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Supernumerary Teeth

Gingival Leukoplakia

Coronoid HyperplasiaJournal
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Editor

Color TVs and Prepaid Dental Benefi t Plans
kerry k. carney, dds, cde

What do color televisions 
and prepaid dental 
benefit plans have in 
common? The FCC 
authorized RCA’s 

color transmission system in 1953. 
Westinghouse produced the first color 
TV available to the public in 1954. 
The price tag was more than $1,200. 
Its introduction revolutionized the 
industry and sparked a perception 
change: there would be a new normal. 
Consumers would come to expect a 
different kind of television experience.

 In 1953, the International 
Longshoremen’s and Warehousemen’s 
Union and the Pacifi c Maritime 
Association (ILWU-PMA) Welfare Fund 
found it had accumulated a surplus of 
more than $750,000.1

The ILWU-PMA Welfare Fund 
manager, Goldie Krantz, was 
determined that the ILWU-PMA use 
those funds to provide dental care for 
the members’ children. On Feb. 8, 1954, 
she successfully lobbied the ILWU-
PMA delegates to dedicate that sum 
to procuring dental benefits for the 
members’ children. 

Th is was an unprecedented 
undertaking. Th ere were no prepaid 
dental benefi t companies in the nation 
at the time. Th e idea that dentistry 
could have any kind of benefi t plan 
seemed impossible to most everyone. 
Expensive restorative care and pre-
existing conditions did not fi t the medical 
insurance models of the time. Th e closed 
panel clinic was the prevalent model for 
providing dental care as an employment 
benefi t and it was not acceptable to most 
dentists in private practice. 

Goldie Krantz and her colleagues went 
to the leadership of organized dentistry 
in the states of California, Oregon and 
Washington to make their off er. By some 
accounts, it was a shotgun wedding. Th e 
encounter was somewhat confrontational: 
“Either you make it work or we will build 
clinics and hire our own dentists.”

It did not take long for the state 
organizations to realize the importance 
of their role in establishing prepaid dental 
plans. Closed panel clinics threatened 
the future of private practice dentistry. 
If organized dentistry did not design 
and facilitate operation of the benefi t 
programs, someone else surely would, 
and that someone might not care about 
the continued sustainability of private 
practice dentistry.

In 1955, two separate dental 
associations represented the dentists 
in Northern and Southern California. 
The California State Dental Association 
(CSDA) represented the dentists in 
Northern California. (The name was 
changed in 1961 to the California 
Dental Association.) The Southern 
California State Dental Association 
represented dentists in Southern 
California until the two organizations 
unified in 1973. 

Th ough California was the fi rst state 
dental association approached by the 

union representatives, Washington state 
was the fi rst to respond by setting up a 
nonprofi t health care service corporation. 
Oregon and California followed with their 
service corporations shortly thereafter.

Th e California State Dental 
Association House of Delegates passed 
actions in April 1954 and April 1955 
empowering the board to engage in the 
dental benefi ts arena and establish a 
service corporation. Th e association’s 
attorneys drew up the Articles of 
Incorporation for the California Dental 
Association Service (CDAS) in May 
1955. Th e CDAS would undergo several 
name changes including shortening to 
California Dental Service (CDS). In the 
1980s, CDS changed its name to Delta 
Dental of California. 

So began prepaid dental plans in the 
United States.

1953 was 60 years ago. It was a 
diff erent world then, but some things 
remain the same today. Th ere was 
tremendous discord within organized 
dentistry around what role it should play 
in setting up and administering dental 
benefi t programs. Th e Southern California 
State Dental Association (SCSDA) did not 
support participation in the California 
Dental Service until 1961.

Dental association leaders were 
initially responsible for trying to get the 

The idea that dentistry could 

have any kind of benefit plan seemed 

impossible to most everyone. 
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plan going under the aegis of the service 
corporation. Th e Dental Care Committee, 
formed by the California State Dental 
Association in 1954, continued to work 
with CDS to address the growing demand 
for dental benefi t programs. 

In 1956, F. Gene Dixon, DDS, was 
asked to take over the ILWU program. 
He became the fi rst executive director (at 
the time, the title was vice president and 
managing director). 

Dixon was a CDA member with a 
private practice in San Mateo, Calif. He 
had experience consulting for Blue Shield 
and had set up the San Mateo dental care 
program. He began by working one and a 
half days a week with one staff  person at the 
California Dental Association headquarters 
in San Francisco. He continued to work in 
his private practice for many years. 

Dixon envisioned the dental 
association as the policy-setting body 
and the service corporation as the 
instrument to realize that policy. He 
warned that, “… in all cases, even though 
the responsibility of the two are diff erent, 
the purposes must remain the same, and 
we warn against the association and the 
corporation drifting too far apart, for if 
they do, then the corporation becomes 
just another insurance company.” 2

At the outset, there was a lot of 
experimentation. Enrollment fees, 
dedicated hourly assessments for union 
members, fee schedules for dentists, 
UCRs, hold backs, administration fees — 
they were trying everything. A large part 
of the initial eff orts involved improving 
oral health literacy. 

Goldie Krantz made it clear that she 
wanted the union members to understand 
the importance of oral health and how 
integral it is to overall health. Th ere would 
be a new normal: consumers would expect 
to be able to access dental health care.

The Journal of the California Dental 
Association welcomes lett ers.

We reserve the right to edit all 
communications and require that all letters 
be signed. Letters should discuss an item 
published in the Journal within the past two 
months or matters of general interest to our 
readership. Letters must be no more than 500 
words and cite no more than fi ve references. 
No illustrations will be accepted. Letters 
may be submitted at editorialmanager.com/
jcaldentassoc. By sending the letter to the 
Journal, the author certifi es that neither the 
letter nor one with substantially similar content 
under the writer’s authorship has been published 
or is being considered for publication elsewhere, 
and the author acknowledges and agrees that 
the letter and all rights of the author with 
regard to the letter become the property of the 
California Dental Association.  

In the beginning, the service 
corporation was in the enviable position 
of having a customer (the union) before 
it had a product. Starting a dental benefi t 
plan today would be an entirely diff erent 
enterprise.

Today, there are more and more 
players in the dental benefi ts marketplace. 
Th e Aff ordable Care Act (ACA) and 
how it will be realized in California 
is still a work in progress. Market 
forces are continuing to leverage down 
reimbursement rates. Designing a new 
dental benefi t corporation now would not 
only be coming late to the party, but the 
admission ticket would be very pricey.

In a recent survey of Californians, 
only 5.2 percent were unsatisfi ed with 
their dental insurance plan. Slightly more 
than 75 percent of the respondents were 
satisfi ed with their dental insurance. 
Th ough a survey of dentists’ satisfaction 
would probably show that ratio reversed, 
it seems clear that consumers do not 
seem to share our dissatisfaction with 
the third-party payer experience. A new 
dental insurance company would have 
to face an uphill battle to win over those 
satisfi ed consumers.

So here we stand, 60 years after the 
beginning of prepaid dental benefi ts, 
facing a tectonic shift in dental benefi ts 
fi nancing. Wondering what will be 
left when the shaking stops and what 

the new normal will look like. Th e 
CDA Dental Benefi ts Research Task 
Force is identifying strategies and 
recommendations to enhance the position 
of providers and patients in the dental 
benefi ts marketplace. 

Heraclitus may have been correct 
when he said the only constant is 
change, but knowing that truth does 
not give one much solace. Where is that 
Greek philosopher’s perfect quote about 
stand-alone dental benefi t plans or the 
future of private practice dentistry when 
you need it? 

references
1. historylink.org/index.cfm?DisplayPage=output.cfm&fi le_
id=5699.
2. Dixon, personal papers, 1962.

Designing a new dental 
benefi t corporation now 
would not only be coming late 
to the party, but the admission 
ticket would be very pricey.
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Letters

There is some anxiety in the 
dental profession these days.

Students are incurring 
phenomenal debt as they head 
toward graduation and the 

profession of dentistry. Schools that have 
$100,000 tuitions are getting thousands of 
applications for hundreds of seats. Large 
numbers of college graduates are willing 
to mortgage their future for a dental 
education. New schools are opening in a 
variety of locations to meet this demand. 
Some of these schools are crafting teaching 
models that send the students far from 
the campus to learn at outlying clinics. 
Calibration of faculty and consistency of 
facilities becomes a huge challenge. In 
addition, the attitude among many faculty 
is that it isn’t their job to help students be 
successful dentists — it’s the vagaries of 
the marketplace and the responsibility of 
the students to choose wisely and prepare 
properly for the future. Th e faculty’s job is 
to teach students to be dentists. 

What to do? Th ere are many 
discussions going on informally. And as 
usual, there are frustrating checks and 
balances that keep those with the most 
information from acting directly for the 
benefi t of the profession. One solution 
would be to force the Commission 
on Dental Accreditation (CODA) to 
strengthen its requirements for the 
proper education of a dentist. Some 
faculties and dentists are urging the 
profession to connect more tightly with 
medicine — move dentistry toward a 
specialty of medicine in the minds of the 
patients, with its specialties seen more 
as subspecialties, similar to orthopedic 
specialists with subspecialties of the hand, 
back, etc. If not that far-reaching, at least 
strengthen graduation requirements 
so that students must receive close, 
calibrated faculty supervision and 

complete a stated volume of procedures to 
ensure competency as stated in the state 
dental practice acts . New campuses should 
be required to prove the comparable 
quality of their educational models before 
getting permission to infl uence the lives 
and livelihoods of future dental students. 
Finding out after the fact that students 
aren’t being taught to the same level of 
competence seems comparable to drug 
companies off ering minimal studies to 
prove effi  cacy for a new medication only to 
discover later that the drug side eff ects are 
much more serious than fi rst portrayed 
in their small samples. CODA should be 
pushing existing schools to continue to 
improve. Th e standards should continue to 
rise as the dental products, techniques and 
services continue to expand and become 
more complex.

Finally, the profession as a whole 
should put pressure on their institutions 
to better educate new dentists. Th ey 
should express their voices to their elected 
representatives who meet at the ADA 
House of Delegates yearly to chart the 
direction of the association. Along with 
an eff ort to force the profession to 
constantly improve, each dentist should 
support his/her institution to help keep 
tuition reasonable. Giving back doesn’t 
just mean showing up at alumni meetings, 
it also means sharing some of the benefi ts 
of this great profession with the dentists 
of tomorrow. 

william van dyk, dds
San Francisco

Morals, Ethics, Integrity 
What is the meaning behind these 

words? How do they aff ect our behavior 
and interaction with others? How do they 
aff ect our character?

Dr. Dugoni’s excellent article, “Road 
Signs on the Road of Life,” in the July 
2013 Journal brings to mind these age-old 
questions.

We are all aware that morality deals 
with the distinction between right and 
wrong, good and evil, truth and falsehood. 
Integrity is the scale that measures the 
level to which we adhere to those moral 
principles, either high or low on that scale. 
Ethics is the fabric pouch containing the 
rules that diff erentiate between right and 
wrong. Ethics instills the concept of the 
moral being in a structured format that 
becomes an integral part of our character. 
Character is what we do and who we are 
when no one is looking. Character is how 
our values aff ect our behavior.

We know that in some, the pouch 
of ethics is structurally weak, even 
nonexistent. Th e fabric was either 
inadequately woven from the onset 

Are the Students Our Guinea Pigs: 
What’s Happening to Dental Education?

J U LY  2 0 1 3

What Does It Mean to Be Ethical?
Ethics of Social Media in Dental 
Practice
Care Versus Commerce:  
A Challenge to Professional 
Integrity?Journal

~ JAMES D. STEPHENS, DDS

PROFESSIONAL CHALLENGES IN A CHANGING WORLD
Ethics:Dental
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or was of an inferior grade. For these 
individuals, right and wrong blend into 
a murky primordial soup. Empathy 
and conscience may be weak or absent. 
We might say, “Th e devil got into him,” 
or, “He lacks integrity and character,” 
or, “He’s a psychopath.” Th e existence 
of this dichotomy — good versus evil, 
right versus wrong — is an inseparable 
part of the human condition and is one 
reason why religion and codifi ed law exist. 
It’s why we require prison and armies. 
Somewhere on the journey between 
infancy and adulthood, the path was 
lost. Perhaps science one day will have 
an explanation, but until then, we can 
all do mental gymnastics to strengthen 
and repair our ethical fabric. Disciplining 
ourselves to do the right thing rather 
than being expedient. Treating others 
as we would want to be treated. Putting 
ourselves into the shoes of others. 
Empathy. Understanding. Old-time 
values. Only by maintaining a strong 
ethical pouch can we preserve our morals.

A strong moral fiber ensures that 
our profession continues to maintain 
the high level of trust and respect our 
forebearers worked so hard to establish. 
Without it, we sink into a depression in 
which trust and respect suffer. 

As an exercise, ask yourself the 
following questions:

Have I helped make this world and its 
inhabitants better because I was here?

Is someone, somewhere, happier because I 
have walked this Earth?

And fi nally, What do I want them to say 
at my funeral?

Th e answers could act as a guide on 
your journey.

We all have a choice. Let’s strive to 
leave our profession better than we found 
it. It’s the right thing to do.

ted urbanski, dds
Tustin, Calif.

Whether you're expanding or starting your practice, U.S. Bank 
can help with equipment, buy-outs, refinancing or more. With the 

help of a trusted U.S. Bank Practice Finance Specialist, our 
Specialists will prescribe solutions that may help your practice.

Acquisition Financing |   Practice Debt Refinancing
New Practice Start-Ups |   Buy-Ins

Expansions |   Relocations |   Buy-Outs

Call Jeramie Eimers
Practice Finance Specialist
800.313.8820 ext. 2

usbank.com/practicefinance
Subject to normal credit approval. Some restrictions may apply. Deposit products offered by U.S. Bank National Association.
Member FDIC @2013 U.S. Bank

If your practice could use additional support, 
you could use a loan from US.



This is why you do what you do.
Whether you’re easing their fears or helping them smile with 
more confidence, caring for people and making a difference in 
their lives is why you became a dentist. And behind you all the 
way is the California Dental Association. Twenty-five thousand 
of your peers working to protect the profession, champion new 
ideas and provide helpful resources so that you can continue to 
do what you love—care for your patients.

CDA Membership
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Permission to Speak
by david w. chambers, phd  

As the old joke goes, “Do you mind if 
I ask a couple of questions?” “Not at all. 
What is your second question?” No one 
needs permission to tell others when they 
feel the profession is being damaged.

I recently received a copy of an ad 
placed by a specialist. It asked potential 
patients, “Why settle for less than a board-
certifi ed specialist?” I fi nd that off ensive. It 
implies that all others are less qualifi ed.

But of course, there is more to the 
story. Th is ad is now notorious in various 
groups in organized dentistry. Th e 
conclusion, after months of consultation 
among members of state and national 
committees and with legal counsel, is that 
the advertiser is within his legal rights 
to make this sort of claim as a business 
proposition. “It seems,” said one California 

 

Consuming Milk After Sugary Cereals May Prevent Cavities
New research at the University of Illinois at Chicago College of Dentistry has found that 
a glass of milk aft er eating sugary breakfast cereal reduces plaque acid levels and may 
prevent damage to tooth enamel that leads to cavities.

The study, published in the Journal of the American Dental Association, evaluated 
whether whole milk, 100 percent apple juice or tap water aff ected dental plaque acidity 
in people aft er a sugary challenge. Researchers measured plaque pH, or acidity, between 
the premolar teeth before eating; at two and fi ve minutes aft er eating; and then two to 30 
minutes aft er drinking a liquid.

Participants who drank milk aft er eating sugary cereal showed the highest pH rise, 
from 5.75 to 6.48 at 30 minutes. Those who drank apple juice remained at pH 5.84 at 30 
minutes, while water raised the pH to 6.02, according to a news release from the university.

“If understood and implemented properly, food 
sequencing can be used as a public health educational 
tool to maintain and preserve good oral health,” said 
Shilpa Naval, BDS, MPH, MS, one of the study authors, 
in the news release. 

For more information, see the study in the 
Journal of the American Dental Association, July 1, 
2013, vol. 144, no. 7, pp. 815-822.

Impressions
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FDA Approves Marketing of Faster 
Steam Sterilizer Test

Th e U.S. Food and Drug Administration 
has approved the marketing of a new 
test that has the ability to more quickly 
determine whether steam sterilization 
of reusable medical devices is eff ective, 
according to a news release from the FDA.

Described by the FDA as “the fi rst 
biological indicator test that gives results in 
two hours,” the Verify Cronos Self Contained 
Biological Indicator (SCBI) is used in 
reprocessing, a multistep process to clean and 
disinfect or sterilize reusable medical devices.

“Th is is a novel and innovative use of 
recombinant DNA technology in biological 
indicator tests,” said Christy Foreman, director 
of the Offi  ce of Device Evaluation in FDA’s 
Center for Devices and Radiological Health, 
in the news release. “By providing faster 
confi rmation of sterilization, this innovation 
may help health care facilities provide their 
medical staff  with a faster turnaround of their 
sterilized reusable devices.”

Like other biological indicator tests, 
the Verify Cronos SCBI consists of a 

Pharmacist Group Reports Doxycycline Shortage
The American Society of Health-System Pharmacists has reported a raw material shortage causing 

doxycycline, a broad-spectrum bacteriostatic antibiotic, to be in short supply.
Edmond Truelove, DDS, vice chair of the ADA Council on Scientifi c Aff airs, said in an ADA news story that the 

shortfall aff ects all of dentistry, though perhaps has a more pronounced impact on certain areas, such as periodontology. 
“We manage patients who have compromised oral conditions and in those patients we use doxycycline in some 

cases to keep the gingiva stable and less infl amed,” he said in the article. “So the more shortage there is, the more 
diffi  culty we see with patients. There are limited alternatives.” 

Minocycline has similar antimicrobial broad-spectrum activity to doxycycline, according to the ASHP website, which 
also notes that if doxycycline is unavailable, an alternative antibiotic from a diff erent 
medication class may be preferred over minocycline depending on the indication.

Doxycycline manufacturers att ribute the drug shortage to a raw material shortage 
and to supply and demand, although not all manufacturers could provide reasons for 
the shortage, the ASHP Drug Shortages Resource Center stated. 

 For more information about the availability of doxycycline, visit the 
FDA Drug Shortage website at www.fda.gov/Drugs/DrugSafety/DrugShortages/
default.htm or see the ADA news story at ada.org/news/8845.aspx. 

vial containing dried spores from the 
heat-resistant bacteria Geobacillus 
stearothermophilus. Prior to the start of 
a sterilization cycle, the vial is placed 
inside the sterilization chamber with the 
sterilization load. After the cycle is complete, 
the spores are placed in a liquid that provides 
an ideal environment for the growth of any 
surviving bacteria, and monitored for spore 
growth. Growth of bacteria indicates that a 
sterilization load failed.

Th e new test uses a genetically 
engineered strain Geobacillus 
stearothermophilus that produces an enzyme 
that fl uoresces in reaction with the “recovery 
medium” if test microorganisms are present 
after the sterilization process. Genetically 
engineered Geobacillus stearothermophilus
that survive a sterilization cycle will start 
growing and producing the enzyme within 
two hours, giving results much more quickly 
than the 24 hours typically needed with a 
natural bacterial strain.

For more information, visit www.
fda.gov/newsevents/newsroom/
pressannouncements/ucm360703.htm.
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dentist, “that the government has tied our 
hands and there is nothing we can do.”

Th at is right and wrong at the same 
time. What is right and good about 
dentistry is not limited to the fi nancial 
or legal dimensions. Th e advertiser is 
counting on winning the commercial 
battle, but he can only win the ethical 
battle if no one speaks up. 

Th e off ensive dentist’s behavior 
cannot be controlled in this context, but 
he is morally constrained to recognize the 
obloquy of his colleagues. 

Of course, one cannot libel others, but 
private expressions of honest professional 
opinions are protected speech. A message 
about how colleagues see the matter 
switches the focus away from legalisms 
to ethics. Th e Department of Consumer 
Aff airs and the state boards do not limit 
what can be said about good dentistry. 

How does one go about crafting an 
ethical protest? Here is an example. 

Dear Dr. X,
I have seen your ad in such-

and-such and am troubled by the 
claim that patients who choose 
your colleagues are “settling for 
less.” You are certainly within your 
rights to make this statement as a 
commercial enterprise regulated by 
the Department of Consumer Affairs. 
My concern is ethical. It is possible to 
read your advertisement as implying 
that other dentists who are completely 
qualified to perform the procedures 
patients seek your services for are 
inferior to you and must be “settled 
for.” Perhaps you were not aware that 
patients and your colleagues could 
interpret your message in this light. I 
am certain you will want to maintain 

the high regard patients hold the 
entire profession in and the ethical 
respect of your colleagues.

Th at is all. No exaggerations, no 
demands, no threats. A few letters from 
prominent dentists in the area should 
send the right message.

Th e nub:
1  Th ere is both a commercial aspect 

to dentistry and a professional one. 
Dentists should care about both.

2  It is never necessary to request 
permission to express a position on ethics.

3  Th e payoff  for speaking out 
ethically is to help defi ne the profession. 
Controlling others is not part of the 
procedure.

David W. Chambers, PhD, is professor 
of dental education, Arthur A. Dugoni School 
of Dentistry, San Francisco, and editor of the 
Journal of the American College of Dentists.
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Pregnancy Dental Care Policy Adopted by Physicians Group
The American College of Obstetricians and Gynecologists (ACOG) has adopted new guidelines stating that 

teeth cleanings and dental X-rays are safe for pregnant women. Ob-gyns are now being advised to perform routine 
oral health assessments at the fi rst prenatal visit and encourage their patients to see a dentist during pregnancy. 

“These new recommendations address the questions and concerns that many ob-gyns, dentists and our 
patients have about whether it is safe to have dental work during pregnancy,” said Diana Cheng, MD, vice chair 
of The College’s Committ ee on Health Care for Underserved Women, in a news release from the ACOG.

The recently released ACOG Committ ee Opinion underscores the importance of maintaining good oral 
health during pregnancy and throughout a woman’s life. Approximately 40 percent of pregnant women in the 
U.S. have some form of periodontal disease — including gingivitis, cavities and periodontitis — and physical 
changes caused by pregnancy can cause changes in teeth and gums, according to the ACOG Committ ee Opinion. 

 Ob-gyns are encouraged to reinforce practical advice for their patients: limit 
sugary foods and drinks, brush teeth twice daily with fl uoride toothpaste, fl oss once 
daily and visit a dentist twice a year.

 The ACOG recommendations reinforce guidelines previously published in the 
2010 June issue of the Journal of the California Dental Association. 

For more information on “Oral Health During Pregnancy and Early Childhood: 
Evidence-Based Guidelines for Health Professionals,” visit acog.org/About_ACOG/News_
Room/News_Releases/2013/Dental_X-Rays_Teeth_Cleanings_Safe_During_Pregnancy. 



Practice Support

Dental Benefit Plans

I’ve submitted this 
claim three times, 
why haven’t I
received payment ?

Ah the joys of dealing with dental benefit plans, a frustration 
point for many a dental office. Thankfully, relief is at hand 
with practice support from CDA. Analysts who specialize 
in dental benefits are at the ready with advice, information 
and solutions. Plus, there are valuable resources to help you 
evaluate plans, learn how to dispute a claim and ultimately, 
get paid. CDA Practice Support, whether on the phone 
866.232.6362 or online cda.org/compass it’s where 
smart dentists get smarter.
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Stem Cells Found in Gum Tissue Can 
Fight Infl ammatory Disease 

According to new research from the 
Ostrow School of Dentistry of USC, stem 
cells found in mouth tissue can not only 
become other types of cells but can also 
relieve infl ammatory disease.

Published in the Journal of Dental 
Research, the study examined gingival 
mesenchymal stem cells (GMSC), which 
are found in the gingiva, or gum tissue, 
within the mouth.

Th e cells featured in the study are 
gingival mesenchymal stem cells (GMSC), 
which are found in the gingiva. GMSC, 
like other stem cells, have the ability to 
develop into diff erent types of cells as 
well as aff ect the immune system. While 
the developmental origins and abilities 
of GMSC hadn’t previously been fully 
illustrated, this study shows that there 
are two types of GMSC: those that arise 
from the mesoderm layer of cells during 
embryonic development (M-GMSC) and 

 Research Links Oral Bacteria and Colorectal Cancer 
New research from Case Western Reserve University (CWRU) School of Dental Medicine has 

identified how a common oral bacterium can contribute to colorectal cancer, according to the study 
published in the journal Cell Host & Microbe.

“We found this cancer is linked to an infection from [the bacterium],” said lead study investigator 
Yiping Han, PhD, in a CWRU news story. “This discovery creates the potential for new diagnostic tools and 
therapies to treat and prevent the cancer.”

Authors of the study also found “how to prevent the microorganism, called 
Fusobacterium nucleatum (Fn), from att aching to colon cells and potentially triggering a 
cascade of changes that can lead to cancer,” the news story noted.

The authors explain in the study that “Fusobacterium spp. [species] are enriched 
in human colonic adenomas relative to surrounding tissues and in stool samples from 
colorectal adenoma and carcinoma patients compared to healthy subjects.”

They also found that the FadA gene levels are 10 to 100 times higher than normal 
in precancerous and malignant colon polyps.

These findings suggest that it will be important to consider the contribution 
of members of the tumor microbiota, such as Fn, and the intersection between 
microbial gene function and the host response in order to understand colorectal 
cancer risk, development and progression, the authors concluded.

For more information, see the study in the journal Cell Host & 
Microbe, vol. 14, no. 2, pp. 207-215.

those that come from cranial neural crest 
cells (N-GMSC), according to a news 
release from USC.

N-GMSC develop into many 
important structures of the head and 
face, and about 90 percent of the gingival 
stem cells were found to be derived from 
cranial neural crest cells, the study noted. 

“When transplanted into mice with 
dextran sulfate sodium (DSS)-induced 
colitis, N-GMSCs showed superior 
effects in ameliorating inflammatory-
related disease phenotype in 
comparison with the M-GMSC 
treatment group,” authors wrote. 

“In summary, our study indicates that 
the gingivae contain both neural-crest- and 
mesoderm-derived MSCs with distinctive 
stem cell properties,” the study concluded.

For more information, see the 
study in the Journal of Dental Research 
published online before print July 18, 
2013, and printed in the September 2013 
issue, vol. 92, no. 9, pp. 825-832. 
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Poor Oral Health and Cancer-causing 
Oral HPV Infection

Poor oral health, including gum 
disease and dental problems, was 
found to be associated with oral HPV 
infection, which causes about 40 percent 
to 80 percent of oropharyngeal cancers, 
according to a new study in the journal 
Cancer Prevention Research.

“Poor oral health is a new independent 
risk factor for oral HPV infection and, to 
our knowledge, this is the fi rst study to 
examine this association,” said Th anh Cong 
Bui, doctor of public health, in a news 
release from the American Association for 
Cancer Research. “Th e good news is, this 
risk factor is modifi able — by maintaining 
good oral hygiene and good oral health, 
one can prevent HPV infection and 
subsequent HPV-related cancers.”

Study authors noted that among 
the 3,439 study participants, those 

who reported poor oral health had a 56 
percent higher prevalence of oral HPV 
infection, and those who had gum disease 
and dental problems had a 51 percent and 
28 percent higher prevalence of oral HPV 
infection, respectively. 

Researchers found that being male, 
smoking cigarettes, using marijuana and 
oral sex habits increased the likelihood of 
oral HPV infection. 

Because HPV needs wounds in the 
mouth to enter and infect the oral cavity, 
poor oral health, which may include 
ulcers, mucosal disruption or chronic 
infl ammation, may create an entry portal 
for HPV, said Bui, adding that there is, 
however, currently not enough evidence to 
support this, and further research is needed 
to understand this relationship.

For more information, see the study 
in the journal American Cancer Research, 
published online fi rst, Aug. 21, 2013. 

Complete Denture Fabrication: Simplifi ed Methods Eff ective as Conventional
A recent study has determined that using a simplifi ed method for complete denture fabrication had no 

adverse eff ect on patient satisfaction or quality of life. 
Although complete denture fabrication involves a series of complex technical procedures, “simplifi ed 

methods may be as eff ective as conventional ones albeit the lesser use of time and resources, without 
disadvantage for the patient,” authors wrote in the study, which was published in the Journal of Oral Rehabilitation.

The study compared a simplifi ed method for complete denture fabrication to a conventional protocol in terms 
of oral health-related quality of life (OHRQoL), patient satisfaction and denture quality, authors noted. They 
used 42 patients who had been edentulous for at least a year and who were requesting treatment with complete 
dentures. The patients were randomly divided into two study groups — one that received dentures fabricated by 
a simplifi ed method and the other that received conventionally fabricated dentures.

OHRQoL and patient satisfaction were analyzed before interventions and 
again aft er three and six months following insertion. Denture quality was assessed 
three months following and the authors reported fi nding no diff erence between 
the two groups for OHRQoL, denture quality and general satisfaction.

The authors concluded that “the simplifi ed method is able to produce 
dentures of a quality comparable to those produced by the conventional 
method, infl uencing OHRQoL and patient satisfaction similarly.”

For more information, see the study in the Journal of Oral Rehabilitation, 
July 2013; 40(7):535-45.

“Poor oral health 
is a new independent 

risk factor for oral 
HPV infection and, 
to our knowledge, 

this is the fi rst study 
to examine this 

association.”

THANH  CONG  BUI ,  DRPH
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Researchers Examine Lifetime Occlusal 
Surface Changes

Researchers from the Max Planck 
Institute for Evolutionary Anthropology 
in Germany and the Senckenberg 
Research Institute recently conducted 
stress analyses on gorilla teeth of diff ering 
wear stages and found that diff erent 
features of the occlusal surface antagonize 
tensile stresses in the tooth-to-tooth 
contact during the chewing process. 

According to the news release, the 
fi ndings show that tooth wear with its 
loss of dental tissue and the reduction 
of the occlusal relief decreases tensile 
stresses in the tooth, making food 
processing less eff ective. Th us, as the 
occlusal surface changes during an 
individual’s lifetime due to tooth wear, 
the biomechanical requirements on the 
existing dental material change as well — 
an evolutionary compromise for longer 
tooth preservation.

Th e researcher team’s results show that 
“in unworn and slightly worn molars (with 
a well-formed occlusal relief that is most 

eff ective for processing food) tensile stresses 
concentrate in the grooves of the occlusal 
surface. In such a condition, the diff erent 
crests of a molar carry out important 
biomechanical functions, for example, by 
reinforcing the crown against stresses that 
occur during the chewing process. Due 
to a loss of tooth tissue and a reduction 
of the occlusal relief the functionality 
of these crests diminishes during an 
individual’s lifetime. However, this reduced 
functionality of the crests in worn teeth is 
counterbalanced by an increase in contact 
areas during tooth to tooth contacts, which 
ultimately contributes to a dispersion of 
the forces that aff ect the occlusal surface,” 
according to the news release. 

“It seems that we observe an 
evolutionary compromise for long tooth 
preservation. Even though worn teeth are 
not as effi  cient they still fulfi ll their task,” 
Stefano Benazzi, of the Max Planck Institute 
for Evolutionary Anthropology, said.

For more information, see the full 
study published July 23, 2013, in the 
journal PLoS ONE, 8(7): e69990.
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enabled teams working in community 
locations outside of the traditional dental 
care delivery system.1 Developed by the 
Pacifi c Center for Special Care at the 
University of the Pacifi c, Arthur A. Dugoni 
School of Dentistry (Pacifi c), this system 
is being demonstrated in communities 
across California. Th e VDH system was 
designed to address the signifi cant access 
challenges and health disparities faced 
by large and increasing segments of 
the population. Th ese disparities were 
described in the 2000 report of the U.S. 
Surgeon General and affi  rmed by the 
2011 reports of the Institute of Medicine 
and the National Research Council of the 
National Academies of Science, Advancing 
Oral Health in America and Improving Access 
to Oral Health Care for Vulnerable and 
Underserved Populations.3,4,5

The purpose of this paper is to 
review the scientifi c basis for 
the role of interim therapeutic 
restorations (ITR), as used in 
the virtual dental home system 

(VDH), in managing caries lesions and 
delivering oral health care to underserved 
and vulnerable populations. Earlier papers 
described the structure of the VDH system 
and community-based prevention and early 
intervention strategies described some of 
the scientifi c literature in these areas. 1,2 Th is 
paper focuses on the ITR and incorporates 
additional and newer evidence.

The Virtual Dental Home
Th e VDH is a system for delivering 

oral health services to underserved 
and vulnerable populations using 
geographically distributed, telehealth-
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uses allied dental professionals trained to place interim therapeutic restorations (ITR) 
under the general supervision of dentists. This paper reviews the scientifi c basis for the 
ITR, as used in the VDH system, in managing caries lesions and delivering oral health 
care to underserved and vulnerable populations. 
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By creating a VDH in sites throughout 
California, Pacifi c is delivering oral 
health services in locations where 
traditionally underserved people live, 
work, play, go to school and receive 
social services. Th is system promotes 
collaboration between dentists in dental 
offi  ces and clinics and community-
based allied dental professionals. Th is 
system redefi nes the use of the term 
“dental home” to include the entire 
geographically distributed, collaborative, 
telehealth-facilitated system of care. Th e 
VDH provides all the ingredients of the 
health home, including health education 
and promotion activities, tracking of 
patient needs and experiences, help 
with navigation of the health system, 
referral for advanced work when needed 
and integration of oral health issues 
into the educational, social and general 
health environment where it is being 
used. Th e system also puts dentists 
at the head of the distributed team, 
and most importantly, it brings much-
needed services to individuals who might 
otherwise receive no care. Equipped 
with portable imaging equipment and 
an Internet-based dental record system, 
the allied dental professionals working 
in the VDH system collect electronic 
dental records including radiographs, 
photographs, charts of dental fi ndings 
and dental and medical histories, and 
upload the information to a secure 
website where the records are reviewed 
by a collaborating dentist. Th e dentist 
reviews the patient’s information and 
creates a dental treatment plan.

ITRs in the VDH System
In addition to collecting diagnostic 

information, delivering health promotion 
and prevention education, performing 
preventive procedures and providing case 
management services, allied professionals 

in the VDH system are trained to place 
ITRs. It should be noted that “interim 
therapeutic restoration” as used in the 
VDH system is the term developed by the 
American Academy of Pediatric Dentistry 
(AAPD) in its Policy on Interim Th erapeutic 
Restorations (ITR). 6 As described in that 
document, and discussed later in this 
paper, this term is used to describe the 
technique referred to more broadly in 
the literature as atraumatic restorative 
treatment (ART). Th e new term, ITR, 
is used by the AAPD to emphasize the 

to the defi nition of general supervision in 
California law where general supervision 
means supervision of dental procedures 
based on instructions given by a licensed 
dentist but not requiring the physical 
presence of the supervising dentist during 
the performance of those procedures.9,10

In the VDH system, dentists use a 
specifi c set of criteria to determine which 
teeth should have an ITR placed. Th e 
criteria are based on both patient factors 
and tooth factors as listed below.

Patient Factors
 ■ Th e patient’s American Society of 

Anesthesiologists Physical Status 
Classifi cation (ASA status) is Class III 
or less.

 ■ Th e patient is cooperative enough to 
have the restoration placed without the 
need for special protocols (i.e., sedation 
or physical support).

 ■ Th e patient or responsible party has 
provided consent for the procedure.

 ■ Th e patient reports that the tooth 
is asymptomatic, or if there is mild 
sensitivity to sweet, hot or cold, that 
the sensation stops within seconds of 
the stimulus being removed.

Tooth Factors
 ■ Th e cavity must be accessible without 

the need for creating access using a 
dental handpiece.

 ■ Th e margins of the cavity must be 
accessible so that clean noncarious 
margins can be obtained around the 
entire periphery of the cavity with the 
use of hand instruments.

 ■ Th e depth of the lesion must be 
more than 2 mm from the pulp on 
radiographic examination or must be 
judged by the dentist to be a shallow 
lesion.

 ■ Th e tooth must be restorable and not 
have other signifi cant pathology.

this system promotes
collaboration between 

dentists in dental 
offi  ces and clinics and 

community-based allied 
dental professionals. 

provisional nature of the restoration. 
Allied dental professionals in the VDH 
demonstration project are placing ITRs 
under general supervision of dentists 
in the Health Workforce Pilot Project 
(HWPP) authorized by the California 
Offi  ce of Statewide Health Planning and 
Development (OSHPD).7,8

Th e VDH system has trained allied 
dental professionals to place ITRs under 
the general supervision of dentists. In 
this system, the dentist determines that 
a particular tooth should have a specifi c 
ITR (i.e., which tooth and surfaces are to 
be treated) and provides instructions to 
the allied dental professional to place the 
restoration. Th e allied dental professional 
then places the interim restoration 
without the dentist being present in the 
treatment location. Th ese steps conform 
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Once a dentist determines the 
need and instructs the allied dental 
professional to place an ITR in a specifi c 
tooth, an appointment is scheduled for 
that procedure to be completed. Th e 
specifi c technique being used in the VDH 
system involves removing soft material 
from the cavity with hand instruments 
only while avoiding removal of any 
material from the pulpal fl oor in all 
but superfi cial lesions. Care is taken to 
obtain clean, noncarious margins. Th e 
tooth is then cleaned, conditioned and a 
high-viscosity, glass-ionomer restorative 
material is placed in the cavity.

Diff usion of Innovation
While there is extensive literature 

on the history and eff ectiveness of the 
ART and ITR techniques, many dentists 
are not aware of this literature and were 
trained at a time when principles of 
caries disease management diff ered from 
the current scientifi c understanding. 
It is well known that “diff usion of 
innovation” takes a long time and practice 
patterns are not easily changed, even 
in the face of knowledge about new 
scientifi c understanding.11,12 In fact, a 
recent publication about dentists’ use 
of evidence-based guidelines concluded 
that “ingrained practice behavior based 
on personal clinical experience that 
diff ered substantially from evidence-based 
recommendations resulted in a rejection 
of these recommendations.”13 However, 
the legal environment for defi ning 
standards of care is changing and it is 
becoming increasingly important for oral 
health professionals to understand and 
practice according to the current scientifi c 
basis for the procedures they perform.14,15 

Equally important to the diff usion 
of innovation is the adoption of new 
scientifi c fi ndings and recommendations 
into dental education. Much of dental 

education is still based on the one-
directional fl ow of information from the 
faculty to the students, versus a problem-
based learning system. Professionals 
educated in the one-directional fl ow 
manner have greater diffi  culty in 
accepting and adopting new techniques 
and recommendations. However, the 
knowledge and acceptance of the ART 
and ITR techniques by dental school 
faculty, with subsequent incorporation 
into the dental student curriculum, has 
fortunately been slowly growing. In a 

reported teaching the ART technique and 
it is widely and routinely used throughout 
most Central and South American 
countries, from Mexico to Chile.18,19 
Currently, the vast majority of dental 
schools in the U.S. are participating in 
CAMBRA coalitions, which are expanding 
education in risk assessment, medical 
management and minimally invasive 
dentistry and where teaching students 
about the principles described in this 
paper is included.

History of ART, ITR and Sealing Cavities
Th e ART technique for treatment of 

carious lesions has been used in many 
countries around the world since its 
introduction in Tanzania in the mid-1980s. 
Similar techniques are referred to as ITRs 
and as “sealing cavities.” Th e world literature 
on ART has been extensively reviewed.20 
In fact, the World Health Organization 
has produced a training manual for public 
health workers titled How to Carry Out 
Atraumatic Restorative Treatment (ART) 
on Decayed Teeth.21 Th e WHO manual 
describes a simple technique that “can be 
implemented by properly trained personnel 
with even nondental backgrounds,” even 
“under fi eld conditions where there is a lack 
of electricity and modern dental facilities.” 
Th e technique described involves the use of 
“hand instruments only (no electric drills 
used) for widening cavity openings and for 
excavating soft, decayed tissue from within 
the cavity, followed by the application of an 
adhesive dental material, usually a high-
viscosity glass ionomer fi lling material, 
into the cavity and over the adjacent pits 
and fi ssures.”

Th e AAPD has adopted the term 
interim therapeutic restoration. As 
described in the AAPD Policy on Interim 
Th erapeutic Restorations, ITR techniques 
are almost identical to ART techniques, 

equally important to
the diff usion of innovation 

is the adoption of new 
scientifi c fi ndings and 

recommendations into 
dental education. 

survey of U.S. general dental practitioners 
conducted in 2003, 55 percent reported 
having received some form of dental 
school education in the ART technique 
in lectures, laboratory exercises and/
or hands-on clinical experiences.16 
Additionally, 67 percent of the survey 
respondents reported performing 
ART procedures at least sometimes 
(44 percent often to very often) and 
40 percent desired further training on 
ART techniques. In a similar survey 
conducted in the United Kingdom in 
2005, 42 percent of respondents reported 
awareness of ART techniques and most 
used true or modifi ed ART techniques in 
their practices.17 Th e greatest adoption of 
ART and ITR techniques has been in Latin 
American countries. In 2009, more than 
95 percent of Brazilian dental schools continues  on  750
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but the stated purpose of the new name 
is to emphasize the provisional nature of 
the restoration.6 Th e primary technique 
diff erence in the AAPD ITR description is 
the “removal of caries using hand or slow-
speed rotary instruments.”

Because the ART technique has been 
widely used in third-world countries, 
usually in less than optimal conditions, 
it has been considered by some to be 
inferior to conventional dental restorative 
techniques. However, there is substantial 
and ever-increasing evidence that in 
certain situations, the techniques used 
in ART or ITR produce equal, or in some 
cases superior, outcomes compared 
to those produced by conventional 
restorative techniques. Th e remainder 
of this paper will describe this evidence 
and the scientifi c basis for concluding 
that these techniques should have an 
important role in management of dental 
caries disease.

Traditional approaches to the 
restoration of caries lesions in teeth 
require that clearly defi ned preparations 
be created within a tooth, as well as 
the complete removal of decay. Th ese 
techniques often sacrifi ce healthy 
tooth structure in an eff ort to provide 
adequate retention when using 
nonadhesive materials such as amalgam. 
As material science has developed, the 
use of bonded composite and glass 
ionomer restorative materials have given 
dentistry new and improved ways to 
restore teeth with greater conservation 
of healthy structure.22

As our understanding of the 
pathogenesis of caries disease has 
increased, the methods in which 
dentistry treats caries lesions has also 
shifted. It has become clear that the 
caries disease process is caused by 
an ecological shift in the oral biofi lm 
from benefi cial to acidogenic bacterial 

species. Th e resultant demineralization 
of enamel and dentin results in active 
decay. By reversing, or limiting the 
extent of salivary pH changes, teeth can 
be stabilized, and even remineralized.23 
Th rough use of conservative techniques 
and contemporary materials such as 
glass ionomers, it is possible to maintain 
healthy tooth structure, limit the risk 
of pulpal exposure and seal the cavity 
from the nutrient supplies needed by the 
acidogenic bacteria as part of an overall 
caries risk reduction strategy. 

stop, or at least limit, the activity of 
caries-causing acidogenic bacteria by 
depriving the bacteria of their nutrient 
supply and by the antimicrobial eff ect 
of fl uoride.26 Th e fl uoride release also 
remineralizes and strengthens the 
surrounding tooth structure and helps 
to prevent recurrent decay.

Numerous studies and systematic 
reviews have been carried out to evaluate 
the ability of glass ionomer restorations 
to stabilize caries lesion activity, how 
they aff ect pulpal and periapical tissues, 
and what this may mean to a patient’s 
experience in receiving interim care. 
Th e clinical research demonstrates 
favorable safety and eff ectiveness when 
conservative, partial caries removal is 
used versus complete caries removal 
as advocated by traditional restorative 
techniques. Additionally, conservative 
approaches followed by bondable 
restorations show diminished bacterial 
loads and evidence that partially 
excavated teeth do not have higher 
restoration failure rates.27,28,29,30 In a 2013 
study by Schwendicke et al., a systematic 
review of 1,257 patients and 1,628 
teeth examined the eff ects of complete 
versus incomplete decay removal before 
restoration placement.31 Th e authors 
evaluated the risk of pulpal exposure, post 
operative pulpal symptoms, restoration 
failure and caries progression. Although 
the risk of restoration failure appeared 
similar for complete versus incomplete 
decay removal, there were signifi cant 
risk reductions for pulpal exposure and 
pulpal symptoms in the incomplete 
decay removal group. Th ere was also 
not enough evidence to conclude that 
one technique was superior to the other 
in reducing caries progression. In a 
systematic review by Ricketts et al., 934 
patients and 1,375 teeth were included 
in the study.32 A comparison of complete 

by reversing, 
or limiting the extent of 

salivary pH changes, teeth 
can be stabilized, and even 

remineralized.

Glass ionomer restorations, 
introduced roughly 40 years ago, adhere 
to enamel and dentin primarily via 
calcium bonds to the mineral content 
of tooth structure. Th is provides an 
adaptive seal closely matched to a 
tooth’s coeffi  cient of expansion and 
contraction. Because of its unique 
chemistry, glass ionomer materials 
are most eff ective when placed in a 
wet environment, which promotes 
a strong chemical bond to both 
enamel and dentin. In addition, glass 
ionomer materials release fl uoride 
into the surrounding tooth structure 
as a rechargeable fl uoride reservoir.24,25 
Because of the strong chemical bond of 
glass ionomer materials to both enamel 
and dentin, and because of the fl uoride 
release, glass ionomer materials can 

continued  from  747
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caries excavation versus partial caries 
excavation was completed using a variety 
of bonded and conventional restorations. 
Pulpal exposure occurred in 22 percent 
of the teeth treated with complete caries 
excavation versus only 5 percent in teeth 
treated with partial caries excavation. 
Positive postoperative signs and 
symptoms at one-year follow-up occurred 
in 5 percent of teeth that had complete 
caries removal versus only 1.3 percent 
for partially excavated teeth. Failure of 
the restoration occurred in 6 percent 
of completely excavated teeth versus 2 
percent for the partially excavated teeth. 

Although the conservative approach 
of the ART, and ITR, technique was 
developed for patients experiencing 
barriers in accessing basic oral health 
care, other beneficial effects have been 
reported. Studies show that dental fear 
and anxiety affect roughly 10 percent 
to 20 percent of the U.S. population, 
resulting in disease progression, 
lost work and school hours and 
diminished quality of life.33,34 Of all of 
the procedures in dentistry, fear of the 
sight and feel of a needle produces the 
most fear.35 Because ART procedures, 
and ITR in the VDH, are done without 
the use of a drill or anesthetic, these 
procedures produce less pain and 
anxiety than conventional restorations. 
This has been verified in a systematic 
review by Carvalho that concluded that 
ART promotes less pain and discomfort 
for patients, even though the procedure 
is performed with no anesthesia, 
contributing to a reduction of anxiety 
and fear during the dental treatment.36 
This data leads to the conclusion that 
it is advantageous to provide these 
procedures to young children and those 
with dental fear as well as other patients 
in an effort to desensitize them to the 
dental experience. 

Conclusions
Pacific has developed and is 

demonstrating the VDH system. The 
VDH uses dentists working with allied 
dental professionals in geographically 
distributed, telehealth connected teams 
to bring oral health to traditionally 
underserved people across California. 
In addition to collecting diagnostic 
information, delivering health 
promotion and prevention education, 
performing preventive procedures and 
providing case management services, 
allied professionals in the VDH system 
are trained to place ITRs under the 
general supervision of dentists. 

The technique used to place ITRs 
in the VDH system is similar to what 
has been described in the extensive 
literature on ART. Although first 
described as a technique suited for 
countries where dental care is delivered 
in less than optimal conditions, there 
is substantial, increasing evidence that 
in certain situations the techniques 
used in ART or ITR produce equal, or in 
some cases superior, outcomes 
compared to the outcomes produced by 
conventional restorative techniques. 
The ITR technique does not require the 
removal of all caries infected tooth 
structure, can stop the progress of decay 
and can restore function and esthetics 
while producing fewer pulpal symptoms, 
less pain and less anxiety than 
conventional restorative techniques. 
When used with children and adults 
who do not access the traditional dental 
care system in the VDH system, this 
technique can keep caries from 
progressing while allowing dentists to 
monitor the tooth and make further 
treatment decisions. It is a valuable 
adjunct to the VDH system and a 
technique with increasing utility in 
traditional dental settings. 
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boy. Thorough clinical examination, 
relevant imaging, along with 3-D 
reconstruction and histopathologic 
examination, corroborated the diagnosis 
of dentigerous cyst and confirmed that 
this rare finding was nonsyndromic.

Case Presentation
A 13-year-old boy was referred 

to the clinic with a swelling in the 
upper anterior jaw that had occurred 
for two years. History of presenting 
illness suggested that the patient had 
neglected this enlargement, as it was 
asymptomatic. Past medical and dental 
histories were noncontributory. On 
general examination, the patient was 
apparently healthy with no history 
of trauma or any systemic disorders. 
Intraoral examination revealed normal 
eruption pattern of the teeth, which 
were properly formed in both arches. 
An enlargement measuring about 5 cm 
by 4 cm in dimension and extending 

Supernumerary teeth are 
developmental disturbances 
that occur because of 
abnormalities in the 
morphodifferentiation of 

the tooth resulting in polydontia. A 
supernumerary tooth occurring in 
the midline of the maxilla between 
the two central incisors is commonly 
termed a mesiodens. The significant 
complaint of patients with mesiodens 
is malocclusion and poor esthetics. 
Very rarely a dentigerous cyst or 
follicular cyst may be associated with an 
unerupted supernumerary tooth.1 The 
literature is replete with the reports of 
dentigerous cysts and supernumerary 
teeth as two separate entities. However, 
the development of a dentigerous cyst 
involving an unerupted supernumerary 
tooth is not so frequent. We present 
a rare case of dentigerous cyst 
associated with an inverted, impacted 
supernumerary tooth in a 13-year-old 
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from the left maxillary central incisor to 
the maxillary canine with obliteration 
of the mucobuccal fold was evident. 
Th e swelling was soft, fl uctuant and 
nontender without any evident color 
change of overlying gingival or alveolar 
mucosa (figure 1). Th e maxillary anterior 
teeth were nonmobile and responded 
positively to vitality tests.

After obtaining informed consent 
from the patient, a computed 
tomographic (CT) examination was 
carried out with a 128-slice multidetector 
computed tomographic (MDCT) scanner 
(Siemens SOMATOM Defi nition 
AS+, Erlangen, Germany). Sagittal, 
coronal and axial CT slices of 0.6 mm 
thickness were obtained, along with 
the 3-D reconstructed images. Sagittal 
CT image revealed a well-defi ned 
spherical hyperdense mass at the root 
tip of the permanent maxillary central 
incisor, suggestive of an impacted 
supernumerary tooth, which was seen to 
be enveloped by well-defi ned hypodense 
mass surrounded by thick hyperdense 
border, measuring about 2 cm by 3 
cm in dimension, extending from the 
central incisor to the fl oor of the maxilla 
(figure 2a). Coronal CT image revealed 
two inverted, impacted supernumerary 

teeth bilaterally in the anterior maxilla, 
with the left supernumerary tooth being 
associated with well-defi ned hypodense 
area surrounded by thick hyperdense 
border extending from the lateral nasal 
fossa to the fl oor of maxillary antrum, 
and inferiorly to the mesial aspect of 
maxillary fi rst premolar, suggestive 
of an impacted supernumerary tooth 
associated with a cyst (figure  2b). 
An axial CT image also showed a well-

defi ned hypodense area in association 
with a supernumerary tooth with 
well-formed hyperdense border roughly 
3 cm by 4 cm in size, extending from 
the midline to the mesial root of fi rst 
premolar, and buccolingual destruction 
of cortical plates, suggestive of a cystic 
cavity (figure  2c). A 3-D reconstructed 
image showed osteolytic activity in 
the left anterior maxillary region with 
displacement of the maxillary sinus 

figure  1 .  Swelling measuring 5 cm x 4 cm 
extending from left  maxillary central incisor 
to left  maxillary canine causing obliteration of 
mucobuccal fold.

figure  2a . Sagitt al CT showing 
presence of hyperdense mass at the tip of 
maxillary central incisor root suggesting of 
supernumerary tooth.

figure  2c . Axial CT showing well-
defi ned hypodense area in association with 
supernumerary tooth; along with destruction of 
buccolingual cortical plates.

figure  2b . Coronal CT showing bilateral 
inverted supernumerary teeth in the anterior 
maxillary region; left  supernumerary tooth 
associated with well-defi ned hypodense area 
surrounded by thick hyperdense border.

figure  2d . Three-dimensional 
reconstruction image showing osteolytic 
activity in left  maxillary anterior region.

s u p e r n u m e r a r y  t e e t h
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and laterally to the mesial aspect of 
fi rst premolar (figure 2d). On the 
basis of clinical and radiographic 
examination, a provisional diagnosis 
of inverted, impacted bilateral 
supernumerary teeth in association 
with dentigerous cyst was made.

Th e lesion was surgically enucleated 
under general anesthesia along with the 
extraction of the impacted mesiodens 
associated with it (figures  3a  and 3b) 
and sutures were placed (figure 3c). Gross 
examination of the enucleated cyst showed 
a soft-tissue specimen measuring about 5 
cm by 3 cm in dimension, grayish brown 
in color, fi rm in consistency, associated 
with an impacted supernumerary tooth or 
mesiodens (figure 4). On histopathological 
examination, a thin cystic lining and cystic 

capsule comprising of delicate collagen 
fi bers, abundant ground substance, 
vascular spaces, occasional infl ammatory 
cells and odontogenic rests were noted 
(figure  5a). On high-power view, the cystic 
cavity lined by 1-3 layered nonkeratinized 
stratifi ed squamous epithelium resembling 
reduced enamel epithelium was noted 
(figure 5b). Th e cystic lining at places 
showed ciliated columnar epithelium 
(figure 5c). Correlating with the clinical 
and radiographic fi ndings, the histologic 
features were suggestive of dentigerous cyst 
in association with an impacted mesiodens. 

Discussion
Jaw cysts in the maxillary anterior 

region, either developmental or 
infl ammatory, most often result in bony 
enlargement. Most common among the 
developmental jaw cysts in the anterior 
maxilla is a dentigerous cyst, which has its 
peak incidence in the second decade of life, 
with a slightly higher predilection for males.1 
Th e occurrence of a dentigerous cyst in the 
maxillary anterior teeth is rare unless the 
tooth is unerupted, impacted or malformed. 
Radiographically it demonstrates a 
unilocular radiolucency with a well-defi ned 
sclerotic border around the crown of an 
unerupted tooth, as was seen in this case.

A dentigerous cyst in association with 
supernumerary teeth is rare, constituting 
about 5 to 6 percent of all dentigerous 
cysts. Mesiodens, known to occur between 
the maxillary central incisors, is the most 
common type of supernumerary tooth. It 
is usually present as a conical crown with a 

single root often in an inverted position, as 
was noted in our case. In many instances, a 
mesiodens is associated with disturbances 
in tooth eruption, diastema, axial rotation 
or inclination of erupted permanent 
incisors, resorption of adjacent teeth and 
rarely the development of a dentigerous 
cyst. A few cases of dentigerous cysts 
associated with impacted supernumerary 
teeth have been reported.2-11 A rare fi nding 
of a dentigerous cyst in association with 
an impacted inverted mesiodens following 
trauma to permanent maxillary central 
incisor has been reported.4 Th ere was, 
however, no history of trauma elicited in our 
case and the normal complement of teeth in 
the maxillary anterior region was vital.

Histologically, the dentigerous 
cyst displays a thin fi brous cyst wall 
with a myxomatous appearance. Th e 
epithelial lining consists of 2-4 layers of 
fl at or cuboidal cells of reduced enamel 
epithelium and is characteristically 
nonkeratinized. Nests, islands or strands 
of odontogenic epithelium are often seen 
in fi brous capsule. Localized proliferation 
of the epithelial lining may occur in 
response to infl ammation. Hyaline 
bodies, also called Rushton bodies, may 
be found in the epithelium, especially in 
cysts exhibiting infl ammation. Sometimes 
mucous secreting cells and rarely ciliated 
cells form a part of the epithelial lining, 
as was noted in this case. Occasionally 
sebaceous cells and lymphoid follicles 
with germinal centers are seen in the 
connective tissue capsule. Although, 
Primosch12 in his observation reported an 

f igu re  3a . Surgical enucleation of the cyst under general 
anesthesia along with extraction of impacted mesiodens.

f igu re  4 .  Gross examination — well-defi ned 
cystic lesion associated with an inverted mesiodens.

figure  3b . Post enucleation and extraction. fig ur e  3 c . Postsurgical sutures placed.
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enlargement of the follicular space in 30 
percent of anterior supernumerary teeth, 
histological evidence of cyst formation 
was noted in only 4 to 9 percent of cases. 

Mesiodentes are classifi ed into 
rudimentary and supplementary mesiodens 
on the basis of their appearance. While 
supplementary mesiodens resemble a 
natural tooth in both size and shape, 
rudimentary mesiodens exhibit abnormal 
shape and smaller size. Based on 
morphology, mesiodens are categorized 
as conical, tuberculated or molariform.12,13 
Conical mesiodens usually occur singly, 
in an upright or inverted position, mostly 
erupted and at times impacted. Tyrologou 
et al.14 and Roychoudhury et al.15 observed 
inverted impacted mesiodens in 51.3 percent 
and 62.5 percent of their cases respectively.

Th e bilateral conical mesiodens noted 
in our case and in an inverted position is an 
unusual fi nding. Generally located palatally 
between the maxillary central incisors, 
mesiodens tend to displace erupting 
permanent central incisors.12,13 Th ere was, 
however, no displacement of teeth observed 
in our case. Tuberculate mesiodens presents 
with a barrel-shaped crown with several 
tubercles or cusps and with an incomplete 
or abnormally formed root. Th ey rarely 
erupt but delay the eruption of permanent 
incisors, and tend to occupy a more palatal 
position.13 Molariform mesiodens forms the 
third type, which has a premolar-like crown 
and an incompletely formed root.

Histogenesis of mesiodens is 
supported by three theories in literature.13 
Th eory of phylogenetic reversion 
(atavism), which postulates that the 
mesiodens represent a phylogenetic 
relic of extinct ancestors who had three 
central incisors has been discarded by the 
embryologists. Th e theory of dichotomy 
suggests that the tooth bud is split to 
create two teeth, one of which is the 
mesiodens. Th e most accepted theory 
suggesting the hyperactivity of the dental 
lamina states that the remnants of the 
dental lamina or the palatal off shoots of 
the active dental lamina are induced to 
develop an extra tooth bud resulting in a 
supernumerary tooth. 

Once an accessory tooth germ is 
formed in the vicinity of the incisors 
class of teeth its epithelium is equipped 
with signaling molecules. Fibroblast 
growth factor (FGF8) is seen to be 
widely expressed within the fi rst arch 
epithelium. Th e ectomesenchyme if 
competent, reciprocate to these signals 
by expressing Pax 9 (a homeobox gene), a 
marker of tooth ectomesenchyme, which 
is induced by fi broblast growth factor. 
Th e co-expression of bone morphogenetic 
proteins in various domains of the 
epithelium has an initial inhibitory and 
subsequent inductive role. Depending on 
the interplay of these factors, the shape 
of the mesiodens becomes evident at the 
bell stage. 

Th e presence of unerupted 
supernumerary teeth could either be 
syndrome associated or nonsyndromic 
or systemic conditions. Few of the 
syndromes associated with supernumerary 
teeth are depicted in the table .16 In our 
case no features supporting any of these 
syndromes were noted. It is infrequent 
to fi nd multiple supernumerary teeth 
in individuals with no other associated 
disease or syndrome and very few cases 
have been reported in the literature.17,18

Conclusion
Our report further documents an 

unusual presentation of a nonsyndromic 
bilaterally inverted, impacted supernumerary 
teeth associated with a dentigerous cyst. 
Detection of accessory teeth may be fairly 
obvious, either by patient’s complaint or 
clinical examination. Alternatively, they 
are invariably detected after radiographic 
examination. Th e mesiodens is a common, 
and yet an intriguing, dental anomaly that 
a dental practitioner chances upon, as it 
is associated with varied complications 
and systemic disorders. It is important 
to diagnose these anomalies, which are 
developmental, in order to avert many 
a complication associated with these, 
including the development of jaw cysts. 
Th e occurrence of bilateral mesiodens 
with a dentigerous cyst presented here 
was diagnosed early and timely surgical 
intervention instituted. 

figure  5a . Thin cystic capsule composed of delicate 
collagen fi bers with focal chronic infl ammatory cells 
infi ltration and occasional odontogenic rests (hematoxylin and 
esosin stain, 4x magnifi cation).

figure  5b . Cystic cavity lined by 1-3 layered non-
keratinized stratifi ed squamous epithelium (hematoxylin and 
esosin stain, 20x magnifi cation).

figure  5c . Cystic lining showing ciliated columnar 
epithelium at places (hematoxylin and esosin stain, 20x 
magnifi cation).

s u p e r n u m e r a r y  t e e t h
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TABLE

  Syndromes Associated With Unerupted Supernumerary Teeth16

Syndrome Type of inheritance General manifestations 
Cleidocranial dysplasia Autosomal dominant Clavicular hypoplasia, delayed ossifi cation of skull, excessively large 

fontanelles, delayed closure of sutures, high narrow arched palate, 
prolonged retention of deciduous teeth

Down’s syndrome Sporadic Mental retardation, brachycephaly, hypertelorism, depressed nasal 
bridge, fl at occiput, broad and short neck, excessive joint laxity

Gardner syndrome Autosomal dominant Multiple polyps in colon, extra-colonic tumors, desmoid tumors, 
generalized skeletal changes

GAPO syndrome Autosomal recessive Growth retardation, alopecia, pseudoanodontia and progressive optic 
atrophy

Nance-Horan syndrome X-linked Congenital cataract leading to profound vision loss, characteristic 
dysmorphic features, dental anomalies, mental retardation

Noonan’s syndrome Autosomal dominant Congenital heart defect, hypertrophic cardiomyopathy, short stature, 
learning problems, impaired blood clott ing and a characteristic 
confi guration of facial features including a webbed neck and a fl at nose 
bridge

Oral-facial-digital syndrome X-linked dominant Cleft  tongue, cleft  palate, syndactyly, bradydactyly, kidney disease

Osteoglophonic dysplasia Autosomal dominant Craniosynostosis, respiratory problems, rhizomelic dwarfi sm, multiple 
metaphyseal defects, anterior beaking of the vertebrae and other 
abnormalities

Progeria Autosomal dominant Limited growth, full-body alopecia, a small face with a shallow recessed 
jaw and a pinched nose, atherosclerosis, cardiovascular problems, 
scleroderma, prominent scalp veins

SOX2 anophthalmia syndrome Autosomal dominant Anophthalmia or micropthalmia, seizures, brain abnormalities, slow 
growth, delayed development of motor skills

Tricho-rhino-phalangeal 
syndrome

Autosomal dominant Fine and sparse scalp hair, thin nails, pear-shaped broad nose and cone-
shaped epiphyses of the middle phalanges of some fi ngers and toes

Yunis-Varon syndrome Autosomal recessive Growth retardation before and aft er birth, defective growth of the bones 
of the skull along with complete or partial absence of the shoulder blades 
and characteristic facial features

Zimmerman-Laband 
syndrome

Autosomal dominant Gingival fi bromatosis, hypoplasia of the distal phalanges, nail dysplasia, 
joint hypermobility and sometimes hepatosplenomegaly
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gingival  leukoplakia

and have ranged from 9 to 38 percent. None 
of the reported estimates to our knowledge 
was stratifi ed by lesion characteristics.

Our clinical observation is that the 
likelihood of recurrence of oral leukoplakia 
varies based upon the clinical characteristics 
of the lesion, including accessibility of 
the margins of the lesion during surgical 
removal. Gingival leukoplakias, particularly 
those extending from the facial to palatal/
lingual gingiva pose special diffi  culties 
because of the presence of teeth and 
potential extensions into the periodontal 
ligament, which limit surgical access.

Patients and Methods
We present a case series of fi ve 

patients with gingival leukoplakia who 
were treated with carbon dioxide laser 
vaporization. None of the fi ve patients 
has any known drug allergies.

Oral leukoplakia is defi ned as 
“white plaques of questionable 
risk having excluded (other) 
known diseases or disorders 
that carry no increased risk 

for cancer.”1 Leukoplakia is a lesion with 
malignant potential for squamous cell 
carcinoma. Surgical removal with either 
a scalpel or soft tissue laser such as a 
carbon dioxide (CO2) laser is the standard 
treatment approach.2

Th e advantages of CO2 laser excision 
or vaporization include a bloodless fi eld 
preserving visibility, precise control and 
improved healing with less scarring. 
Th erefore, this is a popular treatment 
approach for management of leukoplakia. 
Th e frequency of recurrence of oral 
leukoplakia after CO2 laser removal has 
been reported in several publications.3-10

Th ese estimates have been quite variable 
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All cases were treated on an outpatient 
basis under local anesthesia using 2 
lidocaine with 1:100,000 epinephrine. A 
CO2 laser set on continuous mode was 
used. It was operated in a noncontact 
fashion, where the tip was held close 
to the tissue, but without touching the 
surface. Th e power settings varied from 
4 W to 8 W during the procedures. Th e 
exposure time and other details of the 
individual procedures varied based on 
the extent and accessibility of the lesions. 
Th e tissue ablation included the oral 
epithelium and underlying connective 
tissue to the periosteum. 

Th e eff ects of the CO2 laser on tissue 
are infl uenced by the energy level at the 
point of tissue contact, exposure time 
and tissue type. Th e energy level at the 
point of tissue contact is infl uenced by the 
settings on the laser unit specifi ed by the 
operator, as well as the distance of the tip 
from the tissue. As the distance of the tip 
from the tissue increases (defocusing) the 
energy level at the point of tissue contact 
drops while the surface area exposed to 
the laser energy increases. Th erefore, the 
clinician can control the tissue eff ects 
during the procedure in multiple ways.

Presurgical incisional biopsies of 
the most clinically suspicious areas for 
dysplasia within the lesion were obtained 
in all cases. Clinical characteristics 
indicating increased likelihood of 
microscopic dysplasia or carcinoma include 
the following: presence of symptoms; 
presence of ulceration, redness, nodules or 
verrucous changes on inspection; presence 
of induration on palpation and positive 
uptake of toluidine blue stain.

Th e ablation process was started 
by fi rst creating a dotted outline with 
the laser to delineate the extent of 
the surgical fi eld, which included the 
lesion and 2 mm lateral margins unless 
restricted by the anatomy of the site. Th e 

ablation was started at one margin and 
systematically extended with overlapping 
passes of laser energy until vaporization 
of the entire outlined area was completed. 
Vaporization of extensive leukoplakia 
was done over multiple visits with 
removal of part of the lesion at each visit, 
starting with areas that would allow the 
maximum proportion of surgical margins 
to end in normal mucosa. Th is strategy 
allows for evaluation of healing and 
treatment response to laser vaporization 
of localized areas of leukoplakia within 
extensive lesions. Th is strategy also 
allows outpatient treatment with reduced 
healing time following a given procedure.

Case 1: March 2006
A 53-year-old Caucasian woman with 

chief complaint of “white patches in the 
mouth.” Th ese were asymptomatic and 
fi rst noticed by the patient about eight 
to 10 years ago, at which time they were 
localized to the upper right facial gingiva. 
About two years ago, she noticed that 
white, patch-like changes were also present 

on the upper left facial gingiva. She 
reported no signifi cant medical problems, 
and was not on any medications. She did 
not have a history of tobacco use, and 
reported alcohol intake of one to two 
glasses of wine three to four times per 
week. Extraoral examination of the head 
and neck was within normal limits (WNL). 
Intraorally, white, plaque-like changes that 
did not rub off  were present bilaterally 
on the upper facial gingiva and in the 
area of tooth No. 2 extending posteriorly 

figure  1a .

figure  1c .

figure  1b .

figure  1d .

figures  1a  and  1b .  White changes on the maxillary facial gingiva, bilateral. Changes were limited to the facial gingiva and 
did not extend on to the palatal side on the aff ected areas except for the area associated with tooth No. 2.

figures  1c  and  1d .  Immediate postoperative appearance following a laser vaporization procedure. 

figure  1e .  Three months aft er completion of the laser 
vaporization. There was no recurrence at her last follow-up 
appointment, which was more than three years aft er the 
completion of laser vaporization. 

gingival  leukoplakia



c d a  j o u r n a l ,  v o l  4 1 ,  n º 1 0

 o c t o b e r  2 0 1 3   761

to the right maxillary tuberosity and 
around to the palatal gingiva associated 
with tooth No. 2 (figures  1a -1e). Th e 
remaining palatal gingiva was WNL. All 
areas were toluidine blue negative. Th e 
clinical impression was leukoplakia. A 
biopsy of the facial gingiva in tooth No. 
14 area showed “hyperkeratosis with 
mild dysplasia.” Laser vaporization was 
completed between April and October 
2006, with complete resolution of the 
leukoplakia. She has been followed 
periodically with no recurrence as of her 
last clinic visit in August 2009, more than 
three years after the last laser excision.

Case 2: June 2007
A 64-year-old Caucasian woman with 

chief complaint of “white changes on 
gum.” Th ese changes were fi rst noticed by 
her general dentist and were asymptomatic 
and of unknown duration. Her medical 
history included hypothyroidism, 
hypercholesterolemia and osteopenia. 

Her medications included levothyroxine, 
raloxifene and atorvastatin. She had a 
history of cigarette smoking, one-half pack 
per day from ages 18 to 22, and reported 
alcohol intake of one glass of wine per 
day. Extraoral examination of the head 
and neck was WNL. Intraorally, white, 
plaque-like changes that did not rub off  
were present on the upper right facial 
gingiva, in the area of teeth Nos. 2 to 4 and 
extending posteriorly to the right maxillary 
tuberosity (figures  2a  and  2b). Palatal 
gingiva was WNL. All areas were toluidine 
blue negative. Th e clinical impression was 
leukoplakia. A biopsy of the facial gingiva 
associated with tooth No. 2 area showed 
“moderate epithelial dysplasia.” Laser 
vaporization was completed from July 
to August 2007, with complete 
resolution of the leukoplakia. She has 
been followed periodically with no 
recurrence as of her last clinic visit in 
January 2012, more than four years 
after completion of the laser excision.

Case 3: December 2006
A 76-year-old Caucasian woman 

with chief complaint of “white lesions.” 
Th ese changes were fi rst noticed by her 
general dentist and were asymptomatic 
and of unknown duration. Her medical 
history included hypertension, arthritis 
and breast cancer diagnosed in 1977. Her 
medications included felodipine, losartan, 
hydrochlorothiazide, clonidine, atenolol, 
dexchlorpheniramine maleate and aspirin. 
She reported allergies to latex, chrome 
and nickel. She had never smoked and did 
not consume any alcohol.

Extraoral examination of the head 
and neck was WNL. Intraorally, white, 
plaque-like changes that did not rub 
off  were present on the upper facial 
gingiva, in the area of teeth Nos. 3-4 and 
Nos. 8-13 (fig ur es  3 a  an d  3 b). Palatal 
gingiva was WNL. Th e clinical impression 
was leukoplakia. A biopsy of the facial 
gingiva in the area of tooth No. 9 showed 
“hyperkeratosis without dysplasia.” A 
subsequent biopsy of facial gingiva in the 
area of tooth No. 12 showed “verruciform 
hyperkeratosis without dysplasia.” Laser 
vaporization of leukoplakia on facial 
gingival in the area of teeth Nos. 8-13 
was completed between December 2006 
and January 2007, with resolution of the 
leukoplakia. She was followed periodically 
with no recurrence as of her last clinic 
visit in November 2007, about one year 
after completion of the laser vaporization.

Case 4: March 2002
A 52-year-old Caucasian woman 

with chief complaint of “white lesions 
in the mouth.” Th ese changes were 
fi rst noticed by her general dentist and 
were asymptomatic and of unknown 
duration. Her medical history was 
signifi cant for hypertension, multiple 
sclerosis and chronic facial pain. Her 
medications included interferon 

f igu re  2a .  White changes on the maxillary right facial 
gingiva. Changes were limited to the facial gingiva and did not 
extend on to the palatal side on the aff ected areas.

f igu re  3a .  White changes on the facial gingiva in the area 
of teeth Nos. 7 to 14. Changes were limited to the facial gingiva 
and did not extend onto the palatal side on the aff ected areas.

figure  2b .  There was no recurrence at her last follow-up 
appointment, which was about one year aft er the completion 
of laser vaporization.

figure  3b .  One month aft er completion of the laser 
vaporization that was done over two visits. There was no 
recurrence at her last follow-up appointment, which was 10 
months aft er the completion of laser vaporization.
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FPObeta 1a, carbamazepine, fosinopril, 
tolterodine, sertraline hydrochloride 
and progesterone. She had never 
smoked and did not consume any 
alcohol. She lived in Southern California 
and was seeing her local dentist and 
otolaryngologist for oral examinations 
between appointments at the University 
of California, San Francisco.

Extraoral examination of the head 
and neck was WNL. Intraorally, white, 
plaque-like changes that did not rub 
off  and had a slightly verrucous surface 
were present on the upper facial, 
interproximal and palatal gingiva, in 
the area of teeth Nos. 8-13 (figures  4a 
and  4b). Th e clinical impression was 
leukoplakia. A biopsy of the anterior 
facial gingiva showed “atypical papillary-
verruciform proliferation.”

Serial laser excision and vaporization 
procedures of the leukoplakia on the 
facial gingiva in the area of teeth Nos. 
8-13 were completed. At each visit, the 
palatal, facial and interproximal areas 
of segments of the leukoplakia and the 
underlying connective tissue in that 
segment (up to the periosteum) were 
excised and vaporized using a carbon 
dioxide laser and a curette. However, 
after each procedure the leukoplakia 
recurred. Each time the recurrences 
occurred within about two to three 
months. Th e last laser procedure was 
done in 2006, following which it was 
decided to manage her by close follow-
up to monitor for progression and 
the need for more extensive surgical 
treatment. From 2008 onward the 
patient was being followed by her local 
otolaryngologist. Th e oral changes 
progressed over time and at the last 
contact with her physicians in 2011 it 
was noted that the changes had slowly 
progressed to a verrucous carcinoma, 
and a partial maxillectomy was planned.

Case 5: January 2002
A 44-year-old male referred with 

“white changes on the gingiva.” Th ese 
changes were fi rst noticed about four years 
ago by his general dentist who suspected 
lichen planus. Patient had slight sensitivity 
on fl ossing. He had a history of psoriasis 
and the only medication he was using was 
topical hydrocortisone on the skin. He had 
never smoked and was a social drinker.

Extraoral examination of the head 
and neck was WNL. Intraorally, smooth, 
white, plaque-like changes that did not 
rub off  were present on the upper facial, 
interproximal and palatal gingiva, in 
the area of teeth Nos. 4-10 (figures  5a 
and  5b). Th e clinical impression was 
leukoplakia. A biopsy of the facial gingiva 
associated with tooth No. 5 showed “focal 
hyperkeratosis with mild dysplasia.”

Serial laser excision and vaporization 
procedures of the leukoplakia in area of 
teeth Nos. 4-10 were completed. Over 
four separate visits, a localized area of 
gingiva within the region between teeth 

Nos. 4 and 10 was treated. Th is involved 
vaporization and removal of the palatal, 
facial and interproximal areas of segments 
of the leukoplakia and the underlying 
connective tissue in that segment (up to 
the periosteum) using a carbon dioxide 
laser and a curette. However, after each 
procedure the leukoplakia recurred. It 
was therefore decided to manage the oral 
condition by follow-up examinations to 
monitor for progression and the need for 
any surgical treatment. At the most recent 
follow-up examination in September 2011, 
the leukoplakia remained stable without any 
evidence of spread or neoplastic activity.

Discussion
For persistent leukoplakia, a risk for 

possible malignant transformation exists. 
Th erefore, removal as a prophylactic measure 
must be considered. Transformation rates 
for leukoplakia vary greatly, with presence 
of certain clinical features indicating an 
increased risk for malignant transformation, 

figure  4a .

figure  5a .

figure  4b .

figure  5b .

figures  4a  and  4b .  White, plaque-like changes on the facial and palatal gingiva in the area of teeth Nos. 8 to 14 with 
involvement of the marginal and interproximal gingiva.

figures  5a  and  5b .  White, fl at, plaque-like changes on the facial and palatal gingiva in the area of teeth Nos. 4 to 11 were 
present. Changes were mainly on the marginal gingiva, and extended into the interproximal areas between the teeth.
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including older age, longer duration, female 
sex, site (fl oor of mouth and lateral tongue 
are high-risk sites), speckled, nodular or 
verrucous appearance and greater size.11 
In addition, presence of dysplasia in the 
microscopic examination indicates an 
increased risk for malignant transformation. 
A strange paradox exists in patients with 
leukoplakia who don’t smoke — there 
appears to be an increased risk for malignant 
transformation.11

In the surgical management of 
leukoplakia, the use of the CO2 laser 
allows the consideration of a more 
conservative approach at the outset, 
with a major advantage of CO2 laser 
vaporization being less scarring and 
therefore less morbidity for patients. 
Gingival leukoplakias pose additional 
diffi  culties because of the presence of 
teeth and potential extensions into the 
periodontal ligament, which limit surgical 
access, when using a scalpel or a CO2 laser. 

Th e CO2 laser (wavelength 10600 
nm) has several advantages when used in 
treatment of oral leukoplakia. Th is laser is 
well suited for use in ablation of soft tissue. 
It allows for very precise control of the 
extent of vaporization with concomitant 
blood vessel coagulation allowing a bloodless 
fi eld and clear visibility. Th e ability to use it 
in noncontact mode allows better access in 
hard-to-reach areas in the oral cavity. Th e 
healing of CO2 laser wounds results in less 
scarring as compared to scalpel wounds. In 
addition, minimal penetration of CO2 laser 
energy beyond the treated area minimizes 
damage to underlying tissue.3-10 In this case 
series, although the leukoplakia was on the 
gingival mucosa overlying alveolar bone, and 
the tissue ablation was to the level of the 
periosteum, complications of bone necrosis 
and sequestration were not observed.

In the successful treatment of 
leukoplakia, it is essential that all of the 
epithelium is ablated, without any islands 

of epithelia left behind. If viable epithelial 
cells are inadvertently left behind, a partial 
or complete recurrence of the leukoplakia 
may occur. To minimize the possibility of 
leaving behind any viable epithelial cells, 
the CO2 laser should be used in continuous 
mode rather than pulsed mode, and the 
ablation should start at one margin and 
systematically proceed with overlapping 
passes of the laser energy until ablation at 
the entire delineated site is completed.

In this case series of fi ve patients, the 
two who had recurrences had involvement 
of the marginal and interproximal gingiva 
with lesions extending from the facial to 
the palatal gingiva. Th e three patients who 
did not have recurrences had minimal 
involvement of the marginal gingiva with 
the lesions confi ned to the facial gingiva, 
giving better accessibility to the margins 
during laser vaporization.

Also, clinical appearance may have 
some predictive value. Between the two 
patients who did have recurrences, the 
patient who presented with fl at, smooth 
leukoplakia showed no progression of the 
lesions over nine years of follow-up, while 
the patient who presented with verrucous 
leukoplakia showed eventual progression 
to a verrucous carcinoma. 

Th e microscopic appearance of the 
leukoplakias for case 3 (verruciform 
hyperkeratosis without dysplasia) and 
case 4 (atypical papillary-verruciform 
proliferation) suggest an increased risk for 
malignant transformation. Th is form of 
leukoplakia is consistent with proliferative 
verrucous leukoplakia.12

In summary, the risk of recurrence of 
leukoplakia after laser excision may vary 
based upon the clinical characteristics of 
the lesion. Presence of gingival leukoplakia 
on both facial and palatal/lingual aspect, 
through the interproximal areas, may 
increase the risk of recurrence after 
surgical removal. Th is suggests that early 

intervention in patients with leukoplakia 
limited to the facial or lingual aspect may 
be important, as extension of the gingival 
leukoplakia may signifi cantly change the 
prognosis. Prospective studies on the risk of 
recurrence of oral leukoplakias for diff erent 
subgroups of leukoplakia defi ned by 
accessibility of margins, site, size and clinical 
appearance of the lesions are needed. Th is 
will provide better estimates of the risk of 
recurrence according to lesion characteristics, 
which will help individual patients and their 
clinicians make treatment decisions. 
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and shifting of the midpoint of the 
chin to the unaff ected side.2,3

Epidemiologically, coronoid hyperpla-
sia displays no ethnic predilection with 
cases reported in Caucasians, Blacks and 
Asians.4 Coronoid hyperplasia may be 
present bilaterally or unilaterally. Bilateral 
coronoid hyperplasia presents with a male 
to female ratio of 5:1 and a mean age of 
27.8 years while a unilateral presentation 
has a slightly less male preponderance of 
4.7:1 and occurs in a younger population 
(mean age of 23.6 years).2 Interestingly, 
symptoms often predate presentation 
by a mean of 9.0 years for bilateral and 
6.75 years for unilateral cases.2 Th e 
youngest patient reported in the literature 
is a case of bilateral coronoid hyperplasia 
in a neonate.5

Coronoid Hyperplasia 
in a Pediatric Patient: 
Case Report and Review 
of the Literature
robert a. utsman, dds; gary d. klasser, dmd; and mariella padilla, dds, ms

abstract  Coronoid hyperplasia is a rare entity of unknown etiology due to increased 
and persistent bone growth that has been associated with trauma, infl ammation, 
hormonal infl uence and hypervascularization. A case of coronoid hyperplasia in a 
pediatric patient with restriction in mandibular movements and an absence of painful 
symptoms initially misdiagnosed as a functional temporomandibular joint (TMJ) 
abnormality is presented. Causative factors and management strategies are emphasized 
to enhance the recognition and understanding of mandibular hypomobilities.

Hyperplasia of the mandibular 
coronoid process (coronoid 
hyperplasia) in the adult 
population is an infrequent 
fi nding often associated 

with a presentation of restricted 
mandibular opening. Historically, 
reports of enlargement of the coronoid 
process may be found in the literature 
as early as 1853.1 Coronoid hyperplasia, 
also known as coronoid impedance, 
is a disorder of unknown etiology of 
increased and persistent bone growth 
that has been associated with trauma, 
infl ammation, hormonal infl uence and 
hypervascularization.2,3 Aside from the 
clinical presentation of hypomobility, 
progressive unilateral enlargement can 
result in facial asymmetry, malocclusion 
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In the pediatric population (under 
the age of 12), coronoid hyperplasia 
is a rare entity. It has been reported 
bilaterally in only 21 pediatric cases6 
when not associated with other signs 
and symptoms, and unilaterally in 
only two cases.7,8 An absence of painful 
symptoms and misdiagnosis as a 
functional temporomandibular joint 
(TMJ) abnormality makes it important 
for dentists to recognize and understand 
that mandibular hypomobilities such as 
coronoid hyperplasia should not to be 
dismissed, but thoroughly investigated 
to uncover the reason for the restriction 
in mandibular movements. A diff erential 
diagnosis based upon a thorough history 
and comprehensive examination with 
appropriate imaging and serologic testing 
to exclude systemic diseases should 
ensue, followed by the delivery of a well-
designed plan of management. Th is case 
report of a 12-year-old Hispanic male 
with a predominantly right coronoid 
hyperplasia highlights the importance 
of diagnosis and management. Th e 
consequences from a lack of recognizing 
and appreciating etiology and clinical 
features of hypomobility resulting in 
adverse physical and psychosocial growth 
and development issues are discussed.

Case Report
A 12-year-old Hispanic male 

was referred to the Latin-American 
University of Science and Technology 
(ULACIT) Orofacial Pain Faculty Practice 

for evaluation of a pain-free but severely 
limited mandibular opening. Upon 
taking history, the patient, accompanied 
by an adult guardian, reported his chief 
complaint was the need for orthodontic 
care to resolve his restricted mandibular 
opening. Members of his family recalled 
initially noticing restriction in his 
mandibular opening approximately three 
years prior. He indicated his ability for 
mandibular opening had become more 
strained and restricted over the last 
year, recently becoming embarrassed at 
a birthday party because of his inability 
to open wide when eating a hamburger 
with friends. Family members indicated 
they believed this “inability to open” was 
merely a part of normal pubertal growth 
and thought that resolution would occur 
with time. Prior to visiting the clinic at 
ULACIT, he visited several clinicians, 
and the patient was repeatedly informed 
that he was experiencing TMJ disorder. 
Th ere was no previous or current history 
of trauma to the mandible or familial 
history of similar abnormalities, and his 
medical history was unremarkable.

Extraoral clinical examination 
revealed no lymphadenopathy 
and there was no noticeable facial 
asymmetry. Th ere was no tenderness/
pain elicited upon digital palpation in 
the masticatory musculature or in the 
lateral capsules of the TMJ region. Th ere 
were no intracapsular sounds identifi ed. 
Intraoral clinical examination detected 
a well-aligned class I occlusion on the 

left with a class II occlusion on the right, 
with no deviation/defl ection in the 
mandibular opening. However, there was 
limited range of mandibular movements 
(opening and excursive movements). 
Both maximum assisted and unassisted 
mandibular openings were restricted to 
15 mm with lateral movements to the 
left and right being 1 mm and 4 mm, 
respectively. He was unable to perform 
protrusive mandibular movements. A 
previous panoramic radiograph taken 
approximately three months prior 
to his initial visit was reviewed, but 
it was of poor quality and therefore 
deemed nondiagnostic. A cone beam 
computed tomography (CBCT) using 
i-CAT Vision software was obtained and 
displayed an elongated bilateral coronoid 
process, with a larger elongation in 
the right (figures 1 and 2), with no 
other TMJ remarkable fi ndings. Based 
on the history, clinical examination, 
radiographic fi ndings and negative 
serological investigations, a diagnosis 
of bilateral (right > left) coronoid 
hyperplasia was delivered. 

Th e management plan consisted 
of explaining and educating the 
patient and his adult guardian on the 
fi ndings. Th e patient was instructed 
and shown methods to maintain 
mandibular mobility with the goal 
of preventing further decrease in his 
maximum opening. Th ese involved 
the provision of daily mouth opening 
exercises emphasizing rotation, 

f igure  1 .  Cone beam computed tomography showing the lateral comparison of the 
elongated bilateral coronoid process (arrows indicate elongation in the right > left ).

fig ur e  2 .  Lateral comparison of the three-dimensional cone beam computed tomography 
revealing bilateral coronoid hyperplasia (right > left ).
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overgrowth is a compensatory hyperplasia 
from coronoid hypertrophy and temporalis 
hyperactivity rather than a direct eff ect of 
the disease process.18 

Th e utility of radiographic imaging 
as an adjunct to the diagnostic 
process cannot be overlooked.19,20 
Plain radiographs, such as panoramic 
radiography, are valuable screening 
tools when clinical symptoms and 
signs are present, such as those 
manifested when coronoid process 
hyperplasia is suspected, and thus, 
indicated.4 Interpretation of radiographic 
fi ndings visualized on the panoramic 
radiograph may lead to further advanced 
radiographic imaging. In this case report, 
a CBCT was utilized to provide detailed 
imaging of the coronoid processes and 
the relationship to the zygomatic bone. 
Additionally, the results of this imaging 
will be very benefi cial for the evaluation 
and the planning of the surgical aspects 
to improve mandibular mobility.

Supportive treatment involving 
physical therapy (self-administered and/or 
professional) is essential in the attempt to 
increase mobility and to prevent long-term 
sequelae such as myostatic or myofi brotic 
contracture and/or fi brous or bony 
ankylosis.2,4-8 Manual techniques such as 
isotonic and isometric exercises along 
with other modalities, such as ultrasound 
and thermotherapy, should be employed 
both pre-operatively and postoperatively. 
Th ese interventions will assist in a positive 
outcome and in the minimization and/or 
avoidance of post surgical complications 
such as surgically induced fi brosis or 
ankylosis and the tendency for coronoid 
process regrowth.6,7,21

Th e defi nitive treatment for coronoid 
hyperplasia involves surgical intervention, 
which generally entails a coronoidectomy, 
coronoidotomy, masseteric stripping or 
temporalis myotomy.2,6,7,18,22,23 Intervention 

Th e etiology of coronoid hyperplasia 
is not well understood, and several 
theories have been proposed. Hall et al.11 
hypothesized that coronoid hyperplasia 
results from a developmental bone defect 
in neoplastic or cartilaginous growth 
centers of the coronoid processes, causing 
continued growth and hyperplasia. It 
has also been suggested that decreased 
mouth opening leads to an increased 
pull or activity of the temporalis muscle, 
thus creating an enlargement of the 
coronoid process.12,13 Trauma has also been 

relaxation and stretch, with the latter 
employing sequential stacking tongue 
depressors. Th e purposes of these 
self-applied exercises were to avoid 
long-term sequelae such as myostatic or 
myofi brotic contracture and/or fi brous 
or bony ankylosis.9 Unfortunately, 
the yield from these patient care 
instructions may only have a minimal 
eff ect on the long-term outcome. He 
was subsequently referred to the Costa 
Rican National Children’s Hospital 
Department of Pediatric Dentistry, 
and is currently awaiting surgical 
intervention. He was recalled for a 
follow-up examination two months after 
his initial consult whereby no change 
in his range of mandibular opening or 
existing occlusion was detected. 

Discussion
Coronoid hyperplasia is characterized 

by a gradual and progressive limitation in 
mandibular movements usually starting at 
puberty. In many cases,2,7 patients do not 
see their limited mandibular movements 
as a valid reason to seek professional 
attention because the restriction is 
usually not painful. In the case presented, 
the mandibular opening, in addition to 
lateral and protrusive movements of 
the mandible, was restricted because of 
the obstruction caused by the enlarged 
coronoid process against the zygomatic 
arch. Other clinical symptoms and signs 
reported in the literature are a mobile 
lump above the zygomatic arch, facial 
asymmetry and pain on mandibular 
opening,10 which were absent in our 
case report. Clinically, it is diffi  cult to 
diff erentiate between unilateral and 
bilateral cases, with abnormalities in both 
cases of decreased mouth opening, often 
accompanied with facial pain, making it 
likely that a continuous spectrum exists 
rather than two separate entities.7

coronoid hyperplasia 
is characterized by a gradual 

and progressive limitation 
in mandibular movements 
usually starting at puberty. 

implicated; however, a causal relationship 
with trauma has not been well established 
because the majority of reported cases do 
not present with a history of trauma.14 
Hereditary or familial etiology has also 
been implicated in the pathogenesis 
of coronoid hyperplasia with reported 
instances of this developmental condition 
occurring in two members of a family.15,16 
However, there is no strong evidence to give 
fi rm support to this hypothesis. Similar 
symptoms have also been associated 
with trismus-pseudocamptodactyly 
syndrome, a rare hereditary condition 
associated with multiple joint contractures 
caused by uterine akinesia.6,17 Most 
recently a hypotheses was proposed that 
coronoid hyperplasia is independent of 
the underlying etiological factor causing 
trismus in these conditions, and the bone 
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is still debatable because of diffi  cult 
surgical exposure and compliance with 
postoperative functional therapy.4-8 Our 
treatment strategies were based on prior 
studies.2,6,7,18,22-25 An algorithm for the 
diagnosis and management of coronoid 
hyperplasia is shown in figure 3. Th e 
results of any surgical/physical strategy can 
only be confi rmed by an appropriate and 
prolonged clinical and radiologic follow-up. 

is based on the severity and progression 
of symptoms and, in mild cases, 
should be delayed until early skeletal 
maturity.4,7,22-24 Severe coronoid hyperplasia 
has the potential to reduce dentofacial 
skeletal development and harmonious 
growth, impeding the normal growth 
and development of the facial skeleton, 
proper speech and dental occlusion.7,22,23 
Early surgical intervention, however, 

Conclusions
In the case presented, the patient 

experienced a restricted mandibular 
opening for more than three years. 
Although a panoramic radiograph was 
performed, several clinicians could not 
detect the elongated coronoid process 
while providing a misdirected diagnosis 
focused upon TMJ. Unfortunately, this 
lack of recognition prevented a defi nitive 

f igu re  3 .  Algorithm for diagnosis and management of coronoid hyperplasia.

Patient report of limited opening

Detailed patient history, 
clinical examination 

and panoramic radiograph

Neoplasm
(i.e., oseochondroma)

Mass excision

Condylar or coronoid 
hyperplasia

TMJ dysfunction and 
disc replacement 
without reduction

If unremarkable: surgical 
intervention aft er completion 

of skeletal growth

If remarkable: 
surgical intervention

Extensive postoperative 
physiotherapy

Further imaging with cone beam 
tomography (CBCT) if deemed necessary 
to rule out potential asymmetric growth 

and/or pathosis

Hematologic tests: complete blood 
count/diff erential, nutritional factors, 
autoimmune panel, hormonal testing 

to rule out other etiologies

Normal results: 
continue surgical route

Abnormal results: refer to 
primary care physician for 

further treatment
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diagnosis and delayed surgical intervention. 
Th is delay, which is similar to that reported 
by Tavassol et al.19 (median of two years), 
may have compromised or complicated the 
surgical approach and possible outcome. 
Th e necessity of implementing a detailed 
history and comprehensive examination 
with the adjunctive diagnostic instruments, 
such as radiographic imaging, cannot be 
overemphasized. An elongated coronoid 
process is indisputably a rare cause of 
restricted mandibular opening; however, 
knowledge of its existence can preserve 
patients from months of unneeded costs 
and lost time resulting in misdiagnosis, 
inappropriate/incorrect management and 
delay in resolution. 
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Tech Trends

Dentapedia (ALX Technology, $4.99 – Lite Version)
Patient education in dentistry is ever changing and continuously 
growing, following the trend of fully digital offi  ces. Patients are 
increasingly more informed and stating an oral condition and 
necessary treatment isn’t always enough. Patient education soft ware 
can help dentists and patients close the communication gap, painting 
a clearer picture of intraoral disease processes and conditions and 
what treatments and alternatives are available. Dentapedia is patient 
education soft ware for both iPhone and iPad that provides helpful and 
short 20-30-second 3-D animations of various dental procedures and 
conditions. The videos can assist the dentist, treatment coordinator 
or any member of the offi  ce staff  as a supplement to treatment 
planning or in discussions of various treatments and alternatives. The 
app uses only video animation and no voice-over explanations, which 
allows the dentist or offi  ce staff  to fi ll in with personal dialogue and 
explanation. Three versions of Dentapedia for general dentistry exist: 
a lite version ($4.99), a full version ($69.99) and an interactive HD full 
version ($174.99/only on iPad). Separate Dentapedia applications 
exist for orthodontics and orthognathic surgery. At the moment, 
the basic lite version includes eight short videos that serve as a 
taste of what’s in the full version. It covers decay development, bone 
atrophy and tooth loss, a comparison of inlay materials, implants, 
bridges, orthodontic treatment, a whitening procedure and maxillary 
impactions. The maxillary impaction video, however, seems to show 
more the result of a bilateral sagitt al split osteotomy and Le Fort 
surgery than a traditional maxillary molar impaction. The full version, 
covering more than 100 video animations, is a much larger fi le, but 
covers just about every procedure, categorized into groups. The 
interactive full HD version has a wonderful feature that allows you 
to write and draw on paused images, which can be saved, printed 
and emailed to patients. The ability to add personal drawings can 

A look into the latest dental and 
general technology on the market.

help highlight and enforce certain aspects of treatments the patient 
may have a hard time fully grasping. The functionality of the app is 
simple. Animations are grouped into categories from which users 
can select a desired video. For the interactive version, an added 
sidebar exists for the drawing feature. Users can also erase and trash 
a given drawing, and tabs for emailing and saving are easy to see 
toward the bott om of the page. The market for interactive animated 
dental education soft ware will continue to grow and Dentapedia is 
one such soft ware that allows dentists and offi  ces to educate and 
bett er explain treatment at a fairly economical entry-level cost. 
—Darien Hakimian, DDS 

Mixbit (YouTube, Free)
From the founders of YouTube comes Mixbit, an app designed for users 
to create videos with fun and intuitive tools. Users record video by simply 
tapping and holding a record butt on on the screen for the duration of 
the recording. The app splits the recording into multiple clips lasting 16 
seconds each. Users can take any combination of up to 256 clips (about 
an hour) to create a video project, which can be published to the Mixbit 
website and shared to a Twitt er or Facebook account. The most creative 
feature of Mixbit is the ability to use clips from published videos of other 
users to create custom collaborative video projects called remixes. 
When viewing published videos, users simply tap and hold a clip of their 
choice until a green check appears to make it available for use in their own 
projects. While users can select these clips through the app, the ability 
to create a remix is currently available only through the Mixbit website. 
Telling creative stories through video is now possible and fun with Mixbit.
—Hubert Chan, DDS
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TripIt Travel Organizer (TripIt, Inc., Free)
Whether it’s business or leisure, dentists are frequently in the air 
catching C.E. courses and dental meetings, or vacationing with 
family. Coordinating flights, hotels and the like can be confusing 
and scattered between emails, printouts or hand-written 
calendars. Available in either ad-supported or ad-free versions, 
TripIt allows users to pool multiple flights, hotel stays and 
reservations in an easy-to-view format. Users can manually enter 
all travel information or forward travel emails to TripIt. It can also 
automatically import itineraries directly from Gmail. It does this 
by scanning the users’ inbox for travel information via a secure 
protocol the company says safely links its email to TripIt without 
the need for an email password. This can be shut off easily through 
the app or the users’ email settings. Weather updates and maps 
displaying exactly where the user is and where they’re trying to go 
are also free functions. TripIt Pro is also available for a yearly fee 
and includes check-in reminders, fare tracking, changes in flight 
status and a seat upgrade alert based on personal preferences. 
—Darien Hakimian, DDS

Twitt er Update (Twitt er Inc., Free)
The screen is not broken, that line connecting tweets on Twitter 
is here to help. Conversations on Twitter have traditionally been 
difficult to follow, but the microblogging site recently released 
an update to help streamline the process. Those using Twitter.com 
or the apps for the iPhone and Android devices, will now see a 
line that links conversations in chronological order. Users will 
need to be following both participants to see the conversation. 
Prior to the update, tweets that were part of a conversation 
were scattered throughout a users’ timeline with little context. 
The update adds more of a traditional social network feel 
that resembles the comment section on Facebook posts. Also 
included in the Twitter update is a button that allows users to 
report abuse on Android devices and Twitter.com as a way to 
curb online harassment. The button was already available on 
the iPhone. In addition, Twitter reduced the size of the app for 
“entry-level” Android devices with limited storage space to help 
make it easier to install.
—Blake Ellington, Tech Trends Editor

CDA Update/Journal “ePubs” 
(California Dental Association, Free)
CDA recently made its Journal and Update publications available 
in a new electronic format optimized for tablet and mobile 
reading. The new “ePub” (electronic publication) format provides 
greater interactivity, allowing CDA to deliver additional content 
such as embedded videos, links to websites and email addresses  
and a dynamic “clippings” feature, which allows users to use a 
two-finger “touch” to select an article or photo and easily share 
out to social media networks. The ePubs also offer readers a 
more streamlined process for obtaining further information as 
it relates to the printed articles. When studies and reports are 
referred to in the Journal, for example, the ePub allows users to 
click a link and be taken directly to those reports. In addition, 
special publications (such as the CDA Presents On-Site Guide) 
will also be made available in electronic format via the ePubs. 
The Update and Journal ePubs function on all major tablets and 
smartphones that use the iOS, Android or Kindle Fire platforms. 
Both ePubs operate on the MAZ app platform, which is used 
by hundreds of major magazines including Inc. and Forbes. 
For more information and to download, visit cda.org/apps.
—Blaine Wasylkiw, director of online services, CDA

Would you like to write about new technology? 
Dentists interested in contributing to this section should contact 

Tech Trends Editor Blake Ellington at blake.ellington@cda.org.
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LOS ANGELES COUNTY 
  BEVERLY HILLS - GP/Perio Prosth emphasis on Perio Surgery & Implants in 4 story med bldg w/ 3ops. Grossed 1M in 2012. ID#4035
  COVINA - Leasehold & Equip Only! 3 eq op office located in 1 story med building. Reasonable rent with excellent terms. ID #4355.
  CULVER CITY - Leasehold & Equip Only! 10 eq op office in a single story bld. In residential area. Heavy traffic flow. ID #4261.
  HUNTINGTON PARK (GP) Price Reduced! Estab. in 2008. In a 2 story free stranding bldg near residential area. Has 4 eq ops. ID#4295.
  LOS ANGELES (GP) - Well designed practice w/ 5 eq op in a strip shopping center. 20 years of goodwill. Some Denti-cal. ID#2771.
  LOS ANGELES (GP) - Three operatory office located on a 13 story prof bldg. Fee for service. 14 yrs of goodwill. Net $209K. ID#2831.
  LOS ANGELES (GP) - Turn-Key office located in busy small shopping center. 3 operatories. Some Ortho. Near residential area. ID#4367.
  MONTROSE - GP w/ 35 yrs of gdwll is located in a residential area w/ great street visibility. 4 ops. Fee for service. ID  #4383.
  PACOIMA - Leasehold & Equipment Only! Two eq op w/ 1 plmbd not eq office in small strip mall. Charts included. ID #4361.   
  RESEDA - GP located on a single story bldg w/ heavy traffic flow. 18 year of gdwll. 5 eq operatories. Some Ortho. Net $235K. ID#4333.
  TORRANCE (GP) - Modern designed office w/ 44 yrs of gdwll. Has 3 eq ops, 1 plmbd not eq w/ digital x-ray & Eaglesoft soft. ID#4375.
  TORRANCE - GP w/ over 30 yrs of gdwll in 2 story prof med bldg. Consists of 8 eq ops, 1 plmbd not eq in 2,208 sq ft suite. ID #4377.

ORANGE COUNTY 
  ANAHEIM  HILLS - Leasehold &Equipment Only! Beautiful office in busy shopping center w/ 3 eq ops, 1 plmbd not eq. ID #4379.
  COSTA MESA - Three (3) eq ops office w/ over 19 yrs of gdwll in busy strip mall. Fee for service. Revenues of $38K/mo.  ID#4365.
  HUNTINGTON BEACH (GP) - Fee for service practice w/ 3 eq ops, 3plmbd not eq in a 2,100 sqft ste on a busy street. ID#4395.
  MISSION VIEGO (GP) - Well designed turn-key practice w/ 3 eq op & 3 plmbd is located in a prestigious shopping center. ID #4303.   
  SAN CLEMENTE (GP) - Modern designed turn-key office in 2 story med bldg w/ 4 eq ops, 2 plmbd not eq for expansion. ID 4359. 

RIVERSIDE / SAN BERNARDINO COUNTIES
  APPLE VALLEY (GP) - Well established practice w/ 5 eq op, 3 plmbd not eq, Dentrix software and digital x-ray. Net $214K. ID #4349.
  BARSTOW(GP) - Long established office w/ 4 eq ops in a single story bldg. Easy freeway access. Fee for service. ID #4241
  PALM DESERT (GP) - Well established practice w/ 5 eq ops in 1 story bldg w/ ample parking & excellent signage. Net $119K. ID#4331.
  PALM SPRINGS - Leasehold & Equip Only! Practice located on a busy street w/ 4 eq ops in a 2,000 sq ft office. ID #4387.
  RIVERSIDE - Fee for service practice w/ over 50 yrs of gdwll.  Modern office w/ 4 eq ops in corner single prof. blfg. ID #4351.

SAN DIEGO C OUNTY
  CHULA VISTA (GP) - Located in downtown. Store front. Consists of 4 eq ops 1 plmbd not eq. Some Cap.  Net $152K. # 4279.
  OCEANSIDE - Leasehold & Some Equipment Only! Beautiful office in a single shopping center w/ 5 not eq ops in a 1,500 sqft ste. #4363
  RAMONA (GP) - Established in 1979 and located in single strip mall. Busy area. Fee for service. Consists of 3 eq op. ID #4305.
  SAN DIEGO (GP) - In free standing bldg w/ private prkng. Consists of 5 ops w/ Dentrix software. Monthly revenues of ~$40K. ID #4279.
  SAN DIEGO (GP) - Beautiful Turn-Key practice with 8 eq ops in a modern designed shopping center. Absentee owner. ID #4335. 

VENTURA & SANTA BARBARA COUNTY 
  SANTA BARBARA (GP) - Well established practice w/ 3 eq ops in a 1,100 sqft ste. 100% Cash . Net $215K. Condo for sale. ID # 4393.
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Classifi eds

availab le  pos itions

registered dental assistant — 
Would you like to work in a positive, 
enjoyable pediatric dentistry office 
where you can feel proud of the work 
you do and be recognized for your 
efforts? If so, look no further. We’d love 
to have you join our private pediatric 
specialty dental office in Chino/Chino 
Hills. If you are interested in this 
wonderful opportunity, visit our website 
at kidsdentalspecialists.com and drop 
off your electronic resume to Dr. Tran at 
drlindatran@kidsdentalspecialists.com 
We look forward to meeting you!

How to Place a 
Free Classifi ed Ad

The Journal has changed its classified 
advertising policy for CDA members to 
place free classified ads online and publish 
in the Journal. CDA members can place any 
classified ad. Non-CDA members can post 
employment classifieds or place display 
ads in the Journal.

All classified ads must submitted through 
cda.org/classifieds. Fill out the blank 
fields provided, including whether the ad 
is to appear online only or online and in the 
Journal. Click “post” to submit your ad in 
its final form. The ad will post immediately 
on cda.org and will remain for 90 days. 
Space permitting, your ad will run one time 
in the next issue of the Journal following 
the posting of your online ad. After 90 
days, you will need to repost your ad if you 
wish to continue running it online. Note 
that CDA reserves the right to modify your 
classified ad for CDA style and to correct 
typographical errors.

Classified ads for publication in the 
Journal must be submitted by the fifth of 
every month, prior to the month of 
publication. Example: Jan. 5 at 9 a.m. is the 
deadline for the February issue of the 
Journal. If the fifth falls on a weekend or 
holiday, then the deadline will be 9 a.m. the 
following workday. After the deadline 
closes, classified ads for the Journal will 
not be accepted, altered or canceled. 
Deadlines are firm.

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

How to Place a Display Ad
Nonmembers are welcome to place 
display ads. For information on display 
advertising, please contact Corey Gerhard 
at 916-554-5304 or corey.gerhard@cda.org.

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

dental assistant — We are looking to 
bring on an Ortho Assistant for our new 
ortho program. Th is is a great opportunity to 
work with a renowned Orthodontist. Please 
email your resume to bayareadentist2009@
yahoo.com for immediate consideration.

dental hygienist — W e are a relatively 
new offi  ce that is trying to expand its 
operations. We have an opportunity to 
accommodate a relatively novice hygienist 
who is looking to get some hours and 
experience under his/her belt. Th e offi  ce is 
open late evenings and weekends and we 
expect all our team members to be inline 
with our philosophy of what it takes to 
build a practice. We are looking for mostly 

continues  on  778



What separates us from other brokerage firms? 
 

As den!sts and business professionals, we understand the unique aspects of dental prac!ce sales and offer more prac-
!cal knowledge than any other brokerage firm. We bring a cri!cal inside perspec!ve to the table when dealing with 
buyers and sellers by understanding the different complexi!es, personali!es, strengths and weaknesses of one prac!ce 
over another.  
 

Our extensive buyer database and unsurpassed exposure allows us to offer you… 
A Be#er Candidate             A Be#er Fit            and A Be#er Price! 

800.641.4179 
     WPS@SUCCEED.NET 

WESTERNPRACTICESALES.COM

CENTRAL VALLEY  
 
HN-059 LASSEN CO: 

  $120k 
I-9721  STOCKTON:

$75k
IG-067 STOCKTON: 

 Now $425k 
IG-165 TURLOCK

$428k 
IN-176 TURLOCK:

$120k 
IN-193 Modesto Facility:  

 
Listed at only $299k  
IN-205 STOCKTON Facility: 

$169k 
JG-137 FRESNO: Now 
Only $395k/ Real Estate $350k 
JG-188 FRESNO: 

$390k 
JC-178 SAN JOAQUIN VALLEY:  

$495k
 

SPECIALTY PRACTICES 
 
AC-119 MILL VALLEY Prostho: 

$450k 
EG-131  ROSEVILLE/AUBURN Ortho:  

$175k 
I-7861 CENTRAL VALLEY Ortho:

$370k 
I-9461 CENTRAL VALLEY Ortho:

$180k 
IC-163 CENTRAL VALLEY Perio: 

$175k (Bldg: $250k) 
EN-203 SACRAMENTO  Oral Surgery:  

$325k 

BAY AREA 
 
BC-162  PLEASANT HILL Facility:  Updated office, large windows & views 
of the outdoors.  Open floor plan. 1,852 sf w/6 ops RReduced!  $150k 
BC-175 EAST CONTRA COSTA:  Vast employment, shopping & ac!vi!es! 
1,995 sf w/5ops $$300k 
BN-183 HAYWARD:  Kick it up a notch by increasing the current very re-
laxed work schedule!  1,300 sf w/ 3 ops $$150k 
CC-077 BENICIA: Highly visible. Within walking distance of downtown. 
820 sf w/2 ops  $$100k 
CC-151 SANTA ROSA: Stable pa!ent base, well-respected, close to Me-
morial Hospital.  2,262 sf w/ 6 ops  $$875k Real Estate avail. 
CC-170 SOLANO COUNTY:  Minutes from nearby wine country!  950 sf 
w/3 ops $$225k 
CN-158 PETALUMA: Predominantly Capita!on prac!ce. 1,000 sf w/ 4 
ops RReduced! $395k 
CN-184 SOLANO COUNTY: Well established, premier prac!ce. 2,180 sf 
w/ 5 ops. State of the art equipment   $775k 
CN-189 ANTIOCH VICINTY:  In the heart of the beau!ful California Del-
ta! 3 ops $$275k 
D-9091 ATHERTON: Turnkey opera!on 969 sf & 3 ops Call for Details! 
DC-113 MILPITAS: Seller re!ring! Great loca!on 1,009 sf w/ 3 ops. 
Plumbed for 1 add’l  $$110k 
DC-164 WATSONVILLE:  Shopping complex/main thoroughfare. Mod-
ern & A#rac!ve.  2,365 sf w/ 6 ops  $395k 
DG-116 SALINAS AREA: Large, loyal & stable. Popular Retail Center. 
1,400 sf w/5 ops. State-of-the-art Equipment  RReduced! $205k 
DG-124 MILPITAS: Highly visible. Desirable area. 960 sf w/ 2 ops + 1 
add’l   $$130k 
DG-156 SAN JOSE: Hardwood Floors & plenty of windows! 1,160 sf w/ 
3 ops (+2 add’l) $$145k 
DG-161 FREMONT:  Beau!ful office genera!ng 40+ new pts/mo. 1,440 
sf w/ 4 ops  $215k  
DN-204 SAN JOSE Facility:  Located in a popular Dental Professional 
building! ~1,635 sf w/ 3 ops (+2 add’l) $$95k 
DG-202 SARATOGA Facility: A#rac!ve, well-maintained, 2-story Medical/
Dental/Professional building. Desirable upscale, affluent area. 1,568 sf 
w/ 4 ops   $185k 
 

BAY AREA CONTINUED 
 
DC-191 MOUNTAIN VIEW: Rare opportunity! High quality, poten!ally 
large-scale prac!ce. Heart of Silicon Valley. 2,000 sf w/7 ops (+1) $$950k 
DG-207 SUNNYVALE Facility:  Loca!on, loca!on, loca!on!  Reasonable 
rent, low overhead, easy accessibility. 650 sf w/ 2 ops  $$78k 

 
NORTHERN CALIFORNIA  

 
EG-198 SACRAMENTO: Tucked in well established “Pocket Area” in high-
ly desirable  corridor.  1,112 sf w/3 ops   $155k 
EN-145 ROCKLIN Facility:  Very desirable community!  1,400 sf w/3 
ops +1 add’l $$150k 
EN-167 SACRAMENTO: One of the most desirable, affluent areas. 1,849 
sf w/5 ops. $$450k  
EN-208 SACRAMENTO:  Family-oriented FFS restora!ve prac!ce! 
Office ~ 1,287 sf w/4 ops. $$225k 
FN-181 NORTH COAST: Well respected FFS GP. Stable pa!ent base. 
1,000 sf w/3 ops SSELLER MOTIVATED! $150k (25% int. in bldg. avail.) 
FN-087 LAKE COUNTY: Quality prac!ce, friendly staff & Cerec  2,400 
sf  w/3+ ops  $$699k 
FN-148  MENDOCINO CO:  “Gateway to the Redwoods!” Quality care in 
4 ops  $$325k 
FN-185  UKIAH:  Street-level office.  900 sf w/ 3 ops $$275k 
GG-140 CHICO VICINITY: Selling for less than 50% of gross! 1,200 sf 
w/4ops. RReduced! $195k 
GN-134 REDDING:  Stellar reputa!on, quality care and loca!on!  
2,264 sf w/4 ops.    $500k 
GN-149 YREKA:  Quality FFS, Warm & Caring. 900 sf w/ 3 ops. Now 
Only:$$180k/Real Estate $110k 
GN-166  CHICO:  Well Respected w/loyal pa!ent base. 1,800 sf w/4 
ops. $$395k (or $450k w/Cerec) 
GN-177 CHICO/OROVILLE: Spacious! Spectacular! 2,500 sf w/6 ops $$399k 
GN-201 CHICO: Don’t Miss This Opportunity!  Beau!ful prac!ce located 
on major thoroughfare with stellar reputa!on!   1,400 sf w/ 4 ops & 
room for another $$425k 
GN-196 CHICO:    Appealing loca!on!  Office ~2,510 sf w/4 ops $$150k 
 



 

What separates us from other brokerage firms? 
 

Our extensive buyer database and unsurpassed exposure allows us to offer you… 
A Be"er Candidate             A Be"er Fit            and A Be"er Price!

CENTRAL VALLEY  
 
HN-059 LASSEN CO: Quality, well-established, family-oriented.  
1,600 sf w/3 ops   $120k 
I-9721  STOCKTON: Prof.  complex. 1,450 sf w/ 3 ops & plumbed 
for 1 add’l   $$75k  
IG-067 STOCKTON: Fully computerized, paperless, digitalized. 
5,000 sf w/10 ops   Now $425k 
IG-165 TURLOCK:  Well established Shared/Solo Group Prac#ce. 10 
ops (shared)  $$428k 
IN-176 TURLOCK: Mother Lode, SF Bay & Sierras nearby! 2,500 sf 
w/3 ops $$120k 
IN-193 Modesto Facility:  Recently remodeled! High foot traffic! Can 
be purchased with or without new equipment.   2,300 sf w/6 ops  
Listed at only $299k  
IN-205 STOCKTON Facility: Get ready to prac#ce your best den#stry 
here!  One of the most desirable professional corridors. Newly re-
modeled. 1,565 sf  w/ 4 ops  $$169k 
JG-137 FRESNO: Own the Building too! 3,500 sf w/ 5 ops  NNow 
Only $395k/ Real Estate $350k 
JG-188 FRESNO: Loved, respected, Established! Net Profit over 
$350k! 1,452 sf w/4 ops $$390k 
JC-178 SAN JOAQUIN VALLEY:  Historical Building in thriving area!  
2,206 sf w/6 ops $$495k 
 

SPECIALTY PRACTICES 
 
AC-119 MILL VALLEY Prostho: State-of-the-art equipment including: 
digital char#ng and x-ray. 1,100 sf w/ 3 ops. Plumbed for 4th   
$450k 
EG-131  ROSEVILLE/AUBURN Ortho:  2 prac#ces within ½ hour of 
each other!  $$175k 
I-7861 CENTRAL VALLEY Ortho: 2,000 sf, open bay w/ 8 chairs. Fee-
for-Service. $$370k 
I-9461 CENTRAL VALLEY Ortho: 1,650 sf w/5 chairs/bays & plumbed 
for 2 add’l   $$180k 
IC-163 CENTRAL VALLEY Perio: Well-respected FFS. 2,300 sf w/5 
ops $$175k (Bldg: $250k) 
EN-203 SACRAMENTO  Oral Surgery:  This highly efficient office 
occupies ~ 3,000 sf w/ 4 fully equipped ops $$325k 

BAY AREA 
 
BC-162  PLEASANT HILL Facility:  

Reduced!  $150k 
BC-175 EAST CONTRA COSTA

$300k 
BN-183 HAYWARD:  Kick it up a notch by increasing the current very re-
laxed work schedule! $150k 
CC-077 BENICIA: 

$100k 
CC-151 SANTA ROSA: 

$875k 
CC-170 SOLANO COUNTY

$225k 
CN-158 PETALUMA: 

Reduced! $395k 
CN-184 SOLANO COUNTY: 

 $775k 
CN-189 ANTIOCH VICINTY:

$275k 
D-9091 ATHERTON: Call for Details! 
DC-113 MILPITAS: 

$110k 
DC-164 WATSONVILLE:  

 $395k 
DG-116 SALINAS AREA: 

Reduced! $205k 
DG-124 MILPITAS: 

$130k 
DG-156 SAN JOSE: 

$145k 
DG-161 FREMONT:  

 $215k
DN-204 SAN JOSE Facility:  

$95k 
DG-202 SARATOGA Facility: 

 $185k 

BAY AREA CONTINUED 
 
DC-191 MOUNTAIN VIEW: 

$950k 
DG-207 SUNNYVALE Facility:  

$78k 
 

NORTHERN CALIFORNIA  
 
EG-198 SACRAMENTO: 

 $155k 
EN-145 ROCKLIN Facility:  

$150k 
EN-167 SACRAMENTO: 

$450k
EN-208 SACRAMENTO

$225k 
FN-181 NORTH COAST: 

SELLER MOTIVATED! $150k (25% int. in bldg. avail.) 
FN-087 LAKE COUNTY: 

$699k 
FN-148  MENDOCINO CO:  

$325k 
FN-185  UKIAH:  $275k 
GG-140 CHICO VICINITY: Selling for less than 50% of gross! 

Reduced! $195k 
GN-134 REDDING:  

 $500k 
GN-149 YREKA

$180k/Real Estate $110k 
GN-166  CHICO:  

$395k (or $450k w/Cerec) 
GN-177 CHICO/OROVILLE: $399k 
GN-201 CHICO: Don’t Miss This Opportunity!  

  
$425k 

GN-196 CHICO:   $150k 
 

We are a proud member of:  

As the fourth quarter approaches, we’d like to offer this valuable advice. 
 
Many doctors take some "me off during the holidays which results in the 
office being closed at year-end, possibly leaving some undeposited 
collec"ons for several weeks un"l the new year. Other doctors prepay 
bills and may hold back several weeks’ worth of revenue at their 
accountant’s sugges"on to facilitate in their yearly tax planning. If you 
are trying to sell your prac"ce currently or are thinking of selling in the 
next year, I strongly suggest that you finish off the year strong and make 
ALL of your deposits so that they are posted by your bank in this 
calendar year.  
 
The sales price of any prac"ce is essen"ally determined from the 
previous year’s tax return or Profit & Loss Statement. In the past, 
averages of a year or two may have been used to determine value, but in 
this declining economy, it’s all about “what have you done for me 
lately”!!! Banks and buyers are only interested in what is happening right 
now. Even if you missed work due to illness, surgery or an accident, this 
economy has banks and buyers very wary of any prac"ce with declining 
revenues, no ma$er what the reason.  
 
“It’s the economy” is the last excuse the bank wants to hear as the 
reason to why your prac"ce revenues are declining. Not only will the 
bank decrease the amount of funds they are willing to loan, they will 
either require a seller carry-back or may not even agree to loan money 
unless the revenues have stabilized or start to increase again. Essen"ally, 
if the average prac"ce mul"ple in your region is selling at 68% of gross 
receipts, the na"onal average at this "me, your prac"ce will s"ll sell at 
68% of your current revenues. If your prac"ce shows a decline of  more 
than 15-20% of the usual revenues, the bank may have problems with 
normal financing. (NOTE:  Prac"ces in Cuper"no, CA and Orange County, 
CA sell upwards of 100% but the issue applies in these areas as well)  
 

Do not confuse this informa!on and assume  
it is a bad !me to sell your prac!ce. 

 
The good news is:  if you make your deposits this year and your prac"ce 
has not declined more than 15-20%, it is actually a “seller’s” market 
currently and 100% financing is the norm. The loan rates are at historic 
lows in the 5-6% range. If you have finally decided it is "me to sell and 
transi"on into the next exci"ng phase of your life, finish strong and make 
the gross receipts on your last tax return look their best!!!  
 

Your !ming could not be be"er!   
Just let the numbers do the talking for you! 

 

ASK THE BROKER 
 
 

Valuable Advice for Doctors 
as the Year Comes to an End 

Timothy G. Giroux, DDS is currently the Owner & Broker at Western Practice 
Sales and a member of the nationally recognized dental organization, ADS Transitions.  

You may contact  Dr Giroux at:   wps@succeed.net or 800.641.4179 
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Fridays and maybe some Mondays for 
now. Th e doctor is very particular about his 
high expectations as to how treatment is 
delivered to our patients. He may require a 
one-on-one, hands-on prophy or scaling 
technique demonstration on a typodont 
etc., what your philosophies are on the 
periodontal treatment options, etc. On the 
fl ip side we are a new offi  ce and don’t really 
have a must-have requirement for a 
hygienist — as a result compensation will 
be adjusted accordingly. Send email to 
folsomfamilydental@gmail.com for more 
information.

dental hygienist — Th e California 
Department of Corrections is currently 
seeking Dentists and Dental Hygienists in 
Northern, Central and Southern California 
prisons for hire as soon as possible. Please 
call Debbie Villa at 951.683.3753 or send 
email to dvilla@ttstaffi  ng.com.

dentist — State-of-the-art Palo Alto 
general practice seeks full-time Associate 
with a minimum of three years of 
experience, who is self driven, dedicated 
to technical excellence and pursuing 
continuing education. Must be open to 
mentoring, working collaboratively with 
staff , other dentists and with the patients. 
Patient culture is educated, refi ned and 
family oriented. Th e bar is high. We love 
what we do and have fun while providing 
top-notch care. Candidate is expected to 
put down roots, get involved in the 
community and enhance practice 
management and growth. Bay Area 
Certifi ed Green Business. Email resume to 
Connie@MulcahyFamilyDentistry.com.

periodontists and oral 
surgeons — We are looking to 
collaborate with Periodontists and Oral 
Surgeons for our Mobile Surgical Services in 
both Northern and Southern California. We 
are the fi rst comprehensive mobile surgical 
service in the United States providing 
implant surgeries, periodontal surgeries 
and surgical extractions for dental offi  ces. If 
you would like to fi ll your schedule with 
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888.789.1085
www.practicetransitions.com

Give us a try and 

experience the difference!

Dental Practice: Sales - Acquisitions - Mergers - Valuations 

Russell Okihara, D.M.D. Robert Stanbery
Owner

We are here
to help you get

your ducks in a row 
for a successful sale!

We have been handling dentist’s
practices with care since 1997.

It’s not how many we do.
It’s how we do it!

Considering selling 
your practice?                      

New!

FEATURED LISTINGS

        MISSION VALLEY, CA Seven op prosthodontic practice, great location!

        MISSION VALLEY EAST AREA, CA Three op GP, high traffic area.

        RENO, NV Growing 4 op (3 equipped) GP. Strong net income.

        CENTRAL IDAHO Spacious & efficient, 3 op GP. Exceptional opportunity.
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additional surgical procedures, we are the 
right tool for you. Please send your resume 
to jobs@implantoutreach.com. 

endodontist — Dear Endodontist: Our 
endo program is growing and we are adding 
more days, prompting us to add another 
Endodontist to our team. We will need at 
least one day per week commitment. Good 
opportunity to add more days should you 
prefer. Please email your resume to 
bayareadentist2009@gmail.com or simply 
send an email or call 408.656.4567 to discuss 
this opportunity.

endodontist — Seeking a board-
eligible Endodontist with 2-3 years of 
experience for one day a month at a 
private fee-for-service/PPO practice in 
Marina del Rey, Calif. Dentrix, Dexis 
digital X-ray and Zeiss microscope. Our 
practice off ers a very friendly and 
professional environment. Please contact 
Dr. Rayet at the offi  ce at 310.823.2343 or on 
her cell at 310.699.4042. You can also email 
your resume to azitarayet@gmail.com.

oral surgeon — Sacramento Oral 
Surgery has been providing quality oral 
surgery care to patients throughout the 
Sacramento area for more than 30 years. 
Founded in 1972, Sacramento Oral Surgery 
has fi ve practices located in the greater 
Sacramento area. We are currently looking to 
add a full-time Oral Surgeon to join our 
growing team! Our doctors enjoy a 
professional practice experience and 
comprehensive compensation and benefi t 
package that includes medical, professional 
liability, disability and life insurances, fl exible 
spending account and a 401k program with 
employer matching contribution. Ownership 
potential, too! Go to amdpi.com/Careers/
Specialists.aspx to apply.

dentist — Western Dental Services Inc. 
is hiring Dentists for offi  ces in Concord, 
Manteca and throughout California. Must 
have DDS and valid California dental 
license. Send resumes to recruiting@
westerndental.com.

dentist — Th e California Department of 
Corrections is currently seeking Dentists and 
Dental Hygienists in Northern, Central and 
Southern California prisons for hire as soon 
as possible. Call Debbie Villa at 951.683.3753 
or send email to dvilla@ttstaffi  ng.com.

office manager —Pediatric Dental 
Manager position available. Are you looking 
to join a stable company that is experiencing 
a tremendous amount of growth, values 
your contribution and provides you with a 
career rather than just a job? What you’ll do: 
Identify staff  and develop talent. Create an 
environment that promotes pediatric dental 
culture and values daily. Work with IT 
vendors and Dentrix software company on 
all technical issues and updates and much, 
much more. Because of the vital nature of 
this role, we seek candidates with fi ve-plus 
years of related work experience; working 

Practice proactive 
dentistry.

www.WillametteDental.com/careers
Learn more about our practice opportunities at

Why a Career at 
Willamette Dental Group?

Tiffany Brown
tbrown@willamettedental.com
or Direct: 503-952-2171

The best feeling in the world 
is not worrying about work 

making more, working less, 

and love my job!

Dr. Armstrong, DDS
General Dentist | Boise, ID

knowledge of Dentrix; operational 
management knowledge of dental offi  ces; 
equivalent to high school diploma or 
general education degree (GED). Please do 
not contact the offi  ce. Only contact Tyna 
Whipple at tyna@vzconsultinginc.com or at 
408.655.2558 for an interview or more 
details regarding the job.

treatment coordinator — Dear 
Candidate: We are a general and 
multispecialty offi  ce that is looking to hire 
a top-notch Treatment Coordinator. Come 
join our friendly staff  and continue to 
grow with us as we have done over the 
years. If you are a confi dent, friendly 
person who has a great track record of 
closing small and large treatment cases 
with high treatment acceptance rates, we 
would love to hear from you. Th is is a great 
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full-time opportunity. Dentrix knowledge 
required. At least fi ve years experience in 
dental offi  ces required with at least three 
years doing treatment planning and 
presentation. Competitive compensation 
for the right candidate. Please email your 
resume to bayareadentist2009@gmail.com 
or call us at 408.656.4567 to discuss.

front office dental supervisor 
— Children’s Dental Center is a growing 
specialty practice that focuses on providing 
quality pediatric dental care. Our mission, 
since opening our fi rst practice in 1980, has 
always been making patient care our No. 1 
priority! Our Front Offi  ce Dental 
Supervisor provides leadership, training 
and direction to the front offi  ce staff  
including the treatment coordinators and 
receptionists. Must be able to work in a 

fast-paced, high-volume practice while 
providing high-quality patient care. 
Depending on your experience, we off er a 
competitive compensation program and 
benefi ts including medical/dental/vision/
life and supplemental coverage, vacation 
and a 401k plan. Must have high school 
diploma or general education degree 
(GED); two years’ experience in dental 
practice at supervisory or lead role; dental 
background required; bilingual in Spanish/
English a big plus. Please submit your 
resume in Word or PDF format to 
hrnorcal@cdgdental.com.

front/back office — Seeking front/
back offi  ce. Has to be profi cient in 
reception, insurance billing and assisting 
dentist when called upon. At least two 
years experience working at a dental 

offi  ce. Please email resume to 
dentalstaff 2013@gmail.com. 

endodontist — Newer offi  ce needs an 
Endodontist (new grads OK) after hours 
and/or some Saturdays. Local to Folsom 
preferred. We are a relatively new dental 
offi  ce so ideally only need someone either 
after or before his/her other offi  ce hours. 
As usual, we face resistance with trying to 
refer patients to outside providers and are 
trying to make an in-house option 
available to patients. Th e ideal candidate 
would be open to coming in even for one 
to two cases and being reimbursed on a 
percentage basis pending if they 
completely bring 100 percent of all 
instruments (preferred) or use ours. 
Please email folsomfamilydental@gmail.
com for more information.
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Your mobile & online dental industry job board

Find your next employee!

Questions? Email us at contactus@dentalpost.net

POST
SEARCHSEARCH

HIRE

Tonya Lanthier, RDH/ FounderDownload the advantage today!

Register your dental practice
or yourself today

www.DentalPost.net

Post  job openings, search resumes, or both
Postings syndicated to Twitter, Facebook, Indeed.com, & more
Dental professionals apply online or using our Mobile App
Resumé database with pictures, personality test, & skills

Dental Hygienists DentistsDental Assistants



Dr. Lee Maddox
License #01801165
25 Years in Business

Dr. Dennis Hoover
License # 0123804
36 Years in Business

Dr. Thomas Wagner
License #01418359
40 Years in Business

Jim Engel
License #01898522
42 Years in Business

Kerri McCullough
License #01382259
35 Years in Business

Thinh Tran
License #01863784
11 Years in Business

Mario Molina
License #01423762
35 Years in Business

Jaci Hardison
License #01927713
26 Years in Business

PRACTICE SALES •  PARTNERSHIPS •  MERGERS •  VALUATIONS/APPRAISALS •  ASSOCIATESHIPS •  CONTINUING EDUCATION

DENTAL PRACTICE BROKERAGE
Making your transition a reality.

www.henryschein.com/mpg
SOUTHERN CALIFORNIA OFFICE

1.888.685.8100
NORTHERN CALIFORNIA OFFICE

1.800.519.3458
Henry Schein Corporate Broker #01230466

BAKERSFIELD: General Dentistry
Practice. 3,650 sq. ft. suite with 8 Ops., 7
equipped. Digital x-rays and intra-oral
camera. $1.2MM in collections. $453K
Adj. Net Inc. in growing area. #CAM554

BAKERSFIELD and SMALL FARM 
COMMUNITY: Two Practices 30 min.
apart. Strong patient bases. Staff and
doctor work both practices. Underserved
communities with room for growth.
$588K gross. $278K adj. net. #CAM557

BISHOP: General Dentistry Practice &
Building. 1,800 sq. ft. 5 Ops. 2011
collections of $1MM. $387K Adj. Net
Inc. #14390

CENTRAL COAST: Pedodontic
practice with 4 Ops. Gross over $775K
on 4-day wk. Great location. Over 800
new patients last year. #CAM546

CENTRAL COAST: Prosthodontic
practice with 4 Ops, full in-house lab.
Over $1.1MM in gross receipts in ‘12.
Beautiful area near shopping. #CAM535

CHICO: General Dentistry Practice.
2012 collections almost $1.4MM. 2,400
sq. ft. free-standing building. Option to
purchase or lease.  #14392 –In Escrow

COASTAL ORANGE COUNTY: 
General Dentistry/Implant practice. 1,800
sq. ft., 4 Ops. Implant system in all Ops.
Gross receipts $1.2MM in ’11. #CA520  
In Escrow

COASTAL ORANGE COUNTY:
Periodontal practice. 5 Ops. Retiring
doctor. 3 days with 4 days of hygiene.
2011 gross receipts $400K. #CAM533

COASTAL ORANGE COUNTY:
General Dentistry. 4 Ops with modern,
new equipment and high-end finishes.
2012 gross receipts of $690K. #CA529

DANVILLE: FACILITY ONLY. 5 fully
equipped & furnished Ops. Digital X-ray,
Digital Panoramic X-ray, and central
Nitrous Oxide/ Oxygen. Seller relocating
after 27 years. #CA548 –In Escrow

FREMONT: 3,000+ sq. ft. suite.10 Ops.
Digital x-rays and Pan. 4,000 active
patients. PPO/HMO with ’12 gross
receipts of $1.2MM with Adj. Net Inc. of
$300K. #CA553

GRASS VALLEY: General Dentistry
Practice.  1,500+ sq. ft. office. 5 Ops, 4 
equipped. Collections of $491K with Adj.
Net Inc. of $130K. #14379 –In Escrow

GRASS VALLEY: General Dentistry
Practice. Almost 2,000 sq. ft.
condominium for sale with 6 Ops. 2012
gross receipts $442K. #14372

GREATER SACRAMENTO: General
Dentistry Practice. 1,400 sq. ft. office
with 5 Ops.  2012 gross receipts over
$879K, Adj. Net Inc. of $446K. #CA525
In Escrow

GREATER SACRAMENTO: General
Dentistry Practice & Building. 2,300 sq.
ft. office with 6 Ops. EZ Dental
Software, Pan, 8 days hygiene per week. 
$900K average production last 3 years.
Great location. #CA560

GREATER SACRAMENTO:
Orthodontic Practice. Like-new 2,300 sq.
ft. office with extensive leasehold
improvements and 6 chairs. 220 active
patients in phase 1. #CA551

HAWAII (MAUI): General Dentistry
Practice. Approx. 1,200 sq. ft. with 4
equipped Ops. Gross receipts of $636K.
#20101

INDIAN WELLS: General
Dentistry/TMJ Practice. 4,000 sq. ft.
suite, 6 Ops. 2011 Gross Receipts over
$350K on just 1 doctor day/week.
#CAM530

LANCASTER: General Dentistry.
2,300+ sq. ft., 4 Op office. Gross receipts
of $676K with $174K Adj. Net income.
#14376

MERCED: General Dentistry. 1,550 sq.
ft. office with 4 Ops.  2011 gross of
$878K with Adj. Net Inc. of $294K.
#CA512 

MILPITAS: General Dentistry. 1,440 sq.
ft., professionally designed office located
on major business district thoroughfare.
4 Ops with Intra-oral cameras and
computers in each Op., plus a Pano 
X-ray. Owner is retiring after 46 years, 
34 years at this location. #CA562

MURRIETA: General Dentistry. 
4 Ops in 1,300 sq. ft. office.  2012 gross
receipts were over $530K with $213K
Adj. Net Inc. #CAM544

LINCOLN-ROSEVILLE: General
Dentistry.  1,200+ sq. ft. office with 
4 Ops.  2012 gross receipts of $787K
with Adj. Net Inc. of $358K. #CA545

NEWPORT BEACH: General
Dentistry with 3 Ops, newer, high-end
equipment. 2012 gross receipts of $350K
on 3 1/2 days per week. #CAM534 –
In Escrow

NEWPORT BEACH: General
Dentistry with 4 Ops near Newport
Center/Fashion Island.  Gross collections
of $265K with $58K Adj. Net.  Seller
refers out most specialty work, room to
grow. #CAM559

NORTH OF SACRAMENTO: General
Dentistry. Newly remodeled office with 
4 equipped Ops, 5 available.  Approx.
1,500 active patients.  2012 gross receipts
of $515K on 32hr/week, working about
37 wks/yr. EZ Dental, Pan., Fiber Optics.
20 hours hyg. per week.  Owner retiring.
Bldg. available for purchase. 
#CA558

NORTH OF SACRAMENTO:  General
Dentistry. 1,650 sq. ft. with 4 Ops.  2012
gross receipt of $521K.  Low overhead 
of 52%. #CA528

NORTH ORANGE COUNTY:
Endodontic Practice with 5 Ops, fully
equipped and 3 Zeiss wall-mounted
microscopes. Practice has been
established for 30 years.  Gross receipts
of $370K and Adj. Net Inc. of $172K 
on 3 day wk. #CAM561 

NORTH SAN DIEGO COUNTY:
Large legacy practice. 12 equipped Ops,
HMO practice with large CAP check in 
a desirable area in North County.
#CAM555

ORANGE: General Dentistry. 5 Ops.
2012 gross receipts of over $830K.
#CAM543

ORANGE COUNTY: Periodontal
Practice. 6 Ops available, 5 fully
equipped. 2012 gross receipts of $450K
on 4 day wk. #CAM536

PALM SPRINGS: General Dentistry. 
4 Ops. PPO/Fee For Service, no HMO
with 2012 gross receipts of $348K.
#CAM538

RIDGECREST: General Dentistry
Practice and Dental Building. 1,500+ sq.
ft. office building with 4 Ops. This small
practice grossed about $175K in 2012.
#CA523

SACRAMENTO: General Dentistry.
Owner retiring. 2,400 sq. ft. office/
building with low (54%) overhead.  
8 Ops, 7 are equipped. 2012 Gross
Receipts of $642K. #CA549 –In Escrow
SALINAS: Well-established General
Dentistry practice offers 4 Ops in 1,275
sq. ft. office.  2012 gross receipts of
$226K on reduced schedule. Refers out
all specialty work. Great upside potential.
Owner retiring after 34 years. #CA552 
SAN GABRIEL VALLEY: General
Dentistry. 4 Ops. 2011 gross receipts of
$590K on 3 1/2 day wk. #CAM541
SAN JUAN CAPISTRANO: General
Dentistry. 4 fully-equipped Ops. Gross
receipts of $650K in ‘12. #CAM539 –
In Escrow
SAN RAMON: FACILITY ONLY.
Great location, equipment, leaseholds 
& furnishings only. 1,400 sq. ft. with 4
equipped Ops (2 more plumbed) #CA511
SAN RAMON: General Dentistry. 
2012 gross receipts of $926K with Adj.
Net Inc. of $340K. 5 Ops (6th plumbed)
in approx. 2,000 sq. ft. office. 
#CA547
SOUTH ORANGE COUNTY: General
Dentistry Practice with 5 Ops available, 
4 fully equipped.  Most specialty work
referred out. 2012 Adj. net of $324K on
$793K Collections. #CAM556 –
In Escrow
SOQUEL: General Dentistry Practice in
1,100 sq. ft. office. 3 Ops. in prof. bldg.
near Hwy. 1. Gross receipts of $338K on
2 days/wk. 1,100 active patients. 10 new
patients/mo. Schick Digital X-ray and
Dentrix Software. Average age of equip.
is 5 yrs. old. Seller moving.  #CA550
TURLOCK: General Dentistry. Gross
receipts in ‘12 of over $950K with
$443K Adj. Net Inc. #CA506
WALNUT CREEK: Prosthodontic
Practice with 3 fully-equipped Ops and
full lab. 2012 gross receipts of $530K.
#CAM540
WESTWOOD: Amalgam-free General
Dentistry Practice. 5 Ops, near UCLA.
$672K in Gross Receipts in 2012.
#CAM542 In Escrow
YORBA LINDA: General Dentistry
Practice with 5 well-appointed Ops in
great location. Laser, Intra oral camera,
and digital x-rays.  28 years in family
community. 3 days hygiene and 3 doctor
days per week.  #CAM531
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back office supervisor —Children’s 
Dental Center in San Jose is a growing 
specialty practice that focuses on providing 
quality pediatric dental care. Our mission, 
since opening our fi rst practice in 1980, has 
always been making patient care our No. 1 
priority! Th e Back Offi  ce Supervisor is 
responsible for providing leadership and 
direction to the clinical staff , maintaining 
the high level of quality care and improving 
department operations productivity and 
effi  ciencies. Must be able to work in a 
fast-paced, high-volume practice while 
providing high-quality patient care. 
Depending on your experience, we off er a 
competitive compensation program and 
benefi ts including medical/dental/vision/life 
and supplemental coverage, vacation and a 
401k plan. Must have two-plus years of 
dental offi  ce supervisory experience; high 
school diploma or general education degree 

(GED) required, X-ray certifi cate and 
current CPR certifi cation. Bilingual 
preferred. Must be able to eff ectively 
communicate, both written and verbal, 
with employees, doctors, management and 
others. Good analytical skills. Ability to deal 
with problems involving several variables. 
Please submit your resume in Word or PDF 
format to hrnorcal@cdgdental.com.

opportunities  wanted

dentist — Dentist with 15 years of 
experience looking for Friday and 
Saturday position. I can perform a wide 
array of procedures from wisdom teeth 
fully impacted, molar endo, laser 
dentistry, CAD-CAM, children to implant 
restoration and much more. If interested 
please call 530.640.2324. Th ank you, Dr. J.

in-house periodontist/implant 
surgeon for your office — In-
house Periodontist/Implant Surgery/Oral 
Surgery available for your offi  ce in the 
Greater San Francisco Bay Area. Implant 
surgery/bone grafting/perio surgery/third 
molar extractions/surgical extractions. 
Send email to bayareaperio@gmail.com or 
call 617.869.1442.

equipment  for  sale

equipment for sale — Pro Form 
Vacuum 2, about four years old with 
partial boxes of laminates for bleach trays, 
retainers, night guards and mouth guards. 
All for $100. Contact offi  ce manager, 
Ranielle at drmala@comcast.net.

equipment for sale — Complete 
Astra Tech Implant surgery kit fully 
equipped to place implants right away. 
Also included is a brand new set of 
osteotomes. This implant surgery kit 
has only been used four times and is 
very well cared for and stored. The 
condition is almost “new.” Includes 1 
contra angle handpiece WI-75E/KM 
W&H 20:1 — reference 22903; 1 
Implant unit with cable, foot control, 
metal stand — reference 24412; 
Disposable irrigation set and tubes — 
reference 22176 and 22177; 1 complete 
surgical drill bit set — reference 24264; 
1 Surgical cassette tray to hold drill bit 
set — reference 24980; 1 Radiographic 
implant guide; 1 Surgical instrument kit 
— reference 24980; 1 Complete torque 
wrench kit — reference 24110; 1 
Restorative tray to hold torque wrench 
kit — reference 22495v; 2 fixtures/
implants; 1 complete set of osteotomes 
+ mallet and cassette (brand new). 
Photos available upon request. Send 
email to mydentist@gmail.com.

equipment for sale — KaVo dental 
chair w/light and assistant chair. Grey 
leather, about 10 years old. Works great 
but does make a noise on reclining. 
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DENTAL PRACTICE TRANSITIONS

After handling thousands of transactions over the past two decades, 
PARAGON consultants know that no two clients and no two 
transactions are the same.  

A practice transition is a very personal event that requires very special 
attention. Nothing is taken for granted. We customize every single 
transaction to satisfy the needs and goals of our clients.  We handle 
each transaction as if we are the client. This is just one of the many 
reasons why PARAGON is so unique.  

Judge for yourself! Call us for a complimentary consultation. No 
obligation…just a very worthwhile education!

THE PARAGON DIFFERENCE

Your local PARAGON practice transition consultant is Trish Farrell
Contact her at 866-898-1867 or info@paragon.us.com

Approved PACE Program Provider
FAGD/MAGD Credit
Approval does not imply acceptance by a state or 
provincial board of dentistry or AGD endorsement
4/1/2012 to 3/31/2016
Provider ID# 302387

Sign up for our free newsletter at paragon.us.com
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4009 WOODLAND GP
Woodland GP and building  available w/4 fully-
equipped ops  in approx. 1,500 sq. ft. office in 
gorgeous  garden setting. Well est. prevention 
oriented family practice w/ seasoned & loyal staff. 
2012 GR $232K+ w/just 3 doctor days. Only 
those interested in both the building and practice 
need respond. Practice asking price $138K, 
building asking price $315K.

4004 LOS GATOS GP
Seller retiring from a high quality cosmetic general 
practice in upscale neighborhood w/well-educated 
and loyal patient base & long  term dedicated staff. 
Currently working equivalent of 2+ doctor-days 
with hygienist working 3  days  per week. Seeks to 
transition practice to  an experienced buyer with a 
passion for dentistry. Modern 1,200 sq. ft. office 
w/4 fully-equipped ops., digital x-ray & 7 fully 
networked computers running Dentrix. 5 year avg. 
GR $408K. 2013 GR on target for $360K.

3092 SF FACILITY
1,600 sq. ft. street-level dental facility in Marina/
Cow Hollow neighborhood across from Presidio 
with excellent visibility and signage for foot traffic 
plus easy diagonal parking in front of building. 
M o v e i n r e a d y w i t h 4 o p s . , 2  l a b s , 
kitchenette," reception and 2 desk areas  plus"2 pvt. 
offices, 2 bathrooms,  1/2 basement & backyard 
with deck."

3096 NORTH BAY PERIO
Step into quality practice with established referral 
base. 2,200 sq. ft. office w/6 fully-equipped ops. 
Modern facility kept updated with recently 
purchased chairs,  lights, Pano & lasers. Seller will 
grant a fair market lease and would consider 
selling the office space. 5 year avg. GR $1.2M+

3099 LOS GATOS GP
Well-est. general, restorative & cosmetic practice 
avai lable in very des irable neighborhood. 
Gorgeous  1,530 sq. ft. office in single story dental 
complex w/4 ops. Asking $580K.

3098 SALINAS GP
Well-known GP specializing in restorative dentistry 
retiring from 28 year practice located in highly 
visible downtown office. 4 fully-equipped ops., 
Panorex, digital x-ray & recent equipment 
upgrades. 2 year avg. GR $331K+ w/approx. 152 
doctor days/yr. Asking $210K.

3095 SAN CARLOS
Seller well-known for quality patient care retiring 
from established practice with loyal patient base,  in 
highly desirable neighborhood. Asking $515K. 

3085 MODESTO GP
State-of-the-art practice in approx. 2,800 sq. ft. 
facility w/7 fully-equipped ops. This  practice is  for 
an established dentist or 2 dentists  w/experience  
& who will appreciate a high quality practice. 
Asking $745K.

4002 SANTA CRUZ AREA GP & BLDG
Well-est. practice in modern 1,250 sq. ft. office w/
4 ops. 5 year avg. GR $630K+ w/ just 4 doctor 
days. Selling building & practice together. Practice 
asking price $430K, building to be determined.

4001 NORTHERN SONOMA COUNTY GP
Approx. 1,059 sq. ft. facility w/3 fully-equipped 
ops  and dedicated parking in downtown area. 
Practice & building  for sale. Great opportunity. 
Practice Asking $311K, building to be determined.

3094 NORTH BAY PERIO
North Bay Perio  now available. Seller retiring  from 
well-est. practice with seasoned staff and active 
referral base. 1,300 sq. ft. very nice office with 4 
fully- equipped operatories. 2012 GR $450K+ 
with just 3 1/2 doctor days and 5 days of hygiene 
per week. Great upside potential since owner does 
few implants. Asking $271K.

“MATCHING THE RIGHT DENTIST 
TO THE RIGHT PRACTICE”

Contact Us:
Carroll & Company
2055 Woodside Road, Ste 160
Redwood City, CA 94061

Phone:
650.403.1010

Email:
dental@carrollandco.info

Website:
www.carrollandco.info

CA DRE #00777682

Serving you: Mike Carroll & 
Pamela Carroll-Gardiner

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

SOLD

SOLD

SOLD

PENDING
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Assistant chair has a crack on the back but 
is fully functional. Available for pick up 
or local delivery for $100. Can ship by 
freight but you pay shipping. Email to 
sonomafamilydentist@ yahoo.com 
is the best way to contact me. Chairs are 
available now.

offices  for  rent/lease

office for rent/lease — Beautiful 
modern dental offi  ce for sublease in 
Brentwood, Calif., for two or more days 
per week. Preferably an Endodontist or 
Orthodontist. Offi  ce has two equipped 
operatories. All modern, new equipment. 
Send email to jasdeep_grewal@yahoo.com 
for more information.

office for rent/lease — Specialty 
offi  ce in Bakersfi eld, Calif., for rent/lease. 
Established dental offi  ce. Four plumbed 
operatories. Newly remodeled. Quiet 
room. 1,000 sq. feet. Tremendous amount 
of under serviced young families in the 
area. Perfect for pediatric dentist, 
endodontist or oral surgeon. $1,250 a 
month. Please call 661-871-0780.

office for rent/lease — Great 
opportunity in Irvine, Calif., to sublease 
two operatories in our fi ve-operatory 
offi  ce. Th e offi  ce suite is in a three-story 
medical building. Th e operatories are 
plumbed and ready for you to add your 
chairs and X-ray units. Th ere is plenty of 
room for your supplies and a large front 
desk area with room for your computer 

and offi  ce supplies. Great for someone 
looking to cut overhead. Email us at 
russellcannondds@earthlink.net. Check 
out our offi  ce on our website at 
drrussellcannon.com or call at 
949.552.7874 and ask for Debi Cannon.

office for rent/lease — Beautiful 
lakefront dental practice in South Lake 
Tahoe. Must-see, gorgeous 800 sq. ft. 
dental practice. Custom building situated 
on the lake. All four operatories’ sliders 
open directly to lake, private offi  ce, 
fi replace. Interested parties please contact 
775.783.9898 or email stolldds@aol.com for 
further details. 

office for rent/lease — Placerville, 
Calif., dental offi  ce for lease. Lease a 
highly successful dental offi  ce with prime 
location across from hospital. Offi  ce is 
1,676 sq. ft. and has fi ve operatories. 
Freestanding building has raised-fl oor 
access. Call Gil Larsen, DDS, at 
530.677.4256.

office for rent/lease — Redding, 
Calif., 2,900 sq. ft., five-plus operatory 
dental office in nice part of town. Must 
see. Upstairs: patient bathroom, 
spacious waiting room, business office 
with chart cabinets, private office, small 
doctors’ laboratory, sterilization area 
and area for pano or X-ray developing; 
all operatories plumbed for nitrous and 
locked tank storage; all operatories 
wired for wall mounted X-ray units; 
three X-ray units in place; all operatories 
have Cat 5 cabling for computer/digital 
hook ups; some equipment and 
furniture available with lease; alarm 
system in place; adequate parking and 
more. Downstairs: open-air basement 
includes two bathrooms, supply storage 
room, computer server room, kitchen, 
and more. Gross production in past 
$1.25 million on four days per week/48 
week schedule. Contact Soren H. 
Jacobsen, DDS, 530.510.1186 or email 
to sorendds@gmail.com.
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Specialists in the Sale and Appraisal of Dental Practices
Serving California Dentists since 1966

How much is your practice worth??
Selling or Buying, Call PPS today!

NORTHERN CALIFORNIA
(415) 899-8580 – (800) 422-2818

Raymond and Edna Irving
Ray@PPSsellsDDS.com
www.PPSsellsDDS.com

California DRE License 1422122

SOUTHERN CALIFORNIA
(714) 832-0230 – (800) 695-2732

Thomas Fitterer and Dean George
PPSincnet@aol.com
www.PPSDental.com

California DRE License 324962

**FOUNDERS OF PRACTICE SALES**
1  years of combined expertise and experience! 

3,000+ Sales - - 10,000+ Appraisals
**CONFIDENTIAL** 

PPS Representatives do not give our business name when returning your calls.

6052 BERKELEY  Trendy north side shopping area.  Very strong 
foundation.  2,000 active patients.  4-days of Hygiene.  Beautiful hi-
tech office with great curb appeal.  2012 collected $590,000.  Lots of 
work referred out.

6050 MERCED  2013 trending $360,000.  Very profitable.  Refers  
OS & Perio.  Not a Delta Premiere Practice.  Great foundation to build 
upon.  F P $150,000.

 6048 SALINAS  Great opportunity for the ambitious,  Ideal for two 
Dentists.  10 days of Hygiene per week.  2012 collected $1.1 Million.  
2013 tracking $1.2 Million. 

6047 STOCKTON Best location outside Brookside Community on West 
March Lane. Annualized revenues of $5 0,000. Attractive 3-Op 
office. Package sale includes condo.

6046 PINOLE  Collected $500,000 in 2012. 4-days of Hygiene produced 
$178,600. Beautiful office. Refers Endo. Lots of Goodwill here.

6045 MANTECA  MODESTO AREA   Great location. 3 Ops,  
wired & plumbed. $180,000 invested here. Practice did 

more when Owner worked harder. 2012 collected $327,000 on 3-
day week with 5-weeks off.

6044 MODESTO  Best location. New development occurring nearby. 
Collects $380,000. Digital with computers in Ops. Very attractive 
office.

6043 EL SOBRANTE 3-day practice collected $170,000 in 2012. 3-Ops. 
Building optional purchase.

6041 PLEASANT HILL  Collected $365,000 with Profits of $142,000 in 
2012. Owner slowing down. Previous 3-years averaged collections of 
$415,000 and Profits of $180,000.

6040 SANTA ROSA  Beautiful 4-Op office.  Paperless and digital. 
Collected $480,000 in 2012. Should have done more! Prior year did 
$625,000. Package includes condo.

6039 CALIFORNIA’S SOUTH LAKE TAHOE. Long established. 2012 
collected $515,000 with 2-months off.  Realized Profits of $230,000+. 
Attractive 3-Op office.

6008 MENDOCINO COAST’S FORT BRAGG  Cultural haven offers 
attractive lifestyle.  2012 collected $750,000.  2013 shall top $800,000.  
4-days of Hygiene.  Digital radiography.  Computers in Ops.  Full 
price $235,000.

PASADENA AREA  $6K-to-$7K/mth in HMO. Grossing $750,000 part-time.  
Did $1+ Million when Owner spent more time here. Full Price $850,000.

FONTANA  100,000 autos pass daily.  Hispanic.  PT Owner grosses $250   
Successor should Gross $500K+.  Remodeled.  Firm price $275,000. 

ALISO VIEJO  Best Shopping Ctr location. Grosses almost $1 Million. 5 ops 
“state-of-the-art”.  PT Owner. Wants “hands-on” Owner. Work here, live 
at beach! Over 70 NPs/month.  FP $900,000.

CUCAMONGA  50 NPs/mth.  Located off freeway exit.  5-ops.  Beautiful.  
Grossed $850K in 2012. Should do $1.2  in 2013.  FP $850,000

RIVERSIDE  Hi Identity building 4 Sale. Elegant 5-ops.  CT digital Pan & 
x-rays.  PT Conservative Female Owner Grossed $550K.  One 
PPO.  Full-time Successor shall do better.

RIVERSIDE  Grosses $1.3 Million. $6-to-$7K/mth from HMO.  Does ortho.  
10-ops in 3,000 sq.ft. with low rent. Hi identity Shopping Ctr 
near Wal-Mart.  FP $1 Million. 

IRVINE  Grossed $1.2 Million in 2012.  2013 should do $1.3+.  5-ops.  
Absentee Owner. Unique transition assistance available.  

SAN FERNANDO VALLEY  Best location.  Grosses $1.2 Million.  Lots of 
work referred.  This is $2 Million location.  8-ops.  30 Hygiene pts/
day.  Full price $1.2 Million.

SAN FERNANDO VALLEY – BEST HISPANIC LOCATION  7 state-of-art 
Ops, room to expand.  70 NP’s/mth.  Building part of sale.  Another 
$2 Million location.

TORRANCE – GARDENA Very conservative Chinese DDS.  Lots of work 
referred.  Young Chinese/AM Successor will do $600K.  FP $185,000. 

LANCASTER  Established location.  Equipped.  Seller needed more room.  
Many walk-ins each day.  Seller did $900,000 here.  FP $125,000.  

BALDWIN PARK  80% Hispanic.  High identity building.  3-ops.  Grosses 
$250,000.  FP $150,000.

BAKERSFIELD  Grosses $750,000.  Established 50-years.  5-ops.  Successor 
should do $1 Million. FP $500,000.

SMALL TOWN NEAR BAKERSFIELD  Practice & RE.  Gross $400,000 
with full time DDS.  Practice & Building $350,000.

ORANGE Female DDS doing $30-to-$40K/mth part-time.  Seller will 
work-back for smooth transfer.  FP $295,000.

VICTOR VALLEY  High Identity Shopping Center.  Grosses $650,000. 8-ops, 
low overhead.  FP $550,000.

REDLANDS  Low overhead, 5-ops, digital.  Gross $30,000+/mth. FP $350,000.

NEVADA  Small resort city near Las Vegas.   5 state-of-art Ops.  Grosses 
$600K 3-days.  Will do $600K more with 3 more days. F  

DENTURE CENTER   30+ denture patients/day.  Grosses $1.3 Million.  
Patients ask “Will you do Implants?”  Answer always “We just 
do dentures.”  Specialist will take to $2 Million.  FP $1 Million.

SOLD

RARE OPPORTUNITY - SAN FRANCISCO’S EAST BAY
12 collected $1.9 Million.  Million 1.  Million.

rformance realized by One Dentist.  this practice is not close to realizing its potential. Successor who the 
practice where it needs to be tweaked shall something special. Paperless and digital. Ambitious SoCal Dentis

verse to commuting should consider this opportunity. 
Little competition with phenomenal upside.

Full rice $1.2 Million. Contact Ray Irving at 415 899 8580 or Ray@PPSsellsDDS.com.

!"#$%&$'(
)#*%'+

SOLD

SOLD
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offices  for  rent/lease

practice for sale — Garden Grove 
general practice with more than 30 years of 
goodwill. Th e offi  ce is located in a well-
known professional building adjacent to 
Garden Grove Hospital. Th e offi  ce consists 
of four operatories, private offi  ce, chart 
room, two restrooms, combined central 
sterilization and minilab, with the larger 
lab down the hall. Th ere are three X-ray 
units, Panorex and an automatic fi lm 
processor. Th e offi  ce is paperless and 
electronically submits claims. Recent 
complications have made it diffi  cult for the 
dentist to continue to practice. Th is is a 
great opportunity for a dentist wishing to 
merge his practice and enlarge the patient 
base, or a full-time associate who desires to 
work part-time building a practice of his/
her own. Th e owner-dentist is available by 
appointment for any questions or concerns 
regarding the offi  ce and transition. Send 
email to Whitney Th araldson, Select 
Practice Services Inc. at wtharaldson@
gmail.com or call 626.384.8080.

practice for sale — General and 
ortho practice for sale at a great price. 
Practice for sale in Mojave, Calif. It has 
been both a general and ortho practice for 
a long time. Call 805.259.5147 for more 
detail. Asking $55,000.

practice for sale — A terrifi c general 
practice opportunity in San Diego. Th is gem 
consistently collects well above $800k with 
four fully equipped operatories, sterilization 
room, adj. lab, digital X-rays and 7.5 days of 
hygiene/wk. Th is well-maintained seller-
owned building has two 1,200 sq. ft. suites, 
which could be connected for expansion. 
Th is is an exceptional turnkey practice for a 
new or experienced clinician looking for an 
opportunity to work with great patients 
and a stellar team. Owner retiring. Asking 
$725,000. Contact trish@paragon.us.com or 
call 858.243.1901.

Paul Maimone 
Broker/Owner

Time to Sell? Inventory & Rates are Still Low! Buyer Demand is Still High!

BAKERSFIELD #26 – 3,500 sq ft free stand. duplex  bldg. w a (5) op fully equipped turnkey dental 

BAKERSFIELD #27
NEW 

BEVERLY HILLS
NEW

CENTRAL VALLEY/So. FRESNO COUNTY w ltd. 

CORONA w
w

EAST VENTURA COUNTY w 
PENDING

ENCINO

NEW 
HAWTHORNE

NEW
OXNARD #7
SAN JOAQUIN VALLEY w

REDUCED
SANTA CLARITA VALLEY

NEW
TOLUCA LAKE w

SOLD   
WEST SAN FERNANDO VALLEY PEDO/ORTHO OFFICE

WOODLAND HILLS #4
w

PENDING 
UPCOMING PRACTICES

D & M SERVICES:
  
   
  
  

P.O. Box #6681, WOODLAND HILLS, CA. 91365
Toll Free 866.425.1877 Outside So. CA or 818.591.1401 Fax: 818.591.1998

www.dmpractice.com   CA DRE Broker License # 01172430

CA Representative for the National Associaton of Practice Brokers (NAPB)
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Th e point is there have always been 
suspicion, distrust and downright 
animosity between the northern 
and southern halves of the state. Th e 
Southerners extolled their weather, trying 
at the same time to downplay their smog, 
and were regarded by Northerners as 
a laid-back, fl akey bunch of certifi able 
nut cases. Th e Southerners, when they 
bothered to reply at all, cited Haight-
Ashbury as not exactly Park Avenue, but 
resented smug San Franciscans for having 
two bridges over real water.

Th is went on for years, and 
everybody agreed that the San Andreas 
Fault should have run east-west instead 
of north-south so that eventually 
(perhaps next Tuesday) we could be 
separated physically as well as culturally.

Paradoxically, just 20 years ago, 
the two dental societies representing 
the northern and southern dental 
communities decided that individually 
they had more foibles than Aesop. So, 
for their mutual benefi t, they would 
join and form the California Dental 
Association. Actually, there had always 
been a CDA, this being the name the 
northern contingent had always had. Th e 
Southerners whacked the “S” off  their 
name to make it unanimous.

Th is momentous decision was 
heralded as the right thing to do, uniting 
the two halves of the state as never 
before, eliminating duplications of 
paperwork, personnel and offi  ce space. 
Merging the two treasuries was a little 
more complicated.

“How much you got?” demanded the 
Southerners, holding their checkbook 
very close to the chest. 

“Forty-two million zillion dollars,” 
replied the Northerners. “Match that and 
we have a deal.”

“No problem,” lied the Southerners. 
“We have on hand here — uh, lessee — 59 
quintillion dollars and 79 cents.”

Th is went on for a while, kind of like 
hammering out a prenuptial agreement. 
Th ey fi nally deposited $18.48 in their new 
account, and the new association was born 
with Burt Press as the fi rst president.

While the Southern delegation was 
out celebrating the occasion with taco 
parties in their hot tubs, it was decided 
to make the headquarters of the newly 
formed CDA in Sacramento, a mere 90 
miles up the road in a northeasterly 
direction from San Francisco. It was 
reported at the time that there was some 
dissension among the Southern dentists, 
many of whom had never been to 
Sacramento, believing instead that it was 
a popular Mexican expression of dismay. 

Flushed with the success of the merger, 
the old CDA, in the spirit of compromise, 
off ered the headquarters of the new CDA 
to Los Angeles for a short time. Th en the 
delegates began showing up at meetings 
in really ugly Bermuda shorts and thongs, 
making it diffi  cult for ADA to take the new 
group seriously. So the whole shebang 
was fi nally moved north to Sacramento, 
where it is today. Few noticed until later 
that Sacramento was about as far away 
from San Diego as Buff alo, New York, and 
by that time it was too late: letterheads 
had been printed and CDA’s very own post 
offi  ce box had been assigned. 

Finally, all parties agreed to the venue 
when it was pointed out that Sacramento 
was the state capital, after all, and not 
Burbank, as many supposed. Th is fact 
would enable CDA lobbyists to better 
exert their infl uence on the governor 
and the legislators on those infrequent 
occasions when these luminaries 
happened to be in town between recesses, 
fact-fi nding junkets and fence-mending 
visits to their constituents. 

On this 20th anniversary, then, of 
the farsighted fusion of the Northern 
California Dental Association and the 
Southern California Dental Association, 
congratulations!

Your Association offi  cials, 
understandably proud, have extended 
an open invitation whenever you are 
in Sacramento to drop by 1201 K Street 
and check out your CDA headquarters 
building. Th ey have suggested, however, 
that all 18,000 of you do not come at 
once. (And bring no illusions with you 
about their springing for lunch!) 

We’re Taking Your Requests
If you have a favorite Dr. Bob column 

you want to see again, send an email to 
Publications Specialist Andrea LaMattina 
at andrea.lamattina@cda.org. We will oblige 
by reprinting those requested favorites 
interspersed with any new Dr. Bob 
submissions.
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was pointed out that 
Sacramento was the state 
capital, aft er all, and not 
Burbank, as many supposed.
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The Southerners extolled their 
weather, trying at the same 
time to downplay their smog.
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Th is Dr. Bob was originally printed in the 
July 1992 Journal.

Anyone who has driven the length 
of California from Chula Vista to 
Crescent City in the presence of a 
back seat full of kids can affirm that 
California is a long state. That’s why 
Santa Barbara is home to so many 
people. It was not because of the palm 
trees or beaches, or because Santa 
Barbara had the distinction of zealously 
cherishing until recently the only traffic 
signal on a major freeway between the 
Mexican border and Oregon. 

Whether driving north or south, 
people would say when they reached 
Santa Barbara, “Well, that’s it! I’m not 
going another mile in this car with those 
kids!” And they would trade the car for a 
surfboard, buy a house and never leave 
home again. So California is a lengthy 
state, about 900 miles of it if you can 
believe the $2.50 map that you used to 
get free at service stations before they 
discarded the concept of service in 
favor of indiff erent caretakers silently 
regarding you with suspicion from 
behind thick glass barricades.

Ever since California was granted 
statehood in 1850, there have been 
groups of dissident citizens who believe 
the Golden State should have been 
divided into two states, much like North 
and South Dakota. Many of these same 
people either seriously doubt that there 
are such states as the Dakotas, or if 
there are, contend that Seward, while 
negotiating for Alaska, should have 
swapped them for British Columbia. 

United We Debate
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