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total revenue after 6 and 12 months for your most accurate 
return on investment (see # 9).

5. One-time Emergencies or Comprehensive Care?
How many new patients are one-time emergencies, versus 
those that stay for comprehensive care? Your software can 
easily generate reports to tell you (see # 9).

6. Track PPO & Associate Patients:
Note how many PPO patients your marketing is attracting. If 
you are spending dollars to bring in discounted fee patients, 
your profits may be marginal. And if you're spending to fill 
an associate's schedule, the effort may be negative by the 
time you figure the associate's salary and extra costs. For a 
great discussion on how-and when-to hire an associate, see 
our "Collections" guide.

7. Track Lost Time for No-Shows:
In my experience, 25-30% of new patient callers generated 
from external marketing never show for their first visit. Of 
those, 25% never make their second visit. How much time 
do you lose to no-shows that result in open chair time? It's 
an important number to know. Do you know your overhead 
per minute (see #9)?

8. First year value of patients:
ADA statistics suggest that the average adult new patient 
generates $700 to $1,200 in revenue their first year. For 
children, the average is about $500. What does the average 
new patient spend in your practice? Run your data by 
referral code. If your numbers are lower, it may be your 
marketing piece. Or, you may be under-treatment-planning, 
getting low case-acceptance, working inefficiently, or have 
a poor source of patients.

9. FREE Marketing & Tracking Report:
For a free write-up on what reports to run, and how to code 
and track your marketing, please send a fax to 203-372-4734, 

or an email to Hundredsofpearls@sbcglobal.com. (Write 
"Free Tracking Report" in the subject line.)

10. Purchase A Practice Instead:
An established practice has pre-screened patients that 
are usually more reliable than patients that respond to 
advertising. The trust (and spending) they had in their 
previous dentist carries over when the selling dentist 
recommends you. The average practice sells for about 60% 
gross. If you pay $200,000 for a practice with 2,000 patients, 
each person cost $100; less than what most marketing 
patients costs. About 90% of the patients stay with the new 
owner. For more on buying a practice, see our "Fees & Case 
Acceptance" guide.

11. Do You Know All Our Pearls?
Check out" I OOs of Pearls" on:

"Anesthesia & Pain Relief'-over 500 "Pearls" in 97 categories "Financing & 

Collections"-over 400 "Pearls" in 76 categories "Fees & Case Acceptance"-over 

300 "Pearls" in 79 categories "Endodontics"-over 600 "Pearls" in 87 categories

"What Does My Insurance Cover?"-best-selling patient pamphlet.

This article is excerpted from "100s of Pearls on Fees and Case Acceptance." 

Reprinted with permission.

"MICHAEL CURTIS practices in Connecticut and is the author of the 

"100's of Pearls" series of books and founder "Hundreds of Pearls"  

(www.HundredsofPearls.com). He can be reached at 1-800-427 -2830 or by 

email at: hundredsofpearls.sbcglobal.net.

by Timothy K. Johnston, DDS2

A excerpt from... "Hygienists are From Pluto... Dentists 
are From Uranus."

You arrive at the office on a Monday morning in August, 
and the air inside the building feels as warm and muggy 
as the air outside. Air you can wear... the week is off to a 
great start! Luckily you already have an HVAC company 
that will come out because you have a maintenance con-
tract with them and they send out a technician every six 
months to check out your whole system.

About 10 o'clock a technician arrives, and it's 
a good thing, because your mask is the only 
thing keeping you from dripping on your pa-
tients! He pops the cover off your unit, fid-
dles with the wires for about ten seconds, and 
then informs you that the unit is shot, and 
will need to be totally replaced.

"Wait a minute!" you say. "The building is 
only eight years old, and your company has 
been doing preventive maintenance every six 
months!" (Sound familiar?) "Well, these units 
don't last forever," he says, "and somewhere 
between 8 and 15 years is about average for 
replacement."

"But you only spent 10 seconds inspecting 
the unit, how can you possibly be sure there 
isn't an easier and cheaper solution?"

"I've been in the business 15 years, and I can 
tell just that fast because of my experience," 
he replies. "Remember... you called me."

"Well, I'm going to have to get a second 
opinion from another company," you tell 
him. "Suit yourself." he says.

So a phone call, a few hours, and a bucket 
of sweat later, a technician from another 
company shows up, and he has a helper 
along as well. These two spend half an hour 
checking out your system inspecting the 
wiring, the Freon, the circuits, etc. He even 
asks for your service records so he can see 
what has been done recently.
 
He calls you outside and shows you the charred 
wiring inside the unit, and says it looks like the 
lightening storm over the weekend may have 
sent a power surge through the unit. Besides 
the wiring, it also took out the condenser. He 
could replace all that, but with materials and 
labor, it would cost as much as a new unit. 
Also, he suggests contacting your insurance 
agent, because they will likely cover part of 
the cost since it was storm related.

Diagnosis: the same either way. The first 
guy was completely correct. But you'll go 
with the second company for sure because 

he took the time to thoroughly examine the unit, and to explain 
everything to you.
 
The dental analogies here are so obvious! If someone walks in 
your office with an emergency "chipped tooth" and your assistant 
takes an x-ray showing #19 is bombed out to the pulp, you can 
walk in and without ever looking in his mouth tell the patient he 
needs a root canal, core, and crown.

But we live in a consumer-oriented society, and even health 
care practitioners are under scrutiny. Patients want to be in-
formed and knowledgeable about their own care. And they want 
us to spend the 
time needed to 
become fully 
aware of all their 
options.

This obviously 
creates a time-
management is-
sue for a busy 
dental office. The dentist cannot possibly spend that much time 
with every patient's diagnosis, or he/she wouldn't have any time 
to do the actual dentistry. This is where well-trained clinical sup-
port staff becomes so vitally important to a well-run practice.

A good dental assistant can help in this capacity when it comes to 
emergency patients, but utilizing assistants for new patient exams 
would be much more difficult. This is where a well-run hygiene 
department can carry a practice to the next level.

In my opinion, the hygienist's role of maintaining periodontal 
health is only secondary to her role in patient education, data 
collection, and a "pre-diagnosis" review with the patient.

Focusing a hygienist's talents on fulfilling our patients' consumer 
needs allows them to more completely utilize their specialized 
training and skills. A lot of education went into earning a 
hygiene degree. Unfortunately, in many offices, hygienists are 
just tooth cleaners. Encouraging your hygienists to partner with 
you in patient care will not only free up your time, it will help 
develop your hygienists' skills to their fullest potential, and most 
importantly, will allow you to treat your patients in the manner 
which they expect to be taken care of.

Dr. Timothy K. Johnston and Tammy L. Rotzoll, RDH, presented "Hygienists are 
From Pluto... Dentists are From Uranus," at Destin 2007, giving practical advice on  
how dentists and hygienists can partner up to improve patient service and  
ultimately improve the practice's bottom line. Dr. Johnston can also be reached at  
tkjohnston@cox.net or 757-564-0804.
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Do you track your marketing? 
How much does each new patient cost? How much revenue 
did each generate? How many no-showed, referred others or 
received comprehensive care? Where should you put your 
marketing dollars in the future?

SOME TIPS:

1. How Much Does A 
New Patient Cost?
Track each referral 
source separately. Then, 
divide the number of 
new patients by the 
cost of the marketing 
required to generate them. For example; if your Yellow Page 
ad cost you $1,000/month and generated 10 patients/month, 
you paid $100 per patient. If you spent $3,000 for a Direct 
Mailer for 10 patients, you paid $300 per patient.

2. What Is A New Patient Worth?
Look next at the revenue each referral source generated.  
For example, if your Yellow Page ad brings in $5,000/month  

from 10 patients, that's $500/patient. If the Direct Mailer  
brings in $10,000/month, that's $1,000/patient. So, in this 
example, the Direct Mail piece was the better investment.

3. Marketing Must Generate 5X Your Investment:
Many consultants suggest that marketing should generate at 
least 3X what you spend. I disagree. If you have 67% overhead 

(for staff, supplies, rent, etc.) 
you keep only a third of what 
you collect. If your marketing 
cost you that third (which 
is the case with a 3:1 return) 
all you'll do is break even... 
and take time and energy 
away from other patients you 

could have seen. I recommend a 5% return-on-investment to 
consider any marketing effort successful.

4. Track Secondary Referrals Too:
Track the people that your advertising patients referred, 
such as friends, family, and co-workers, as well. Look at the 
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ADA statistics suggest that the average 
adult new patient generates $700–$1200+ 
in revenue their first year. For children, the 
average is about $500. What does the aver-
age new patient spend in your practice?

by Dr. Michael Curtis 1

 Computed tomography (CT), and the 
three-dimensional images it provides, was 
developed in 1973. The technology, while 
primitive, was amazing to the practitioners 
involved. Those practitioners where at a 
loss of how to apply CT, and had no idea 
of the profound effect it would have on the 
surgical and medical community. It took 
several years of development and a new 
segment of the specialty of radiology, but 
CT has become an integral part of surgical 
treatment of the patients of today.
 Oral and maxi l lofacial  surgeons  
utilized CT routinely in the management of 
trauma and pathology, and are accustomed 
to the technology. In a dental practice,  
practitioners depend almost entirely on 
two-dimensional imaging utilizing plain 
films. The advantages of CT technology has 
been unrealized in the dental practice.
 Cone beam CT (CBCT) was initially 
used in angiography. The advantages  
for head and neck imaging were quickly 
realized. The first CBCT developed specifi-
cally for dentistry was the NewTom 9000 in 
1998 (Quantitative Radiology, Verona, Italy). 
Currently, there are several companies with 
versions of the CBCT scanner.
 Medical CT scanners and CBCT scan-
ners have two main differences. CBCT 
scanners use a low-energy fixed anode 
tube, similar to the tube used periapical 
or panoramic radiographs. CBCT scanners 
also only rotate around the patient once, 
exposing the patient to a cone-shaped  
x-ray beam to capture the images. These 
two differences result in a less-expensive, 
smaller device that exposes the patient 
to approximately 20% of the radiation of 
a typical helical CT. This is equivalent to 
the radiation from one full-mouth series of  
x-rays. The radiation dose from a multide-
tector row helical CT is 458 mSv, versus 
1.19 mSv from a typical CBCT.
 The different CBCT scanners are large-
ly identical in their technology. The only 
major difference among CBCT scanner 
manufacturers is the type of detector used. 
All manufacturers use either an amorphous 
silicon flat-panel detector or a combination 
of an image intensifier and a charge-cou-
pled device camera. Both provide accurate, 

reliable, high resolution images adequate 
for dental medicine.
 The introduction of new technology in 
any field raises many questions. You must 
first identify the practical applications and 
benefit to the patient when compared to 
existing technology. In the end, the most 
important consideration may be the effect 
on the standard of care. There are several 
applications for the CBCT that are encoun-
tered daily in an oral and maxillofacial  
surgery practice: implant dentistry, oral and 
maxillofacial pathology, temporomandibular 
joint disorders, impacted teeth, orthognathic 
surgery, and traumatology.
 The advantages of CBCT in implant 
dentistry are obvious. The ability to accu-
rately visualize the alveolus and surrounding 
structures of the maxilla and mandible is 
invaluable. While traditional two-dimensional 
panoramic radiographs produces approxi-
mately 25% of magnification, overlap of 
vital structures, and an inability to provide 
information about bone volume, CBCT pro-
vides the practitioner with a virtual image 
of the patient. CBCT images measure one-
to-one compared to patient anatomy. CBCT 
allows volumetric and even qualitative eval-
uation of the patient's planned implant site 
preoperatively. Implant surgery can even 
be performed virtually preoperatively, and 
produce a computer aided surgical guide. 
Abutments and prostheses can even be 
fabricated preoperatively and placed the 
day of surgery. Utilizing CBCT, it is far less 
likely to have to change a surgical plan 
intraoperatively because of anatomy that 
was not visualizable preoperatively.
 CBCT is indicated in maxillofacial 
pathology. Traditionally, oral and maxillofa-
cial pathology has been visualized with mul-
tidetector helical CT, exposing the patient 
to a large dose of radiation. CBCT produces 
higher resolution images and delivers a 
fraction of the dose of radiation. This allows 
the surgeon to obtain detailed imaging of 
cysts and tumors without fear of excessive 
radiation exposure, allowing more specific 
preoperative surgical planning for grafting, 
reconstruction, or stereolithographic model 
fabrication.

 CBCT provides detailed evaluation 
of the TMJ. Magnetic resonance imaging 
(MRl) is the gold standard for evaluating the 
intraarticular soft tissnes of the TMJ. Bony 
evaluation has been by plain film. CBCT 
allows more accurate evaluation and diag-
nosis of the TMJ with radiation exposure 
equal to plane film.
 Orthognathic surgery and orthodon-
tic therapy have relied on plain film lateral 
cephalometry. Since the landmark stud-
ies of the mid-1970's, evaluation of facial 
growth and development has been based 
on standard plain film skeletal landmarks. 
Lateral cephalometric analysis with plain 
films is inadequate in severe facial assyme-
tries such as hemifacial microsomia, or 
skeletal occlusal canting. CBCT skeletal and 
soft tissue imaging makes all of the data 
available for complete facial analysis. To 
date, it is unclear how CBCT can be better 
utilized in orthognathic surgical planning 
and orthodontic treatment. With further 
clinical research, CBCT will become the 
standard in preoperative surgical orthodon-
tic treatment planning.
 Surgical retrieval of impacted teeth 
is fraught with potential complications. 
CBCT evaluation allows for more thorough 
identification, evaluation, and treatment 
planning with the three-dimensional view. 
CBCT allows better evaluation or impacted 
teeth and surrounding vital structures, be 
it nerves, sinus, cortical border, or other 
teeth. This results in less invasive and more 
efficient surgery, resulting in a better out-
come.
 CBCT is a relatively new but highly 
applicable technology for dentistry and oral 
and maxillofacial surgery. Patients are treat-
ment planned more accurately, which pro-
vides the ability to operate more accurately 
and efficiently. The greater diagnostic infor-
mation will also give the capability for more 
detailed research in treatment of the head 
and neck. The lower radiation dose makes 
this technology more appropriate for imag-
ing in the outpatient setting than traditional 
helical CT. CBCT will become an invaluable 
tool in head and neck evaluation.

Cone Beam Computed tomography– by Curt J. Bowman, DDS
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