
Model de-BuBBlizer: 
An Inexpensive Device To Reduce 
Bubbles In Plaster Models.

Purchase a small atomizer or spray 
b o t t l e  f r o m  y o u r  l o c a l  
pharmacy and load debubbl izer 
f luid. Spray this on impressions 
prior to pouring plaster. The debub-
b l i z e r  w i l l  b r e a k  d o w n  
surface tension which contributes 
to the formation of bubbles.
A debubb l i zer  so lut ion  can be 
made by mixing 2 oz. Of rubbing 
alcohol with 2 oz. Of water and 
adding 3 drops of liquid detergent.  
You may also wish to use a 1:100 
mixture of liquid bleach to water 
instead of the 2 oz. Of plain water.  
The alcohol or 1:100 concentration 
of bleach will kil l any pathogens 
(HIV and HBV).

Wax Pot:
A Device To Melt Inlay Wax

A wax pot can be made with the 
use of a small metal can, a light 
socket and bulb, a metal plate, and 
wire. Place a small metal cap or 
dish on top of a metal plate sup-
ported by a wire frame. This frame 
is attached to a l ight bulb in a 
socket. The bulb is turned on and 
heats the metal plate and wax pot. 
Heat can be adjusted by using a 
higher or lower wattage bulb or 
with the help of a lamp dimmer 
control. Cost $6.

Hand-Held dental engine:
A Portable Hand-Held Engine

Purchase a Dremel-like motor tool 
at  your local  hardware store or 
hobby shop. You may buy a battery 
(cordless) or 110v AC unit for $30-
$90. The three chucks provided 
wi th  the  un i t  may need some 
grinding to accommodate dental 
mandrils and burs. Light weight, 
inexpensive, and powerful.

These clinical tips are excerpts from Dr. E.J. 
Neiburger’s book, 117 of the Best Kept Secrets 

in Dentistry (Techniques and Tips to Save  
Your Time, Save Your Money, and Make Your 

Practice Grow). You may order a copy for $19.97 
(plus $5.95 shipping & handling)  

by calling us at 1-800-337-8467, ext. #5.

Sit down, we’ve got some 
terrible news for you. It all 
started with a national  
survey in which researchers 

called businesses and 
asked  fo r  a 
product price.

Each business 
contacted was 
spending more 
than $200 a 

month on Yellow Page ads. And the survey 
showed that inept phone work was defeat ing 
the ads as well as all other sales and  
marketing efforts.

Roughly eight out of ten company  
representatives who answered the phone 
failed to ask for the caller’s name, a very 
important first step in establishing rapport 
with a prospective buyer. In more than half 
the calls, the phone rang more than eight 
times before it was answered. A third of 
those called gave a price and hung up. 
Eight percent of the time callers spent two 
minutes or more on hold.

The folks answering the phone were  
un-selling what their companies worked 
very hard and spent lots of money to sell! 
Only eight percent of those called had a 
planned presentation for getting the 
caller to say, “Yes I’ll take it.”

This inspired us to do some re search of our 
own, calling dental practices picked  
at random from North America-wide  
sub scription lists of publications devoted to 
practice manage ment. Our caller asked 
whoever picked up the phone, “How much 
do you charge for a cleaning?” dentistry’s 
most common cold phone inquiry.   
  
We knew that phone skil ls in most 
practices were below-par. Still, we were 
confident that dental offices would  
outperform run-of-the-mill businesses. 
After all, a practice is a highly educated 
team and health care is (or ought to be) 
personal and tailored to the patient.

Guess what—dentistry did worse than 
any business!  Fully 100 percent of those 
called broke two cardinal rules:  

Nobody asked for the caller’s name.

Nobody thanked the caller for phoning and 
asking about the practice. Common  
courtesy-not to mention common sense-
would encourage you to do either of the 
above, but nobody took the time and  
trouble.

Among the other results:  

75% gave prices immediately encour aging 
the caller to keep price shopping and pick 
the low quoting practitioner in town).

65% gave pricing and nothing else (so the 
caller had nothing but price to compare).

20% gave a list of diagnostic procedures 
and prices (long and very confusing).

15% said prices were higher for new 
patients (can you think of a better way to 
drive away first-timers?).

15% said fees would depend on how much 
work there was and how bad the teeth 
were.

10% said they didn’t know the prices and 
would have to check.

10% put the caller on hold for a minute or 
more.

10% answered after the third ring.

5% had a busy signal.

On the upside:
10% asked if they could set an appointment 
for the caller.

10% asked how long since the last cleaning.

10% asked if the caller was one of their 
patients.

In truth, there isn’t really an upside. Nine 
out of ten of our respondents didn’t even 
ask the caller to make an appointment. The 
number two reason people say Yes! to  
a business proposition-whatever the  
business or the proposit ion- is that  
somebody asked them to. When nobody 
asks, the chances of hearing Yes! plunge 
toward zip.

Nobody said out loud, “We’re not interest-
ed in new patients,” or “What are you 
bothering us for?” or “Why don’t you try 
Dr. So-and-So. His work is a lot cheaper.” 
But the message was there, unspoken.

Not once did our test caller get the  
feeling he was talking to somebody 
warmly and sincerely interested in him 
and his dental care needs. If he wanted 
to come in, fine. If not, that was fine, too.

We’re looking at inad vertent self-sabotage 
that cost billions of dollars. Does the idea 
of burning $10,000 appeal to you? What 
about scattering your entire marketing  
budget in the street?

The $10,000 represents a very conserva-
tive estimate of the fees generated by a 
long-term patient which is exactly what 
many people who call you may become. 
We’re talking baseline general dentistry, 
not cosmetics, major restoration, or for that 

matter, the potential value of the referrals 
brought in by a loyal and happy patient.
On top all that lost income, you’re  
squandering whatever it cost you to get the 
patient to call in the first place. The  
most brilliant campaign of “come-hither”  
marketing in the world can’t overcome ten  
seconds of “go away, don’t bother us”  
treatment on the phone.

What can explain this plague of “unskilled” 
and indifferent phone handling?

The problem is one of perception. 

“How much does a cleaning cost?” may 
sound like just another price shopper who’s 
going to pick the cheapest doctor in town 
no matter what, and, therefore, isn’t worth 
much bother.

In some cases, this is absolutely true, but 
how do you know until you’ve learned more 
about the caller and his or her situation?

The words often mean something else  
entirely-for many, they really mean, “I know 
it’s time to see the dentist, and I don’t 
know what else to ask.”

The dismal state of public knowledge about 
dentistry is the subject for another article (if 
not a whole book). What dental team  
members must realize, starting today, is 
that callers most often want to know much 
more than they’re asking-but they don’t 
know what to ask, or how to ask it.

Many really want to know what kind of care 
you offer, and why it might be right for 
them.

Most of all, they want to know that you 
are interested in them and eager to have 
them become part of the practice family.

This may sound like a heavy load of  
communication-for a brief talk on the phone 
with a total stranger, but you can do it, and 
more, in a matter of minutes. And it all hap-
pens so naturally and pleasantly that both 
parties hang up feeling better. More often 
than not, when your phone work is part of 
a complete marketing system, who’s eager 
to get off the phone and into your practice.

The key to this kind of effectiveness is 
training. Whoever picks up the phone in 
your office should be thoroughly schooled 
in the proper use of this powerful-but 
potentially dangerous instrument. The goal 
is mastery of a system for getting from 
“Hello!” to the first appoint ment for a  
comprehensive examination.

Next time we do a survey, we want to 
see some better results!
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  Your Most Misunderstood and Misused Marketing Tool

Thank you
for calling

Dr. Barnett’s
office.

Trouble on the line

By Walter Hailey and Steve Anderson4

CliniCal Tips
Why? I believe it is more poisonous than 
arsenic. Why use it if you don't have to? 
I believe a lot of the cracks you observe 
in teeth with large amalgams are due to 
the expansion and contraction of mercury 
in amalgam fillings. Pardon me for getting 
off the subject of verbal skills, but it will 
later fall into place. Since I've been using 
caries detector to remove the semi-hard 
decay below old amalgams, I'm simply 
appalled at how much soft dentin is pres-
ent, and it rarely shows in x-rays!

 If you don't believe me, remove a few 
20 year-old amalgams that look okay and 
show no decay in the x-ray. Place caries 
detector and hit the dentin with a #6 or #8 
sharp round bur and watch what happens!  
Most of that "black scuzz" is very soft and 
goes deep. Notice how many of these teeth 
have fractures that literally go out of site.

 Since insurance companies are turning 
down composite resins left and right but 
will pay for silver restora tions, this is 
where you must use your verbal skills. 
Also, since this condition is not showing 
up on x-rays and because the old  
amalgams are not bothering the patient, 
you must be able to verbally explain  
how important it is to remove these  
old restorations.

 I have seen cases where there is so 
much decay under the old fillings that the 
patient was heading for a root canal and... 
without any prior warning. I don't know of 
any patient who likes to hear about a root 
canal! But wouldn't you be doing the 
patient a disservice if you did not mention 
your findings and offer a solution  
that would keep them out of some  
major trouble?

 Let me give you an example of how 
proper verbal skills can help your  
practice. All of us know how canceled  
appointments or, worse yet, "no-shows" 
can hurt the bottom line. In our practice, 
we believe that getting patients to show up 
for their visits is the responsibility of the 
entire team. This starts with the provider. 
The hygienist or the dentist should  
emphasize how important the very next 
visit is.

 When my assistant or hygienist ask 
how much time I will need for the next 
treatment, in most cases (especially the 
larger ones), I say, "Well, let's see, we've 
got lots to do, so let's reserve half of the 
morning for you." I ask the patient if this 
will be okay, emphasiz ing that this time 
will be reserved just for them and I ask 

them to be sure they schedule this visit 
when they know they can make it.

 In our office, we have a financial coor-
dinator, and after she has made financial 
arrangements, she again emphasizes that 
we will be reserving this time especially 
for their visit. Finally, as Mr. or Ms. 
Patient is leaving the office and actually 
scheduling their visit with our appointment 
engineer, she re-emphasizes that the  
scheduled visit is reserved just for them. 

 By this time, the patient has heard that 
he/she has a reservation for their work 
three different times and from three  
different people! We use the term  
reservation instead of appointment. There 
is something special about having a  
reservation. We make reserva tions to res-
taurants, plays, and special events. 
Appointments we try to make, but  
sometimes cancel. Do you see how the use 
of proper verbal skills can go a long, long 
way to decrease no-shows? It certainly has 
decreased ours!

 We let our patients know how  
important our  time is and how important  
it is for them to have their work done. 

 These are a just few examples of how 
the use of proper verbal skills can increase 
your bottom line. Never, ever understate 
the importance of this reserved time or the 
patient's condition!

 Occasionally, we utilize the services 
of temporary hygienists that are not  
familiar with how we use verbal skills.  
I literally cringe when I hear them say, 
"Dr. Groba, we have a little bleeding 
here," or "Dr. Groba, we have a few 4 and 
5mm pockets, overall everything looks 
great, but we need to watch 'em!" Do you 
see how such limiting statements actually 
bless the condition? The patient feels that 
they're not "perfect," but "okay."

 In conclusion, work on your own verbal 
skills as well as those of your team. Listen to the 
message you convey to your patient. Never 
understate the patient's condition. Never fail to 
mention the importance of undone, needed 
work. Remember that what your staff says or 
condones is more important than what you, the 
doctor, says. Everyone in your office should be a 
"marketing consultant" with you, the doctor, 
reinforcing needed treatment. 

Dr. Ronald E. Groba and his wife  
Marie are the inventors of  

"The Amazing Patient Tracking System."  
Marie is a Dental Practice Consult ant.  
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Exposed Bone Arising After Extraction  
or Occurring Spontaneously  (4)

In our office, we do lots of "power hygiene." That is when one 
hygienist is working two operatories with a hygiene assistant. The 
hygienists may not even be present when I co-diagnose  
suggested treatment. She simply leaves me notes on her findings 
and I either agree or disagree.
 
 I continually work with my hygienists to be sure that they are 
"suggesting" the same treatment that I might prescribe. It is 
important that the dental assistant or hygienist never diagnose, 
they can only suggest possible treat-
ment as deemed best by the doctor. This 
technique is extremely successful, espe-
cially when used with the proper verbal 
skills and visual tools.

 Let me explain "proper verbal 
skills." If you need help with your ver-
bal skills, you should study the teach-
ings of the masters such as the late Bob 
Barkley and more recently, Walter 
Hailey and Steve Anderson (Dental 
Boot Kamp).

 Bob Barkley was a master at case presentation. His assistants 
would take radiographs, study models, and chart perio and note all 
sorts of facts about the patient. Bob would spend an hour or so 
just getting to know his patients. He found their needs, wants, and 
past dental experiences, prior to ever looking in their mouths! He 
was so apologetic about presenting needed work that the patient 
and dental auxiliaries actually felt sorry for Bob having to present 
needed treatment. But, his acceptance ratio was phenom enal!

 Walter Hailey and Steve Anderson have taught us not to use 
"limiting phrases" such as "You have a little bit of bleeding that 

we need to watch," or "You have a small fracture that we need 
to watch, if it becomes sensitive, we'll need to do something 
about it," or "You have a lot of old amalgams that we need to 
watch, and maybe do something about in the future."What are 
y o u  
"watching" it for? Do you think the problem will just go away? 
NOT! To these limiting phrases, Walter says, "B.S.! Don't watch 
'em, fix 'em now!" I wholly agree.

 Don't watch anything. Fix it, before it 
breaks. It is our experience that large 
MODBL amalgams over fifteen years old 
that have ditched margins, cracks, etc. 
should be replaced ASAP.   Listen to Bill 
Dickerson, Larry Rosenthal, Craig Callen, 
Bill Strupp, David Hornbrook, and others 
leading the field of conservative, cosmetic 
reconstruction, and they will all agree, at 
least 95% of all amalgams over fifteen 
years old are leaking. That is, the dentin is 
slowly rotting out around those amalgams 

and they should be replaced. Person ally, I am removing many 
old amalgams and am seeing the same thing. Ninety-five percent 
have what I call "black scuzz or semi-hard" dentin under them.

 I may be offending you, but in my opinion, a non-bonded 
amalgam is a very poor restoration. Why is mercury used in  
thermometers? Because it shrinks and expands so well to hot and 
cold! Why is mercury not in any vitamins? I believe bonded 
amalgams should only be used for "build-ups" below the gingiva 
for future contain ment (and I'm doing fewer and fewer of these).

 I have never seen mercury in any vitamin supplements. 

by Ronald E. Groba, DDS 1

How to Greatly Increase Case Acceptance  
         Through Co-Diagnosis & The Use of Proper Verbal Skills (part 2)

What are you "watching"  
it for?  Do you think the  

problem will just go away?
.  .  .

Don't watch anything.   
Fix it, before it breaks.

Exposed Bone Arising After Extraction or Occurring Spontaneously 
By Dr. Philip R. Banghart

1 Ruggierio SL, Mebrota B, Rosenberg TJ, et al: Osteonecrosis of the Jaws Associated With The Use Of Bisphosphonates: 
A review of 63 Cases. J Oral Maxillofac Surg 62:527 2004

Presentation
Recent emerging evidence indicates an association 
between bisphosphonates, which are widely used 
for the management of cancer patients, and osteone-
crosis. A recent article in the Journal of Oral and 
Maxillofacial Surgery by Ruggierio, et al 1 implicates a 
causal relationship between bisphosphonates and 
necrosis of the jawbone. Bisphosphonates are often 
used for individuals who have been treated for breast 
cancer and multiple myeloma. The popularity and 
employment of bisphosphonates in patient’s with  
malignancy is predicated upon their pharmacologic prop-
erties. At the cellular level, bisphosphonates have been 
found to suppress osteoclast-mediated resorption and 
lysis of bone secondary to bone metastases.

The most commonly used bisphosphonates are 
Pamidronate (Aredia) and Zolendronic Acid (Zometa). 
These pharmacologic agents are usually administered 
intravenously once per month, indefinitely, in cancer 
patients to inhibit bone resorption and decease the turn-
over of bone. Patients who have been on these medica-
tions may present with a refractory osteomyelitis of 
varying duration. Typical presentation consists of a 
non-healing extraction site or exposed jawbone 
which progresses to a bony sequestrum. Symptoms 
of pain, localized swelling and purulent discharge 
often accompany the exposed bone. The most  
striking feature in these patients is that they have NOT 
received any radiation treatment to their jaws or  
head and neck region. Nevertheless, the lesions  
classically present similar to a patient who has  
developed osteoradionecrosis from high-dose radiation 
exposure. The lesions characteristically occur in either 
the maxilla or the mandible. Disappointingly, some 
patients will continue to have persistent necrosis or 
develop new lesions despite being removed from the 
bisphosphonate therapy.

Management
The management of patients with bisphosphonate-
induced osteonecrosis is extremely difficult.  
Hyperbaric oxygen treatment, which is effective for 
adjunctive treatment of osteoradionecrosis, does not 
appear to be beneficial for this subset of patients. 
Surgical debridement has not been completely  
effective in removing and limiting the involvement of 
the necrotic bone. Therefore, surgical treatment should 
be reserved for those patients who are symptomatic. 
Patients with limited regions of exposed bone  
have been successfully managed with irrigation and 
antibiotic therapy. However, the necrosis can become 
widespread, in some cases, requiring large resections 
of bone including partial maxillectomy or segmental 
mandibulectomy. Reconstruction of continuity defects 
is fraught with difficulty because of the compro-
mised vascular supply at the resected margins.

Most medical oncologists are unaware of these lesions. 
Diagnosis is usually made after a patient presents for 
dental consultation. Therefore, it is imperative that the 
medical community, in particular oncologists, become 
aware of the potential for osteonecrosis caused by bis-
phosphonates. Ideally, a complete dental evaluation 
should be performed before bisphosphonate treat-
ment is instituted to identify and address any dental 
pathology. This approach should be similar to that  
of patients who will be undergoing head and neck  
radiation.

Unfortunately, the utilization of bisphosphonates is 
widespread; consequently, this serious complication 
of cancer therapy which involves the jawbone is 
occurring all too frequently. In the last few months, I 
have personally been involved in the management of 
three patients who have developed osteonecrosis 
induced by bisphosphonates.
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