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With years of firsthand experience placing
dental implants, Dr. Paresh Patel has
become an advocate of both small- and
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seen the
benefits
that advanced
technology
and custom implant components afford, Dr.
Patel discusses why he prefers a digital
workflow and practices restorative-driven
implant treatment. He also reveals how he
presents treatment options to patients, an
approach that ultimately leads many of them
to accept and appreciate implant therapy.

Implant Q&A: Paresh B. P…

David Casper: Paresh, thanks for being here
today.

Dr. Paresh Patel: Absolutely. Thanks for
having me.
DC: You graduated from the University of North
Carolina at Chapel Hill School of Dentistry in
1996. What was their implant curriculum like in
the mid-1990s?

PP: We were told, “This is an implant; stay
away from it.” That was about as close as
we got to an implant. Even in the oral
surgery department, if we were at the right
place at the right time, we might’ve been
able to watch an implant being placed if
we were lucky. There were no implant
courses that we could sign up for.
DC: There was no graduation requirement to
restore a given number of implant cases?

PP: No, even in the removable
prosthodontics part of the curriculum, we
weren’t exposed to overdenture
attachments. Things like that were
reserved for general practice residency or
advanced training.
DC: You’re a well-known and well-published
implantologist; how did you take the leap and
get involved in implantology?

PP: From 1996 to about 2006, I worked on
a lot of dentures and partials and saw
people suffer. I was under the impression
that if I did everything perfectly, the denture
would fit and my patients would be happy.
But after about 10 years of getting worn
down by patients who said: “Dr. Patel, this
denture hurts. This denture doesn’t fit. It
makes me gag,” I finally felt like I needed to
do something. So I signed up for a miniimplant course for denture stabilization,
and that was my first step into
implantology.
Before I got involved with implants, a local
periodontist in my area sent me a patient
who had four conventional-diameter
implants and Locator® Attachments (Zest
Anchors; Escondido, Calif.) placed on top of
them. I didn’t have any training on how to
restore it, so there was a huge learning
curve.
DC: So the implants had already been placed.
The patient was referred to you, and the
periodontist said, “Restore this.”

PP: Yes. The patient walked in and I read
the chart. I picked up the phone and called
Zest Anchors. I said: “I need to read this
verbatim because I’m not certain what I
need to order. It says the implants placed
were 4.3 ‘x’ 13,” and I heard the lady laugh
on the other end of the phone. She said,
“It’s not an ‘x,’ it’s ‘by.’” And I said, “Well, I
need to make sure I read this to you
correctly to make sure I order what I need.”
She must’ve thought I was absolutely nuts.
DC: But did you get what you needed?
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PP: I got what I needed. I called the
periodontist, and he was gracious enough
to walk me through it. Then the patient
came back in, but I didn’t have a hex driver.
I sent one of my assistants off to get one,
and I removed the healing caps. Then I
screwed the abutments in and realized that
I didn’t have the right tool for the next step.
I sent my assistant back to get it. So it was
not a smooth experience, and it probably
explains why I didn’t think overdentures
were for me. At the time, they seemed too
complicated.
DC: But then you took a denture stabilization
course focused on small-diameter implants. Tell
us about that.

PP: Right. I was going to be in New York, so
I thought I might as well get some
experience out of it. I signed up for a miniimplant course that was purely for
overdenture stabilization, which was what I
really wanted to learn. The course was
presented very nicely. I bought all the
materials that I needed and went home. I
lined up six cases. I did three the first day
and three more the next day.
So I jumped into the deep end of the pool.
That probably wasn’t the best way to start;
I realized that I needed a little more handholding for my first few cases. It would’ve
been helpful if I had done some bone
sounding, a little bit of anatomy research,
and used study models as well.
DC: But you had patients lined up for those first
two days. How did you choose those patients?
Were they existing patients who were unhappy
with dentures, or were they new patients?

PP: I just took the patients who had a
partial or a denture and asked: “Would you
consider letting me place some implants to
see if I can make you a happier person?
And if you end up happier, please just pay
me what you think is a fair fee.”
I really wanted the experience. I wanted the
patients to have a better quality of life.
Money wasn’t necessarily the motivating
factor. Of course, the money was nice, but I
wanted to develop enough skill to place
implants, do the same for more patients,
and then charge what I felt was
appropriate.
DC: Did any of those patients you had early on
pay you? Were they happy?

PP: Yes. It took awhile to make the first two
happy because the implants weren’t placed
in ideal positions, though. So you’ll learn as
you make a few mistakes, and I think that’s
the best way to approach implant dentistry.
Try not to make those mistakes initially, but
you do have to get out there and physically
do it yourself. You can’t just sit in the back
of the room and go to different implant
courses.
DC: After those first six cases, was there a
period when you didn’t do any more cases, or did
you stay in the “deep end of the pool”?

PP: I stayed there. It just ultimately
snowballed. One patient told another, who
told another, and it was as if I had become
the “overdenture guy.” For my first three or
four years of working with implants, I
mostly treated overdenture cases rather
than single-unit implant cases.
DC: As the cofounder of the American Academy
of Small Diameter Implants, you’re certainly a big
advocate of mini implants. Tell us about that
organization.

PP: Absolutely. Speakers from just about
every manufacturer work with us and talk
about their experience and how they solve
problems. The organization is really a space
for lots of information to come together. If I
only went to one manufacturer’s courses, I
would get the same information over and
over again.
DC: You’ve since started to include conventionaldiameter implants in your armamentarium. Tell
us about that transition. Was there a specific
case where mini implants didn’t work? Was there
another course that influenced your decision?
How did you decide to work with conventionaldiameter implants?

PP: There are certainly good uses for both
mini and conventional-diameter implants.
After a few years of doing nothing but
minis, I had a patient that had an extremely
wide area of bone. It was in the posterior
maxilla, and it was not a great spot.
Initially, I tried to place minis, but they didn’t
provide the stability that I wanted. I thought
that if I had something different, perhaps
larger implants, they probably would have
given me the success I wanted from the
beginning. So I started flipping through a
few magazines, and I stumbled across the
American Academy of Implant Dentistry’s
MaxiCourse®. I signed up for the yearlong
continuum. The course really gave me a
good foundation for incorporating
conventional-diameter implants into my
practice. I was absolutely thrilled with the
education there, and it exposed me to
things that I didn’t even think to ask about.
DC: How long did you wait before you treated a
patient with conventional-diameter implants?

PP: Right after I went to the first couple of
course meetings, I went ahead and bought
them. I went back to the office, and I placed
them. Placing a conventional-diameter
implant wasn’t as difficult as I had
anticipated. It really was as simple as
adding one or two more drills to the
surgical protocol. You make your pilot hole,
and then you expand.
DC: Talk to us about screw- versus cementretained restorations and stock versus custom
abutments. What’s your philosophy?

PP: When it comes to choosing between
screw- or cement-retained restorations, I
don’t have a preference one way or the
other. If I can place a screw-retained crown
without positioning the screw access hole
near the central fossa, then I’m more likely
to use it.
Often for cost reasons, a stock abutment
makes sense, but I’m starting to use fewer
and fewer stock abutments. Trying to work
with a stock abutment has been a
nightmare in certain cases. I wish that I had
been more accepting of custom abutments
in the past. Now, a majority of the time I’m
cementing a crown over a custom
abutment or using a screw-retained
restoration.
DC: Let’s discuss immediate provisionalization. Is
that something you do for cases in a specific
location in the mouth?

PP: When I first started, I didn’t
provisionalize immediately because I was
scared. But now, I think I’ve gotten over
that fear. Preserving soft-tissue volume is
more important than I initially thought.
My philosophy is: If I can put in a customcontoured healing cap, I’m going to come
out with a better solution for the patient. If
I’ve used the Inclusive® Tooth Replacement
System (Glidewell Laboratories; Newport
Beach, Calif.), I can go ahead and place
that custom healing cap from day one. If I
don’t have enough stability to put the
temporary on, I can at least preserve that
soft-tissue volume.
DC: And you have the temporary for down the
road anyway.
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PP: Absolutely. I would have everything
that I would need with that system.
DC: Talk to us a little about your use of guided
surgery technology. When did you decide to
utilize surgical guides? When isn’t it necessary,
or why wouldn’t it be necessary? Give us some
insight there.

PP: I have two offices. In one office, I have
a CBCT scanner. I’ve had my i-CAT® Cone
Beam system (Imaging Sciences
International LLC; Hatfield, Pa.) at that
office for five years. At the other office, I just
have a digital pan.
I jumped into cone beam because I got tired
of opening a flap only to see that the
volume of bone I thought I had was not
really there. I thought that there had to be a
better way. I asked myself if it would pay
off if I invested in this technology. And for
my office, it has paid off. The volume of
cases that we do has gone up. Because we
use cone beam technology, we know
whether or not we’re going to need to refer
out to a specialist, periodontist or oral
surgeon for some sort of grafting. Now we
don’t have to waste our time or the
patient’s time. We also don’t have to open
a flap only to discover that this isn’t going
to be possible without the help of someone
more qualified than myself. So I think that in
itself is a good reason to consider cone
beam technology.
The technology also allows me to do
restorative-driven treatment planning
where I know the end result before I even
touch the patient with a scalpel. I can pick
out the dimensions beforehand and make
sure I have what I think I need in stock. And
I can go back and review the treatment
plan again. There are also great companies
out there such as 3D Diagnostix that will
convert scans for you. They can use their
co-diagnostic software and then convert
the scans into a virtual model that’s very
easy for the patient to understand as well.
When the patient can visualize it, it usually
helps move the case forward.
DC: So it helps during consultations?

PP: Absolutely. When I’m doing a consult, I
always have the 3-D images up. Now if I
just had the raw CT images up, I can’t
imagine that the patient would even know
what they’re looking at. But when you get it
converted into model format, it’s very easy
for the patient to understand what the jaw
looks like, how much bone there is, and
why the doctor is proposing this sort of
treatment plan.
DC: So you don’t place implants in the office
where you only have a digital pan?

PP: No, I do. There’s a great website called
conebeam.com
conebeam.com. It’s for doctors that don’t
have a 3-D CBCT scanner in their office. It
helps you find offices with cone beam
scanners that will take scans of your
patients. I’ve found that an oral surgeon,
orthodontist, endodontist or prosthodontist
in whatever area you are in probably has a
cone beam in their office, and if you have a
good relationship with them, they can help.
We’ve made an arrangement with another
office that will take the scan for me for
$100. For $100, I just absorb that cost and
get the patient to move forward.
DC: For those cases where the cone beam scans
lead to a surgical guide, do you also absorb that
cost, or is there an extra fee for the patient?

PP: After I look at the initial cone beam
scan, if I feel like this is going to be a good
case that can be done, I’ll ask the patient to
pay $1,000, and I’ll apply that amount
toward whatever treatment they finally
accept. That $1,000 is going to cover the
treatment planning and the guide, so I
haven’t lost any real effort and time.
Patients have something they can walk
away with; the treatment plan is theirs to
keep even if they don’t decide to move
forward with it. Or they can take it to
whomever they wish.
DC: When did you incorporate the iTero®
Intraoral Scanner (Align Technology Inc.; San
Jose, Calif.), and what impact has that had on
your practice?

PP: I bought my iTero Intraoral Scanner
seven years ago at the AACD conference. It
was an impulse buy, but that was really
one of the best purchases I’ve ever made.
Seven years later, my iTero is still going
strong. For single units, full arches —
whatever it is — I love it. I like sending a
digital impression to the lab for implant
abutments and crowns, too. I think it’s
something that every dentist should at
least look into. As a dentist, I see a
dramatic difference in the way the crowns
fit when a digital impression is used versus
a traditional impression.
DC: You get better results with a digital
impression?

PP: Absolutely. Hands down, there’s no
way we can achieve the same results with
a traditional impression.
DC: What’s your point of view on increasing
case acceptance? As a general dentist, what
advice do you have for dentists out there who
are trying to get more patients to accept implant
treatment?

PP: You just can’t be afraid to ask. I am not
afraid and walk into the room with
confidence while I tell the patient: “You
need an implant here. We can give it to you.
We can perform the entire procedure in one
office at a very reasonable cost.”
I told Dr. Ara Nazarian: “You’re doing all
these wonderful full-arch cases. Where are
you getting these people? How are they
accepting it, and how are they coming up
with the money?”
DC: You didn’t think you had those same
patients.

PP: Exactly. And he said, “Well, you’re just
not asking for it with confidence in your
ability to deliver what you’re saying you’re
going to deliver.” So I really took that to

