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Not Understanding and

 Managing the Cost/Risk Ratio

COST: The biggest risk. For some, to get the ramp up need-
ed on network TV, they must borrow the funds to start be-
cause the initial marketing outlay to get cases moving in their 
market can be sizeable. TRUTH: TV is not a medium that you 
can start out spending $500 a week and gradually building. If 
someone tells you this, it's a flat out lie. It is a medium where 
you either go big (or bigger than average) or you stay at home 
and use other forms of marketing.

Successful practices usually have adequate cash flow right 
now to leverage from and make TVs economic strengths 
work. In many larger markets, $10K–20K can be the starting 
line to get cases moving into the practice. For some dentists, 
that's more than an entire YEAR of marketing. Just remem-
ber, we are talking about TV generating cases routinely aver-
aging $20K EACH and going up to six figures.

Based on these numbers, it should be obvious regarding the 
necessity of the "set-up" of non-clinical capabilities and sys-
tems.

Mistake NuMber twO
Not Understanding the 

Need for Special Staff Phone Skills

A funny thing happens on the way to the forum when a 
highly effective local TV spot runs. Depending on whether  
screening steps are in place, the phone goes ballistic (rings 
a lot) when the spot runs. This in itself creates tidal waves 
of response that the practice needs special capabilities to 
handle.

Good news: It's possible to put into place automated steps 
to handle the surges in phone volume and that also helps 
qualify the patients who can go forward with treatment.

If qualifying steps are in place, life is simpler. If they aren't, 
the staff can get so overwhelmed that cases can be lost sim-
ply because of fatigue on the phone staff's part.

For those that don't see this as a problem, they fail to "catch 
the wave" as surfers would say. While surfing, I personally 
enjoy waiting on waves as that can be relaxing BUT it's a 
lot more enjoyable getting up. With the financial investment 
involved, we have to be on top of the wave more often for 
an economic return. Thus, this detail of managing response 
from TV must be addressed.

Mistake NuMber three
Not Understanding that Staff and Doctor Sales 

Skills (Case Acceptance Capabilities) 
Must Improve as Part of the "Game Plan"

Once the cases are at the door and in the chair, a real sales 
process is needed, as the case sizes are substantial. Why a 
sales process? Well, anytime "big ticket" items are being sold, 
a defined process is needed or many patients just won't un-

derstand why they are paying those sums of money for their 
treatment.

The doctor and key staff must have case acceptance (sales) 
capabilities at high levels of competence for maximum re-
sults. That doesn't happen by wishes or magic as those get 
you nowhere in practice.

The level of competence for this takes time, focus and lead-
ership by the doctor or management team and ongoing and 
never-ending investment in the staff and doctor.

The good news is that a sales system can be systematically 
put into place in any practice for great results IF the doctor 
understands the importance.

Mistake NuMber FOur
Not Realizing that the Commercial 

Makes or Breaks the Results

Most canned ones are crap and bomb. You'll find these $500-
$1,000 commercials being vended at dental conventions or 
in DPR, Dentistry Today, etc. Yep, you cut corners on the 
commercial and "saved" in the short term, but it didn't matter 
since it was a piece of junk.

Unfortunately, it costs just as much to air junk as it does to air 
an effective case generating commercial. This is a big reason 
why you see many dentists try TV and then stop immedi-
ately.

The spot was untested and poorly conceived with no primal 
motivators that get patients with complex problems to break 
stasis and call. Thus, they lost money (a lot usually) and got 
out. Fortunately, another mistake easily avoided.

Mistake NuMber Five
Not Realizing that Unless It's Been Tested 

in the "Real World" Promises are Not Worth 
the Paper and Ink Used to Write Them

If the maker or vendor of any TV spot doesn't have real world 
numbers to show you from a real practice doing the cases 
you seek from a major urban (i.e., highly competitive market) 
you have some choices to make.

You can either keep looking for "tested and proven" or you 
play guinea pig. If there are not production numbers from a 
competitive market, like it or not, YOU will be the tester.

What's testing? Testing means cross-testing venues (chan-
nel A, B, C, etc.) locations during the day/night, during vari-
ous programs, time slots, etc. All in an effort to see where it 
works, doesn't work and works best.

This is fine if you understand that's what you are getting in-
volved with. Please note that testing can result in a learning 
experience of over $100K invested during 12-24 months to 
test and arrive at the sweet spot of where, when, how often.

So be sure and ask the "test" question. Otherwise, there will 
be a surprise you didn't anticipate.

There you have it, the "5 Major Advertising Mistakes Made 
By Dentists." While that list of mistakes to avoid may seem 
daunting, the benefit with TV is big IF your "set-up" is in place. 
Frank "set-up" discussions have to be present when there 
are great opportunities that can ONLY be harvested if those 
capabilities are in place. It's called honesty. By now you get 
the point... if I've saved one dentist from making serious mis-
takes with TV marketing, I've done my job.

Free Info: Get Five More Advertising Mistakes To Avoid. Simply e-mail TV@BigCase-
Marketing.com with your contact information. If you realize, you are close to having the 
right set-up for successful TV marketing or simply ready to get the right set-up without 
wasting time, then Big Case has a TV spot producing $3M+ in production per practice 
that you will want to hear more about. Call 206-601-6754 for an application.

Dr. James McAnally maintains a complex case part time practice focused on surgical-
prosthodontics in Seattle, Washington and is the CEO of Big Case Marketing. Referred 
to as "The Warren Buffet of Dental Marketing," his programs provide elite dentists 
the essential non-clinical direction, confidence and capabilities to "TKO" the challenges 
of getting complex cases routinely in their practices. Turnkey marketing and case ac-
ceptance programs for the doctors seeking full-mouth cases are provided on a market 
exclusive basis worldwide. For more information: www.BigCaseMarketing.com e-mail: 
Info@BigCaseMarketing.com. several one day single practice intensive sessions are 
available annually in the US, Canada, Europe and Australia.
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The insurance companies love it... every year the insurance companies save millions of 
dollars since patients don't use all their dollar benefits before the end of the year.

Since benefits are "lost" unless they are used, you have to become PROACTIVE with your 
patient base.

Below is a postcard we've used with great success over the years, or place the text on 
your letterhead and mail it out to every patient who has dental insurance.

One more thing, if you use a "live" stamp and hand address the #10 (size) enve-
lopes... there is a 4x increase in the number of people who will actually open the 
envelope and read the letter. We're tried it both ways and we get 4x the results by 
doing it this way.

The letters should go out around 
Thanksgiving... otherwise, folks 
get too busy with the holidays and 
won't call you!

If you don't have time to get postcards out to everyone, 
The Profitable Dentist has developed "Is There a Hole In 
Your Pocket" postcards that makes this process easy. 

To order these cards... call us at 1-800-337-8467.

The Card You MUST Send Out 
Every November!

Is There A Hole In Your Pocket?!
If there was a hole in your pocket, you’d want to fix it before you lost

your wallet or your money, right? Surprisingly, however, many of our

patients with dental insurance “lose” hundreds (even thousands) of

dollars a year because they fail to use or maximize their insurance
benefits before year’s end (December 31st). Once these
benefits are gone, they are lost forever... they don’t
apply to the next year. These are benefits “someone”
has paid for.

So if you are due for an exam and cleaning or need
additional dentistry done, please give us a call before
the end of the year to schedule an appointment.Sew up that hole in your pocket before it’s too late!Regards,
Dr. Smith
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if you ever wondered what the real story was with dental tv mar-
keting, here it is. the good, the bad, the ugly.

Dentists routinely get "all dressed up with clinical skills" (clinically capable) but 
fail to obtain the capabilities to harvest clinical opportunities related to complex 
cases. They take courses in full-mouth reconstructions, cosmetic make overs, 
immediate load implants, all-on-4™, Teeth in a Day™, Teeth in an Hour™, etc, and 
then sit idle wondering why patients are not at the door demanding these hi-tech 
life-changing procedures.

The truth is... doctors fail to invest in the sales and marketing tools that guarantee 
patients showing up at the door. Television advertising is one of the tools guaran-
teeing complex case patients to treat. For the right doctors, the payoff with suc-
cessful TV is literally the biggest one in the profession in terms of net income-high 
six and even seven figure W2s. Imagine as a dentist, making as much as a brain 
or heart surgeon... who would have "thunk" it?

However, it can be a disaster if the doctor simply listens to the sales rep full of slick promises from the local TV station. By 
avoiding these 5 mistakes, you can save yourself serious headache, help more patients and be more fulfilled profession-
ally.

First, a tv primer. . .
I get the question all of the time. "James, should I do TV?" Usually this is a doctor searching for a "magic marketing bullet." 
Such a thing doesn't exist but TV is one of many tools that can get you desired results if used correctly.

TV, like any marketing, requires a proper "set-up." You are familiar with clinical set-ups. With the right set-up, a crown prep or 
implant surgery goes smoothly. The same holds true for non-clinical armamentarium and just like a crown or an implant, if 
the wrong set-up is in place, things are frustrating. Few dentists (or their advisors) acknowledge these non-clinical "set-ups" 
and few are willing to get (i.e., invest in) the right "set-up." If you are willing to get the non-clinical capabilities, professional 
training for the team, to reinforce improved staff behaviors and change your marketing beliefs, then TV works BIG time.

TV Advertising Mistakes .....................(1, 2)

Card You Must Send Out Every Nov ...(3)

Immediate Implant Loading, Part III ....(4)

Major TV Advertising Mistakes
Made By Dentists5 by Dr. James McAnally1
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ImmedIate Implant loadIng, part III               by Clyde Umaki, DDS, MS, FACD

Parts I and II of Immediate Implant Loading outlined the importance of primary stability, surgical techniques, and design factors on the success of imme-
diate implant loading (IIL).  Part II will highlight the influence of bone quality and quantity, implant and prosthetic design, occlusal forces and transitional 
vs. conventional implants on the successful utility of IIL.  Additionally, considerations for compromised patients will be reviewed and ideal cases will be 
discussed.

Bone Quality and Quantity:  Bone quality and quantity, measured by means of bone density and elasticity modulus, are important determinants with 
a major influence on IIL protocols.  Current literature indicates a general acceptance of the edentulous mandible as the most common and predictable 
location for IIL.  With that in mind, an implant placed into compact bone, with no fenestration or dehiscence, is more likely to ensure initial stability and 
sustain immediate occlusal forces.  Although not ideal, if immediate loading approaches are planned in bone of poor quality, certain factors such as 
implant length, diameter, position, and avoidance of cantilevers must be considered.  Jaffin and Berman (2004) retrospectively evaluated the success 
rate of 1054 implants inserted in different bone densities and found implants placed in type I to III bone had a 3% failure rate, with a 35% failure rate in 
type IV bone.  Davies (1998) and Jaffin and Berman also expressed that excessively dense bone may not be the best choice for IIL.  With higher bone-to-
implant contact as the desired goal in implant therapy, a dense, strong bone may be the key to choosing a receptor site for IIL.

implant and prosthetic design:  A screw implant design, with higher mechanical retention and ability to transfer compressive forces, facilitates 
adequate primary stability and seems to be a better choice than press-fit implants.  Many studies have suggested > 10 mm as the optimal implant size for 
immediately loaded implants; failure rates of 50% with implants  < 10 have been reported (Schnitman, 1997).   It is generally acknowledged that implants 
with a rough surface often have better success when compared to smooth surface.  As shown below, the survival rate for splinted prosthesis was 97.1% 
for rough surface and 92.0% for smooth surface.  Overall, coated implants (splinted or non-splinted) have a higher survival rate (94.1%) for IIL than those 
with a machined surface (88.8%).  At two weeks post-implant insertion, the bone is at its weakest point and should not be torqued or loaded.

Overall Survival rateS Of iil uSing Different SurfaceS (studies from 1997-2006)

Prosthesis Surface Surface

Splinted Prosthesis Rough 97.1%

Non-Splinted Prosthesis Rough 91.1%

Splinted Prosthesis Smooth 92.0%

Non-Splinted Prosthesis Smooth 85.7%

Coated Implants 94.1%

(reported in Avila, Galindo, Rios, Wang, 2007)

occlusal Forces:  Maximum interocclusal contact without any lateral contact is the recommended occlusion for IIL; the majority of studies reviewed 
identify occlusal disorder as a contraindication for IIL.  For example, Balshi and Wolfinger (1997) showed that 75% of implant failures occurred in patients 
with parafunctional habits.   Collectively, related literature indicates that patients with parafunctional habits, if not excluded, should be informed of the 
drawbacks and potential risks associated with IIL.

transitional vs. conventional implants:  A suggestion for managing cases of IIL is to place more implants than strictly necessary to pros-
thetically restore the case.  This would allow the distribution of load among multiple implants, minimizing stress and providing an optimal environment for 
implant stability.  Transitional implants (implants of reduced diameter) have been proposed as a viable alternative to conventional implants (1.8 mm – 2.4 
mm) and can provide immediate stabilization of dental prosthetic appliance after a minimally invasive procedure.  Because of their versatility, ease of 
insertion, and shorter healing time, transitional implants have proven useful as transitional stabilizers and fixtures for long-term prosthesis function, par-
ticularly in cases where conventional implants are impractical.

Given the success of IIL in ideal situations, it is important to note that IIL is also a viable option for compromised patients.  It requires no further interven-
tion and reduces risk of morbidity associated with subsequent surgeries.  When considering use of IIL after bone augmentation techniques, however, it 
is advisable to exercise caution in selection of cases based upon the location, size, and morphology of the implant-related defect.  A careful selection of 
cases, adequate treatment plan, good surgical technique, and proper control of influencing factors are essential to the success of IIL.
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