you, and how many 
generations you keep it for.”

Robert KiyosakiWWEEAALLTTHH  
PPLLAANNNNIINNGG

GOALS BASED WEALTH MANAGEMENT

Source (top chart): J.P. Morgan Asset Management. 
Source (bottom chart): Bloomberg, FactSet, Federal Reserve, Robert Shiller, Strategas/Ibbotson, J.P. Morgan Asset Management. 
Returns shown are based on calendar year returns from 1950 to 2021. Stocks represent the S&P 500 Shiller Composite and Bonds represent Strategas/Ibbotson for periods from 1950 to 2010 and the Bloomberg 
Aggregate thereafter. Cash represents the U.S. 90 Day Treasury BillTotal Return. 
Portfolio allocations are hypothetical and are for illustrative purposes only. They were created to illustrate different risk/return profiles and are not meant to represent actual asset allocation. 
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 Take advantage of account registration
 Active funds & bonds in deferred accounts, ETFs in taxable

 Own municipal bonds in taxable accounts
 Tax free rates vs. ordinary income, understand breakeven points

 Be aware of holding periods
 23.8% vs 40.8% LT vs. ST Cap gains

 Offset gains by realizing losses
 Diversify across asset classes to create planning opportunity
 Real example: $3 mil client, 194k gains, 50k realized, offset 30k 

with swap, savings $7,140

 Think twice about gifting cash
 Gifting appreciated stock can make your contribution worth 20% 

more

 Understand your fund’s tax cost ratio
 Annualized return reduced by tax on income / distributions

30

TECHNIQUES TO REDUCE YOUR INVESTMENT TAX BILLSEQUENCE OF RETURNS RISK

FIDUCIARY VS SUITABILITY: STOCK FUND PURCHASE EXAMPLE

 Client A contacts his broker and expresses an interest in investing $50,000 in U.S. growth stocks. The broker 
invests the client assets in Fund XYZ, which charges a sales load of 5.75 percent with operating expenses of 0.68 
percent annually. The client will immediately pay a one-time fee of $2875 on the trade on top of the recurring 
fund–management fee. In this case, the suitability standard has been met. 

 Client B contacts his Registered Investment Advisor, a fiduciary firm, with the same request. The investment 
advisor purchases an ETF with a gross expense ratio of 0.18 percent and pays a commission of $8.95 on the 
trade. This client pays his RIA a management fee of 1 percent of the assets, which equates to $500 per year on 
$50,000. The advisor has met the fiduciary standard. 

 In our very realistic example, the front-loaded fees paid by client A are significant enough that it would 
require a commitment of approximately nine years to this fund family before that commission is equal to the 
sum of advisory fees paid by client B.

HOW TO RECOGNIZE THE TYPE OF FIRM YOU WORK WITH

ADVISOR
Fiduciary

Advice Driven
Transparency

Registered Investment Advisor
3rd Party Custody

No Proprietary Products

VS
BROKER

Suitability
Transaction Based

Disclosure
Investment or Financial Advisor

In-house Custody
Proprietary Products

FIDUCIARY VS SUITABILITY

• A fiduciary advisor has a fiduciary duty to his or her clients, which means that he or she 
has a fundamental obligation to provide suitable investment advice and always act in 
the clients' best interests.

• A broker does not need to act in the best interests of the underlying customer. Instead, 
their actions must only be suitable for the client. 

• A key distinction in terms of loyalty is also important, in that a broker's duty is to the 
broker-dealer he or she works for, not necessarily the client served.

• #1 mistake made by physician investors: not using a fiduciary when getting 
professional investment advice.

7 QUESTIONS TO ASK YOUR ADVISOR / PROSPECTIVE ADVISOR

1. Does your advisor owe you a fiduciary duty as a client, or are they 
held only to a “suitability” standard?

2. Can your advisor provide a detailed explanation of all the ways in 
which they are compensated?

3. Does your advisor’s firm make money in other ways on your 
individual investments?

4. Does your advisor use an outside custodian?

5. Does your advisor utilize proprietary securities?

6. Does the advisor’s firm engage in investment banking activities? 

7. How does the advisor communicate with you and how often?
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 QRP contributions are tax deductible (401(k)s, profit sharing 
plans, DB plans, SEP IRAs)

 Contributions grow tax deferred but are taxed at ordinary 
income tax rates as distributed

 SO… if a different type of plan or design allows for 
greater deductions, or more efficient for owners or lower 
cost, look into adopting now for 2023

 Beyond the deduction for the QRP contribution, for 
some owners in practices taxed as pass through 
entities, there can be a 2nd level of deduction 
created under 199A if the QRP contribution lowered 
the owner’s personal taxable income below 
thresholds for SSTBs.

36

RETIREMENT PLANS

Utilize permanent life insurance policy to supplement retirement 
income:
 Premiums are paid with after tax dollars
 Premiums cover the cost of death benefit as well as building cash 

value in the policy
 Cash value can be invested in various types of investments, 

depending on the policy
 Investment options often contain a floor which provides downside protection

 They also contain a cap

 Owner can borrow against the cash value, generally tax free
 Policy design, interest rate on borrowing and insured’s health are 

key

35

ANOTHER WAY TO FILL THE TAX-FREE BUCKET

 Many physicians have high concentration of retirement assets in 
qualified plans 
 Traditional plans offer deductible contributions and tax deferred growth

 Distributions from these plans will be taxed at ordinary income tax 
rates in effect at time of distribution

 Physicians often have low concentration of assets that will be taxed 
at capital gains rates or that will be tax free

 Hedging against future tax rate changes is desirable
 Back door Roth has been one way to hedge

34

TAX DIVERSIFICATION

ORDINARY INCOME TAX FREECAPITAL GAINS

37.0% FEDERAL + 
6.6% STATE + 3.8% ACA

(47.4% TAX)

WITHDRAWAL:
LESS TAX:
NET AFTER TAX:

20% FEDERAL + 
6.6% STATE + 3.8% ACA

(30.4% TAX) (0% TAX)

$100,000
$47,400
$52,600

WITHDRAWAL:
LESS TAX:
NET AFTER TAX:

$100,000
$30,400
$69,600

WITHDRAWAL:
LESS TAX:
NET AFTER TAX:

$100,000
$0
$100,000

TAX DIVERSIFICATION

PLANNING FOR THE FUTURE OF UNKNOWN TAX RATES

 Understanding your retirement plan and how it will be taxed
 Taking advantage of employer contributions
 Qualified vs. non-qualified plans
 Tax rates in earning years vs. in retirement years

 Savings outside of your retirement plan 
 Importance of tax efficient investing
 Dividend and capital gains rates

 Building wealth through tax diversification
 The three buckets

 Protecting your estate for your heirs
 Ever changing estate tax exemption

TTAAXX  
PPLLAANNNNIINNGG
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CORPORATE STRUCTURE

 Correct choice of entity
 May be able to change

 Asset Protection considerations
 Utilize the entity choice correctly with the right 

compensation structure and profit distribution structure
 Partnership – income vs guaranteed payment
 S corporation – don’t be taxed like a C Corp

 BBB Act could change this

 C corp – double tax conundrum
 Sole proprietorship – Medicare tax on all net income
 Health insurance for partners and S Corp shareholders

 QBI deduction – managing the threshold 

CORPORATE STRUCTURE
 Sole Proprietorship / Single Member LLC
 Multiple Member LLC

 Partnership
 C Corporation
 S Corporation

 Partnership
 General Partnership
 Limited Partnership

 Corporation
 C Corporation
 S Corporation

 Consider multiple entity structure for tax planning and asset 
protection

 Contributions of after-tax dollars
 Taxed at your current rate

 Tax free growth
 Assuming funds stay in at least 5 years from time Roth started

 Distributions tax free
 No required minimum distributions

 Over income limit for Roth IRA contribution but not for 
Roth 401(k)
 Salary deferral to Roth / profit sharing or match to traditional or 

Roth

 No income limit for Roth conversions currently

40

ROTH PLANS

 Non-qualified plans – asset protection depends on 
plan/state

 Significant other benefits: 

 Present tax deductions – maybe but generally not

 Long term tax growth deferred and can be designed so that 
distributions are tax free

 Discrimination is permitted

 Reward / retain key employees 

 Save more for retirement to meet goals

39

NON-QUALIFIED PLANS

 Tax Reform has provided additional opportunities – bringing taxable 
income down below threshold so 20% QBI deduction is not phased out 
for professionals

 Tax Benefits - Contributions to the Plan are Tax Deductible and 
investment return is tax deferred.

 Higher tax-deductible contributions than 401(k) alone – use in 
combination

 Creditor Protection
 Increase retirement benefits for employees 

(paid for by tax benefits to owners)
 Can include death benefits funded with life insurance in addition to 

retirement benefits (also a way to fund tax free retirement income)
 Can include 401(h) for tax free Retiree Medical expenses

38

CASH BALANCE PLANS
QRP’S: DEFINED CONTRIBUTION PLANS AND SEP IRA’S

 IRS defines the contribution amount

 401(k)s, 403(b), and 457 plans
 $22,500 employee deferral amount

 $30,000 with catch up

 PS: Defined contribution maximum $66,000 

 Flexibility on funding
 No penalties for underfunding or termination

 Proper plan design is key

110

Healthcare Practice Financial Literacy – Parts 1 & 2



PERSONAL
WEALTH
PLANNING

DIAGNOSTIC  vs .  TREATMENT

ASSET PROTECTION

TAX

INVESTMENTS

INSURANCE

FINANCIAL MODELING

ADVICE & EXPERTISE
FOR A FLAT FEE

BUILDING A RELATIONSHIP

 Failure to use goals-based planning
 Too much risk in portfolio as withdrawals begin
 High tax drag on investments
 Failure to properly allocate assets and match your risk tolerance
 Failure to understand how advisor is paid

WEALTH PLANNING PITFALLS

 Poor insurance coverage
 Not utilizing +5 assets
 Poor titling of assets
 Lack of strong operating agreements

ASSET PROTECTION PITFALLS

 Lack of diversification
 Failure to take advantage of corporate structure
 Inability to maximize and diversify retirement plans
 Lack of planning during earning years

TAX PITFALLS

FFIINNAANNCCIIAALL  
PPIITTFFAALLLLSS

 Effective 2018 through 12/31/2025

 Deduction amount will be the lesser of:
 20% of the taxpayer’s qualified business income; 

or
 20% of taxable income less net capital gains

 For business owners below the applicable 
threshold amount ($182,100 single / 
$364,200 joint) there are no further limitations
 Owners of any non-corporate business in any 

industry qualify if under the threshold
 No W-2 limitation if under the threshold
 Partial deduction if TI below $232,100 / $464,200

 Effectively reduces tax rate on QBI from 37% 
to 29.6%

 Can you get yourself below the threshold 
with QRP deduction or additional 
changes???
 Increase retirement contributions
 Transfer ownership
 Corporate structure changes

There will be a 20% 
deduction against 
QUALIFIED BUSINESS 
INCOME (QBI) of pass-
through entities (S corps, 
partnerships, LLC’s, sole 
proprietorships, trusts, 
estates)

SECTION 199A QBI
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DISCLOSURE

The information, analysis, and opinions expressed herein are for general and educational purposes only. Nothing contained in this 

commentary is intended to constitute personalized legal, tax, accounting, securities, or investment advice, nor an opinion regarding the 

appropriateness of any investment, nor a solicitation of any type. All investments carry a certain risk, and there is no assurance that an 

investment will provide positive performance over any period of time. An investor may experience loss of principal. Investment 

decisions should always be made based on the investor’s specific financial needs and objectives, goals, time horizon, and risk 

tolerance. The asset classes and/or investment strategies described may not be suitable for all investors and investors should consult 

with an investment advisor to determine the appropriate investment strategy. Past performance is not indicative of future results. 

Indices are unmanaged and their returns assume reinvestment of dividends and do not reflect any fees or expenses. It is not possible 

to invest directly in an index. Information obtained from third party sources are believed to be reliable but not guaranteed. All opinions 

and views constitute our judgments as of the date of writing and are subject to change at any time without notice.

 Schedule a free no-obligation consultation

 Contact the presenter:

 Carole C. Foos, CPA

 877.656.4362

 carole@ojmgroup.com

• Free resources for AEI Seminar attendees:

 Text AEIOJM to 844-418-1212

 Scan the QR Code

 Visit ojmbookstore.com and enter AEIOJM at 
checkout

SPECIAL OFFERS
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SELF EVALUATION

Healthcare Practice Financial Literacy – Parts 1 & 2

1.	 T/F - A qualified retirement plan offers the highest level of asset protection (+5).

2.	 T/F - Titling all my valuable assets in my spouse’s name protects me if my spouse is involved in a car accident.

3.	 An LLC offers excellent asset protection since charging orders for creditors allow them to
a.	 Get LLC voting rights
b.	 Limit their lawsuit damages to LLC 

property only

c.	 Force LLC distributions
d.	 Become a partner / member

4.	 T/F - The first step to starting a savings plan is a 3-6 month emergency reserve of living expenses.

5.	 T/F - An advisor who has a fiduciary duty to his clients must always do what is in the client’s best interest.

6.	 Having the same average annual return in 2 separate portfolios of retirees withdrawing assets where one runs 
out of money and the other does not is called

a.	 Indexing
b.	 Harvesting capital losses

c.	 Sequence of Returns Risk
d.	 Suitability standard

7.	 One way to reduce your investment tax bill is to 
a.	 Hold assets at least 12 months prior to 

selling
b.	 Own municipal bonds in taxable 

accounts

c.	 Gift appreciated stock instead of cash to 
charity

d.	 All of the above

8.	 T/F - Tax diversification means having assets in each of 3 income buckets: ordinary income, capital gains and 
tax-free.

9.	 Utilizing permanent life insurance as a way to supplement retirement income helps to fill which bucket?
a.	 Ordinary income
b.	 Capital gain

c.	 Tax free
d.	 None of the above

10.	 The maximum that an employee under age 50 can defer from his or her salary into a 401k plan in 2023 is:
a.	 $19,500
b.	 $22,500

c.	 $30,000
d.	 $66,000

11.	 T/F - The asset protection features of a non-qualified retirement plan is the same in every state.

12.	 T/F - The earnings growth on a Roth 401k account or a Roth IRA account is tax free as long as the account has 
been open for at least 3 years prior to taking withdrawals.

13.	 Which of the following corporate structures has the potential for double taxation?
a.	 Partnership
b.	 Sole proprietorship

c.	 S corporation
d.	 C corporation

14.	 T/F - Cash balance plans generally offer higher tax-deductible contributions than 401k plans alone.

Answer Key: 1. T, 2. F, 3. B, 4. T, 5. T, 6. C, 7. D, 8. T, 9. C, 10. B, 11. F, 12. F, 13. D, 14. T



1

Why am I Speaking to You Today?

 To explore legal issues in a transition from 
both the buyer’s and seller’s perspective

 To answer some of your questions about 
the legal issues of a practice transition

3

Objective

We will review the legal documents your 
transition might require.

Do you really need an associate?

 Excessive patient load

 Desire to reduce workload 

 Transition imminent 

5

2

Objective

  This presentation is designed to give both 
buyers and sellers a brief overview of 
some of the legal issues to consider when 
transitioning into or out of a dental 
practice. 

4

Life Cycle of a Transition
3. 

Associate 
buys in

4. 
Associate 
buys out 
senior 
doctor

5. Senior 
doctor 

becomes 
the 

associate

1. Putting 
together 

your 
transition 

team

2. Hire an 
associate

4

Why you don’t need an associate

 Professional companionship
 Expectation of growth
 Desire to keep all procedures “in house”
 Locked-in buyer
 Better utilization of overhead 

6

Understanding, Negotiating and Enforcing Contracts
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12

Seller’s Employment by Corporation

 If you are a C corp and have an employment 
contract with your corporation, “resign” from 
corporation at least a year prior to sale.

 This will help ensure the goodwill value is 
personal to you and not a corporate asset.

11

Seller’s Entity Status

 “C” or “S” corporation?
 If a “C” corp, consider switching to “S” status 

prior to transition.
 “C” corp makes a transition more difficult 

due to tax consequences for both parties

10

Legal Considerations

Things to consider and have in place when 
contemplating a transition . . . 

9

Attorney’s Role

 Evaluates: legal issues, employment 
issues, legal structure of practice, 
documents

 advisor
 negotiator
 document drafter
 document reviewer

8

Seller’s Transition Team

Accountant
Attorney
Financial Planner
Practice Broker
Transition Consultant
Spouse 

Buyer’s Transition Team

Accountant
Attorney
Finance Source 
Practice Broker
Transition Consultant
Insurance Broker
Spouse

Associates, you have two 
functions in the office:

 Make your employer’s life easier
 Make money for your employer

7
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Lease to Own

 fair market value rent
 fair market value purchase price
 right of first refusal vs. option to purchase

17

Lease Zingers

 right of landlord to recapture space
 large assignment commission to landlord
 unobtainable standards for assignment
 “time is of the essence” clauses
 costly holdover rates
 failure to get an exclusive for dental office
 failure of landlord to release seller

16

Lease Issues

 Seller: do not assign your lease unless you 
close

 Buyer: do not close unless the lease is 
assigned to you. 

 Buyer: if office is owned by seller, get an 
exclusive even if you vacate the space

15

Lease Issues

 Never assume the landlord will cooperate 
even if he is your patient, friend or brother

 Make absolutely sure you can assign and 
sublet to your buyer. Key words in lease are 
“such consent shall not be unreasonably 
withheld, conditioned or delayed.”

 Practice purchase agreement must have a 
lease contingency

14

Lease Issues: Buyer and Seller

 Pay careful attention to your lease years in 
advance. Negotiate hard. 

 Put your lease where you can find it.
 READ THE LEASE
 You must have at least five to seven years 

left on your lease when you are ready to 
sell. Buyer cannot get financing without a 
lease of this duration.

13

Buyer’s Entity Status

In conjunction with your accountant, choose 
the appropriate entity:

 Sole Proprietor
 Professional Corporation (s-corp election)
 Professional Limited Liability Company
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24

Pre-Sale Patient Management and Care

 Start treatment on any patient who is ready 
to begin.

 Increase your initial fee and make sure 
patients adhere to your fee schedule.

 Avoid excessive prepayments and 
excessive use of third-party financing.

 Avoid a last minute “fire sale” on treatment. 
Buyer’s can spot that and will look 
unfavorably on it.

23

Practice Statistics: Charts and 
Computer Entries

 Be diligent about entering computer stats
 Inaccurate stats present an incomplete 

picture of the practice.
 Improve your charting. Take progress 

records.
 Buyer will do a chart audit. Do not be 

offended or defensive. Neat charts improve 
value and buyer confidence.

22

Practice Liens and Loans

 Review and begin to pay off any 
outstanding debt on practice.

 Do not enter into any long-term leases or 
contracts. The buyer may not want to 
assume these, and you may have to absorb 
them.

 examples include: yellow page ad, digital x-
ray/cbct, postage meter, water cooler, laundry 
service, sharps pick-up, alarm system, software 
maintenance.

21

Financial Policy, 
Accounts Receivable

 Tighten up your financial policies at least a 
year in advance.

 Make an effort to collect your accounts 
receivable at least six months in advance. 
This may be money left on the table after 
the transition.

 Buyer does not want to collect your a/r. 
Once you sell, you will not be in a strong 
position to collect them yourself.

20

Buyer: Restrictive Covenants

 Restrictive covenants are enforceable: 
don’t sign one if you don’t intend to 
adhere to it.

 Be careful about a “bait and switch” 
restrictive covenant.

 You will be asked to sign a restrictive 
covenant: look for creative solutions to 
difficult issues.

19

Seller: Restrictive Covenants

 Make sure all associates have employment 
contracts with restrictive covenants

 Never hire an associate with the idea you 
will prepare a contract later

 Lack of restrictive covenant will hurt 
practice marketability
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Tax Issues in a Transition 

 goodwill
 accounts receivable, contracts receivable
 restrictive covenants
 fixed (tangible) assets
 supplies and instruments
 leasehold improvements
 stock transfer

29

Tax Issues in a Transition

There are three parties to every transition:

  Seller
  Buyer
  IRS

29

28

Personal and Financial Issues/
Buyer

Know seller’s answers to the previous
questions and ask yourself:

 Can I afford this practice?
 Do I need to work somewhere else?
 Am I ready to run a practice?
 Is my spouse as excited as I am?

27

Personal and Financial Issues/
Seller

 Can I afford to retire?
 Am I burned out?
 Do I have something else I would rather be 

doing?
 Is my spouse on-board with the sale? (For 

better or worse, but not for lunch.)

26

Post-Transition Employment

 Does seller want to work for buyer?
 Does buyer want to employ seller?
 If yes, how much and in what capacity? As 

an independent contractor or an 
employee?

 Will Seller close P.C. or have P.C. work for 
buyer?

 Seller: how you treat buyer will be how 
buyer will treat you.

25

Tax Returns/Financial Data

 Clean up your books.
 Slow down on the personal deductions to 

show more income.
 Report cash in the unlikely event you 

haven’t been.
 Have tax returns and P&L ready for buyer.
 Work with your accountant to have all the 

financial data ready for buyer.
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Allocation of Purchase Price

 Make sure you can support the allocations 
in your agreements

 Get your accountant involved

35

Leasehold Improvements

 so-so for buyer
  up to 39 years to depreciate

(cost segregation analysis may speed this up)

35

3434

Supplies and Instruments 

 great for buyer

 buyer: 
 immediately deductible
 no sales tax

 seller: ordinary income

3333

Fixed (Tangible) Assets

 dental and office equipment, furniture, 
fixtures

 good for buyer 
 buyer: depreciates annually according to 

schedule, 5 – 7 years 
 Section 179 (ask your accountant) 
 buyer may pay sales tax on value of assets

 seller: ordinary income

3232

Restrictive Covenants

 allocation unfavorable to both parties
 buyer: straight-line 15-year amortization
 seller: ordinary income

(If restrictive covenants are merged into 
goodwill, capital gains treatment is possible.)

3131

Goodwill

 best for seller
 buyer: straight-line 15-year amortization
 seller: 

 capital gain for unincorporated, S-corp, LLC
 double tax if C corp

 35% corp tax plus personal income tax rate 
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Inter-family Transitions

 every parent’s dream
 fraught with emotion
 dependent upon having a large practice
 challenging with divorced families
 complex tax issues

41

Buyer
 Seller’s practice is worth more than 25% of 

gross despite how antiquated you feel the 
physical plant is

 Somehow, seller managed to make a great living 
with that dowdy old office

 You probably aren’t worth $2,000/day despite 
how great you think you are

 It will take you a year or two to realize you don’t 
know everything

 Are you sure you can live on what you have left? 

40

Seller
 Your practice is probably not worth 1x gross 

despite how great you feel it is
 You probably aren’t worth $2,000/day despite 

how great you think you are
 Don’t stay too long, sell while your practice still 

has real value
 Even though you just “hung out a shingle” and 

did well, it is a different environment today.
 Are you sure you can live on what you have left?

39

Psychological Issues

 Seller’s Concerns

 Buyer’s Concerns

38

Fractional (Stock) Buy-In

 Limited value assigned to stock in a 
fractional buy-in to reduce unfavorable tax 
outcome to purchaser (depreciated value 
of assets)

 Income shift, buyer to seller
 offset (increase) in purchase price

 Personal goodwill of seller 
 May be the only way to buy in to a group 

practice
383737

Stock Sale

 Great for seller, terrible for buyer.
 Buyer: no deduction, becomes “basis”
 Buyer: inherits all of corporation’s liabilities
 Seller: capital gain above basis
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Disclaimer

 This information is not intended at a 
substitute for legal advice. You should 
familiarize yourself with the laws of your 
local jurisdiction and seek legal advice 
from a local attorney who specializes in 
such matters.

4545

Formal Document Drafting

 letter of intent
 parties negotiate issues
 formal documents are drawn up, usually 

by seller’s attorney
 documents can be drawn up by broker, 

consultant or buyer’s attorney
 other attorney reviews and comments

4444

Formal Document Drafting
 asset, stock , or interest purchase agreement
 new lease or lease assignment and assumption
 employment agreement for seller
 consulting agreement for seller
 deferred compensation agreement for seller
 stock purchase agreement
 stock pledge agreement
 goodwill assignment agreement
 restrictive covenants
 partnership agreements/ partnership dissolution agreements
 promissory note
 bill of sale
 security agreement
 escrow agreement
 lien search/title search

You are ready to move ahead.

What documents will you need? 
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SELF EVALUATION

Understanding, Negotiating and Enforcing Contracts

1.	 The “right” reasons an office needs an associate include:

a.	 Excessive patient load
b.	 The desire for the senior doctor to reduce his/her workload
c.	 A transition is imminent 
d.	 All of the above  

2.	 An employee receives what type of tax document at the end of the fiscal year:

a.	 1099
b.	 W-2
c.	 K-1
d.	 None of the above

3.	 If your jurisdiction permits restrictive covenants in associate agreements, they must be:

a.	 Less than five miles
b.	 Less than one year
c.	 No broader than necessary to protect the employer’s legitimate business interests
d.	 Whatever the parties negotiate

4.	 T/F - In an “employment at will” jurisdiction, either party may terminate a associate’s employment 
agreement at any time for any reason.

5.	 The terms of a negotiated employment agreement supersede any federal, state, or local laws as long 
as the parties agree to it.

Answer Key: 1. D, 2. B, 3. C, 4. T, 5. F



Systems Run the Practice…

People
Run
the

Systems

EXPECTATIONS   REQUIRE 
COMPLETE   CLARITY 5

FOLLOW SYSTEMS TO
SAVE
YOUR-
SELF
TIME
ENERGY 
MONEY &
STRESS
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Smile Potential Practice Growth Coaching
Steven M. Katz, DMD, MAGD, FICD

https://smilepotential.com
coaching@smilepotential.com

516-599-0214



Marketing experts try to make it sound easy.

PATIENT  PERCEPTION  OF

Systems Must Be Written

10

7
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Master 
the Art of 
The New 
Patient 
Phone 

Call

18

BLOCK SCHEDULING

SAND=No Production
PEBBLES=Low/Mid Production

ROCKS=High Production

Schedule For Production 
Not for busyness

16

Administrative  Profitability

13

“I Just Need More 
Fee-for-Service Patients!”
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The MOST THOROUGH 
& Comprehensive Exam…EVER…

Blood pressure
Oral Cancer Screening
Full charting
Perio Charting
TMJ exam
Airway exam
Photos
Scanning

BUILDS VALUE

RAISE
STANDARD 

OF CARE

Does your team cheerlead for the
doctors & the practice ?

Welcoming your “guests

The “10-foot rule”

Answer Phones During Lunch

Smile Potential      - Coaching@SmilePotential.com 20

YOU ONLY GET 
ONE CHANCE

19
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SCRIPT BOOK

54,000
DIAGNOSED
EACH YEAR
IN THE U.S.

69,000
DIAGNOSED
EACH YEAR
IN THE U.S.

Take patients’ 
Blood Pressures…

Routinely

Screen for 
Diabetes

coaching@smilepotential.com               (516) 599-0214

Invoke the Oral-systemic connection
Everyone wants to be healthyDIFFERENTIATE
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If you would like 
any additional 

information 
about anything 
discussed in 

this program, or 
copies of any of 

the slides or 
resources 

mentioned…

Use QR code…

or send email to:
coaching@smilepotential.com

Include name and 
phone number.

SMILE POTENTIAL 
DENTAL PRACTICE COACHING

coaching@smilepotential.com 516-599-0214  

Don’t just “wing it”

“When you fail to plan… 
…you plan to fail.”

- Benjamin Franklin

PRACTICE MAKES PERFECT

Smile Potential      - Coaching@SmilePotential.com 32

Treatment Presentation

• Private Non-Clinical Consultation Room
• Treatment Coordinator
• Significant other
• No interruptions
• Non-technical
• Presentation folder
• Present comprehensive care
• Focus on Benefits, Not on treatment 

“When should I bring my child in for their 
first dental appointment?”
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SELF EVALUATION
Understanding and Implementing Effective Dental Practice Systems

1.	 T/F - Systems run the practice and people run the systems.

2.	 Documented systems:

a.	 Create greater confusion
b.	 Are not recommended for dental practices
c.	 Create a framework of accountability

3.	 T/F - Marketing should be done prior to getting systems in place.

4.	 SOOT-SOT-GOOT is

a.	 The name of a fraternity drinking song
b.	 A quarterback’s audibles at the line of scrimmage
c.	 The number one marketing secret in dentistry
d.	 A code for dismissing a patient from the practice

5.	 In block scheduling, you want to fill the schedule in this sequence:

a.	 Sand, Pebbles, Rocks
b.	 Rocks, Pebbles, Sand
c.	 Pebbles, Sand, Rocks
d.	 Rocks, Sand, Pebbles

6.	 Strategies that help to differentiate a practice include:

a.	 Embracing the Oral-systemic connection
b.	 Doing a thorough oral cancer screening
c.	 Improving communication
d.	 All of the above

7.	 Scripting:

a.	 Destroys individuality
b.	 Makes the team sound like robots
c.	 Delivers a consistency in message
d.	 Raises patients’ confidence
e.	 C & D

Answer Key: 1. T, 2. C, 3. F, 4. C, 5. B, 6. D, 7. E



Detection
• Thorough history

– Tobacco and alcohol
• Clinical examination
• Biopsy

LEUKOPLAKIA

• LEUKOPLAKIA - WHITE PATCH
• WHO

– A WHITE PATCH OR PLAQUE THAT 
CANNOT BE RUBBED OFF OR 
CHARACTERIZED CLINICALLY OR 
PATHOLOGICALLY AS ANY OTHER 
DISEASE

• STRICTLY A CLINICAL TERM - NO 
CORRELATION TO MICROSCOPIC 
FEATURES

LEUKOPLAKIA

SITE

FLOOR OF MOUTH
TONGUE

LOWER LIP
PALATE 

BUCCAL MUCOSA
VESTIBULAR MUCOSA

RETROMOLAR PAD 

DYSPLASIA OR 
CARCINOMA (%)

43
24
24
19
17
15
12

LEUKOPLAKIA

LEUKOPLAKIA

LOCATION
• Mandibular mucosa/sulcus 25.2%
• Buccal mucosa 21.9%
• Maxillary mucosa/sulcus 10.7%
• Palate 10.7%
• Lip 10.3%
• Floor of mouth 8.6%
• Tongue 6.8%
• Retromolar pad area 5.9%

LEUKOPLAKIA
• Histologic Diagnosis

– Squamous Cell Carcinoma 7.6%
– Carcinoma in-situ
– Severe Dysplasia

– Mild to Moderate Dysplasia 12.2%

– Hyperkeratosis/ No Dysplasia 80.1%

Identifying and Treating Pre-Cancerous and Cancerous Oral Lesions
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Northwell Health 
Department of Dental Medicine
Division of Oral Pathology
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New Hyde Park, NY 11040

rkelsch@northwell.edu
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ERYTHROPLAKIA

• A RED PATCH THAT CANNOT BE 
CLINICALLY OR PATHOLOGICALLY 
DIAGNOSED AS ANOTHER 
CONDITION

• PROPOSED ETIOLOGY SIMILAR TO 
SQUAMOUS CELL CARCINOMA

• CAN BE ASSOCIATED WITH 
LEUKOPLAKIA
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ERYTHROPLAKIA
• DIFFERENTIAL DIAGNOSIS

– MUCOSITIS
– ERYTHEMATOUS CANDIDIASIS
– VASCULAR LESIONS

• TREATMENT AND PROGNOSIS
– BIOPSY !!! - ESPECIALLY ON FLOOR OF 

MOUTH AND TONGUE
– RECURRENCE COMMON
– LONG TERM FOLLOW - UP NECESSARY
– DEFINITIVE TREATMENT DEPENDS ON 

HISTOPATHOLOGIC DIAGNOSIS
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SQUAMOUS CELL 
CARCINOMA

• CLINICAL FEATURES
– MINIMAL PAIN OR DISCOMFORT
– DELAY IN SEEKING CARE
– SEVERAL MONTHS UNTIL DIAGNOSIS

• EXOPHYTIC - IRREGULAR SURFACE USUALLY 
INDURATED 

• ENDOPHYTIC - ULCERATED, DEPRESSED  
ROLLED BORDER - INFILTRATION UNDER 
MUCOSA

• LEUKOPLAKIC
• ERYTHROPLAKIC - SPECKLED

SQUAMOUS CELL 
CARCINOMA
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VERRUCOUS CARCINOMA
• LOW GRADE VARIANT OF ORAL 

SQUAMOUS CELL CARCINOMA
• MAY BE DIAGNOSED IN OTHER SITES
• 1 - 10 % OF ORAL CARCINOMAS
• MOST DIAGNOSED IN SMOKELESS 

TOBACCO USERS
• 20 % IN NONUSERS
• MANDIBULAR VESTIBULE, BUCCAL 

MUCOSA, HARD PALATE
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SELF EVALUATION

Identifying and Treating Pre-Cancerous and Cancerous Oral Lesions

1.	 Which of the following is false regarding Verrucous Carcinoma?

a.	 related to smokeless tobacco use
b.	 low grade variant of squamous cell carcinoma
c.	 metastasis common
d.	 common in buccal vestibule

2.	 Which of the following are considered high risk sites for oral cancer?

a.	 Floor of of the mouth
b.	 Ventral tongue
c.	 Lateral border of the tongue
d.	 All of the above

3.	 T/F - A leukoplakia is defined as a clinical term for a white patch.

4.	 T/F - Biopsy is of a red patch (erythroplakia) is indicated for a lesion that does not resolve within two 
weeks.

5.	 T/F - Most leukoplakias are malignant.

Answer Key: 1. C, 2. D, 3. T, 4. T, 5. F
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FACULTY

THE
2023-24

Dental
UPDATE

Thomas A. Viola, RPh, CCP, CDE, CPMP

Thomas A. Viola, RPh, CCP, CDE, CPMP, of New York, New York, has over 30 years’ experience 

as a pharmacist, educator, speaker, and author. He has particular expertise in the most prevalent 

oral and systemic diseases, the most frequently prescribed drugs used in their treatment and 

considerations and strategies for effective patient care planning. Dr. Viola is on faculty at over 10 

dental professional degree programs, having received several teacher of the year awards.  He is well 

known internationally for his contributions as an author, and for his work as an editor, of several 

pharmacology, pain management and local anesthesia professional journals and textbooks. Dr. Viola 

has presented over one thousand continuing education courses to medical and dental professionals 

here and abroad since 2021.

You may contact Dr. Viola with your questions and comments by email at tom@tomviola.com.  

You may also visit his website, www.tomviola.com, and follow him on Facebook and Instagram at 

“pharmacologydeclassified”.



Participants in this activity have an implied responsibility to use all 
available information to enhance patient outcomes and their own 
professional development and judgement. Optimal use of 
medications changes rapidly with time. The content presented in 
this activity is not intended as a substitute for the participant’s own 
research, or for the participant’s own professional judgement or 
advice for a specific problem or situation.  
Conclusions drawn by participants should be derived from objective 
analysis of all scientific data and not necessarily from the content of 
this activity. This activity and its content are not intended to, nor 
should they be considered to be, rendering medical, dental, clinical, 
pharmaceutical, or other professional advice. The content of this 
activity should be used in conjunction with timely and appropriate 
medical consultation.  

1 © 2020 Thomas A. Viola, R.Ph. All Rights Reserved 

Disclaimer and Copyright 

3 

Cardiovascular Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 5 

Antihyperlipidemic Agents 
 Types 

–Lipitor (atorvastatin) 
–Crestor (rosuvastatin) 

 
 
 Mechanism of Action 

–Inhibits HMG-CoA reductase, reduces cholesterol 
synthesis, decreases LDL’s and increases HDL’s 
 

 Therapeutic Indication 
–Treatment of high cholesterol 
–Reduction of risk of MI, angina 

No representations or guarantee of the accuracy, timeliness, or 
applicability of the content of this activity can be made or is made. 
The author of this activity specifically disclaims applicability of any 
of the content presented to any given clinical situation, due to the 
high degree of variability among patients. Participants assume all 
risks and responsibilities with respect to any decisions or advice 
made or given as a result of the use of the content of this activity. 

No part of this activity may be reproduced, stored in a retrieval 
system, distributed, or transmitted in any form, or by any means, 
electronic, mechanical, photocopying, recording, scanning, or 
otherwise without the express, written prior approval of the author. 
Compliance will be determined with all available technology.  

All violations will be litigated to the fullest extent possible. 

2 © 2020 Thomas A. Viola, R.Ph. All Rights Reserved 

Disclaimer and Copyright 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 4 

Antihyperlipidemic Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 6 

Antihyperlipidemic Agents 

 Adverse Effects 
–Headache 
–Myalgia, allergy 
–GI upset 
–Anterograde amnesia 
–Flatulence 

 Precautions 
–Active liver disease 
–Pregnancy  

 Dental Considerations 
–Drug interactions with erythromycin, fluconazole, 

grapefruit juice, pomegranate juice 
• Possible severe myopathy or rhabdomyolysis 
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Calcium Channel Antagonists 

 Types 
–Norvasc (amlodipine) 
–Adalat (nifedipine) 

 
 Mechanism of Action 

–Prevent calcium from entering cells of the heart 
and blood vessel walls, relax and widen blood 
vessels and reduce blood pressure 
 

 Therapeutic Indication 
–Treatment of hypertension, arrhythmia 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 11 

Treatment of Hypertension 
 Non-pharmacologic treatment of hypertension 

–Reduce weight 
 

–Limit alcohol consumption 
 

–Increase aerobic physical activity 
 

–Restrict sodium intake 
 

–Stop smoking 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 10 

Classification of Hypertension 

Source: American Heart Association (AHA) and American College of Cardiology (ACC), 2020 AHA Annual Meeting, Anaheim, CA 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 9 

Antihypertensive Agents 

Garlic (Allium sativum) 
Treatment of hypertension, hyperlipidemia, and CAD. 

Mechanism of Action 
 Antioxidant and 

antiplatelet action 
 
 Inhibits HMG-CoA 

Adverse Effects 
 Offensive breath  
   and body odor 

 
 GI upset, flatulence 

Dental Considerations 
 Additive bleeding 

 
 Additive hypoglycemia 

 
 Additive hypotension 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 8 

Red Rice Yeast (Monascus purpureus)  
Treatment of hyperlipidemia. 

Also used to treat indigestion and diarrhea. 
Mechanism of Action 
 Contains lovastatin, 

an HMG-CoA 
inhibitor 

Adverse Effects 
 GI upset 

 
 Myalgia 

 
 Rhabdomyolysis 

Dental Considerations 
 Additive 

hepatotoxicity 
 
 Many drug 

interactions  
 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 7 
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Plavix (clopidogrel) 

 Pharmacologic Classification 
–Platelet aggregation inhibitor 

 
 
 Mechanism of Action 

–Inhibits binding of ADP to platelet receptors, 
inhibits formation of thrombi 
 

 Therapeutic Indication 
–Treatment of MI, stroke, PVD 
–Treatment of acute coronary syndrome 
–Prevention of thrombosis post-stent placement 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 17 

Antiplatelet Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 16 

Angiotensin Antagonists 

 Adverse Effects 
–Dizziness 
–Orthostasis 
–Cough (ACEIs) 
–Joint pain 

 Precautions 
–Hepatic impairment 
–Renal artery stenosis 

 Dental Considerations 
–Use sedatives and general anesthesia with 

caution (possible hypotensive episode) 
–Consider short appointments and stress-

reduction techniques 

Reduced 
blood flow 
to kidneys 

Renin 
release 

Activation of  
angiotensinogen 

Angiotensin I 

Angiotensin II 
ACE 

Powerful vasoconstriction 

Angiotensin III 

Aldosterone release 

Retention of 
salt and water 

Increased blood pressure 

Increased blood flow 
to the kidneys 

 Renin-Angiotensin-Aldosterone System (RAAS) 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 14 

Angiotensin Antagonists 

 Types 
–Angiotensin Receptor Blockers 

• Diovan (valsartan) 
–ACE Inhibitors 

• Altace (ramipril)  
• Prinivil (lisinopril) 

 
 Mechanism of Action 

–Inhibit action of angiotensin II 
 

 Therapeutic Indication 
–Treatment of hypertension, heart failure 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 13 

Calcium Channel Antagonists 

 Adverse Effects 
–Dizziness 
–Orthostasis 
–Constipation 
–Dysgeusia 

 Precautions 
–Consider short 

appointments and 
stress-reduction 
techniques 

 Dental Considerations 
–Increased risk of gingival hyperplasia 
–No interaction with NSAIDs 
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Non-Vitamin K Antagonist Anticoagulants 

 Types 
–Xarelto (rivaroxaban)  
–Eliquis (apixaban) 
–Savaysa (edoxaban) 

• Inhibit factor Xa 
 

 Uses 
–Prevention and treatment of venous thrombosis,  
  pulmonary embolism, thromboembolism due to 
  atrial fibrillation 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 23 

Vitamin K Antagonists 

 Dental considerations 
–Anticoagulant effect may be reversed with 

administration of Vitamin K or whole blood  
 

–Increased risk of bleeding may be exacerbated by 
other drugs used in dentistry 

• NSAID’s 
• Antibiotics 

 
–No contraindication for dental treatment! 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 22 

Vitamin K Antagonists 

 Patient care considerations 
–Increased risk of bleeding 

• Assessed by INR 
–INR (international normalized ratio) 

• Value of 1 is “normal” 
• Value of <3.5 is needed for dental 

treatment  
 

–INR test should be done immediately 
before oral treatment  

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 21 

Vitamin K Antagonists  

 Types 
–Coumadin (warfarin) 

 
 Mechanism of Action 

–Inhibits the synthesis of Vitamin K-dependent 
clotting factors 
 

 Therapeutic Indication 
–Prevention and treatment of venous thrombosis, 

pulmonary embolism, thromboembolism due to 
• Atrial fibrillation 
• Prosthesis 
• Recent MI 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 20 

Anticoagulant Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 19 

Plavix (clopidogrel) 

 Adverse Effects 
–Skin rash 
–Epistaxis, bruising 
–GI upset 
–Stomatitis, dysgeusia 

 Precautions 
–Active liver disease 
–Active bleeding  

 Dental Considerations 
–Avoid discontinuation for dental procedures due 

to increased risk of thromboembolism  
–Use NSAIA’s with caution 
–Consider local hemostasis measures 
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Histamine-2 Receptor Antagonists 

 Adverse Effects 
–Headache 
–GI upset 
–Halitosis 
–Xerostomia 
–Flatulence 

 Precautions 
–Dizziness 

 Dental Considerations 
–Reduced absorption of calcium, other minerals 
–Reduced absorption of drugs requiring low pH 
–Use NSAIA’s with caution 
–Consider semi-supine chair position 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 29 

Histamine-2 Receptor Antagonists 

 Types 
–Tagamet (cimetidine) 
–Pepcid (famotidine) 
–Zantac (ranitidine) 

 
 Mechanism of action 

–Block H2 gastric acid production 
 

 Therapeutic Indication 
–Treatment of peptic ulcer disease 
–Treatment of gastroesophageal reflux disease 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 28 

Proton Pump Inhibitors 

 Adverse Effects 
–Headache 
–GI upset 
–Xerostomia 
–Halitosis 

 Precautions 
–Active liver disease 
–Allergy  

 Dental Considerations 
–Reduced absorption of calcium, other minerals 
–Reduced absorption of drugs requiring low pH 
–Use NSAIA’s with caution 
–Consider semi-supine chair position 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 27 

Proton Pump Inhibitors 

 Types 
–Nexium (esomeprazole) 
–Prilosec (omeprazole) 

 
 Mechanism of Action 

–Inhibits enzyme on the surface of parietal cells, 
reduces gastric acid synthesis  
 

 Therapeutic Indication 
–Treatment of gastroesophageal reflux disease 

26 

Gastrointestinal Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved © 2020 Thomas A. Viola, R.Ph. All Rights Reserved 25 

Non-Vitamin K Antagonist Anticoagulants 

 Patient care considerations 
–Reversal agent for Xarelto and Eliquis: Andexxa 
–No reversal agent for Savaysa 

• No INR testing for monitoring 
 

–Increased risk of bleeding may be exacerbated by 
other drugs used in dentistry 

• NSAID’s 
• Antibiotics 

 
–No contraindication for dental treatment! 
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Combination Products 

 Types 
–Advair (fluticasone/salmeterol) 
–Symbicort (budesonide/formoterol) 

 
 Mechanism of Action 

–Corticosteroid reduces inflammation and Beta-2 
agonist produces bronchodilation 
 

 Therapeutic Indication 
–Prophylaxis and treatment of chronic asthma 
–Treatment of COPD 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 35 

ProAir HFA (albuterol) 

 Adverse Effects 
–Headache 
–Tachycardia 
–Pharyngitis 
–Xerostomia 

 Precautions 
–Hyperthyroidism 
–Severe cardiac 

disease  

 Dental Considerations 
–Keep short-acting bronchodilators readily available  
–Use NSAID’s with caution 
–Use vasoconstrictors (sulfites) with caution 
–Consider semi-supine chair position 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 34 

ProAir HFA (albuterol) 

 Pharmacologic Classification 
–Short-acting Beta-2 adrenergic agonist 

 
 
 Mechanism of Action 

–Stimulates Beta-2 receptors, relaxes bronchial 
smooth muscle, producing bronchodilation 
 

 Therapeutic Indication 
–Prevention and relief of bronchospasm and  

exercise-induced bronchospasm 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 33 

Singulair (montelukast) 

 Adverse Effects 
–Headache 
–Skin rash 
–GI upset 
–Viral infection 

 Precautions 
–Not for use in acute 

asthma or exercise-
induced asthma  

 Dental Considerations 
–Keep short-acting bronchodilators readily available  
–Use NSAID’s with caution 
–Use vasoconstrictors (sulfites) with caution 
–Consider semi-supine chair position 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 32 

Singulair (montelukast) 

 Pharmacologic Classification 
–Leukotriene receptor antagonist 

 
 
 Mechanism of Action 

–Inhibits binding of leukotrienes to receptors, 
decreases bronchoconstriction and edema 
 

 Therapeutic Indication 
–Prophylaxis and treatment of chronic bronchial 

asthma 

31 

Respiratory Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 
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SNRIs 

 Types 
–Cymbalta (duloxetine) 
–Effexor (venlafaxine) 

 
 Mechanism of Action 

–Inhibits serotonin and norepinephrine reuptake, 
increases their activity at their receptors 
 

 Therapeutic Indication 
–Treatment of major depressive disorder 
–Treatment of diabetic neuropathy 
–Treatment of fibromyalgia and chronic pain 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 41 

SSRI’s 

 Adverse Effects 
–Headache 
–Xerostomia 
–GI upset 
–Bruxism 

 Precautions 
–Increased bleeding 
–Serotonin syndrome 
–Seizure disorder 
–Suicidal thoughts 

 Dental Considerations 
–Increased risk of bleeding events, especially with 

concurrent use of NSAID’s, aspirin, warfarin 
–Use epinephrine with caution, monitor blood 

pressure and pulse 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 40 

SSRI’s 

 Types 
–Lexapro (escitalopram) 
–Celexa (citalopram) 

 
 
 Mechanism of Action 

–Selective serotonin reuptake inhibitor (SSRI), 
increases serotonin activity at receptors 

 
 Therapeutic Indication 

–Treatment of major depressive disorder 
–Treatment of generalized anxiety disorder 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 39 

Antidepressant Agents 

38 

CNS Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved © 2020 Thomas A. Viola, R.Ph. All Rights Reserved 37 

 Adverse Effects 
–Headache 
–Tachycardia 
–Oral candidiasis 
–Xerostomia 

 Precautions 
–Not for use in acute 

asthma or exercise-
induced asthma  

–Asthma-related 
death 

 Dental Considerations 
–Rinse after use to minimize risk of candidiasis and 

fungal pharyngitis  
–Use NSAID’s with caution 
–Use vasoconstrictors (sulfites) with caution 

Combination Products 
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Agents for T2DM 
 Biguanides 

–Advantages of metformin 
• Result in weight loss and mild improvement 

of all aspects of the lipid profile  
 

• Associated with a generally low level of 
adverse effects (mostly GI) 
 

• Availability of generic version leads to a 
generally low cost of therapy 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 47 

Agents for T2DM 
 Biguanides 

–Types 
• Glucophage (metformin) 

 
 
 

–Mechanism of action 
• Decrease the amount of glucose produced by 

the liver  
• Improve insulin sensitivity and increase 

glucose uptake 
 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 46 

Agents for T2DM 

45 

Endocrine Agents 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 

St. John’s Wort (Hypericum perforatum) 
Treatment of depression, PMS, and OCD. 

Also used to treat Hepatitis C and nicotine addiction.  
Mechanism of Action 

 Contains hypericin, 
inhibits reuptake of 
serotonin and dopamine  
and increases 
norepinephrine in CNS 

Adverse Effects 
 Photosensitivity 

 
 Xerostomia 

Dental Considerations 
 Possible serotonin 

syndrome with tramadol 
 
 Additive bleeding 

 
 Many drug interactions 

especially with HIV 
medications 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 44 © 2020 Thomas A. Viola, R.Ph. All Rights Reserved 43 

SNRIs 

 Adverse Effects 
–Headache 
–Xerostomia 
–GI upset 
–Bruxism 

 Precautions 
–Increased bleeding 
–Hepatotoxicity 
–Serotonin syndrome 
–Suicidal thoughts 

 Dental Considerations 
–Increased risk of bleeding events, especially with 

concurrent use of NSAIA’s, aspirin, warfarin 
–Use epinephrine with caution, monitor blood 

pressure and pulse 
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 Adverse Effects 
–Fatigue 
–Muscle weakness 
–Skin rash 
–Mouth numbness 

 Precautions 
–Hypoglycemia 
–Hypokalemia 

 Dental Considerations 
–Additive hypoglycemia with NSAIA’s, salicylates 
–Corticosteroids and epinephrine may increase 

serum glucose levels 
–Monitor for hypoglycemia, ketoacidosis 

Lantus (insulin glargine) 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 53 

Lantus (insulin glargine) 

 Pharmacologic Classification 
–Long-acting insulin 

 
 

 Mechanism of Action 
–Facilitates passage of glucose into skeletal and 

adipose tissue, regulates serum glucose levels 
 

 Therapeutic Indication 
–Treatment of Type I diabetes 
–Treatment of Type II diabetes 

© 2020 Thomas A. Viola, R.Ph. All Rights Reserved 52 

Agents for T2DM 

 Adverse Effects 
–Peripheral edema  
–Headache  
–Hypoglycemia  
–Nausea, vomiting  
–Sinusitis 

 
 Patient care considerations 

–Possible increased risk of pancreatitis 
–Morning appointments to minimize stress-

induced hypoglycemia 
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Agents for T2DM 

 DPP-4 Inhibitors 
–Types 

• Januvia (sitagliptin) 
• Onglyza (saxagliptin) 
• Tradjenta (linagliptin) 

 
–Mechanism of Action 

• Inhibit DPP-4 enzyme 
• Increase incretin hormones 
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Agents for T2DM 
 Incretin mimetics 

–Types 
• Byetta (exenatide) 
• Victoza (liraglutide) 
• Trulicity (dulaglutide) 
• Ozempic (semaglutide) 

 
–Mechanism of action 

• Enhance insulin secretion 
• Decrease glucagon secretion 

 
–Patient care considerations 

• Possible increased risk of pancreatitis 
• Possible risk of thyroid c-cell tumor (Victoza) 
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Agents for T2DM 

 Biguanides 
–Disadvantages of metformin 

• Risk of hypoglycemia in predisposed 
patients 
 

• May cause lactic acidosis 
 

• Contraindicated in: 
–Renal impairment 
–Hepatic dysfunction 
–Heart failure 
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tom@tomviola.com 

 

 

 

 

 

 

www.tomviola.com 
www.facebook.com/pharmacologydeclassified 
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SELF EVALUATION
The Medically Complex Dental Patient

1.	 All of the following medications are used in the treatment of diabetes mellitus except:
a.	 Byetta (exenatide)
b.	 Victoza (liraglutide)
c.	 Januvia (sitagliptin)

d.	 Onglyza (saxagliptin)
e.	 Bentyl (dicyclomine)

2.	 T/F - Calcium channel blockers may be used for the treatment of hypertension and arrythmia.

3.	 Which of the following drugs works to reduce the effect of angiotensin II?
a.	 Diovan (valsartan)
b.	 Benicar (olmesartan)
c.	 Altace (ramipril) 

d.	 Prinivil (lisinopril)
e.	 All of the above

4.	 Adverse effects of SSRI’s include which of the following?
a.	 Headache
b.	 Xerostomia
c.	 GI upset

d.	 Bruxism
e.	 All of the above

5.	 Which of the following dietary supplements is thought to cause bleeding?
a.	 Garlic
b.	 Ginseng
c.	 Ginger

d.	 Gingko biloba
e.	 All of the above

Answer Key: 1. E, 2. T, 3. E, 4. E, 5. E



Overall Presentation Objectives:
 Understand the nexus of emerging technology 

and evolving law
 Evaluate the risk-management issues that 

accompany utilizing technology in your office
 Implement protocols to reduce liability exposure
 Provide you with a conceptual framework to 

evaluate the suitability of new technology for 
your office

 Address some of the ethical issues new 
technology presents

Technology vs. Jurisprudence
 auto, Uber                 
 telephone
 facsimile
 computer
 e-mail
 Google, Facebook  
 AI
 genomic and reproductive issues
 Dolly 1996                     Louise Brown (1978)

Background Information to help 
us better understand CBCT 
technology and risk:

 Definition of the Standard of Care

 Elements of Professional Negligence

Specific Presentation Objectives:

 Evaluate the risk-management issues that 
accompany owning, taking and evaluating 
a CBCT

 Implement protocols to reduce CBCT-
related liability

 Review informed consent and informed 
refusal issues in utilizing CBCT

Technology vs. Jurisprudence: Dentistry

 cone beam radiography (CBCT)  2001
 implants
 sleep apnea
 botox
 electronic medical records
 teledentistry
 salivary diagnostics and genomics
 covid testing 

Standard of Care

The level at which the average, prudent 
provider in a given community would 
practice. It is how similarly qualified 
practitioners would have managed the 
patient's care under the same or similar 
circumstances. 

Cone Beam Computed Tomography: Understanding Legal and Risk Management Issues
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Taking the Tomograph

 When should you take a CBCT?

 Has a CBCT become the standard of care?

Questions we will answer:

 When should you take a CBCT?
 Should you read your own CBCT?
 Should you take CBCT for outside 

dentists?
 Is there any disclaimer that can reduce 

your liability?
 What type of informed consent is 

appropriate?

Proving a Malpractice Case

In order to demonstrate a breach of the 
standard of care the plaintiff must prove 
these four essential elements:

 Duty (doctor/patient relationship)
 Breach 
 Causation
 Damages

Standard of Care 
as it relates to malpractice

 The dental malpractice plaintiff must 
establish the appropriate standard of care 
and demonstrate that the standard of care 
has been breached.

ADA Clinical Practice Guidelines 

1.1 . . . Evidence-based clinical practice guidelines are 
intended to provide guidance and should be integrated with 
a practitioner’s professional judgment and a patient’s needs 
and preferences. They are not standards of care, 
requirements, or regulations. They represent the best 
judgment of a team of experienced clinicians, researchers 
and methodologists interpreting the scientific evidence on a 
particular topic.

Standard of Care

The standard of care is not determined by 
any law, textbook, journal, speaker, 
professor, or dental society. It is determined 
during a malpractice trial by the triers of 
fact—the judge and jury. It often comes 
down to a battle of qualified experts. 
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Know When to Refer your Patients

As specialists, we are presumed to recognize the need to 
involve other medical and dental disciplines when 
appropriate. General dentists, other dental specialists or 
physicians may be necessary for the proper treatment of the 
patient. CBCT scans are an example of how recent 
technological advances have made it even more important 
to recognize when it is necessary to involve other specialists. 
These scans may reveal information beyond that which we 
are trained to interpret. However, legally you may be 
presumed to know all that is shown. Referral of reading 
CBCT scans to a qualified radiologist is therefore advisable.

AAO Insurance’s position

“CBCT scans can show information beyond 
that which we, as orthodontists, are 
trained to interpret. However, legally you 
may be presumed to know all that is 
shown. Involving a radiologist relative to 
the reading of CBCT scans is therefore 
advisable.”

Answer

 Does the average, prudent dentist in your 
community have a radiologist interpret a 
CBCT?

 Would a similarly qualified dentist send 
the CBCT to a radiologist under the same 
or similar circumstances?

Interpreting the CBCT

 Should you read your own CBCT?

 Is having a radiologist read a CBCT the 
standard of care?

Q. Has a CBCT become the standard of care 
in dentistry?

A. Would the average, prudent dentist have 
taken a CBCT under same or similar 
circumstances.

Q. When should you take a CBCT?

 When the average, prudent dentist would 
take a CBCT.

 When the benefits outweigh the risks. 
 When there is a favorable cost/benefit 

ratio.

150

Cone Beam Computed Tomography: Understanding Legal and Risk Management Issues



Should you take a CBCT 
for outside dentists?

 It may help justify the cost of the 
machine; it may even get you some 
referrals, but . . . 

Who Is Reading Your Scan?

 Is it a boarded medical/dental radiologist?
 Are they licensed in your state?
 Are they even licensed?
 Will they indemnify you?
 Have they maintained the necessary 

malpractice insurance? 
 How do you know?

Oral and Maxillofacial Radiology
Executive Position Paper

 “Standard of Care: Dentists using CBCT should be 
held to the same standards as board certified 
radiologists.”

 “There may be a misconception on the part of 
some practitioners that the user has no 
responsibility for radiologic findings beyond those 
needed for a specific task (e.g., implant treatment 
planning). This assumption is erroneous.” 

 Is it okay for dentist to read their own 
CBCT images? 

 If not, will there ever come a time where 
the average dentist can read a CBCT 
image?

Oral and Maxillofacial Radiology

Oral and maxillofacial radiology is the specialty 
of dentistry and discipline of radiology 
concerned with the production and 
interpretation of images and data produced by 
all modalities of radiant energy that are used 
for the diagnosis and management of diseases, 
disorders and conditions of the oral and 
maxillofacial region. 

AAE & AAOMR joint position

 There is no informed consent process that 
allows the clinician to interpret only a 
specific area of an image volume.

 Clinicians can be liable for a missed 
diagnosis, even if it is outside their area of 
practice.

 Any questions regarding image 
interpretation should promptly be referred 
to a dental radiologist.
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What type of Informed Consent
 is appropriate for a CBCT?

 Consent is appropriate when a reasonably 
prudent person in the patient’s position 
would have undergone and accepted the 
procedure if he/she had been fully 
informed of the risks, benefits and costs.

Is there any disclaimer that can 
reduce your liability?

 Professionals cannot “disclaim”  their way 
out of the standard of care. 

 Courts have not recognized disclaimers as 
an effective shield against an allegation of 
malpractice.

Electronic Medical Records Issue

 Do you have a way to encrypt and share 
your files with other health care providers?
 FTP (file transfer protocol)
 DICOM: (digital imaging and communication 

in medicine) is the ADA standard
 EMHR: electronic medical health records

HIPAA

 AOL, Yahoo, Dropbox: not HIPAA 
compliant

 Google can be if you have a paid account 
and sign a Business Associate Agreement

 Box can be if you sign a BAA

Electronic Records: HIPAA issues

 Are your records securely stored?
 File transfer protocol for e-mailing patient-

related data
 Are you using a secure transmission?
 HIPAA (Health Insurance Portability and 

Accountability Act
 HITECH (Health Information Technology 

for Economic and Clinical Health)

Should you take CBCT 
for outside dentists?

 There is potential liability that comes with 
serving as an imaging center.

 You may not be covered by your 
malpractice policy. You need a separate 
errors and omissions policy.

 You may run afoul of “Stark” or anti-
kickback laws.
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Informed Consent:
Treatment Concerns

 Once you pick up pathology, are you 
presenting all treatment options?

 Are you documenting all of your findings 
and suggestions? 

 Are you providing Informed Refusal?
 Is the patient able to consent?

Informed Consent:
Diagnostic Concerns

 Are you offering the patient the option to 
have the CBCT read by a radiologist?

 Are you reading the scan yourself?
 Are you sure you aren’t missing any 

pathology?
 Are you attempting to “disclaim” 

responsibility for reading a scan?

California Dose Reporting Law

 California radiologists are required to 
incorporate radiation dose levels in their 
reports.

 Radiologists must include in their reports 
the dose length product or the CT dose 
index if the machine is able to calculate it.

Informed Consent:
Radiation Concerns

 Are you informing the patient of the 
increased radiation a CBCT provides?

 Is your cbct “ALARA” (as low as 
reasonably achievable)?

 What do you do about an older machine 
that is not ALARA?

 

Informed Consent

 Radiation concerns

 Diagnostic concerns

 Treatment concerns

AJODO  LITIGATION AND LEGISLATION
Volume 144, Issue 6   L. Jerrold

The Cost of Care vs the Standard of Care

When does the cost of care impact the standard of care? 

The Cost of Care vs the Standard of Care
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DISCLAIMER:
THIS INFORMATION IS NOT INTENDED 
AS A SUBSTITUTE FOR LEGAL ADVICE. 
YOU SHOULD FAMILIARIZE YOURSELF 
WITH THE LAWS OF YOUR LOCAL 
JURISDICTION AND SEEK LEGAL ADVICE 
FROM A LOCAL ATTORNEY WHO 
SPECIALIZES IN SUCH MATTER.

ERIC J. PLOUMIS

Conclusions:

 You have a duty to refer if you don’t 
understand something on the scan.

 You have a duty to inform the patient of 
what might happen if they don’t seek an 
outside opinion.

Conclusions:

 You don’t need to know how to interpret 
the entire scan, but . . .

 You do need to know how to recognize 
something unusual.

Conclusions:

 Images should be read by someone 
“qualified” to interpret them.

 If you feel qualified, that could be you.
 If you have any doubt, send the scans to 

a radiologist.

Conclusions:

 CBCT is a new technology that has 
outpaced the ability of the law to guide 
us.

 Some of us will be the ones who make 
new law.

Informed Refusal

 Patients must be informed of what might 
happen if they do not  follow your advice

 Document this as you would informed 
consent
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SELF EVALUATION

Cone Beam Computed Tomography: Understanding Legal and Risk Management Issues

True/False

1.	 The standard of care for interpreting cone beam images is set by the American Association of Oral and 
Maxillofacial Radiologists.

2.	 Offering your professional opinion on a cone beam image, even if you took the image as a courtesy 
for a colleague, can result in the formation of a doctor-patient relationship resulting in professional 
negligence.

3.	 A well-drafted disclaimer that you will do your best to interpret an CBCT can serve as a shield to 
malpractice liability.

4.	 A doctor is obligated to provide a patient with informed consent and informed refusal.

5.	 If you take a cone beam you must be fully qualified to interpret the image yourself.

6.	 If you take a cone beam and decide to interpret the image yourself you must perform to the level of a 
dental radiology specialist.

7.	 You have a duty to refer if your ability to diagnose and treatment plan from a CBCT does not meet the 
standard of care.

Answer Key: 1. F, 2. T, 3. F, 4. T, 5. F, 6. T, 7. T
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FACULTY

John F. Dombrowski, MD

John F. Dombrowski, MD, of Washington, DC, is a practicing anesthesiologist with a special interest 

in pain and addiction. He received his anesthesiology training at Yale University in 1993 and is 

board certified in both anesthesiology, pain medicine and addiction medicine. Dr. Dombrowski 

is principal of The Washington Pain Center and medical director of several Medication Assistant 

treatment programs. Dr. Dombrowski is the past secretary to the American Society of Anesthesiology 

and the current president of the DC and Maryland Society of Addiction Medicine. He is a frequent 

speaker and commentator on pain management and addiction treatements.

You may contact Dr. Dombrowski at (202) 362-4787, or by email at Drjohn@dcpaindoc.com.



John F. Dombrowski, MD, PC
Board certified in Anesthesiology and Pain Medicine

A Specialist in Pain Medicine
Thewashingtonpaincenter.com

3301 New Mexico Avenue NW� Telephone: 202-362-4787
Washington, DC 20016� Email: Drjohn@dcpaindoc.com

Safe Sedation in the Dental Office
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Evaluate Airway

Watch Level of Sedation

Can I Ventilate /Oxygenate this 
patient?

What is the plan to get out of trouble?
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Safe Sedation in the Dental Office



Awake /alert  Sedated , easy to arouse, Sedated moderate, Deep Sedation ,Loss 
of airway, EMERGENCY
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SELF EVALUATION

Safe Sedation in the Dental Office

1.	 T/F - Within the classification of ASA physical status, an ASA status of three means that the patient has 
mild disease without functional limitation; example, current smoker, social drinker, BMI is less than 40.

2.	 One measurement(s) of a difficult intubation would be the:

a.	 incisor gap
b.	 buck teeth
c.	 body mass index
d.	 head and neck movement
e.	 thyroid mental distance
f.	 mallanpati classification
g.	 all of the above

3.	 T/F - Before providing anesthesia to a patient either minimal sedation or conscious sedation the dentist 
must obtain clearance from the medical provider.

4.	 T/F - In obstructive sleep apnea acronym STOP, the P in the acronym stands for Prostate issues.

5.	 T/F - In patients with sleep apnea the reason the sedation dentist should be concerned is that they have 
a higher risk of congestive heart failure, coronary artery disease, atrial fibrillation, diabetes and metabolic 
syndrome.

6.	 T/F - When sedating a pediatric patient, the same level of training for an adult applies.

7.	 T/F - When sedating your patient with multiple medications or intravenous medications the first sign of 
hypoxia are blue lips and gums that are easily visualized by the dentist.

Answer Key: 1. F, 2. G, 3. F, 4. F, 5. T, 6. F, 7. F



11

Objectives

 To explore the legal and  practical issues 
related to leasing and purchasing real 
estate for your dental office.

 To help you to understand what goes into 
a lease and buildout agreement for your 
office space.

3

Buying

 Building, condo, coop
 Pre-existing dental office
 Renovating an existing building
 Ground-up construction

5

Disadvantages of Buying

 Large initial cash outlay
 Greater investment risk
 You are in the real estate business
 You are the property manager
 Management and maintenance issues
 Property may lose value
 You may outgrow your space

2

Buying or Renting

 There are advantages and disadvantages 
to each

 Most young doctors start off renting
 As your practice matures and your 

financial situation improves, buying may 
be advantageous

4

Advantages of Buying
 You get what you want
 You control what you get
 Some tax advantages 

 depreciation (as slow as 39 years)
 cost segregation for more rapid depreciation

 mortgage interest deduction
 You set your rent
 Possible appreciation of the building
 Ability to sublet 
 Easier to transition your practice

6

Advantages of Renting

 You do what you do best: dentistry
 Smaller initial cash outlay
 Frees up cash for other uses
 Flexibility to move if  your practice 

outgrows the space
 Rent is deductible as paid

Negotiating Your Office Lease and Buildout Agreement
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12

What does a lease document look like?

 pre-printed Blumberg form (legal paper)
 legal size paper (14”)

 rider (regular size paper)
 every page and every word is important
 The only thing a judge will look at in the 

event of a dispute is what is written in the 
lease. Don’t rely on oral agreements.

11

Who Should Negotiate Your Lease?

 A dental lease is unlike many other leases.
 The extensive buildout costs create a 

different set of issues.
 Use a professional lease negotiator.
 Use an attorney skilled at negotiating and 

preparing leases.
 Make sure your advisor knows local issues.

10

Using a Broker to Find Space 

 Even if you contact the broker and the 
broker “represents” you, if you aren’t 
paying the broker’s commission, the 
broker isn’t working for you.

 Your relationship with the broker is a one-
time thing; the landlord gives the broker 
repeat business

9

So what is best for you, 
buying or leasing?

 Buying is better once you have a financial 
cushion and are looking for the next 
investment.

 Buying is better when your practice has 
grown to the point where you know how 
much space you really need to thrive.

8

So what is best for you, 
buying or leasing?

 Leasing is better for the recent graduate 
who is just starting to build a practice.

 Leasing is better for someone who doesn’t 
want to be bothered managing a property 
or who isn’t handy

7

Disadvantages of Renting

 You have a landlord
 Your costs always go up
 You don’t control your real-estate destiny
 You build no equity in your space
 Your lease may not be renewed
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18

What You Never Want to See in Your Lease

 costly holdover fees 
 “time is of the essence” clauses (especially 

with regard to options)
 very short periods to cure a breach
 tenant pays landlord’s costs in the event 

of a dispute (should be reciprocal)
 need to return space to original condition

17

What You Never Want to See in Your Lease

 landlord’s right to recapture 
 relocation clause
 commission to landlord upon the sale of 

your practice
 termination clause upon sale of building
 landlord’s ability to withhold consent in its 

sole discretion
 personal guaranty

16

What you want to see in your lease

 period of free rent during buildout
 landlord concessions towards buildout
 termination in the event of death or 

disability of tenant
 right to assign to an entity owned by 

tenant (51% or greater)

15

What you want to see in your lease

 landlord’s consent, w.s.n.b.u.w.c.d. (which 
shall not be unreasonably withheld, conditioned, 
or delayed

 limited personal guaranty (good-guy 
clause) 

 right of first refusal/option to purchase
 right to review landlord’s costs if you are 

paying c.a.m. charges

14

Negotiating your Lease

 term and termination
 renewal options: 10 + 5,   5 + 5
 right to sublet or assign
 renovations and repairs
 HVAC repair, maintenance, replacement
 exclusivity clause (only dentist/specialist in 

building)
 no hazardous substances on premises

13

Negotiating Your First Lease
 base rent, annual increases

 preset increase vs. cpi
 common charges (CAM) and operating costs

 consider an annual cap
 utilities (water, sewer, electric, gas, steam)
 building security
 taxes, usually “increase over base year”
 pro-rata refund in a tax certiorari hearing
 triple-net lease: taxes, insurance, rent, all costs
 permitted uses/valid certificate of occupancy
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 Orthodontic Office Design
  From concept to completion: A how-to guide from the AAO 

Project Planning

Project Management

Design & Layout

Lighting

Decor

Equipment

Sterilization

Legal Issues

Ergonomics

Case Studies

Resource Links

Doctor Comments

Welcome

Designing your office is one of the most important 
projects you will undertake. The design of your office 
will have a major impact on your practice:

- Patient satisfaction and comfort

- Efficiency for you and your staff

- Marketing your practice to draw new patients

Good design 
benefits your 
practice

•Article with 
hot tips on 
current trend

• Giving your 
office the 
“wow” factor

23

Negotiating with the Contractor 

 Ask for references. Call them. See their 
work.

 Get several bids including one from the 
landlord.

 Use a designer knowledgeable about 
dental offices. You need very technical 
drawings for the contractor to properly 
bid.

 Don’t work on just a handshake. You need 
a solid contract with the builder.

22

Buildout Issues: 
before you even start . . .

 Make sure your lease gives you and your 
contractor reasonable access to the premises.

 Can you use your own contractors? 
 Is it a union site? 
 Get your permits lined up well in advance
 Find out if there are any restrictions on the 

premises. Is it landmarked? Are you in a special 
zoning area? 

 Does the building even have a certificate of 
occupancy and does the C of O permit a dental 
office?

2121

Lease Issues in a Practice Sale

 Seller: do not assign your lease unless and 
until you close

 Buyer: do not close unless the lease is 
assigned to you

2020

Lease Issues
 The landlord may be a great guy, but he may 

sell the building to someone who is not.
 Never assume the landlord will cooperate 

even if he is your patient, friend or brother.
 Make absolutely sure you can assign and 

sublet to your buyer. Key words in lease are 
“such consent shall not be unreasonably 
withheld, conditioned or delayed.”

 Copy your canceled security-deposit check 
and staple it to your lease.

1919

Lease Issues

 Pay careful attention to your lease.  Negotiate hard. 
 Put your lease where you can find it.
 READ THE LEASE
 Seller must have at least five to seven years left on 

your lease when you are ready to buy. Buyer 
cannot get financing without a lease of this 
duration.

 Put the option/renewal date in your I-phone at least 
two years in advance. Have the date pop up every 
month, not just one time.
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Disclaimer

 This information is not intended at a 
substitute for legal advice. You should 
familiarize yourself with the laws of your 
local jurisdiction and seek legal advice 
from a local attorney who specializes in 
such matters.

27

Buying Your Building

 If possible, think big and buy extra space.

 Fill that space with complimentary health 
care specialists for cross referrals.

 Be careful about renting to tenants who 
don’t compliment your vision.

26

Buying Your Building
 Get a demographic study of the area
 Get the building inspected by a knowledgeable 

inspector. You should receive a written report.
 Check local zoning. Just because there has 

always been an office there doesn’t mean you 
can have one.

 Arrange for financing well in advance. Get 
quotes from several lending sources.

 Buy more space than you need. Moving is 
expensive.

25

Contractor Agreement
 Be as precise as possible, everything in writing.
 Stipulate a timetable. Have a penalty for delays 

and over-runs.
 Expect delays and cost overruns.
 Every change order will cost you.
 Always hold back enough money to keep the 

contractor focused and motivated.
 No final payment until C of O granted.
 The lowest bid is often not the least expensive. 
 Time is money even more than money is.
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SELF EVALUATION

Negotiating Your Office Lease and Buildout Agreement

1.	 One advantage of buying your own office space is that you are building equity.

2.	 The term “CAM charges” in a lease stands for:

a.	 Control, Air Rights, Market Forces
b.	 Common Amplitude Moderation
c.	 Common Area Maintenance Charges
d.	 Consideration, Agreement, Comity

3.	 In a Triple Net Lease, the landlord pays all occupancy costs such a taxes, utilities, and insurance.

4.	 A Limited Personal Guaranty is also known as a Good Guy Clause.

5.	 When signing a new lease for office space you should ask the landlord for:

a.	 A period of “free rent”
b.	 A “buildout allowance”
c.	 Only a
d.	 Both a & b

Answer Key: 1. T, 2. C, 3. T, 4. T, 5. D



Production

Collection

Accounts Receivable

New Patients

Overhead %

Break-even point

Production/hour
(for each provider)

3rd Party Financing

What You Must Know

1

Smile Potential      - Coaching@SmilePotential.com 3

Controlling Expenses
• The quality of service suffers
• Patients become disappointed with their 

perceived level of care.
• Patients may leave the practice. 
• Business suffers further

5

PRODUCTION / HR
IS AN IMPORTANT KPI

Doctor      
#1

Doctor      
#1

Doctor      
#1

Doctor      
#1

Doctor      
#1

Doctor      
#1

Doctor      
#1

Doctor      
#2

Hygienist      
#1

Hygienist      
#1

Hygienist      
#1

Hygienist      
#1

Hygienist      
#1

Hygienist      
#1

Hygienist      
#1

Hygienist      
#2

Hygienist           
#2

Hygienist      
#2

Hygienist      
#2

Hygienist      
#2

Success in any economic environment

MYTHS
1.Control expenses
2.Treatment plan less aggressively
3.Eliminate external marketing
4.Consider insurance participation

This is management by fear & worry!
4

Changing Overhead %

Option 2- Increase Production

Production= $600,000
Raise production by 5%
Results in increased revenue 

of $30,000

Assume $600,000 Production with 6% Dental Supplies ($36,000)

Option 1- Reduce Costs

Supplies = $360,000 (6%)
Lower expense by 5%
Supplies now 5.4%
Results in savings of $30,000

6
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Steven M. Katz, DMD, MAGD, FICD

https://smilepotential.com
coaching@smilepotential.com

516-599-0214



Improved systems…

prevent patients from being 
lost through the cracks.

PRODUCTIVITY FORMULA

X             =   
PRODUCTION                     TOTAL         

VISITS PER .
VISIT PRODUCTION

1. New patients
2. Re-appointment
3. Re-activation
4. Recapture
5. Reduce broken 

appointments

1. Increase Fees
2. Reduce PPO

Dependency
3.   Expand Tx

Procedures
4.   Diagnose

Needed Tx
5.   Increase Case

Acceptance

X

COLLECTION %

MINUS

OVERHEAD

EQUALS

PROFITS

Embrace analytics !
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2-YEAR PRODUCTION   (DEC 2020 - NOV 2022)        

9

Metrics – Measuring Trends

BLUEPRINT FOR $300,000 GROWTH
Production Per Hour

1 additional resin/day ($200) results 
in $25/hour increase

Additional $40,000

32 Hours/week                    48 weeks/year
Dentist $500/hr                Hygienist $150/hr

$ 1,000,000

1 additional sealant/day ($40)
Results in $5/hour increase

Additional $8,000

1 additional crown/day ($1,000)
results in $125/hour increase 

Additional $200,000

1 Additional Root Pl/day ($160)
Results in $20/hour increase

Additional $30,000
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Patients Gained and Lost - Past 12 MonthsYou cannot
fill your bucket

of patients
if your bucket

is leaking.

If the front door
is open, 

the back door 
must be shut.

If 75-80% of your patients have periodontal disease…

how can 96% of them be receiving a prophy?

Numbers don’t lie !

“I’m pretty sure our hygienists
reschedule all of their patients…”

Hygienist

Hygienist

Hygienist

Hygienist

Hygienist

Hygienist

Patient #1

Patient #2

Patient #3

Patient #4

Patient #5

Patient #6

Patient #7

Patient #8

Patient #9
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1 Patient
10 dentists
10 diagnoses

This is a reason why the medical world mocks dentistry.

6!
9!

6
?

Do we have universal
diagnostic criteria?
…and treatment?

Two  $1million  Practices

“Average” diagnosis practice
Below “Average” diagnosis practice
If diagnosis were brought up to

just 30%, production would climb
to $1.67million

The greatest expense to any practice, 
besides team compensation is…

Open appointment time.

Patients Gained and Lost - Past 12 Months
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Our patients’ needs 
have changed.

Society has changed. 
Our profession 
has changed. 
WE MUST BE 

WILLING TO CHANGE!

If you would like a 
complimentary 

“Snapshot” of the 
analytics of your

practice.

Use the QR code to send 
your name, email address, 
phone number & “SNAPSHOT”
or Text info to 516-524-7573.

Standardization of Care…
Complete Clarity

Diagnostic Criteria Photos

PROTECTIVE !!!

CONSERVATIVE ?
AGGRESSIVE ?

DIFFERENCES 
OF OPINION 

ERODE 
PATIENT CONFIDENCE
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If you would like 
any additional 

information 
about anything 
discussed in 

this program, or 
copies of any of 

the slides or 
resources 

mentioned…

Use QR code…

or send email to:
coaching@smilepotential.com

Include name and 
phone number.

Between 2016-2022, Smile Potential 
has worked with  139 practices 

in the New York metro area. 
The cumulative revenue increase 

has been 
Over $120 million.

Over $120 Million

34

SMILE POTENTIAL 
DENTAL PRACTICE COACHING

coaching@smilepotential.com 516-599-0214  

Surround Yourself With Advisors

• Mentors
• Colleagues
• Attorneys
• Accountants
• IT Experts

• Local business people
• Dental Team
• Lab Technicians
• SALES REPS
• COACHES

ATTENTION TO RESULTS

ACCOUNTABILITY

COMMITMENT

CLARITY

TRUST

If it’s 
worth 
being 
done…

it’s worth 
being 

measured. 

If it’s 
worth 
being 

measured…
it’s worth

being 
rewarded 

Lencioni’s Team Development Pyramid
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SELF EVALUATION
Leveraging Analytics for Practice Success

1.	 Metrics that every dentist should be aware of include all except:

a.	 Production and Collection
b.	 Production per hour for providers
c.	 Break-even point and overhead percentage
d.	 Changes in Insurance coding

2.	 Success in a challenging economic environment should include the following strategy:

a.	 Control expenses
b.	 Treatment plan less aggressively
c.	 Eliminate external marketing
d.	 Changes in Insurance coding

3.	 In order to increase productivity in a one-doctor, one-hygienist office by $300,000 you can:

a.	 Significantly increase hours worked
b.	 Look for daily opportunities to do one more crown, one or two more resins and one or two more 

periodontal procedures
c.	 Drop all insurance plans
d.	 Introduce a specialist to the practice

4.	 Analytics which demonstrate deficiencies in systems include:

a.	 An abundance of unscheduled patients
b.	 Low percentages of periodontal procedures
c.	 Low hygiene reappointment
d.	 All of the above

5.	 The average diagnostic percentage in general practices is:

a.	 14%
b.	 24%
c.	 34%
d.	 44%

6.	 It is important to make sure that patients return to the practice before they hit the threshold for 
becoming inactive, which is :

a.	 12 months
b.	 18 months
c.	 24 months
d.	 30 months

7.	 It is very advisable to surround yourself with advisors including:

a.	 Colleagues and mentors
b.	 Dental CPAs, accountants and IT experts
c.	 Local business owners and your dental team
d.	 Dental sales reps and lab technicians
e.	 Practice coaches
f.	 All of the above

Answer Key: 1. D, 2. D, 3. B, 4. D, 5. C, 6. B, 7. F



THE
2023-24

Dental
UPDATE
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FACULTY

Thomas P. Cox, ARM

Thomas P. Cox, ARM, of Richmond, Virginia, is president of Bluewater Solutions, LLC, a boutique 

risk and insurance management company focusing primarily on health care and related risks. He 

has over 30 years of experience working almost exclusively with health care professionals. Mr. Cox 

has held executive positions with a large medical center, a major medical malpractice insurance 

company, and multiple insurance agencies before starting Bluewater Solutions in 2009. Bluewater 

Solutions offers all manner of risk and insurance management, consulting, and litigation stress 

coaching. Mr. Cox has a B.S. in Health Education, has done graduate work in Public Health, and 

earned his Associate in Risk Management designation from the Insurance Institute of America.

You may contact Mr. Cox at tpcox@bluewatersolutions.net or at 804-221-4369.



Objectives

At the end of this presentation the attendee will be 
able to:
1. List three or more forces affecting healthcare 

delivery today.
2. List three or more challenges to effective 

patient communication.
3. List three positive steps that can reduce the 

impact of litigation stress.

Wall Street and Health Care

 Wall Street’s Buying Up U.S. Health Care —
Including In North Carolina   Charlotte Observer

 Physicians, Hospitals Meet Their New 
Competitor: Insurer-Owned Clinics

 Consolidation of Health Care Driving Up 
Prices in Work Comp

Technology

 Social media 
 Twitter, Mastodon, Facebook, WebMD, Sharecare, Trackyourdoctor, Beenverified, 

HealthGrades, etc.

 Electronic Records  
 Reimbursement tool, tracks what is done and not done, malpractice tool?

 Artificial Intelligence 
 ChatGP, BioGPT

Objectives

Integrated issues:
 Who you are is what you do

Personally and professionally

 Information Technology
 Wall Street
 How can you lose what you have earned?

Wall Street and Health Care

BusinessweekFeature
 How Private Equity Is Ruining American 

Health Care
What happens  when Wall Street takes  over health care? 
Private equity firms  —which inves t money for wealthy people, pens ion 
funds  and endowments  —are buying up medical practices  and 
hos pita ls  a ll over the U.S., expecting a  big return on their money.

Artificial Intelligence: ChatGPT

 ChatGPT is a large language model chatbot developed by OpenAI
based on GPT-3.5

 Large language models perform the task of predicting the next word 
in a series of words.  Large Language Models (LLMs) are trained 
with massive amounts of data to accurately predict what word 
comes next in a sentence.

 It was discovered that increasing the amount of data increased the 
ability of the language models to do more.

 Newest iterations can generate paragraphs from single sentence.
 ChatGPT passed a Medical School exam, but…
 GPT-4

Reducing Practice Risk through Effective Communication
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BioGPT

 Source: Futurism
 Populated same as ChatGPT
 Microsoft’s medicine/biology version of ChatGPT
 The answer you get depends on how you ask 

the question

GPT-4

 March 16, 2023
 OpenAI announced the next-generation version of the 

artificial intelligence technology that underpins its viral 
chatbot tool, ChatGPT. The more powerful GPT-4 
promises to blow previous iterations out of the water, 
potentially changing the way we use the internet to work, 
play and create. But it could also add to challenging 
questions around how AI tools can upend professions, 
enable students to cheat, and shift our relationship with 
technology.

How does ChatGPT work?

Step 5: Fine-tune your model
Once our large language model is trained, it needs to be calibrated for a 
specific job. A chatbot used by a hospital might need to understand medical 
terms, for example. To fine-tune our Chatbot, we could ask it to generate a 
bunch of emails and articles, hire people to rate them on accuracy and then 
feed the ratings back into the model until it improves. This is a rough 
approximation of the approach that was used with ChatGPT, which is known 
as reinforcement learning with human feedback.
Step 6: Launch, carefully
Once our LLM has been trained and fine-tuned, it’s ready to use.  But no matter 
how good it seems, you’re still going to want to keep tabs on your new 
assistant. As companies like Microsoft and Meta have learned the hard way, 
A.I. systems can be erratic and unpredictable, or even turn creepy and 
dangerous.

How does ChatGPT work?

Step 3: Build a neural network
Once our data is tokenized, we need to assemble the A.I.’s “brain” —

a type of system known as a neural network. This is a complex web of 
interconnected nodes (or “neurons”) that process and store information. A 
relatively new type of neural network is the transformer model. This can 
analyze multiple pieces of text at the same time, making it faster and more 
efficient. (Transformer models are the key to systems like ChatGPT — whose 
full acronym stands for “Generative Pretrained Transformer”).
Step 4: Train your neural network
Next, the model will analyze the data, token by token, identifying patterns and 
relationships. It might notice “Dear” is often followed by a name. By identifying 
these patterns, the A.I. learns how to construct messages that make sense. 
The system also develops a sense of context.

How does ChatGPT work?

 Step 2 (continued)
 Before we can feed the data into our model, we need to break it down into 

units called tokens, which can be words, phrases or even individual 
characters. Transforming text into bite-size chunks helps a model analyze it 
more easily.

 Question: at what point does this become copyright 
infringement?

How does ChatGPT work?

 Step 1: Set a goal
Determine an “objective function” or what it is you want the 

program to do, i.e., win chess games or predict the three-dimensional 
shapes of proteins using only amino acid sequences.  Most LLM have 
one goal: given a line of text, predict what comes next.
 Step 2: Collect lots of data

This usually means scraping billions of pages from the internet, 
such as blog posts, tweets, Wikipedia articles and news stories, or 
medical and dental journals. In general, the more data we have, and 
the more diverse the sources, the better our model will be.  
 Question: at what point does this become copyright 

infringement?
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Communication in the Health Care Setting

 Communication:
A process by which information is exchanged between 
individuals through a common system of symbols, 
signs, or behavior.

 To communicate means to share.
 Good communication means what has been said is 

what has been heard and understood.

Ph ysician s spen din g m ore t im e with  
com pu ters t h an  pa t ien t s
STEVEN REZNICK, MD ; PHYSICIAN
MARCH 6, 2023

 My local community hospital has recently signed on to be a member 
of a large regional not-for-profit hospital system. In the past, I 
would access the hospital website and enter my user ID and 
password to log in. Now I must first enter the health system 
database using several levels of authentication, which proves it is 
me and not some mercenary trying to introduce a virus or kidnap the 
system. If I enter my information correctly, a prompt is sent to an app 
on my mobile phone. I must access that app, and then, if I enter 
everything correctly, a new sign-in window appears from my local 
hospital.

Risk Management

 Risk Reduction
 Risk Control
 Risk Financing
 Enterprise Risk Management

Office Practice Risk Management

Premise
 Office practice policies and procedures for 

dentists and physicians have changed over the 
last 20 years, and the rate of change has 
accelerated due to automation and 
consolidation.

 Patients have changed over the last 20 years 
due to easy access to internet information.

So….

To conclude the introduction:
 Integrated issues
 Increasing loss of control (but more to come)

 Wall Street
 Artificial Intelligence

BioGPT

 Microsoft's artificial intelligence system BioGPT, designed to answer 
questions about medicine and biology, produced inaccurate and 
possibly dangerous answers, including mystifying answers about 
ghosts in hospitals as well as false information about vaccines. 
BioGPT also invented citations and fabricated studies to 
support its claims, and Roxana Daneshjou, a clinical scholar at the 
Stanford University School of Medicine, says not only do people in 
medicine want to start using AI without fully understanding all the 
limitations, but the tools could also be used maliciously to "generate 
research papers that perpetuate misinformation and actually get 
published."

180

Reducing Practice Risk through Effective Communication



Communication in the Health Care Setting

“Patient Complaints and the Malpractice Risk” 
(The Journal of the American Medical Association, June 12, 2002)

“Instead, risk appears related to patients’ 
dissatisfaction with their physician’s ability to 
establish rapport, provide access, administer 
care and treatment consistent with 
expectations, and communicate effectively.”

Communication in the Health Care Setting

“Patient Complaints and the Malpractice Risk” 
(The Journal of the American Medical Association, June 12, 2002)

“Research has forced reconsideration of these 
traditional explanations of claims experience.  
Risk seems not to be predicted by patient 
characteristics, illness complexity, or even 
physicians’ technical skills.  

Communication in the Health Care Setting

Traditional thought:
 Malpractice experience is determined by factors 

associated with the provider, case-load, and 
unpredictable circumstances, in addition to a litigious 
population and bad luck.

 “There are three kinds of lies: lies, damn lies, and 
statistics.” -Benjamin Disraeli

Communication in the Health Care Setting

 Impediments to successful communication in 
the medical office:

7. To which we have added:

Communication in the Health Care Setting

 Impediments to successful communication in the 
healthcare setting:

1. Literacy of patients
2. Health literacy of patients
3. Complexity of the health care delivery system.
4. Fragmentation of health care delivery system.
5. Business aspects of health care delivery system.
6. Keeping up with science and ignoring the human 

dynamic.

Communication in the Health Care Setting

Some challenges:
 90% of communication is nonverbal
 47% of the adult elderly are either functionally illiterate or 

minimally literate
 Less than 10% of medical treatment decisions involve a 

fully informed patient
 Providers believe that 89% of patients understand the 

side effects of medication they are taking, while only 
57% of patients claim to understand
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Communication in the Health Care Setting

Literacy and Health Care
The NASL study also showed an increase in literacy 
problems with aging, due to:

 Declines in reading skills
 Vision
 Health
 Other communication skills

Communication in the Health Care Setting

Literacy and Health Care
In 1992 The U.S Department of Education conducted a 
National Adult Literacy Survey (NALS) to measure the 
general literacy skills of 26,000 randomly selected 
adults

1. Functionally illiterate 20%
2. Marginally illiterate    27%
3. Marginally literate
4. Functionally literate
5. High level literacy     <5%

Communication in the Health Care Setting

Conclusion: 
 Patient dissatisfaction is critical.  
 The combination of a bad outcome and patient 

dissatisfaction is a recipe for litigation.  
 When faced with a bad outcome, patients and families 

are more likely to sue a health care provider if they feel  
they were not caring and compassionate.

 Highest claim frequency remains failure to diagnose or 
late diagnosis.

Communication in the Health Care Setting

Physicians with no claims against them:
 Those physicians without claims also, on average, 

spent an additional 3.3 minutes longer with each 
patient than those physicians with claims.

Communication in the Health Care Setting

Physicians with no claims against them:
 Used more statements of orientation (educating patients 

about what to expect)

 Laughed more, used more humor
 Tended to use more facilitation (soliciting opinions, 

encouraging patients to talk, checking for understanding).
 Validated patient’s emotions

Communication in the Health Care Setting

Multiple studies were cited by the author of the article.  
This research studied the communication behaviors of 
physicians with multiple medical claims against them, 
as opposed to those of physicians with no claims
against them.  Audio tapes of 10 routine visits were 
examined for each group of physicians.
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Communication in the Medical Office

Literacy and Health Care

Electronic Health Records
 Here to stay
 Reimbursement tool
 More time on computer, less time with, and attention 

paid to, patient
 Be aware of this (less laying on of hands)

Communication in the Health Care Setting

Literacy and Health Care

1. Electronic health records
2. Fewer “normal” patients

Communication in the Health Care Setting

Reducing all of this to one basic concept:
Good communication means what has been said is 

what has been heard and understood.

The more you can do to ensure that what you say is what 
the patient hears and understands, the better off 

everybody will be.

So, what has changed?

Communication in the Health Care Setting

Literacy and Health Care
The IOM report identified distinct causes of low health 
literacy, some or all or which may be present in any 
given patient:

1. Limited reading ability
2. Lack of background knowledge in health sciences or 

biology
3. Lack of familiarity with medical language or medical 

materials or documents
4. Cultural differences in approaches to health and health 

care.

Communication in the Health Care Setting

Literacy and Health Care
Low health literacy, however, is not limited to the 
elderly, nor is it limited to those with low literacy.  
According to an Institute of Medicine (IOM) report 
Health Literacy: A Prescription to End Confusion:
“Health literacy …includes a variety of components 
beyond reading and writing, including numeracy, 
listening, speaking, and cultural and conceptual 
knowledge.”

Communication in the Health Care Setting

Literacy and Health Care
The low literacy level in the elderly is only one

contributing factor to their low health literacy, however.

 80% of adults over 65 have at least one chronic health 
condition.

 50% of those have at least two chronic conditions.
 Elderly with chronic conditions see, on average, eight (8) 

different physicians annually.
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Fewer “normal” patients

Exposome
(“Exposomics”)

The concept that nearly all exposures, starting in utero, will 
have an impact on us.
 Forever chemicals
 Refineries
 Synthetic flavors
 Synthetic smells

Fewer “normal” patients

“I had a doctor tell me, ‘When I started my practice, all my 
patients were normal, but it has slowly shifted to all 
abnormal cases.  Now it is weird to have a normal case.’”  
Tracy Woodruff, Ph.D., UCSF
 Increasing cancer rates in people under 50 years of age
 Decreased quality of sperm
 Increased fertility problems
 Estimated more than 12 millions deaths each year due to 

toxic exposures

Fewer “normal” patients

 2021 study from University of California-San Francisco: 
109 different industrial and consumer chemicals in study 
subject’s blood.

 More than 50 never found in studies before.
 42 were mystery chemicals of unknown origin.
 Over one generation or two, human beings have become 

petri dishes, part of an unplanned experiment in which 
chemicals and substances that have never existed in 
nature are interacting in ways science is just beginning 
to understand.

Fewer “normal” patients

 Why are our genes not sequenced at our annual 
wellness checkup?

 Estimated: 10% of cardiovascular disease, cancer, 
diabetes, neurodegenerative disease progression and 
development is driven by genes.

 Most of our maladies appear to be brought on by things 
we inflict on ourselves, such as lifestyle and 
environmental factors (exposure to air and water 
pollution, toxic waste, and chemicals) that turn on the 
gene.

Fewer “normal” patients

 Center for Genomics and Personalized 
Medicine, Stanford University

 Michael Snyder, Ph.D., Geneticist
 Over nine years of data
 Six different trials
 Two million gigabytes of his own health data 

stored

Communication in the Medical Office

Literacy and Health Care

Fewer Normal Patients
The human body contains 206 bones, 32 teeth (more 
or less) 600 muscles, 39 trillion microbes, and dozens, 
maybe over 100, man-made chemicals.
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How is this all connected?

“The Body Keeps the Score”
Bessel van der Kolk, M.D.
Professor of Psychiatry, Boston University School of Medicine

Published 2014
229 Weeks on New York Times Best-Seller List (Non-Fiction)

27 Weeks at #1
464 pages

The book explains what traumatic stress is, how it affects our minds 
and bodies, how it can change our lives for the worse, and the wide-
ranging effects experienced not only by traumatized people, but also 
those around them. 

Fewer “normal” patients

Manish Arora, Ph.D., Icahn School of Medicine at Mount 
Sinai
 Trained dentist
 Whatever is in your blood stream gets deposited in your teeth
 Baby teeth from Flint, MI, showed when the exposure to lead-

contaminated water occurred…
 …but only about 50% were reported to be unwell.
 “Genetics loads the gun, and your environment pulls the trigger.” 

Francis Collins, M.D., Ph.D., former NIH Director

Fewer “normal” patients

Your exposome time capsule?

Baby teeth

Fewer “normal” patients

Cause and Effect?
 Certain chemicals from plastics were associated 

with inflammatory markers and changes in the 
population of his gut biome.

 Some pesticides correlated with inflammatory 
effects involving his kidney and liver functions.

Fewer “normal” patients

Exposometer
 Approximately 33% are pesticides
 21% from pharmaceuticals and personal 

care products
 11% from plastic
 10% known carcinogens 

Fewer “normal” patients

 Over 80,000 potentially toxic chemicals currently 
in use in the U.S.

 Dr. Snyder’s “exposometer” captures everything 
he is exposed to in a day.

 To date, it has measured over 3,000 chemicals 
that he has been exposed to

 158 identified
 67 most likely dangerous
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The Body Keeps the Score

What is your body trying to tell you?

Neuromuscular Relaxation

The Body Keeps the Score

Treat the Physical Symptoms
Talk therapy: top down

 Talk it out to understand it
Somatic therapy: bottom up

 Recognize, understand, release
Mind-Body Balance

 Learn to “feel your body”

The Body Keeps the Score

Treat the symptoms, first.  

The goal is not to work to stop keeping score, but to 
become aware that the body is keeping score and how it is 
doing so.

Treat the symptoms

The Body Keeps the Score

Childhood trauma has negative impacts, not just in a 
person’s youth but well into adulthood, too. While normal 
memories fade and change, traumatic memories are vivid, 
unchanging and easily triggered.  When they are re-lived, 
the body responds to what the mind is experiencing.

The Body Keeps the Score

Flashbacks cause people to relive the mental and physical 
experience of trauma when they’re reminded of it.  Your 
mind might be aware that a traumatic event is over, but 
established science has shown that the processes your 
body uses to defend itself can result in patterns being 
formed.  This prevents you from completely moving on.

Never “present”

The Body Keeps the Score

Trauma is incredibly common in our society today.  
Traumas result from experiences of extreme stress or pain 
that leave an individual feeling helpless, or too 
overwhelmed, to cope with adversity.

Lack of control or a belief in lack of control.
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Communication in the Medical Office

Dealing with low health literacy patients

 Introduce yourself
 Slow down
 Use simple language
 Show or draw pictures or diagrams
 Give information in bite-sized pieces

Communication in the Medical Office

Clues to identifying low health literacy patients
 Saying things such as “I will take this home to discuss 

with my children/spouse.”
 Inability to name medication he/she is taking.
 Inability to explain what a medication is for.
 Inability to explain the dosage or how to take a 

medication.
 Identification of medications by looking at or describing 

the size, shape and color, rather than the names.

Communication in the Medical Office

Clues to identifying low health-literacy patients
 Incomplete or inaccurate patient registration forms.
 Frequently missed appointments.
 Noncompliance with treatment regimens.
 Lack of follow through with lab tests, radiological tests, 

or referrals to specialists.
 Saying things such as “I forgot my glasses” when 

asked to read or write something.

Communication in the Medical Office

Literacy and Health Care
Examples of challenges:
 80% of what doctors tell patients is forgotten as soon 

as they leave the office
 50% of what is recalled by patients is incorrect
 44% cannot accurately describe the nature of an 

upcoming surgical procedure
 18% to 45% of patients are unable to recall the major 

risks of a treatment

Communication in the Medical Office

Dealing with low health literacy patients
Cultural Considerations

Consider the Hispanic patient with hypertension who 
presented to the ER complaining of dizziness and low 
blood pressure, even though he was taking the two 
medications his doctor had given him two days ago.  
The directions were “Take once daily.”

Communication in the Medical Office

Literacy and Health Care
Examples of challenges:
 85% did not understand the direction “Take with food.”
 61% did not understand the direction “Take with plenty 

of water.”
 81% did not understand the direction “Do not take with 

dairy products.”
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Communication in the Medical Office

Dealing with “Problem” Patients:
Developing better listening skills

1. Control distractions
2. Concentrate on what the speaker is saying mentally 

and physically (make eye contact, lean forward, relax).
3. Be patient, don’t interrupt.
4. Don’t daydream.

Communication in the Medical Office

Dealing with “Problem” Patients:
Listening pitfalls

5. Getting defensive over criticism.
6. Determining to follow your own agenda.
7. Getting over-emotional.
8. Allowing your mind to wander.

Communication in the Medical Office

Dealing with “Problem” Patients:
Listening pitfalls

1. Assuming you know how the speaker feels.
2. Anticipating what the speaker is going to say.
3. Thinking about what you are going to say while the 

speaker is still talking.
4. Wishing the speaker would just get to the point.

Communication in the Medical Office

Dealing with low health literacy patients
Printed Materials

 Typeface: bland, not quirky (Garamond)
 Type Size: 12 point is recommended minimum
 Type weight and contrast: medium or semi-bold letters 

on a light background, not bold on white
 Capital letters: use both cases 
 Design and layout: simple, clear, consistent, wide 

margins, not too much clutter, use pictures to 
illuminate the text, not muddy the water

Communication in the Medical Office

Dealing with low health literacy patients:
Enlist staff assistance

Office staff can assist with filling out forms or reading 
information in a polite, discreet, cheerful and 
confidential manner.  Staff also need to be aware of 
the shame and embarrassment many patients feel and 
should be sensitized to avoid embarrassing anyone.

Communication in the Medical Office

Dealing with low health literacy patients

 Use the “teach-back” technique to check 
comprehension

 Help patients avoid feeling ashamed
 Suggest bringing a friend or relative to office visits
 Enlist staff assistance
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Communication in the Medical Office

Apologies

1. Tactical (Trying to soften someone up)
2. Explanation (“I am sorry, but…”)
3. Formalistic (Socially expected)
4. Authentic (Feel and express genuine sympathy and 

regret, and take responsibility for actions, frequently 
leading to a change in feelings and restoration of trust)

Communication in the Medical Office

Dealing with “Problem” Patients:
The long wait

 Don’t show patients to an exam room until shortly 
before they will be seen, unless you have a very 
comfortable exam room.

 Explain why the doctor is running late, if possible.
 Thank patients who wait.
 Keep the waiting area a nice place to be (current 

magazines, clean, attractive, TV)

Communication in the Medical Office

Dealing with “Problem” Patients:
Short-circuit the long wait

 Place a sign on the reception desk that lets patients 
know the office policy on waiting, such as:
“We know your time is valuable and we do our best to 
not keep you waiting.  We will let you know if your 
doctor will not be able to see you within 15 minutes of 
you signing in.  If you cannot wait, please talk with the 
receptionist to re-schedule your appointment.  We are 
sorry if we inconvenienced you.”

Communication in the Medical Office

Dealing with “Problem” Patients:
The long wait

 Studies have shown that patient satisfaction is tied to 
wait time.

 Apologize and explain, don’t ignore.
 Give a realistic time, not a vague promise such as 

“The doctor will see you soon.”  Instead state, “I am 
sorry you have had to wait.  You are the next patient 
and I expect Dr. Iamalwayslate to be with you in about 
10 minutes.  If it will be longer, I will let you know.”

Communication in the Medical Office

Dealing with “Problem” Patients:
Key technique to master

1. Let the patient talk and listen to what is said.
2. When the patient is done, wait five seconds before 

saying anything.  If the patient starts talking again, 
listen.

3. When the patient is done, re-state what you think the 
patient’s primary concern is in your own words.

4. Once you and the patient agree on the main problem, 
determine a course of action.  Solve problem, don’t 
“win.”

Communication in the Medical Office

Dealing with “Problem” Patients:
Developing better listening skills

5. Avoid finishing sentences for the speaker unless the 
speaker is struggling, in which case it is best to 
suggest a word to help.

6. Agree when you can.
7. Paraphrase to check accuracy.
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Communication in the Medical Office

Conclusion
The computerization of 
offices continues and there 
are fewer “normal” patients, 
work to not let the computer 
become one more 
distraction between you and 
the patient and, maybe, 
start considering Zebras 
more often.

Communication in the Medical Office

Conclusion
 Most communication training is received very early on in 

residency, long before it is needed
 To effectively communicate means to be human
 To effectively communicate means that the message being 

delivered is the message being sent
 Communication skills CAN be improved, CAN be practiced 

and, as with any risk management activity, must be 
REPEATED to remain effective

 The key to more successful communication for many 
physicians resides in developing better listening skills.

Communication in the Medical Office
What are some things doctors can do

to enhance communication?
Delivering bad news?

“SPIKES”
 SET UP the interview
 Assess the PATIENT’S perception
 Obtain an INVITATION to proceed
 Give the patient KNOWLEDGE and diagnostic information 

(the bad news)
 Respond with EMPATHY to the patient’s EMOTIONS
 SUMMARIZE and STRATEGIZE

Communication in the Medical Office

What are some things doctors can do
to enhance communication?

Delivering bad news
 Consider the emotional state of the patient and family
 Patient tends to not want to hear what is being said, while 

the doctor prefers to not want to say anything direct.
 In one Yale study, 100% of physicians stated they had 

given a prognosis, while 69% of patients stated they had 
received a prognosis.

Communication in the Medical Office

What are some things doctors can do
to enhance communication?

 Before finishing the encounter, ask if the patient or family 
has any questions that have not been answered 
(document)

 If follow up will be required, explain an approximate time 
frame and what the expectation are for that session 
(document)

 Thank the patient and family for allowing you to be a part of 
the health care team

Communication in the Medical Office

What are some things doctors can do
to enhance communication?

 Ask permission before entering the exam or treatment 
room

 Introduce yourself (even if it is a returning patient)
 BEFORE inducing conscious sedation or anesthesia 

explain the procedure and how long it should take 
(document)

 If diagnostic tests are indicated, explain why, what will be 
done, and estimate how long until results are available 
(document)
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SELF EVALUATION

Reducing Practice Risk through Effective Communication

1.	 A challenge with the use of BioGPT Artificial Intelligence is:

a.	 It invents citations.
b.	 It references non-existent studies.
c.	 It can provide false information on vaccines.
d.	 All of the above.

2.	 Communication with patients can be impeded by:

a.	 The literacy of the patient.
b.	 The health literacy of the patient.
c.	 Provider focus on the Electronic Health Record.
d.	 All of the above.

3.	 T/F - In a 1992 study of 26,000 randomly selected Americans, the U.S. Department of Education 
determined that 47% of the participants were either functionally or marginally illiterate.

4.	 The perception of healthcare professionals that they are seeing fewer “normal” patients is likely related 
to:

a.	 Patients being unfamiliar with medical terminology.
b.	 Patients lacking background knowledge in health sciences or biology.
c.	 Patients having, on average, over 100 toxic, man-made chemicals in their bodies.
d.	 Providers missing non-verbal communication from patients.

5.	 Communication between healthcare professionals and patients:

a.	 Can be improved with practice.
b.	 Can be improved with better listening skills on the part of healthcare professionals.
c.	 Is better when providers re-state in their own words what the patient said.
d.	 All of the above.

Answer Key: 1. D, 2. D, 3. T, 4. C, 5. D


