
284

©  2 0 0 7 ,  C O P Y R I G H T  T H E  A U T H O R
J O U R N A L  C O M P I L A T I O N  ©  2 0 0 7 ,  B L A C K W E L L  M U N K S G A A R D

*Private practice limited to prosthodontics, Newport Beach, CA, USA

Interdisciplinary Treatment Planning:
Why Is This Not a Standard of Care?

ROBERT R.  WINTER, DDS*

Interdisciplinary treatment gives the
dental team the opportunity to
change, shape, or develop an 
individual’s appearance, character,
or self-image, and at the same time
provide a restoration that is 
functional and enduring. Too often,
both general dentists and specialists
are doing procedures without look-
ing at the big picture, fully under-
standing the possible complexities
of the case, and visualizing the final
outcome. It is important that prac-
titioners are able to identify the
patient’s needs and concerns, recog-
nize if they lack an understanding
of or expertise to handle the prob-
lem, and seek assistance from 
specialists when it is in the best
interest of their patient. The key to
a successful outcome is to use a log-
ical step-by-step process to fully
understand potential treatment
options before you begin, and to
develop interdisciplinary relation-
ships to provide planning or proce-
dural support when needed.

T H E  E V O L U T I O N  O F

I N T E R D I S C I P L I N A R Y  D E N T I S T R Y

In the early stages of modern 
dentistry, we approached patient
care in a disciplinary fashion. Diag-
nosis and treatment planning were
not integrated, there was an 
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ignorance of other disciplines’
training and skills, and there was
minimal collaboration. As time
evolved, we began to develop a
more multidisciplinary approach.
We were aware of the benefits other
disciplines could provide, but col-
laboration was unstructured and
separate treatment goals were usu-
ally established. As the complexity
of dental care increased, many
practitioners began to develop
interdisciplinary associations.
Groups of both general and spe-
cialty dentists started to share com-
mon knowledge early in the
treatment planning process, there
was some structured collaboration,
and common goals were estab-
lished. Unfortunately, even though
the goals of treatment were recog-
nized, a true vision of the outcome
was not necessarily part of the
equation. Today, we see many
examples of interdisciplinary teams
with truly symbiotic relationships.
All the members of these teams
share a common working knowl-
edge, similar values and goals, and
have a clear vision of the outcome.

D I A G N O S I S  A N D  

T R E A T M E N T  P L A N N I N G

There are four main phases to the
treatment planning process:
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1. Assessment
2. Planning
3. Implementation
4. Evaluation

Assessment
A comprehensive assessment is an
essential part of the planning
process and leads to the formula-
tion of your diagnosis. During the
assessment phase, you gather both
subjective and objective informa-
tion. Subjective information is
based on the patient’s opinions,
desires, or perceptions rather than
on facts or evidence. It includes the
patient’s description of the problem
and the answers to specific clarify-
ing questions when they are unable
to verbalize their concerns. You
need to listen carefully and observe
nonverbal cues in order to deter-
mine the patient’s expectations.
Objective information is based on
facts and is free of bias or personal
opinion. It includes information
gathered through a thorough clini-
cal evaluation, including facial,
skeletal, occlusal, and oral compo-
nents, dental history, radiographs,
photographs, diagnostic casts, and,
at times, articulation and a diagnos-
tic wax-up (Figure 1). Critical eval-
uation of both types of information
is essential to determine if there is a
realistic treatment outcome that
coincides with the patient’s expecta-
tions. Immediate treatment may not
be possible if a patient exhibits
signs of body dysmorphic or
somatoform disorders. In those

instances, a referral to the proper
medical or psychiatric specialist
may be in order before 
beginning treatment.

Planning
During the planning phase, it is
necessary to thoroughly review all
information gathered during the
patient interview and clinical exam-
ination, along with the diagnostic
records you have obtained. This
leads to the formulation of your
diagnosis and includes the 
following components:

1. Development and prioritization
of a problem list

2. Identification of the etiology
3. Development of treatment goals

and options for each problem
4. Visualization of the final 

biologic and esthetic outcome

Once you have identified all the
mentioned components, you are
able to utilize the information to
outline the following: 

1. The ideal or optimal compre-
hensive treatment plan for that
patient
• the least-invasive procedures

to accomplish the desired
outcome are suggested first

• it is not driven by the practi-
tioner’s financial needs or
expectations

2. Alternatives to the optimal 
treatment

• if limitations exist, compro-
mises to the outcome are
listed

3. The sequencing of treatment
4. Whether or not other specialists

need to become involved in
order to best meet the 
patient’s needs

Not all treatment plans require a
team approach, but for those that
do, the teams must be formed 
during this early phase. You need 
to obtain all necessary team mem-
ber consultations, assessments, and
ideas before the plan is completed
and implementation of the treat-
ment begins. The individual con-
trolling the definitive aspect of the
treatment coordinates the overall
plan and sequencing of care. In
some cases, emergency or palliative
treatment may need to be provided
before the definitive treatment plan
is finalized.

Informed consent is an important
component of presenting any treat-
ment plan. You should present the
ideal or optimal treatment whether
or not it is what the patient
requested or appears financially
able to complete, followed by the
alternatives. Potential complica-
tions and compromises to the out-
come for each option are outlined
and carefully explained to the
patient, and fees are clearly stated.
The consequences of elective cos-
metic procedures are made clear, as
these options can require extensive
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Prioritized problem list:
1. Congenitally missing teeth—maxillary lateral incisors
2. Malpositioned/malaligned teeth—maxillary arch
3. Previously restored teeth—maxillary anterior teeth
4. Biologic width invasion—maxillary canines
5. Unesthetic tooth proportions—maxillary anterior teeth

Figure 1. Preoperative Photographic Series. The preoperative photographic series is an important part of the objective 
information gathered during the clinical evaluation and is necessary for interdisciplinary communication and treatment 
planning.
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dentistry that may require a lifetime
of maintenance as opposed to more
conservative alternatives. An exam-
ple of this would be the use of
porcelain veneers rather than ortho-
dontic movement to create the
appearance of straightened teeth.
Although many offices have a des-
ignated coordinator to present the
treatment plan, remember that you
as the dental professional are
legally responsible for ensuring 
that all questions posed by 
the patient have been 
thoroughly answered.

Implementation
During the implementation phase,
all dentistry performed should be
based on the clinical standard of
care following the agreed-upon
treatment, with the person respon-
sible for the definitive care gener-
ally coordinating the timing and
sequencing of the plan. All aspects
of care should take into considera-
tion the patient’s needs, expecta-
tions, and physical, psychological,
or financial constraints.

Dental technology support is criti-
cal when any indirect restorative
procedures are performed. Their
support may be needed early in the
treatment if a diagnostic wax-up is
required or if they fabricate the
provisional restorations. Dentists
need to recognize and explain to
the patient that the esthetic quality
of the outcome is based on the
knowledge and artistic skill of the
dental technician or technologist
(Figure 2).

Evaluation
The evaluation phase is just as 
critical as any other component 
of the treatment planning 
process. It is always ongoing 
and includes:

1. An immediate and long-term
critical appraisal of the com-
pleted treatment

2. Consideration of changes or
additions that may improve 
the outcome

3. Future needs or follow-up

Failure to achieve the visualized
outcome should be the basis for
further dialogue within the team, or
possibly for presentation and dis-
cussion at study club meetings.

A team concept to patient treat-
ment is essential to develop a suc-
cessful long-term outcome. A
comprehensive oral–facial analysis
and diagnosis will enable the clini-
cal team and technician or technol-
ogist to develop a treatment plan
that can be successfully executed.
The ultimate goal and key to suc-
cess is to provide a treatment that is
highly esthetic, biologically accept-
able, and functionally enduring.

Reprint requests: Robert R. Winter, DDS,
2429 W. Coast Highway, Suite 210, New-
port Beach, CA 92663. Tel.: 949-548-0980;
Fax: 949-574-0017; e-mail: 
winter@winterdds.net
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Treatment sequence:
1. Restorative: provisionalization of maxillary anterior teeth
2. Orthodontics: initiation of therapy
3. Oral surgery: dentoalveolar distraction osteogenesis (DDO)
4. Orthodontics: tooth positioning/alignment
5. Restorative: new provisionals
6. Periodontics: functional/esthetic crown lengthening maxillary arch
7. Restorative: new provisionals
8. Restorative: definitive restorations

Interdisciplinary team members:
Orthodontist: Richard D. Roblee, DDS, MS
Maxillofacial surgeon: Scott L. Bolding, DDS, MS
Periodontist: Edward P. Allen, DDS, PhD
Prosthodontist: Robert R. Winter, DDS
General dentist: Brad Jones, DDS
Technologist: Martin Vojtus

Figure 2. Postoperative Photographic Series. The postoperative photographic series documents the completed treatment and is
useful for the immediate critical appraisal of the outcome.






