
By correctly and efficiently billing 
for services, dentists reduce the
likelihood that patients will be
unhappy and file a board action 
or malpractice suit.

Lori Smith, DDS, a general dentist
in a busy practice, treated married
couple Larry and Tess Jones. Dr. Smith
first treated Tess Jones for general
cleanings and fillings. Tess later came in
for a three-unit bridge, and Dr. Smith
advised her that she would be required
to pay for the entire cost of the bridge
upfront. Although Tess’ private dental
insurance covered 50 percent of the
bridge work, Dr. Smith explained that
she would reimburse Tess for that
amount once the office received it from
the plan. After this discussion, Tess paid,
in full, for the bridge in advance. 

In the interim, Tess’ husband, Larry,
underwent treatment for four quadrants
of scaling, root planing and numerous
fillings. All of this periodontal and
restorative care was covered by Larry’s
insurance. 

Next, Larry was to undergo
placement of a three-unit bridge. Prior
to proceeding with this bridge, Dr.
Smith obtained preauthorization from
Larry’s dental insurance carrier. The
carrier told Dr. Smith that the majority
of the fee for the bridge should be
covered; however, they failed to share

that Larry had already reached
his annual limits for insurance
coverage. After the bridge was
completed and insurance was
billed, Dr. Smith discovered the
bridge was not covered at all.
Consequently, Larry would
have a substantial outstanding
balance.

In the meantime, Dr. Smith
was reimbursed for Tess’ bridge.
At that point, the office staff
decided to apply that money to Larry’s
outstanding balance; however, they
never advised Tess about this fact.
Therefore, when Tess was not
reimbursed, she contacted Dr. Smith’s
office. Tess was advised that there was
an outstanding balance and no money

would be forthcoming from the
practice. Tess was very frustrated by this
explanation, as she had expected to
receive a check for 50 percent of the cost
of the bridge. 

Tess Files Complaint with 
State Board

Tess Jones reported the dispute to
the state’s board of dental examiners 
and retained an attorney. Records were
subpoenaed, and the board called in Dr.
Smith for a disciplinary investigation.
After Dr. Smith produced the initial
records for Larry and Tess, the state board
then issued additional subpoenas for
numerous files. 

Dr. Smith’s practice did not have a
computerized recordkeeping system.
Instead, the dentist’s front office staff
kept billing and collections information
with the clinical progress notes.
Therefore, the practice staff documented
charges for the husband and wife in
both charts, but there was no clear
delineation of what the charges were 
or how they were calculated. 

The state board noted the practice
financial records were handled
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The office staff decided 
to apply Tess’ insurance 
reimbursement money 
to Larry’s outstanding 
balance.
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haphazardly with cross-outs and no
clear delineation of specific charges for
specific services performed. The doctor
later explained that with private pay
patients she often reduced fees but there

was not a defined, standard practice for
how the fees were reduced. 

The board cited these and other
“billing irregularities,” especially the 
lack of documentation and inconsistency

with the billing process. Although Larry
did have a legitimate outstanding
balance, the manner in which Dr. Smith
determined she could collect this amount
was deemed to be inappropriate. Dr.
Smith should have refunded the 50
percent payment from Tess’ insurance
to her and not applied it to her
husband’s account.

Ultimately, Dr. Smith was forced 
to respond to the investigation, spent
innumerable hours attempting to
explain her billing and collections
procedures, and was reprimanded by 
the board.
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The board cited many
“billing irregularities.” 

What Can We Learn?
A vital part of the practice of dentistry is the ability 

to correctly and efficiently bill for services provided to
patients. By handling this task appropriately, you reduce
the likelihood patients will be unhappy and seek redress
through state agencies or the courts. 

The following areas are key in this regard: 

Systems and Staff 
As dentistry moves toward the use of computerized

records, dentists have more options to manage the
financial side of the dental practice. Most computerized
records software includes accounting programs that can
provide streamlined and efficient systems for managing
the billing and collections process. 

When transitioning to electronic records, the dentist
needs to investigate the accounting capabilities of the
software. It is important that the program be user friendly
and that the system be compatible with the practice’s
billing transmissions and procedures. Make sure to
evaluate the accounting program both on the computer
and in print—if there are billing questions, you may be
asked to present a printed version. 

Finally, the dentist and staff should be thoroughly
trained on the billing system, including periodic updates
and refreshers. It is the dentist’s responsibility to conduct
periodic audits to ensure billings continue to be handled
correctly. 

Procedures
It is also critical to establish guidelines for entering

information, providing patients with standardized
invoices, and documenting payments, as well as
information about insurance, reimbursement and the
patient’s role and responsibilities (e.g., the patient is
expected to submit claims to insurance.)

Ideally, the patient will receive and sign all financial
policies, including those that delineate the patient’s
responsibility for payment, and these should be placed in
the record. It is also important to maintain documentation
of any communication from the insurance carrier and
questions regarding billing or reimbursement in the
patient’s file. Make sure to include the name of the person
the staff member talked with and when. In this case, Dr.
Smith’s office should have kept both accounts separate 
and refunded the 50 percent payment from insurance to
Tess Jones, the wife.  As far as the husband goes, Larry 
was ultimately responsible for keeping track of his own
insurance maximums and the annual amounts permitted.
However, many practices will track this for the patient 
as a courtesy.  

The chronologic timeline of all treatment, charges,
payments and outstanding balances should be apparent
through a cursory review. Failure to do so could result 
in disciplinary measures by state agencies, the removal
from preferred provider lists and/or civil litigation.
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Language barriers can adversely
affect treatment outcomes and
patient safety. 

Individuals with language barrier
issues often do not admit their inability
to comprehend the treatment and services
in a healthcare setting because they are too
ashamed, overwhelmed or intimidated
to ask for help. Moreover, it is often
quicker for dentists to take a patient’s
nodded assent and lack of questions as
evidence of comprehension, or to manage
with the help of a patient family member
who is more proficient in English. 

Consequently, language barriers can
be a significant risk to a dental office.
Consider the following scenario:

Mary Santos, age 81, was seen at the
request of her daughter, a regular patient
of Dr. Potter’s general dental practice.
Mrs. Santos was in town visiting family
and had developed severe pain in one of
her back molars. She was accompanied 
to the office by her 14-year-old
granddaughter.

It soon became evident that Mrs.
Santos spoke only broken English and
had difficulty understanding it. At
times, her granddaughter answered the
hygienist’s questions when the patient
seemed to hesitate. Ultimately, the
hygienist was able to get the information
she needed through this process. 

When Dr. Potter arrived and
examined the patient, his interaction
with the patient was the same, but he got
by with the help of the granddaughter
and was able to complete his questioning
and examination. He told Mrs. Santos
she had an abscess for which he would
prescribe an antibiotic. 

He had some samples of
azithromycin and gave her a “Z-pack.”
He told her to follow the directions in

the pack but emphasized: “You MUST
take ALL of this medicine.” He reinforced
these instructions to her granddaughter
by telling her: “Make sure your
grandmother takes ALL her medicine.”
The next day, Mrs. Santos was found on
the bathroom floor by her daughter. She
was vomiting blood and doubled over
with severe stomach pain. She was taken
to the ED by ambulance. 

Upon further questioning by a
bilingual nurse, it was determined that
the woman had taken the entire Z-pack
at one time. She was following what she
and her granddaughter thought were 
Dr. Potter’s orders. Fortunately, after a
three-day hospitalization, Mrs. Santos
suffered no long-term effects from 
this episode. 

In a situation like this, it is likely that
Mrs. Santos would bring a malpractice
action against Dr. Potter and his practice
for failing to recognize that Mrs. Santos
did not have the requisite language skills
to understand his instructions regarding
the antibiotic and for neglecting to offer
her the services of an interpreter. 

Legal Requirements
Beyond being part of good quality

dental care, the need to ensure effective
dentist/patient communication and
patient comprehension is a legal issue.
Under Title VI of the Civil Rights Act of
19641,  all healthcare facilities and
providers receiving federal financial
assistance from the Department of Health
and Human Services (HHS) must provide
their patients with equal access to
services. This includes ensuring that
patients with limited English proficiency
are able to communicate effectively with
their providers. 

The Office of Minority Health of

HHS released its National Standards on
Culturally and Linguistically Appropriate
Services2 in late 2000, further
emphasizing the need to address the
language access needs of patients. Four
of the 14 standards specifically target
language access in healthcare settings:
• Standard 4: Healthcare organizations

must offer and provide language
assistance services, including
bilingual staff and interpreter
services, at no cost to each patient/
consumer with limited English
proficiency at all points of contact,
in a timely manner during all hours
of operation.

• Standard 5: Healthcare organizations
must provide to patients/consumers
in their preferred language both
verbal offers and written notices
informing them of their right to
receive language assistance services.

• Standard 6: Healthcare organizations
must assure the competence of
language assistance provided to
limited English proficient patients/
consumers by interpreters and
bilingual staff. Family and friends
should not be used to provide
interpretation services (except on
request by the patient/consumer).

• Standard 7: Healthcare
organizations must make available
easily understood patient-related
materials and post signage in the

Language Barriers in the
Dental Office

Continued on page 4
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languages of the commonly
encountered groups and/or groups
represented in the service area.

HHS issued guidelines to assist
facilities and providers with compliance.
These guidelines were relaxed in 20033

to encourage voluntary compliance by
providers. However, they did not relieve
dentists of their responsibilities to
provide meaningful access to patients
with limited English proficiency. 

The 2003 guidelines provided a
“four-factor analysis” for providers to 
use in determining their practice’s
requirements. Language services may 
be provided to these patients through
oral interpretation by an in-person
interpreter, by using telephone or video
services, through written translation, or
through a combination of methods. 

Dentists have some flexibility in
determining the appropriate mix of the
language services they provide. However,
in the earlier scenario, it is clear that a
family member, especially a child, should
not have been considered an appropriate
translator. 

1 42 U.S.C §§ 2000d–2000d-7
2 U.S. Department of Health and Human Services,
Office of Minority Health. National Standards for
Culturally and Linguistically Appropriate Services
(CLAS). December 2000.
http://minorityhealth.hhs.gov/templates/browse.asp
x?lvl=2&lvlID=15

3 U.S. Department of Health and Human Services,
Office of Civil Rights. Guidance to federal financial
assistance recipients regarding Title VI prohibition
against national origin discrimination affecting
limited English proficient persons [68 CFR § 153].
2003.
www.hhs.gov/ocr/civilrights/resources/specialtopics
/lep/policyguidancedocument.html

Tips for Dental Offices

Language barriers can affect
dentist/patient and patient/staff
encounters along with communication,
medication and treatment compliance,
informed consent, patient intake and
history, patient education, and patient
satisfaction. Here are some tips for
overcoming the barriers:

• Be proactive. Make sure important forms and patient
information are available in different languages, as needed by
your practice’s patient population (especially intake/patient
history forms, privacy notices, consent-to-treatment/surgery
forms or post-op instructions). 

• Have staff identify any patients with limited English
proficiency and provide those patients with interpreter services
and printed materials. It is also useful to flag a patient’s chart 
to indicate limited English proficiency, the patient’s native
language and the need for an interpreter. 

• Maintain an up-to-date, easily accessible list of interpreters
for languages common among your patient population. This list
should include professional medical interpreters, telephonic
medical interpretation services, staff members who are fluent 
in a particular language and volunteer medical interpreters.

• Minimize the use of patient family members or friends as
interpreters, especially those under the age of 16. Translating 
a normal conversation is one thing—translating information
about a patient’s condition and the dental treatment plan is
another. If a patient insists on having a family member
translate, try to also involve a medical interpreter or a staff
member fluent in the patient’s language. 

• Review all practice documentation with an eye toward
“plain language.” It’s best to keep it simple in any language.


