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INSIGHT & INNOVATION

Improving Patient Quality of Care  
and Practice Productivity

How to improve interdisciplinary dentistry 
is an issue that dentists and specialists 
have struggled with for years. Many 

groups and organizations have attempted to cre-
ate an effective methodology to advance patient 
care through an interdisciplinary process, with 
little success. Interdisciplinary treatment is an 
often complex and time-intensive process that 
requires a high level of communication between 
the dentist, specialist and patient. For this rea-
son, creating a standardized approach has been 
extremely challenging for most doctors. 

The Triple-Win Interdisciplinary Experi-
ence™ focuses on a systemized methodology 
that can be employed by any specialist or restor-
ative doctor to enhance patient results, clinical 
quality and practice productivity. The goal is 
to focus on the total patient experience—both 
clinical and non-clinical—to create a “triple-
win” experience for the patient, specialist and 
restorative doctor.

Challenges to Interdisciplinary Care
To fully understand the current state of inter-

disciplinary care, Levin Group recently surveyed 
hundreds of specialists and restorative doctors 
on the most difficult challenges they face in the 
area of interdisciplinary dentistry. The top 10 
challenges reported by restorative doctors are:

1.	 Front desk staff in the specialty office is 
non-responsive

2.	 Specialty practice took too long to see 
patient

3.	 Insufficient communication
4.	 Specialist proposes bigger case than 

patient expected
5.	 Treatment makes restorative phase 

harder
6.	 Patient doesn’t come back to restorative 

office
7.	 High fees for specialty treatment
8.	 Patient had a “less than desirable”  

experience

The Triple-Win Interdisciplinary 
Experience™

9.	 Availability of specialist for questions or 
follow-up

10.	 GP is left to fix problems created by 
specialist

The top 10 greatest challenges reported by 
specialists are:

1.	 GP is “under-educated” in a specific  
discipline

2.	 GP trying to be an expert in all areas
3.	 Only sending complicated or “problem” 

cases and patients
4.	 GP practice sending little or no informa-

tion about patient or case
5.	 Patient is not fully aware of why he or 

she was referred
6.	 Weak endorsement of specialist with 

referral 
7.	 Front desk staff at GP office doesn’t  

understand specialty
8.	 Patients who have no money (insurance, 

cash poor, etc.)
9.	 Referring doctor cannot handle case
10.	 Patient does not understand case

These lists indicate that many of the chal-
lenges for specialists and restorative doctors are 
based on high expectations not being met by 
dental colleagues. A primary cause of interdis-
ciplinary challenges seems to be the nature of 
the specialist-general dentist relationship.

The majority of procedures performed in a 
specialist’s practice involve some form of inter-
disciplinary treatment. The same can’t always 
be said for a general dental practice, where the 
majority of procedures (hygiene, amalgams, 
etc.) are performed in-house. These different 
perspectives must be taken into account when 
designing an effective collaborative process.

Keys to Interdisciplinary Success
The goal should be for the specialist, re-

storative doctor and patient to have the most 
positive experience resulting in excellent clinical 
care. After interviewing an extensive number 
of doctors in multiple specialties and general 
practices, we have identified seven key steps 
in the process: 
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1.	 GP refers patient
2.	 Patient appoints in specialty practice
3.	 Specialty practice consult
4.	 Specialty practice communication with 

patient and GP
5.	 Specialist discusses case as needed with 

referring doctor
6.	 Specialist informs referring doctor post-

treatment
7.	 Referring doctor completes case

These steps focus exclusively on the practice 
management components of interdisciplin-
ary care—not the clinical aspects. The actual 
treatment itself is rarely the issue, but rather 
it is the patient’s experience before and after 
interdisciplinary treatment where the greatest 
challenges lie. 

1.  GP Refers Patient
Each practice needs to standardize the refer-

ral process. For example, answer the following 
questions:

•	 Does the patient make the appointment 
or does the referring practice make the 
appointment?

•	 Does the referring doctor strongly en-
dorse the specialty practice to ensure 
that the patient will make an appoint-
ment and present for examination and 
consultation?

•	 How does the specialty practice handle 
the scheduling of the referred patient—
what is the time frame for the consulta-
tion and treatment appointment?

•	 What is the confirmation process for the 
patient in the specialty practice?

•	 Does the patient present for treatment?
•	 Does the patient accept treatment?

Each question must be answered and then 
systemized in a step-by-step documented pro-
cess. Patients are often lost in “the hand-off” 
from one practice to the other. For example, 
our studies indicate that 35 percent of patients 
referred to specialists for implant consultations 
never make an appointment. These results mean 
that more than one-third of referred edentulous 
patients will fail to improve the quality of their 
lives through implant treatment. When the in-
terdisciplinary experience breaks down at the 
earliest stage, it also signals that the referral 
process needs to be overhauled. 

2.  Patient Appoints in the Specialty Practice
What do patients experience when they 

contact the specialty practice? How soon can 
they be seen? Do they feel welcomed when 
they call? If the general practice calls on behalf 
of the patient, are specialty staff members ac-
commodating?  

Based on the earlier-mentioned survey, many 
front desk staff members at general practices 
experience difficulties making convenient ap-
pointments for referred patients. GP practices 
often feel as if the specialty practice staff is 
overwhelmed, busy or indifferent. To create the 
most positive experience, practices must view 
their referral partners—not just patients—as 
customers. All too often the patient receives the 
“nicer” communication from the specialty office, 
but practices do not treat each other in the same 
regard. Attitude can be affected by training, 
verbal skills, busyness, frustration, stress level 
or even the referring practice’s relationship with 
other specialty practices. Scripting and training 
can improve the customer service experience for 
both specialty and general practices. 

Both practices need to be on the same page 
throughout the entire process. For example, 
when referred patients appoint in a specialty 
practice, they should feel that the two practices 
work together regularly and have a strong rela-
tionship. Unfortunately, many general practices 
simply give patients the specialist’s business 
card without a strong endorsement. These 
patients often don’t fully understand why they 
are being referred. Once again, scripting every 
patient interaction during the interdisciplinary 
process will create value for the proposed treat-
ment and highlight the positive relationship 
between the two practices. When both practices 
pro-actively manage the patient experience from 
the start, patients feel confident about moving 
forward through the interdisciplinary process 
and will more likely agree to recommended 
treatment.

Finally, if a question arises as to a referred 
patient’s financial capability, it should be dis-
cussed between the two practices. While it is 
not the responsibility of one practice to handle 
the fee arrangements for another, it is important 
to share relevant information between practices 
as part of the interdisciplinary process. For 
example, is this person a long-term patient of 
the restorative practice, one who has regularly 
been able to handle financial obligations, does 
this individual have any behavioral or notable 
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personality issues, etc.? In many cases, spe-
cialty practices receive little information about 
referred patients other than an x-ray and a 
treatment recommendation. Such incidents put 
specialty practices at a huge disadvantage when 
it comes to providing exceptional interdisciplin-
ary care. 

3.  Specialty Practice Consult
The following protocols should be discussed 

and agreed upon between the referring doctor 
and the specialist:

•	 Will there be a pre-conference between 
the two doctors?

•	 What patient information is needed for 
each doctor?

•	 Will the new patient be seen by the doc-
tor or a treatment coordinator?

•	 Which services necessitate one consult 
and which necessitate two or more?

•	 Will there be full disclosure to the pa-
tient of all findings even if they stand 
beyond the purpose of the referral?

•	 Depending on the proposed treatment, 
will other specialists be involved?

•	 How quickly can the patient be seen if 
agreeing to treatment?

•	 What are the financial options available 
in the specialty practice and restorative 
practice?

•	 Does the specialty and/or restorative 
practice have patient financing available?

The above questions should be worked out 
between the two practices. While some offices 
believe these matters should be handled on 
a case-by-case basis, there is still a chance of 
missed expectations and miscommunication. 
As the protocols and procedures between the 
two practices become standardized, then true 
interdisciplinary treatment starts to become a re-
ality. When patients are managed case–by-case 
using the continually changing law of common 
sense, then specialists, restorative doctors and 
patients all end up with a less–than-optimal 
experience. 

4.  Specialty Practice Communication with 
Patient and GP

Specialists need to know how the restorative 
doctors prefer to receive information. E-mails 
are more convenient than letters, but some 

doctors still prefer the “official” feel of letters. 
While phone calls may seem inconvenient at 
times, they are still a necessity as e-mail and 
letters do not always convey complete informa-
tion. Furthermore, certain information may be 
more appropriate to communicate verbally than 
in writing. Specialists and restorative doctors 
need to agree to a communication plan; keeping 
in mind that the triple-win experience occurs 
where everyone benefits and the ultimate result 
is excellent patient care.

5.  Specialist Discusses Case As Needed with 
Referring Doctor

These discussions occur on an as-needed 
basis. However, they are critical inter-practice 
communication that enhance communication, 
facilitate decision-making and build stronger re-
lationships. Following each patient consultation 
(Step 4), the specialist should determine:

•	 Is there a need for the specialist and re-
storative doctor to communicate directly?

•	 What are the goals of this communica-
tion?

•	 Are there any obstacles in designing a 
treatment plan for this patient or meet-
ing the expectations of the restorative 
doctor?

•	 What is the final treatment plan that is in 
the best interest of the patient?

•	 How receptive is the patient to the rec-
ommended treatment?

6.  Specialist Informs Referring Doctor Post-
Treatment 

The specialty practice must inform the refer-
ring doctor post-treatment. The most prevalent 
method for doing so is to send letters. While 
post-treatment letters may be required from a 
medical/legal standpoint, they are not necessari-
ly the most effective means of communication.

As mentioned in Step 4, specialists should 
communicate with referring doctors to deter-
mine their preferred method of communication 
for the final report. Specialty practices should 
also consider scheduling patients back in the 
general practice to ensure that they are seen 
for their final restorative care or post-treatment 
hygiene appointment. As always, specialists 
should offer any level of support needed by 
patients to successfully transition back to the 
general practice. 
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We also recommend that specialists endorse 
the restorative doctor even though the patient is 
a regular participant in that practice. The more 
confidence patients have in their dentist, the 
more likely they will comply with post-treat-
ment recommendations, resulting in a higher 
level of clinical care. 

7.  Referring Doctor Completes Case
The referring doctor will assess the treatment 

results to ensure that the final restorative case 
can be completed as originally planned. It is 
also critical to review the final treatment plan 
once again with patients so they understand all 
aspects of proper home-care.

In most cases when the restorative phase 
of treatment is completed, no communication 
is sent back to the specialty practice. In a true 
interdisciplinary experience, the restorative 
practice will inform the specialist of the final re-
sult as well as any challenges that took place in 
restoring the case. This level of communication 
provides closure for the case, but also serves as a 
learning opportunity if any challenges occurred 

or changes need to be made. In addition, doc-
tors will be better prepared in the future when 
cases of this type and scope are treated. 

The Interdisciplinary Ladder™ for  
Restorative and Specialty Practices

To facilitate a triple-win experience, we have 
created the Interdisciplinary Ladder™ General 
Practice (Fig. 1), which depicts six types of 
general practices regarding interdisciplinary 
care. The goal is to reach level six, which is the 
Triple-Win Provider. In addition to the level, 
name and description, the illustration details 
practice potential (right column). There is a 
direct correlation between the level of interdis-
ciplinary dentistry and the amount of untapped 
potential likely to exist in a practice. As you will 
see, the Do-It-Yourselfer Practice at level one 
may have a 70 to 90 percent growth potential. 
By working more closely with other practices 
through interdisciplinary dentistry, the practice 
can gradually move from level one to level six, 
achieving more and more of the office’s true 
growth potential.

Figure 1
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Figure 2 represents the Interdisciplinary Lad-
der™ Specialty Practice. While the same levels 
exist, there are different names for specialists 
from The Lost Educator at level one to The Pow-
erhouse Educator at level six. Once again a full 
description is provided as well as the practice 
potential that exists regarding growth. Practices 
that are more involved in the interdisciplinary 
experience generally perform better regard-
ing patient care, production and profitability 
than other offices. The reason for this is fairly 
obvious—the nature of interdisciplinary care 
and treatment requires practices to have better 
systems, enhanced communication and effective 
internal marketing. Without strong systems in 
place, it can be extremely difficult to maintain 
strong relationships with other doctors.

The goal is for each practice to identify its 
current level and then move to higher levels in 
the interdisciplinary relationship. As specialty 
and restorative practices progress through each 
level, these offices will ultimately realize more 
of their true growth potential, achieve a higher 
level of patient care, increase productivity and 
create greater profitability. 

Conclusion
The Triple-Win Interdisciplinary Experi-

ence™ has the power to transform the special-
ist-referring doctor relationship from one of 
limited interaction to a partnership of mutual 
collaboration. This systemized approach to in-
terdisciplinary treatment focuses on enhancing 
the entire patient experience—both the clinical 
care and customer service aspects—to achieve 
a triple-win for patients, referring doctors and 
specialists.  
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