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Your Practice
Jonathan Norris DDS

**This should be a 40 min presentation ** 



The Paradigm is shifting….

THIS IS THE GREATEST OPPORTUNITY IN 
THE HISTORY OF DENTISTRY TO THE RIGHT 
THING FOR THE RIGHT REASON…..



Objectives

1) Educate on the benefits of minimally invasive practices in dentistry.
2) Review how to transition your practice to a minimally invasive (or care in 

dentistry) dentistry approach.
3) Describe the financial benefits and improved patient outcomes from switching 

to minimally invasive.





Outline

I. Introduction
II. Problem - Caries & Medicaid Cuts

III. Solution = Dentistry’s Penicillin Moment - MID
IV. Types of Medicine
V. Model

A. Illinois State Laws
VI. (non-financial) Benefits of Minimally Invasive Dentistry

A. Access
B. Outcomes
C. Decreased Sedation
D. Broken Apointment

V. Transitioning - What to expect

VI. Financial Benefits



“Every Child is Welcome”



Practice Composition
Practice Medicaid %

Keene, NH 62%

Claremont, NH 70%

Sanford, ME 63%

Henniker, NH 53%

Amherst, NH 53%

Dublin, NH 55%

Rutland, VT 73%

Portland, ME N/A

Brattleboro, VT N/A

Average 61.3%



The Problem (elephant in the room)….

- Congress targeting $600-880 billion in Medicaid cuts over next decade
- Medicaid dental covers 78 million Americans
- 47% of Medicaid children receive annual dental care
- 1 in 3 dentists accepts Medicaid
- Medicaid Reimburses at rates 34% below commercial insurance for children 

and 46% below for adults
- Most practices view this as an unsolvable equation:

- 1) Accept Financial Losses
- 2) Limit/outright exclude these populations

What if the problem is NOT Medicaid but our approach to serving Medicaid 
Patients?  What if we could design a practice model where public insurance 
becomes not just viable BUT profitable in an era of reduced federal funding???



Should be a slide with all of the major dental organizations

Point of this slide is to show how disjointed we are and how competing interests 
can be at the detriment of another group…we are playing win-lose



This slide should have all the groups but then have it as 
VENN Diagram…and in the middle/intersection…

That’s where I want to live…thats the space we can 
actually get things done



The Historical Response

“Surgical”/Traditional/Legacy Operative 

(Drill and Fill)

● Treatment of Symptoms
● Is this all we can do?
● Are there other options?
● Treatment of infectious disease?????





Dental Public Health

“THE SCIENCE AND ART OF PREVENTING AND CONTROLLING DENTAL 
DISEASES AND PROMOTING DENTAL HEALTH THROUGH ORGANIZED 
COMMUNITY EFFORTS. IT IS THAT FORM OF DENTAL PRACTICE WHICH 
SERVES THE COMMUNITY AS A PATIENT RATHER THAN THE INDIVIDUAL. IT IS 
CONCERNED WITH THE DENTAL HEALTH EDUCATION OF THE PUBLIC, WITH 
APPLIED DENTAL RESEARCH, AND WITH THE ADMINISTRATION OF GROUP 
DENTAL CARE PROGRAMS AS WELL AS THE PREVENTION AND CONTROL OF 
DENTAL DISEASES ON A COMMUNITY BASIS.”

-ADA https://ncrdscb.ada.org/recognized-dental-specialties

https://ncrdscb.ada.org/recognized-dental-specialties


The Paradigm Shift  = Medical Management
Education 

Prevention

Research

“Less Invasive”

Shift from Doctor Based Treatment to Team Approach 







END STAGE OF INFECTIOUS DISEASE…

A mechanical respirator (iron lung) used to treat 
patients with respiratory paralysis, including those with 
tuberculosis, during the polio era. 

A full mouth dental rehabilitation with implants, crowns, 
root canals, and bridges used to treat patients with 
dental decay.



The “New Dentistry”...

A type of “medical dentistry” - emphasis putting mouth back in body

- Minimally invasive 

Winners = 6 Ps: Patients, Parents, Payors, Providers, Profession, Public



Inflection Point Slide From Investment Deck





Paradigm Shift????
Is it a Vs.

OR

  An And???

Medical Management Surgical Management



 



https://docs.google.com/file/d/1dm5AE_F7FyK9XhuFR_TDK_2HdWbjL6Ef/preview


Silver Diamine 
Fluoride (SDF)

● First Pharmacological treatment 
governmentally approved for use against 
dental caries (ex Japan in 1970, Canada 
2017).

● The effectiveness of treating individual 
cavitated lesion is estimated by meta-analysis 
to be 81% (Gao Et Al., 2016).

● Similar to composite fillings placed in similar 
high caries rate public health situation (Bucher 
et al., 2015).

● Outperforms all other modalities besides 
sealants, approximately 61% few new lesions 
throughout the mouth (Horst & Hieme, 2019).



GV Black 

Leave the decayed material in the dentin where it 
is.  Do not disturb it or attempt to remove it.  The 
removal of this is particularly painful to the child.

...if some decay is left or some dentin is exposed, it 
should be treated with silver nitrate. ... 

The object in this treatment is to fill the part of the 
dentin softened by decay with the insoluble salt of 
silver ... and incidentally to destroy the organisms in 
it. 

Generally decay is effectually (sic) stopped by this 
treatment. …  and the teeth, although mutilated and 
out of shape, will be useful to the time of their 
shedding. 

We may, if decay is again starting up in some part 
of a surface that has been treated in this way, treat 
it again and stop it again, and again, if necessary.

A Work on Operative Dentistry, Vol. One, 
The Pathology of the Hard Tissues of the 
teeth, Management of Children’s Teeth, 

pp. 235-257.



Financial Case example: SDF Cost vs Revenue Generated

● Illinois reimbursement for one application of SDF = $14.85
● One Drop of Advantage Arrest = $0.92; Bottle = $230
● 250 drops in one bottle
● One drop can treat 5 teeth
● Best case scenario = 250 drops x 5teeth x $14.85 = $18,562.50
● Worst case scenario = 250 drops x 1 tooth x $14.85 = $3,712.50

In 2024 we spent $21,340 on SDF and we generated $926,212.53 in revenue





Now Let's Talk Glass 

Glass ionomer cement (GIC) was first synthesized in 
1965 by Dr. Alan Wilson and Dr. Brian Kent at the British 
Laboratory of the Government Chemist.The first 
commercially available GIC was produced in 1975.

Wilson and Kent synthesize glass ionomers by mixing 
silicate glass with poly-acrylic acid. They establish that 
the setting mechanism is an acid/base reaction.

GICs are unique among dental materials because 
they: Release fluoride, Physically and chemically 
bond to tooth structure, and Adhere to untreated 
dentine and enamel.



Glass Ionomer Cement 
Development (GIC)

Was really Introduced in 1976

Resin-based composite vs GIC

Composite GIC

Inert Biocompatible

Hydrophobic Hydrophilic

Micromechanical Chemical

Photoinitiation Chemical



Glass Ionomer Cement (GIC)

● Has been suggested as a chemical delivery device to prevent and treat caries rather 
than solely as a restorative material (Christensen, 2000)

● Ideal for root protection in the elderly as well as coronal protection in the elderly as 
well as coronal protection on a newly erupted tooth in a child (Forsten, 1994)

● Successfully sealed occlusal pits and fissures (Mount 2002) (Mount & Hume, 2005)

● Unlike resin-based materials, glass ionomer will chemically bond equally well to both 
prismatic and aprismatic enamel (Yoshida et al., 2000)

● Effects of GIC suggest an anti-cariogenic biofilm is correlated with GICs fluoride 
release (Chau, Pandit, Cai, Lee, & Jeon, 2015)



Gordon Christenson and GIC & Resin

GIC = Cariostatic https://www.youtube.com/watch?v=7g_O25kf5aM

Dentaltown Interview Dentistry Update with Dr. Gordon Christensen : Howard 
Speaks Podcast #45: 2/3/15
Starting at 41:45
https://www.dentaltown.com/blog/post/1902/dentistry-update-with-dr-gordon-christensen-
howard-speaks-podcast-45

’Im partially responsible for it, but very let’s say straight forward about whether or not 
we’ve really done a wonderful job to throw plastic in everybody’s mouth. Amalgam is 
slightly cariostatic, composite is, you don’t want to hear this, slightly cariogenic.”

https://www.youtube.com/watch?v=7g_O25kf5aM
https://www.dentaltown.com/blog/post/1902/dentistry-update-with-dr-gordon-christensen-howard-speaks-podcast-45
https://www.dentaltown.com/blog/post/1902/dentistry-update-with-dr-gordon-christensen-howard-speaks-podcast-45






Combination Therapy: SDF+ GIC= SMART

● “Silver Modified Atraumatic Restorative Technique”
● Efficient, Preventative, & low-cost
● Anti-microbial and remineralizing effects of GIC/RMGI

Recommended Textbook



SMART Case Study 

SMART placed 9/23 Post OP 5/24

Michelle Pinders RDH, CPHDH



Povidone 
Iodine

What is it? Who’s heard of it?



Povidone Iodine

● Being safe, effective, and inexpensive has placed it on the World Health Organization (WHO) List of 
Essential Medicines. Povidone iodine has a broad spectrum of clinical activity against bacteria, yeasts, 
parasites, and viruses.

● Tanzer concluded that among various dental plaque bacteria iodine differentially targets cariogenic bacteria.

● Recently, in vitro studies have elaborated the mechanism of action of povidone iodine to show that at low 
concentrations it specifically inhibits the extracellular polysaccharide synthesis that is required for both 
adhesion and niche formation of S. mutans and similar cariogenic organisms.

PROFESSIONAL APPLICATION IN THE OFFICE AND DISPENSING TOPICAL POVIDONE IODINE FOR HOME USE TO MANAGE DENTAL CARIES IN CHILDREN 
AND ADULTS(Horst and Milgrom)



Povidone 
Iodine 
Application 
Visual



Povidone 
Iodine 
Case 
Study 



Hall Crown

● Dr. Norna Hall: Scotland/1980s
● Early Controversy - Now 5 RCTs showing Hall to be superior to other 

methods of managing decay in primary teeth (Innes et., al., 2019)
● Generally, Hall crowns have better long-term outcomes with less pain and 

infection and with less need for replacement compared with standard 
fillings (Gilchrist et al., 2011)

● One study, Hall was shown to provide a 97% success rate (Ludwig, Fontana, 
Vinson, Platt, & Dean, 2014)

● Only CI = Clinical signs and symptoms of irreversible pulpitis or dental 
abscess





Medical Management of Caries (MMC) Evidence

“System level interventions to reduce utilization of general anesthesia to treat dental caries: a practice brief”, 
Ludwig, et al, Journal of Public Health Dentistry, 2020. Conclusion: 70% less general anesthesia necessary with 
MMC vs. with conventional care across many 0-5 year olds while also treating 6-18 year olds non-invasively. 

“Effectiveness of SDF in arresting caries- oral health related quality of life”, Sirha, et al, Journal Canadian Dent 
Assoc, 2020. Conclusion: SDF +FV arrests tooth decay by 96%. (Nothing in dentistry has ever been 96% 
effective against caries before!)

“SDF Helps Prevent Emergency Visits in Children with Early Childhood Caries”, Thomas, et al, Pediatric 
Dentistry, May 2020. Conclusion: SDF helps reduce ER visits for children with EEC and dental emergencies 
were approximately 80% lower in the SDF group.

Slide Courtesy Dr. John Frachella



The Model

● High-Volume, Minimally Invasive
● Clinical Efficiency
● Redefining Team Roles and Capacity
● Operational Efficiency Through Technology
● Patient Experience

Conclusion: The Future of Dental Practice

 





Clinical Efficiency - Quadrant Dentistry Vs “The Bundle”

-  Dental Caries affects 46% of children ages 2- 19
- Med Mgmt create an outsized impact on our overall efficiency

- Provide Comprehensive care
- Trauma Care; Ortho Eval; Extractions; Space Maintenance; Caries Mgmt

- Clinical efficiency evident chair side

- SDF = 1-2 mins; PVP-I = 20-30 secs; GIC = 2-3 mins

-  Same Day Treatment during routine hygiene visits

- Gentle nature + speed of these treatments allows multiple quadrants to be   

            treated in one visit





● “The heroes”= The 
team

● MMC is within their 
scope (varying 
degrees)

● Huge impact 

Who: Key Players 
Dental Hygienists, Assistants, 

RNs, NP ,Doctors
& ………. DENTAL THERAPISTS











Operational Efficiency Through Scale and Technology

- AI Tools
- Automated Scheduling + Billing Systems
- Teledentistry Platforms









SDF and Decreased use of N2O



SDF and Decreased Sedation 

Before beginning to use SDF 

(the first 21 months), 

Sedations Cases/ # New 

Patients = 0.2992.  

After using SDF, Sedation 

Cases/ # New Patients = 

0.0773.

(0.2992-0.0773)/0.2992=74

% reduction.



How to transition….

1) Education 
2) Unwavering Conviction = Trust the science
3) Calibration - SOPs
4) Materials 
5) Equipment  
6) Teledentistry

AND….



Financial Considerations: The cost of opening a business



But if you do the right thing for the right reason, the money 
will follow…







Does it work? Unpublished Paper:

Implementing Minimally Invasive Dentistry in a Contemporary Private Pediatric Practice
Objective: Minimally invasive dentistry has increased across the world. A primary goal is to preserve tooth structure and arrest caries progression. Current evidence suggests 
that this approach can delay or even avoid the need for advanced dental procedures. For children, these trends are highly relevant. While most work in implementation 
science examines public health clinics, the objective of this descriptive study was to evaluate a minimally invasive program in a private pediatric practice in the northeastern 
United States.

Methods: Child-level demographic and visit-level procedure data were collected from Montshire Pediatric Dentistry’s electronic health record from August 16, 2018, through 
June 30, 2025. For each child with 2 or more clinic visits, every treatment visit was categorized into one of three categories: disease management, restoration, or significant 
treatment. Children were stratified by their caries subtype classification described by Gormley et al. (2022), ranging from Class 1 (pit and fissure disease on second primary 
molars) to Class 5 (lesions on nearly every primary tooth). Summary statistics for continuous variables were described as means and standard deviations (SD) and 
categorical variables as frequencies and percentages.

Results: A total of 8857 children were included. The mean number of disease management procedures ranged from 6 (SD=5) for Class 1 children to 15 (SD=13) for class 5 
children, and the mean number of restorations ranged from 0.26 (SD=0.68) for class 1 patients to 1.91 (SD=2.21) for class 5 patients. Only 4.6% of class 1 children required 
treatment escalation (mean=661 days after initial treatment) whereas 27% of class 5 children required treatment escalation (mean=652 days after initial treatment).

Conclusion: This minimally invasive treatment program provided children with a successful alternative to treating their dental caries. Fewer than one-quarter of all children 
required subsequent treatment following disease management. Additional research using implementation science frameworks could scale this model of care delivery.



Objectives

1) Educate on the benefits of minimally invasive practices in dentistry.
2) Review how to transition your practice to a minimally invasive (or care in 

dentistry) dentistry approach.
3) Describe the financial benefits and improved patient outcomes from switching 

to minimally invasive.



Questions????

Jonny Norris

165 Winchester St, Keene NH 03431

603-354-3895


