
 
 

 

Clinical Explosion:  
6 Practice Growth Detonators 

 

Practice Detonator #5:  

The Capacity Crisis 

 

 

With Dr. John Meis 

www.TheTeamTrainingInstitute.com 

  



Clinical Explosion 

 

 2 

Practice	  Detonator	  #5:	  The	  Capacity	  Crisis	   
 

Welcome to session five of Clinical Explosion. It’s great to be with you and I 

love the topic that we have in this session. 

This is going to be not quite the sprint that the last sessions have been. This is 

certainly more of a conceptual topic than the previous ones. We're going to be 

talking about something that is very difficult to talk about.  

Many of you have heard me talk about it, but I'm going to be putting a little more 

depth into it here. Practice detonator number five is Solving the Capacity Crisis.  

The Capacity Crisis is simply that, quite surprisingly, most of the offices that come 

into the Team Training Institute believe that they have a demand problem.  

Most want some marketing advice. They want to generate more new patients, but 

when we do the analysis, we find, more often than not, they are out of capacity.  

They don't have a demand problem, they have a capacity problem.  

This is the Capacity Crisis and over and over and over again we see practices 

trying to solve a problem they don't even have.  

Fantasy	  vs	  Reality	  	  
Let's get right into it. Here is the fantasy.  

I want to double my practice … right now with no work 

The fantasy is: you just set a goal and you write it down. It 

just happens. The reality on the other hand is very, very 

different.  

The reality is it's not as simple as just writing down a goal.  

It's not as simple as making a few tweaks. It's often a 

transformation that's necessary.  
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There are two reasons and only two reasons why your practice is not twice as big 

as it is right now.  

• One of the reasons is that you don't have enough CAPACITY. 

• The other is that you don't have enough DEMAND.  

Let's take a look at this in more detail. I love this diagram because it really shows 

it very well.  

Demand is the patients who want to get into your office.  

Backlog are those waiting.  

I was on a call with a practice yesterday, and they were embarking on a major 

marketing campaign and they were spending a significant amount of money, 

almost six figures, on this marketing campaign.  

The problem was they already had a tremendous backlog. For a new patient to get 

an appointment in this office, it was about a 90-day wait.  



Clinical Explosion 

 

 4 

Anything that's on your books in the future, that was put on your appointment 

book in the future because you didn't have time to see them when they wanted to 

be seen, that's backlog.  

The backlog is able to be processed through your office with the given set of 

capacity that you have. The number of team you have, the number of chairs… 

we'll talk about all the elements of capacity in a minute.  

And so it is demand, creating a backlog, and having enough capacity so that the 

backlog is minimal or none, and that's what gets you the results.  

If you want to increase your results…. But when you increase your demand, you 

have any backlog at all, your not going to have any (positive) results because you 

have a constriction or a bottleneck in your capacity.  

If you have a backlog, your problem is not demand – it's capacity.  

If you have zero backlog, then you may have a demand problem. 

I'm going to talk about them separately, and I'm going to talk about them both.  

This is really important to understand… if you're putting patients off because you 

can't see them when they want to be seen, that's backlog.  

The backlog can be at different times of day or 

with different providers within your office. For 

instance, you may have a hygienist that all the 

patients want to see and she's booked way out. 

The other hygienist isn't booked way out, or the 

other two or three, however many you have.  

You've got a capacity blockage with that one 

person. You may not see it because you're saying, 

"Well, they can get a hygiene appointment 

tomorrow," but in reality you do have a capacity problem.  

There's a bottleneck, and the bottleneck can be a provider, it can be a bunch of 

things and we're going to talk about all the things that I've seen be bottlenecks.  

It's	  very	  difficult	  for	  
people	  to	  determine	  

whether	  their	  problem	  is	  
demand	  or	  capacity.	  
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I certainly want to hear your opinions as far as the things that you've seen and 

experienced.  

Here's the problem that I often see, is that it's very difficult for people to 

determine whether their problem is demand or capacity.  

When you're in the heat of the moment, it's very difficult to figure it out.  

It doesn't sound like it when I explain it but it definitely is difficult to figure out.  

It's hard to diagnose, and I think of that television show “House” with the surly 

doctor who's inappropriate to most people but is a brilliant diagnostician. 

If you're in the heat of the moment, you almost have to have the skills of “House”. 

If somebody comes in from outside they can often spot it really quickly, and fairly 

easily.  

This diagram is talking about the return on effort. This is also increasing effort 

and it's increasing time.  

 

If we take a practice as it's starting, your productivity is rising and that rise can go 

pretty fast and pretty easy until you get to a certain point where, to make it go up 

any further, it takes more and more effort.  

It levels out. This statement is true for a given set of demand and a given set of 

capacity.  

Let's say our demand is staying set; it's not changing.  
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This graph is, you starting out as a new clinician... you're still learning how to do 

the treatment plan well. You're still learning how to do case presentation well. 

You're learning all the things that we've been talking about the in the last 

sessions.  

It goes up for a while but then you get to the point where, “I'm doing everything I 

can on every patient that's coming in and it's getting harder and harder and 

harder to grow my productivity.”  

For a given set of demand you'll get to point where it gets very tough to make 

progress. It’s the same for capacity.  

When you've got lots of chairs and lots of team, you've just opened up; nobody's 

full. Your progress is really fast and relatively easy. You get to a point where the 

chairs are all full, the people are all busy, and it becomes very difficult to continue 

to grow.  

When you have limited demand and limited capacity, the return  

on effort gets lower and lower. 

Capacity	  	  
Let's talk about capacity. Here's a quick diagnostic 

checklist.  

Can you answer the phones? Call your telephone 

provider and they have a report that they can run 

for you that tells you how many calls you're 

getting, how many calls you're missing, and it 

gives you how many busy signals and things like 

that.  

Generally how people will evaluate this is, “Do I 

get a lot of voice mails? If my lines are full it generally rolls over to voice mail.” But 

patients don't leave voice mails very often. Some do, some prefer to. Most don't.  
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You get some but not many. You think you're answering the phones really well.  

I can tell you, Wendy and I have the same experience when we call offices. At least 

a third of the time, we don't get a live person when we call during business hours, 

much less off business hours.  

The question is can you answer the phones?  

If you can't, you don't have enough capacity.  

What are the elements of capacity when it comes to 

phones?  

It's people to answer them; it's phone lines; it's 

computers, because the person on the other side of 

the phone has to have a computer.  

It's places to sit. We have an office right now where they could grow more but they 

don't have enough physical space to seat the people that's necessary to deal with 

the flow of the phones and the people coming in and out.  

Next question. Can you make financial arrangements with every patient?  

One of the common things that happens in busy practices is a lack of time to go 

through the complete financial arrangement with every single patient that has 

treatment that's needed…. takes a lot of time.  

What happens is there's not enough time, there's not enough people that are 

trained to do it. So we end up not making financial arrangements. We end up 

sending home the care credit brochure or something like that saying, "Give us a 

call when you're ready to get started," or "Fill this out at home and let me know 

what you hear."  

That's not going to cut it. That's not fully developing the case and your capacity is 

limited because you can't make financial arrangements with every patient. You're 

not going to have the case acceptance that you would if you could.  

Next question. Can you maintain a low accounts receivable?  

Your	  capacity	  is	  limited	  if	  
you	  can't	  make	  financial	  
arrangements	  with	  every	  

patient.	  	  
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What does it take to maintain a low accounts receivable?  

1. You have to have good financial arrangements.  

2. You have to have people that are ready, willing, and able to collect money at 

the desk.  

3. You have to have good insurance; if you're taking insurance, you have to 

have good systems for processing insurance, tracking them; follow up on 

them, dealing with insurance aging reports and all those kind of things.  

If you cannot maintain a low accounts receivable, you have a problem. How do we 

define low accounts receivable? A real quick number to think of is your accounts 

receivable shouldn't be more than half a month’s collections.  

If you're collecting a hundred thousand dollars, your accounts receivable 

shouldn't be any more than fifty.  

When you run your accounts receivable report most of you will find that your zero 

through ninety is probably in that range. If it's not, there's a problem.  

The ninety plus, look at that carefully. Are you writing off old balances? Is that 

over ninety growing and growing and growing? If it is, that will create a problem 

for you down the road which is not the topic of this conversation. 

Next one, can you get new patients in fast? New patients, any time of the day, 

three days? If you can't do that, you're full. That's the standard. Three days.  

Next one, can you do thirty to fifty percent of your daily revenue in same-day 

dentistry?  

In other words, if something is diagnosed today, it's treated today. Do you have 

enough capacity to treat thirty to fifty percent of your whole daily revenue coming 

from same-day dentistry? If not, you're out of capacity.  

Is the doctor pressing for greater productivity and systemization?  

I have seen doctors who got beat. They're working as hard as they are physically 

and mentally capable of and they're not pushing for more. That is out of doctor 

capacity.  
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The doctor that I know that produces the most, his record month is around three 

hundred and forty thousand dollars of personal production in one month. That's 

his two hands. No hygiene. No associates in that number. That's just him.  

He told me he was completely tapped out. He couldn't do anymore. He couldn't 

figure out how to do anymore. He'd been trying and trying and trying but he 

couldn't figure out how to do any more than that. I believed him. That's an 

incredible number. I never got close to that.  

I also have talked to a doctor who was producing about thirty-five thousand 

dollars a month. One tenth of it. He told me the same thing, “I'm exhausted, I am 

burned out.”  

So who's right?  

They're both right. The one that's doing thirty-five thousand dollars, he's got to get 

his game on. We talked about that in one of the previous sessions.  

He's got to mentally and physically prepare himself better than he was doing if he 

wants to have greater productivity.  

But he can't expect to grow unless he changes that because he's tapped out.  

If the doctor doesn't press for greater productivity and systemization, guess what 

happens? The team won't either.  

They will follow the doctor's lead and if the doctor's lead is, "Oh, man. I'm so busy. 

I can't do any more. I'm tired. I just want to go home early today. I want to take a 

long lunch."  

When the team gets that sense, they're going to follow that. Very, very rarely have 

I seen a team press when the doctor isn't.  
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If the doctor is pressing for greater productivity and systemization and the team 

isn't, that's also a problem… a different set of problems. But it is a problem as 

well.  

Are there morning huddles and is the doctor present? I know that, if a team won't 

meet ahead of the day to prep for the day, there's no way they can do thirty to fifty 

percent in same-day dentistry.  

If there's no effective morning huddle, you're out of capacity. That one simple act 

will give you so much more capacity.  

The doctor's got to be there ready to go, bright eyed and bushy tailed 

pressing for greater productivity and systemization. 

One of the questions that I have for practices… “If tomorrow you had to do twice 

as much dentistry, what would you run out of 

first?”  

This is assuming the same procedure mix. This 

isn't assuming that you're going to have a day with 

a big implant surgery or something like that. This 

is just your regular everyday procedure mix.  

What would you run out of first? Would you run 

out of rooms first? Would you run out of people? 

What would you run out of first? That's where you're out of capacity.  

The last little diagnostic tip I have for you is next appointment availability in 

general.  

We like three days for any appointment, any time of day. If you're able to do that 

you are doing absolutely great.  

How many practices are not out of some capacity at some time of day? Very, very 

few. Almost every practice has some time of the day or some practitioner who's out 

of capacity. That's almost every practice. 

If	  there's	  no	  effective	  
morning	  huddle,	  you're	  

out	  of	  capacity.	  
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I know when practices open up patient friendly hours… because patients like 

come in when they're not at work… I know when practices open those hours, 

those hours fill very rapidly.  

If you add capacity in the time when people want to come in, it fills very fast.  

Now you have times when you're out of capacity, but you may find it still easy to 

get an appointment between ten and two every day.  

Almost every practice suffers with capacity at some time of day,  

some day of the week, or some practitioner. 

Demand	  	  
I want to talk about demand a little bit, then we'll go 

more into capacity. 

A demand problem I am now convinced is a patient 

experience problem.  

• If you have an amazing experience, patients are 

going to refer their friends and family.  

• If you have a medium experience, your practice 

won't go downhill.  

• If you have a not pleasant patient experience, 

things are going to go bad.  

What I so frequently see people doing is… they think 

that marketing will sustainably change patient 

demand. It won't.  

You can't spend enough in marketing to fix an operational problem.  

I will say this, marketing will increase the speed of growth or decline in a practice.  

If a practice has a great patient experience, and you do marketing, that will 

increase the speed of growth. That's good news.  

You	  can't	  spend	  enough	  
in	  marketing	  to	  fix	  an	  
operational	  problem.	  	  
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The flip side of that coin is what if you're doing marketing, driving a lot of patients 

into the practice, and your patient experience isn't good?  

What are you doing? You're speeding up the decline of your practice.  

Marketing does not sustainably change patient demand. You can't fix an 

operational problem with marketing.  

Elements	  of	  Patient	  Experience	  	  
What are the elements of the patient experience that, in my observation, have 

been important?  

Number one, facility and location. Patients prefer retail locations. You can see 

that the people who have studied patient demographics… who have very 

sophisticated surveying mechanisms, very sophisticated geographic information 

systems… you can see where they're putting their practices.  

I think one of the ones that is a stand-out in this area is Aspen Dental. You look 

where they put their locations. They have really great locations.  

What makes a location great? It's on a busy street, if it's near a stop light, or stop 

sign, but stoplight's better… because there's more traffic if there’s a stop light.  

So having good traffic flow, stoplight, the ability to have great signage and plenty 

of parking.  

I have multiple practices that cannot grow because they don't have enough 

parking. Getting more parking is almost impossible. It's just so very difficult.  

We have a practice that was stunted with growth; there was no parking; patients 

complained about it and to fix it took about three and half years.  

They had to buy a property. They had to have that property re-zoned. The 

neighbors objected to the re-zoning. It created a tremendous problem. It took three 

and a half years and nearly a million dollars. Parking is a very difficult thing to fix.  
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Next thing. They are looking for a 

warm, friendly, inspired and 

attractive team. I'm going to go over 

each one individually.  

Warm and friendly is the things 

that we talked about, the greeting, 

the emotional connection. Those are 

things that patients are expecting 

now. Without it, the experience is 

only ‘blah!’  

We have secret shopper video that shows team members who are wonderful 

people, they're warm and friendly to each other, but to patients they just don't 

come off that way.  

It's not that you are a warm and friendly person, it's that you come off being warm 

and friendly. You have to be both. You have to be it for real, but you also have to 

come across that way to patients particularly.  

Inspired. I visited with a team recently where the doctor was really wanting to 

make things happen. But the team was not responding to his leadership. They 

were not inspired. They just wanted to keep doing exactly what they were doing.  

They didn't really want to do any more. They didn't want to make any more. We 

couldn't find a way to really drive any motivation in the short term with the team.  

If the team's not inspired, patients won't be inspired. 

Attractive. This is a controversial topic. If you read Cialdini's book on persuasion, 

one of the weapons of persuasion is that people who are attractive are more 

influential than those that aren't.  

I’m not saying they should be, I'm not saying what's attractive and what's not 

attractive, but I'm saying that that is what the science says and so, in picking 

team members, I think one ought to take that into account.  

• Do they look healthy?  
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• Do they look professional?  

• Do they look warm and friendly?  

• Do they look inspired?  

It matters.  

Next one, professionally attired and behaving team. Especially the doctor. While 

I have seen doctors dress very casually in the office, and have a great deal of 

influence on both their team and their patients, that's the exception.  

Those are the people that are particularly talented. I never wanted to depend on 

talent. I wanted to use everything I could throw at it to be better.  

I can tell you that, when you go into an office and everybody's got different scrubs 

on and some people are wearing t-shirts, and some people are dressed 

casually….or their clothes aren't in good shape, there's holes, there's rips, there's 

patches, there's things like that; I've seen it… it just doesn't have the same 

experience for patients as everybody who's smartly dressed in matching uniforms. 

The easiest way I've found to have a professionally attired  

team is have a strict dress code. 

Pay for the uniforms, and expect them to wear them. If someone comes 

inappropriately attired, not in uniform, send them home without pay.  

You have to have people professionally attired and professionally behaving.  

Next in the patient experience, financially and insurance friendly. Patients have 

an expectation… whether they should or they shouldn't… they do have the 

expectation that you're going to be the expert for their insurance.  

I can argue that you shouldn't be responsible for that, that they should. But we 

are in the service business, we're trying to serve patients and I can tell you that, 

from a patient’s perspective, it's a better experience if the office does know and 

understand insurance. We're trying to improve the patient experience.  

Great conflict resolution skills. I love this one. I have this kind of problem land 

on my desk relatively frequently where two people got into some kind of conflict 
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and the conflict escalated to the point where somebody did or said something very 

inappropriate.  

This is a great training for your team, to train them in conflict resolution.  

We talked about the LCQAC, which is a conflict resolution methodology on the last 

one. I highly recommend you use that concept to train your team in conflict 

resolution.  

There are also some great people who will come to your office and do conflict 

resolution training. One of my favorites is Mary O'Neill. She does a great job. She's 

been in my office several times.  

Next one, relationship, not money focused. Patients can tell if you're all about 

the money … and if you're about the relationship, that's what matters most.  

If the relationship has some injury to it and you can solve it with money, do so.  

For instance if I ever had a patient that was upset about their experience, if we 

ran late or if we had something that didn't go the way we'd like it to, I was always 

happy to discount their care or even give their care for free.  

If it was some very quick and simple procedure, somebody has a little chip that 

we're just smoothing off. I never charged for that. I just thought that was a great 

way to build the relationship and have them understand that I'm not about trying 

to grab every dime that I can. I'm trying to provide great service. 

When it comes to something that's more substantial they understand that there's 

going to be a charge for it.  

At an upcoming event I'm going to be doing an evening session on wealth and the 

lessons that I've learned in my journey on creating wealth and the people that I 

know who have created far more than what I have.  

If you want to get more, it's really simple.  

You have to give more. 
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Who can you take care of? Who needs your help? Events like “Dentistry from the 

Heart” I think talk to the heart and spirit and the intention of the team. It makes 

you relationship focused, not money focused.  

If you haven't done a free day of dentistry or if you don't have a regular 

mechanism of doing free care for people who can't care for themselves, I highly 

recommend you do it.  

It's a wonderful thing for your community, and it usually gets some media 

attention so it might have some marketing value, but the greatest value it has is 

your team and yourself giving more. Because when you give more, it comes back 

to you.  

Having everybody working together… and it's a really fun day because you don't 

have to worry about money at all. They need it, you do it. You don't even think 

about it.  

For most people in dentistry, they love doing the 

dentistry. They love taking care of people, and 

when there's things that get in the way of 

treatment… when money gets in the way of 

treatment, or insurance gets in the way of 

treatment… it's really frustrating for people in 

dentistry.  

It's really a wonderful day if you can do a free day of dentistry.  

Capacity	  Blinders	  	  
We're going to switch and talk about capacity now. I think people are walking 

around with capacity blinders on. I think there's a lot of reasons for that.  

Why are capacity blockages so difficult to spot to the point  

where it becomes a crisis for a practice? 

The capacity blinders are this…  

It's	  really	  a	  wonderful	  
day	  if	  you	  can	  do	  a	  free	  

day	  of	  dentistry.	  	  
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Usually adding capacity will involve some level of increased… temporarily 

increased… chaos.  

I can remember when our office ran out of front office space. We just didn't have 

enough room for all the people we needed to 

answer calls, do reminder calls, do reactivation 

calls, to collect money, to do financial 

arrangements.  

We had enough people we just didn't have enough 

space for them.  

The first thing that we did was we remodeled and 

we doubled the space of that part of our office.  

I can tell you, going without a front desk for almost three months while they did 

this remodel was a nightmare.  

We found a way through it and, in finding a way through it, we learned something 

really important. Because we had literally no front desk we had to learn how to do 

the financial arrangements and financial conversations in the operatory, which 

means every team member had to be able to do it.  

That was valuable information later on and a valuable skill later on because now 

we had a better trained, more cross-trained team.  

The other thing that we learned from it was incoming calls don't need to be 

answered at the front desk.  

We actually set up a temporary office which later became permanent in the house 

next door to our office, where we ran phone lines and computer cabling. We had 

people over there answering incoming calls and doing all of our outbound calls.  

We had basically one person checking people in that was sitting at a card table in 

the waiting room while this construction was going on.  

Adding capacity will almost always involve some temporary increased chaos.  
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Adding capacity also involves some risk. So you're going to have some expense 

that you're going to put out and is there enough demand to fill that capacity? If 

not, you've spent some money without the maximum return that you could have 

had. There's always some risk.  

Adding capacity is perceived as expensive. This is one that I think most people get 

tripped up on is that they think that adding capacity is expensive.  

I like to ask doctors… I'll be in a lecture room and there'll be two hundred people 

in the room…. I'll ask the doctors in the room to name the things that they are out 

of in capacity in their office.  

The doctors are always sitting there and they've got their arms folded across their 

chests and they hate to say anything. 

Then you ask the teams and the teams always have a long list of stuff that they 

know that they're out of.  

It's so funny to see how the doctors have these blinders on. Adding capacity risks 

my income. What if we add capacity and we don't have any greater throughput 

and our results are no greater than they were before. Risks your income.  

Elements	  of	  Capacity	  	  
I'm going to talk about the elements of capacity here. Treatment rooms would be 

one of them. Equipment would be one of them.  

We have a very sophisticated method of determining whether you’re out of 

treatment rooms and equipment.  

If I'm going to go into an office and I'm going to evaluate this, I have a very 

sophisticated way of telling. I just ask the team members, "What are you out of?" 

And they give me a list and then that's it. That's the list.  

The things that I most frequently hear are intraoral cameras, digital sensors, 

treatment rooms, Cavitrons or ultrasonics for hygiene.  
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Anything that you are expecting your team to move from room to room when they 

need it… largely, if those are things that they use frequently, they should be in the 

rooms already.  

If you have an ultrasonic scaler that has to move from room to room, I can tell you 

that that is slowing down your hygiene. That's a good example of something that 

they use every single day. If they're using it every single day, it should be in the 

rooms.  

Treatment rooms… I can give you some formulas here. Dr. David Ahearn of Design 

Ergonomics and I did a survey of all the clients that he had, all the clients that I 

had, and we looked the productive capacity of a dental operatory.  

We found that an excellent designed dental operatory could produce about thirty-

two thousand dollars a month in 

dentistry on a nine hour day.  

If you normalize your fees… so if 

you're in New York City, your fees are 

going to be higher, that number's 

going to higher… but if you normalize 

the fees, it's thirty-two thousand 

dollars per month on a nine hour day.  

If you are less than that… if you're 

approaching that number, I can guarantee you are out of treatment rooms.  

If you have an insurance practice taking all kinds of PPOs… so that thirty-two 

thousand is a max.  

When I start looking is when offices are doing twenty-two, twenty-five, somewhere 

in there. I start thinking we're getting close and we've got to look at that. Really 

it's, “If I had another treatment room, could I do more treatment?”  

Supplies is an element of capacity, but usually offices manage this very good. I 

haven't seen that be a problem very often.  
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Next one, number of employees. Number of employees is commonly a problem; so 

commonly a problem that one of our consultants, as we were talking about our 

process and the things that we recommend for teams and we were going through 

this list… he has just joined our team and we were comparing notes; we had very 

similar philosophy; he's a highly experienced consultant. On his list was “Hire 

somebody.”  

We had all of our team in a room and he said that, and I said, "Hire somebody? 

What do you mean hire somebody?” He said, "Can you name a practice that has 

all the employees they need?"  

Everybody sat there and thought about it for a 

minute. They realized, "No." We couldn't think of a 

single one, so almost always a practice is shy an 

employee.  

The next one is parking. That can be absolutely 

devastating if you don't have enough parking.  

Systems, practices that are artistic, shall we say in their day, doing things a little 

bit differently every procedure, every patient, every day. They are out of capacity 

because they're not systemized.  

Team member engagement. If you don't have engaged team members, you need 

more team members to have the same output so you're really out of capacity when 

it comes to team. Doctors, same thing.  

Non-employee team members. An example of this, I know doctors who do things 

for their office that could be hired out to other people – maybe not an employee, 

but maybe a contractor of some sort or another.  

I have a dentist that is doing his own bookkeeping, doing his own payroll, writing 

all the checks.  

That same time and effort, if it was applied to dentistry, would have such a 

tremendously higher pay off for him.  

Almost	  always	  a	  practice	  
is	  shy	  an	  employee.	  	  



Clinical Explosion 

 

 21 

He's out of capacity because he could send that to a bookkeeper who wouldn't 

even be an employee. They could do all that for him and he could be producing 

dentistry.  

The reason he continues to do that, he's doing it by choice. He knows it's not 

smart, but he got stolen from one time and so he's going to continue to do it so 

that he never gets stolen from again. Instead of creating systems he wants to just 

do it himself.  

Team leadership. If you don't have people that are willing to take on the leadership 

role so the doctor can produce dentistry, you're out of capacity. Owner leadership, 

same.  

If there's no willingness to train and delegate… have you noticed in your office that 

some people are really good at training? They really like it and they really draw 

people to them because they're good trainers.  

If you don't have somebody like that it's really a problem because you're going to 

have some team turnover and, if your practice is going to grow, you're going to 

have more employees in the future than you have today and somebody's got to 

train them. There's got to be a willingness to do that. 

Experiences	  of	  Running	  Out	  of	  Capacity	  	  
There are probably others and I would love to hear some of the experiences of the 

people on the phone of times when they ran out of capacity. Dr. Jake, you've dealt 

with capacity issues in the past haven't you? What are some of the things that you 

have run out of and what were your strategies to fix that?  

Dr. Jake: We ran out of chairs, ran out of operatories. In our one office we had 

some rooms that weren't equipped. We were able to come in and equip those and 

those were good. We hired an associate to help out and a few things like that.  

We're actually at a point where we'll confirm an associate again so we're out of 

capacity there again.  

Yes, it's an ongoing thing, isn't it? I know that you're practice is going through an 

evolution right now. I talked to one of your partners this morning, and I know that 
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you're going through an evolution right now, which from evolution comes new 

stuff and new growth and new opportunities and it’s really exciting.  

Dr. Prince, Tell me about your capacity issues, because I know that you're 

suffering with them right now.  

Dr. Prince: The biggest capacity issue has been staff, getting enough to handle all 

the new patients. We're quickly running out of chairs, which is a good thing.  

That is a good thing, and really when you're out of capacity, it is a problem of 

prosperity and I love problems of prosperity because they're usually relatively easy 

to fix. It usually is a matter of money, so tell me what we're doing to get the team 

that you need.  

Dr. Prince: We hired a few new ones and we're getting them trained and we're 

trying to hire some extra staff. We're moving into a new office. That's a little bit down 

the road but we're trying to fight that capacity blockage right now.  

I don't think it's as far down the road as you think it is. Get ready. Dr. Prince's 

practice is just really growing and doing really well. Dr. Bentley? 

Dr. Bentley: We're doing a whole lot of it right now. We're adding two treatment 

rooms, new equipment. Just hired a brand new graduate out of Louisville, a new 

dentist. We’re increasing… we're putting ten-twelve parking spaces in. We’re 

increasing evenings and, instead of two Saturdays a month, we're going to go to four 

Saturdays a month, full days. Capacity is a huge issue for us and we're really trying 

to address it.  

That's awesome. You're going to be so glad that you did and I think that's a great 

one to add to this list is the willingness and ability to expand hours and days to be 

available for patients. I love that. Great addition.   

The	  Money	  Machine	  
These are the elements of capacity and I'm just going to walk through one here as 

to what it's costing if you really don't have enough capacity.  
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What does a capacity blockage cost? Dr. Bentley was just saying he was equipping 

a couple of rooms. I like to think about this as a money machine.  

Listen to the concept of the money machine. A money machine is a machine that 

just keeps out-printing money over and over and over.  

Imagine this, a money machine that prints sixteen thousand dollars a 

month. It costs twelve thousand dollars a month to run.  

It doesn't run for free. It costs you twelve thousand dollars a month to run it, but 

you get sixteen thousand dollars a month 

out of it. It lasts for about twenty years.  

How much would you have to pay to have 

one of these machines?  

There's a calculation in finance called 

present value of future cash flows. There is 

actually a calculation that can determine 

what the value is.  

This is a four thousand dollar a month cash stream for twenty years. Actually, the 

sixteen thousand dollars a month will go up at or above the inflation rate.  

What is the present value of all of that cash flow?  

You would have no idea how much it would be. It's way more than you would 

think.  

The present value of that cash flow... if you were to buy an annuity, say, that was 

going to pay out four thousand dollars a month, and inflation adjusts, how much 

would that annuity cost?  

Five hundred and fifty thousand dollars.  

So the money machine is worth five hundred and 

fifty thousand dollars.  
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How much does this money machine cost?  

Let me tell you what the money machine is… it's an operatory.  

In our company we have, I’m not exactly sure how many ops. I'd guess maybe 

eight hundred or so.  

Our average collections per op is sixteen thousand, which is not great. We 

certainly can improve that. I look at that number as being kind of an average 

number.  

Most of the practices on this call, their monthly collection per op exceeds that.  

We know that it costs fourteen thousand dollars to run our ops, and so we know 

what the breakdown is.  

So what does an op cost? The money 

machine that is represents is worth five 

hundred and fifty thousand dollars, 

present value. What does it cost to put in 

one operatory? Thirty-five grand at the 

most.  

Okay, cost thirty-five, but it's worth five fifty. Is that a good deal?  

Absolutely it's a good deal.  

That's why you're seeing so many people investing in dentistry because we have 

these wonderful little money machines.  

That's why private equity groups are so interested in dentistry because, with a 

little bit of investment, they can have this tremendous performing asset.  

If you're short an operatory, that's going to cost you more than half a million 

dollars, minimally.  

The hardest one to solve is if we don't have enough ops. If we don't have enough 

ops we have some different options.  
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Operatory	  Options	  
Some of the options are to remodel. Remodel means that we take some space 

that's non-performing, we call it, and make it into performing space.  

We take things like doctor's offices or staff lounges and we turn those into 

treatment rooms.  

If we're lucky, we have adjacent space that we can go into and that adjacent space 

is really sweet. But I can tell you it's not very often that we have adjacent space 

available at the time that we need it. It just happens so rarely. It's wonderful when 

it does but it doesn't happen very often.  

Another option, if you're out of ops, is to just build new. All right, I've got a seven 

op office now, I need a ten op office, I can't remodel to get there. There's no 

adjacent space. I've got to go someplace else. You go and build new.  

Last option is I've got a seven op space, I need another three ops. Let's build those 

three ops somewhere relatively close and we'll probably build it out for seven, but 

equip three, and see what happens as we grow.  

Remodel	  Existing	  
Let's talk about those options. Remodeling the existing is certainly the least 

expensive to do and it's the most comfortable for your patients because they're 

used to going to that facility and it's the most predictable and it has the most 

consistent returns.  

The cons are it’s the most traumatic. I 

told you about living without a front 

desk for almost three months. It was 

traumatic, and there's usually 

limitations on space.  

The cost per square foot usually is the most because part of the cost of the square 

foot is interruptions in cash flow.  
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In my office when we did one remodel, we remodeled a bunch of rooms. We had a 

fewer number of ops, so we had to go to split shifts in order to take care of all the 

patients that we wanted to come in.  

It was traumatic. It was disruptive. It interfered with cash flow, but it worked out 

well. It works if you've got the space.  

Remodel	  Other	  or	  Build	  New	  
Next option is to take an existing other office, remodel it, or take it the way it is, or 

build new. These are, I think, in many ways, easier.  

If we build new we don't have the split 

shifts that are often necessary if 

you're remodeling a space.  

For our team, their hours stay 

continuous. It's a little bit easier. You 

have fewer limitations on space.  

Your cost per square foot can be extremely efficient when you're starting with a 

blank space. You can right-size the space, you can right-size the rooms. Whereas 

if we're going with an existing location that's often really very difficult.  

When you're building something new there's certainly a boost to your image. The 

Pride Institute that used to have a design division, they watched practices that 

build a new location and they, on average, were up thirty percent in their first 

year.  

Going to a new location, if your current location is not a good one; if it's not a 

retail space; it's not in a place that I described earlier; if you don't have enough 

parking… 

Whatever your location problems are, moving to a new one or  

moving to another location can solve those problems. 

If you go to multiple locations, it makes doctor inter-referability difficult. For 

instance, a multi-doctor practice... Dr. A loves to do endo, Dr. B hates endo, but 

loves to do surgery. They can cross refer to each other and if they're in different 
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locations it makes it more difficult for patients and for teams. It just doesn't seem 

to work quite as well.  

One nice thing about this is the cash flow continues. There's no disruption of the 

existing business. There is maybe a cash flow crunch for a week or so during the 

move from the existing to the new but it's really minimal.  

The cons are will patients move with you? You hope so but you're not entirely 

sure.  

When you move, your office is built out for a dental office, it probably will become 

a dental office. Somebody else will buy that, they'll put a dental practice in there 

and so now you've created a competitor.  

Building new, total cost will certainly be higher. Remodeling another facility is 

certainly going to be higher than remodeling the space that you have. As such, 

that's a challenge.  

Build	  Additional	  
The next one is building an additional facility. When you're out of space where you 

are, I see many practices jump to adding, remodeling where they are or moving to 

a totally different facility.  

This is one of the things I'd like to suggest to you is, instead of moving to a totally 

new facility… unless your facility has some serious limitations… building an 

additional facility and having two locations works better.  

Here's why. Number one, if you build an additional you have fewer limitations on 

space, all the things that we talked 

about on the previous one. 

But let's talk about the five mile rule.  

I know that all of your practices draw 

patients from many, many miles away. Some of you have patients that go more 

than a hundred miles to see you. I know that.  
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I also know the vast majority of your patients, if you are in a suburban or urban 

area, are coming from a five mile radius around your office. If you're out in a rural 

area, that's a bigger mile radius than that.  

You can find a radius that eighty percent of your patients come from. For most 

suburban places it's going to be five miles.  

If you add onto your office, you still have that same five mile radius. Just because 

you built onto your office doesn't meant that you’re all of a sudden going to draw 

from a broader area, just because you have more square feet.  

Ask me how I know! I had a twelve op office that was horribly out of capacity. We 

were working multiple shifts, so we did an expansion.  

We went to twenty-one ops. But we were never able to quite fully use that capacity 

at twenty-one ops because we just couldn't draw 

enough people to that location.  

If I had to do it over again, I would have added 

those additional nine ops on the other side of 

town. Why? Because I get a new five mile radius 

and I get a new group of people to draw from.  

That's the five mile rule and it's really important.  

There are some cons to building additional. 

Number one is the team is split. Number two, you 

need to have a good leader to go to the new office 

to get it started.  

You're going to have to take some of your best employees and send them there.  

Don't think you're going to start from scratch with new employees in a new space 

and particularly a new doctor in an additional location and feel like you're going to 

be successful.  

You may get there but it's going to take you a while and it's going to be painful.  

Just	  because	  you	  built	  
onto	  your	  office	  doesn't	  
meant	  that	  you’re	  all	  of	  a	  
sudden	  going	  to	  draw	  
from	  a	  broader	  area.	  	  
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Far better to take some of your best team and put them over there. Far better to 

have the doctor that would go to that additional location in your office for a while 

learning the systems, learning the approach; learning the things that have made 

you successful.  

Three	  Step	  Process	  
Really when it comes to the Capacity Crisis there's a three step process.  

One, diagnose what you have. If you're not getting the results that you want here's 

what you’ve got to do. Diagnose it. Is it a capacity problem? Is it a demand 

problem? Once you understand which it is, now you create a treatment plan.  

If it's demand, number one, you're going to work on patient experience. You're 

going to fix all the things that you can. You're going to survey your patients; you're 

going to do focus groups with your patients.  

You're going to try and build a greater understanding of what in the patient 

experience can be improved. Once you understand that and you can create a plan 

to fix it and then you can go about fixing it, and that's the treatment.  

If it's the capacity side of it that's the problem, what are you out of? How do you 

best get it? How do you do it quickly? I have seen practices be out of capacity for 

years and years and years as they create a treatment plan. 

It doesn't need to take long. This can be done quickly and easily. If there is 

demand out there that is not being addressed by you, what's going to happen? It's 

going be addressed by somebody. So just understand those three steps:  

• Diagnose the problem – demand or capacity?  

• Go about creating a plan to fix it. 

• Then plan your work and work your plan.  

I hope you find this helpful. I hope you're thinking about your own practice. Do 

you have a capacity problem? Do you have a demand problem?  
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Obviously we all should be working on our patient experience all the time. You 

can take those things and work on those, but if you fix those you'll quickly have a 

capacity problem.  

You have to keep an eye on that. Know that they're difficult to spot in your 

practice because of the blinders. If you think you might have a capacity problem, 

you have one. Our brains guard us from it. If you think you do, you do.   
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Questions	  and	  Answers	  	  
 

I have an operatory that has all my left-over old equipment in, and I'm trying 

to figure… because I know you said make equipment in all the operatories 

the same.  

It was Pelton & Crane equipment in all my other ops. But I know Dr. Ahearn's 

is a lot more efficient. It's a little bit of an odd-sized room, smaller.  

Would you recommend trying to keep everything uniform or would you 

recommend, if we're thinking of transitioning more to his philosophy of 

using the space, starting off that in our new operatory?  

That's a really great question. My answer to this is going to be that, assuming the 

equipment that you have is good, is functional, I would keep it similar to what you 

have.  

Otherwise you end up with nesting. The new room will either be the room that 

everyone wants to work in, and then you have conflict among your team as to who 

gets to work there. The ones who don't get to work there aren't going to be happy 

about it.  

You have conflict with your team if you create a separate one, and people are just 

going to have their favorites. I think it's best to stay consistent. It wouldn't matter 

what the manufacturer was.  

Dr. Ahearn is the specialist of using small or unique spaces. If there is a reason to 

use his then I think that's fine but if there's not a specific reason, then I'd want to 

stick with you have.  

- - - - - - - - - -  

We definitely have a capacity thing. I'm stuck in an office where I can't really 

expand too much. I potentially have the ability to take over a massage 

therapy place next door but it would mean the owner of the building kicking 

them out so it's kind of questionable.  
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My wife is also a dentist so we have this ability to increase everything within 

the next year and I don't really know the next step I guess.  

If you were going to buy a practice, just from your experience, things to look 

for, or do you think just building one, if we have a pretty successful practice 

as is, for us both to split time and that sort of thing? 

If you buy an existing practice my question is always what do you get? What are 

the things that you want to get? You want to get a really good location. If the 

existing practice is not in a really good location, then it's a no.  

Second thing that you would want to get is there’s some patient base and some 

cash flow. That's positive, however it comes at a cost. You have to pay for that 

cash flow. Next thing that you might want is the team. If the team is great and is 

willing to work with your systems and with your philosophy, terrific. But that 

transition is often difficult.  

If you were going to buy an existing practice, say a dentist is retiring, wanting to 

sell his practice… team wants to stay together, patients… I'll tell you first of all, 

that's not very common that you find those with a great location. They're out there 

but they're not all that common.  

Contrast that with building a new start. A new start is you can pick the location. 

You can make sure you have a great location.  

The culture is going to be yours because you're going to build it from the ground 

up. You don't have to change a culture which is much harder than to just build it 

from scratch. If you build it from scratch you don't have the immediate cash flow. 

That's the challenge with an immediate start.  

We know that, in our system, that it's an average of seven months before a new 

practice cash flows. In other words, you're pumping money into it to keep it going 

for seven months and at seven months it's covering its own expenses.  

So you have to figure that into the equation. Do you have the cash to cover it for 

those seven months? I answered your questions with a lot of questions so do you 

have a follow up for me?  
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Our practice would definitely be able to help support a new practice. I'm in a 

pretty dentist-rich area. The patient demand is pretty satisfied as far as 

population per dentist, that sort of thing. It makes me a little more hesitant 

to jump out there and hang a shingle in a new location, even having a 

practice which is doing really well.  

I think that's part of the equation as well. Is it a saturated area or not? We've got 

almost fifty practices in the Louisville, Kentucky market, which has a dental 

school. There's another dental school in Lexington, just sixty miles away. So 

there's an abundance of dentists.  

Even though that's true, our new-start practices perform very well. Again, I think 

it goes back to that patient experience. If you have a good patient experience it'll 

build. It's going to take you some time to do that.  

We do both at our company. We acquire about two thirds of the new practices, we 

build about a third. So it can be done either way.  

If you can find a real plum one, good location, good team that's got good cash flow, 

I have no hesitations about doing that. But I'd be picky, and if can't find a really 

good one, I’d move on. 

There's actually a practice basically right across the road from us that I know 

the doc's looked at selling it one time.  

It's what you're talking about, it's that five mile radius. We were kind of 

throwing around the idea. The practice is pretty much where ours is, so it's 

literally drawing from our own pool of patients or potential patients. 

If you're really, really full where you are, that won't affect you. Our closest general 

practices are about three blocks apart. 

We don't like to have them that close together but it was in the same spot that 

you're talking about. It was an attractive location, the doctor wanted to sell the 

location. The location that we already had was very full. So it was the exact 

situation that you are in and it worked out really well.  

- - - - - - - - - -  
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The next question is about the density of the population.  

I know of other offices that are more than twenty-one ops that are functioning 

fairly well in a place that's not as saturated or the density isn't as high as where I 

am.  

There is no magic number that I can really give you here. I can tell you… how 

many twenty-one operatory offices are there? There's not many and there's 

probably a reason why.  

Our sweet spot for building practices now is ten ops. We think that's a really good 

size. Eight to ten is just a really good size and rather than try to fill twenty-one, 

much easier to fill two tens that have a little distance between them.  

- - - - - - - - - -  

How many financial or treatment coordinators do you need?  

It depends on your new patient flow and it depends on whether you're going to 

have the one person doing both the clinical and the financial part of the 

consultation, or if those are going to be separate people.  

If we're doing both the financial and clinical coordination that's about a ninety 

minute appointment. It's going to take all ninety minutes. You're going to have to 

be pretty efficient to get that all done in ninety minutes.  

If you take the length of your day and divide it my ninety minutes, that's the 

number of new patients that they can see. That's the absolute max.  

Since patient demand is not even through the day, the chances of them hitting 

that max number is really not all that great. If you're looking at a new patient 

coordinator seeing six new patients a day, something like that, that means, if 

you're working twenty days a month, one could potentially, probably at the most 

carry you to a hundred and twenty new patients a month.  

We were at two hundred and ninety-seven new patients and we had two full time 

treatment coordinators. We had overflow… they couldn't handle that number.  
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Those are adult patients… that two ninety-seven includes children. Child patients 

we were putting directly into hygiene, we didn't have a separate financial 

treatment coordinator visit for them.  

That give you an idea of what the max is. Six patients a day assuming a nine hour 

day, roughly. Somebody's going to do the math and say I don't have that right but 

you get the concept that I'm talking about.  

- - - - - - - - - -  

Do you ever recommend that the practice own the physical office or should 

you start a separate LLC?  

Simple answer there. This is a legal question, and I'm not an attorney nor am I 

giving legal advice.  

I can tell you that most practices start a separate LLC for a variety of reasons. One 

is liability protection.  

That's a good question for your attorney and not every practice or doctor owns 

their physical office, or should own their physical office. That's a deeper topic on 

wealth creation that I could spend about an hour on. The simple answer is most 

practices do have a separate LLC.  

- - - - - - - - - -  

I was wondering if you or anybody has any experience with the 3Shape intra-

oral scanner. I'm going to look at it tomorrow. It's a very expensive scanner. 

It's the best one that I've seen on the market. What I really like about it is 

not just the fact that you can scan your preps and send them to a lab and get 

them back... I like that but I think the treatment planning aspect of it, I 

think it has a pretty profound effect on patients what they can see.  

The intraoral scanner, that's a technology that's coming into its own now. As you 

know the costs have come down. The technology has improved dramatically. We're 

in the process of negotiating with laboratories our lab prices.  
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One of the labs has offered to buy the scanners or lease the scanners and put 

them in our offices. To me that tells you how huge it is for a lab because the 

accuracy is so great.  

The reason why they're willing to do it is the accuracy is so great that the number 

of remakes goes down and the number of remakes going down can pay for the 

scanner.  

I find that absolutely fascinating and I think that the funding of the scanner is 

going to be changing significantly over time. I think we are on the edge where they 

are going to become very common. The number of practices, as far as market 

penetration of digital scanners, it's low. It really hasn't taken off yet, but I think 

it's going to begin to.  

What was the brand of the scanner? I didn't hear that. You cut out just a little bit 

when you said it.  

It was the 3Shape. One of the things about it is the quality of the scan is 

different, it's a little bit higher quality than some of the other ones I saw 

when I was at the New York convention last year.  

The problem is the price of it is very high. Depending upon what software 

you get with it, it's between thirty-five and forty-five thousand dollars. Going 

through what you said last week about the ROI on this, it's very hard.  

The person that I'm going to go see that's using it right now says he's 

basically stopped marketing because people walk in, they see their stuff up 

there on the screen. He doesn't have to say anything. They're like, “I’ve got 

to fix that.”  

It's pretty profound. I don't know what anybody's experience with that is but 

I'm going to go see it tomorrow.  

I think that's awesome. The process that you're using and that is find somebody 

who's using it; go watch them, figure out if it's successful for them. If it's really 

successful, figure out if they have a similar practice style or if it would really work 

for you.  



Clinical Explosion 

 

 37 

Observation is the best thing. I can tell you that the dollars part of it, there 

certainly is a wow factor for patients. There is value to that.  

When patients can see, what happens to their trust of what you're telling them? It 

goes up. It can't help but go up.  

Those kind of things are hard to measure. If you're looking at reduced costs of 

impression material, stuff like that, that's easy to measure but that's not the full 

effect in the cost of remakes and all of that.  

When you look at all of those costs, it's probably right on the borderline of making 

sense but when you look at the other stuff it probably is a go. But there's not a 

whole lot.  

Dr. Rob Herron chimed in that he used the 3Shape at his training and he said 

that it's easy and it's quick. Let's get Rob on here so he can give us his experience 

with it.  

Dr. Rob: A couple of weeks ago they brought in the 3Shape for that training. They 

were just starting to use it for our Perfect Start cases. I was able to sit down and 

really lay out, on some small kids, their complete upper and lower arches in about 

three to four minutes. 

What they were talking about is, currently they have a gun shape, working on the 

pin, which is going to be even smaller, which will be, of course, more attractive 

especially for a Perfect Start or anything with small mouths. It was quick and it was 

easy. They're setting it up to where you are just able to use the scanner and a laptop, 

where you don't have to have a big machine.  

You just plug it into a laptop and boom boom boom. I'm looking real hard at it.  

Awesome. You used this at your Perfect Start training. Do you want to explain to 

everybody what Perfect Start is because that's probably not a well-known product 

or process yet? It will be but it's not really well known now.  

Sure. If anyone's been to the last couple of meetings, it's what Kirk Huntsman… he's 

not bringing it out he's marketing it. He's basically bringing it to the US.  
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It's something that's been around for forty years, highly used in Europe and South 

America.  

It's a guided tooth eruption, starting kids any time from about the time they're four 

until twelve. They're finding results, not only with the tooth; getting the teeth in place 

is almost secondary now to what they're finding for sleep disturbed breathing.  

They're doing amazing things with kids with ADHD and sleep-deprived. It's an early 

start, perfect start when they're young and they guide the teeth into a tremendous 

arch shape, arch form.  

Don't you agree with me that people are going to hear a lot more about it? The 

story is dramatic. 

Yes. Dr. Gunderson, he's not a marketer. He's the one that developed it in the 70s. 

Kirk is a marketer and I guarantee you that it'll be hitting hard like Invisalign did 

fifteen years ago.  

Dr. Smith just chimed in that they did the training as well and it's been very easily 

accepted by patients. That's awesome.  

We will have twenty to thirty starts before the end of summer, I'm sure; the way 

we're going. 

That’s terrific. 

- - - - - - - - - -  

If you could take one advanced CE course or area of study to increase 

income what would it be?  

I'm assuming you're going to say dental income. The things that I would first do is 

get a broad range of clinical skills. Get training in oral surgery; get training in 

endodontics, get training in sedation, get training in simple implant surgery.  

All of those things broaden your tool belt and are going to help you to be more 

productive, be able to be of more service to your patients.  
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One course, I haven't personally taken it myself… but I know several people who 

have that said it was very helpful… is the Productive Dentist Academy. That's Dr. 

Bruce Baird. Bruce has spoken at a couple of our events and is a good guy. He's 

helped people to focus on their productivity per hour which is a great number.  

When it comes to sedation CE, I'll tell you how I did it. I did it with the DOCS 

course. The DOCS courses have evolved over the years and from everything that I 

understand they've just gotten better.  

Their protocols are good. It's using oral sedation techniques and they understand 

state laws and they can help you get all the things that you need to get licensed in 

your state.  

Just about anybody who does sedation, does any amount of it, will go on and do 

IV sedation. I did my IV sedation at Montefiore Hospital in the Bronx. I did it 

because it was a ten-day straight course. I didn't have to travel back and forth and 

back and forth. But there are many good sedation courses.  

Implant CE, most of the manufacturers now will have an implant course that is 

very low cost and will help you get an introduction to implants. I went to the 

Misch Implant Institute. I did their prosthetic course first and then their surgical 

course after that. Great education; learned to do very complex cases but that's 

probably overkill for most people.  

You certainly want to build some experience doing the simple cases before you do 

complex ones. I think picking one of the major implant systems… I did 

BioHorizons, it was one of the implant companies that I use.  

Many of you who were at our summit this last year saw Dr. Justin Moody speak. 

He's one of the trainers for BioHorizons. I thought I was a very well laid-out 

system. There are many well laid out systems now but he's an excellent trainer 

and if you got him that would great.  

 

 


