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CONELOG® 
PROGRESSIVE
conical performance at bone level

For more information, contact BioHorizons
Customer Care: 888.246.8338 or 
shop online at www.biohorizons.com

CONELOG® connection benefits:
• long conus for reduced micromovements1 

• superior positional stability in comparison to other conical systems2,3 

• easy positioning with tactile feedback 

• integrated platform switching 

• “vertical fit feature” designed to minimize vertical discrepancy 
 during workflow 

1. Hogg WS, Zulauf K, Mehrhof J, Nelson K. The Influence of Torque Tightening on the Position Stability of the 
Abutment in Conical Implant-Abutment Connections. Int J Prosthodont. 2015 Sep-Oct;28(5):538-41.
2. Schwarz F, Alcoforado G, Nelson K, Schaer A, Taylor T, Beuer F, Strietzel FP. Impact of implant–abutment 
connection, positioning of the machined collar/microgap, and platform switching on crestal bone level 
changes. CAMLOG Foundation Consensus Report. Clin. Oral Impl. Res. 2014; 25(11): 1301-1303.
3. Semper-Hogg, W, Kraft, S, Stiller, S et al. Analytical and experimental position stability of the abutment in 
different dental implant systems with a conical implant–abutment connection. Clin Oral Invest (2013) 17: 1017. 

Not all products are available in all countries. BioHorizons® is a registered trademark of BioHorizons. 
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Should we abandon the term  
“centric relation”?

The relative positioning of the maxillary 
teeth and mandibular teeth is done for 
various dental prosthetic procedures.  
This relationship is termed the “centric 
relation (CR).”

The definition of CR in the GPT-9 is: “CR is 
the maxillomandibular relationship, inde- 
pendent of tooth contact, in which the 
condyles articulate in the anterior-superior 
position against the posterior slopes of  
the articular eminences. In this position,  
the mandible is restricted to a purely  
rotary movement. In this unstrained, phy- 
siologic, maxillomandibular relationship, 
the patient can make vertical, lateral or  
protrusive movements. It is a clinically 
useful, repeatable reference position for 
mounting casts.” 

CR was first discussed in the literature 
about 90 years ago and described the 
temporomandibular joint (TMJ) positioning 
without regard to teeth positioning. CR was 
defined in two different arenas. Firstly, it 
was defined as an ideal or optimal relation 
for patients who had lost posterior support. 

Secondly, CR has been used in dentate  
patients. But there was significant differ- 
ences between maximum intercuspation 
(MIC) and CR found in the vast majority  
of patients. This has been expressed as  
a “centric slide.” Thus, a centric slide  
may be normal.

CR is a term that has been at the center  
of discussions and controversy. All this  
has caused turmoil and may be a distrac-
tion from clinical research. Additionally, 
clinicians may have been performing  
procedures that may have been needless,  
according to some. Yet, controversy 
persists about the definition of CR. This is 
confusing for dental students, clinicians, 
researchers, and academics.

Determination and recording of CR  
describe how are the upper and lower teeth 
come together on complete closure of the 
jaws. Additionally, CR describes how the 
mandibular condyles are positioned in the 
TMJ fossa. CR needs to be reproducible 
for the dentist and also be physiologically 
acceptable and comfortable for the patient.

Recent articles have brought this issue 
to the forefront (1,2,3). Zonnenberg et al 
performed a database search on the terms: 

“centric relation”, “masticatory muscles”, 
“maxillomandibular relationship” and 
“condylar position.” The search went back 
about 70 years. They found “a problematic 
pattern of changing definitions” of CR.  
This has caused serious controversies  
in dentistry. I’m sure many of us can  
remember the equivocations made by 
certain dental school professors.

Zonnenberg and coworkers conclude that 
the term CR is “flawed”. They even suggest 
that this term be abandoned. They state 
this because, in their view, patients have 
individual and unique anatomical pheno-
types. This includes the dentition, muscu-
lature, personality, and temporomandibular 
joint structures. They also conclude that 
the relationship of the jaws “is determined 
by the maximum intercuspation of the 
teeth and should therefore be considered 
as biologically acceptable.” They go on to 
state that “clinicians need to acknowledge 
that an average individual will have stable, 
repeatable, and functional maximum  
intercuspation which determines the  
location of condyles and disks in the  
articular eminence.”

Maximum intercuspation may be very 
appropriate in dentate patients but many 
patients present for implant treatment 
in a completely edentulous or partially 
edentulous state. The onus then falls on 
the implant dentist to bring the patient to 
a functional relationship of the jaws that 
may or may not mimic the patient’s original 
dentate condition. This is part of the art  
of dentistry. An appropriate outcome can 
be attained by different dentists who can 
use any number of methods for diagnosis 
and treatment.

Dennis Flanagan,
DDS, MSc, FAAID, DABOI/ID, AAID Editor

continued on page 38

Determination and recording of centric  
relation describe how are the upper and lower 
teeth come together on complete closure  
of the jaws. CR needs to be reproducible  
for the dentist and also be physiologically  
acceptable and comfortable for the patient.
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Amanda Sheehan, DDS • Private Practitioner  
Waterford, Michigan  
Glidewell Customer Since 2016

“ I’m moving exclusively to Glidewell bite splints  
and have had only rave reviews from my patients.”

PROTECT PATIENTS’ RESTORATIONS WITH A BITE SPLINT 

Dentists nationwide report a growing prevalence of bruxism, clenching and TMD symptoms among their patients.1 

Choose a bite splint for your patients that will best protect their dentition and restorations from the effects of bruxism.

1. American Dental Association (ADA) Health Policy Institute (HPI). https://
www.ada.org/en/publications/ada-news/2020-archive/september/hpi-poll-

dentists-see-increase-in-patients-stress-related-oral-health-conditions

CLEARsplint®

CLEARsplint®:  
The Nightguard  

with Flex

Comfort3D™ Bite Splint:  
Digitally Designed  

and 3D-Printed

Comfort H/S™ Splint:  
The Most Widely  

Prescribed Bite Splint

800-887-3580 | glidewell.com/nightguard-sample

New to Bite Splints?  
Request a FREE Sample!
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$59*
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$69*
per appliance
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You Owe It to Your Patients to Attend 
an AAID Annual Conference

Duke Heller, 
DDS, FAAID, DABOI/ID

2021 AAID President

In the next few days, implant dentists from 
all over the world will come together in 
person and even online for four days of  
intensive learning. This year’s theme, 
Pursing Implant Competence is really the 
sounding board for all of my presidential 
goals in 2021—continuing implant educa-
tion to make a better implant dentist. 

John Maxwell, a life coach and author,  
said, “For the person trying to do every-
thing alone, the game really is over. If you 
want to do something big, you must link 
up with others. One is too small a number 
to achieve greatness. That’s the Law of 
Significance.”

Most of us would agree that we, in AAID 
leadership, walked on the shoulders of 
those leaders and pioneers who went 
before us. The AAID needed past giants 
to get AAID where it is today—specifically 
those who were willing to teach something 
new or do something better. And we need 
you to step up and challenge yourself to 
learn a new skill, refine something you are 
already doing, but most importantly to talk 
with your peers.

My mentor Zig Ziglar taught me to be a 
constant learner. He taught me the need 
to be a constant student because things 
change, and you have to change and grow. 
And I emphasize the word “grow.” 

Growth is important because it helps you 
become a better practitioner and help pro-
vide your patients receive better outcomes. 

Zig also said, “You are who you are and 
what you are because of what has gone 
into your mind. You can change who you 
are and what you are by changing what 
goes into your mind.”

Jim Rohn, entrepreneur and motivational 
speaker, said, “Never begrudge the money 
you spend on your own education. If you 
don’t change what you are doing today, all 
of your tomorrows will look like yesterday.” 
He also said, “If you want to earn more, 
learn more.”

If you weren’t able to attend this year’s 
event, you owe it to yourself to be present 
for an AAID Annual Conference. (You can 
still register for the virtual conference by 
going to www.aaid.com/annual). Attending 
virtually lets you access top implant educa-
tion, keep current on your skills, and take 
your practice to the next level. 

The AAID needs you to step up 
and challenge yourself to learn  
a new skill, refine something  
you are already doing, but most 
importantly to talk with your peers.
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ClearCorrect Intraoral Scanning
Get the Latest in IOS Technology

A Straumann Group Brand
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ClearCorrect is making it easier 
than ever to join the future of 
dentistry with a variety of bundles 
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tools to take your practice to the 
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scans from any scanner!

Medit i500

3Shape TRIOS
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creates documented-
accurate digital color 
impressions.

The easy entry into 
digital dentistry, 
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e�  ciency and 
productivity. 

Learn more about intraoral 
scanning with ClearCorrect at
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How The Pandemic 
Changed Dental Staffing

By Bonnie Litch

If you look at the headlines  
today, it’s hard to avoid reading  
about staffing shortages affect- 
ing businesses across the  
United States. Restaurants, retail 
stores, even professional offices 
are all feeling the pinch. Unfor-
tunately, the dental community 
has not escaped this trend.  
A May 2021 report by the Health 
Policy Institute at the American  
Dental Association about the  
economic effects of the 
COVID-19 pandemic on dental 
practices noted that “more than 
80% of owner dentists who are 
currently hiring are finding the 
recruitment of dental hygienists 
and assistants to be extremely 
or very challenging,” as com-
pared to before the COVID-19 

pandemic. This same report 
found that:  

•	 66.3% of dentists said recruit-
ment of dental hygienists was 
extremely challenging, and 
19.7% reported it was very 
challenging. 

•	 59.2% of dentists found re-
cruitment of dental assistants 
to be extremely challenging, 
and 23.9% stated it was very 
challenging. 

•	 Hiring of administrative staff 
and associate dentists has 
presented difficulties as well, 
with more than 70% of owner 
dentists saying recruitment 
of administrative staff was 

extremely or very challenging 
and more than 50% of own-
ers reporting the same for 
recruiting associate dentists.

 
Maryland-based dental con-
sultant Roger P. Levin, DDS, 
believes the issues with staffing 
began prior to COVID-19, though 
they were undoubtedly exacer-
bated by the pandemic. Dr. Levin, 
founder and CEO of Levin Group, 
explains that the unique set of 
skills and training needed by 
dental hygienists, assistants and 
front-end staff made for a smaller  
potential pool of applicants for 
open positions as compared 
to other industries. “Staffing a 
dental office has become in-
creasingly complex over the 
years – so much so that in our 
comprehensive systems-based 
consulting programs, we have 
prioritized recruitment, integration 
and training to help practices 
attract and retain the best team 
members. We feel these actions 
will lead to the inherent success 
of the practice.”

AAID NEWS     2021 ISSUE 28

Tips on how to find the right staff

According to a survey from the ADA’s Health 
Policy Institute, patient return is now highest to 
date: Patient volume in private practices was at 
89% on average in August, the highest it has 
been since polling began in March 2020. 
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STAFFING ISSUES  
DUE TO COVID

Despite the shortages that existed 
before COVID-19, there is no doubt in 
Dr. Levin’s mind that the pandemic has 
played a critical role in this “perfect 
storm” of staffing challenges. “Prior to 
the pandemic, many areas in the U.S. 
were struggling to hire for positions. 
While inconvenient, I believe that this 
pre-pandemic shortage would have or-
ganically resolved over time as dentists 
would have gradually accepted the in-
creased compensation levels required 
to attract staff.” The pandemic was a 
game-changer in that many hygienists 
– as well as dentists – chose to leave 
the field altogether.  

Vincent Vella, DDS, FAAID, DABOI/ID, 
agrees that dentists choosing to retire 
has exacerbated the already challeng-
ing situation. Dr. Vella, who practices in 
Rochester, New York, states: “We lost a 
number of good dentists who decid-
ed to pivot or retire versus continuing 
to practice under tougher and more 
expensive regulatory guidelines. The 
patient base being served by these 
practitioners is now coming to us, 
looking for a new dental home. So, we 
have our traditional clientele who are 
now feeling safer coming into the office 
to have the work done that they put off 
during the height of the pandemic, as 
well as new individuals who need our 
help.”

According to a survey from the ADA’s 
Health Policy Institute, patient return is 
now highest to date: Patient volume in 
private practices was at 89% on aver-
age in August, the highest it has been 
since polling began in March 2020. 
Patient volume in public health settings 
also hit a new record, at nearly 90% of 
pre-COVID-19 levels. More than one 
in four health center dentists indicat-
ed they had greater patient volumes 
compared to before the pandemic. 
Dr. Vella says that “all of this pressure 

requires having a full, trained staff at 
the ready. I’ve been looking for a den-
tal hygienist and a front desk person 
for eight months. And, talking to my 
dental colleagues, we are all in the 
same boat, struggling to hire additional 
employees.”

Again, the pool of applicants for those 
positions has shrunk considerably. 
Shane Samy, DMD, FAAID, DABOI/ID 
notes that 1,000 dental hygiene licenses 
have not been renewed this year in his 
state of Oregon. This is more than 22% 
of all hygienists. Given the highly spe-
cialized skills and training required to be 
a dental hygienist in an implant office, 
these figures do not bode well. “These 
individuals need to be able to start an IV, 
have experience with phlebotomy and 
IV sedation, and be ACLS certified.”

Complicating the workforce problem 
is the desire of job seekers to find a 
work-from-home (WFH) position. The 
pandemic showed people that WFH 
is doable; however, it does not make 
sense in a service-centered industry 
such as dentistry. Therefore, some in-
dividuals who have not felt comfortable 
in a work environment – especially one 
as intimate as a dental practice – have 
chosen to switch industries.

OTHER STAFFING ISSUES

James Miller, DMD, FAAID, ABOI/ID, 
notes that competing with large, man-
aged care systems for talent is another 
important factor in being able to hire 
staff. “These companies are attracting 
young dentists and hygienists with 
higher pay levels and benefits. We 
need to compete with these entities in 
order to recruit and retain high-quality 
workers.”

Other compounding issues are in-
creasing costs of supplies and PPE, 
demands for higher salaries, and the 
challenges of specialized on-the-job 
training. continued on page 10



AAID NEWS     2021 ISSUE 310

COVER STORY
continued from page 9

Other budgetary concerns that affect 
the ability to hire and retain exceptional 
staff include falling reimbursement  
rates and theneed to invest in new tech-
nology and infrastructure. The need for 
flexibility is yet another component, as 
Dr. Vella points out: “With my current  
staff, someone will have an issue 
like kids getting sick or a has a child 
exposed to COVID and must quaran-
tine. I have learned to be innovative 
and schedule things in different ways; 
always tweaking staff and working to 
be flexible. If one of my surgical team 
members is out, or if I am out, I have to 
have a flexible team member to slot in 
their place.”

RECRUITMENT, INTEGRATION, 
AND RETENTION

According to Dr. Levin, dental office 
staffing shortages are here for the long 
haul. “I see these issues lasting for at 
least 7-10 years. There is a paradigm 
shift here across all industries (for 
example WFH trends), and the dental 
community needs to make staffing 
strategies a pivotal part of their prac-
tice,” he says.  Dr. Levin has been 
working on steps that practitioners 
can take to mitigate these shortages 
to best recruit, integrate, and retain 
qualified employees.

1) RECRUITING STAFF 

a.	 Be solution-oriented – Indeed is the 
best place to look for staff online. 

b.	 Offer a referral bonus if a new 
recruit stays 90+ days.

c.	 Reach out to former staff to come 
back. 

d.	 Talk to patients – send out an 
email. 

e.	 Use social media. 

f.	 Give out signing bonuses. 

g.	 Keep an eye out for people who 
seem to have potential. 

h.	 Interviewing – start with a tele-
phone interview to prescreen, then 
get a resume and call references 
so you are prepared to offer posi-
tion on the spot. 

i.	 Be prepared to increase staffing 
costs to meet market demands. 
Practice overhead could increase 
by 5-8% in staffing budget.

continued on page 12
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2) INTEGRATION AND RETENTION 

a.	 Be prepared to train employees –  
it expands the pool of applicants to 
include someone with less expe-
rience if you have an on-boarding 
training regime. Update system 
documents that show office pro-
cedures step-by-step for staff to 
study. Systems are the best way to 
train; watching videos or webinars 
is not as effective.  

b.	 To keep staff, rethink how you treat 
them. Relationships should not be 
transactional. People want an  
environment where they feel 
appreciated, recognized, and 
respected. Have a “customer 
service” plan for employees – this 
may solve many retention issues 
for a practice. 

c.	 Have a mission statement and  
purpose so staff know that their 
jobs are meaningful. 

d.	 Competitive compensation –  
rethink what you are paying your 
current staff members so you don’t 
lose them. 

e.	 Have systems in place for the 
practice – make sure they are  
leading-edge. Many practices 
make the mistake of not updating 
their systems. Without current 
technology and systems, it is hard 
to train new staff and be more be 
more efficient. 

Dr. Levin has other thoughts on how 
to help retain your current team. He 
suggests providing a retention bonus 
at the one-, five-, ten-, and twenty-year 

marks, with amount increasing as the 
years go on. He believes that these 
amounts can be paid using the $50-
$100k a practitioner would stand to 
lose due to staff turnover. He also 
suggests bringing fun into the office 
with lunches, dinners, gift certificates, 
movie passes, time off, staff retreats, 
etc. He cautions that dentists must be 
careful not to burn out remaining staff 
and advises meeting one-on-one with 
all team members on a regular basis 
to check in – a sign of compassionate 
leadership.

SO, NOW WHAT?

Many people believe that once we,  
as a country, are through with the next 
wave of COVID-19 and its variants, 
business will go back to normal.  
But Dr. Levin says this is not the case: 
“This is just merely phase one of a 
staffing revolution and we don’t know 
where it is going yet. We must get rid 
of the mentality that we are doing staff 
a favor to just employ them. In reality, 
work should be an enjoyable growth 
opportunity, and if we don’t supply it, 
they will go somewhere else to get it. 

Our solution must be to put leading 
edge efficient systems in place. Almost 
every practice has a 30-50% growth 
potential in the next three years.  
We now must access this potential to 
pay for the increased overhead.  
We can’t wait it out and do different 
things. We need to create an environ-
ment where we love where we work, 
and we happen to get paid.”

________________

Bonnie Litch is a freelance writer in  
Northbrook, IL.

Complicating the workforce problem is the  

desire of job seekers to find a work-from-home 

(WFH) position. The pandemic showed  

people that WFH is doable; however, it does  

not make sense in a service-centered  

industry such as dentistry. 



AAID NEWS     2021 ISSUE 3 13

Routing Proof 3/ZB1189_REV_A_Encode_Impression_System_Brochure_EMEA_OUS/Anne 09/16/20

Zimmer Biomet Dental‘s Guided Surgery Solutions provide seamless and flexible workflow solutions that will guide 

you through dental implant therapy. They consist of the RealGUIDE™ Software Suite and compact guided surgery 

toolkits for most Zimmer Biomet implant systems. Trained virtual planners are available to do your treatment 

planning and guide design on demand through guided surgery services branded as Implant Concierge™.

Irrespective of which option you choose, Zimmer Biomet Dental provides you with tools and services aimed at 

providing secure, minimally invasive, guided implant therapy.*

Guided Surgery Solutions  
 Your path to predictable implant therapy

Find your solution today, simply scan 
the code or visit zbdguidedsurgery.com

Unless otherwise indicated, all content herein is protected by copyright, trademarks, and other intellectual property rights, as applicable, owned by or licensed to Zimmer Biomet Dental or its 
affiliates unless otherwise indicated, and must not be redistributed, duplicated, republished or reprinted, in whole or in part, without express written consent the owner.  Product clearance and 
availability may be limited to certain countries and/or regions. This material is intended for clinicians only and does not comprise medical advice or recommendations. Distribution to any other 
recipient is prohibited. ZB1344 REV A 06/21 ©2021 Zimmer Biomet. All rights reserved.

*References:  Accuracy of Edentulous Computer-Aided Implant Surgery as Compared to Virtual Planning: A Retrospective Multicenter Study; R. Vinci, 
M. Manacorda, R. Abundo, A. G. Lucchina, A. Scarano, C. Crocetta, L. Lo Muzio, E. F. Gherlone, F. Mastrangelo; J Clin Med. 2020 Mar 12;9(3):774. doi: 
10.3390/jcm9030774 // Clinical Factors Affecting the Accuracy of Guided Implant Surgery - A Systematic Review and Meta-analysis; Wenjuan Zhou, 
Zhonghao Liu, Liansheng Song, Chia-Ling Kuo, David M Shafer; pubmed.gov; Epub 2017 Jul 22

510(k) number: K173041 

Owner number: 10059505

ZB1344_REV_A_AAID_News_Issue_2_2021_Full_Page_Ad_Final.indd   1ZB1344_REV_A_AAID_News_Issue_2_2021_Full_Page_Ad_Final.indd   1 6/4/21   10:29 AM6/4/21   10:29 AM



AAID NEWS     2021 ISSUE 314

The right of ABOI Diplomates to advertise 
themselves as dental implant specialists 
is complex and varies from state to state. 
Despite several courts finding the ABOI 
Diplomate credential to be a bona fide  
credential, many states still refuse to recog-
nize implantology as a dental specialty.  
The lack of clarity in the recognition of den-
tal specialties is because the state dental 
boards can—and have—made different 
regulations regarding dental specialties in 
each state. Because of this, dental special-
ties are defined differently in every state. 

The AAID has been actively working 
through litigation and advocacy throughout 
the past 20 years to ensure that ABOI Dip-
lomates are properly recognized as dental 
implant specialists across the country. This 
work has led to the recognition of ABOI 
Diplomates as specialists in several states, 
including Florida, California, and Texas.

While many members are unable to right-
fully refer to themselves as dental implant 
specialists, there are several ways that 
members can stand out by advertising 
their membership. All AAID members can, 
and are encouraged to, advertise their 
AAID membership. This allows members 
to demonstrate to the public why they are 
uniquely qualified to perform implant pro-
cedures, while not referring to themselves 
as a specialist. Here are some examples of 
ways that different types of members can 
legally advertise their AAID membership:

•	 Fellow of the American Academy  
of Implant Dentistry

•	 Honored Fellow of the American  
Academy of Implant Dentistry

•	 Associate Fellow of the American 
Academy of Implant Dentistry

Unless a member is sure that they are 
legally allowed to refer to themselves as 
a dental implant specialist, they should 
refrain from using the terms specialist or 
board certified in their advertisements. All 
members are encouraged to visit their state 
dental board’s website and read the regula-
tions regarding dental specialties. 

Reach out to Joe Weiss, the AAID Advocacy 
and Governance Specialist, at Joseph@
aaid.com or 312-335-1550, ext 277, if you 
would like to learn more about what you 
can and can’t say in advertisements in your 
specific state.

By Joe Weiss, AAID Advocacy 
and Governance Specialist

The Complexity of Advertising  
as an Implant Specialist 

“�All AAID members can, and are encouraged to, 

advertise their AAID membership. This allows 

members to demonstrate to the public why they 

are uniquely qualified to perform implant  

procedures, while not referring to themselves  

as a specialist.”
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• Reduce Trauma during
 Tooth Extractions
• Preserve Bone Integrity and
 Perform Atraumatic Extractions
• Fine Tapered Blades that
 Compress the Alveolar, and Cut the Membrane
• Ease the Tooth from its Socket
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• 100% Stainless Steel, and can be Re-tipped
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Tatum Bone Block
EZ-Fixation Screw Kit

The Tatum EZ-Fixation System offers a unique blend 
of clinical simplicity, advanced features, precision and 
affordability that is unmatched in the dental market.

• Color coded screws to quickly identify length
• Squarelock friction fit connection
• Tapered, self-drilling, self-tapping screw design

Screw lengths offered - 1.75mm x 8 (Silver), 10mm (Blue), 
12mm (Gold), 14mm (Green), and 1.55mm x 18mm, 21mm, 
and 24mm Bone Screws. Kit includes 18 Screws.

Tatum EZ-Out
Periotome Kit

Tatum Sinus Instrument Kit
The Tatum Sinus Instrument Kit is designed to access 
any anatomical configuration the surgeon may encounter 
when performing maxillary sinus augmentation.

These specialized instruments are ideal to safely elevate 
the sinus membrane, and allow removal of bone 
buttresses before grafting.

INCLUDES 18 
SQUARE-LOCK 
CONNECTION 

SCREWS

The Magnetic Mallet utilizes magnetic-dynamic force 
for procedures ranging from simple extractions to 
complex implantology and oral surgery procedures. A 
wide range of A-630 stainless steel, tempered and 
passivated for longevity instruments are available for 
use with the Magnetic Mallet. There is no sawing 
motion and no rotating of the handpiece thus creating 
no friction.
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The Psychology of Dental Implant 
Case Acceptance

Case acceptance isn’t something that 
practice leaders can afford to approach in 
an “off-the-cuff” manner. There are specific 
steps that should be taken to improve pa-
tient understanding, facilitate clear commu-
nication, and allow practices to increase 
implant case acceptance.

Value-based communication

The starting point of implant case accep-
tance is to communicate value. The new 
implant patient phone call is often a func-
tional call during which the front desk staff 
member is pleasant, appoints the patient, 
and acquires the necessary information. 
There’s nothing bad about this call, but 
it’s not value-based as the conversation 
usually focuses on the clinical attributes of 
dental implants and a general rationale of 
why a patient might want them. It should 
go further to create a true value proposition 
where a patient becomes motivated, excit-
ed, and ready to accept implant treatment.

The easiest way to consistently create 
value is to work from a prepared script. 
The script becomes a training guide and 
will provide a format to effectively com-
municate value to patients. The following 
components should be incorporated when 
developing scripting:

1.	 Scripts should always be written in 
a positive tone. The goal is to keep a 
high energy and enthusiastic approach 
to building value for dental implants. 

2.	 Engage the patient in conversation. 
Build questions into the script that 
engage the patient so that they are 
focused, interested, and understand 
the value proposition. The more the 
patient engages in a back-and-forth 
conversation, the more likely it is that 
they will accept treatment. 

3.	 Include a minimum of three to 
five value statements. Most dental 
professionals feel that they know how 
to communicate the value of dental 
implants. Still, it’s good to be prepared 
with well-thought-out value statements 
that will be included in the script. The 
statements can be tailored to the spe-
cific needs of that patient. 

4.	 Use power words. Power words are 
words that create a level of energy 
that leads to trust, which is a critical 
factor in implant case acceptance. 
Power words include words like great, 
wonderful, terrific, unbelievable, and 
beautiful. 

5.	 Talk as if the patient is going to 
follow through with dental implants. 
This creates a mindset for patients 
that they have a unique opportunity to 
improve the quality of their life and that 
the barriers such as cost, surgery, time 
off from work, and recovery are minor 
things to deal with to have a lifetime of 
improvement.

By Roger P. Levin, DDS

BUSINESSBITE
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continued on page 18

All too often to the doctor or treatment coordinator has an excellent 
conversation with the patient that simply ends with the patient  
“going home to think about it.” This is a missed opportunity as the 
highest level of motivation the patient will have to accept treatment 
occurs while they are still in the practice.

Ask for commitment

One of the clear mistakes in achieving 
implant case acceptance happens when 
there is no request for a commitment. 
All too often to the doctor or treatment 
coordinator has an excellent conversation 
with the patient that simply ends with the 
patient “going home to think about it.” This 
is a missed opportunity as the highest level 
of motivation the patient will have to accept 
treatment occurs while they are still in the 
practice. Patients who commit to having 
treatment and schedule before they leave 
the office are by far the most likely to follow 
through with treatment. This is due to the 
other considerations people face in their 
daily lives, including financial capability, 
schedules, and competing activities such 
as vacations. Gradually their motivation will 
diminish.

Asking for a commitment is not a gimmick 
or a trick. Instead, it’s about building a 
strong value proposition for them to develop 
a strong desire to have dental implants.  
A simple technique that has been beneficial 
to many practices is simply to ask this key 
question: “Mrs. Jones, would you like to 
have this done?”

When you ask this question of a patient, 
they will automatically answer it even if they 
do not express it out loud because their 
brain will always provide an answer. It may 
be yes, no, not sure, I have questions, or 

I have objections. Regardless of what the 
patient is thinking, it’s likely that the patient, 
in a value-based conversation, has devel-
oped a level of trust and will express one 
of these answers. Here are options for how 
you should respond:

•	 If the patient says yes, congratulate 
them on a wonderful decision and rein-
force the benefits they will enjoy. 

•	 If the patient says no, simply stop at 
that point and revisit it in future hy-
giene or follow-up visits. 

•	 If the patient says maybe, politely ask 
them some probing questions to see 
what might be a barrier that is creat-
ing uncertainty. If you find a particular 
pattern with patients being unsure, 
go back and check your value-based 
scripting and presentation. 

•	 If the patient has questions, calmly 
answer them. The practice should 
develop a list of frequently asked 
questions (FAQs) and develop scripted 
answers which typically reinforce the 
benefits a treatment. Once you know 
a specific issue or barrier, focus strictly 
on overcoming that issue and treat-
ment will be accepted. 

•	 If the patient has objections, don’t 
feel defensive and react negatively 
or aggressively. Many dentists and 

treatment coordinators don’t realize 
how they come across when they are 
challenged as an authority, or a patient 
disagrees with them. I have always ex-
plained in case presentation seminars 
that no one objects unless they are 
interested. Patient objections can actu-
ally create a roadmap toward under-
standing how to work with the patient. 
You can overcome objections by 
calmly and politely reiterating import-
ant points and working with patients to 
help them become comfortable.

Follow up, follow up, and then 
follow up again!

In the new world of consumer psychology,  
follow-up is one of the most important 
factors to case acceptance. In fact, the 
follow-up stage of case presentation is now 
equally important to the case presentation 
itself. The reason is simply that no matter 
how good you are at presenting cases, 
there will be patients who just need to 
check further details in their lives before 
making a commitment. I believe the Inter-
net has contributed to this desire to hold 
off on decisions as many people like to go 
home and do online research before they 
decide. For many people, the Internet has 
become the arbiter of decision making.  
We “Google” everything (i.e., restaurants,
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clothes, people), so why not an expensive 
surgical procedure? There are also factors 
such as checking with spouses, work 
schedules, or household finances.

The best approach to follow-up is to reach 
out to the patient on three-week cycles 
as they are deciding. If the practice has 
a treatment coordinator, it becomes their 
responsibility. If not, the front desk person 
can make a simple phone call to check in. 
We’ve seen many practices tell the patient 
that they will give them a call in about a 
week or offer a second in-office consult to 
go over any final questions or concerns.

The bottom line is that follow-up can 
increase implant case acceptance by 20 
percent or more. Follow-up needs to be in-
corporated as part of the case presentation 
system and time must be allotted to make 
calls. To get the best results, a repeatable 
system must be put in place.

More than anything else, case presentation 
is about building a trust-based relationship 
with a patient. First, focus on building value 
with excellent scripting and benefits state-
ments. Next, ask for a commitment and be 
prepared to respond to any decision, ques-
tions, or objections a patient may have. 
Finally, follow up with every patient. 

________________

Roger P. Levin, DDS is the CEO and Founder 
of Levin Group, a leading practice manage-
ment consulting firm that has worked with 
more than 30,000 clients to increase produc-
tion. A recognized expert on dental practice 
management and marketing, he has written 
67 books and more than 4,000 articles and 
regularly presents seminars in the U.S. and 
around the world.

To contact Dr. Levin or to join the 40,000 
dental professionals who receive his  
Practice Production Tip of the Day,  
visit www.levingroup.com or email  
rlevin@levingroup.com.
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The new implant patient phone call is often a 
functional call during which the front desk staff 
member is pleasant, appoints the patient,  
and acquires the necessary information. 
There’s nothing bad about this call, but it’s 
not value-based as the conversation usually 
focuses on the clinical attributes of dental  
implants and a general rationale of why a  
patient might want them. It should go further 
to create a true value proposition where a  
patient becomes motivated, excited, and 
ready to accept implant treatment.
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The Many Benefits of  
Allograft Materials

Sufficient alveolar bone for the placement 
of implants in a prosthetically ideal position 
is often a challenge. Deficiencies of the al-
veolar ridge may result from trauma, devel-
opmental defects, periodontitis/peri-implan-
titis, or tooth extraction and subsequent 
alveolar bone resorption.1 Augmentation of 
insufficient bone volume prior to or at the 
time of implant placement is often required 
to assist in creating a long-term function 
and esthetic result.2 The surgeon consider-
ing augmentation modalities for correction 
of insufficient bone volume must consider 
systemic and local host factors, available 
surgical approaches and appropriate graft 
materials. Osseous augmentation is a 
surgical procedure that replaces missing 
bone with graft material from the patient’s 
own body (autograft), from another human 
(allograft), from another species (xeno-
graft), or from a synthetic source (alloplas-

tic graft).3 In this article, we’ll review the 
available osseous allograft materials and 
their properties, how osseous allograft ma-
terials turnover into new bone with regards 
to implant dentistry, and when osseous 
allograft materials are indicated.

Allograft is defined as a graft harvested 
from an individual other than the recipient, 
but from the same species.4 Therefore, 
allografts used in implant dentistry are de-
rived from other humans that are different 
than the individual receiving the graft. Al-
lograft bone is collected from the cadavers 
of humans that have donated their bone for 
beneficial uses by other living people. Prior 
to being used to benefit others, the bone is 
sourced through a tissue bank.5 The tissue 
banks are responsible for the timely med-
ical screening and ultimate clearance of 
fresh donor tissue. The donor tissue must 
be verified and cleared to be free from 
known pathogens and infectious diseases, 
such as human immunodeficiency virus 
(HIV). The tissue banks then prepare the 
donated bone for use. Preparation includes 
removal of fat from the bone: a process 
using ethyl alcohol or by hot sterile water 
under high pressure. The bone is crushed 
into a particulate or cut into standardized 
shapes and sizes as a block. Terminal ster-
ilization is completed by a deep freeze-dry-
ing method or by gamma irradiation to 
achieve 10-6 SAL at 25-38 kGy.6

By Andy Burton, 
DMD, AFAAID, DABOI/ID

It is important to understand the different 
properties of the available allograft  
material and the biologic mechanisms  
of osteoconduction, osteoinduction,  
and osteogenesis.
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Terminal sterilization ensures the lowest 
degree of potential disease transmission, 
thus providing the highest level of safety to 
recipients. Irradiated graft material is read-
ily available as a cortical particulate, a can-
cellous particulate, or a mix of cortical and 
cancellous particles.7 Freeze dried bone 
(FDB) particulates are readily available in 
the same forms and mixtures of cortical 
and cancellous bone. Particulate bone may 
be further classified by particulate size and 
mineral content, mineralized or demineral-
ized. Bone blocks are mineralized allografts 
made up of cortical shells with a cancellous 
core and are commonly from either the 
ilium or the vertebral body.

Ultimately, the goal of bone augmentation 
is to form new viable bone of adequate 
quality and quantity to place an implant 
and restore esthetics and masticatory func-
tions. Bone graft materials will undergo a 
process of resorption and subsequent turn-
over into new bone known as bone remod-
eling. In 1965, Harold Frost first described 
on the bone multicellular unit (BMU), also 
known as the cutting/filling cone, which 
is responsible for bone turnover or bone 
remodeling.8 BMUs consist of a cone of 
osteoclastic activity, the “cutting cone” 
responsible for demineralizing or “cutting” 
injured or dead bone, a resorption cavity, 
and a trailing cone of osteoblastic activity, 
the “filling cone.” Tetracycline labeling of 
metabolic fronts assess the velocity of the 

cutting/filling cone at a rate of ~40um per 
day. The cutting cone opens a resorption 
cavity one month following activation. 
Osteoblasts within the filling cone form 
new bone and will fill the resorption cavity 
within 3 to 5 months, leaving a completed 
secondary osteon in its wake.9 Resorption 
rates and subsequent turnover rates of 
graft materials are influenced by the three 
major characteristics: composition (cortical 
or cancellous), mineralization (mineralized 
or demineralized) and size (particle size or 
thickness).10 Cortical bone is compact and 
very dense in nature. The density of cortical 
bone slows the resorption rate thus slowing 
the turnover rate.11 Cancellous bone is 
less dense and comparatively has a faster 
resorption rate. The presence of mineral 
content slows the resorption rate, where 
demineralized graft materials have a faster 
resorption and turnover rate. Larger particle 
sizes resorb at a slower rate than smaller 
particle sizes. Due to the larger sizes of 
bone blocks, it would be logical to think 
they have the slowest resorption rate based 
on size alone. And this may be true for 
inlay block grafts. In general, onlay bone 

grafts exhibit a higher resorption rate since 
they are exposed less in the recipients’ site 
vasculature and they accept forces from 
the surrounding soft tissues compared to 
inlay grafting.1

It is important to understand the different  
properties of the available allograft material 
and the biologic mechanisms of osteo-
conduction, osteoinduction, and osteo-
genesis.12 Osteogenesis occurs when vital 
osteoblasts originating from bone graft 
material directly contribute to the growth 
of new bone. Autografts are osteogenic in 
nature where allografts cannot be osteo-
genic due to their lack of vital osteoblasts. 
Osteoconduction occurs when bone graft 
material serves as a scaffold for new bone 
growth.13 Osteoblasts from the margin of 
the osseous defect utilize the bone graft 
material as a framework to spread upon 
and grow new bone. Allografts in the very 
least are osteoconductive. Mineralized  
irradiated particulate and bone blocks, as 
well as mineralized freeze died particulate 
and bone blocks, are osteoconductive. 
Osteoinduction involves stimulation of 

continued on page 22

FIGURE 1. Block allograft: Irradiated tri-cortical iiiac block graft.
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osteoprogenitor cells to differentiate into 
osteoblasts and then begin the formation of 
new bone.14 A graft that is osteoconductive 
and osteoinductive will serve as a scaffold 
for native osteoblast and trigger the forma-
tion of new osteoblasts, promoting faster 
remodeling and modeling of the alveolar 
defect. Demineralized allografts undergo a 
process that remove the mineralized con-
tent of the bone. The removal of the mineral 
content of the bone releases the growth 
factors, cytokines, and other bioactive 
material contained within the osseous ex-
tracellular matrix which are osteoinductive.3 
Thus, demineralized allograft materials are 
considered an osteoinductive material.15

Various graft modifiers can be added to  
allogaft material to promote biologic mech-
anisms. Autogenous blood concentrates, 
platelet-rich fibrin (PRF), is well-document-
ed to aid in soft tissue healing.16 PRF has 
also been reported to demonstrate an 
increase in new bone formation and has 
a positive effect on early bone healing.17  
Platelet-rich fibrin (PRF) is a modification 
of platelet-rich plasma (PRP). It is indicated 
for alveolar bone augmentation, sinus lift 
procedure, extraction socket preservation, 
defect reconstruction following cyst enucle-
ation or tumor excision, and also alveolar 
cleft repair. PRF is an autologous fibrin with 

a large quantity of platelets and leukocyte 
cytokines.18 This blood concentrate con-
tains high levels of platelet-derived growth 
factor (PDGF), TGF, vascular endothelial 
growth factor, insulin-like growth factor 
(IGF), and epidermal growth factor (EGF).19 
These growth factors play a central role in 
hemostasis and the bone healing process, 
which makes PRF advantageous. Platelet 
growth factors are a well-known source of 
healing cytokines, usable for clinical appli-
cations. In many studies, PRF has a direct 
or indirect effect on bone regeneration in 
bone grafting or bone defect healing.20-22 
Many advantages of PRF for bone regener-
ation have been reported in the literature.23 
Recombinant growth factors such as BMP-
2 and platelet-derived growth factor (PDGF) 
have been shown to increase osteoin-
ductive properties of allogenic bone graft 
materials.24 Bone marrow aspirate con-
centrate (BMAC) with the use of allograft 

was evaluated and resulted in an improved 
pattern of bone formation, with higher bone 
density in the peripheral regions of the 
graft.25 BMAC offers an autogenous source 
for multipotent stem cells in addition to 
growth factors.26 Mesenchymal stem cells 
(MSCs) are multipotent cells and are highly 
capable to differentiate into osteocytes and 
osteoblastic progenitor cells.27 The addition 
of graft modifiers can alter the biological 
mechanism properties of allograft material 
and may be considered when indicated.

Bone allografts are excellent material due  
to their biological properties and are 
indicated in for use in implant dentistry. 
Historically, the autogenous graft has been 
referred to as the gold standard in graft  
material; however, owing to complications 
—mainly at the donor site— this procedure 
has been criticized and its indication  
questioned.28 The use of the allograft

Clinical Bite
continued from page 21

FIGURE 2. Histomorphological analysis of the irriadiated tricortical iliac block graft above. Six months 
post augmentation, core samples were taken and evaluated. Percent total vital bone is 91% and 9% 
remaining allograft.

continued on page 24
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removes the complications and second 
surgical site morbidity associated with au-
togenous grafts. Allografts are indicated in 
socket preservation.29 It is well established 
that post-extraction ridge preservation can 
be beneficial prior to implant placement.30,31 
Currently, allografts are the most common 
material used for ridge preservation.32 

Al-Ghamdi et al. suggested that FDBA is 
only osteoconductive, while DFDBA can be 
both osteoconductive and osteoinductive. 
DFDBA also showed more vital bone and 
less residual grafting material compared to 
FDBA when placed in extraction sockets 19 
weeks after extraction.33 Studies comparing 
cortical and cancellous FDBA demonstrat-
ed no significant differences in the percent-
age of new bone formation at extraction 
sites.34 

Allografts are an excellent choice for sinus 
augmentation procedures. Dr. Hilt Tatum 
Jr. performed the first sinus augmentation 
procedure in 1974. After more than 40 
years of performing thousands of sinus 
augmentations, Dr. Hilt Tatum Jr. advocates 
the use of allograft material solely for the 
successful outcome of a sinus augmenta-
tion.35 The availability of allograft material in 
various quantities and the ease of accessi-
bility allows the implant surgeon to be more 
efficient during the sinus augmentation  

procedure. Sinus augmentation using allo- 
graft (particulate or block) is predictable.36 

Allograft bone blocks are indicated for 
use in vertical or horizontal ridge defect 
augmentations. Starch-Jenson reported no 
difference in implant treatment outcome 
after horizontal ridge augmentation with 
allogeneic bone block compared with au-
togenous bone block. However, increased 

risk of complications was frequently report-
ed with allogeneic bone block.37 Today, the 
use of CAD/CAM technology provides cus-
tomized allografts that are defect-specific. 
The application of individual CAD allografts 
supports bone formation at deficient sites 
with reduced patient morbidity, decreased 
surgery time, and high patient accep-
tance.38 A systematic review by Monje, et 
al, concluded that the use of allogeneic 

Clinical Bite
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FIGURE 3. Mineralized freeze-dried particulate graft with blood concentrate modifiers (L-PRF + iPRF) to 
create “Sticky Bone” for the use in guided bone regeneration in the anterior maxilla.

FIGURE 4. Irradiated cancellous paticulate used to augment the maxillary sinus prior to implant placements.
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bone block grafts represent a reliable 
alternative to autogenous block grafts for 
augmenting the atrophic maxilla.39 

Allograft materials also have proven 
successful for guided bone regeneration 
(GBR). It has been used for GBR ridge 
augmentation, as well as in the treatment 
of periodontal defects and peri-implant 
defects.40 Lee reported a 1:1 mixture of 
cancellous and cortical Freeze-Dried Bone 
allograft combined with resorbable barrier 
membrane is effective for the treatment of 
peri-implant defects when using GBR.41 
Whether you are utilizing GBR for horizon-
tal ridge defects or periodontal/peri-implant 
defects, allograft materials are indicated.

Allografts have an excellent track record as 
a reliable bone graft material. They are safe 
and readily available in seemingly unlimited 
quantities in various compositions. They 
prevent the second surgical site and donor 
site morbidity complication frequently 
reported with autogenous grafts. Under-
standing the indications for their use, which 
osseous allograft materials are available 
and their properties, and how osseous 
allograft materials turn over into new bone 
provides the implant surgeon with a solid 
foundation for the use of allografts in the 
daily practice. Experienced clinicians and 
patients continue to enjoy the benefits of 
allograft bone materials in implant dentistry. 
The introduction of allograft bone materi-
als into a daily practice is best following 
a comprehensive course and one-to-one 

mentorship by an experienced clinician. 
Are you currently using allograft materials 
in your practice? Share your experiences 
with @theimplantman and @theimplant-
dentists on Instagram.
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Editor’s Note: Because of busy schedules, you may not have time to read the dozen or
so articles in each issue of the Journal of Oral Implantology. In this section of AAID News,
we selected a few articles that have broad applicability to the daily practice and provide
a brief summary of key points so you can decide if you wish to read the complete article.
The following articles are from Volume 47, Issue 3 (2021).

Although clinicians routinely aim to pro-
vide a prosthesis with an accurate fit on 
implants, a degree of prosthesis misfit is in-
evitable. This exploratory pilot animal study 
evaluated the effects of framework vertical 
misfit and the timing of implant loading on 
implant position and screw loosening. Four 
implants were placed in healed ridges of 
each side of mandibles of 3 sheep. On the 
right side, 2 immediate frameworks were 
placed after 2 days. One framework was 
fitting, and the other one had a vertical gap 

of 0.5 mm on the distal implant. After 8 
weeks (first review), the left side received 
2 conventional frameworks with similar 
fit conditions to the right side. At the first 
and second reviews, implant-level impres-
sions were taken to measure the vertical 
displacement of distal implants, and the 
loosening torque values of the retaining 
screws were measured. The loosening 
torque values for the immediate fitting 
frameworks were considerably greater than 
the immediate misfitting frameworks. 

FIGURES 1–6. FIGURE 1. Surgical placement of the implants. FIGURE 2. Implant level impressions were 
taken immediately after the placement. FIGURE 3. The fitting surface of a framework showing a nonen-
gaging interface. FIGURE 4. An example of a fitting framework. FIGURE 5. An example of a misfitting 
framework, in which a 0.5-mm vertical gap was added on between the fitting surface and the distal 
implant. FIGURE 6. An image of the 2 frameworks immediately after fitting.

RESEARCH ARTICLE

Implications of Implant Framework Misfit: An Animal Study on an Ovine Model
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FIGURES 4–7. FIGURE 4. Sequence of surgical 
drills used in control-group patients. FIGURE 5. Set 
of ultrasonic working tips used in test-group pa-
tients. FIGURE 6. Representative intraoperative im-
ages of the sequence of zygomatic implants insert-
ed in a test-group patient. (a) Anterior zygomatic 
implant site preparation ultrasonic working tips. (b) 
Insertion of the anterior zygomatic implant. (c) Pos-
terior implant site preparation ultrasonic working 
tips. (d) Two fully threaded zygomatic implants in-
serted. (e) Two zygomatic implants with both abut-
ments placed. FIGURE 7. Intraoperative view of a 
case-group patient in which the partially threaded 
quad zygomatic implants have been inserted with 
the extra-sinus technique.

Inserting zygomatic implants is a challeng-
ing surgery and requires special care and 
great precision. Piezoelectric surgery offers 
several advantages: more precise bone 
cutting with improved intraoperative visibility 
and a low temperature increase. The aim 
of this case-control study was to evaluate 
whether ultrasonic instruments can be as 
effective as standard drilling instruments 
for zygomatic implant surgery in terms of 
clinical outcomes. Ninety-two patients with 
atrophic maxilla were included in the study. 
Implant sites were prepared with the ultra-
sonic technique (test group = 47 patients) 
or traditional drilling (control group = 45 pa-
tients). In total, 368 zygomatic implants were 
inserted (202 with the extrasinus technique, 
77 with the sinus slot technique, and 89 with 
the Brånemark technique). Complete arch 
provisional prostheses were delivered 3 to 5 
hours after the surgical operations.  

The mean follow-up after surgery was 24 
months (range = 12–32 months). The 
primary outcome evaluations were based 
on implant survival rates and postoperative 
complications. Operative time and sur-
geon’s stress were evaluated as secondary 
outcomes. Implant survival rate was 100% 
in the test and 98.89% in the control group. 
Postoperative complications were seen in 
9 patients (4 in the test and 5 in the control 

group); the difference was not statistically 
significant. Operative time was longer in the 
test group; however, surgeons were more 
comfortable using ultrasonic instruments. 
Within the limitations of this preliminary 
study, the ultrasonic technique was a 
feasible alternative to traditional drilling for 
zygomatic implant surgery.

Marco Mozzati, MD, DDS, Giorgia Gal-
lesio, DDS, Funda Goker, DDS, MSc, PhD, 
Margherita Tumedei, DDS, PhD, Paoleschi 
Cesare, DDS, Andrea Tedesco, DDS, Mas-
simo Del Fabbro, MSc, PhD, Journal of Oral 
Implantology. 2021 June; 47(3):205-213.

RESEARCH ARTICLE (continued)

This was noticeable at the first review. At 
the second review, the loosening torque 
values were comparable to the immediate 
fitting and misfitting frameworks. Vertical 
implant displacement was observed for 
all misfitting frameworks. However, much 

greater implant displacement occurred un-
der the immediate frameworks. Therefore, 
implant frameworks with vertical misfit in 
the present study were associated with less 
screw stability and more implant displace-
ment. Retightening the retaining screws 

during the maturation of bone seemed to 
maintain the torque values.

Jaafar Abduo, BDS, PhD, Roy Judge, BDS, 
MDSc, PhD, Journal of Oral Implantology. 
2021 June; 47(3):183-189.

CLINICAL ARTICLE

Immediate Oral Rehabilitation With Quad Zygomatic Implants: Ultrasonic Technique 
vs Conventional Drilling
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Identifying the ideal position of the final 
restoration prior to implant surgery is 
essential for optimal esthetics. The study 
of the emergence contour design of 
implant restorations has been limited. The 
aim of this report is to compile the factors 
that affect the final esthetic outcome and 
integrate those factors into an easy-to-use 
model. This geometric model includes a 
linear distance created by the placement 
of an implant platform in relation to the free 
gingival margin and a circle representing 
the emergence profile to create an emer-

gence curve. If this model is evaluated and 
available, a practitioner can make appro-
priate decisions based on 3-dimensional 
immediate implant concepts. The authors 
conclude that hopefully this mathematical 
model, when integrated with prosthetic and 
implant-planning software, will enable the 
automated design of the most crucial buc-
cal subgingival marginal contour (running 
from the buccal mesial line angle to the 
distal line angle). This innovation will re-
move the need for estimating the arbitrary 
submarginal contour design. The integra-

tion will facilitate fabrication of an immedi-
ate prosthesis, which will result in the ideal 
buccal or labial gingival tissue contour.

Edgard El Chaar, DDS, MS, Cecilia White, 
DMD, Toni Salama, DDS, Andrew Andrawis, 
DMD, Journal of Oral Implantology. 2021 
June; 47(3):191-198.
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FIGURES 1–6. FIGURE 1. Established pa-
rameters in a healed ridge. Current implant 
guidelines suggest placement with a 3–4-mm 
vertical distance between the implant platform 
and future gingival margin, 2 mm of buccal bone 
thickness. In addition, there should be a 1.5-mm 
distance between an adjacent tooth and 3-mm 
distance between an adjacent implant. FIGURE 2. 
Established parameters in immediate placement. 
Implants placed in the extraction socket should 
provide for a gap of 2 mm between the implant 
platform and buccal plate, a vertical distance of 
3–4 mm between the implant platform and exist-
ing free gingival margin, and 3–5 mm of apical 
bone for establishment of primary apical stability. 
FIGURE 3. Establishing a geometric model based 
on established parameters. The vertical depth 
is measured from a line corresponding to the 
height of the free gingival margin directly above 
the implant platform to the most buccal point on 
the implant platform (line a to b). The horizontal 
distance is measured from the buccal wall of the 
socket to the implant platform (line a to d). These 
lines make up the legs of a right triangle. FIGURE 
4. Calculating the emergence line value. From the 
clinical situation, the established variables, vertical 
and horizontal distances, can be demonstrated 
as the legs of a right triangle. These can be used 
to calculate a value for the emergence line, as 
demonstrated from point B to point D. FIGURE 5. 
Quantifying degree of convexity. To better repre-
sent the actual shape of the emergence profile, it 
can be viewed geometrically as part of a circle. 
The degree of convexity over this distance can 
be changed by using circles of different sizes. A 
smaller circle represents a more contoured emer-
gence profile with greater convexity. A larger cir-
cle represents a more gradual emergence profile 
with less convexity. FIGURE 6. Effect of prosthetic 
contour on emergence curve. To best correlate the 
clinical effect of altering the prosthetic contour on 
our model, we used circles with varying radiuses 
to reflect the process of over- and undercontour-
ing. The smaller circle on the left represents the 
addition of prosthetic material to push soft tissue 
apically. The larger circle on the right represents 
removal of prosthetic material to encourage coro-
nal migration of the soft tissue. Th indicates tissue 
height; PP, prosthetic platform.

RESEARCH ARTICLE

Quantifying the Emergence Profile Contour for Immediate Provisionalization: 
A Proposed Mathematical Model
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ais.augmabio.com

AiS 2nd International Symposium
New Generation for Bone Regeneration

5 - 7 May, 2022
Gaylord Palms Resort & Convention Center
Kissimmee, FL

 

SAVE THE DATE

VIRTUAL

Targeting: 
Peri-ImplantitisTUESDAYS | THURSDAYS 

7:30 PM EST TO 9:00 PM EST
 
JANUARY 11 & 13 
JANUARY 18 & 20 
JANUARY 25 & 27

TO REGISTER, USE CODE AAID22

6 Sessions 
2 Presentations per Week 
9 Total CE Hours*

REGISTER NOW
 WWW.LASERDENTISTRY.ORG
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The AAID encourages members to ad-
vance their implant education by becoming 
credentialed. The Associate Fellow written 
exam (Part 1) is the first step in this pro-
cess. It is designed to assess knowledge 
of basic science, “entry-level” knowledge 
and understanding of implant dentistry 
principles, and the ability to apply these 
principles in a clinical situation. Candidates 
who pass Part 1 have four years to take the 
Part 2 (oral) examination. 

So far, 6 candidates passed Part 1 of the 
Associate Fellow Exam. The AAID can help 
you with Part 2 by providing you with a cre-
dential coach. Visit www.aaid.com/coach 
for more information.

Congratulations to the following candidates:
•	 Dr. Xena Alakailly, Troy, MI
•	 Dr. Aatif Ansari, Indianapolis, IN
•	 Dr. Elaine Bersaba-Vong,  

Tamuning, Guam
•	 Dr. Noah Mustafa, Seacaucus, NJ
•	 Dr. David Robbins, Gladwyne, PA
•	 Dr. Gregory Williams, Tigard, OR

AAID Candidates Pass the Associate Fellow 
Written Exam, Part 1 

Every year accredited dental programs refer an outstanding pre- and/or post-doctoral 
dental student who demonstrates great interest, academically and clinically, in implant 
dentistry. The award serves as recognition of students’ achievements, as well as provides 
the opportunity for the winner to advance their skills and knowledge within the field of 
implant dentistry. Winners receive complimentary membership and registration to an  
educational meeting of their choice. Look out for these future dental implantologists! 

2021 DENTAL STUDENT AWARD WINNERS

Post-Doctoral Winners

Brent Harney, DMD, University of Kentucky College of Dentistry
Allison Poget, DDS, The University of Tennessee Health Science Center 
Shahram Raoof, DMD, MMSc, Harvard School of Dental Medicine

Pre-Doctoral Winners

Modar Qais Alroomi, DMD, Tufts University School of Dental Medicine
Catherine Baitinger, University of Florida College of Dentistry
Kris Bano, DDS, University of Michigan School of Dentistry
Tara Bawel, DDS, Indiana University School of Dentistry
Ashish Bhandari, DMD, Southern Illinois School of Dental Medicine
Laura Borodic, DMD, University of Connecticut School of Dental Medicine
Reid Boulet, DDS, University of Alberta
Rebecca Carratt, DMD, Roseman University College of Dental Medicine
Ravin Chodavadia, DDS, University of Texas Health San Antonio School of Dentistry
Sarah Civitillo, West Virginia University
Claudio Cosio, DMD, Midwestern University College of Dental Medicine-Arizona
Veronica Curtis, DDS, The Ohio State University College of Dentistry
Holton Deatherage, DMD, University of Alabama at Birmingham School of Dentistry
Alejandro Diaz Tejeda, DMD, Rutgers School of Dental Medicine
Ashli Donahue, DMD, Midwestern University College of Dental Medicine-IL
Mandie Driver, DDS, Louisiana State University Health Science Center School of Dentistry

CONGRATULATIONS TO THE

2021 Dental Student Award Winners

continued on page 45
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Rationale: 
It has been the precedent in AAID history 
that the president only votes in Board of 
Trustees meetings to make or break a tie. 
Other bylaws (AAID Bylaws Article VII - 
Officers, Section 3 - Duties of Officers, A) 

President line 336) imply that the President
is the facilitator of the Board of Trustees 
meetings, but there is currently no bylaw 
that states how the president votes during 
the meetings.

2021 AAID Proposed Bylaws Amendments
AMENDMENT 1: (line 293)

Amend Article VI, Board of Trustees, Section 3, Meetings, E) Voting

CURRENT WORDING PROPOSED AMENDMENT IF ADOPTED WILL READ

Voting

Voting rights of a member of the 
Board of Trustees shall not be 

delegated to another nor 
exercised by proxy.

Voting

As facilitator of the Board of Trustees 
meetings, the President shall only vote 

to break or make a tie.

Voting

Voting rights of a member of the 
Board of Trustees shall not be 

delegated to another nor exercised 
by proxy. As facilitator of the Board 
of Trustees meetings, the President 

shall only vote to break or make a tie.

AAID Member Advantage Partners

�e AAID is proud partners with companies in the Member Advantage 
Program to connect members to discounted high-quality products 
and services for the front and back-end office. 

Go to www.aaid.com/MemberAdvantage for more information.

© 2021 American Academy of Implant Dentistry

The above amendment will be considered by the 
voting members of the American Academy of 

Implant Dentistry at its Annual Business Meeting 
on Saturday, November 13 at 2pm at the Hyatt 
Regency Chicago. For more information, please 

contact Joseph Weiss, AAID Advocacy and 
Governance Specialist at joseph@aaid.com
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Arizona
Frank Emmert, Oro Valley

Arkansas
Blakely Cingolani, Bryant

California
Feras Al Rezk, Visalia
Georgin Carrasco, Del Mar
Sassan Dadseresht, Temecula
Greg Friedman, San Diego
Kenneth Han, San Francisco
Hannah	 Hong, La Canada
Amir Khatami,  San Diego
Aita Koopahi, Walnut Creek
Juan Mejia, Los Angeles
Shamiram Melko, Los Altos
Michael	  Miyasaki, Sacramento
Minh Nguyen, Rocklin
Mohamed Othman, Sunnyvale
Yigal Prilutsky, Burbank
Joshua Rosales,	 San Pablo
David Sewell, Pasadena
Kazuma Sugahara, Redlands

Colorado
Robert Bull, Colorado Springs

Delaware	
Sattar Syed, Wilmington

Florida	
Akmal Ahmed, Lake Mary
Lauren Alfred, North Miami
Nehal Ali, Weston
Jeffrey Allen, Merritt Island
Joseph Alvarez, Estero
Gayane Avakyan, Weston
Vibhor Bidkar, Coconut Creek
Hector Cabrera, Miami
Nicholas Castellanos, Miami
Cornelia Dadaciu, Bradenton
Paula De Oliveira, Bonita Springs
Aaron Delgado, Estero
Annie Diaz, Cape Coral
Kim, Doan Jacksonville
Ivonne Duarte, Doral
Jordan Eckardt, Miami
Yelisbet	  Fernandez, Coral Gables
Luz Franco, Tamarac
Flavio Falcon, Miami Gardens
Alexandre Gaeta, Palm Beach Gardens
Rogelio Garrote, Miami
Juana Geldres, Palm Beach Gardens
Andre Gonzalez, Coral Gables

Alberto	 Graupera, Hialeah
Mariano Gutierrez, Hialeah
Amr Hassan, Wesley Chapel
Rosa Hernandez, Sarasota
Daniel Izaguirre, Cape Smiles
Alexander Jelicich, Miami
Chris Keane, SW Ranches
Adil Khan, Fort Lauderdale
Rafael Llanes, Hialeah
Ernesto Llerena, Tallahassee
Flor Luzardo, Miami
Alejandro Martinez, Indialantic
Yamila Noriega-Abreu, Sarasota
Ricardo Perales, Fort Myers
Annelise Perez, Fort Meyers
Reinaldo Perez, Miami Lakes
Sahar Rafiq, Naples
Carlos Rodriguez, Orlando
Emilio Acosta, Fort Myers
Elizabeth Santiago Torres, Saint Cloud
Ali Ahamed Shaik, Tallahassee
Paola Soto, Miami
Dylan Tagg, Naples
Huy Tran, Viera
Timothy Turner, Sebring
Jason Vanman, Saint Petersburg
Thomas Veronee, Lake Placid
Lesly Viera, Pembroke Pines
Sandra	 Wasif, Oviedo
Mohamed Youssef, Venice

Georgia	
Mark Barr, Atlanta

Illinois	
Joseph Akhikar, Glenview
Rashmika Patel, Morton Grove
Jose Rosalez, Chicago
Dima Sibai, Burr Ridge
Fransiskus Tjiptowidjojo, Chicago

Indiana	
Matthew Martin, Fishers

Kansas
Josh Matthews, Leawood

Kentucky
Jason Johnston, Shephardsville
Richard Neal II, Prospect

Louisiana
Luke St. Pierre, Lafayette

The AAID is pleased to welcome the following new members who joined between 
June 25, 2021, and October 25, 2021. The list is organized by state, with the new 
member’s city included. International members are listed by country, province (if 
applicable), and city. If you joined the AAID recently and your name does not appear 
below, it will be listed in the next issue of AAID News.

continued on page 36

PLEASE WELCOME THESE NEW MEMBERS IN YOUR AREA.
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Agency Name         NeigerDesign

Title of Ad          AAID Success Stories Ad

NDI Job Number    51003

Client         AAID

Ad size Full Page (With Bleeds)  8.5” x 11” 

Colors CMYK 

Publication AAID News

Issue date October, 2021

1515 Sherman Avenue
Evanston, Illinois 60201

847.328.1648
Fax: 328.1649

ND Contact: Carol Neiger  847.328.1648

Client Contact:  Marilyn Mages

Inspire, inform and increase your online visibility
Showcase the incredible ways that dental implants have changed 
the lives of your patients with others on their dental implant 
journey. Each month, thousands of potential patients look to  
AAID-implant.org for advice and guidance on dental implants and 
where to find a qualified dentist.

We want to celebrate the amazing outcomes of your patients — plus 
inspire people to learn about your practice and the importance of 
choosing an AAID member dentist for treatment. Submit your story 
to us today and be featured!

1.  Inspire potential patients

2. Showcase your work to   
 thousands of new people

3. Build trust and credibility

4.  Produce more referral traffic 
to your website

5.  Improve your online visibility

5 Benefits of Sharing 
Your Patient Story:

Leverage our web traffic:

REACH PATIENTS & BUILD TRUST:

Share a success story 
on AAID’s website 

8.7M
Total searches for  
AAID dentists on  

the Dr. Finder 

376,000
Website traffic 

sessions over the 
last year

1,750+
Questions and  

referrals requested

Check out the dental implant success stories your AAID colleagues 
are sharing on our public-facing website:  
aaid-implant.org/category/what-patients-say

How to Submit Your Story

1. Choose one of your favorite dental implant patient success stories

2. Connect with your patient to receive their permission to share 
 their story and ask them to provide 2 things:

 a.  A short testimonial about their results or improvements
 b.  A well-lit, high-resolution portrait/headshot of patient

3. Write the story in 400-600 words. Break it into 3 paragraphs:  
 Challenge, Solution, Results

4. Submit the story and photo at: aaid-implant.org/submit-story

5.   Our editors will review your story and deliver a digital proof for 
your approval before it gets published

Follow AAID LifeSmiles 
on social media, too!

AAID-IMPLANT.ORG 
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Maine
David Jacobson,  
   Cape Elizabeth	

Maryland
Adam Frieder, Frederick
Chibueze Okoro,  
   Upper Marlboro
Subram	 Ramamurthy,  
   Baltimore

Michigan
Samuel McGuire, 
   Portage
Shaun Williams, 
   Caldonia

Minnesota
Jonathan Falkowski,  
   Apple Valley
Kyle Novotny, Blaine
Peter Thurnau, Lakeville

Mississippi
Robert Culpepper, 
   Laurel

Missouri
Carl Graves, St. Louis
Mukuka Kapilikisha, 
   Hollister

Montana
Andre Cardoso, Billings
	
Nevada	
Joshua Ignatowicz, 
   Henderson

New Jersey
Shari Klein, Teaneck
Berry Stahl, Englewood
	
New York
Rachel Awad, 
   Staten Island
Anthony Bogdan, 
   Valley Stream
David Borata, Brooklyn
Paula De Oliveira, 
   Brooklyn
Karen DiBona, 
   Staten Island
George Psaltis, 
   New York
Amrendra Singh, Bronx
Brian Tanz, New York
Songmei Zhang, Vestal

North Carolina
Sidney Chadwick, 
   Greensboro
Jason Duke, Apex
David Harrington, 
   Zebulon
Evan Moore, 
  Greensboro
Don Preble, Asheville
Nick Wentworth, 
   Mooresville

Ohio
Jeff Mallette, Canton
Sang-ook Shin, 
   Shaker Heights

Oklahoma
Austin Brasher, Edmond

Oregon
Frances Golly, 
   McMinnville
	
South Dakota
Andrew Schuitman, 
   Sioux Falls

Tennessee
Brooklin Byrd, Bartlett
John Downey, Memphis
Deidra Harrison- 
McClain, Goodlettsville

Texas
Soufian Askar, Pharr
Scott Clinton, 
   Waxahachie
Ibrahim Saeed, Houston
Maria Santos, Kingwood
Nidhi Shah, Houston

Utah
Jared Hansen, 
   Salt Lake City
	
Virginia
Edison Abril, Aldie
Glenn Evans, Radford
Julia Jackson, 
   Annandale
Jay Patel, Burke

Washington
Jon Caldwell, Renton
Andy Keith, Seattle
Gurveen Khatkar, 
   Tacoma

Kunal Narang, Bellevue
Anthony Surratt, 
   Aberdeen
Renee Tai, Fircrest
Lance Timmerman, 
   Tukwila
Jonathan Todorovich, 
   Bellingham

Wisconsin	
Beau Schneiss, 
   West Bend

Wyoming	
Laci Rector, Powell

CANADA

Alberta
Cameron Stringham, 
   Edmonton
Cheyanne Olsen, 
   Calgary
Tasha Chrbet, Calgary
Mike Truong, Edmonton
Navjeet Multani, Calgary

British Columbia
Parveen Azhar, 
   Vancouver
Angela Chiu, Vancouver
Aaron Cooper, Nanaimo
Manjot Dev, Surrey
Jordan Galpin, 
   Vancouver
Phil Hou, Chilliwack
Ivan Jin, Burnaby
Salim Kamani, Delta
Charlotte Lee, Coquitlam
Christopher Mah, 
   Vancouver
Jessamine Martinez, 
   Vancouver
Neel Minhas, Ladysmith
Parth Naik, Surrey
Vivek Patel, 
   Williams Lake
Bob Sun, Vancouver
Chloe Tan, Richmond

Manitoba
Anjali Bhagirath, 
   Winnipeg

Ontario
David Nguy, Toronto
Michael Rondinelli, 
   Sarnia
Eva Volman, Dundas

Quebec
Mohamed Youssef, 
   Verdun

Saskatchewan
Anis Haji, Unity

INTERNATIONAL

Bangadesh
Quazi Rahman

France
M. Stuart Molly

Japan
Kazuma Sugahara
Koichi Nishimura

Korea
Sangheon Yee

Qatar
Fadi Akhabbani

Saudi Arabia
Ali Alenzi

South Korea
Junyoung Park
Ahmed Seiam
Myoungsup Shin
Sangheon Yee
Myeung Seung Yang

Turkey
Ömer Ekiz

United Arab Emirates
Adnan Abdalrahim
Adel Abdo
Fatima Ahmed
Mairy Aiad
Doa Akrama
Ahmed	 Al Katheri
Abdulrahman Al Nahhas
Noor Alhuda Al Sahlane
Mohammad Al Zari
Haider Al-Sultany
Yasmin Mohamed Aly
Marwan Atrouni
Alaa Attar
Hassane Ayoub
Maisam Elgergawi
Ehab Elmubashr
Shazia Fathima
Zahra Fazal

Yazan Hussein
Maha Ibrahim
Sunil Jacob
Hatem Mowaket
Farooq Nawaz
Narjes Othman
Said Samara
Jai Shankar
Seraj Shath
Aliaa Abd Mohamed Slem

NEW STUDENT 
MEMBERS

Landon Allen
Catherine Baitinger
Kris Bano
Anjali Bhagirath
Jacob Bonola
Laura Borodic
Austin Brasher
Andre Cardoso
Rebecca Carratt
Sidney Chadwick
Kyle Coon
Claudio Cosio
Ashli Donahue
Mandie Driver
Yelisbet Fernandez
Connor Francis
Ian Furlong
Betsy Grove
Yohannes Hadera
Brent Harney
Kim Ahn Hoang
Gabriella Hurov
Mamdouh Kachlan
Karen Khachatryan
Hannah Klaassen
Olivia Kutlesa Hewko
Jiachen Lin
Ramzy Lotfi
Gloria Luong
Shay Mieczkowski
Keenan Osman
James Pacheco
Allison Podget
Shahram Raoof
Michael Schiappa
Stephanie Schreiber
Joon Woo Sohn
Shadoe Stewart
Sviatlana Stsiatsevich
Kazuma Sugahara
Paul Thomas
Luca Trooien-Smith
Eva Volman
Jeremy	 Williams

New Members
continued from page 34
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Editor’s Notebook
continued from page 4

The human jaw is a complex multiorgan 
structure with multiple bones, muscles, 
tendons, ligaments, teeth, mucosae, all 
enwrapped by a normal or abnormal 
personality. Parafunctional habits may into 
play that effect treatment.

So, should we abandon the term CR? 
Should the functional aspects of the 
relationship of the jaws be described by 
two or three terms that would be used in 
various combinations. Terms that describe 
occlusal tooth interaction, condyle position, 
muscle origin and insertion locations on 
bone that may affect leverage, muscle bite 
force capacity, limitations of mandibular 
movement, effects of proximate osseous 
structures such as the antra, flexure of the 
mandible during loading, psychological 
factors, etc. Should these parameters be 
assigned mathematical values that result 
in a numerical expression that defines a 
range of function?

There are differences of opinions as to 
the importance of a centric slide and if it 
contributes to any temporomandibular 
disorders. Nonetheless, at least one study 
demonstrated that there is no connection 
between a centric slide and TMJ disorders.  
The reproducibility of CR position for  
TMD patients is apparently not well  
defined in the dental literature. But one 
study suggests that there is no variation  
between CR position in TMD-patients  
and non-TMD patients.

Maximum intercuspation (MIC) describes 
teeth relation irrespective of the TMJ  
positioning. MIC is generally stable repro-
duceable and acceptable and comfortable 
for patients. The MIC condylar position is 
generally an appropriate position for dental 
treatment. 

There can be variations in the position of 
the condyle in the fossa when the teeth are 
in MIC. Thus, any definition that describes 
any one specific condylar position may be 

inappropriate. Jaw position is dynamic as 
it occurs during swallowing and clenching. 
Condylar position as shown on cone beam 
computerized tomogram (CBCT) or mag-
netic resonance imaging (MRI) may not 
indicate a problematic issue. During func-
tion the condyle may be positioned in the 
fossa, on the incline or on the crest of the 
eminence. The thickness of the fibrocarti-
lage covering of the TMJ can indicate the 
magnitude of loading it has been subjected 
to. The bone roof of the fossa is covered 
with thin vascularized fibrous connective 
tissue that may not tolerate severe biome-
chanical loading. Most loading is directed 
to the posterior ramp of the eminence. 

The mandibular fossa may be considered 
an adjacent structure to the TMJ and not a 
functional component. Thus, considering 
CR as a condyle-fossa relationship may be 
inappropriate since there is no universally 
accepted correct condylar position. 

Identical repeatability of CR may not be 
a valid proof of correctness. CR may be 
determined by any one of several methods 
with slightly different results. Reproduc-
ibility may not be such an important ideal 
because of all the soft tissues involved in 
the condyles being positioned. 

The word centric may not be appropriate 
because it implies that the condyles are 
centered which may not be true if this 
means centered in the glenoid fossa.  
CR also may imply that there is a correct 
and proper position for the condyles as in  
a hard surface mechanical device. There 
may be a biologically correct position 
which implies that there is some positional 
leeway. Adhering to set of theoretical rules 
may lead to misdiagnosis and inappro-
priate treatment. Most healthy dentate 
patients have a repeatable stable, and 
functional MIC so no extraordinary diag-
nostic procedures would be necessary. 
The condyles are already appropriately 
positioned. 

Some patients will present with mandibular 
instability that is a result of an unstable 
MIC from injury or malocclusion. These 
may require establishment of a new jaw 
relation such as in edentulous or partially 
edentulous patients, full mouth rehabilita-
tion patients and those with orthodontic or 
orthognathic issues. Patients with intracap-
sular trouble may require comprehensive 
treatment to establish a stable mandibular 
position. 

Instead of attempting to create a specific 
jaw position, a reproducible condylar posi-
tion on the posterior ramp of the eminence 
is appropriate with the understanding that 
it may be a variation. Forcing condylar 
positioning may be an error. When a new 
MIP is established, the masticatory tissues 
will undergo remodeling to accommodate 
the jaw position and stability should be 
attained in the majority of patients. 

Given the decades of controversy, emo-
tionality and bickering it may be impossible 
for the profession to agree on appropriate 
terminology that expresses the functional 
relationship of the jaw. The CR controversy 
continues.
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Abu Dhabi AAID MaxiCourse®

Abu Dhabi, UAE
Director: Shankar Iyer, DDS, MDS, FAAID, 
DABOI/ID
Assistant Director: Ninette Banday, BDS, MPH
Email: drsiyer@aol.com
Phone: 908-527-8880
Website: www.maxicourseasia.com

Augusta University AAID MaxiCourse®

Augusta, GA
Director: Douglas Clepper, DMD, FAAID, 
DABOI/ID
Assistant Director: Michael E. Pruett, DMD
Contact: Lynn Thigpen
Email: lbthigpen@augusta.edu
Phone: 706-721-1447
Website: www.georgiamaxicourse.com

Bangalore AAID MaxiCourse®

Bangalore, India
Director: Shankar Iyer, DDS, MDS, FAAID, 
DABOI/ID
Assistant Director: Ninette Banday, BDS, MPH
Email: drsiyer@aol.com
Phone: 908-527-8880
Website: www.maxicourseasia.com

Boston AAID MaxiCourse® 
Boston, MA
Director: Brian Jackson, DDS, FAAID, 
DABOI/ID
Contact: Jana Selimovic, 
	 Program Coordinator 
Email: Education@bostonmaxicourse.com
Phone: 315-922-2176
Location: Harvard Club of Boston
Website: www.bostonmaxicourse.com
Instagram: bostonmaxicourse_bic
Facebook: Boston MaxiCourse

Cairo AAID MaxiCourse®

Cairo, Egypt
Director: Robert Miller, DDS, FAAID,  
DABOI/ID
Assistant Director: Shankar Iyer, DDS, 
MDS, FAAID, DABOI/ID
Contact: Aref Alnaib
Email: Info@EgyptMaxiCourse.com
Phone: +2 01271629111
Website: www.egyptmaxicourse.com

Las Vegas AAID MaxiCourse®

Las Vegas, NV
Director: John Minichetti, DMD, FAAID, 
DABOI/ID
Assistant Director: Shankar Iyer, DDS, 
MDS, FAAID, DABOI/ID
Contact: Sarah Rock
Email: sarah.englewooddental@gmail.com
Phone: 201-871-3555
Website: www.dentalimplantlearningcenter.com

Nagoya, Japan AAID MaxiCourse®

Nagoya, Japan
Director: Yasunori Hotta, DDS, PhD, FAAID, 
DABOI/ID 
Assistant Directors:
Hiroshi Murakami, DDS, PhD, FAAID
Koji Ito, DDS, PhD, FAAID
Komatsu Shinichi DDS, PhD, FAAID
Takashi Saito, DDS, PhD, FAAID
Contact: Yasunori Hotta, DDS, PhD, AFAAID 
Email: hotta-dc@ff.iij4u.or.jp
Phone: +81-52-794-8188
Website: www.hotta-dc.com

New York AAID MaxiCourse®

Bronx, NY
Director: John Minichetti, DMD, FAAID, 
DABOI/ID
Assistant Director: Joseph C. D’Amore, 
DDS, AFAAID, DABOI/ID
Contact: Sarah Rock
Email: sarah.englewooddental@gmail.com
Phone: 201-871-3555
Website: www.dentalimplantlearningcenter.com

Nova Southeastern University College  
of Dental Medicine Implant AAID  
MaxiCourse®

Fort Lauderdale, FL
Director: Jack Piermatti, DMD, FAAID, 
DABOI/ID
Assistant Director: Thomas J. Balshi,  
DDS, PhD
Contact: Linnette Dobbs-Fuller
Email: dentalce@nova.edu
Phone: 609-314-1649
Website: www.dental.nova.edu/ce/courses/ 
2018-2019/aaid-maxi-course.html

Roseman University AAID MaxiCourse® 
South Jordan, UT
Director: Bart Silverman, DMD, FAAID, 
DABOI/ID
Assistant Director: Shankar Iyer, DDS, 
MDS, FAAID, DABOI/ID
Contact: Vicki Drent
Email: vdrent@roseman.edu
Phone: 801-878-1257

Rutgers School of Dental Medicine  
AAID MaxiCourse®

Newark, NJ
Director: Jack Piermatti, DMD, FAAID, 
DABOI/ID
Assistant Director: Shankar Iyer, DDS, MDS 
FAAID, DABOI/ID
Contact: Janice Gibbs-Reed, MA
Email: gibbs@sdm.rutgers.edu
Phone: 973-972-6561
Website: cde.sdm.rutgers.edu/maxicourse/

San Juan, Puerto Rico AAID MaxiCourse®

San Juan, PR
Director: O. Hilt Tatum, DDS, FAAID DABOI/ID
Assistant Director: Jose Pedroza, DMD, MSC
Contact: Miriam Montes
Email: prmaxicourse@gmail.com
Phone: 787-642-2708
Website: www.theadii.com

Waterloo, Ontario AAID MaxiCourse®

The TI-MAX Institute
Director: Rod Stewart, DDS, FAAID,  
DABOI/ID
Assistant Director: George Arvanitis, DDS, 
FAAID, DABOI/ID
Contact: Chantel Furlong
Email: info@timaxinstitute.com
Phone: 905-235-1006
Website: www.timaxinstitute.com

Vancouver AAID MaxiCourse®

Vancouver, BC
Director: William Liang, DMD, FAAID, 
DABOI/ID
Contact: Andrew Gillies
Email: andrew@implant.ca
Phone: 604-330-9933
Website: www.vancouvermaxicourse.com

Washington, DC AAID MaxiCourse® 
Washington, D.C.
Director: Bernee Dunson, DDS, FAAID, 
DABOI/ID 
Contact: Keonka Williams 
Email: dcmaxi@dunsondental.com 
Phone: 404-897-1699 
Website: www.dcmaxicourse.com
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Your talent+our technology 
Let's achieve perfection with our revolutionary 

robot-assisted dental implant system. 
Say hello to Yomi®,. It's the first and only FDA-cleared robot-assisted dental 

surgical system that helpps you digitally plan your procedures, uses haptics to gently 
guide your hand, and helps you precisely place implants with confidence. 

Invest in a partnership that helps set your practice apart. You '-Yomi. 

BY NEOCIS 

m im @J a 
Yomi• is the first and only FDA-cleared robot-assisted dental surgery system. Yomi is a computerized navigational system intended to 
provide assistance in both the planning (P.re-operative/ and the surgical (intra-operative) phases of dentarimplantation surgery. The 
system provides software to preoperat1vely plan denta implantation procedures and provides navigational guidance of the surgical 
instruments. Yomi is intended for use in partially edentulous and fully edentulous adult patients who qualify Tor dental implants. 

LB-0348RA 

We all want 
the same thing.

Download the Zimmer Biomet Dental Education 
app or visit: zimmerbiometdental.com/education

Complimentary, convenient CE.

What happens when you connect to the Zimmer Biomet Institute? 
You’ll have world-class educational opportunities at your fingertips.

From live and on-demand web-based programs to live clinical procedural 
streaming and how-to technique videos, our virtual learning programs 
provide premium-quality education in the convenience of your own home, 
office, or anywhere you choose to stream these events.

Designed to fit varying learning styles and lifestyles of the modern 
dental professional. Whether your interest is in emerging digital 
dentistry innovations or the latest techniques in restorative and 
implant dentistry with industry leading regenerative solutions. 
There is something for everyone.

Stay connected. Any time. Anywhere. 

It’s what happens when Zimmer Biomet Dental + U get together.

Unless otherwise indicated, as referenced herein, all trademarks are the property of Zimmer Biomet; and all 
products are manufactured by one or more of the dental subsidiaries of Zimmer Biomet Holdings, Inc. and 
marketed and distributed by Zimmer Biomet Dental and its authorized marketing partners. This material 
is intended for clinicians only and does not comprise medical advice or recommendations. Distribution to 
any other recipient is prohibited. This material may not be copied or reprinted without the express written 
consent of Zimmer Biomet Dental. ZB1101 REV A 04/20 ©2020 Zimmer Biomet. All rights reserved.

Zimmer Biomet Dental + U 
A partnership for innovative solutions

Brought to you by
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United States

AAID Bergen County Dental Implant 
Study Group
Location: Englewood, NJ
Director: John Minichetti, DMD
Contact: Lisa McCabe
Phone: 201-926-0619
Email: lisapmccabe@gmail.com
Website: https://bit.ly/2rwf9hc

Acadiana Southern Society
Location: Lafayette, LA
Director: Danny Domingue, DDS
Phone: 337-243-0114
Email: danny@jeromesmithdds.com
Website: www.acadianasouthernsociety.
com/upcoming-meetings.html

Alabama Implant Study Club
Location: Brentwood, TN
President: Michael Dagostino, DDS
Contact: Sonia Smithson, DDS
Phone: (615) 337-0008
Email: aisgadmin@comcast.net
Website: www.alabamaimplant.org

Bay Area Implant Synergy Study Group
Location: San Francisco, CA
Director: Matthew Young, DDS
Phone: 415-392-8611
Email: young.mattdds@gmail.com
Website: http://youngdentalsf.com

Calderon Institute Study Club
Location: Queens, NY /Oceanside, NY
Director: Mike E. Calderón, DDS
Contact: Andrianna Acosta
Phone: 631-328-5050
Email: calderoninstitute@gmail.com
Website: www.calderoninstitute.com

CNY Implant Study Club
Location: 2534 Genesee street. Utica, NY
Director: Brian J Jackson, DDS
Contact: Tatyana Lyubezhanina,  
Judy Hathaway
Phone: (315) 724-5141
Email: bjjddsimplant@aol.com
Website: www.brianjjacksondds.com

Hawaii Dental Implant Study Club
Location: Honolulu, HI
Director: Michael Nishime, DDS
Contact: Kendra Wong
Phone: 808-732-0291
Email: mnishimedds@gmail.com
Website: www.honoluludentaloffice.com

Hughes Dental Implant Institute and 
Study Club
Location: Sterling, VA
Director: Richard E. Hughes, DDS
Contact: Victoria Artola
Phone: 703-444-1152
Email: dentalimplant201@gmail.com
Website: http://www.erhughesdds.com/

Implant Study Club of North Carolina
Location: Clemmons, NC
Director: Andrew Kelly, DDS
Contact: Shirley Kelly
Phone: 336-414-3910
Email: shirley@dentalofficesolutions.com
Website: www.dentalofficsolutions.com

Mid-Florida Implant Study Group
Location: Orlando, FL
Director: Rajiv Patel, BDS, MDS
Contact: Director
Phone: 386-738-2006
Email: drpatel@delandimplants.com
Website: http://www.delandimplants.com/

SMILE USA® Center for Educational
Excellence Study Club
Location: Elizabeth, NJ
Director: Shankar Iyer, DDS, MDS
Contact: Terri Baker
Phone: 908-527-8880
Email: dentalimplant201@gmail.com
Website: http://malosmileusaelizabeth.com

Canada

Vancouver Implant Continuum
Location: Surrey, BC, Canada
Director: William Liang, DMD
Contact: Andrew Gillies
Phone: 604-330-9933
Email: andrew@implant.ca
Website: www.implant.ca

International

Aichi Implant Center
Location: Nagoya, Aichi-Ken, Japan
Director: Yasunori Hotta, DDS, PhD
Phone: 052-794-8188
Email: hotta-dc@ff.iij4u.or.jp
Website: www.hotta-dc.com

Beirut AAID Study Club
Location: Beirut, Lebanon
Director: Joe Jihad Abdallah, BDS, MScD
Phone: 961-174-7650
Email: beirutidc@hotmail.com
Website: http://www.beirutidc.com

2020 Bay Area Implant
Institute Continuum
Dr. Ihab Hanna
Phone: 650-701-1111
Email: info@bayareaimplantinstitute.com 
Website: https://www.bayareaimplantin-
stitute.com/page/course-schedule/

Beirut Implant Dentistry Center
Beirut, Lebanon
Dr. Jihad Abdallah & Andre Assaf
Contact: Mahia Cheblac
beirutidc@hotmail.com
+961 1 747650/+961 1 747651
Fax: +961 1 747652

The Dental Implant Learning  
Center- Basic to Advanced Courses 
in Implant Dentistry 
Dr. John C. Minichetti 
Contact: Sarah Rock 
Phone: 201-731-3239
Email: sarah.englewooddental@gmail.com 
Website: https://www.dentalimplantlearn-
ingcenter.com/ce-courses/register-online

California Implant Institute
Dr. Louie Al-Faraje, Academic Chairman
Phone:858-496-0574
Email: info@implanteducation.net
Website: http://www.implanteducation.net

Cancun Implant Institute:  
Comprehensive Oral Surgery  
Training for Modern Dental and 
Implant Practice 
Dr. Joseph Leonetti & Dr. Bart Silverman 
Emails: ��Jal3658@aol.com 

Bsilver293@aol.com
Phone: 1-800-757-1202
Website: https://cancunimplantinstitute.org

Connecticut Dental Implant  
Institute 
Manchester, CT
Various Courses available 
Dr. Joel L. Rosenlicht
Contact: Michelle Marcil
Email:  michelle@jawfixers.com
Website: www.jawfixers.com

Courses presented by AAID credentialed members*

AAID Active Study Clubs*AAID Active Study Clubs*

United States
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East Coast Implant Institute
Implant Complications:
A 25 Year Retrospective Review
Dr. Brian J. Jackson
Contact: Jana Selimovic
Phone: 315-922-2176
Email: education@bostonmaxicourse.com 
Website: http://eastcoastimplantinst.com/
upcoming-courses/

Implants in Black and White
Dr. Daniel Domingue
Dr. Jerome Smith
Contact: Maggie Brouillette
Phone: 337-235-1523
Email: maggie@jeromesmithdds.com 
Website: http://blackwhiteimplants.weebly.
com

Introductory Implant Placement 6-Day 
Dental Implants Course
48 CE in 6 Days
Dr. Michael Shulman
info@shulmandds.com
(201) 840-7777

Midwest Implant Institute 
Drs. Duke & Robert Heller  
Advanced Courses:
(305) Implant Prosthetics
(411) The All Inclusive Live Surgical Course
(601) Bone Grafting & Sinus Elevation
(602) Digging Out of Problems
Phone: 614-505-6647
Email: samantha@mii1980.com
Website: www.midwestimplantinstitute.com

Mini-Residency in Implants  
in Sri Lanka and Malaysia
Course Director: Dr. Shankar Iyer
Contact: Dr. Prasad Amaratunga, Sri Lanka
Email:  pgdasrilanka@gmail.com 
Contact: Dr. Ahmed Shugey, Malaysia
Email:  shugey64@gmail.com
Website www.smileusacourses.com

Pikos Implant Institute
Dr. Michael A. Pikos
Soft Tissue Grafting Sinus Grafting Alveolar 
Ridge Strategies: Single Tooth to Full-Arch
Fully Guided Full-Arch Immediate Implant
Reconstruction Contact: Alison Thiede 
Phone: 727-781-0491
Email: learn@pikosInstitute.com
Website: www.pikosinstitute.com/programs 
-and-courses/coursecontinuum-overview

Stanley Institute for  
Comprehensive Dentistry
Dr. Robert Stanley
Contact: Megan Carr, Interim Director of 
Continuing Education
Phone: 919-415-0061
Email:  megan@stanleyinstitute.com
Website: https://stanleyinstitute.com/

Train For Success: Live!  
Dental Implant Continuum
Dr. Joseph A. Leonetti
Contact: Scott Lauer
949-257-5696
scottlauer@dentalimplantedco.com 

Canada

Leigh Smile Dental Implant Courses: 
WESTERN IMPLANT TRAINING:
An Introductory to Advanced Surgical
& Prosthetic Program with Implant
Company Participation and
Year Round Custom tailored, 4-day 
mini residency courses
Dr. Robert E. Leigh, Director
Contact: Corie Zeise
Email: coriemanager@gmail.com
Phone: 1-780-349-6700
Website: http://www.westernimplanttraining.com

Pacific Implant and Digital  
Dentistry Institute
Dr. Ron Zokol
Contacts: Barbara Cox and Dr. Faraj Edher
Emails:  barbara.cox@ddidental.com 
faraj.edher@ddidental.com
Website:  www.ddidental.com

Toronto Implant Academy
Dr. Emil LA Svoboda
Taming The Old Dragons of Implant  
Prosthetics-3 Part Virtual Webinar Series 
Contact: Christine Wade,  
Communications Officer
Phone: 416-432-9800
Email:  www.reversemargin.com 
Link for AAID Group: https://www.reverse 
margin.com/aaid_guest_ access/
Password: AAID20
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2021 ABOI/ID Diplomates
The ABOI/ID Diplomate designation symbolizes a practitioner’s 
achievement of one of the highest levels of competence in the  
field of implant dentistry.

CONGRATULATIONS

Mohammed Jasmin Al- Guboori, BOS, MSc, Baghdad, Qahira 

Feras Alrezk, DDS, Visalia, CA 

Abdulaziz M. Altamimi, BDS, Alrahmaiah, Riyadh 

Mohamed H. Attia, DDS, Alexandria, VA 

Adam Barsoum, DMD, Brooklyn NY 

Matthew D. Bergman, DMD, St. George, UT 

Guillermo Bernal, DDS, MSD, Bogota, Columbia 

Amandeep S. Bhullar, DMD, San Jose, CA 

Thomas E. Bramanti, DDS, PhD, Fresno, CA 

Guy J. Burk, DMD, Anchorage, AK 

Andy R. Burton, DMD, Husum, WA 

Kathleen M. Casacci, DDS, Amherst, NY 

Raul A. Castano, DMD, MS, Orlando, FL 

Yuen Lok Loretta Ching, BDS, MSD, Irvine, CA 

Irbad Chowdhury, DMD, Skokie, IL 

Andre Barbisan De Souza, DDS, MSc, Boston, MA 

David Domaas, DDS, Minneapolis, MN 

Randall Elloway, DDS, Red Bluff, CA 

Ahmed M. Eltanty, DDS, Sarnia, Toronto, Canada

Mauricio H. Fonrodona, DDS, Fillmore, CA 

Iham Gammas, DMD, Boston, MA 

Xhoana Gjelaj, DMD, Trinity, FL 

Philip J. Gordon, DDS, Leawood, KS 

Cody Eugene Gronsten, DDS, Mitchell, SD 

Kevin M. Haiar, DDS Sioux Falls, SD 

Mitra Hashemi, DDS, Sidney, British Columbia, Canada

Rachana Hegde, BDS, MS, Draper, UT 

Gene Allen R. Herrera, DDS, Concord, CA 

Paul D. Herrera, DDS, Lawrence, KS 

Travis J. Hunsaker, DDS, Salem, OR 

Marko Jeftic, DMD, Philadelphia, PA 

Charles D. Kirksey, DDS, Fairfax, VA 

Elliot Koschitzki, DDS, Rocky Point, NY 

Jewel L. Landy, DDS, Hamilton, Bermuda 

Nancy Lee, DDS, Burbank, CA 

Chad S. Lewison, DDS, Canton, SD 

Hung-Chi Liao, DMD, Loma Linda, CA 

Dean Licenblat, DDS, Sydney, Australia 

Sunee Limmeechokchai, DDS, MSD, Redlands, CA 

Gary R. Login, DMD, DMSc, Brookline, MA 

Keith M Long, DDS, Lakeport, CA 

Henry Allen Long Jr., DDS, Lakeport, CA 

Joseph A. Miller, DMD, Auburn, CA 

Zuhair S. Natto, BDS Jeddah, Saudi Arabia 

Eric N. Nunnally, DMD Louisville KY 

Tiberiu Oancea, DDS, Houston, TX 

David A. O’Dowling, BDS, NUI, Perth, Australia 

Hardeek Pshailal Patel, DDS, Edison, NJ 

Wade A. Pilling, DMD, Meridian, ID 

Periklis Proussaefs, DDS, MS, Ventura, CA 

Steven F. Puffer, DMD, Nacogdoches, TX 

Mahmoud Ahmed Qabazard, DDS, Kuwait City, Kuwait

Lokesh C. Rao, DDS, Yonkers, NY 

Moustapha Abd El Hamil Saad, BDS, MDS, 
TYR-South Lebanon, Lebanon

Larysa Kulish Smith, DDS, Boca Raton, FL 

John R. Striebel, DDS, Miamisburg, OH 

David E. Sullivan, DDS, Indian Trail, NC 

William F. Thornell, DDS, Pagosa Springs, CO 

Charles Town, DDS, Woodway, TX 

Steven J. Vorholt, DDS, Scottsdale, AZ 

Viviana Lea Waich, Aventura, FL

Matthew R. Walton, DDS, Greenwood, IN 

Eric Wang, DDS, Medina, MN 

11179_ABOI_2021CONF_Ad.indd   111179_ABOI_2021CONF_Ad.indd   1 10/14/21   2:14 PM10/14/21   2:14 PM



AAID NEWS     2021 ISSUE 3 45

2021 Dental Student Award Winners
Pre-Doctoral Winners, continued from page 32

Bilal El-Masri, DMD, Université Laval
Connor J. Francis, BS, DDS, 
   University of the Pacific, 
   Arthur A. Dugoni School of Dentistry
Betsy Grove, DMD, 
   University of Louisville School of Dentistry
Yohannes Hadera, DDS, University of 
   Colorado School of Dental Medicine
Gabriella Hurov, DDS, University of Nebraska 
   Medical Center College of Dentistry
Michael Jones, DDS, University of Texas 
   School of Dentistry in Houston 
Mamdouh Kachlan, Temple University 
   Maurice H. Kornberg School of Dentistry 
Elana Kan, DDS, Stony Brook 
   School of Dental Medicine 
Bradley Kirkpatrick, DMD, Missouri 
   School of Dentistry & Oral Health
Hannah Klaassen, University of Iowa 
   College of Dentistry
Alexander P. Komar, DMD, Oregon Health 
   & Science University School of Dentistry
Nicole Kriel, DMD, University of 
   Saskatchewan College of Dentistry
Olivia Kutlesa Hewko, DDS, 
   New York University College of Dentistry

Duc Le, DMD, Nova Southeastern 
   University College of Dental Medicine
Malena Lemus Ramos, DMD, University of 
   Puerto Rico School of Dental Medicine
Jiachen Lin, DMD, 
   Harvard School of Dental Medicine
Velina J. Lopez, DDS, 
   Texas A&M College of Dentistry
Gloria Luong, DMD, Western University of 
   Health Sciences College of Dental Medicine 
Shay Mieczkowski, DDS, University of 
   Minnesota School of Dentistry
Ryan Miller, DDS, 
   University of Utah School of Dentistry
Lindsey Montileaux Mabbutt, DDS, 
   University of Washington
Sohail Rana, DMD, University of Pittsburgh 
   School of Dental Medicine
Patrick Reardon, DDS, 
   Creighton University School of Dentistry
Peter Rekawek, DMD, University of  
   Pennsylvania School of Dental Medicine
Michael Schiappa, DDS, Columbia 
   University College of Dental Medicine
Maggie Lucretia Schlindwein, DDS, 
   Marquette University School of Dentistry

Stephanie Schreiber, DMD, University of 
   Illinois at Chicago College of Dentistry 
Madison Smith, University of Mississippi 
   School of Dentistry
Joon Woo Sohn, DMD, Arizona School of 
   Dentistry & Oral Health
Shadoe Stewart, DDS, University of 
   North Carolina Adams School of Dentistry
Sviatlana Stsiatsevich, DDS, 
   Virginia Commonwealth University 
   School of Dentistry
Paul Thomas, DMD, Medical University 
   of South Carolina, James B. Edwards 
   College of Dental Medicine 
Madison Tombari, DMD, Boston University 
   Henry M. Goldman School of 
   Dental Medicine
Luca Trooien-Smith, DDS, University of 
   Missouri-Kansas City School of Dentistry
Eva I. Volman, DDS, University at Buffalo 
   School of Dental Medicine
Dylan Walker, Dental College of Georgia 
   at Augusts University
Jeremy M. Williams, DMD, 
   University of Nevada Las Vegas 
   School of Dental Medicine
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®

ONE STEP BONE GRAFTING SOLUTION
FOR SOCKET PRESERVATION WITHOUT

THE NEED FOR A MEMBRANE

Contact 800-526-9343 or Shop Online at www.impladentltd.com

Contact 800-526-9343 
or Shop Online at

www.impladentltd.com

Clinical Case Example
Clinical images courtesy of German Murias DDS, ABOI/ID

Tooth #15, set to be 
extracted

The surgical site was 
initially debrided to induce      
bleeding and establish   
the  Regional Acceleratory 
Phenomenon

Insert Large or Slim sized 
OsteoGen® Bone Grafting 
Plugs and allow blood to 
absorb

1

2
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Two Slim OsteoGen® 

Plugs are in place. Suture 
over top of socket to 
contain. No membrane is 
required

OsteoGen® is a low      
density bone graft and the 
OsteoGen® Plugs will 
show radiolucent on the 
day of placement

As the OsteoGen®           

crystals are resorbed and 
replaced by host bone, 
the site will become 
radiopaque
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The collagen promotes 
keratinized soft tissue 
coverage while the 
OsteoGen® resorbs to 
form solid bone. In this 
image, a core sample was 
retrieved

Implant is placed. Note 
the histology showing  
mature osteocytes in 
lamellar bone formation. 
Some of the larger 
OsteoGen® crystals and 
clusters are slowly 
resorbing. Bioactivity  is 
demonstrated by the high 
bone to crystal contact, 
absent of any fibrous 
tissue encapsulation
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Available in Three Sizes
At only $50 per piece, the Impladent Ltd 
OsteoGen® Bone Grafting Plug combines 
bone graft with a collagen plug to yield 
the easiest and most affordable way to 
clinically deliver bone graft for socket 
preservation and ridge maintenance, all 
without the need for a membrane!

T CALL TODAY OR SHOP
ONLINE & USE CODE

OGX808
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Doctor-Driven Dental
Implant Company

THE FIRST OF IT’S KIND,

Ditron Dental USA Clinical Advisory Board

Dr. Ole Jensen, DDS MS Dr. Dennis P. Tarnow, 
DDS

Dr. Curtis E. Jansen, 
DDS

Dr. John Kois, DMD MSD Dr. Pam 
Maragliano-Muniz, DMD

Dr. Brett Ferguson, DDS 
FACS, FACD FICD

Dr. Simon Oh, DDS 
FICOI

Dr. Betty D. Klement, 
DMD

Dr. Grant Olson, DDS Dr. Jeffrey Ganeles, 
DMD

Visit our booth at the AAID Annual Conference, or request a virtual demonstration here:

I really like the aggressive thread of 

the ULT implant, along with the 

tapered body and coronal 

micro-threads.

Dr. Bernee Dunson, DDS, FAAID, 

DABOI/ID

From initial implant stability to a 

secure abutment connection, the 

Ditron implant system gives me 

confidence that I can successfully 

meet patient’s expectations.

Dr. Robert J. Miller, DDS


