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MISCH 
MYSTIQUE

THE

Editor’s Note: I traveled to Dr. Misch’s home in Florida. We
met in the condo complex where he lives. He was dressed
in a University of Detroit Mercy Dental School golf shirt,
white shorts and loafers. He greeted me with a wide smile
and a warm handshake, “David, thanks for coming all the
way to see me.” Within moments it was easy to see that his
passion for implant dentistry is limitless. He is a remarkable
story teller that you could listen to for hours.

DR. HOCHBERG: What an honor it is to be here with you
Dr. Carl Misch to chat about your journey with implant den-
tistry. Dial back the clock to the University of Detroit Dental
School. What peaked your interest? How were you intro-
duced to dental implant placements and restoration?

DR. MISCH: I was introduced indirectly through the litera-
ture, because we had a new dean that came to the school.
I was elected president of the class, and I had to interact
with this new dean.

I went to the library and pulled all the articles that he
had written. It turned out that he co-authored several arti-
cles on the subperiosteal implant. 

When I first met the dean, he asked me, “Why did you
become a dentist?” I responded that I became a dentist so
I could do implants. He said he would restructure my
dental education to include dental implants. 

Because I was president of the class all four years, presi-
dent of the student body the last two years and finished my
requirements early, I was able to start studying and doing
implants while I was in dental school. In fact, he sent me to

AN INTERVIEW CONDUCTED BY DR. DAVID HOCHBERG
WITH DR. CARL MISCH ON JULY 10, 2015.



10 AAIDNEWS   FALL 2015

Monte Carlo my senior year to lecture on dental implants. 
Paul Mentag, one of the founding members of AAID,

was a faculty member at University of Detroit Dental School
He gave a lecture on dental implants, and he invited a
doctor named Leonard Linkow to give a hands-on course
on the blade implant — the first time this occurred at a
dental school setting in the US. Later, prior to graduation, I
assisted him on the blade implant.

Because I had such an early involvement with implants,
it just never dawned on me that implant dentistry wasn’t
part of traditional dentistry. 

DR. HOCHBERG: Dr. Misch, who were some of those men-
tors that played a role in your life and learning process?

DR. MISCH: Biomechanics is one of the major things that
I’m known for. The two people in biomechanics far above
anybody else were Dr. Jack Lemons and Dr. Martha Bidez,
both PhDs. There was an implant study club in the begin-
ning called the Alabama Implant Study Group and Dr. O.
Hilt Tatum was a member. Dr. Lemons had a young resi-
dent, Martha Bidez, with whom he was developing a pro-
gram on dental implant engineering. He asked me to be
the clinical consultant with Martha.

As a consequence, Martha and I formed a relationship
that exists to this day. We wrote papers on implant-protected
occlusion. We wrote papers and chapters in books on the
biomechanics related to implant dentistry. We ended up
having a number of patents. The BioHorizon implant system
came from that relationship between Martha and me. 

As far as the clinical aspect of it, I would spend at least
one weekend every month doing surgeries with Dr. Linkow
in his office, often on my patients, and sometimes his. 

Dr. Linkow has the greatest gift of hand-eye coordination
that I’ve ever seen. He’s completely ambidextrous. He does
surgery on both sides of the arch at the same time. 

I also worked closely with Dr. Tatum. I’d fly patients
down to see Tatum or assist Tatum every month. If I had
any time off, I’d go see Dr. Ken Judy. I flew patients to
California to work with Drs. Bob James and Phil Boyne.

Almost every weekend, I was on the road in somebody’s
office and either attending a lecture or watching them do
surgery.

The other person that has the best three-dimensional
awareness of any oral system I’ve ever seen was Dr. Tatum,
but the direct opposite as far as approach. Linkow would
talk about our work in milliseconds, and Tatum, would work
in angstroms. One time I numbed up the patient’s left side,
and Dr. Linkow came in and worked so fast he finished put-
ting in the implant on the right side before I had a chance
to tell him that she’s not numb. Whereas Tatum worked so
slowly that I’d joke that we could remove the sutures now
because it took so long since we started, the patient’s soft
tissue is already healed. So, having those two extremes

Dr. Misch graduated from the University of Detroit Dental School.
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every month in my repertoire gave me a perspective that is
unique to this day.

DR. HOCHBERG: It’s always about the patient. Over the
years you’ve helped thousands of patients improve their
quality of life. What do you remember about the very first
one?

DR. MISCH: In those days implant dentistry was always
the last treatment option. Because the completely edentu-
lous patients had no other option than dentures, they were
primarily the types of patients that would be sent to those
of us that did implants. As a consequence, I ended up
doing quite a few subperiosteal implants since that was the
implant of choice at that time for the completely edentu-
lous.

In the mid-to-late 1980s, I came up with the concept of
various approaches of mandibular overdentures with the
Bränemark concept. Per Ingvar Bränemark took an interest
in me because I was on the FDA panel. At that point Nobel
Biocare was trying to become the only implant that was
authorized by the FDA to be used in the United States.
Since I was the only dentist on this FDA panel, they let me
take the full range of Bränemark courses.

If you remember back then, you could only take a
Bränemark course if you were an oral surgeon. I was a
general dentist. From that relationship, my Institute became
a Nobel Biocare training center. Anybody that I trained
would have a certificate signed by Bränemark or me,
saying that they could buy Nobel Biocare products. 

DR. HOCHBERG: Dr. Misch, the transfer of information and
life experiences from generation to generation is something
that benefits us all. What are your observations regarding
this as it relates to implant dentistry?

DR. MISCH: Because implant dentistry is not a specialty, yet
has primarily been driven by general dentists in the United
States, the general dentist does not appreciate the historical
perspective or the literature. We’re not given courses in
undergraduate training on the literature review or other
related subjects like those in specialty training. Very few of us
relate the historical perspective of where we came from as a
field or who were the major contributors that altered our
course to be more predictable.

A perfect example is Bränemark. He was an orthopedic
surgeon who was a bone researcher. He became the name
of implant dentistry in the mid-1980s when Nobel Biocare
decided to start selling product in the United States and
used Bränemark as their poster boy. Everybody was
quoting Bränemark. By the 1990s, they moved away from
that. As a consequence, if I go into an audience today and
I ask how many know the name Bränemark, almost nobody
raises their hand.

The same thing happened with Drs. Linkow, and Tatum.
The AAID had a historical perspective. They would talk
about the early doctors that started the AAID. They would
talk about Isaiah Lew and Aaron Gershkoff. They took
these people who were really important in our beginning
and memorialize them through awards.

The field, in general, has no perspective of Dr. Tatum.
If I ask a periodontist, they believe that the first sinus graft
was done by Dr. Phil Boyne because he wrote a paper on
it. Hilt Tatum didn’t write a paper early on during his
research. One of the reasons I would always write the his-
tory of the sinus graft in my text or in articles was to give
Dr. Tatum credit for this particular procedure, rather than
Phil Boyne and Bob James. And I love Bob James. He
was one of my mentors. However, when he wrote that
paper with Phil Boyne, he didn’t reference Hilt Tatum. In
fact, I flew out to California to teach Dr. James this partic-
ular surgery several times, because I learned it from Dr.
Tatum. It’s too bad that we don’t have historical perspec-
tive of our profession that was started by those who are
still alive right now. They were literally on the ground floor,

Dr. Misch had an audience with Pope John Paul II.
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and they’re not recognized as such. I find that disap-
pointing.

DR. HOCHBERG: “Learn, change, and evolve” has been
the experience of many who chose a career in implant den-
tistry. How does this axiom apply to you?

DR. MISCH: Unfortunately, because we don’t have criteria
to accept certain modalities, the vast majority of dentists
attempt to learn this discipline by going to a meeting and
seeing more than one speaker a day. They look at a lecture
for 30 minutes that contains the best slides that the pre-
senter had in the last ten years. That gives the audience
the impression that everything they do works, that their
hand skills are incredible. You get the feeling that you can
do almost anything to any patient, and the procedure is
going to work predictably. Then you get back to your prac-
tice, try it, and it doesn’t work. At the Misch Institute, we
don’t teach what I’m able to do or what my faculty mem-
bers are able to do. We teach what you can do predictably
on an early-learning curve. In order to be incorporated into
a training program, I want to make sure that the patient is
protected. 

It’s like playing the piano. No matter who you watch for
a half-hour, or an hour, or two days play the piano, you
can’t go home and play the piano. Hand skill is something
that has a learning curve associated with it. Yet, when we
go to these meetings, we’re effectively watching the
world’s greatest pianist show the best performance that
they’ve done in a decade. We go home, and think we’re
going to play Rachmaninoff without any complications. It’s
not true. As a consequence, I find that many of the things
that are being shown from the podium are different. But
they’re so different they haven’t been used long enough or
with enough studies over time to be predictable. 

Several years ago, I was the chairman of the AAID
Immediate-Load Consensus Conference. I invited everybody
who was doing the research and in the literature to spend
four days talking about immediate-load. Every lecturer talked
about how fantastic it was. You got the impression that you
never have any problems. At the end of that conference, I
asked them one question. “We’re now in your office on
Monday. The person that’s doing the surgery is your asso-
ciate, not you. What would you tell your associate who’s
doing the patient in your office related to immediate-load?”
There were 12 people on the podium. Ten of the 12
responded “don’t do immediate-load.” The only two who
said do immediate-load were Dr. Leonard Linkow, who never
did anything but immediate-load, and Mohamed Sharawy,
who had only worked on monkeys for the previous ten
years. Everybody else said, “don’t do it.” There’s a higher
risk. You have to choose the cases where the benefit out-
weighs the risk. Yet, you get the impression from these
meetings that implant dentistry has no problems. The reality

A look not many have seen from Dr. Misch.
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is that’s how you get on a podium. You talk about something
that’s different. It shouldn’t be the way that you obtain
training in our discipline.

DR. HOCHBERG: Dr. Misch, you’ve been an integral part
of educating and sharing your knowledge with others.
Many came through the Misch Implant Institute. Speak
about the confidence you have imparted. How do you do
it? How does it make you feel?

DR. MISCH: The confidence comes from teaching —
making sure that you show them not what they can do, but
what they should do under certain criteria, always taking
the safest way, the most predictable way. I discuss compli-
cations from the beginning, so that they understand that if
they don’t follow these scientific principles, their results are
not as predictable. In treating the complications, they are
not as predictable as doing the case originally. We go
through the economic disadvantage of treating a complica-
tion. You will lose the profit from five to ten good cases by
treating the complication of the one bad case.

I go out of my way to make sure that they understand the
guidelines of care and the risks if they step outside these
guidelines. The Institute is used as the implant training
center for eight different dental schools. They send their
periodontists, oral surgeons, or prosthodontists to the
Institute to get their implant learning. It’s cheaper for the
school to do that than to attempt to hire implant dentists to
teach implant dentistry. 

As a consequence, they have a confidence because
they know it’s going to work if they follow the guidelines
that we’ve established. That’s important to know. When I
had my brain cancer worked on, the first surgeon I went to
told me that there was a 90% chance that I was going to
die on the table. Well, I didn’t feel too good about this guy
as a surgeon. When I interviewed the next neurosurgeon,
he said I was going to live. He hasn’t lost a patient. He
does 480 of these procedures a year. Well, I love this guy
and his quiet confidence. With quiet confidence, you
should go into an implant surgery knowing that if you
follow the guidelines and if you do what has been taught,
that this is a very predictable treatment modality. But if the
patient isn’t within those guidelines, if you don’t follow the
particular guidelines, you’re not going to be as predictable.
That is emphasized over, and over, and over again within
the Institute.

DR. HOCHBERG: What is the vision you had and currently
have for implant dentistry?

DR. MISCH: When I created the Institute, our vision state-
ment was to help set and elevate the standard of care in
implant dentistry. When I went into private practice, I modi-
fied my vision to one I borrowed from Hilt Tatum. He said

when he’s restoring a tooth or replacing teeth, he wants to
return the patient’s normal contour, comfort, function,
esthetics, speech, and health. That became my vision for
implant therapy.

Then as I matured a little bit, I realized I wanted to keep
my patient’s teeth and/or implants in health for their entire
life. So, I rewrote the vision of my practice. This is why
patients come for their hygiene appointments. This is why
you’re replacing teeth. This is the reason you are restoring
endodontically-treated teeth because they can fracture and
be lost. Almost everything we do supports the vision of
keeping your teeth in health for the rest of your life. It
allows your office to tie into your vision. It allows your
patients to tie into your vision. Every time you lose your
way, go back to your vision, and it puts you back on the
right path.

DR. HOCHBERG: You have served as president of the
AAID, president of the American Board of Oral
Implantology/Implant Dentistry, leader of the ICOI, and
other leadership positions throughout your career. You

Dr. David Hochberg in Miami with Dr. Misch.
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were involved with the first specialty application for implant
dentistry with the ADA in the early 1990s. It never hap-
pened. What are your thoughts?

DR. MISCH: It was a time in AAID history when we had
four consecutive presidents that felt that dentistry would be
better off if we had a specialty in implantology. Those four
presidents were Bob James, Hilt Tatum, Paul Schnitman,
and me. We had a consistent belief that the dentists who
do implants should be the ones that are qualified and
knowledgeable in the field. It should not be based on a
particular specialty or just because you have a dental
license.

I wrote the first application. I didn’t have support from
the AAID, so I went to Ken Judy, and it was submitted
under the ICOI. There were five requirements by the ADA to
become a specialty. One of those requirements was
obtained through that first application. Then, with the help
of Bob James, I got AAID support for forming a specialty.
We got through another requirement as a result of that
second application. We then had a third application that we
wrote with Hilt Tatum. 

Then we had two or three presidents at AAID that didn’t
want the specialty. They said we have enough specialists.
We’re fighting the specialists all the time. We don’t want to
have another specialty. As a consequence, they pulled the
application, and nothing was done for three or four years.
During that three to four-year period, specialty in radiology
was awarded. We should’ve been there, not the radiolo-
gists. We had it right at our fingertips, and now perio and
oral surgery have changed their definitions. Right now,
whether we want to admit it or not, there is a specialist in
implant dentistry, and it’s called prosthodontist.

The Loma Linda Dental School dean called me up a
year ago, and he said, “The prosthetic specialty is the only
specialty that’s able to do the surgery and do the pros-
thetics.” They already changed the definition to include the
surgery in addition to the restoration. They’re the only spe-
cialty to be able to do it, so we do have a specialty of
implant dentistry. It’s called prosthetics.

I think the AAID is foolish not to become a specialty. I
think that the most knowledgeable person should be a spe-
cialist, and let the periodontists be double-boarded. Let the
oral surgeon be double-boarded. Let the prosthodontist be
double-boarded.

If you look now at the average implant training of a peri-
odontist, eight of those schools come to the Institute to get
their implant training. So, the general dentist gets the same
training as the periodontist, but the periodontist is able to
say that they’re a specialist. Look at the oral surgery. The
University of Detroit and several schools send their oral
surgery program to the Institute to get their training.
They’re getting 15 days of training. We can form a specialty
in this field if you have a sponsoring organization, have the

Dr. Misch is an impressive presence in implant dentistry.
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time and effort to push this thing forward. You could make
this thing a specialty. It would benefit the patient because
there would be a place to go for treatment of complica-
tions.

DR. HOCHBERG: What are some of the biggest game-
changers you have seen throughout your career?

DR. MISCH: I’d say the first one is the relationship of bio-
mechanics and complications, including bone loss. I still
fight many on the question that bone loss includes biome-
chanical factors rather than just bacteria. It’s still a mantra
of many world-renowned periodontists who say that bac-
teria is the primary reason behind bone loss. The effect of
biomechanics, screw-loosening, porcelain fracture on
restorations, crestal bone loss, and many of the complica-
tions are rooted in the field of biomechanics.

The field of bone density and what we’ve done relative
to bone density — everything from altering surgery, to
healing time, to progressive bone loading, including
implant design — are deal changers. Now we start looking
at maintaining the implant for the life of the patient, rather
than maintaining an implant for the life of how long they
owe us money. The biomechanical influence of implant
dentistry is something that has really been a game-changer
for the field at large.

DR. HOCHBERG: If you weren’t a dentist, what do you
think you would have become?

DR. MISCH: For me, dentistry was something I looked at
early in my life. Whenever anybody would ask me what do I
want to be when I grow up, I’d say, “Become a dentist.” I
was maybe four or five years old the first time I said that I
wanted to be a dentist. There was an ice cream truck
coming down the street. I ran out to get an ice cream, but
it cost a nickel. I came back in and asked my dad for some
money for an ice cream. He said no. I was shocked. I
asked what job do I need so I never have to ask you for
money again? He said a dentist or attorney. I had no idea
what an attorney was. I knew what a dentist was because I
had some teeth taken out. I said, “I’m going to be a den-
tist.” From that point on, when anybody would ask me what
are you going to be when you grow up, I’d say, “A Dentist.”

Nobody in our family had gone to college. Because I
was good at sports, I earned baseball and football scholar-
ships at Wayne State. I ended up being captain of the
team and was drafted by Al Kaline of our Detroit Tigers
franchise. Al Kaline was God. But I became a dentist,
because I wanted ice cream.

DR. HOCHBERG: Dr. Misch, do you have any closing
thoughts or comments?

DR. MISCH: Dentistry is such a rewarding profession that
we should respect it. Too often I see many of us look for
things that are faster, easier, or make us more money. We
lose the fact that they call us doctor for a reason. We
should put our patients on a pedestal. Stay with the vision
to maintain a patient’s teeth and/or implants the rest of
their life in health. Your practice will be very satisfactory
and satisfying as a result. You’ll have no regrets. Don’t do it
for the money. Don’t do it because it’s faster, easier, sim-
pler. Do it because it’s the right thing to do.

DR. HOCHBERG: In 1984, I attended my first dental
implant educational seminar, and you were at the podium.
Now, some 31 years later, we have looked back and dis-
cussed your journey. It’s been an honor to spend this time
with you. You have inspired so many for so many years. On
behalf of the AAID, all dentists, and all patients that have
benefitted from your contributions to the field of implant
dentistry, thank you so much.  

A very young Dr. Misch.


