H. Patient management

1. Ask - wellness, wholeness vs. sickness, illness facilitator healer vs. helper, rescuer

2. How do we get the patient -

a) Interested

b) Involved

c) Understanding

d) Owning

3. Rational Behavior Therapy - Dr. Maxie C. Maltsby, Jr., MD

a) Is this thought true?

b) Will this thought protect my life?

c) Will this thought get me what I want?

d) Will this thought keep me out of trouble I don't want?

e) Will this thought get me the feelings I want?

1. Ask - wellness, wholeness vs. sickness, illness; facilitator healer vs. helper, rescuer

These are the issues that we are talking about.  Be a facilitator and allow things to happen.   Allow people to discover how they can get better.   

The objective is to encourage practitioners to begin to feel whether they are really helping the patient or are they playing a game in which they are the object of the therapy and are treating their own needy ends and not helping others get well?   What we want is wellness, wholeness, completeness and integrity of personal being.   The practitioner has to be pretty healthy to be thinking about supporting people into that realm of health and expectation.   Many of our colleagues are playing the role of helper-rescuer which is more for their emotional well being than the health and well being of the patient.   They do not demonstrate as much interest in the well being of the patient as in their own agenda and interest.   They express interest in the patient, but their behavior shows and says something entirely different.

Our efforts, which we can do on a daily basis, provide a vehicle by which we can “find” and improve ourselves.  This is seen and demonstrated in our actions.   Regardless of how we talk or what we say, our behavior will show and tell where we are in life.   We cannot hide it.   When the walk and the talk are different, when we show an incongruent behavior, it is very difficult to be of real help to these patients (TMJ, TMD, CMD, and chronic pain).  They are too suspicious and wary.   

However, if we are healthy and interested in their issues and problems, then we can sit back and listen to someone talk for 20-30 minutes, instead of being nervous and wanting to turn on the dental handpiece as soon as we see the “ink” in front of us.   The dental handpiece is a controlling instrument and those uncomfortable with being out of control in these processes will reach for the handpiece to get back in control.   If we have to be in control at all times; this is probably not the work for us.   In this work, we have to be ready to surrender control to the patient and live in the uncertainty of their path and needs.  We cannot involve the other person and then be a controller.   This is very difficult and hard work requiring involved patience.   We must make up our mind what we want.  We are going to be facilitating their wellness or we are going to be controlling the circumstance for our own comfort, happiness and gratification.   These are incompatible processes.   The task is to elevate the well being of the other person with appropriate facilitation.

Our “physical medium” of involvement is the appliance.   They experience what can be done physically and this gives us the time we need to build the emotional relationship.   We find that this satisfies our personal growth and gets the rewards we want.   They appreciate it, they tell us how good it is, we know that they are getting better and we are enjoying it.   We have to let them take over.   The minute that they are in charge not only of telling us what it is and how well we have done, they have the right to touch, feel and comment on their perspective of what has just gone on for them and how it is going for them in all aspects.   We are not putting ourselves down, we believe that we know how we are doing, but we want to know how they think and feel about what is happening.   

Ask for and accept their comment and direction.  “A little more here, that is uneven to my teeth and here it is uneven to my tongue, etc.   You haven’t taken enough off.”   

“Isn’t that wonderful that there is more to do.  I am doing as little as necessary to accomplish the purpose.  Let’s not go too fast.   There is much to learn and we don’t want to over-correct.”

What we are doing is getting comfortable and learning to let them be in control of the process, their direction of health and their wellness.   We are in control of some things.    We are in control of ourselves and our position in the treatment process.  It is OK for us to let them be in control of their issues.   We will get deferred rewards if we will just let them help us learn about their condition and path to wellness.  It is a different experience than they have had before and they are the only one that really knows the way to health.  We might as well let them lead.

And, we want those deferred rewards.  We know that the journey is possible for them, but we don’t know how they are going to get there.   We have been there before with other people.  It seems to us that they are in that area and that they want to be better and that they are capable enough to see the way out of their problem and will make the effort to do the work.   “You can help me if you choose to.”  And we can work miracles with these problems when we have a strong and committed team.   “Do you want to come along?”   OK!

This is not easy for many of us to do.   Being that still, caring, patient, open and supportive is very hard.   It is particularly difficult for dentists because of the specificity of the technique and process training which we have received.   Then, there is the need to be in control.   We, dentists, as a group, score high in personality groupings that indicate technical excellence, perfectionism, technique specificity and process orientation.   We are highly structured and goal-oriented and want everyone else to be the same way.   We like to be active and doing.  We have to be controlling the events in our lives to get the rewards that we are looking for and expect.   We seek excellence and perfection.   Perfection can be a killer.  When we are in the perfection mode and then work with one of these highly charged, CMD-pain patients, we are probably overlaying two compulsive and destructive personalities and the possibility for a conflict is high.   

Someone in the system has to step out of the “model” and the dentist should be the one.   Most often, we want to be proactive when we should be in the role of “sit back, be still, be quiet, ask, and respond”.   This role reversal is difficult.    Our needs are to take care of our patients, to cure them, being a “healer.”   Almost everyone that we have observed doing this work assumes the role of “care-taker, healer”.   The real need in the moment is to be nurturer and facilitator, to guide and support allowing the patient to be the proactive partner.   It is, after all, their problem and they must work through and out of it.   We cannot lift them out without the possibility of injuring them.   

This is a very difficult moment and task for us, taking ourselves out of the dominant, controlling position.  It indicates significant personal growth, maturity, peace of mind and well being for the dentist.   The dentists most effective at performing this style of interventive care have these personal skills of communication and relationship building whatever their personality.   This non-dominant style of care can allow us to feel very good about what we are doing.  We can become more effective at what we are doing.  It is not a common personality trait of dentists to be quiet like that.  Most dentists are “lead, follow or get-the-hell-out-of-the-way” chargers.   To be still, open, receptive, quiet and involved with the other person may be very hard for us.  But the deferred reward is so great that we can be still for long periods of time in this work.   It takes time to learn the skill, but it is time well spent and the investment rewards us well.

It is, also, very rewarding to know that in 5 minutes you can do something with the appliance or the teeth that is too high in the patient’s appreciation.   Sometimes that one “flick of the wrist”, polishing away a small interference, is all it takes to impress and win them over and be on the path to success.   This physical aspect to care is very important to the process also.  Heretofore, we would have just been nervously going round and round following red and green ink and now with the patient’s input and direction, “one spot” can make all the difference.   

They cannot see what we do, so the beauty in the process is that they have to report what they feel.  The corollary to that is that we can’t see what they feel, which is much more precise and sensitive than what we can see.   We must learn to depend on their report of what they feel to be the guide to our next action.   We have enough trouble just getting ink on the right spot; we cannot do the work without their input.   When the team is working, the progress is quicker and simpler and much more sure.   

This process, technique, is the election of the dentist.   The dependence on the patients “feeling” allows us to release and give into the system that is most informative and predictive.   What they feel is more indicative of what is happening than what we see.   We need their help.   “I assume that I am almost blind.”   In fact, in order of sensitivity when we are working, the patient is first and we are a distant second.  The patient feels their teeth and we have the ribbon in our hand which gives us some felt sense of the dynamics.    Almost all of our information will be subjective except what we see in the ink marks, and that is very rough and crude next to tactile and proprioceptive sensation that the patient feels.

When it comes to “fine tuning”, we show them the appliance after it is inked, as it comes out of the mouth and ask, “How do you feel about what you see?  Is it fine enough?  Well, what is all of this?   Because you can feel things that I cannot feel and cannot see on the appliance, I put ink on the appliance so I can try to see what you are feeling.   It is imperative that you continue to participate.  We do not have to give up on that.    If you are confused and cannot tell just now, that is a good sign. That means that we are getting close and that appliance is getting pretty good.   Then can you live with it until next time.”

Next time, it may be better defined.   That is why I said that I listen, then put two thicknesses of ribbon over that one tooth to give them the ability feel the tooth through the thicker, oily silk and to press on it without reservation or fear of injury or pain.   They are giving me the opportunity of seeing what they are feeling.   And they will go there, exactly, to it.   We must be prepared to get the ink on the tooth that they feel and then allow them to demonstrate the motion and pumping while we are inking it.   
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Folded Kleenex- blotted ink when drying teeth after a previous marking so that the ink will mark better.

Of course, we cannot relate to what they are feeling.   That is why one of the greatest things to happen to me in this area was the folding of the Kleenex to dry the teeth (and deprogram at the same time).   “Will you rub on it?”   Because what they tap on is seldom the issue.   If they shift and tap on a slope, then we can see the red ink on the functioning slope and we will see two green spots, one where they tapped in the center of occlusion (CRO) and one where they tapped on the slope (red functioning mark) where it needs refining.   So, then, we can help make a decision.   

Our challenge is to know, “I have the handpiece”.

By the time that patient has completed the DRTT, they have felt the interference and they have shared it with me.   I have the hand-piece, I have the control, I am the one that GETS TO DO IT.   OK, this is my moment in time.  It makes my day.  Go ahead and do it.   I get to polish one spot on one tooth and watch the results.    It is not a generalized spot grind as most occlusal equilibrations are taught or practiced.   Touch one small mark, the one they report, and polish it so they cannot feel the surface texture and then see what they feel.

Now, how do we get patient involvement?   Well, attention and interest toward, and on the part of, the patient comes first.   It is because we are attentive to the situation that we get a start.   Interest is an emotional component to that.  Therefore, we want their emotional involvement.   Interest is easier to obtain when there is pain and discomfort.   When there is only clicking in the joint and they have read something indicating they cannot stay healthy with a click, that they have TMJ; then, they are frightened about the unknown.   This scenario is not as quickly rewarding or definitive as when they are in real pain.   

They are usually interested because of discomfort and pain.   They are interested in getting better and they will be much more interested if we will involve them.   With their involvement, we have increased their commitment and we have locked them in to being involved because it is themselves that they are interested in.   They are fascinated by the manner in which we help them, but the relationship is secured at a personal, feeling level.   They get totally involved.  It is similar to studying something they are interested in.   They will invest more energy, stay with the process longer and remember it better.

It is an emotional learning experience and that makes the process much more important for them and for us.   This leads us into the left and right brain discussion.   How we think and how we feel and how that relates to our well being, comfort, health, joy and happiness.   Being emotionally involved with a process or issue must come before we can learn anything.   If we understand something that is important to the process and the teaching is done incrementally allowing the patient to start where they are, not where we want them to be, they are always in the “right” place.  It is after all, their place not ours.    Then, we help them learn the next step, then the next step, and they are going to remember the relationship.   They will own that relationship and if they understand it, a change will take place for them.   But, until they have learned it for themselves, with our help, there will not be a change.   It is an educational process, an event, and they must be brought into the process if we are to support them toward being well.   They must own it.   It is their win.

We can “own” a concept like wellness, if we have learned it and we have made the change.  We feel better about the change.   Then we can recycle the learning experience, process it again and move to the next step.   Each step reinforces the others and the experience can become a proactive and productive habit.   Find what’s next and repeat the process.
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    Vitality of Life Cycle

The Vitality of Life Cycle – Helping Others Grow

This Vitality of Life Cycle is the essence of growth for mankind and our patients.  The path is from discovering that we do not know (DK – DK) something through learning it so well that we do not know that we know (DK-K).  the role of the mentor is to re-expose an individual to another DK-DK issue and begin the process again.  We do this with our family, friends, colleagues and patients.  It is a wonderful path of discovery and adds much to the flavor and quality of life.

How do we get them to do this?   We get them to do it by being inter-personally, inter-emotionally, inter-spiritually involved with them.   While we have their interest, we can develop a relationship that will lead to the results that we all seek and want.   We are talking two sides of the same issue.   Ownership of the process must be theirs.   As long as they are “blame placing”, faulting any other circumstance or individual, they are not going to have the chance to be well.    When they take ownership and understand that they are the issue, not someone or something else, that they must participate to the greatest extent, then, they can begin the path to wellness.   It might not happen that way, but the better possibility is there if they accept.   This is very important.   

The appliance is very important in the early success for these patients.   The effect can be profound and extends and expands the believability of the dentist.   They can develop faith in the appliance and the process.   As long as we continue to make an effort that is in their best interest, we will do fine.   A disappointing aspect of this work can be having a good technique with the appliance, getting them physically comfortable and then not being able to help them through the remaining issues and problems.  Occasionally, I feel like I might as well not have started.   This is an appropriate time to stand back, allow more time for the process or make a qualified referral.

There will always be more problems and issues; we need to be prepared to help, support and guide them into and through these matters.    We cannot fully develop this concept in this book, but there is so much more to do once we have a committed and interested patient.   Rational Behavior Therapy (training) is an easy and effective tool that can be easily integrated in the dental treatment sequence.   It is not psychotherapy and we are capable of facilitating the process.   This is another “next” step:

3. Rational Behavior Therapy  (Maxey Maltsby)

a) Is this thought true?

b) Will this thought protect my life?

c) Will this thought get me what I want?

d) Will this thought keep me out of trouble I don't want?

e) Will this thought get me the feelings I want?

This is the five-step test for rational behavior.  If we have 3 of the 5 operating for us, then we are probably on course.  If the patient is blaming, or rewarding, inappropriately the issues of their life, then they are failing #1.   And each of these tests can be used to look at the motive and rationale of the patient.   Compulsive, negative and blaming people will probably fail all five points.  This is a good tool for evaluation, and communication.

A unique moment for the dentist to become involved with these negative people is through CMD - TMJ issues that are brought to the dental office.  That is when we see people in pain and dysfunction and the most susceptible to our influence.

When we have a person that is in trouble and aware of the problem, it is our job to facilitate their learning and progress.  Now we get to the point that if the dentist wants to be involved, he will go to active, interventive training like PT seminars.   Dentists that want to be aware of the issues but do not want to be involved in this work because it does not suit to their temperament should consider qualified referrals for their patients.

I. Reflections about the basis of and for writing the book -

The beauty of a book of this type about CMD is that these are the dental patients that have a major behavior component to their cases.    They have the pain.   They have the discomfort.   They have the potential to become really aware.   They can own their problem.   And, if they can “release”, “let go”, they can change the quality of their life forever.   We do not get to see this happen very often.   The dental office can be the seed to start the process if the dentist and team are ready and available to the patient.   I do not initiate behavioral modification in my routine dental patient very often.   However, we do support cessation of smoking almost all of the time.   The CMD patient can be supported into some major part-time behavior change.   Most of the “big wins” in dentistry come from these patients and their issues.

I have seen great personal change come to those (doctor, staff and patient) working in CMD issues.   They quit smoking, lose weight, reorder their value system, begin to take care of themselves, reaffirm marriage vows and recommit to other life promises that were not doing well.  Maybe even like themselves for the first time in years.

It is patient-centered behavioral work that we are asking dentists to be aware of.   But the most effective dentists are going to have to first deal with these complex issues within themselves to be successful when dealing with those seeking help.   What kind of program can we have then that helps the dentist deal with the issues that compromise and bind them?  If we are going to be of the most help, be able to recognize and empathize, then it is important to realize that it is a learned skill and we, too, can have it.   But, we must work to earn it.   We must be involved with self, “Heal thyself”.

Dr. J. Pittman McGehee, an Episcopal priest and psycho-therapist, describes the path of the “Wounded Healer” in which we find and handle our “wound” and then we are much more competent and effective in supporting others to find, see and heal theirs.   We are all beset with issues and it seems that the best help comes from those on our level, not from above.  We must get “real”, must go to their level and identify and empathize to be of real help.

The greatest mystery in all of my life is me.  The more that I understand me, the more I get to grow, the more complete I can have me be, the more value I can be to those that share the path with me.   That is what we are doing in this book.  We want to be of value to someone that is asking for our support and help.   We can only give that which we own and have in enough abundance not to be made destitute with our outreach.   That is the beauty of the participative appliance courses; everyone must have the appliance in their mouth; no one sits outside looking in and only listening.   They must participate and feel.  

It, then, is their experience and one that they can then pass along to someone else, the patient and other practitioners.   The participants are confronted with the emotional aspects of their experience and this helps them sense and feel the process in others.   It may be very elementary work, but it is invaluable to anyone that comes in contact with it.  To reach out and touch somebody is a learning process for each of us.   We are all in the process of “being well”, we are in the evolution of healing ourselves and none of us are well enough to be able to make “prescriptions” to another.    Get in and share with them and everyone all grows.  If we stand back and prescribe from ego and process, then we all suffer and lose.  

This book continues the mission of learning that brought us together at the Pankey Institute.   It is an extension, a continuum of the truest order, beyond that involvement.   This book makes this “path” available to others who have gone through that course, or another like it, and are still in the “process” of continuing on.    We have to be in “the time and circumstance”, to get to a “feeling level” from which we can better help to others.   It has to be experiential learning.   The written word can be the stimulus, the motivation, to have someone begin the path toward this kind of involved and committed therapy.   The studying and practicing is the hardest part.   Where are they going to go?  If we are worried about making people uncomfortable in their growing experience, then we are denying them the right to their growth.  I will live through your uncomfortable feelings because it is not a “dead end”.  It is an “open end” through which we can grow to a better place.  We are going to be right here, carry on and feel the discomfort, then grow through, mature and develop into someone and something much better and more capable with the knowledge that the discomfort affords us to learn.   This is what is required for the dentist on their path or the patient on theirs - a place to come for support, be comfortable and be safe in their discomfort and pain.   

To me this is the same as when I use the appliance as a mechanical means to gain rapport between us and I know that the issues are something more.   I have to help you get in touch with some of the real issues.  We will use the appliance to help you be more comfortable while we are working into and through these issues.    Well, that’s the same thing you are now saying about the dentists.  If the practitioner wants to be comfortable, there are certain mechanical things to know and do.   This book contains the information on how to make an appliance that will help you and your patient physically.  But the real purpose of this book is to indicate the time needed to be together to help the patients help themselves.   If you want to know how to do that well, eventually, there has to be enough time and enough interest, curiosity, on your part, that you want to learn how to know yourself and your skills better by living in the experience personally.

So it is OK to make an appliance and not know about the “other” aspects of “need.   But, we should learn about the behavioral aspects of the problem, what the issues are and how they affect everyone’s health.   How to recognize the problems, establish the relationships with patients and other professionals and to make meaningful, qualified referrals that will support the patient in extending their wellness.  An analogy would be that you can play a round of golf with one or two golf clubs, but a better way would be to learn to play with all of the clubs.  The experience gets a lot more involved, detailed and complicated when you learn to play with more clubs, but a lot more rewarding.   Sometimes you even have to recognize when it is appropriate to pick up or not play.   It is more fun to play when you learn to hit with the woods.  But later in life all you may have that you can use is a putter.  The game is fun at any level and can be rewarding at all levels, but the intent is to play the best possible game under the circumstances and we can do the same in dental occlusal, appliance and CMD therapy.
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J. Henry Tanners Terms and Concepts – 

Terms for Patient’s understanding -

Centric Relation - CR

Hinge Axis 

Centric Occlusion – CO, Intercuspation

Maximum intercuspation

Acquired bite

Fit

Bite

Left, right sides

Two hands

One hand

No Hands

Tap, Tap

Front teeth

Towards my finger

Manipulation

Follow and feel

Tap on the back teeth

Tap only two times.  Relaxed touch same spot, location.

More taps, multiple shift of purpose or objective, analyzing

What and where - different location.  The location will be changing

Bite lightly

Move outward on the teeth with light pressure – slide towards my finger or – open a little, move towards my finger then touch down on the tooth

Gradually equilibration becomes more acceptable – objective, not to change their bite but the ‘way to it’ and ‘out of it’

Minutia – a really BIG deal

Understand feedback – do some more, keep going, that’s enough for now

Anterior Guidance is the most anterior tooth available that is functioning in excursion or the most posterior tooth in contact in excursive movements

Crossover is the most anterior tooth available that is involved in sliding out beyond the envelope of function toward the envelope of motion

Slide out from the fit on slopes that touch and beyond as far a you can go.

Touch, press, press around, slide, stop, press on slope, jiggle-wiggle, slide out and pull back, push out and pull back.

Listen to – ‘What is said’ and interpret ‘What is meant’.  Ask.

Is there a sensitive tooth surface or periodontal ligament?

Why does finger pressure on the tooth decrease surface sensitivity when spot grinding?

‘This is the spot’.  It is on the tooth surface, reflected from the PDL

Patient identifies – dentin, enamel, metal, porcelain surface – then, sorts out the sensitivity in the PDL.

Vibration or surface sensitivity –

New diamond

Heatless wheel

Green stones

White stones

Cratex wheels

Use a ‘Very Light Touch’, repeated strokes

Very fine diamond or worn diamond

Carbide – 

Ceramiste wheel

Silicon abrasive points

Why is it sometimes difficult to know the location?

Identifying which tooth, which area?

Tooth in traumatic occlusion??? But, after equilibration and a little time feels very sensitive due to changes in PDL.

Feed back –

When to stop equilibrating teeth or splint at each appointment and continue at next visit.

Response from the patient –

Time to quit – yes/no

I don’t know

I can’t tell

It’s good enough for now 

Live with it until next time

Tolerate where you are

You fine perception will allow you to feel differences (changes) in an hour, in a day, within a day, during any day.

Your bite will not change after you die - but for now - knowing the reasons for the changes and your reactions to them………

Recognize the relationship of what you are doing with your teeth and your responses to that action.  OK then, let go, preoccupation with the bite will pass

Changes are OK, how are they reacting to them – They feel “Symptoms” – subjective report. We see “signs” – objective, examination

K. Random Thoughts from Henry Tanner

Value for this process increased over time

Best thing from dental school –

Selective Spot Grinding – (SSG)

Interest continued because of the following men –

“Condyle” Collins 

“Tap-Tap” Brown

Ricketts

Lauritzen

Gnatho-reasearch – Stollard orthodisclusion

Ingraham

1st night guard

Group function – It is evident at CRO and continues outward in the centrum areas.  Gradual disclusion begins from that point starting with the most posterior tooth.  Group function continues forward until the 1st bicuspid ceases to function with the cuspid.  The function continues on the lingual of the upper anteriors until arriving at the edge to edge relationships, which continue functioning smoothly together as far as the mandible can move to its termination, (envelope of motion termination called the ‘extreme cross-over position’) – i.e. – posterior teeth do not come back into occlusion, such as the lower buccal cusp touching the upper lingual cusp.  If the posterior teeth do touch, they keep the anterior teeth apart and open - an interference.  If the posterior contact functions in harmony wit the front teeth, then the cross arch balance may be acceptable.

There are similarities of function when the bicuspids have to be the ‘anterior’ teeth and the incisors are ‘open’ - edge-to-edge incisors, prognathic mandibles, Class II Div1.  In these cases the bicuspids continue their anterior guidance function without the cuspids or incisors.

If we visualize the reverse of the protrusive guidance, retrusion from an excursion, there would be vertically closing motion from the anterior guidance (Incisors or bicuspids) with gradual intercuspation progressing from the anterior to the posterior.

The most uncommon situation in natural teeth is when the cuspid lingual surface provides an immediate lift – cuspid rise, cuspid protections, cuspid guidance – which denies the functional centrum.   There is no CRO contact between the upper and lower incisors, thus no ‘centrum’ area on the linguals of these teeth.  The centrum areas of the bicuspids continue to function until the upper lingual begin their function and disclude the posterior teeth.

The most important issues are – 

1. the posterior teeth occlude (touch in CR) at the same time,

2. there is freedom in centric and 

3. the centrum areas vary in size – smallest in the most posterior gradually getting larger to the first bicuspid.

4. Fine tuning (perfecting) the posterior occlusion is facilitated when the front teeth do NOT touch in CRO or CO allowing a rub in the centrum area without pressing forward on perceived front teeth.

Cuspid Guidance – cuspid guidance is not the significant control.  It is the progressive disclusion of the posterior teeth that is important and learned from the appliance.

1. First, the front teeth do not occlude simultaneously with the posterior occlusion

2. The posterior surfaces are ‘flatter’ than the teeth under the acrylic

3. The CRO and centrum areas are established without incisor contact and\

4. the height of the acrylic over the lower incisal edges is sufficient to eliminate or prevent ‘cross-over’ interferences

Condylar Guidance – condylar inclinations that are low influence the non-working slopes of the posterior while condylar inclinations that are steep influence the working side surfaces in cross-over positions.

Anterior Guidance and Incisal Guidance are not synonymous - we can consider ‘Anterior Guidance” as tooth guidance that is anterior to the TMJ while Incisal Guidance is controlled by the incisor teeth (front) teeth.

Anterior Guidance is the most posterior tooth in function in excursions of the mandible.  It is preferable if this is an incisor instead of a 2nd molar tooth.

Center of Rotation – to observe this position most easily, ask the patient to relax and gently touch whichever tooth contacts first as they gently allow their jaw to rotate up and down in its socket.  They can hold still on the contact and then with light pressure close and feel the slide as they move to full occlusion.

Allow the patient to gently slide toward the side where you are gently pressing on a tooth with your finger as a guide. If they press hard, they often feel as if the jaw won’t move, it is locked in place.

The hand on the side of the jaw pushing to guide them is confusing and not as effective as the light finger pressure on a tooth.  You are doing something to them, not observing what they are doing.

Some points that might help passive manipulation techniques –

1. They use light pressure when touching , closing down or sliding around

2. Move towards my finger- left or right.  When they move the wrong direction say, “that was a good move with the upper jaw, now please move the lower jaw to the right”.  Never use negative correction.

3. Make slopes less steep on the appliance and teeth

4. Improve group function near the centrum and in excursions

5. Move anterior guidance as far forward as possible, incisal guidance is the best.

Manipulation of the mandible up or down (dental CR) or sideways (lateral shift) manually implies that you (dentist) are needed to find these locations; they cannot do it themselves, on their own.  We (dentists) need to ‘let go’.  They need the experience, the understanding of what they have done, can do, and can become on their own without our hands on them.  This leads to them ‘letting go’ of things and becoming responsible through their understanding of the issues and problems.  Ribbon, oily and slick, not crinkly, makes it easier for them to move and shift he jaw with light pressure at first.  Sometimes two thicknesses are necessary to prevent them cutting through and touching their teeth which prevents them doing what you want to do.    A shorter piece of ribbon doubled over and placed only over the tooth in question is very helpful in having them locate and focus on tapping, rubbing and sliding on the tooth.  This doubled ribbon can allow ease of contact in light touch and with clenching pressure.

Restorative dentistry – we are asking to create something new for them using techniques that we like and know to reconstruct a ‘new’ occlusion for them with restorative dentistry.  We want to create new and better feelings (sensations) for them using their constant feedback to gradually remove and then eliminate interferences that cause discomfort and dysfunction.

Objective not to change the bite…but…make some changes in what you are doing with it to improve function and increase comfort.

1. What touches first when your rotate closed and how do you slide to get the teeth to fit?

2. What do you do with your teeth in that position (all together)?

3. How do you slide your jaw (teeth) out of that fit?

4. What do you feel about all of this, your reaction?  (responses are often tomes the most important issues)

a. What things matter the most?

b. What are the most significant things that we have learned

c. What are the highlights of what we have today?

d. What is the Essence of what we have done today?

e. Reflect on what the patient can and DOES do on the appliance or teeth.

Communication can be facilitated by not using dental terms such as centric relation, bite, protrusive, left and right lateral.  Some suggestions may be – move the other way, move your upper jaw, touch the teeth together.  “Don’t need to bite” – just touch, hold still on that spot, gradually put more pressure on it.   It is common for the patient to open and then ‘bite’ on their front teeth.  They ‘chew’ on their back teeth.

If they touch, hold still and gradually put pressure on it, they can focus on the slide into the ‘fit’.  They can press into the fit, press around on it, rub around on it, slide around on it and essentially slide in and out of it. 

Rubbing and sliding on paper, Mylar and ribbon sometimes results in putting ink on the teeth and taking back off so there is no mark.  A suggestion is to use two thicknesses, less sliding and more wiggling or just clenching and then open to check the marks.  Patients close down and rub differently on their teeth.  If they have perforated the ribbon or paper, and feel their teeth, what they do will be different than if the interposed medium is in tact.  The smoother and oilier the medium the better, that is why we choose ribbon.  Two thicknesses will be even more comfortable to them, especially in the beginning.

Things to look for when equilibrating the appliance or the teeth –

1. Facets on opposing teeth that match closely, facet wear in the appliance.

2. Inclines that are too steep

3. Interferences

4. Tooth movement when biting force is applied

5. Tooth contact related to muscle tenderness

In finalizing the minutia, two things stand out that need to be assessed –

1. The ‘distal occlusion’ on the lingual of the upper incisors, the distal of the upper cuspid, and locked in second molars.

2. The centrum area that has a slight area that is steeper and makes in possible to wedge and rock on it before sliding on to engage the slope of the cusp.*

* An area in red that is rubbed out is an excursion and a spot that is cleared of ink is a ‘halo, bull’s-eye, donut or bagel’ and indicates a centric stop within the centrum.  The excursion might need adjustment, the stop, if in harmony with other areas is required for stability.

L. The Evolution of a Concept –

(I don’t know where to put this but it should stay in the book. RGP) Dr. Parker Mahan suggests inserting before B. History)

In 1943, on February 17th, after our wedding ceremony, we (Sarah and I) went to the dental school at the University of Southern California (USC).  We got there via a two-lane highway, traveling at 35mph in a Model A Ford sedan.   Upon arriving there, being impressed with the campus, we drove up to the dental school and I walked in and introduced myself to the lady sitting by the front door at her desk.   I told her my name and why I was there and she said, “Well, we have had enough smartalecs from Utah, so you might as just calm down right now because the Dean doesn’t like ‘em”.   I said, “Thank you very much”.   “See you tomorrow,” and that was my introduction to the Dean’s secretary.   So I had my first put-down and then, when I was getting my instruments and supplies the next day, I got booted out of line by a great big, aggressive, obnoxious guy who stepped right in front of me because he wanted his stuff first.   I thought well, OK, there are all kinds of people.  

The next week I was trimming the Dean’s palm trees with a saw and a long ladder as I continued working my way through another school doing different jobs.   In fact I had three different jobs each paying about 35cents/hr.   In dental school there was a job pressing cloths for about $1.00/hr.   Gas rationing as in effect and I was grateful to have a Model A that would run on cleaning solvent or kerosene which cost 5cents/gallon compared to gasoline which cost 15 cents/gallon.

I kept up the same pace as I had maintained in pre-dental school, working till midnight or 2AM and being in class at 8:00AM.   I did that for 25 years.   Then I got smart, started letting go, getting better have been having more fun ever since.

What was the chronology of the school experience?  Dental school was ‘43 to ‘45.   So at the end of ‘45, I had 7 years of schooling in 5 years.  By that time I was 23, I graduated from dental school and we had two children. I was in an accelerated program because of the war and I graduated in 45 and set up a practice while teaching full-time.

I rented an office, equipped it for $250 (a 1890 SS White, black chair and unit) and had another teacher working it part-time while I worked it at night.   I was teaching full-time with Dr. Rex Ingraham.   That was a great experience.   And the school experience was terrific.  I enjoyed it as much as anything I had done.  I worked hard and had many rewards - that is the heritage of the chronology.   

As I mentioned earlier, as early as 1944 I was equilibrating post-orthodontic cases, denture cases that were in trouble, and making “bite-plate” appliances in the clinic at the front of the dental school, in the Oral Diagnosis Department where patients came with TMJ dysfunction.   So, I was making appliances for and equilibrating (Selective Spot Grinding – SSG) these patients for the department.  

That was one of the best things that I learned and took from dental school – occlusal function and equilibration (SSG).   The concept of the appliance came from the anterior bite plate, which we were doing at the time.   I was not introduced to full coverage appliances until around 1959-60.   At that time, Dr. Ricketts gave us a faculty demonstration in at the dental school for Dr. Ingraham’s operative departments.   It was at that same time that I put a wafer of acrylic in a lady’s mouth at 1:00AM to allow her touch down on something other than her teeth and for the muscles to be quiet.  She was in pain and quivering and I needed to give her some support.

The original appliances were segmental appliances.   We used a Hawley type anterior support appliance exclusively for 15 years.  So from 1945 - 1959, 60, I was using an anterior bite plate to de-program before SSG and then equilibration.   Then, we began a full lower appliance at that time, around 1960.   That is when Dr. Robert Ricketts showed us how to make a full lower repositioning “Bio-template” appliance in accordance with the radiographic evidence of the condylar position in the fossa with laminagraphs.    And so from that time, I was interested making the lower appliance that was a “freed-up” appliance for comfort.   Dr. Ricketts was taking radiographs of the condylar position in the socket so that I would be comfortable about where it was.   We then followed that with radiographs of the patients (1) in acrylic temps, (2) final restorations and (3) with a night guard.   That gave me a great documentation of the progress of the case.   That was around 1960.

Well, that was the school experience because I graduated in ‘45 and the reason that I stayed in full-time teaching was because the head of the department was Ernie Jones.  He was the head of the operative section for the ADA, and when I was a senior he built the dental school at Seattle.  That is why Rex inherited me and I taught with him for 10 years in operative.   And that was the beginning of my great experience because full-time teaching gave me exposure to so many different things that I would never have known.  People and that sort of thing.   That is how I got to know the real good dentists in the area.  So I was working part-time and teaching full time.   Then, in 54-57, I went to teach for the Navy, operative and crown and bridge.   Then, when I came back, I was head of the Department of crown and bridge for another 10 years.   Then I resigned and went into full-time practice in ’66.   So ‘66 was when I retired.   Then I went part-time with the Institute in ‘72 when the school was being built and then full-time in ‘74.

In the 50’s, when I came back from the Navy, was when all of the work simplification, time in motion, the Milwaukee workshops, and the Practice Administration Academy, all of these things were being formed at that time.   Air turbines were developed in ‘54 and I was in the Navy close to the action.   So I was involved in all of the development.  Prior to that time, I had been principal investigator for high-speed handpiece design and construction for Midwest.   So, from 47-56, I was in research and design with several companies for handpiece design.   That led me back as head of the department and continuing to work with work-simplification methods.   That was at USC from 56-66, and after that, it was just full-time practice.  

McCollum came towards the end of his life because we were interested in his work when I was in Operative dentistry.  That was before I went to the Navy and that is where the McCollum Library is with all of his instruments and research at USC.   It is there because of the friendship that Ingraham developed with McCollum using the instrument and doing the technique and using the information in the graduate school.   Dr. McCollum was not affiliated with the school before that relationship was built.   He was retired from private practice and this was when Stuart was developing his instrument.  Rex asked McCollum in as a guest lecturer and he donated his materials to the school.  After that, we incorporated the techniques on the McCollum then the Stuart and then the Denar into the teaching curriculum of the school for graduate students and lab technicians.   Dr.’s Stollard and McCollum did their work in the 30’s and 40’s.   All of the writing with Stollard and Moses had taken place before then.   And that was it; it was revitalized when Stuart decided to built his own machine and when Pete Thomas decided to take over and to market the concept.   That is how Everett Payne got involved in the early ‘60’s.   None of that stuff was available until the late 60’s and early 70’s, because as a department, we were taking courses from Everett Payne on waxing in early 60’s.  So appliance therapy came along about 3-4 years after I was head of the department and it all took place in my private practice at night.  Then as a staff improvement situation with Crown and Bridge and Operative and Ricketts is whom I got involved with confirmation and permission to continue on with appliance therapy.   The continuation in private practice with Ricketts’ support.   It was another 6 years after that that I resigned and went into full-time private practice.  

As I reflect back now, the one thing that I would like to have done, which I never did do, and have sadness about today, was that I could never introduce appliance therapy and occlusion into my department.   My staff wouldn’t even listen to it.   We had one staff meeting where I brought all of the appliances and articulators that I had been working with over the years and gave a demonstration.  But, they could never, never handle it.   None of that staff is there now.   They much preferred to argue rather than observe and discuss.   Carl Rieder and Niles Guichet were members of the staff at that time.  Christenson was a student at that time.   In reflection, I would have enjoyed introducing some of these things into the department.  There were only a few dental students that ever mounted a case and studied the things about occlusion that we are talking about -- initial contact, how they fit, make an appliance, maintain them on an appliance, adjust their teeth and do restorations.   A few students did it privately.  As a department, we were concentrating on other things - doing single restorations, checking margins, and making small bridges on solid models and separate dies.  There was a special emphasis on how the crowns fit and the marginal integrity when checked under a microscope

Carl Reider met Niles Guichet at a dinner at my house and they have enjoyed the relationship since then and have made many major contributions to dentistry.   I had met John Anderson at john “Dutch” Woehler’s home in the early 1950’s.  I met Niles Guichet at Dutch’s home in the later 1950’s to promote the articulator and its introduction into the schools.   In the early 1970’s, I started at the Institute while it was being built, first part-time and then full-time.   Then John died in 1979 after his first heart attack; I left in 1980 and moved to Salt Lake City, Utah where all three of my daughters and families had relocated from California.  My wife died from her first heart attack three months later in October 1980 and I remarried in August 1981.  I built a new office in 1986 and practiced there until 1994.   I enjoyed teaching in those years and continue to work with study clubs   

I am grateful for the influence that outstanding dentists such as Dr’s George Hollenbeck, D. Shoshan, R. Bassett, Morris Thompson had on me.  I remember meeting I. W. Ferrier, from the Seattle area, who formed gold foil study clubs.   He is the man that modified all of the hand instruments to be small and refined and manufactured by the Suter Dental Company.   Ernie Jones was a director of one of his study clubs and then he became head of the Operative department at USC, then Rex Ingraham was head of the department and the Director of the Jones Gold Foil Study Club. And then, I was head of the department.  Now some of our former students are Deans or on the staff of dentals schools. 

I don’t think that the appliance would be available or being taught if it were not for the time at the Institute.   If it had been left up to me, it would probably still just be my night guard and I would just be using it and enjoying the experience.   I don’t think that it would ever had the acceptance if had not been for the Institute experiences.  It was because John Anderson and Parker Mahan gave it utility and acceptability and without them we wouldn’t have come this far.

I remember when Dr. Simon, the associate of Dr. Janet Travell, phoned me to finish the bibliography for the textbook.  Dr. Mahan had written the forward to the book and told him that there were some reputable appliances in dentistry and one of them was the Tanner appliance.  Dr. Simon wanted to know the publication source.   I told him it was the Pankey Journal - Continuum II.   That has proved to give published credence to the appliance.   I have already expressed feelings about the refinement, of how to make and perfect appliances by putting casts on an articulator and observing them.   This turns the process into a self-learning experience. 

What other thoughts and feeling do you have about the Institute?    I have always thought that it should be built and should be maintained because that is the one place where people can go and find themselves and relate to others and find out how to improve themselves – learn things that can be applied in their dental practice.  It is a great hands-on experience.   It is the best thing in postgraduate education where people can meet one another.   “After that comes the extension of putting on smaller courses as we do here in your office” – referring to occlusion and splint courses taught in Ron Presswood’s office.   It is more step that goes toward the ultimate experience.  The study club is where smaller groups meet and can better help each other by having a learning continuum.   I learned a long time ago that the only really effective learning occurs in the study club environment.   I learned that while in the Jones’ Gold Foil Study Clubs in Los Angles.

In reflecting back on some dental school experiences that have proven to be very valuable over the years, I’m grateful for the experience of doing an “ideal denture set-up” for the semester exams which prepared us for the state board prosthetic examination.   We used the same teeth set of porcelain teeth, set them in CRO, adjust the occlusion and wax up the soft tissue area.   We were tested and graded each semester while in school.   When we got to the state board exams, we had a set of teeth that we could set in centric relation with various articulator settings and have it function properly.  We learned the relationship of all these variables in occlusal function setting the denture teeth.  It was an invaluable lesson.   I can remember some of the real “task-masters” that they could still see something else to do and to “stick with it if you want and ‘A’”.

So I was a compulsive and perfectionistic and wanted to see how far I could really go, not give up and to please them each time they checked the set-up.   It was discovering that you had to ‘selective spot grind’ the occlusion on pour porcelain teeth if you really expected them to fit in centric occlusion, have balance inter-arch occlusion, cross arch balance and other posterior guidance factors.  Pretty soon you find out that how you set up your anterior teeth is going to influence how well those back teeth function.   You catch on pretty soon that there is a relationship between over-bite, over-jet, condylar inclination, the occlusal plane and overall function.   You are going to create and maintain all of these functional surfaces, cross arch and cross-over balancing contacts, working contacts and non-working contacts so that they are all going to properly function.   There are certain relationships and disciplines that most be followed and when you learn that, the set-up can be an easier task.

What the set-up process taught me was how to obtain all of these functional relationships by taking away tiny, little minute areas until everything fit and functioned well, selective spot grinding to harmonize the slopes. I saw the same corollary in Crown & Bridge and Operative dentistry my freshman year when we used Dr. Linek’s typodont made by Columbia Dentoform.   We needed a better occlusal pattern on the typodont teeth before beginning the exercise.  We made them fit better by taking away minute areas of plastic on the technique teeth (SSG).  Just take away that which is ‘in the way’, no more.   In the junior and senior year we did the same thing on natural teeth.  Just spot grind that which is in the way and the teeth fit better.   I did this procedure a lot on post orthodontic cases to perfect the ‘bite’.   Take away the least amount for the patient to feel better and no one could tell the teeth had been touched.  We were accepting the best that could be done orthodontically under the circumstances and perfecting the result with very minute occlusal adjustments.   This is when post orthodontic equilibration became a definite part of my dental practice life.  These experiences led to an awareness of group function and with the various anterior tooth relationships; open-bite anteriors, 

1. edge to edge, 

2. prognathic lower jaw, 

3. various Class II relationships

A prevailing question was always, “How many contacts are OK to be left on the occlusal surface when the teeth touch in centric relation?”   I didn’t know that, until later on, how great an emotional problem it is with people, technicians, dentists and articulating systems to get involved and try to make tri-pods and bi-pods or quadrapods or various multiple contacts versus just one single contact.  This is still a problem in our theory, philosophy and practice.  We all seem to need to adhere to a philosophy and maintain a relationship with an authority/teacher.  This demand requires that we be very obedient, dependent and disciplined.  I have found that it is quite different if you are dealing with patients.  You need to be on their level, know where they are coming from, recognize what they have, take away some interferences and they will be more comfortable. This is different than thinking that you have to deduce something and add to it all the time by redoing it to fit your philosophy or dentistry’s “philosophy”.  If you do it from the patient’s point of view, “you will take away interferences”.    It makes me feel good that over 50 years ago I was being disciplined and learned that it is OK just to take away interferences in a manner that their dentist could not detect was done.

The nice thing about that period in my life at USC was that in 1947 carbide burs became available.  The burs and the diamonds that had been developed gave me an opportunity to improve the things at the school so that the freshman dental students began immediately and practice all through their school years things that we were doing in private practice and teaching in post-graduate courses.  I felt uncomfortable teaching old techniques in the undergraduate program.  I always felt that it was incongruent.  Dr. Ingraham asked me to take over the freshman operative course, I made so of Dr. Linek’s 1½-size teeth at home and the students started cutting cavity preparations with carbide burs.  Eventually we made preparations with high-speed diamonds in the undergraduate program and began to use hydrocolloid impression material with Morris Thompson’s influence and support.  Eventually we would use mercaptan rubber and then silicon rubber for die impressions in crown and bridge.  These changes really made teaching a joy for me because they allowed the undergraduate curriculum to approach the same science and technique that was used in practice.  My relationship with Dr. Rex Ingraham was a wonderful benefit to me.  He had the intelligence, drive, discipline, and authority to inspire me and then give me permission to   develop and implement many teaching innovations at USC.  These ‘team-mentoring’ relationships exist today.  It is important in personal grow that we have someone to compliment us, help us and keep us on track.  It was during this time that we began to work toward greater efficiency with the use of higher belt driven rotary speeds.  It was the era just before Dr. Robert Nelson’s water and then air turbine.

Dr. Hollenbeck approved of my modifications of his amalgam condensers, and he liked the two new carvers.  He said that he would have dome the same things if he had still been in practice and working with amalgam.  His research was in the areas of impression materials, waxes, waxing techniques, investments materials, investment techniques and casting of gold restorations.  This was the period in which he learned how and why to make gold castings fit better than the Bureau of Standards.  I continually practice the principles learned in those days which are still important to successful gold castings today.  His favorite instruments for waxwork were the wide discoid (5T) and contra-angle gold knife (6T).  The pursuit of the excellence that Dr. Hollenbeck taught and believed is fundamental to success and happiness in dentistry.  We serve our patient and the approval that generates is a prime motivator.  It is this approval that encourages us to risk the growth for change.  If the changes are to be made, they must come from within – it is up to the individual.  If you are uncomfortable with what you are doing and would like to be more comfortable, then you have to ‘get in’, ‘pay the price’, and learn.  Interestingly, when the lesson is learned, it often seems so simple in the end that you wonder why you put it off so long.  But learning is difficult and so we encourage people to use a ‘cookbook’ to learn the steps and then use their ingenuity to apply the knowledge in practice.  The client/patient will appreciate the effort and reward it.  

I learned these four important things: 

1. Polish away the least amount of tooth structure to accomplish the purpose – comfort and stability, 

2. Free up the slopes, 

3. Create harmony of the slopes, 

4. Refine be equilibrating the centric prematurities.

This corrects the occlusion that has worn, abraded, and fits ‘anterior' to centric relation.   There are centric relation prematurities to be eliminated and other slopes to be harmonized by ‘freeing’ up the occlusal contact.  As you free up these inter-digitated, interlocked, slopes, the ‘bite’ feels more functional and comfortable.  As you free up the bite, working on the slopes, what is left begins to ‘touch at the same time’.  It doesn’t matter what is touching where as long as it touches at the same time, it will feel more stable and comfortable to the patient.  Other practitioners may suggest more complex treatment but that is usually not necessary in order to have the mouth feel stable and be comfortable.  Consequently, my experience and practice was in equilibration based on the concept of SSG (selective spot grinding) to accomplish an end with the least amount of time and effort.  I still use the concept today.  Before I turn the handpiece on, I know what part of what tooth to remove and don’t do more.  Today, I am very comfortable with one stable spot on each tooth to hold the vertical support and seek harmony in contact in movement of the mandible.

I feel going to the Institute helped me a lot because of the discipline of PMS technique. They were equilibrating the entire mouth and doing the lower arch first and getting one major cusp on a marginal ridge.  This is similar to having a cusp tip touch the appliance.  I have been a lot more comfortable with this concept because if someone comes in and they are just ‘not quite right’, you will find that is because they have multiple contacts and some are on a slope that they can feel.   When they press on a slope, they feel the tension.   When they press with one cusp tip pressing in the long axis, whether it is the upper or lower, they do not discern that and therefore the refinement of CRO is really the last thing that I do.   If you want to check it with two hands, one hand or no hands, that is fine.  But, I just found that when you free things up, things return to a predictable relation and the patient can consistently do it.   

I was fortunate to go back into full time practice and enjoy it even more.  I could be more comfortable in a personal relationship with my own emotional well-being and myself and inter-personal relationships.  I was ready to go back into practice, and it was easier for me to understand by listening to people.  Interviewing them more and deciding “what is the main thing that you would like for me to do” for them today.   How did you get along with what was done last time?   What next?    Those kinds of things led me to do better appliances, and faster more appropriate adjustments of occlusion without removing very tooth structure.  I found that easier because of my experience with denture occlusion and flat plane occlusion in natural dentition. This learning goes back to past experiences that were observed in Rex Ingraham’s graduate research program when doing full restorations on different articulators.  After the case was completed and in service in the mouth, you tell more about the technician that made the case than the articulator on which it was made.  Harold Eismann did some of the work in this project and his work was used an as example for the excellence that could be achieved at that time.  His work is still and wonderful example of what can be done with discipline and commitment.   I once asked him what he had learned in his years as a dental lab tech, dental student, and then member of our staff.   He said, “If you really want to do a full moth restoration all at one time, you had to use and articulator.  If you do not want to beat yourself and the patient up so much and reduce the difficulty, you work in quadrants or sextants.  It is such a tremendous obligation doing so much at one time and depending on the dentalk technician for excellence and quality”.

Harold Eismann’s work had a certain style of anatomy.  I asked why it is that in every case he did, regardless of the articulator used, there was this same distinctive anatomical style.  I can look at your curve of Wilson and you curve of Spee and I can see the anatomy getting shallower as you go back and all are similar irrespective of the instrument you use.  He said,” You don’t think that I am not going to use my common sense?”  I asked, “Which instrument do you like the best?”  He said, “The Transagraph.  It is so light and easy.  You can hold it in your hand and see what you are doing, you’re your elbows don’t get sore and your shoulders don’t ache.  Of course I look down the arch, that is what we are all taught.”

This was the era of making the best acrylic temporaries that you can because you gain rapport if they really look good and are comfortable and they last a long time.  You could provide stable occlusion and then have the time to do incremental dentistry and do it well.  That was the way it was done in the late fifties.    We had acrylics that could do the work. 

I know that the bite can be opened (taller teeth) if there is a lot of inter-occlusal space at the rest position.  We can make the teeth taller by using some of the freeway space.  The problems come from the kind, style, of anatomy created on the occlusal surfaces and how the patient will clench and rub on these surfaces more than the fact that the “bite was opened”.

During this period, I enjoyed meetings with John A. Anderson and Elbert Thompson and other leaders at Dave Hoffman’s office in his work simplification research group.  Marvin Mundell, author of Motion and Time Study (Prentice-Hall, Inc, 1955), was a great influence on what to do and how to do it.  Dr. John “Dutch” Woehler had a great influence, too.  He was a member of an exclusive study club on the west coast that was dedicated to excellence in dentistry.  He was also traveling the U.S. lecturing and developing study clubs that would build new offices and incorporate the new technical methods, better practice management and the “new high speed sit down dentistry model”.  He persuaded the Chicago Saunders Dental Study Club, of which John Anderson was a member, to come as a group to USC dental school for a week continuum on clinical demonstrations and participation.  This format eventually became an influence on the beginning of the L. D.  Pankey Institute.  Later I met Niles Guichet at Dutch Woehler’s home at a gathering to promote Niles articulator and systems.

When I left the Naval Dental School in 1956, Dr. Woehler was having Dr. Dan Feder remodel his office to be like Dr. John A. Anderson’s treatment room.  This was accomplished by removing the wall between tow 8x10 operatories. Dutch arranged for me to associate with Dr. Feder, to learn from him and to practice nights and Saturdays while teaching full time.  Dr. Feder was a full –mouth reconstruction perio-prosthodontist - similar to the East Coast dentists.  I had just come from the East Coast where I had benefited from the influence of Lou Fox, I. Franklin Miller and the Philadelphia group of Amsterdam and Cohen.  Dr. Feder’s brother, Morris Feder, was an excellent dental technician in Philadelphia and he was wiling to do some cases for me on solid full arch models with separate dies.  The cases were fabricated, soldered and finished before being returned.  These were his first successes with hydrocolloid impressions.  All of the perio-prosthodontic cases were made with this technique and system.

John Anderson invited me to the Chicago meetings were the PMS technique and instrument were being finalized.  I had an opportunity to audit and watch these things occurring in John’s world with PMS, Oral Rehabilitation Seminars and the Institute.  Eventually it was time for me to go there to learn and teach about surveying casts and harmonizing teeth and arches, doing the lower arch first and getting all of the dynamics to work as a unit using the FGP (Functionally Generated Path).  It was a comfortable transition for me from gnathological concepts and there were some corollaries.  I am very grateful for my experiences, beginning with being asked to teach and stay on with Dr. Rex Ingraham which provided the opportunity for me to learn and teach occlusal techniques.  There is just no other way for me to have known all of these fine dentists and benefited from their experience and teaching.  This reinforces the feeling that being a teacher is the greatest opportunity in the world because of the opportunity to learn and share the knowledge with others.  Ironically, the one occupation that I decided not to do as a university student was be a teacher.  When I was a sophomore in college, I decided to be a dentist.  Before I graduated from dental school, I began teaching.  Teaching was OK, but I was a very inadequate, poor, teacher for years.  It has been, however, the greatest learning opportunity that I have had.  I learned that it is better to change and become a facilitator and concentrate on “what is being learned not what is being taught”.  It was through the experience of going to the Chicago Midwinter with Rex Ingraham that I met Bob Black.  That led me go to Corpus Christi to see how he was using the air abrasive.  Then S. S. White made the large air abrasive machine.  We are teaching diamond techniques and air abrasive techniques in post-graduate training at USC.   For comparison, I took Sumter Arnim’s air abrasive course given at the University of Texas Dental Branch, Houston.   You had to use a binocular microscope in the air abrasion to see and inspect what you had done and not just talk about it.   And so I bought one of the microscopes, or Dr. Arnim said he would buy one for me.   I got back home and the binocular microscope was there in 1950 and it is still on my desk in my operatory today.   It is one of the best things that has ever been introduced into my world.  I could then at least know whether castings fit or not and be comfortable with the fact that they didn’t, but they did fit better and better with practice working under the microscope.   That practice of working under the microscope helped me a great deal.   And we did diamond disk procedures on cadavers with the microscope and the high speed and when I went to the Navy in 1954, Arnie Neilsen was working on the ultrasonic vibrator with the leaves of nickel and AC coil around them which made that rod vibrate, which is now the Cavitron.  So here we were, trying to do cavity preparations and diamond disk techniques and new amalgam techniques with disks and special carvers and condensers all in 1954, 55, and 56.  So the parallels were all there.   I get emotional when I think what a wonderful time it was to be living where I could have been involved with all of the “old ones” and fundamentals and some of the very new things and then still be alive and well enough to help because there are some applications of these things.

Another thing that I recall on adjusting full-tooth balance and cross-arch balance and abraded flat plane occlusions and those type of things, is that I put it by Ernie Granger’s note because he was talking about how the teeth really come down and how they really do make a circle and the non-working or balancing surface is involved in the feel of and how people use their teeth.    He was hurt that people would attack him so viciously on the fact that couldn’t be right, although he was right.   I have noticed that when I ask people what they are doing with their teeth, you watch these kinds of things and then you see teeth that are over equilibrated and surfaces taken out of occlusion and teeth that drift until they are back in occlusion again.  Maybe we really are upsetting the equilibrium that exists if we are doing a lot of equilibration.  We really ought to do less.   There should be a good reason for doing it.   And, as a thought right now, the refinement that took place in the courses in your office.   “Hey, Henry why are you so cheap?  Why don’t you just buy two more holders and put the Kleenex in them.”   That just hit me like a bolt if you want to talk about behavior therapy, a rational approach.  Here I was using the Kleenex to dry the teeth and finally have a dry tooth so I could put some red and green ribbon and see what is on them.

I think that is one of the reasons that we have so much confusion in occlusion, difficulty of getting the ink on the teeth, how to look at it long enough to make a decision, take a little off, and then put some more ink on to see how well we did.   We have so much confusion about how to ink teeth and with what.  But with the two pieces of Kleenex, here I was holding them in my hand, dropping them on the chest and then using two holders with red and green ribbon.   Man, the minute that I went to six holders, that made my life so much easier.   No comparison.  You know why?   Because you put those holders in the mouth and rotate out until you feel the cheek, they are not going to bite anything but the Kleenex and the ribbons.   They are not going to bite anything but the ribbon, because you can feel where it goes just by coming out until you feel the cheeks and let them close.  I smile every time I think about this, I don’t know why.  I was just too cheap to invest in the additional holders.  Now I have tray set-ups with six holders on every tray.  It is one of the best investments that I have ever made.   You were comfortable enough to kid me about it and I was comfortable enough to do something about it.  But you could say that until I was ready, I wouldn’t make the move.  That is the self and team help that is really important. 

I think that I mentioned the abraded edge-to-edge case, the prognathic case and the collapsed case because the jaw has to go forward to get beyond the edge-to-edge and forward. All of those kinds of collapsing and loss of vertical are an acquired adaptation.  If we can discover where we can go back to make it a little bit better for them and still be maintained, that is what we have to do.   So you add to the occlusal surface if you think you are restoring vertical dimension or you are putting the teeth where they need to go.  With TMJ, things and alterations take place so fast with trying to capture disks and repositioning appliances and segmental appliances that we can get disoriented.  Sometimes, we don’t know where we are and the patients don’t either.  Now we learn to be patient and allow the process to continue with the guidance and support of the patient. 

The fun that I had over the years made me think of Airdent and Bob Black, and then the diamond disk technique that was popular for a long period of time.   I jolted some people to get their attention.  One attention getter involved Frank O’Roarke, the diamond instrument salesman.   The O’Roarke Diamond Co. developed all of our shapes to be innovative and change the way we worked.  I cut a MO Class II foil an upper bicuspid tooth with the air abrasive unit, nothing else.  Had it checked at the Gold Foil study club and filled it.   Nobody knew it and he got the biggest kick out of that.   So he would go around to sell these diamond disks to make the slice cut and he would say “Hey, hey.   Henry look how tiny that is with a class II disk”, and I had done it with an air abrasive unit.    Then I would go to the Gold Foil Club and use a diamond disk and cut some real tiny conservative class II foil preparations with the disk and the instructors would say, “If you could extend that just a little bit more, I think that it would be better.”    So this was how we got their attention to the fact that it doesn’t matter what you use but what you do.   If you are familiar and confident, it is just like Judge Chapman said:  “there are two things that you need to know to do anything.  One - what you are going to do.   Two - be very familiar with the materials at hand to do the job.”    In a sense, that shaped your life a lot.   You have to know what you want to do first.   That may sound easy, but it is a major complication in life.    Particularly in the work we are describing in this text.   What is it that we are trying to do, to accomplish?   And we get sidetracked.   Instead of trying to help the patient and being of service to them, we serve an ideology, system or technique and/or ourselves.   We don’t get the successes because we are operating from the wrong direction or premise.   We have the wrong task or job.   We are pursuing the wrong right job description.   When we elevate the needs of the patient, become fully aware of and competent with the skills and armamentarium at hand, we begin to have success unimagined in other experiences and techniques.
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