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Dr. Kolinski viewing I-CAT images.

For our pih)i issue ol Doctor :_};"Den:is:.r)"s
Greater Chicago edition, we've chosen St.
Charles pvl‘i:udrmlist and dental implan-
mlogisl Dr. Martin Kolinski for our lead
story. The married father of three lives in
Wheaton and is a gradudlv of University
of Hlinois at L'hi(‘ag{) (.'()llcgc of Dentistry
where he also received his specialty cer-
tificate in pm'iodnmivs. He has lectured
to many groups, including the Academy
of General Dentistry, the O}it'agt: Dental
Society and the American ;\L':uh'l‘ﬂ)' of
I)l_‘I'i()(I()Ill(}l()g'\'. He has plnu'nl over 10,000
dental immeLs and is currently placing
over 1,000 im])hms per vear, His back-
ground and experience in implant dentistry
were the basis for l.'|'um.~iing him for our
inaugural issuc.

We sat down with Dr. Kolinski to get his
views on a variety of subjects pertaining to
implnnl dentist ry. Below are the highlighls
of that interview.

Doctor of Dentistry: Given a choice
of technique or technology, which
do you feel plays the biggest role in
your work?

Dr. Kolinski: Technique, ability and
experience will always triumph over
tl'rhnoh)g_\_' in patient treatment. .-'\lthc:ugh
our practice is very L('(‘hnulog}' driven and
we use the most advanced equipment and
software available to help us do our jobs
better, it's the experience of t|0ing cases
one alter the other that allows us to handle
case variations very |‘nutim‘}‘\'.

As an example, we phu‘d im|)|anl's
without the use of CT scans for years on
a I‘t‘glllal' basis and got very gm;d results.
Some cases, however, required scans so we
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Dental assistant Liz Swaufield prepares patient Lily Trout.

medical gra:h‘ scanner. The data would then be converted 1)}' special
dental software, and could then be used for patient treatment. As
tcrhnnlng_\' L'hangc‘(l, we added software that could manufacture
placement guides to aid us in the surgery we used to do frechand.

‘[‘:nl.i_\'. we are one of the few offices in the Fox \-"al]t'_\' with a
Cone Beam CT scanner (I-CAT) in our ofhce. ‘I'hnugll expensive
to purchase, this scanner allows us to collect far more data than
conventional rn(|ir)graph'\' and without a signilicunl increase in ra-
diation exposure or cost to the patient. Additionally, we can send
the data to the referring dentists and they in turn can download it
and view it on their computers without having to buy any additional
software. Inarguably, the technology is there to identify potential
problems and improve communication, but if it is a difficult case
we still need the experience to :;Lla'cssill]l}' treat the case.

DOD: How has the field of periodontics changed since
you entered it?

Dr. Kolinski: Asaspecialty, our field has changed tremendously.
In the early to late '80s, for instance, we treated many patients with
periodontal disease ranging from early stage to very advanced. As
the field has matured and treatment knowledge has become more
common, much of the pvrintltmlnl disease that we used to treat as
spv{'iaiisls is now handled in gt-m'r(ﬂ practices.

When I graduated, the field of implant dentistry was not even

taught in the dental schools. Interestingly, when I finished my

Hl]L‘L'i;}Il_\' training, anyone who was pln(‘ing il‘np|anl.~; was ostracized
from the dental community. Dental implantologists were viewed
as experimenters on patients. Dental impiant()log‘\' was in its in-
fancy, and the techniques used then weren’t m‘arl}-‘ as successtul as
un|:l)‘s, l:_.n'l’\' on, with no formal training in dental imp|ant0|¢:g}',
I learned h}' visiting ofhices all over the country. Just this .-\pril, I
visited an office in f’m'tug.ﬂ that is a 1'(‘(‘()gnizt'(| world leader in a
lL‘L'IlHi('UL' referred to as “all on four.” The tct‘hniquv allows us to
prm'idv a fixed restoration for a patient with no teeth the same t].l)'
the surgery is pcrlhrlm'(l, ‘I_[)(.L'l’\', 95% of the work we do is in the
area of dental imp|a|‘.t0|0g'\',

Numerous L'hangvs have occurred in dental implant placement
technique. In fact, we've been innovators ourselves in extraction
lt‘L'hI'liqll{'H and in immediate |}1Clk‘l;‘l'l'll.‘1'lt and temporization for pa-
tients. By this I mean we can take patients with a failing dentition
(either from dental decay or advanced periodontal disease), remove
their teeth, place the implants and give thema I‘uH'\' functioning fixed
dentition without ever having to transition into a denture.

Because we are now entering a medical era where tissue engi
neering is not only possible, but also starting to be performed on a
daily basis, the fields of periodontics and dental implantology will
continue to evolve. There may even come a time in my life when
we can actually use tissue engineering to regrow teeth, reducing or

t‘liminating the need to p].l(‘l.‘ an artificial dental implant.
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DOD: Where do you think the field will be in another
10 to 20 years?

Dr. Kolinski: It’s very difficult to predict the future, but if we
look at the evolution of the field of periodontics, it started out in its
infancy in the "30s, "40s and even into the '50s with a small group
of practitioners dedicated to helping people keep their teeth as op-
posed to the routine at the time, which was to remove them and
place dentures. As periodontics became more and more well known
and more assimilated into the general dental population, treatment
became more and more accepted and now is assimilated into almost
every dental practice in the country. Where once practitioners
who were specialists in the field did most periodontal treatment,
current periodontal treatments — except for the most advanced
cases — are being treated in general practices.

The field of implant dentistry evolved in a similar manner.
Restorative dentists whose practices focused on implant care were
the only group treating implant cases in the "60s, "70s and early
"80s, and their patients were referri ng other patients. We are now
in an era where surgical specialists do most of the implant place-
ment for the restorative dentist. Moving forward, a broader-based
group of general practitioners are actually placing some of the
dental implants.

In my lifetime, though, I believe there will always be a number

of dentists who would prefer to refer the surgical aspect of dental
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impiant p|a(:cm(‘nt out rather than do it
themselves, as they have neither the time
nor the inclination to become experts in
implant placement. Having a surgical spe-
cialist who is keenly aware of the needs of

the restorative doctor allows the restorative

Emergency temporary
done chairside
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dentists to do what thc}’ are trained for and
what t]‘u:“\-' like to do, which is bui]ding the
, f . teeth on the base that we provide.

' Though no one can predict the future, it
seems to me there will be a decline in the
number of specialists and an expansion in
the larger treatment centers where all care
is provided under one corporate roof. This
will be true not ()n]}-‘ for imp]am care, but
in all areas of dentistry.

DOD: Describe for me a particularly challenging case,
how you handled it and the outcome.

Dr. Kolinski: As a specialist, 1 find challenging cases coming
through my office almost every day. Anything that we have not
done before immediately becomes a challenge. In the mid-90s, for
example, publications began reporting on cases in which dentists
would place implants and then try to give their patients fixed restora-
tions the same day. In the implant community this was considered
taboo, as the common approach was to place the implant, allow it
to heal and then complett‘! the restoration when the implants were
completely integrated. This typically took anywhere from three
to six months.

At the time, [ was very deeply involved in the concept of extrac-
tion and immediate placement, which was also somewhat taboo.
I had done a number of these cases with successful outcomes,
however, and started to push the envelope further and further.
A restorative dentist and I were treating a patient with a failing
dentition, one who had a lot of periodontal discase and a lot of
infection throughout his mouth. Our plan was to remove all the
teeth, place the implants at the same time and then give him a
temporary denture.

Because of a gag reflex, however, it turned out that the patient

couldn’t handle the denture and couldn’t wear it, so we converted

Preplanned final




Difficult extraction and immediate placement case pre-op

the case toa fixed temporary. Because we didn’t have previous study
models, the restorative dentist, Dr. Barton Bruntjen, fabricated a
temporary chairside “on the fly.” It was this case that provided the
springboard for us to intentionally remove teeth, place implants
and provide fixed temporaries on a regular basis.

I also remember a patient with a huge infection on two upper-
back molars. His sinus was in the way and would require grafting;
frankly, I wasn't sure the case could be treated by extraction and
immediate implant placement because of the infection and the
presence of the sinus. I told the patient I would try to do the case
in one surgical visit and if it didn’t work out, I would remove the
implants and redo it at no charge.

We were able to remove the teeth, clean out the infection,
do a bone graft into the sinus and place all the implants at the
same time. There were only two millimeters of bone to hang

onto the implant, and we were relying on the patient’s ability

to heal to grow the bone around the other 11 millimeters of

the implant. Eight months after the procedure, the patient got
two teeth and now, seven years later, he still has the implants
and teeth and functions well. We now do these regularly, and
they’ve gotten much easier.

Currently, we're working on techniques to reduce the trauma
from grafting into the sinus. Typical sinus grafting techniques involve
L‘l('\'ating a l'airf}-' large tlap high into the cheek and making a window
on the side of the sinus, lifting up the membrane of the sinus and
packing the area with bone. This is a very predictable procedure,
but it creates significant trauma for the patient when the flap has to
be raised. The technique we are currently working on involves going
from underneath the sinus so that the flap does not have to be raised

so much. The difficulty is in trying to raise the sinus membrane

Atraumatic Sinus Graft using inferior
approach, before

treatment X-ray
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Difficult immediate placement
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without perforating it to allow for good bone grafting,

These are challenging cases because they are so technique sensi-
tive. Over the past several years, however, we have mastered the
technique and treat most patients from an inferior approach. This
leaves the patient with an cqua“y go(ld result, while signiﬁcant]}'
r‘cducing the trauma from the gralling l(‘(.‘hniqucs requiring a
lateral appmat‘h,

DOD: What led you to your chosen field?

Dr. Kolinski: [ wanted to be a dentist ever since I was in the
sixth grade. I remember then that I'had 22 cavities and I was going
to my dentist over and over again for almost a year in order to get
my mouth hcallh}-‘ again. | also remember thinking at the time that
if I had all these cavities and everybody else had all these cavities,
as a dentist [ would be busy for a lifetime.

Eventually, I thought that orthodontics would be interesting, but
when I was in dental school I found that I didn’t like bending the
wires, | did, however, L'nj{}_\' the sllrgical aspects {)l'(it‘ntistr}-'. M)’
dentist at the time advised me to go into periodontics rather than
oral surgery though, so I took his advice.

| was always interested in the concept of replacing teeth with
artificial roots as I felt that was the true sign of being able to re-
habilitate a patient who has lost his or her teeth. When the field
of dental implantology became more predictable and accepted in
the United States, I did everything 1 could to educate myself to
become an expert.

DOD: If 1 were to ask them, how might your patients
describe you?

Dr. Kolinski: The No. 1 one thing patients observe when
thc}' come to our office is how organized we are. We are a

very busy practice, but we are also very accommodating, We
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will al\\'a}'s get an emergency in the same l.'IJ'\' it the patient
calls and asks. My team is well trained and we try to accom-
modate both the patient and the |'v|'v1‘ring dentist. BL"\'I)II(I
that, I think patients would say thatlam a g(md surgeon and
that we are very quick at what we do. I believe l'}u"\' would
also say that we are a “‘it‘l‘l(”_\' office. Everyone who works
here likes each other and the patients can see that we enjoy
cach other’s company. A |1|1()ugh lhvy mighl say that I'm l)lln‘}',
1|1L‘_y will also say thatl am t‘aring. After 28 years in practice, |
still pvrsona“y call every patient the nigllt after their surgery
to see how lhc'\' are doing,

DOD: If I were to ask them, how would referring den-
tists describe you?

Dr. Kolinski: Rvil‘rring dentists would describe us as
m‘g.mi'md, efficient, an'cnmn‘l()dnting and progressive. We
have n|\s'a_\'s been at the forefront of impiam (|vntislr}' and
when v\'ahmting new ideas, we incorporate the ones that seem
valuable and discard those that are not. Anytime a dentist
asks us to see a patient righl away, we are more than happy
to work I(mgt'r il we have to so we can accommodate their
patients’ needs.

DOD: Is there one unusual thing that people would be
surprised to know about you?

Dr. Kolinski: I'm of Polish descent and have a]\\'a_\'ﬁ en-
j()}‘vd L.‘(mking, My gl‘andmuthcl‘ was a butcher and in 1985 1

began learning how to make Polish sausage from her. Every
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Dr. Kolinski and his staff (back row left to right): Office Manager Maria Kendall, hygienist Ann Scheuermann, dental assistant Liz Swaufield,

Dr. Martin Kolinski, hygienist Jane Orr, business assistant Robin Rohrsen. (Front row left to right): dental assistant Dianne Bloyd, dental
assistant Megan Griffin, business assistant Debhie Kelly, insurance coordinator Debbie Cronsell

year now, our 1hmi|}' gal]u-rs the I:ri{la_\' alter '|‘|1.n11\'_-gi\'ing to process and it is a great l'ami|‘\' tradition that everyone enjoys.
make approximately 200 pounds of Polish sausage, using my DOD: How large is your staff and what positions do
g]'m]:lnmlhi.‘t".\ {:rigina| recipe. When she passed away, she left lh(‘_\_' fill?

me her (11'igi|ml sausage stuffer, which was made in the late Dr. Kolinski: Our stall numbers 21 and includes a second
1800s. We have five generations involved in the sausage- making periodontist, Dr. Tricia Crosby. She’s very knn\\'lctigmlﬂv and an ex-

Dr. Tricia Crosby and her team (from left to right): business assistant Christie Pietraszak, dental assistant Kris Maple, Dr. Tricia Croshy, dental
assistant Corin Armour, administrative assistant Brenda Francis

ONSK

SKOWR



Business assistant Suzanne Havens

cellent surgeon, and isa welcomed addition to our practice. Maria,
who is our Office Manager, is in L‘h:u‘gc: of the entire office and does
all the I:il‘ing and training of the staff. She is also our tu‘('hnuh)g_\'
person, |1c||)ing with all the advances we have in technology.

,*\ddilimml[\-', we have a treatment coordinator, an insurance
coordinator and four front desk staff. We like to have at least
two to three pcupk' at the front desk at all times to accom-
modate incoming phone calls; this means that patients almost
dl\\'a‘\'s spu‘.’lk to a “live” person when 1|1|i‘)‘ call. We have three
dental h_\'gicnists, ecight dental assistants and a transcriptionist
who does all our dictation.

DOD: How do you keep your staff motivated?

Dr. Kolinski: [ have never believed thata manager can motivate

another individual. We try to hire professionals who enjoy what they
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do and p(‘rii)rm their work I‘usponsilﬂ'\z [ give my staft direction
but allow them to think and I)L‘I‘l‘(ll‘ﬂ’l int|&‘pu-ndcntly. By adnpling
a “hands of1™ .'upprnm‘h, [ find that many staff members not nnl’\' do
their i()bs better, but brin ga lot of imprt wements to the pt'dL'li('L‘;
improvements | mighl never have lhlmghl ol'mf\'scHl lam pmud to

work with these |}1‘(1Il~s.~'iunals.

Dr. Martin L. Kolinski’s practice is located at 525 Tyler Road,
Suite E, St. Charles, 1l 60174. The office is open Mondays and
]"hur.s'du_r\'_,fh'm 8 a.m. to 6 p.m., }"uc.m’u’r.\'_f'rnnr § a.m. to 5 p.m,
Wednesdays from 8 a.m. to 7 p.m. and Fridays from 8 a.m. to 4 p.m.
They can be reached by telephone at (630) 377-4677 and by fax at
(603) 377-5075. The practice’s website is www.midwestdentalimp-

lantology.com. W
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