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Not Even One Note (by Seth Godin)
Starting at the age of nine, I played the clarinet for
eight years. Actually, that's not true. I took clarinet
lessons for eight years when I was a kid, but I'm not
sure I ever actually played it. Eventually, I heard a
symphony orchestra member play a clarinet solo. It began with a
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sustained middle C, and I am 100% certain that never once did I
play a note that sounded even close to the way his sounded. And
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yet the lessons I was given were all about fingerings and songs and Peri-Implantitus ………..….….…2-3
techniques. They were about playing higher or lower or longer
Sonic Weld Rx-Bone Grafting ….4-7
notes, or playing more complex rhythms. At no point did someone
Digital Scans-custom abutments.8-13
sit me down and say, "wait, none of this matters if you can't play a
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single note that actually sounds good."
Implant Dentistry in Black and White
Instead, the restaurant makes the menu longer instead of figuring
Course…………………………..16
out how to make even one dish worth traveling across town for. We
add many slides to our presentation before figuring out how to utter a single sentence that will give the people in the room chills or
make them think. We confuse variety and range with quality.
Practice is not the answer here. Practice, the 10,000 hours thing,
practice alone doesn't produce work that matters. No, that only
comes from caring. From caring enough to leap, to bleed for the art,
to go out on the ledge, where it's dangerous. When we care
enough, we raise the bar, not just for ourselves, but for our customer, our patients, our audience and our partners.
It's obvious, then, why I don't play the clarinet any more. I don't care
enough, can't work hard enough, don't have the guts to put that
work into the world. This is the best reason to stop playing, and it
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opens the door to go find an art you care enough to make matter
instead. Find and make your own music.
Discussion on Fees
Oral Hygiene Adjuncts
The cop-out would be to play the clarinet just a little, to add one
more thing to my list of mediocre.
Immediate Implant Placement
Periogenix (hyperbaric O2 in a can)
As Jony Ive said, "We did it because we cared, because when you
Patient Education modalities
realize how well you can make something, falling short, whether
seen or not, feels like failure."
New techniques for Sinus Augmentation Bone Grafts
It's much easier to add some features, increase your network, get
Review of various attachment syssome itemized tasks done. Who wants to feel failure?
tems for overdentures
We opt for more instead of better.
Retrofitting Implants to Existing
Removable Cases
Better is better than more.
Mini Implants
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Peri-Implantitis
“Somewhere around 30% of all implants placed have
some degree of Peri-implantitis”
—Dennis Tarnow, DDS
If you’ve been out of school for more than 5 years in the same location, you should just about start seeing some
failures in your practice in just about all areas of your dentistry. If you are not, either you are delusional, blind,
or experiencing a severe case of denial. Endodontic failures from missed canals, broken files, short or inadequate obturation, lack of remaining clinical crown to predictably support a permanent restoration, root fractures
and so on. Restorative failures from recurrent decay problems, fractured marginal ridges on those gorgeous
Class II composites that you painstakingly placed with much “skill, care and judgment” as well as broken porcelain. Then, of course there are those open margins and open interproximal contacts that somehow missed our
“trained eyes”. Add to that, fixed bridge failures which are of particular concern since this often includes the
loss of an abutment tooth that is attached to an often “upset patient”. What about fractured veneers? Denture
and R.P.D. cases. Never happens to your patients? None of these? Therein lies the truth, which for the most
part is what we’d all prefer not to hear. I too marvel at the beautiful cases in the heap of journals that fill my
mailbox weekly. However, at least for me, what is disheartening is the simple fact that there isn’t much out
there in those journals detailing failures or what many of those beautiful, well-executed and exquisitely documented cases looked like 10-15 years down the road.
What we do see from time to time is an article in one of the dental implant journals where a talented and knowledgeable “Superdentist” inherits a case wrought with problems. Often the astute author is quick to point out the
deficiencies, inadequacies and flaws in the original case and is proud to demonstrate his or her almost godlike
abilities in salvaging the “doomed case from hell” and “boy, wasn’t that patient fortunate that we crossed
paths!? Plenty of ego in the literature, but who is showing their own shortcomings and failures along with corrective actions? Not too many. In fact, this is one of the many reasons that I’ve been a huge fan of a very well
know dentist by the name of John Kois, DDS of Seattle, Washington. Not only is John a board certified prosthodontist, he is also a very smart and seasoned dentist and teacher with plenty of experience in treating complex
cases. He is just as eager to share his successes as he is his failures. For it is in failure that we really learn! So
why not share that!
John states, “in well done dentistry, the primary mitigating factor that dictates long term success is the host resistance; in poorly done dentistry, the primary mitigating factor that dictates long terms success is the
host resistance.” We see it all of the time. Mediocr e to poor dentistr y that has held up for decades in one
patient’s mouth. Very nice esthetic, well fitting, properly equilibrated dental work that goes South in less than
10 years in another individual. We have bruxism, xerostomia, GERD, (reflux), eating disorders, tobacco, acidic
sugar ridden beverages, neglect, diabetes, side effects of prescribed and OTC medications, and a number of “X
factors” that have a larger influence on patient outcomes. In short, much of this is beyond our control. What we
can do is stand up on our soapboxes and preach oral hygiene and preventive dentistry until we’re blue in the
face. There is no question that peri-implantitis is the “new dental disease” and with the number of implants being done on patients that have lost teeth due to neglect and disease, it stands to reason that we’re going to see
this disease on the rise. Also, the vast majority of patients haven’t the slightest clue that dental implants are
NOT a long term permanent solution for tooth replacement if they are not maintained and monitored by their
dentist. Diagnosing peri-implantitis in it’s early stages with aggressive treatment is always indicated as it can
move at a much quicker pace than conventional periodontal diseases do around natural teeth. In our next issue
of this newsletter, we will discuss early intervention, adjuncts for oral hygiene, etc. Stay tuned..
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This is “Dennis from Lafayette”. These implants have been in for less than 6 years. Both maxillary anterior implants had to be removed,
sites grafted and then replaced. There is active peri-implantits around #19 as well as #3 in the upper right quadrant. Dennis is a chronic cigar
smoker and in spite of our pleasant conversations on the subject of tobacco and peri-implantitis, he continues to keep that stogie in position
hours on end. His prognosis for long term success for his implants is very poor.

This is “Cynthia from Gueydan”. These are HA coated Integral Implants from Calcitek that were placed over 20 years ago. She has a
total of 8 implants that were placed at the time of her extractions and she hasn’t got one iota of bone loss anywhere. This is really incredible especially given the fact that because of the many problems associated with rapid bone loss around HA coated implants once
peri-implantitis has initiated are legendary!
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Bone Grafting—to gain width in insufficient areas for future
Implant placement using the Sonic Weld Rx System
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Building Bone
Isn’t it amazing that many of our patients clench and grind their teeth incessantly during sleep
as well as waking hours and are able to grow massive amounts of bone, yet historically
“building bone” in the mouth has not been without it’s challenges for dentistry. Over the
years we’ve seen countless ads for “bone products” and techniques for the dentists out there
that are interested in preserving bone in conjunction with exodontia as well as in building additional bone so that an ample foundation exists for future placement of root form titanium
dental implants. Basically, if you are able to create a “stable space” into which you can insert
either autogenous or donor bone, that site will inevitably form new bone if left to itself. Many
barriers exist to provide that rigid support for the onlay graft, such as titanium mesh or titanium reinforced Gortex membranes, but often times these barriers become prematurely exposed and/or infected and have to be removed “before their time”.
The advent of the Sonic Weld Rx system in medicine and dentistry has produced a resorbable
rigid barrier to help contain our graft securely to the deficient area using resorbable
bone pins to which the membrane (called a foil) is ultrasonically welded to. We’ve been
more than pleased with this solution to this perpetual problem and are most happy with the
results that we’ve been able to obtain on some of our patients. Below are a few cases.
Case #1. Insufficient ridge in the #7 and #23 sites. Sonic Weld Rx and Freeze Dried
Bone grafting
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Replacement of two central incisors. One has been missing for quite some time (upper left images) and the other
tooth is in need of removal with concomitant grafting
using the Sonic Weld Rx system for both sites.
Fabrication of a two unit bonded bridge indirectly in the
lab and bonded to #7 and #10 the day of surgery so that
this patient does not have to wear a removable flipper or
Essix appliance. The bridge is bonded into place with C
and B Metabond cement from Parkell.
On the CBCT images below, planning is undertaken for
ultimate placement of two 4.1mm diameter X 16mm root
form implants to replace #8 and #9 after six months of
healing has taken place.
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Digital Workflow using the 3 Shape Scanner from Trios
For quite some time now dental implants have continued to improve by leaps and bounds in terms of surface
texture, connection designs (e.g. morse tapers and platform switching), body designs (varying tapers, smaller
diameters, thread designs), and on and on and on. Some of these developments are driven by real science and
some by the drive to acquire more market share. If we can put aside the great debate about “which is the best
implant” and move onto restorative options, it is most important to note that in recent years, the use of custom
abutments has become more and more popular for a number of reasons, including the following:
-no longer need to have an extensive inventory of stock abutments if the use of custom abutments be
comes more commonplace
-superior custom designed emergence profile development from the osseous crest to the free gingival
margin
-custom margin placement in alignment with tissue contours. Supragingival margins in the posterior
areas. Less chance of cement entrapment with more optimal margin placement.
-more ideal prep design for superior uniform coping and ceramic dimensions when the final
crown and bridgework is fabricated.
-increased ability for ideal “cutback” when abutments are milled as well as the achievability of
parallelism and path of draw in multiunit cases.

Digital display on the monitor
after the scan is completed

Scanning abutment in place in the mouth

Designing the final custom
abutment
With the laboratory
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Custom abutment in the mouth

Printed models from the digital scan. Custom titanium base zirconium
abutment fabrication on the printed model.

Custom abutment in the mouth

Custom titanium and zirconium abutments

Custom anodized titanium abutments
(more about this page 12)
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Custom Abutments for Simplifying Crown and Bridge in
Implant Cases—Case
As mentioned on Page 10, there are many reasons that custom abutments are preferable to stock abutments. What is not mentioned is the mere fact that custom abutments allow for a very simplified approach to crown and bridge dentistry and custom abutments will make your laboratory technician very
happy, which often translates to a nicer and more esthetic final restoration(s) as well as decreased insertion times and decreased problems associated with cement entrapment below the gumline.
We have used an anodizer in our office for a number of years to transform titanium abutments, which
are silver in color, to gold colored anodized abutments. This only takes a matter of seconds to do. The
reason behind this is simple. Gold reflects light so much better than silver does which helps eliminate
the gray show through we often see in the tissue surrounding implants.
Below is a case from Esprit Dental Lab in Golden, Colorado. We have worked with Chris Sharf, owner
and “dental engineer” of this lab to produce custom titanium implants for our cases along with milled
Acrylic provisional restorations. So, at the time of abutment insertion we are able to immediately provide the patient with function until their final restorations are inserted. This has greatly improved and
simplified our procedures and makes for happy patients.
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Anodizing titanium is a very old and well known process.
All you need is:

Anodizing titanium is a very old and well known process.
This technique utilizes the following components:
Solution and Titanium Electrodes

A DC Power Supply; Magic Electrolyte

The color is directly proportional to the Voltage applied across the Electrodes.
10-120 Volts DC will cover a rainbow of the color spectrum.
A gold color is obtained using 62.0 volts

For more information, you can go to this website:
http://chemistry4dentistry.com/Tianodize.html
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Clear Choice and Corporate Dentistry
As we see more and more dental corporations arising in our midst, one could certainly surmise that there must be money and profit in this rising business model or why else would it’s
popularity be on the rise? One such entity is Clear Choice. On their website, they state the
following:
Clear Choice is a network of major dental implant care centers in the USA, which was established in 2005. The company offers a full range of services and modem technology including
3D-technologies of a computer tomography for diagnosis and treatment planning. Clear
Choice delivers the All-On-4 Procedure for restoring a full arch of lower and/or upper
teeth. After free consultation from the specialist (record by phone or online) and discussions
of variants of treatment the client is offered dental implant treatment solutions, budget, financing options, and time necessary for the procedure. Treatment and restoration terms are
individual for each patient.
From my friends and colleagues in large cities, they tell me that Clear Choice is heavy into advertising and marketing. The allure of “teeth in a day” and “only four implants in an arch to
support an entire fixed set of teeth” goes without saying. So, therein lies the cause for controlled outrage with accompanying smirk that erupts from dentists like myself that worry
about, “what happens if one of the four implants supporting the fixed prosthesis goes
South?” We go from “All-On-4” to “None-On-3”. While on the front end, this concept
can work. However, is it really engineered for potential problems that will inevitably occur in
a clinically significant number of cases years down the road? The answer is clear and flatly
“no”. And, who is going to help resurrect this trainwreck when it occurs?
Why do I care about this since there are no Clear Choice offices in the entire state of Louisiana? Well, for starters, patients read about this stuff online and come in with preconceived
ideas about “what they want” based on these advertisements online.
Never has there been a greater time in America for “the buyer to beware”.
For some rather startling reviews, you can go to
http://www.pissedconsumer.com/company/clear-choice.html

All On 4
Upper arch

I MP LANT D E NT IST RY U PD AT E

P AGE 1 5

OMS from Bethesda, Dr. Ryan Kazemi writes:
I have talked to many patients who have been to one of the Clear Choice centers and also two doctors that briefly worked for them. Here is what the patients have told me: They were met by a sales person and were pushed
hard to sign up for the treatment and pay deposit. They were not given any treatment options except what they
do which is mostly all-on-4 treatment. One patient had some teeth that were perfectly fine but needed some
minor periodontal therapy. But she was told it's better to get them out and just do all implants. Another patient
who had a failed implant, had to pay for the replacement and she was very unhappy because it was done just
two years ago.
The two doctors I talked to said that they left the center because it was very corporate like and it did not offer an
atmosphere for true multi-specialty team approach. They felt they were driven into offering all extractions and all
implants with no other options. And they felt production was the priority rather than comprehensive dentistry.
Another point descried by them was that when they were done with patient's treatment, they had to ship the
patients back to their general dentist for cleaning and check ups. This is of course not a good idea when it comes
to continuity of care and taking responsibility of a patient's care over time.
My personal opinion is they are great marketers with lots of hype. The fact is the 'same day teeth' that they
promise, is only possible in a very small group of patients who meet the right criteria. Also, the treatment they
offer is not patient-centered; it's rather corporate-centered which is usually not in the best interest of the patients. I suggest all patients to ask the right questions when choosing any dentist for their implant care and make
decisions based on proper criteria.

Example of upper and lower All-On-4 cases with failing lower right implant. Because this is a
one piece full arch restoration and the distal implant on the right left side must be removed,
“fixing this case” is going to be very time consuming, expensive, and very frustrating for the
patient, not to mention the dentist. Engineering cases for future potential maintenance and
repair is paramount to successful treatment planning and implantation of optimal care for patients requiring full arch implant restorative dentistry. Is All-On-4 a good option for patients?
If off axis loading a great idea based on what we know about bone physiology? You be the
judge.
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Drs. J. Jerome Smith and Danny
Domingue
200 Beaullieu Square Bldg. 2
Lafayette, LA 70508
Toll Free:
Office: 337.235.1523
Fax: 337.235.0699
Websites:
Http://www.acadianadentistry.com
Http://drsmithsite.weebly.com
Email: jerome@jeromesmithdds.com
danny@jeromesmithdds.com

As part of an ongoing series, our office has a 2 day course entitled, “Implant Dentistry in Black and White” which has been
sponsored by Zimmer Dental, Megagen USA and Prexion since
2007. This course is given two times a year in our office. On Friday and Saturday mornings, we perform from 5-6 surgical cases
on each day followed by lecture in the afternoons. We have had
over 200 dentists from around the country attend this course and
believe it to be a very informative and “down to earth” continuum for dentists involved with implant treatment on any level. All
proceeds go to the Latin World Ministries Clinic in Atoyac de

Alvarex, Mexico (Clinica Betel, A.C.)

Next Course:
Friday, November 14th and Saturday, November 15th.
For more information about this course, you can go to the
Course Website

Www.drsmithsite.weebly.com

