
 
 

 

Clinical Explosion:  
6 Practice Growth Detonators 

 

Practice Detonator #4:  

The Technology Traps 

 

 

With Dr. John Meis 

www.TheTeamTrainingInstitute.com 

  



Clinical Explosion 

 

 2 

Practice	  Detonator	  #4:	  The	  Technology	  Traps	   
 

Welcome to the next Clinical Explosion. We're going to continue on the topic 

that we ended on in the last module; we were talking about the new patient 

coordinator. 

I wanted to put a little more form and a little more substance into that. I had a lot 

of questions about it, so I want to go back and fill in the blanks and go from step-

to-step through this process. 

Practice	  Detonator	  #3	  (continued):	  The	  New	  Patient	  Coordinator	  
Here's how the appointment flow goes. 

Remember we talked about new patient 

coordinators. They may do just the clinical 

end, not the financial end.  

I'm going to walk through this as if you have 

someone that is qualified to do both.  

The new patient coordinator sees the patient 

and does the interview. Remember one of 

the purposes of the interview is to identify that dominant emotion: 

• What's that patient feeling most right now?  

• How do they feel about dentistry?  

• How do they feel about the dentist?  

• How do they feel about being there right now? 

Without having an understanding of what that dominant emotion is, it's going to 

be very difficult for the dentist to be able to create an emotional connection in a 

short period of time.  

So it's critical that you identify what that dominant emotion is.  
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Once you understand that, now you can use that information to complete the 

neglected sale.  

The neglected sale is if someone has an immediate problem, getting them to 

transition from just a limited exam to a comp exam.  

You turnaround whatever they give you for their dominant emotion as the reason 

for needing the comp exam.  

If they're angry and disappointed that they're having a tooth issue, you use that: 

"Well, let's go ahead, check everything out so that you don't have another thing like 

this because I know how upsetting it must be for you."  

That's how you use that dominant emotion to complete the neglected sale. 

Now, in conversation, we're going to start gathering some data now in the 

interview. There's going to be times where you are talking about things clinical 

and talking about things personally.  

It’s ideal if the new patient coordinator in conversation can find some common 

interest or experience with the doctor.  

If you can do that, now when the doctor understands that common interest or 

experience, it gives them a connection, a bond, a similarity and again allows for a 

much more time-effective connection between the 

doctor and the patient. 

Say you find out in your conversation that the 

patient loves to cook Italian food and it just so 

happens your doctor loves to eat Italian food, 

that's a connection that they have.  

Now they can start talking about something 

beyond their teeth, that’s social that connects 

them at an emotional level in a different way than 

it would be if the doctor just stayed completely 

clinical with his conversations. 

It’s	  ideal	  if	  the	  new	  
patient	  coordinator	  in	  
conversation	  can	  find	  
some	  common	  interest	  
or	  experience	  with	  the	  

doctor.	  
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As you're collecting the data, you are using the extraoral camera photos which are 

put on a large monitor. I can't tell you how powerful this is.  

When the monitor is large, small issues look large. 

You may use the intraoral camera photos with your insurance claim, that's a 

reason to use it. You may use it to show the doctor, but the doctor is going to be 

able to see just fine.  

The point of the intraoral camera is to bring the 

patient's awareness to something that's going on. 

Not to bring the dental team’s awareness to it.  

We can see just fine with loops and lights and 

mirrors but this brings it to the patient’s 

awareness. 

The very best new patient coordinators put up 

pictures and then begin to ask patients about what they see.  

You'll be amazed at what patients come up with and you'll be amazed at how it 

changes the conversation when the patient is guiding it, when the patient is 

driving the direction of the 

conversation, not the dental team.  

Additional data that you might be 

collecting would be health history, blood 

pressure, tooth charting – that's 

existing restorations and any obvious 

problems – radiographs and perio 

screening.  

If your new patient coordinator is a dental hygienist, great. They can do that perio 

screening.  

Otherwise, if it's a dental assistant, now they've got to coordinate with the 

hygienist to come in to do the perio screening. 

You'll	  be	  amazed	  at	  how	  
it	  changes	  the	  

conversation	  when	  the	  
patient	  is	  guiding	  it.	  	  
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My belief is when you look at films and there is obvious periodontal disease, so I'm 

talking about bone loss and calc spurs, I'm not entirely sure that it's necessary at 

that moment to do the full perio charting.  

It's necessary of course from a documentation standpoint and from a baseline 

standpoint, so it's absolutely necessary; but I'm not sure this very first 

appointment is the best time to do it when there's obvious periodontal disease.  

That there's periodontal disease needs to be documented, that it's diagnosed, it 

needs to be documented, but I'm not sure an entire perio screening is absolutely 

necessary at that time. 

The appointment flow goes like this.  

The new patient coordinator is 

reviewing the photos and they're asking 

the patients: 

• What do you see? 

• What do you think caused that? 

• What do you think is going to 

happen if nothing is done about that? 

Patients are going to see cracks; they're going to see old restorations that are 

failing.  

• They're going to see things that you don't see.  

• You're going to see things that they don't see.  

It now becomes a dialog, and the dental team’s role in the dialog is to ask 

questions keeping the patient involved as they're discovering for themselves what's 

going on in their own mouth. 

Once we've exhausted that, then the new patient coordinator can discuss the oral 

conditions that they have noted, either in the radiographs, in the conversation 

with the patient about the intraoral camera images that they've looked at together 
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and anything that the team member just observed in doing the screening of the 

entire mouth.  

This is an opportunity for the new patient coordinator to discuss all of the 

conditions and possible solutions.  

This isn't a diagnosis. Diagnoses are done by doctors, but this is kind of a pre-

diagnosis. You don't want to set up the patient in thinking that you're doing the 

diagnosis. You can see how confusing that might be for a patient. 

Some type of phrase such as, "Well, I'm not the doctor and can't diagnose, but what 

I'm seeing is this and when the doctor sees this, usually he's recommending such 

and such."  

That way you can describe the condition, you can describe the treatment and you 

can describe the consequences of not doing anything about it.  

So, by the time the doctor hits the door, the patient has already done a self-

diagnosis; has done the self-discovery, has had the new patient coordinator go 

over the potential needs of the patient, some potential solutions and the 

consequences of not treating it. 

At this point in the conversation, almost always a new patient coordinator is going 

to have a pretty good sense of where the patient is headed with the treatment in 

their own mind.  

So, if their dominant emotion is anxiety because they don't have money… their 

issues are about paying for it… once the new patient coordinator knows that, now 

they can sense what the patient is particularly interested in so that you can get 

started with something with that patient.  

Start that patient on the road to becoming more healthy, more stable, and more 

attractive. 

The next step is the most important.  

• The new patient coordinator has gathered a tremendous amount of 

information, and the doctor has none of it.  
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• The new patient coordinator has the connection with the patient, the doctor 

has none.  

The doctor walks in and now it's time to transfer all that information and that 

connection to the doctor, and that requires a killer handoff.  

If there is anything that you can do to increase your effectiveness  

with your team it’s to improve your handoffs. 

I always found that they tended to degrade over time, and it was just one of those 

skills that needed to be refreshed with exercises, with role-playing, with redefining 

exactly what constitutes a killer handoff. 

When there's a killer handoff, the doctor should know all the things that were 

discussed.  

• They should know what the patient's dominant emotion is.  

• They should know something that connects them with that patient that has 

nothing to do with teeth and dentistry. 

Now the doctor can go through the steps of simply acknowledging and relating to 

that dominant emotion; number two, have some connection, some conversation 

about the personal things that they share, and then the doctor can go into his 

diagnosis.  

This speeds up everything if this is done well.  

A really well-done full examination on a typical 

case per doctor’s time eight to 10 minutes.  

For some of you, that sounds like an eternity and 

for some of you that sounds like it couldn't 

possibly be done over that short a period of time. 

George Carlin has a joke that cracks me up. He 

says, "Anybody going faster than you is a maniac, 

and anybody going slower than you is an idiot."  

A	  really	  well-‐done	  full	  
examination	  on	  a	  typical	  
case	  can	  be	  done	  in	  eight	  
to	  10	  minutes	  of	  doctor’s	  

time.	  
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I think we sometimes feel that way when we hear about actual treatment times. 

We tend to judge both people who are going faster or slower than we are. 

So eight to 10 minutes it can be done.  

Now, there's going be times when you've got C-personality engineers that want to 

know every last little detail. I understand that. You are going to have some that 

are going to take longer. 

You're going to have some that are going to be very complex; so some cases the 

diagnosis might be a two-step process.  

If you have a severe wear case or a plane of occlusion problem, you may need 

mounted centric relation models before you can even do a diagnosis and treatment 

plan. 

But those cases aren't the usual. 90% of the time you're going to be able to do the 

exam in eight to 10 minutes, if you do it in this way. 

LCQAC	  
Another little skill that I picked up… and really this comes from Walter Hailey's 

Boot Camp… is called LCQAC. 

It really is talking about any time that you start to get crossways with the patient, 

when you start to not connect, this is a good tool to use when you feel that 

happening.  

I can tell you I have had the experience of watching many, many new patient 

exams, treatment plans, case presentations. I've been in now 187 practices across 

the United States and Canada, so I've seen a lot of different stuff. 

One of the things that I've seen is that the dental team and the patient somehow 

aren't connecting.  

Rather than stop and try to reconnect, the dental team just goes on with their 

normal routine, and the patient gets up, and guess what?  

• They have to check through their schedule. 

• They have to talk to their spouse. 



Clinical Explosion 

 

 9 

• They have some excuse to get out of the office. 

But they're not coming back because there was a loss of connection. 

So this is a great way, when you feel that starting to happen, is just to stop and 

say, "I'm not sure that we're connecting right now. Tell me what's going on for you" 

and then listen.  

Whatever they tell you, show concern, show it in your face, show it in your voice, 

show it in your body language that you care about what they're saying, that you 

want to connect with them. 

If you don't understand what they're 

talking about, ask questions until you 

do.  

Then, if you understand what's 

happening to the connection, now you 

can create an answer that will re-create 

that connection.  

Once you have that, talking about that 

answer, then going back with the 

patient and confirming, “Would this make it better for you?”  

Here's a common way this goes. The dental team is going through their stuff. The 

patient is becoming disconnected. You stop and say, "I'm not sure that we're 

tracking well here. Tell me what you're thinking or feeling right now."  

Very, very often it's, "I'm confused. I don't understand what you're saying." 

Sometimes it'll be about, "I'm concerned about the finances." So they have some 

concern. 

If their concern is they're not tracking or understanding, showing concern would 

say, "Oh, I'm so glad you let me know that, because let's go back, I wanted you to be 

100% on track with what we're talking about here. I want to make sure that I explain 
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it well, so you understand where we're going so that you have all the information you 

need to make a decision."  

Showing that concern right there that you connect with them, you're on the same 

page and asking whatever question it takes to figure out what that is. 

"What point did you really feel like you understood it well? Let's go back to that point, 

and we'll carry forward with that. How would that 

be?"  

That's the answer. “How would that be?” is 

confirming. It gives them the opportunity to say, 

"Yeah, that's fine" or gives them the opportunity to 

say, "Well, you know I'd really like to go back all 

the way to the beginning."  

Either way, this little trick of LCQAC... it's really 

easy to remember. It rolls off the tongue funny, but 

it's really a valuable tool when you feel there is a 

lack of connection. 

These same skills obviously can be done any time there is a complaint or problem 

with a patient or a patient is dissatisfied. The same tools work very, very well.  

The hard part always is to use this tool with sincerity. If you really aren't 

concerned; if in your mind you're thinking this person's a pain in the neck, you're 

not going to be sincere in using this tool.  

If you're not sincerely concerned, if you don't sincerely care, then this tool will feel 

manipulative to patients and you have the chance of making a bad situation even 

worse. 

Practice	  Detonator	  #4:	  The	  Technology	  Traps	  
We're going to go on to practice detonator #4 now, technology traps.  

What I mean by traps is that technology can greatly improve your productivity.  

• It can improve the speed of your treatment. 

If	  you	  don't	  sincerely	  
care,	  then	  this	  tool	  will	  
feel	  manipulative	  to	  

patients.	  
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• It can improve the accuracy of your treatment. 

• It can improve the patient experience. 

• It can reduce the cost of treatment that you're providing. 

But it can do the opposite of all four of those things.  

I have seen many practices who have failed to capitalize on the technology that 

they're invested in, so I want to walk through what these traps are and you'll see 

what I mean as we go through them. 

Trap	  #1:	  Premature	  Investment	  
The first trap is what I call premature investment. Premature investment is simply 

that the first of any technology that arrives is always very expensive.  

This slide shows solar power, 

this is the cost per watt in 

solar power. You can see, for 

those early adopters in the 

‘80s, it was very expensive to 

produce a watt of energy in 

1980.  

My father actually invested in 

some solar panels back in 

about 1980, and it wasn't a 

very good value. The technology didn't work very well. 

The idea of the solar system that he had was to heat the water. So living in Iowa at 

the time, you had this thing up on the roof that’s supposed to heat the water. It 

worked fairly well part of the time, but part of the year it was covered with snow.  

Part of the year, it just didn't get the water warm enough, and there was no using 

a combination system. So the technology was really not that great, and it wasn't 

very effective. It was expensive and not very effective, and we see the same thing 

happen in dentistry. 
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Third	  Generation	  Rule	  
I like to use the third generation rule. I can explain to you what I mean by this.  

• The first thing that comes out tends to be very expensive.  

• The technology tends to be not very good.  

• The user-friendliness of it tends to not be very good. 

• The claims that are made for it are largely unsubstantiated by people that 

are using it in a functioning dental office.  

I think back to the first intraoral camera that I bought. It came on a cart. It was a 

huge thing. It was about the size of a medium-size refrigerator and you had to roll 

it from room to room, and it was outrageously expensive. 

The clarity of the image was nothing like we have today, and it was very user- 

unfriendly.  

It was that three strikes you're out, and that's usually what happens with the first 

generation of anything.  

The first generation of micro-abraders, it was this gigantic machine that came in. 

It was extremely noisy. We had a humidity problem, and Iowa gets very humid in 

the summer, and so the abrasive would clump and it would stick in the lines.  

It was very difficult to keep the dang thing running, and it didn't have a very 

controlled stream of abrasion, so you ended up having the abrasion stuff all over 

the place and a big backing with a hose like an elephant's nose and trying to 

reduce some of the flow of abrasive material.  

It just really was very, very impractical. It was not very effective; very expensive. 

The third generation rule… by the time the third generation comes along, the cost 

has come down.  

They become more user-friendly, and they become tried and true and proven or 

not… and if they're not, they don't make it to the third generation.  
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Going back to the slide where you see the plummeting costs of solar power, by the 

time you get to the third generation, you're going to be down in the area of the 

graph maybe in the 1990s that shows the cost differential moving forward.  

It'll go down in cost some, but it's not going to be dramatic like it was between 

1980 and the early 1990s. You really are getting in where there’s the best value. 

Trap	  #2:	  Focus	  on	  Technology	  Not	  Patient	  Experience	  
Trap number two is focus on technology, not the patient experience and I've seen 

this in many ways.  

One of the ways that I have seen it is with people using in-office CAD/CAM 

technology to create porcelain veneers.  

Now if you're doing this, I am absolutely certain that it can be done well. I'm not 

saying that the technique is wrong or bad, but what I do know is that, unless you 

have an extremely highly-trained person – and you need an extremely highly 

trained person – to get the coloring and the illusion of translucency on porcelain 

veneers… it takes a very skilled person to do that. 

What I've seen quite often is that doctors enjoy doing it, and so they're doing it.  

The effect is fewer patient experiences. Because if they're spending time doing 

that, they're not spending time with patients, which is the thing that only they can 

do. So focus on the patient experience, not the technology.  

There are a variety of other technologies that end up with a more difficult patient 

experience.  

The filter that I like to use on this one is, “Will this technology make the 

treatment, from the patient's perspective, faster?” 

I can promise you, patients like faster. I can 

go out on the street in any city in the United 

States, survey any person and say, "I can do 

a root canal for you in three hours, or I can 

do it just as well in an hour. Which would 
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you prefer?" There's not a person in this country that has any level of sanity that 

won't say an hour is better, so faster from the patient's perspective is better.  

Easier, again patient's perspective. Better and/or cheaper. These air abraders at 

one time that we were using for small restorations, they would end up with a dust 

on their face. Now that may have been easier in some ways but more difficult in 

others.  

Cheaper is from the patient's perspective. 

A very interesting thing is happening right now in implant dentistry… the use of 

these guided systems where the clinical aspect of the treatment is really, you put a 

drill in this hole and then you screw an implant into it.  

It controls the placement, it controls the position of the implant with a 

tremendous amount of accuracy. So much accuracy that, once that implant is 

placed from that guided system, you can actually make the final restoration before 

anything is healed. It's just amazing to me. Flapless 

surgery, several things have made the treatment 

much, much faster. 

I can also make the argument that that should 

make it much, much cheaper. I watched a clinician 

place four implants and a preformed bar for an 

overdenture. I saw him do all of this in one visit, 

and it took him about 90 minutes, everything… 

from starting from an edentulous ridge to the 

implants placed, the bar placed, and the 

attachments in the overdenture placed and that thing clipped on to the bar.  

Now that isn't possible in every case. Before the clinicians say that can't be done, 

it can be done in certain cases; but there was a time when that couldn't be done.  

I think about the amount of time it took to get all of that done. If I can do it that 

much faster, I can do it that much cheaper. If I do it that much cheaper, what am 

I going to do more of? So cost is an obstacle.  

Sometimes	  when	  we're	  
evaluating	  new	  

technology,	  we	  look	  at	  it	  
from	  our	  own	  
perspective.	  
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Using this filter… faster, easier, better and/or cheaper… is really good when 

looking from the patient's perspective.  

Sometimes when we're evaluating new technology, we look at it from our own 

perspective. We look at what's the newest and the latest and the most exciting and 

what we can brag about at dental meetings; but also look at it from the patient's 

perspective as well. 

Trap	  #3:	  “Standard	  of	  Care”	  Pitch	  
The next trap is the “standard of care” pitch. I have heard this since the very 

beginning of my career, that the next latest greatest thing… you've got to have it 

because it's going to be the “standard of care.”  

What I have observed is that the standard of care takes  

probably 10 to 15 years to change. 

The standards of care do not change very rapidly. So there is no new technology 

that's going to, in the short term, change the standard of care immediately. It just 

doesn't change that often. 

You know the technologies out there now that are using this pitch. It's a nice sales 

statement, but frankly that's all it is, is a sales statement.  

Standard of care changes slowly. 

Trap	  #4:	  Failure	  to	  do	  an	  ROI	  Analysis	  
Trap number four is failure to do an ROI analysis. ROI means return on 

investment, and so failing to do an ROI analysis can lead to some fairly poor 

decisions.  

There are some people in our profession 

that aren't particularly business savvy, 

that have never done an ROI analysis, 

that don't understand what the purpose 

of that is, and why you might want to 

do one.  

Let's walk through it. To do the ROI 



Clinical Explosion 

 

 16 

analysis, we need to know the cost of the project, so I'm going use an example of 

putting cone beam technology in your office, and I'm going to make up numbers.  

These numbers, they may be on, they may be off, but I'm just going to put some in 

just so that we can use this as an example. 

Next thing I want to know is what is this project going to do to increase our 

revenue? 

If we're going to make an investment, we can take that investment and we can put 

it in a savings account, and that will earn at this time almost no interest.  

We can invest it in the stock market which may go up or may go down, but most 

investments we have the expectation of a return.  

To understand what that return is, we have to 

understand what kind of greater revenue that 

we're going to get now that we're going to have the 

additional expense of doing the project. So we need 

to know how the revenue side is going to be 

affected.  

We need to know if there's any ongoing expenses, 

because some technologies have ongoing expense, 

and sometimes the ongoing expense is significant. 

The return on investment number that we're wanting is, we want one year's 

increase in net income. That is the increase in revenue minus the increase in 

expense. So the one year increase in net income divided by the total investment.  

Once you have this analysis, this is a good opportunity to use your board of 

advisors. If I have this analysis, I would take this… my board of advisors don't all 

meet together; a portion of them do, but some of them have never met each other. 

What I would do would be to just write up a little proposal that here's the cost of 

the project; here's what I think it's going to do to increase revenue; here's the 

expenses, here's what I think the ROI analysis is.  

Once	  you	  have	  this	  
analysis,	  this	  is	  a	  good	  
opportunity	  to	  use	  your	  
board	  of	  advisors.	  
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• What do you think?  

• What do you think of my thinking?  

• Am I on track?  

• What questions would you ask?  

• Try to poke holes in this project.  

I want to make sure I'm making a good business decision.  

ROI	  Example	  
Let's look at an example. Let's look at a cone beam machine and let's say we want 

one that's got lots of bells and whistles on it. It’s going to cost $100,000 per year. 

Increase in revenue, you're going to have an increase in the number of cone beam 

scans you do. You may be using this machine as a panoramic machine, but you 

will be doing additional cone beam scans which have a different fee profile.  

We know with that fee profile that largely insurance companies are going to 

downgrade that to a PAN, unless 

there's a very specific reason for 

the cone beam. They'll get smart 

on that so there may not be a 

tremendous increase in revenue 

from the scans themselves. 

I'm going to say that that's going 

to be negligible. I didn't even 

include it in this.  

In my project here, one of the 

reasons I want the cone beam is 

so that I'll be able to place implants with more confidence.  

If I have more confidence, I am going to diagnose more. I am going to keep more 

in-house. So I think if I had a cone beam, that I would do 36 additional implants 

per year.  

Then the next thing I want to look at is decrease in costs. 
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One of the costs that we have is endo failures, and the folks that are experienced 

and high-level users of cone beams say that they miss far, far fewer canals when 

they're doing endo. Because they have a 3-D view of the canal system, there are 

less missed canals, and so you have less endo failures.  

I'm going to say that the impact of the added implants and the decrease in cost of 

less endo failures, less re-treats that I can't charge for, I'm going to say the added 

value of that is $8,400.  

$18,000 plus $8,400, that's $26,400 additional net income each year.  

If you take $26,400 and you divide it by 100,000 that gives you an ROI of 26.4%. 

If you were to go to an investment group and say, "Hey, loan me the money for 

$100,000" they may say, “26.4%; this is kind of risky. You’ve got to do all this 

stuff you haven't done in the past. That's not enough projected return for me to 

have an interest in investing in it.” 

It may be, but it may not be. But that's how you're thinking about new technology 

– it's an investment, and is there going to be a return?  

Now, you may decide that you don't care about the return. You may decide you 

just want it. There's nothing wrong with that, but what I'm trying to point out to 

you is that it should be thoughtful. 

I've known far too many people that have made investments in new technology 

expecting a return and saw none. Then they're frustrated, they're disillusioned 

and they're disappointed, and it is hard on people. 

We want to stay out of that boat. This is how you do it, is figure out what the ROI 

is and once you understand that ROI, then you can make a decision about how 

you want to proceed – yay or nay. 

Key	  Technologies	  
The last thing I want talk about is some brain-dead simple technologies that every 

dental office needs to have.  
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I have the unpleasant task of talking to doctors very frequently who are in the 

process of selling their practice, and a very common thing among dentists is they 

get comfortable with all the stuff they have and they ride the same equipment for 

the last 20 or 25 years of their practice.  

So when they go to sell their practice, everything is out of date. Everything is old 

and there's lots of upgrades that need to be done. 

I looked at a practice two weeks ago that they're still using paper charts in the 

rooms and they had no digital radiography.  

They had a practice management software system, but they were using day 

sheets. It was very antiquated and it had been a long time since I'd seen one like 

that.  

The problem is someone coming in to buy that practice understands that they're 

going to have to make a significant investment. So the value of the practice is far, 

far less than it could've been.  

If you continue to invest in technology, keep your practice up-to-date,  

it will pay for you in spades. I promise. 

Here are some examples that our members have thrown out as absolute brain-

dead simple:  

Rotary endo, Apex locators, Digital radiography, having practice management 

software – it’s becoming the rare office where I see charts; they're still out there, 

but they've become rarer and rarer. 

Those things that are really signs of 

being out of date dramatically reduce 

the ability to sell your practice and the 

price that you would sell it at.  

Chartless, intraoral cameras, extraoral 

cameras, electric handpieces, handpiece 

lubricators, dual op monitors – and one 
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of those being big, right in front of the patient so that they can see extremely well 

the pictures that you're putting on. They're able to see the full arch pictures that 

we talked about already, as well as any intraoral pictures that you want to take for 

additional information. So large monitor for patient viewing.  

Those people who have Caesy or another education system really love it. Most 

people who have it use it and it's very helpful. It's another verification for the 

patient of conditions they may have, as well as the treatment that might be 

necessary for those as well as the consequence of not treating it.  

Tablets, more and more practices are using tablets…  

• To gather the patient's information as they enter the practice. 

• To show patient education. 

• To show before-and-after photos. 

• To log onto Google Plus and leave a Google review or to Yelp or any of the 

other social media sites. 

We’re seeing these more and more and more… either tablets or Chromebooks, 

small inexpensive computers… and that's a valuable tool.  

Headsets… so if your office has any size to it at all, having radio so people can 

communicate without having to get up and physically move. This is extremely 

helpful when implementing same-day dentistry. When you have the radios, it 

happens so much more smoothly with so much less effort.  

Remember, the more effort you make it for your team, the less likely they're going 

to be to do it.  

Lasers. Soft tissue lasers are becoming much more commonly used today. Cavity 

detection systems are much more frequent, and there's different types now. 

There's multiple things. One of them uses a trans-illumination, which also allows 

for a very good visualization of cracked teeth.  

I always found it disturbing that some cracks were very superficial and some go 

through, and just looking at the surface of the tooth it’s very difficult to figure that 

out.  
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But now with the new trans-illuminating cavity detectors, they've made that job 

quite simple and quite predictable and quite accurate. 

Electric handpieces. For those of you who are going to make that switch, electric 

handpieces, there is a learning curve on how to use them. It does take a little 

while to master them. Once you master them, I don't know anybody that would go 

back, but it does take a little time to master them.  

Those are the brain-dead technology things that are just normal in dental practice 

now.  

If you don't have those things… obviously at least a panoramic x-ray and cone 

beam is becoming more common, but it's certainly not taking off like other digital 

radiography things once they were introduced in the market. 

You have probably seen the cost of those has come down dramatically. We're 

certainly in the third generation.  

So if that will add to your revenue by having that piece of equipment, you may 

want to consider it, but I wouldn't say that it's standard by any means, and I don't 

expect it to become standard anytime soon.  

That is the end of session four. We’ll see you in the next session.  
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About	  The	  Team	  Training	  Institute	   
 

The Team Training Institute is a place where dentists can get their whole 

team trained on every aspect of profitability, productivity and creating 

success. 

Our services include: 

• In-house coaching and seminars: We have a team full of coaches that can 

run in-house private seminars. This is the most effective way to see 

increased productivity immediately. If you're looking for instant change, you 

should bring someone in to do a seminar 

 

• Online training courses: Our online training courses take things at a 

slower pace but still get a great return on your investment. If you're just 

starting out with the process of trying to maximize productivity within your 

team, this is a great place to start. 

 

There is an accountability tracker built in so you'll know how your team 

members are getting on and there is required work which is reviewed and 

this helps get great results. 

 

If you're looking for results in a specific area, the eight-week online option 

is a great solution. You don't have to wait eight weeks to get results as 

people are taking action from week one. You’ll see results right away. 

 

• DVD Programs: Sometimes people want all the information at their 

fingertips immediately so we have DVDs such as the team case acceptance 

package. 
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For More Information on How  

The Team Training Institute  

Can Help You and Your Team  

Please Contact Our Office at  

1-877-732-2124 


