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Learn implantology from the legend, Dr. Carl Misch, in this
epic, two and a half hour long podcast.

Dr Carl Misch will be starting his 10 day Surgical program
on Feb 26-27, 2016 Orlando, Florida with special pricing of
$3,400 per session for all Dentaltown members registered
before 1/31 www.Misch.com or call 248-642-3199.

Dr. Carl E. Misch is “Clinical Professor in the Department
of Periodontology and Oral Implantology, and Director of
Oral Implantolgy (hon) in the School of Dentistry, Temple
University, Philadelphia, PA, USA. Dr. Misch serves on the
Board of Trustees at the University of Detroit Mercy where
he is also an Adjunct Professor in the Department of
Prosthodontics. He is Adjunct Professor at the University
of Michigan, School of Dentistry in the Department of
Periodontics/Geriatrics and Adjunct Professor at the
School of Engineering in the Department of Biomechanics,
at the University of Alabama at Birmingham. He was the
Director of the Oral Implantology Residency Program at
the University of Pittsburgh School of Dental Medicine
from 1989 to 1996. Dr. Misch has maintained a private
practice restricted to implant surgery (bone grafting and
implant placement) and related prosthetics for more than
30 years. He previously practiced Beverly Hills, Michigan.

Dr MischDr. Misch graduated Magna Cum Laude in 1973
from the University of Detroit Dental School, then went on
to receive his Prosthodontic Certificate, Implantology
Certificate and Masters Degree in Dental Science from the
University of Pittsburgh. The University of Yeditepe in
Istanbul, Turkey and Carol Davila University of Medicine
and Pharmacy in Bucharest, Romania each awarded Dr.
Misch a Ph.D. (honoris causa). He holds several other
post-graduate honors including twelve fellowships in
dentistry, including the American College of Dentists,
International College of Dentists, Royal Society of
Medicine, American Association of Hospital Dentistry and
the Academy of Dentistry International.

Dr. Misch holds Diplomate status at the American Board of
Oral Implantology / Implant Dentistry and served as Board
President and member of the examining committee. He
has also served as President of several implant
organizations including the International Congress of Oral
Implantologists, American Academy of Implant Dentistry,
Academy of Implants and Transplants and the American
College of Oral Implantologists. He is currently Co-
Chairman of the Board of Directors of International
Congress of Oral Implantologists, which, has more than 90
countries represented, and is the world’s largest implant
organization.

In 1984, Dr. Carl Misch founded the Misch International
Implant Institute (MIII) a one year continuum for implant
education. The MIII which now has locations in Florida and
Nevada. Over the years, the MIII has been present in
Brazil, Canada, France, Italy, Japan, Korea, Monaco,
Spain, and the United Kingdom. This program has (or is
currently) the primary implant education forum for six
dental school specialty residencies. As Director, he has
trained more than 4,500 doctors in a hands-on, yearly
forum of education in implant dentistry. Programs are
offered in both the surgical and prosthetic aspects of care.
Dr. Misch has more than ten patents related to implant
dentistry and is co-inventor of the BioHorizons® Maestro™
Dental Implant System.

Dr. Misch has written three editions of Contemporary
Implant Dentistry (Elsevier), which has become the most
popular, book in dentistry and has been translated into 9
languages, including, Japanese, Spanish, Portuguese,
Turkish, Italian and Korean. He has also written Dental
Implant Prosthetics (Elsevier). He has published over 250
articles and has repeatedly lectured in every state in the
United States as well as in 47 countries throughout the
world.
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Howard: It is beyond a pleasure and an honor, I just can't tell you how
touched I am to be talking to my idol, my mentor,
everybody's idol, Carl Misch. How are you doing Carl?

Carl: Well, like I said I'm very happy that I get up every morning so far.
It really has made me appreciate this last year step by step
rather than taking it for granted.

Howard: We probably all take our life for granted don't we?

Carl: Yep. Certainly I was.

Howard: Tell us about your journey. Where are you at right now? What are
you doing every day?

Carl: Working on my sixth book, just finishing it up. There's a book that
I'm doing with Randy [Resnick 00:00:51] on complications.
We're just about done with that. I guess that primarily fills
my day up.

 I'm no longer seeing patients so that's freed up quite a bit of time. I've
lost my three dimensional adaptability on my left side of my
body so I'm not able to practice at this point. I've got great
memory and my lectures are going real well and The
Institute is strong so I'm counting my blessings.

Howard: Just in case, since this is downloaded on every country on
iTunes, there possibly could be one person listening that
doesn't know the man, so I'm going to read your bio.

 Dr. Carl E. Misch is Clinical Professor in the Department of
Periodontology and Oral Implantology and Director of Oral
Implantology in the School of Dentistry Temple University
Philadelphia in the US. Dr. Misch served on the board of
trustees at the University of Detroit Mercy where he is also
an Adjunct Professor in the Department of Prosthodontics.
He is Adjunct Professor at the University of Michigan School
of Dentistry in the Department of Periodontics Geriatrics
and Adjunct Professor at the School of Engineering in the
Department of Bio-mechanics at the University of Alabama
at Birmingham. He was Director of the Oral Implantology
residency program at the University of Pittsburgh School of
Medicine from 89 to 96.

 Dr. Misch has maintained a private practice restricted to implant
surgery, bone grafting, and implant placement and related
prosthetics for more than 30 years. He previously practiced
Beverly Hills, Michigan. Dr. Misch graduated Magnum Cum
Laude in 1973 from the University of Detroit Dental School
then went onto receive his prosthodontic certificate,
implantology certificate, and Master's Degree in Dental
Science from the University of Pittsburgh, The University of
Yeditepe in Istanbul ... what is it?

Carl: Yeditepe, yeah.

Howard: In Istanbul, Turkey and Carol Davila University of Medicine and
Pharmacy in Bucharest Romania, each awarded Dr. Misch
a PHD. He holds several other post-graduate honors
including 12 Fellowships in Dentistry, including the
American College of Dentists, International College of
Dentists, Royal Society of Medicine, American Association
of Hospital Dentistry, and the Academy of Dentistry
Implants.

 Dr. Misch holds diplomat status at the American Board of Oral
Implantology, Implant Dentistry and served as board
president and member of the examining committee. He has
also served as president of several implant organizations
including the International Congress of Oral Implantologists,
American Academy of Implant Dentistry, Academy of
Implants and Transplants, and the American College of Oral
Implantologists. He is currently co-chairman of the board of
directors of International Congress of Oral Implantologists
which has more than 90 countries represented and is the
world's largest implant organization.

 In 1984, Dr. Carl Misch founded the Misch International Implant
Institute, a one year continuum for implant education. That's
where I met you. I got my fellowship there. The Misch
International Implant Institute which now has locations in
Florida and Nevada. Over the years, MIII has been present
in Brazil, Canada, France, Italy, Japan, Korea, Monaco,
Spain, and the United Kingdom. This program has or is
currently the primary implant education forum for six dental
school specialty residencies.

 As director he has trained more than 4500 doctors in a hands-on
yearly form of education in implant dentistry. Programs are
offered in both the surgical and prosthetic aspects of care.
Dr. Misch has more than 10 patents related to implant
dentistry and is co-inventor of the Bio-Horizon Maestro
Dental Implant System.

 Dr. Misch has written three editions of Contemporary Implant
Dentistry, which has become the most popular book in
dentistry and has been translated into 9 languages,
including Japanese, Spanish, Portuguese, Turkish, Italian,
and Korean. He has also written Dental Implant Prosthetics.
He has published over 250 articles and has repeatedly
lectured in every state in the United States as well as in 47
countries throughout the world.

 Carl is there anything you haven't done?

Carl: Well, I don't have much on my list anymore but ...

Howard: You were also a swimmer.

Carl: I was at one point.

Howard: Were you a swimmer or a diver?

Carl: I was more of a diver. I was on the swim team as a diver so I
swam the butterfly and I would not win but I was a diver. I
took first in every competition I ever had in diving. At one
point my coach wanted me to try out for the Olympics but I
was too much involved in baseball and that's a summer
sport along with diving at that point of my career so I elected
not to do that.

Howard: I've got to tell you my first meeting of you ... I live here in Phoenix
and I flew all the way to Pittsburgh. I think it was a 7-3 day
weekend continuum. I went there on the the first day and I
think I was 24-25-26 ... I forgot I young I was. I was in my
twenties.

Carl: You sat two rows back on my right hand side the first day. The
second day all of a sudden you were right in the center,
right in the first row, and such a face of enthusiasm
compared from the second day to the first day. I remember
you coming up to me saying, you know, I've learned more in
the last two days than I did in all of dental school. Every
dentist should take this program. How excited you were
about it ... yeah I remember that first program you were at.

Howard: Thanks. I told everybody it was like you just saw Beethoven play
the piano. I watched you do surgeries all throughout that
curriculum. You would do these surgeries and what blew my
mind the most is how you would be doing the surgeries
while you were looking up at dentists talking to them. It was
like Stevie Wonder, that's really what you were. You were
Stevie Wonder playing the piano because half the time you
were even looking down you just were ... I mean I've never
seen so many implants placed so seamlessly so easily. It
was mind blowing.

Carl: It very much is like somebody playing the piano in that you can't
learn how to play the piano by watching somebody play the
piano and you have to practice the piano and it's the same
in implant dentistry. You can't learn implant dentistry by
watching somebody do surgery. You can definitely learn it
by having somebody sit next to you and just like teaching
you how to play the piano. You practice for 8 hours a day for
30 years, you get really good at it.

Howard: Carl you started first though in removable. That's where you cut
your teeth wouldn't you say? Prosthodontics?

Carl: In those days the primary patients that would be sent to me were
be completely edentulous patients because people were still
doing three unit bridges. The primary way to replace a tooth
was with a three unit bridge. The community that would
send me patients, since I had an implant restricted practice
as far as I understand probably the first one in the country,
they would send me cases that traditional dentistry had
trouble fulfilling. For example a single tooth implant for a
central incisor, many patients would tell their general
dentist, I dentist want a bridge I've never seen a good
looking bridge, and they'd say, okay Misch here's an implant
and a lower denture. They're having trouble with their lower
denture, there wasn't anything in traditional dentistry that
would solve the problem of a lower denture so they'd say go
see Misch.

 In some circles in that era I was the crazy guy from Deerborne that
was putting titanium in people's jaws and who knows where
this would lead in the future maybe I'll end up giving cancer
to all these patients. There was quite a bit of discussion
about the bacteria, what happens at the implant's softest,
does it directly go in the blood stream? Are you putting your
patients at risk? All of the institutions of dentistry were
telling their students, stay away from implants. Then all of a
sudden by 1985, Nobel Pharma had enough money to
come in with marketing to the dental schools and started
with oral surgery programs and almost overnight everybody
started talking about and referring patients for dental
implants.

 Unfortunately the dental school faculty had no experience in it, had no
knowledge in it. As a consequence the field was taught by
things that were perceived as what is easier, what is faster,
what is simpler. Like any discipline usually the things that
are simpler or easier or faster do not correspond directly
with what is the best method to do something, or what lasts
the longest, or what has the fewest complications. Rarely
are those on the same page. The thing that The Institute did
very early on realizing there was no science. There were
very few clinical studies. I had a mission statement to help
set and elevate the standard of care in implant dentistry.
Everything taught within my institute would be science
based, clinical studies, and reformatted implant education at
large.

 We had this hands on program also so that my faculty could sit there
next to the participant and do the surgeries with them. That
was the first hands on program in dentistry. We had no
hands on program in restorative. We had no hands on
program in endo. There was no hands on program in
dentistry other than dental school. Once you graduated you
were on your own. You'd go watch somebody talk about a
subject for half hour to a day and come back and your an
expert.

 Implant dentistry is a different field than that. Unfortunately still the
driving treatment planning concepts often is what is faster,
easier, simpler, and cheaper. Those things still is the driving
force in our field. It is not the most predictable aspects of it.

 I rewrote the mission statement a couple years ago for The Institute to
have that rather than was is faster, easier, simpler, looking
at what is most predictable. Within that concept then it
evolves into what is taught from the program at large.

 Sorry I have a tendency to ramble.

Howard: I love your rambling. Carl, when anybody emails me for these
podcasts, they're usually under 30 so all the data I have on
who's going to be listening to this, it's going to be several
thousand dentists and they're mostly going to be young. I
want you to take them back because a lot of these guys
forget, when I was in dental school, there was one guy that
started to place implants and all the other faculty at the
University of Missouri Kansas City called him the quack, the
butcher. When I opened up my practice there was a guy
across the street that was placing implants. A lot of these
states crucified a lot of these dentists. A lot of these dentists
were doing these cases and the first time one failed, they
took their license away, those were tough pioneering days.
Isn't that true?

Carl: Yeah. The handful of us that were doing implants on a regular
basis were put up in front of the board. It's amazing that we
continued through the process, guys like [Lynn Cowl
00:13:33] and [Ken Judy 00:13:33] and [Jack Han
00:13:35].

 Dentistry at large was against implant dentistry until the staple implant
which could only be done by oral surgeons opened up the
door because then all of a sudden oral surgeons accepted
implants because only the oral surgeon could do this extra-
oral approach and putting the implant through the chin.
Within the Branemark system came in and would only sell
implants to the oral surgery community. Again the oral
surgeons of the country started saying, yeah implants are a
good thing and by the way we're the only ones that can
place them. They used it primarily as a way to promote their
practices.

 Once the universities got through that system, the periodontists went
to Nobel and organized dentistry and said we're a surgical
specialty too we should be able to do this. Most recently
prosthetics has changed it's definition. Now they're doing
implant surgery. Although organized dentistry kept implants
out of the private practitioner office, it was the private
practitioners that developed it. It was the private
practitioners that developed ... most of the implants that
were on the market were designed by private practitioners.
The vast majority of implants placed in the United States
were by private practitioners but the university based
education would tell graduating dentists, stay away from it.

 As a concept then, even today when people enter the field, they're
looking for something that is easiest to do. It's perceived for
example, that a central incisor veneer is probably the
treatment of choice today because every time you get a
great one they put it on the front of Dentistry Today and
dentistry at large has gotten used to looking, you're going to
fix a central incisor, the best way to do that to change the
color and or size of shape would be a veneer. People who
do this for a living know that of all the teeth in the mouth,
that's probably one of the hardest ones to get the color right
and the shades right and the value right and all the rest of it.
There's a lot of easier teeth to restore in the mouth than a
central incisor but the same thing happens in implant
dentistry.

 Most of my patients were central incisors because the patient did not
want a bridge. It took me years to figure out that they were
absolutely right. They would say I've never seen a good
looking bridge to replace that incisor. I don't want a bridge,
and they're absolutely right. They've never seen a good one
because the good fixed prostheses you don't see and you're
not aware that it's a three unit bridge. You only see the bad
ones and every time you see one, you say, see I've never
seen a good one. You emphasize to yourself, I'm not going
to get a bridge.

 The same thing was happening with implants. If there was ever a
problem, almost the whole school would be brought in to
see the mobile implant or [exit A 00:16:58] coming from an
implant site. I used to tell them look, you don't judge teeth
that way. If a tooth has a periodontal defect that doesn't
mean all teeth don't work. Why are you evaluating an
implant different then a tooth at that point? Indeed there are
reasons to look at it differently but the concept is your
preconceived opinion acts as a screen for the information
that comes in.

 It's the reason why Democrats and Republicans go to the same
person they hear, let's say Trump, and one walks out and
says, that's why I'm a Democrat, and the other guy walks
out and says, that's why I'm a Republican. They hear the
same thing but they hear it through a different screen.

 In that era in the 70s, the screen was implants are dangerous,
implants don't work, stay away from them, and anything that
got through the screen would only support that
preconceived idea of organized dentistry.

Howard: I want to stay back historical for just a little bit. I remember one of
my friends in Phoenix did a sinus lift and an ear, nose, and
throat saw it later and reported to the board and him doing a
sinus lift in 87, it was like the Catholic church back in the
Inquisition. I remember the ear, nose, and throat guy, I even
remember his name, I probably shouldn't say it. He was
going on about this is the absolute craziest thing he's ever
heard of his entire life and anybody who does that should
have their license taken away.

Carl: Then flash forward 30 years, [inaudible 00:18:47] Hospital right
across the street from Pittsburgh had me train all their ENT
residents in how to do a sinus graft because they figured
this may be a way to treat some conditions of sinusitis that's
chronic. Here we go again, we go from one thing saying it's
outside the standard of care, flash forward, well let's start
teaching all of our residents how to do this procedure.

Howard: Whatever happened to subperiosteals, ramus frames? Talk
about the things that came and gone because now you're
writing ... are you working on your 4th edition of the book?
What'd you say? What edition?

Carl: Complications, it's a new book. The surgical edition has several
editions. The prosthetic book has a couple of editions and
then there's a new book that will be coming out is primarily
complications and the treatment thereof.

Howard: Talk about the things that came and gone like ramus frames and
subperiosteals because in a way isn't ... who's doing the
most advertising on television in my area, Phoenix, is that
[all on four 00:19:59]. It kind of reminds me of ramus frame
because they're not really an alveolar bone they're going
straight back into ...

Carl: Yeah it's true. The all on four concept is perfect for the
environment of which implant dentistry is being taught.
What is fastest, easiest, cheapest? Well, all on one was
attempted for a very short time. It did not work. All on two
turned out to be ...

Howard: What was all on one?

Carl: They had this guy in Europe who thought he could put one
implant in and hang twelve teeth on it.

Howard: I'd never even heard of that. Is that right?

Carl: I've got a couple pictures of his cases. He literally got booed off
the stage, but there was all on three for quite awhile in
Europe. There were 9 different countries that at their major
meetings would show all on three. Again it did not last very
long, all on three means none on two basically. You lost an
implant, you lost everything associated with it.

 The all on four concept certainly can be used in selective cases but
the threshold of problems is risky. What many people forget
is that these restorations especially on the all on four type
are screw retained. An abutment screw or a prosthetic
screw loosening is a very common complication. You're
putting three implants in to try to get the triangular, like a
tripod, for support, but if one abutment screw gets loose, not
an implant failure, if one abutment screw gets loose, worse
yet if one prosthetic screw gets loose ... and if you look at
these prosthetic screws, they're only 1 and a half millimeters
in diameter. They have 7 threads and if one of those
prosthetic screws break or get loose, which occurs in more
than 28% of the time, now it's all on two. All on two blows
out one or two of the implants.

 You've got this 10 thousand dollar treatment, some people are
charging as much as 20 thousand, all based on a metal
component 1 and a half millimeters in diameter and 7
threads touching metal. It doesn't make sense. It doesn't
make sense to balance a treatment plan so perfectly that if
one thing happens the whole case breaks down. Faster,
easier, cheaper usually is not the best thing to do. It's better
to have something back up so if you have a complication it
doesn't automatically lead to a catastrophic failure.

 A couple years ago I opened up a practice in Chicago, an implant
complication practice. My thought in the beginning was,
treating complications takes more experience, doesn't have
as high a success rate, and as a consequence the
profession needs a vehicle to treat complications, so I
developed this practice thinking that it was something
unique and I was never so busy in all my life. All these
problems start flooding the gates in Chicago. Many of them
all on four because all on four was coming into a treatment
center in Chicago. Since then they've had 3 different
surgeons. They've had 4 different restoring teams. They
come, they go, because they give the impression to the
patient that this can be a lifetime device and if it doesn't last
a lifetime all of a sudden the practitioner is forced to do it
again for nothing and they don't know how to treat it again.
The second time is worst than the first time. There's usually
less bone. There's more of a complication associated with it.

 It doesn't make sense to balance your mission statement, and
whether you're aware of it or not, when you're in private
practice, you have a mission statement. The way that your
practice primarily runs is based on some underlying theme
that you may be aware of or not. No matter what practice
development course you take, they tell you very early on to
go into a mission statement. If you take any patient that
walks in the door primarily your new patients are emergency
patients, well that's your mission statement. We're here to
handle emergencies. If you broke a filling or have a hot
tooth come see us we're always open. Your mission
statement may be we're cheaper than anybody else. We'll
do 2 for 1. We won't accept a co-pay. Your mission
statement is we're cheap, so let everybody know that we're
cheap.

 It seems to me that my newest mission statement within my practice
when I opened it in Chicago was I wanted to develop a
practice in which I could maintain your teeth and/or implants
in health for the rest of your life. That's a mission statement
that can be done with modern dentistry. If you look at then
the primary reasons why people lose teeth, that's where the
practice focuses on. If plaque is a problem where people
could lose teeth, well then you've got to develop a hygiene
aspect to the practice. You let the patients know we need to
see you periodically because decay can be a major reason
you lose teeth. Gum disease, plaque related. We need to
see you every 3 to 6 months because gum disease is a
major cause of lose of teeth and our mission statement is to
maintain your teeth the rest of your life, which we're able to
do in modern dentistry.

 You lose a tooth. My goal is to return the patient to normal control,
comfort, function, aesthetics, speech, and health. That's my
mission statement for replacing teeth. That mission
statement it turns out that the best way to replace the tooth
for longevity would be with an implant. Once the implant's in
place, the mission statement transforms to I want that
implant to be maintained in health for the rest of the
patient's life. Within those overwhelming conscious choices
you make as a practitioner you run your practice. All of a
sudden in your waiting room you've got your mission
statement to maintain your teeth and/or implants for the rest
of your life in health, and when a patient has decay, well I've
got to fix the decay because I'll run the risk that I won't be
able to maintain your tooth in health for the rest of your life.
You need endo, okay we're going to do endo because I
want to maintain that tooth for the rest of your life. Now you
need to replace a tooth. I want an implant because that will
help me maintain the rest of your teeth with the highest
predictability.

 It goes back over and over again to your mission statement, what you
do for every service you render within your practice. If gives
your patient a reason why they should show up every 3 to 4
months because the bacteria change. It gives them a
reason why pocket depths greater than 5 millimeters
increase the risk of anaerobic bacteria so that pocket
probing, sulcus probing, is part of the practice and the
monitoring of that and taking care of conditions that start
getting deeper.

 It underlies all the decision making aspects within your practice and
for your patients. Whether you know it or not your practice is
run by these mission statements. Change of subject ...

Howard: This is ... these dentists listening to you, they're individuals and
they go to a dental conference because they want to start
getting into implants and they see literally 275 different
people selling a titanium implant. My question to you is,
what should these individual dentists be thinking about
when they're trying to invest in an implant system? Some of
them, their mission statement is we're the cheapest. Some
of them of are very expensive. Some are in the middle.
What should a dentist be thinking when they're going to pick
a system? Can they just pick one system or when you look
at it do you really need a couple of systems to do everything
that you need to do?

Carl: It depends on your training, your experience level. Certainly an
experienced practitioner can use one system for most
everything they do within their own practice. However they
probably shouldn't treat every patient that comes in the
door. There are some patients that should be referred
regardless of who you are. Very few dentists, oral surgeon
or not, are familiar with iliac crest grafts and implants, and
edentulous maxillae. Perhaps that's not the type of patient
that you should challenge, especially in the beginning or I
question even at the end. All of us need to refer somebody.
You do a filling on a patient. They get endocarditis. There's
not too many dentists that would do the flap replacement
although when I first got out of dental school I thought if I
saw the lecture on it, I'd be able to do it. Boy, if one of my
early patients got endocarditis, I'd probably admit them and
do the flap replacement myself but as I've matured I've
realized that there are some cases that regardless of your
training you should refer to somebody else. 

 If they have a problem, they are less likely to have an oppurtunity to
have a litigious action against you. Use other practitioners
around you or their expertise, whether it's ENT or oral
surgery or cancer, send it to an oral surgeon that treats
cancer, don't send it to an oral surgeon that the only cancer
they saw was in their residency. Fly them down to go see
Marx. There's certain individuals that have expertise in
certain aspects of treatment that we don't see on a regular
basis as a general practitioner and therefor have the guts to
be able to send a patient out. It doesn't mean you're inferior.
It doesn't mean they're better than you. Every physician
knows they treat a patient with a team approach. Every
surgeon that I'm aware of at every hospital, before they do
surgery they have to send the patient to an internist who
then does a medial review of the patient in internal medicine
and clears them for surgery. They're a world renowned
heart transplant surgeon but to do surgery they've got to
send it to the internist department at the hospital before they
can do their surgery.

 A dentist should be aware, it's not something against you if you get a
second opinion or if you refer a patient for one aspect of
care. You don't have to do everything for the patient if you
put the patient first rather than your ego first.

Howard: Who are you talking to, Marx? What's his first name and where is
he at?

Carl: Marx is in Florida. He probably treats more cancer patients than
anybody else, does a great job at Miami and that whole
department is setup to primarily treat cancer, oral cancer.

Howard: What's his first name?

Carl: Bob Marx.

Howard: Bob Marx. M-A-R-X? 

Carl: M-A-R-X.

Howard: M-A-R-X.

Carl: Yeah, University of Miami.

Howard: Back to, can you recommend any implant systems or would you
rather remain agnostic?

Carl: The most important thing is not the system, it's the treatment
plan. You can have the best system possible but if you have
a stupid treatment plan then it's not going to work like that
one implant replacing 14 teeth. It's not the system that's
going to make that treatment plan work. The most important
thing is the treatment plan. If you've noticed programs that
when you go through The Institute the vast majority of the
time isn't talking about the rotation of the bur and what the
RPM should be, although we've done studies on it and
that's generated and all the rest of that aspects of it. We
spend more time talking about where the implant should be
positioned, how many implants should be used, what is the
quality of bone related to determine the implant number, so
that the treatment plan is the most important aspect of the
care. What makes it last predictably long term is more
related to the treatment plan. The angulation the implant's
placed, the position the implant's placed, the size of the
implant.

 If I look at my evolution, talking about treatment planning, we used to
talk about implant design rather early in a lecture series and
talking about the different [sub of crest 00:33:07] implant,
the threaded implant, and surface area because stress
equals force over area. As it's evolved and the studies have
evolved the implant design is number 9 on the list as far as
importance now. Much more important are for example
things that people often ignore, patient stress factors for
example. If stress is the major reason for complications, and
it is, bio-mechanical stress. Then we look at what is the bio-
mechanical stress in this particular patient and under these
particular conditions? Are they a bruxer? Are they a
clencher? What is the quality of the bone to be able to
handle the stress that's going to be applied to it? Then you
apply all these factors, you're looking at it ... when an
engineer designs something they look at where is it most
likely to fail and then they start designing things that make
that not the most likely place to fail.

 If you know for example that the most common reason this
prostheses has a problem is that your abutment screws get
loose. You look at the 9 things that contribute to abutment
screw loosening and implant diameter is a major one.
Platform size is a major one. The torque you put on the
screw is a major one. You start looking at where do these
systems fail? Now we're going to build up a stop against
those most common failure systems and then I'll have less
complications. The reason why the people that go through
The Institute have the highest success rate and the fewest
complications, much fewer than the literature averages, is
because the decisions that are based within The Institute
are science based, not what is the easiest thing. What is the
easiest thing? One implant.

 I go back to the one implant. One implant has been used. There are
some pretty good studies showing that one implant in the
symphysis for an overdenture is equivalent to two implants.
When I see two implants I've got an hour and a half lecture
on complications related to the two implant overdenture. It's
the most common thing done. It's the most common thing
done because it's simple and it's less cost, but even simpler
is one implant in the midline. There's a number of studies
now that show that one implant in the midline is probably
better than two implants. Two implants have more
complications than one implant. If we look at where are the
complications coming from and then what is the cause of
the complications then you can build treatment plans or
concepts that reduce the complications and increase the
success rates. It rarely is related to faster, easier, simpler.

Howard: A very common question with a single implant placed with a
single crown is do you cement that or screw it? What are
your thoughts on that?

Carl: I wrote an article years ago, it isn't much different today. I've got
17 reasons why a cemented crown has an advantage over
a screw retained crown. If I look at that article it was
primarily where multiple implants were being joined
together. If multiple implants are being joined together, it is
almost impossible to screw retain the prostheses and have
it passive. The metal metal connection in implant
prosthetics means you can have zero tolerance for error in
fabrication of the prostheses. Zero tolerance of error is
impossible in multiple unit prostheses. All impression
materials shrink. All stone expands. Metal constricts when
it's cast, when it's machined. What is the quality of the
impression that you're taking? Is it a digital impression or is
it a conventional impression? Analogue variance. The
analogues in implant dentistry are not exactly the same as
the implant components that they represent.

 There are so many variances that it's kind of like the joke with
somebody applying for a job and the interviewer says, okay
I've got three people here I'm going to ask you all the same
question. The first one is a teacher and the interviewer
says, what's 2 plus 2 and the teacher says, 2 plus 2 is 4
always was, always will be 4. The next one is an engineer.
He says, what's 2 plus 2 and the engineer says, well it's
between 3.999 and 4.001. The next one is an attorney. He
says, what's 2 plus 2. He says, what do you want it to be?

 In engineering, there's a variance that you can't have absolute values.
Therefor when you're splinting things together using a screw
you get variance of fit. A 20 Newton centimeter force on a
screw is enough mechanical force to move two railroad cars
if they're on level ground. Literally when the screws are
applied the implants move in the bone with immediate load
of quick of bit of result and it increases crestal bone loss, it
increases the risk of early implant failure, and it increases
the risk of screw loosening later during prostheses function.
If I look at a major advantage of multiple implants being
splinted together when they're cement retained, is you have
a cement space. As a consequence it's much easier to get a
passive casting. As a consequence cement in many cases
is a better alternative. However if you put the margin of the
crown down near the level of the bone and you leave
residual cement, it comes back with peri-implantitis. The
most popular cement that's used in implants grows
anaerobic bacteria. The most popular cement that's used in
dental implants is radiolucent. You don't see it on a post-op
x-ray.

 The most popular cement ... if I was the devil and I wanted to screw
dentistry, and I say I'm going to tell you to use this cement
because it will hurt more patients than anybody else, that's
the number 1, 2, and 3 cement that's used in the United
States. It's ridiculous, but because of the lack of training and
understanding we end up using products that actually put
use at a higher risk than at a better benefit. It's not related to
the manufacturer. Well it can several of these manufacturers
sell their own cement, and their own cement is radiolucent
and grows anaerobic bacteria, and they put the name
implant cement on it, and they don't make it themselves.
They get it from Europe and then they put their name on it
so it's another money vehicle for them, and yet it's a cement
that should never be used in implant dentistry.

 We need more science. We need more studies. We need less, how
do I play the piano with no lessons and never practicing.
That's basically what we're doing in implant dentistry. Then
our teachers have never played the piano and they take a
one day course and they come back and they regurgitate
what they heard from some guy who said it before. Lately
they take my book, my book is now the number one book in
the history of dentistry. My implant books have sold more
books than any other book in dentistry. Why? Nobody has
any training. At least now the instructors are buying my
book and reading the chapter and then giving a lecture
instead of literally just going to a lecture for an hour and
trying to regurgitate the jokes.

 If you're not using implants on a regular basis within your treatment
planning within your private practice, the world has passed
you by. To get that training, it doesn't come through the air.
Indeed it is a treatment planning skill based on science and
clinical studies and it is a hands on approach. You can't
learn dentistry without hands on. Italy opened up it's first
dental school in the late 90s. To be a dentist in Italy you
went to medical school and then you came out and you
practiced for a few weeks with somebody that did dentistry
in their private office, and you'd assist them for a couple
weeks, and then you're qualified to be a dentist in Italy. It did
not work well. It did not work well for the country so they
finally opened up their own dental schools. There was a lot
of politics against, because the physicians did not want to
go back to school or they did not want to go to school
longer, but they found that you need to do some hands on
approach.

 Prior to the 90s you were a dentist, you've never given an injection,
you've never cut a tooth, you've never did a prophylaxis on
a patient, but you practice dentistry. That's the way we are
in implant dentistry now. The teachers in the universities ...
6 universities now use my institute to train their oral surgery
residents, their perio residents, their prosthetic residents
because they've realized their teachers don't have the
experience and the knowledge and the training to be able to
teach this to especially resident, especially at a specialty
level. It's cheaper for them to send their residents to the
Misch Institute, get the didactic training, have my faculty go
in their dental school and supervise their surgeries and it's
more effective and it's cheaper for them to have The
Institute train their oral surgery residents or perio residents
than it is for them to develop their own faculty.

 The general dentists that have taken the program at The Institute,
they're getting the same lectures and the same training as
the oral surgery programs or the perio programs that are
using The Institute for that same purpose.

Howard: That's at ... they can find that at misch.com which is M-I-S-C-H
dot com. What cities are those in? Will you talk about that?
How many different sessions and programs do you have at
your ... what cities are they in and how many sessions do
you have?

Carl: Over the years it's evolved into different selections, I guess. For
years the primary place this was was Michigan because
that's where my private practice was. Then it evolved into
Pittsburgh because I had an implant residency there. Then
it evolved into Temple because I had an implant residency
there. Now we're currently doing the program in Miami, Las
Vegas, and in California, in LA. It changes from year to year.
Depends on where the greatest need seems to be for the
following year. The person that's helped me run The
Institute, her name is Heidi Cartagena, and she is been with
me for 20 some years. I did implants for her maxillary
cuspids when she was 15 years old and that was about 30
years ago. She is been with me ever since.

 If you were going to say I want to take the program as soon as
possible where is it going to be? I guess Vegas. There's a
program in California, LA, relatively soon after that. It's
broken up into these Friday, Saturday, Sunday sessions and
each session concentrates on a different region of the
mouth so there's one session that concentrates on the
anterior maxilla. There's another one that concentrates on
the anterior mandible. There's one that concentrates on the
posterior maxilla and the sinus grafting procedures. Each
program concentrates on a different anatomic location, on a
different prostheses type for that particular patient type, and
then there are laboratory setups so that my faculty and you
go through these hands on programs on Sunday.

 We've trained 1 out of every 20 dentists in Canada, has gone through
The Institute. We've got 10s of thousands of doctors we've
trained from 47 countries and every state in the United
States for now over 30 years so that the faculty and I have
lots of experience at level that you enter, whatever level it is.
I don't care. Mike [Pecos 00:46:20] has been through my
program 5 times. He's got a great program but he comes
through the program because the program is always
changing. It's updating. There's clinical studies that are
added to it.

 Don't get fooled by people who say, don't take Misch now, take my
program first because his program is so advanced, take my
program so that you learn the beginning of implant dentistry
then go take his program afterwards. Those guys were
trained by me. They were sitting in the same seat that
you're sitting in now. You might as well take it from the
person that wrote the book, rather than somebody who
reads the chapter and attempts to give a lecture outside the
book. I would suggest you get involved soon and that you
come to the original source. There's got to be a reason why
my book is the number one book in the history of dentistry.
It's based on science, organized studies.

Howard: Two things on your book: would you recommend they read that
before they go to your course?

Carl: Yeah. The course simulates several chapters in the book and so
before you come I tell you which chapters in the book will be
discussed at that particular program. For example, the book
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