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Are your patients’ dentures truly clean?

Even visibly clean dentures can have
hidden dangers.

The denture surface contains pores in which
microorganisms can multiply and thrive.!Up to
80% of patients use toothpaste to clean their
dentures.?® As dentures are approximately
10x softer than enamel,* the abrasive nature
of toothpaste can create scratches, which
may lead to increased microbial colonisation,®
resulting in gum irritation or denture malodour
for your patients. These inadequate cleaning
methods can cause the appearance of your
specially made and well-fitting dentures to
deteriorate and affect your patients’ denture
wearing experience and satisfaction.

Corega”® Extradent denture cleanser
- specially designed for dentures

e Corega® Extradent cleanser offers patients
the dual benefits of mechanical and chemical
cleansing*

e Corega® Extradent cleanser is proven to penetrate
the biofilm* and kill microorganisms even within
hard-to-reach denture surface pores®

Offer your patients proven
daily protection with Corega®
Extradent denture cleanser

e Corega®” Extradent cleanser is non-abrasive’,
unlike toothpaste, and does not create scratches,
which can lead to increased microbial colonisation e

Brushing with Corega® Extradent was associated with significant (p<0.005) CGREGA
reduction in depth of abrasion compared with a regular toothpaste’ et ;

Regular toothpaste

. Corega®Extradent

Surface abrasion (Microns)
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Examiner blind, randomised three-period crossover study done on 26 subjects simulating brushing for
90 minutes using toothpaste (Crest cavity protection RDA-95) and Corega® Extradent denture cleanser
on an acrylic denture prototype. Surface changes observed at baseline, 30, 60 and 90 minutes.
Abrasion was assessed using surface profilometer.
** P<0.005.

Help your patients eat, speak and smile
with confidence with the Corega® denture
adhesives and Corega® Extradent denture
cleansing tablets.

* When used as directed; t in vitro single species biofilm after 5 minutes soak

References: 1. Glass RT et al. J Prosthet Dent. 2010;103(6):384-389; 2. Marchini L et al. Gerodontol. 2004;21:226-228; 3. Barbosa L et al. Gerodontol.
2008; 25:99-106; 4. GSK Data on File; Literature review. August 2013; 5. Charman KM et al. Lett App! Microbiol. 2009;48(4):472-477; 6. GSK Data on
File; Lux R. 2012; 7. GSK Data on File; L2630368. October 2006.

Corega is a registered trade mark of the GSK group of companies.
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DENTAL ASSOCIATION OF MALTA

The Professional Centre,
Sliema Road, Gzira

Tel: 21312888

Fax: 21343002

Email: info@dam.com.mt

By Dr David Muscat

Dear colleagues,

2017 promises to be a very busy

time for dentistry in Malta. We have
seen several very good courses and
lectures held by dental companies
The DAM has already organised a
3D Dental Radiography course on
January 14 with Dr David Andrew,
consultant radiologist from Sheffield.

This year Malta is hosting some
very important events namely:

3-4 MAY AT MCC - EFP

PERIO MASTER CLINIC

European Federation of Periodontology
and Turkish society of Periodontology
with the main theme being

the diagnosis, prevention and
treatment of peri implantitis.

MONDIAL CONGRESS AND EVENTS
This was very ably co-ordinated by
Dr Kenneth Spiteri, Chairman of The
Mediterranean conference Centre.
The Congress was chaired by
Professor Korkud Demirel from
Dept Periodontology at Istanbul
University and had many high profile
speakers such as Professor Lang,
Professor Salvi, Drs Zitzmann, Arora,
Zucchelli, Giovannoli and others.

The Congress dealt with periimplantitis
and discussed designing optimal
suprastructures; antimicrobial and
laser therapy; how to increase the zone

of keratinised tissue at implants; how
to increase the soft tissue thickness

at implants; handling of soft tissue
recession at aesthetic zone. The
Congress also dealt with dehiscence
defects, resective surgery; surface
modifications of implants; regenerative
surgical treatment using membranes
and different bone augmentation
procedures. Hard tissue defects were
discussed as well as shortcomings of
some bone augmentation procedures.

26-28 APRIL - GERODONTOLOGY
ANNUAL CONGRESS

‘Overcoming Barriers in Oral Health
in Later Life’ — University of Malta
Valletta Campus. Professor Nikolai
Attard, Dr Alexander Schembri, Dr
Marvin Formosa and The Faculty of
Dental Surgery and the Department
of Gerodontology Faculty of Well
Being of The University of Malta
are involved in the organisation.

27-28 MAY - COUNCIL OF EUROPEAN
DENTISTS ANNUAL CONGRESS

This is being organised by Dr Audrey
Camilleri and the DAM committee.

The new Dental Association
committee has been re elected and
the positions are as follows

President:

Dr David Vella

Vice President Govt Relations Officer:
Dr Adam Bartolo

Secretary, Editor Probe, PRO:
Dr David Muscat

Treasurer:

Dr Noel Manche

IT Officer:

Dr Nicholas Busuttil Dougall
CPD Officer:

Dr Ann Meli Attard

Projects Manager:

Dr Gabrielle Cordina
European Regional Officer Federation Rep:
Dr Audrey Camilleri
Federation Representative:

Dr Chris Satariano

Dr Lino Said does not form part of
the committee but helps us with
spiritual and social events.

I'wish the new President well. I will
try to emulate David’s prowess as
secretary. After four years, according
to the statute one has to give up

one’s position as President. The rest

of the committee have retained their
previous positions as they had excelled
in their work 1. This year we hope to
embark on further CPD projects.

The picture on the front cover is
an excellent photograph ‘Filfla’by
the talented Dr Etienne Cassar.

Best regards,

Dol

Dr David Muscat B.D.S. (LON)
Editor / President, P.R.O. D.A.M.

On 4th January 2017 at the Medical
Council Boardroom at St Lukes Hospital,
Dr Messina Ferrante was presented
with a memento in recognition of his
years of service as a member of the
Medical Council of Malta. From left to
right at the presentation are Dr Michael
Boffa,Dr Anthony Charles, Dr Bryan
Flores Martin, Mr David Caruana, Dr
Herbert Messina Ferrante, Dr Daniel
Farrugia, Mr Philip Borg, Dr lilona
Debono (President of the Medical
Counciljand Dr David Muscat.

Advertisers are responsible for the claims they make in their ads and the opinion of the advertisers

and editors of articles in the issue are not necessarily the opinion of the DAM.
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OptraGate’

The latex-free lip and cheek retractor

» Efficient treatment and easier relative isolation
* Enlarged operating field and easy access to cavity

* Increased comfort for patients

* Attractive colours for enhanced patient compliance among children

www.ivoclarvivadent.com

Ivoclar Vivadent AG
Bendererstr. 2 1 9494 Schaan | Liechtenstein | Tel.: +423 235 35 35 | Fax: +423 235 33 60

a better view

The gentle

solution for

ivoclar .
vivadent:

passion vision innovation

THE DENTAL ASSOCIATION OF MALTA
Administrative Report

201 7 AG M By Dr David Muscat, President - DAM

The last two years have seen an
abundance of both educational and
cultural events with a very organised
CPD structure in place thanks to

the diligence and hard work of all
the members of the committee but
especially by our CPD officer Dr
Ann Meli Attard and CPD Project
manager Dr Gabrielle Cordina.

Drs Noel Manche and Nik Dougall,
also on the CPD sub committee
were also heavily involved in all
CPD events especially the KA2
Rome event which was their
undertaking form start to finish.

We have organised 12 lectures; three
full day hands on courses; three
medical emergency courses in dentists
practices; a ten day postgraduate
course in Rome with no cost at all to
the participants; two sailing events;
two clay pigeon shooting events; two
St Apollonia events; Lenten talks

as well as other cultural events. By
organising such a plethora of lectures
and courses one does not have to
travel abroad and incur high costs. We
bring excellent lecturers to Malta.

LIST

18/02/15 St Apollonia ably organised
by Dr Lino Said

18/02/15 Menarini event

26/02/15 Endo lecture by Dr Dan Keir

9/03/15, 10/03/15, 27/03/15
Long meetings with
Minister Fern and
with our CPDco-ordinators

29/04/15 Prof Victor Grech lecture

21/05/15 Producing long term stable
outcomes in Orthodontics
—Dr Stefan Abela

11/09/15 Prof Brian Miller Wear course

03/06/16 Prof Thomas Attard lecture

17/06/15 clay pigeon shooting event

29/07/16 DAM sailing event

02/09/15 Endo lecture V] Salomone

04/02/15 Dam Christmas party

Jan 2016 10 day Rome conference and
course KA1 ably organised

by Drs Noel Manche and
Nik Dougall and coordinated
by Drs Gabrielle Cordina
and Ann Meli Attard.

27/01/16 DAM AGM

07/02/16 St Apollonia — organised
by Dr Lino Said

30/03/16 Law and Ethics Part
1Dr Cassar Demajo

08/04/16 Bullet in the Heart
Dr Alex Manche

27/04/16 EGM

06/05/16 Local Anaesthetic lecture
Dr Vipul Kataria

07/05/16 Full day endo course Drs
Kataria and Choudrey

15/06/16 Law and Ethics part 2

03/08/16 Infection control
lecture Prof Borg

26/10/16 EGM

07/12/16 DAM Christmas Party

16/12/16, 20/12/16
Medical emergencies courses
ably run by Dr Adam Barolo
and Dr Meli Attard.

14/01/17 Dr David Andrew course on
3 d imaging ably organised
by Dr David Vella and the
rest of the committee.

The DAM committee has met in

excess of once a month for committee
meetings. We have dealt with

issues such as the new dental clinic
standards as well as the issue of foreign
dental schools opening in Malta.

The DAM is a formidable team.

In David Vella we have the best
secretary one can ask for. Dr
Audrey Camilleri is well seasoned
in CED and FDI affairs and attends
meetings abroad on our behalf.

This year we will see the first ever

CED conference in Malta in April.

The DAM is part sponsoring this.

Our Dental Journal is published
quarterly and enables those who cannot
attend dental events to still obtain

the information and slides of most
lectures and courses that take place.

I personally try to attend all. Dr Nik
Dougall has done a great job as IT
officer. Dr Noel Manche has been
exemplary as treasurer. Dr Chris
Satariano has always been the voice of
reason and together with Dr. Audrey
Camilleri represent us at the Federation
of Professional Associations. Dr Adam
Bartolo has ably organised the hands
on Medical Emergency courses and is
our Govt. Affairs co- ordinator He also

helped a great deal with the CPD events.

The DAM is currently working on
our next project KA2 where we hope
to set up a CPD portal. A great deal
of work is being done voluntarily
behind the scenes for the benefit

of all. We are trying to procure EU
funds and one can imagine all the
meetings and paperwork that this
entails. We spend a lot of not only our
surgery time but also our precious
free time away from our families

to be able to achieve what we do.

It is probably one of the most thankless
jobs around- and one is not paid of
course. However we love what we

do as otherwise we would not do

it. Dr Lino Said has left our ranks

but still very kindly helps us with

our spiritual and cultural events.

One must not forget the great
contribution Dr Lino Said has given
to the Association in the past. Not so
long ago Lino and I were organising
an event every fortnight .. Now the
work is delegated more evenly.

I salute the committee whom I have
had the pleasure of working with over
the past two years. It has not been easy
but together we have overcome all
obstacles and look towards 2017 with
strength ,determination ,courage. and
camaraderie. There has never been
such a united and harmonious group.

I'would like to pen my adage —
The DAM leads. Thank you. &
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Chlorhexidine DG 0.12% I ' |

Alpantha®

(Allantoin Panthenol complex)
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Drs David Vella newly elected President of the Dental

Pre and post-surgery
AssAociuAtion of Malta, Professor Korkud F)emirel from Sca I i n g an d root p I ann i n g
University of Istanbul- EFP Congress Chairman and Dr

Kenneth Spiteri Chairman of MCC at the EFP Conference Cu retta ge
held in Malta on 3 and 4 March 2017.

KINGINGIVAL
:
!

* Mouthwash
{

KinGingival Toothpaste

2-3 times daily

for 10-15 days
KinGingival Mouthwash 250ml
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§ Dr David Muscat editor of the Dentoi Probe presents an issue ®

ERN vl aretreta i Kin

= Healing and Regenerating Effects Calming and Healing Effects

3 INDICATIONS INDICATIONS

!
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Contributes towards tissue restoration in
periodontal and surgical treatments
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Bar at the Hilton. The sponsors who kindly donated prizes for the Federation Officer), Dr Adam Bartolo (Vice President. Govt Relations officer), Dr Nicholas Busuttil Dougall (IT Officer),
raffle were Cheruibino, Bart Enterprises, Page Technology, Collis Dr Noel Manche (Treasurer), Dr David Muscat (Secretary, Editor Probe, PRO), Dr Ann Meli Attard (CPD Officer),
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On the 28th December 2016 Drs David Muscat and Adam Dll-m i
Bartolo, President and Vice President of the Dental Association o —— ~ i
of Malta presented an inscribed silver plate to Hon. Dr Chevalier - —
Herbert Messina Ferrante as a memento in recognition of his work @ KIin
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STRONGER
REPAIR

Sensodyne
Repair & Protect

The benefits of NovaMin® technology and
sodium fluoride in a single formulation

SALIENT POINTS FROM

THE EFP PERIO
MASTER CLINIC MALTA

FOCUSING ON PERI IMPLANTITIS
MCC MARCH 34 2017

Summarised by Dr David Muscat

1. The priority is attachment which
is critical to give resistance to
mechanical load. It is the thickness
and keratinisation. This can be
done with autogenous grafts.
Keratinised mucosa helps patient
maintain oral hygiene.

evidence if steel has a real impact 5. Systemic antibiotics-these have
on the surface. Not clarified. added value when dealing with
Titanium curettes are optimal. man made bone in regenerative
and resective therapy. So

with biomaterials one can use
antibiotics. Otherwise the use of
antibiotics should be restricted.
Flap debridement can be carried
out without antibiotics. There was
no difference between groups
that used antibiotics and those

With twice-daily brushing, it can: Are ultrasonics used during
surgical procedure? —yes.
e Create an even harder reparative™ hydroxyapatite-like layer
over the exposed dentine™"”’ 4. The indications for a
surgical procedure over a

regenerative procedure-

2. If a patient has periodontitis one
must have a stable soft tissue
cuff around implants. Soft tissue

e Continually protect your patients from dentine hypersensitivity™*
— Sensitivity relief can start from week 18, and is still making
a difference to patients’ lives after 6 months of daily use®

CHMLT/CHSENO/0025/16

@@= @

(e

SENSODYNE REPAR

CRLIHACL LY PHHEOWEN FEUTT ASE DALY PROTEZTINGN FOM SBEMSTIVE TOCTH AT WO
L B F -
— _:Z:- =y —_— A -
B T N gy, e
i &

Recommend Sensodyne Repair & Protect to help your patients live
life more free from the impacts of dentine hypersensitivity**

TForms a protective layer over the sensitive area of the teeth. Brush twice a day for lasting sensitivity protection.*vs. Previously marketed formulation. **With twice-daily brushing.
References: 1. Greenspan DC et al. J Clin Dent 2010; 21: 61-65. 2. La Torre G and Greenspan DC. J Clin Dent 2010; 21(3): 72-76. 3. Earl JS et al. J Clin Dent 2011: 22(3); 62-67.
4. Parkinson CR et al. J Clin Dent 2011; 22(3): 74-81. 5. GSK Data on File, ML498. 6. GSK Data on File, ML584. 7. GSK Data on File, ML589. 8. GSK Data on File, RHO1422.
9. GSK Data on File, RHO1897. Prepared: September 2016 CHMLT/CHSENO/0025/16

grafting can improve this. Every
treatment should be tailored
carefully to the individuals need.

For a study to be conducted

on e needs three years.
Recommendations have to be
given but there are other factors
involved such as economy and
willingness of the patient.

A soft tissue graft will
allow for more stable tissue
around the implant.

. Should one use ultrasonic on

implants surfaces?-there is no

LUMINEERS AND
SNAP ON SMILE
DENMAT EVENT BY PAGE
TECHNOLOGY

LECTURE BY
DR MICHAEL SCHNEIDER

Summarised by Dr David Muscat

With a two walled defect —stabilise
the membrane. Maintenance is

of paramount importance after
regenerative procedures. When

it is hopeless-with little bone, age
,health, finances-pocket reduction
or elimination. One may opt for
open flap debridement, soft tissue
grafting, bone augmentation etc..

Periimplantitis therapy is not

as predictable as periodontal
therapy. The therapy is also surface
dependant. The success rates are
35% for non surgiclal and 50 %

for surgical. Medium roughness
allows better possible attachment.

LUMINEERS are cerinate
feldspathic pressable porcelain
veneers which are extremely thin,
highly translucent and replicate
enamels natural characteristics.

Little or no tooth reduction is
necessary. Impressions taken in

a silicone material are sent to the
lab and the veneers are made in a
lab overseas. The veneers are said
to remain resilient for 20 years.
There is no need for temporaries

which did not in this case.

However there is a lack of data
whether in regenerative therapy
with or without antibiotics there
is a difference in results as there
are no randomised clinical trials.

6. The healing phenotype will go
in a different direction if there is
contamination interfering with
wound healing. Chlorhexidine
must be used for at least 4 weeks
after the regeneration procedure.

7. Excess cement cause periodontitis
especially sub mucosally.. &

due to hardly any tooth reduction.
They show a low wear arte and
are available in several shades.

The SNAP ON SMILE is a tooth
borne retention prosthesis made
with a milled acetal resin that is
durable and stain resistant.

It is used for provisional
restorations, short and long
term esthetic improvement or
for diagnostic set ups. &
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THE DENTAL ASSOCIATION OF MALTA

International Relations Officer
Report 201 7 By Dr Audrey Camilleri, IRO - DAM

In 2016 I attended 1 CED meeting

in The Hague, Netherlands in May
2016. Unfortunately I had to miss the
meeting in Brussels in November.

The next meeting is being held

here in Malta in May and 90 people
have registered so far. It will be

a wonderful opportunity for the
Dental Association of Malta to place
its mark on a European level.

The conference is held over 3 days
with attendance of top representatives
of national dental associations from
all the 30 European countries

1. AMALGAM ISSUE

Summary of main elements of the
trilogue agreement on the Mercury
file which as voted in December 2016:

Art. 10 — Dental amalgams

* No general ban, but a study on
the feasibility for a ban by the
Commission in 2020, and a ban
«preferably» by 2030, in respect
of subsidiarity principle

¢ Ban of dental amalgams for
populations at risk (children,
pregnant and breastfeeding
women) in 01/07/2018, except
for medical needs according to
practitioners point of view

¢ National plans for the phase-out
of dental amalgams in 01/07/2019

¢ Encapsulated form in 2019

* Amalgam separators with high
level of retention only in facilities
treating amalgams, in 2019 for
new separators, and 2021 for
separators already in use

® Report from the Commission
on the need to regulate the
level of mercury emissions of
crematoria, with legislative
proposal if appropriate

® Practitioners are responsible
for the management of
amalgam wastes and the
collect by certified entities.

2. CED STATEMENT ON

WASTE WATER DISPOSAL

CED members unanimously
adopted the Statement on waste
water disposal in dental clinics.

The Statement reflects the CED’s
commitment to raise awareness
on safe management of healthcare
waste to protect the environment
from the negative effects of

waste water discharges.

The CED affirms that dental clinics
must avoid discharging water with
chemical residue, biohazardous
material and by-products of
laboratory manufacturing.

Urban waste water from dental
clinics has to be collected,
treated and discharged in an
environmentally safe way.

3. CED RESOLUTION ON

ANNEX V.3/5.3.1 OF DIRECTIVE
2005/36/EC (PQD)

CED members adopted the Revised
Resolution on ANNEX V.3/5.3.1 of
Directive 2005/36/EC (PQD) related
to the profession of dentist.

The CED proposes three types of
changes to Annex V.3/5.3.1: changes
of the names of the subjects, exclusion

of some subjects from the study
programme for dental practitioners
and addition of other subjects.

The CED states that it is extremely
important to update the study
programme for dental practitioners
both in terminology and in content,
and to provide dental practitioners
with concrete competences and
skills in order to permit them
practicing their profession in the
contemporary world successfully.

4. EUROPEAN DENTISTS, DOCTORS
AND PHARMACISTS CONCLUDE:
PROPOSED PROPORTIONALITY
TESTS FOR PROFESSIONAL
REGULATION IGNORE PUBLIC
INTEREST AND THREATEN QUALITY
AND SAFETY OF PATIENT CARE

The Council of European Dentists
(CED), the Standing Committee

of European Doctors (CPME)

and the Pharmaceutical Group

of the European Union (PGEU)
have met the publication of the
proposal for a Directive on a
proportionality test for the adoption
of a new or for amendments

to the existing professional
regulation with great concern.

The three health professions re-
emphasise that purpose of the
regulation of their professions is
to assure the quality of healthcare
services in public interest.

Therefore, it has to remain clear
and comprehensive and ensure
safe and effective care.

The regulation of the health
professions along with all the rules
applying to their activities must

remain in the full competence of
Member States and be based on
local needs and national strategies.

Such national strategies take into
account demographical, geographical
and cultural realities and reflect
national preferences, such as

the delegation of the regulatory

task to the profession itself.

The three organisations are
concerned by the lack of specificity
in addressing the overall issue of
health professional regulation.

The CED, CPME and PGEU are
convinced that health professions
should be considered distinctly
from other professions.

Therefore, the three organisations call
upon the EU institutions to exclude
said professions from the scope of the
harmonised EU proportionality test.

5. TOOTH WHITENING

In 2007, the Scientific Committee
on Consumer Products (currently
replaced by the SCCS) issued an
opinion on hydrogen peroxide,

in its free form or when released,
in oral hygiene products and
tooth whitening products.

This opinion provided a safety
evaluation of hydrogen peroxide in
oral hygiene products incorporating
relevant publicly available scientific
data that had become available
since the previous opinion of the
SCCP on "Hydrogen Peroxide

in Tooth Whitening Products”
(SCCP/0844/04) on 15 March 2005.

For tooth whitening products
(TWPs) containing > 0.1% and

< 6% hydrogen peroxide, the
SCCP opinion concluded that:

“In the absence of specific data on the
safety of tooth whitening products in
children/adolescents, the SCCP is not
in a position to assess the potential
health risks associated with their

use in this population subgroup.”

As a precautionary measure,
Directive 2011/84/EU aimed to
implement the opinion of the SCCP
of 2007 (later repealed by Regulation
(EC) N° 1223/2009 of the European
Parliament and of the Council of 30
November 2009 on cosmetic products,
hereinafter Regulation), forbidden
the use of TWPs containing > 0.1%
and < 6% hydrogen peroxide, present
or released by other compounds

or mixtures such as carbamide
peroxide and zinc peroxide, on
persons under 18 years of age.

CED REQUEST TO THE

EUROPEAN COMMISSION

CED would like the European
Commission to request a review

of the 2007 SCCP scientific opinion
in order to withdraw the current
prohibition of EU legislation on the
use of tooth whitening products
on under 18 years of age.

It is also requested that the following
changes are made to the current
Regulation on Cosmetic Products
concerning tooth whitening products:

In entry 12, column h) “Restrictions”,
“Other” of Annex III of Regulation
1223/2009 as amended by
Regulation 1197/2013, delete the
statement “Not to be used on a
person under 18 years of age”;

In entry 12, column i) “Wording of
conditions of use and warnings” of
Annex III of the Regulation, replace
the statement “Not to be used on

a person under 18 years of age”
with the following sentences:

“The use in a person under 18 years
of age to be restricted to therapeutic
treatment of a discoloured tooth

or of discoloured permanent

teeth. For each cycle of use, the

first use to be only done by dental
practitioners or under their direct
supervision if an equivalent level
of safety is ensured. Afterwards to
be provided to the parent/guardian
to complete the cycle for their

child under 18 years of age.” &

Thank you for showing me your
support in re election for the next
2 years. Please feel free to contact
me on iro@dam.com.mt should you
need any further information
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THE HYFLEX

ENDODONTIC COURSE
BY BART ENTERPRISES-COLTENE

By MU Dr AdEl-L.ababidi PhD. Summarised by Dr David Muscat

Hyflex files have a high fracture
resistance with a built in shape
memory. They prevent stress
during preparation by changing
their spiral shape and regain their
shape after heat treatment.

Files follow the anatomy of the canal.
This is crucial in curved canals.

IRRIGATION

Studies have shown that instrument
techniques leave 35% of canals
unchanged. A washing effect

is needed to remove debris. A
lubricant is necessary to reduce risk
of fatigue/fracture of instrument.

The irrigant should dissolve collagen,
pulp tissue and biofilm. The irrigant
should dissolve infected tissue and
penetrate the canals to the periphery.

The irrigant should destroy bacteria
and yeasts- also in biofilm but should
not weaken tooth structure and
should not have cytotoxic effects.

The best irrigant solution is sodium
hypochlorite 3 or 6 per cent but
mainly 3%.When using over 3

% rubber dam must be used.

The NaOCl has antimicrobial properties
and dissolves organic tissue. It however

does not work well in retreatment
where chlorhexidine has to be used.

A preheated soln of 55 degrees can be
used and this doubles its efficiency.or
else one may use ultrasonic irrigation.

Hydrogen Peroxide presents
arisk of emphysema ,which is
higher in the upper jaw. It also has
lower antimicrobial properties.

EDTA and Citric acid allow
better passage of instruments
through their lubricant effects.

The smear layer blocks the dentinal
tubules so after NaOCl one should
use 17% EDTA-this opens up the
dentinal tubules-the next step is to
the use NaOCl again to disinfect
theses open tubules, as otherwise
you would just disinfect the smear
layer but not the tubules.

Citric acid removes the smear layer
but in higher concentrations can
destroy part of the root canal wall.

Chlorhexidine CHx 2% has good
antimicrobial properties; it is
biocompatible and does not dissolve
tissue. It acts against E.Faecalis and
fungi which are both resistant against
NaOCl and Calcium hydroxide.
Chlorhexidine can work up to 60 days.

Chlorhexidine is good for re-
treatments. However CAUTION- do
not use immediately after sodium
hypochlorite as you will get a brown
muddy precipitate of parachloroaniline
which is potentially carcinogenic.

Alcohol is used for dental
drying.isopropyl alcohol 70%
at very end.So steps are:

1. sodium hypochlorite allow
soln to work for 2 mins

2. EDTA 17% conc and irrigate
for 2 mins 10mls per canal

3. then again sodium hypochlorite
3% with 10 mls per canal-leave
to work for 3 mins.ie you push
10mls slowly over 2 mins.

4. File in and clear canal and
repeat procedure.

5. When you have widened to0
the diameter you want take
10mls distilled water/saline
and irrigate root canal system
.again 10mls per canal over
2 minutes. This is to totally
neutralise the previous solution.

6. Then 10 mls of chlorhexidine 2%
with 10 mls per canal over 10mins.

7. Then 10mls of 70% isopropyl
alcohol and irrigate for 10 minutes.
Then use paper points. If you
remove 3 points and they are dry
stop-this is the law of three points.

COMPLICATIONS OF ROOT

CANAL IRRIGATION

Sodium Hypochlorite —-burns. Contact
with oral mucosa may cause itching.

Accidental injection into
periapical tissue will cause
immediate pain and swelling.

Care when you get blood coming
from the root canal. The bleeding
is due to inflammatory tissue.
Bleeding is a sign of perforation.

Use a gp point inserted in hydrogen
peroxide in the canal and take an x ray-
if in the canal place calcium hydroxide
and leave for 2 days and cover.

COLOUR CODING

Colour Coding is helpful Red for
hypochlorite;yellow EDTA;Blue
chlorhexidine and white alcohol/saline.

Continues on page 16.

Interdental
Brushes

TePe’'s wide selection of interdental

brushes offers an option for every need.

The brushes are available with a short
or long handle, straight or angled brush
head and different filament textures.
Of course, they also come in avariety
of sizes to fit every interdental space.
Which TePe do you choose? Explore
the complete range at www.tepe.com

We care for healthy smiles

o T




XP-endo® Shaper

Two technologies combined

The XP-endo Shaper is the latest addition to the XP-endo®
range. It is a truly innovative broad spectrum shaping
instrument which can be used to radically simplify
endodontic sequences.

It results from the combination of two cutting-edge

technologies:

» Made with MaxWire® alloy, like the XP-endo Finisher, it
offers remarkable flexibility and fatigue resistance, and
the ability to progress within the canals with ease and
agility, expanding or contracting according to the canal
morphology.

With an initial taper of .01, the XP-endo Shaper expands
once inside the canal, achieving a taper of at least .04.

» Thanks to the Booster Tip (BT), the XP-endo Shaper
benefits from a unique geometry, having six cutting
edges at the tip. The BT tip respects the trajectory of the
canal, whilst removing more material with each pass. It
enables the instrument to start shaping an ISO diameter
smaller than the one of the instrument.

In the case of the XP-endo Shaper, the BT enables it to
start shaping after a glide path of at least ISO 15, and to
gradually increase its working field to achieve an ISO 30.

THE LASER IN GENERAL DENTAL
PRACTICE: WHERE WE ARE TODAY

St Co-funded by the
M Erasmus+ Programme
e of the European Union

INTRODUCTION

Lasers in the dental practice are
hardly new, FDA approval for laser
use in soft tissue was granted in
1992 and hard tissue use on teeth
and bone followed in 1996.

The variety of dental lasers on the

market can be bewildering but they are
basically classified by wavelength with
correspondingly different applications.

Diode lasers wavelengths in the 810
1,100 nm range are poorly absorbed
by the soft tissuesPIPI6I7] such as

the gingivae, and cannot be used for
soft tissue cutting or ablation.IFI"IEl
Instead, the distal end of diode’s glass
fiber is charred (by burned ink or by
burned corkwood, etc.) and the char
is heated by the 810-1,100 nm laser
beam, which in turn heats up the glass
fiber’ tip.[IEICIN% The soft tissue is cut,
on contact, by the hot charred glass
tip and not by the laser beam. Il

Similarly ND:YAG lasers are used for
soft tissue surgeries in the oral cavity,
such as gingivectomy, periodontal
sulcular debridement, LANAP,
frenectomy, biopsy, and coagulation
of graft donor sites. The Nd:YAG laser
wavelength are partially absorbed

by pigment in the tissue such as
hemoglobin and melanin.! These
lasers are often used for debridement
and disinfection of periodontal pockets.
Their coagulative ability to form fibrin
allows them to seal treated pockets.

The CO2 laser remains the best surgical
laser for the soft tissue where both
cutting and hemostasis is achieved
photo-thermally (radiantly).CIeI7IEe!

Erbium lasers are both hard and
soft tissue capable.'? They can be
used for a host of dental procedures,
and allow for more procedures to
be done without local anesthesia.

By Dr Daniel Cassar Darien DDS(ATH) MJDFRCS(ENG)
KA1 ERASMUS+PROJECT DISSEMINATION

Erbium lasers can be used for hard
tissue procedures like bone cutting
and create minimal thermal and
mechanical trauma to adjacent tissues.
These procedures show an excellent
healing response.[citation needed]
Soft tissue applications with erbium
lasers feature less hemostasis and
coagulation abilities relative to the CO2
lasers. The new CO2 laser operating
at 9,300 nm features strong absorption
in both soft and hard tissue and is the
newest alternative to erbium lasers.!"!

COST OF LASERS

Use of the dental laser remains
limited, with cost and effectiveness
being the primary barriers. The cost
of a dental laser ranges from €4,000
to €130,000, where a dental drill costs
between €200 and €800. The lasers
are also incapable of performing
some routine dental operations.™™

BENEFITS OF LASERS

Dental lasers are not without their
benefits, though, as the use of a laser can
decrease morbidity after surgery, and
reduces the need for anesthetics. Because
of the cauterization of tissue there will
be little bleeding following soft tissue
procedures, and some of the risks of
alternative electrosurgery procedures
are avoided. They are also ideally

suited for implant recovery, as they be
safely used in proximity to titanium. &
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i3 THE COMPONEER
ENDODONTIC

COURSE

BY BART
ENTERPRISES-
COLTENE

Continues from page 12.

WORKING LENGTH

The Working Length is the distance
between a coronal point (cusp tips)
and an apical reference (constriction)
point which has to be reproducible.

The apex locator is useful. Electrometry

allows a direct localisation of the
apical constriction that is easy and fast.
One must not have too much liquid

in the cavity.Lateral canals,gingival
overgrowth,contact with metallic
restorations can cause false results.

Histacryl is a tissue glue one
can use when using rubber
dam to stick to the mucosa.

SUCCESSFUL ROOT FILLINGS
At least 20 year span with a 3D
hermetic seal that is leak proof.

ROOT FILLING PROPERTIES (ADA)
Easily dispensed; homogenous; good
flow; insoluble; dimensionally stable;
allows re treatment; allows post prep;
see on x ray and biocompatible.

GUTTAFLOW

A cold fluid gutta percha-there is no
free sealer.It is fast mixing and allows
a 10-15 minute working time with a
setting time of 25-30 minutes so is not
suitable for post/core on same visit.

Guttaflow?2 Gp With A Sealer.
eg use in oval canals

GUTTAFLOW BIOSEAL

Based on bioglass; a3in 1 gp
bioseal .This is also used for bone
defects-it has a high ph which
affects microorganisms as well as
silica/calcium oxide. This has only
got a working time of 5 minutes.
It can also be used to treat cracks
and small perforations. &

COURSE BY BART
ENTERPRISES-COLTENE

By MU Dr AdEl-L.ababidi PhD

Summarised by Dr David Muscat

Componeers are polymerised,
prefabricated nano-hybrid composite

shells. They contain a novel micro-
retentive structure for a permanent
bond. There are universal, white
opalescent and opaque varieties.

These veneers have a 0.3mm thickness
which allows for minimally invasive

preparation. The inner surface increases

wettability, and one does not need to
carry out special veneer conditioning.

This course dealt with diagnosis, shade

taking, adhesive techniques.

The veneers have a high surface

and edge quality. With this system
one preserves a high level of tooth
substance. It is more economical
than indirect solutions..There was a
workshop with fitting of componeers
on models. A one coat universal
adhesive was used plus different
enamel and dentine composites.

This is a good kit to add to ones
armamentarium especially if one
wishes to eliminate lab costs and
provide an instant result. &

THE K VENEERS
CHERUBINO COURSE

By Dr Andy Gabra BDS MSC PHD
Summarised by Dr David Muscat

This course covered indirect veneers,
ceramic veneer materials, wax

ups and make ups, preparations;
restorations and designs; impression
techniques and tissue management,
temporization, veneer fabrication
techniques; checking and verification;

cementation and case documentations.

Salient points from the course:
1. You do not need to cut space
between the anterior teeth

2. Always use thinnest cellulose strip

3. Following burs best for veneer
preparation-tapered with
round end stone with a red tap
or a whit tag-white stone

4. Use two retraction cords-a thin
one first followed by a thick one.

The impression can be taken
with the thin one in situ.

5. Use plumbers tape to separate

a veneer from an adjacent
tooth during fitting.

6. When you place your bonding agent
on the tooth do not cure. The light
will go through the veneer and the
resin used for luting the veneer.

7. Use hydrofluoric acid to etch the

fitted surface of the veneer.

8. The best way to remove excess

resin during cementation is
by using a small brush.

9. Cementation of six veneers —

allow at least two hours
for this procedure. &

PATIENT SENSITIVITY

CAN BE GONE
IN SECONDS.

@ BEFORE
- Open tubules

AFTER

Closed tubules in
60 SECONDS
with Colgate®
Sensitive Pro-Relief™
Toothpaste®

COLGATE® SENSITIVE PRO-RELIEF™ WITH PRO-ARGIN™ TECHNOLOGY
PROVIDES INSTANT AND LONG-LASTING RELIEF.

Extensive scientific research has shown that Colgate®™ Sensitive Pro-Relief™ protects against the triggers
and causes of sensitivity, and is proven to occlude dentin tubules in 60 seconds.”

Finally, a way to quickly improve your patients' satisfaction and comfort,

-_..m-‘q Er——— .._._-"m......"_":_:. -
Colgate ==

sensirive Pro-Relief”

Colgate

YOUR PARTMNER IN ORAL HEALTH

www colgaleprofessional com

o . -
‘--_--—_-'vn-_._

“when toothpaste is directly apoiied to each sensithve tooth For 80 seconds,
Ayad F, Ayadd N, Delaado E, et al.J Ciin Dent. 2009, 20{4k 115122

Extlisreely distributad by von Brockdorff impors Lid. - Tel 2123 2131
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Digital solutions DENTAL ANXIETY

for happier patients ITS IMPACT AND THE RELEVANCE

OF BEHAVIOURAL THERAPY By Anne-Marie Agius BchD, MDPH

every step of your clinical workflow. make the technology choices that meet the unique
needs of your practice or laboratory. With Henry Schein

Henry Schein ConnectDental, Henry Schein’s  GonnectDental, you get the right technology — seamlessly
platform for digital dentistry, combines a wide  integrated into your practice and ongoing support to

choice of digital technology solutions with all continuously operate efficiently and successfully.
the knowledge, service, and support needed to

Integrating digital technology into As your trusted advisor, you can rely on us to help you @
onUs

Dental Anxiety

De ntal AﬂXlety -Fear of dental care i stll ighly prevalent ) :

-Sometimes imterchangeably called dental fear, dental anadety and dental phobia,
Its Impact and the Relevance of 1. ‘fear’ of what s akready known and abaut to hapgen),
Behavioural Therapy 2. amdety of unoase/ agitation [usually of the unknown)

3. phobla, # the far end of the spectrum {which is an “excessive and unreasonalie
frar” causing complete avosidance of the ungleasant situation)

¢ Enhancing the patient experience
¢ Delivering predictable, quality dentistry
world of digital dentistry. * Improving your efficiency and productivity

help practitioners navigate the rapidly changing

Helping dentists make patients’ lives better!

Anne-Marne agius BchD, MDPH

Dental Anxiety and Measurement

——
oDental anaety is a peychologcal problem that needs o be addressed at that level to Frm=iE
try and sohve rather than by-pass the prablem, — ol s EECEE R s
| | ——
o ar e e
aDental anxiety can co-exist with ather mental disarders such as “peneral distress”, e
mood conditions and personality discediers. - b it S
-
=
o Measurement Is usually by seif-report |questionnaires) - such as the Dental Arodety i ———=
Scale, the Modified Dental Arwiety Scale and the Dental Fear Survey. l
e e
[y emm——

What causes dental anxiety?
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Fight. el and sardy

FChargeng 1he derinl who provde B eadmend

The vicious cycle of dental phobia

VAR

PrOUd tO support rEmburapment of el Seakh b ksl pord n e .
Y ] o Long wa kryg By £
The CED bape. Fllansaprabe due © romatbmend of penuonal oo ::Il:l :prn'l'l l+
Council of European Dentists \ / .mwm e folack o cortr -
— #Epar ol the Eninawn 12 [T

wCertal crar positigreng oo fr e

EHENRY SCHEIN® Trusted For more information about our Henry Schein ConnectDental Trusted

R Digital Digital Solutions, please visit www.henryschein-dental.de, or contact
ConnectDental Solutions your Henry Schein Dental Sales Consultant for full product information.



DENTAL ANXIETY

ITS IMPACT AND THE RELEVANCE

OF BEHAVIOURAL THERAPY

Impact of dental anxiety on the patient

. Delayed/ symatomatic treatment - enhances andety
. Awnidance of treatment - poor oral health

. Poar oral health impacts: function, digestion, aesthesics, speech, Th dysfunction,
pain, infections, sell-eteem, missed schoolfwork days, sheen disturbances, distress

. Poor oral health has an imgact on general heaith: disbetes, malnutrition, VD etc
. Poor aral health = poor quality of life

Public Health impact

+Dientil armapty 8rel phala ine haghly provalent
*Deteroration of oral health aad quaity of bie of indwiciush.
Hrreioed Bonomit burdes on hesthiare ludng resouite
rereasei Focus om preseniion

hlana gerrsgn of saisly

g thare furd ng monagesent should comider spanng somie money or nesearch,
training and npening of & dental anasty disa

Voids in literature

+Thirii who gie pomalete vorlen ol thiatmer bng nbwe’ udiod
=g economa evweanons of behavicursl iregiments o dentsl protea

tgterageaely n udy Feodaligy il fresenlilan of relln msu i el
o perfoem 4 meta-arafysa of Ehe dats and come up with rebable poobng
ol the data snd conciutions

iy Cean @t Ty Jluses Baged i Wt ap avalabic 1o dng

Impact reported by dentists

1. Stressful

» 'i-ﬁtaﬁun.m?etandlww at the patient’s lack of compliance with
treatment and appesntment attendance

. Time-consieming

. Opportunity costs — no reimbursement fior teating anxious patients expecially with
salaried remuneration

. “Lack of confidance’ in treating anxious patients - insufficient training
6. Feeling of helplessness [ failune

Mast dentists still do their best to treat these pathents: altruistical tﬂhlfﬂ'
healthcane providers or @ an imvestment in the future {patient loyalty.

Maltese perspective

Mlild arocobytics befare treatment,
sinhalation and IV sedation can be administered in equipped clinics
sGenaral Anaesthesia

*Na literature about densal phobia in Malza ta date

*Maita caulid benefit from country-based economic evaluations

Pharmacological Therapy

{0l Sed atieni
sirhplation sedmon
“Trietd a0t sedation
rEREN L LT
e al ArssaTterii

Behavioural Therapy

Possible future considerations

+Prgwirilipn i SomEr (han st
s rrprove meat ook B e o dor D fee derteory

Hrtmducta of bebdsign il methinds of treating demtal dndety in Mata i partioda
(AT ared ackiewag 4 change of attriude of chnoam, patents snd deoson-maken,
towards Hhem.

Hemprgn Mibthdh prtrgdd of 08nTSITY 3N O O3 ETGIT Wee

*Under and poutigrateste warenes and frenng shoul the behavioursl mipsvenion
for deréal aresety

Recommendations for the dental team

sepiove peveonment, imels, gt ind sousdy
*Reduce patert wiang nme before Tresiment

*Dental beirm Eitude

wAboae ercugh lime

Fhaibad - o b iopral maeihini npcling towly dleang erdudh =l
Bruseythes

=Cgr the patients | opporienity 0 el in(omal - sigraling rpaiems
wiehrnow Bieapy o rebereali to ipediabeti for the sewenily Jrmdei patend

Cognitive Behaviour Therapy as the gold
standard

CT psychotherapy attempting 1o change an individual's thinking process and
understanding, identitying and replacing negative / dysfunctional cognitions with
pasitive ones.

CBT ts CT combined with behaviowral therapy: prechotherapy sessions to change the
thought process, systematic desensitisation and muscutar relasation tailored o the
patient’s needs usually with a collaboration between dentists and psychologists.

Considerations contd.

“Dipening ol dertal araiety dhricnioemie: collabaraton of Scetisty ind popialgali
sintpoductne of ratioral medcsl and demtal insurance

Hrpiove dentil semurerilanh bnd noel il wited Tating s piterlt

| reprovemeat of the guabty of Meraivee sadabie espeally o Mata
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TEETHING PROBLEMS:

KNOW THY PATIENT

5@”

Dental anxiety

The pleasure principle NO PAIN/ T)

and the meaning of pain

= Foin & o complex sxperence embiocing physical, mental ool ond
behavioural processes, compromiting fhe qualty of Be of many indvidualt.

= Fain & 0 subjeciive experience. whensin everyone leams the mearing of pain
Fhrough expenences usuclly reioled foinjunes In sory e

= Tolesonce ho physicalfsocil discomion wers refoled bo ihe:

= Poin Foeshold - genefic o pecapive:

® Posifive especiofions

» The gxtent ¥ which fhe cleni wankad 1o lock good

= Chani’y infemal locus of confol. sell-efficocy ond pensvenance

= Cheni'y level of commiment fo changs.

= Social dyshunchion is he greales! predicion of compllonce,

= The grealer fhe perceplion of pain, the lower the occeplonce of ireatment
desple oral dytfunciion. (Sergle el al. 000}

Chertistry i wid and
sbzolutely should 5

remain the loaderin [

anesthesia and pain T

control. Mot medicine. =5 200

in

= Facion that predic! compioncs 1o dental reafment inchide peoaolly
charncieslics ond genend altifude ko dendslry,

= |evels of inffidl pain ond discomiont moy predict complonce o ing
wihsequen! reaimen - aventlon

= Pollenl’s sef-conlidence may be impocied by e preseniing probéem buf
1350 by the paain freafment may be couse eug. speach impaimment drowing
athenfion & the pafiant’y mouth dusng sockal infemochions.

= In genddl arthodoniic neafmenh o atiibuted g level ol descomion dus
o unplecson o poinful lochile sensalions.

= Paopls in penerd aipecicly odolescents el fhe cents of Urwonled

It's a pain

= Derfat’s alifiude fo poin and discomiort with which he/ika i confinuculy
expoad - desemifaction

Patient's personality characteristics
that predict compliance

Dentist Someyudong High seff-confidence;
g honbo e ho? o 5. e steem - caciated with igh freauercy of tooth-bnushing:
Mﬁ-ﬂ = Chadience | palience:

sl oo of selalicocy:
mm” = |nitemaol kecus of control - resiience and high pain foleronce;
™ 5B of coherence:

= Safafaction and poufve social reponss - oulcomes dudng Ihe
femalrmient;

Eliciting desired behaviour y ";1:‘; _@_

cumpliunr.e
=T B

[

* Pafient bs sfll ogking oresed i it worffwhie.
+ Empahy. ocve Estering ond mofivation.
» fbulysi-ond gamed =
+ Fofient questiors oylcome expeciofions - explain,
* Phiase ksads fo cogrifive and affaciive changes
shitfing meoning moking
» Agsurming penonal neponiibiity - infemal
locus al conbiol - | wank
+ Self-douit, inner conocichions ond crise
* Lok o suppor - pi. retums bo previout shage.

Personality types and communication
issues.

= When ebiciling mofivation soch clien!'s personalty type needs 1o
be bome in mind.

= Tha schizoid, paranoid, schizotypal
» The: norcisiitic, bordedine, onfi-ocial, hisfrionic
= The ohsesive-compulsive, avoidon]

O et e S e D Yl e e R I SRRy tefoens oD
i) fte on don

Ms Joan Camilleri
Reg. Clinical Psychologist/Psychotherapist
Managing Psychologist MHS / RHKG: Coordinator

Schizoid, schizotypal and “_‘-‘q _g; F
"

paranaid types

= The schizedd cvoics o forms of poin, B o lones with ne infmate fendy, indifierent to
peane/crliciem hafher decions o influanced by fer with 1o romaen clon: - low

sall-support.
= Commenicolion bswes: monghong wosta, shor ephes give Imoression of low infeleciudl obifSey

= porierc I gorky Do thed o fhey o

= The poronoid [ Mdﬂﬂ feelngs by projecting hem anto
, et rb;d nam.r May P high pmlﬁcmcm
nanow-band j"l‘:li sensl:ﬂk‘.rﬂ..

= Communicalion lsues: i uncomiorobie in shuolom wheton helsho do nof have obsoule
cmud—hﬁnmlemimwmmﬂhﬁuﬁuqrﬁcm

= The mmmruﬂiumpﬂmwi pmimundhub
due fo Mawu. remgmadb'r prediaction for ‘pomanomal
expafiences’ Of spertuciity, Tl'ue'ﬂmhm'ntldimn

dpﬁ:mmuﬂhmhﬁmhm ferficism hafher

duddmu'emmnﬂdwmmmmm bw

= Communicofion Baves: monohons voice }'ﬂi aeeian of low
ngfachnl oteites - mﬂwnmum EHp ﬂund‘
conbodcl.

The Narcissistic type

= fHoving the brighlest smis, looking ke o milion ewrg: B o norcisivicoly geored od.
Warcisssy freguant e denfist 1o ook ‘poepeou” - scaling and whitering of feath moe
fequently than less norcisshic ype pafiens wha fend fo 1esk cure due o poin. Doe io
their high seil-owarenass comiont need o bogst fher fogls over-high saf-esieam
iconjoint by lock of empafy noncisists tend o el anger, hasiiiy, conhampt, shame ond
depragion moke freguendy, This i sfiached in thair conshant need fo be cenbe shoge.

= Commynicalion lues - yes-ond-games Imply fraf e paliend knows oz moch or

" mome fhan the denfsl For fhe denfst being on e comiond bk of couing

naciisfo inury ond oga ¥ one does not exhibl odmirafion & fuskafing. This &

i 'r, refiacied in reseorch whersin nancissst tend fo report betfer ol frygiens fon the

Hﬂl gverage penon desple having on egqual omount of oodes ond gngivEL
[Dminescy af o 2013], Moy chollenps the denfif') fesfng of odeguacy,

BT MY TEETH C1ERNER TOREF

-l-l--
-n-hq
nﬁ-p.l-

WY ETRIENIET Wy
FLIFFIN AL Gl

The Borderine type

® [hs pemsonally fype fends 1o be emofonaly unsianle,
impuktive, ashibifing moodwings, moving bom  Righ
mofvafion io apalhy, locong complonce |lendng ko
aehibsl coheesnd amnghon, They may oommancs by
deciiing the danlii! who could mun the rsk of becoming
endongiad. only o ihen rect him/hor o impied by ‘dens)
hopping’. Il ihe borderine leek uncomiorcble hafihe wil
rdspred fhal B & Mhe other wonling ko humiliobs himher,

= Communicolion lasuesc e emofonal inslobB®y moy mate

tha therapeulic miofionship dfficulifomsa. be on guosd
complkonce oy b shord ved.

Anti-social and histrionic fypes

= Anfsochol lypes see homsshes 08 oubonomous, Bea kom social conisant
ond unencumbered by comveniences. They tend io leel neilhes remone
nof iyalty, Manipliciive, impetuous ond locking retoliection they tend lo
fhink they can get whatever they wani and may fum up appoiniment-kess
intervantions. Beng chamners. profestionals may be fokanin,

= Communicafion isves: il chalenged they fend fo ebeat info on
m wilh ther T oppeaing overbiown corveying a dsregard

. m fend o percaive hemssives, Bgo-synionicaly s being fun,
seaking wcial Wﬂp{x tfg'. most fimes especioly IFnhey fhink |W‘:I?E*i
renger fhem otiroctive - they atiempt to Rifi the denfs?'s expeciofions,

Focused on their copearonce %m% : s.mﬂ:e-,rruh:g
V=B o0 ens, cen

-cmnmmm fencit 10 bk in

il
:l-cr-mm? mfgmpr!n f \w
::immlha e m

The Obsessive-compulsive type

el = Tl 11 e e iy, e I P
l|: d"!:l h“. :l'dhggﬁpeﬂm u:
Mﬂwﬁ [ Tp
I e - Bl Wity mnmmﬂ
naig ﬂﬂrﬂﬂﬂﬂ- han onsoCoied
EanOncEy Typa 1omilisalion deneden,

The avoidant

= This personalty type tends 1o be shy, 1o mutler, ook away

o5 Ihey are concemed with ridicule and/or rejection. They

are highly mofivaled fo aveid pain, redaling only with fhose

who they perceive os benevolent/protective, may even
appear a bif paranoid.

‘= Communicafion jusves: infially very nervows they fend fo
percenve the denfist os rejecting il hefshe s lo ‘gat them
out of their shell', Things hove to be siplained coetully as
such pensors may be cognifively disocled.  One of the
personalfies most Rely to suffer from o high degree of denfist
anxety,

Continues on page 20.
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TEETHING PROBLEMS:

KNOW THY PATIENT

Continues from page 19.

Dentist's charocteristics' impact on client

= Tehipbd bl ore'i cence, leeres dece, e o e ornlpionl funcliont el
whcu! (sng el Chiy! gy Speiryd SN ol ot anclkoni F

® fomeelt hoy dFiculy deaing W unoeiardy ond i o belevs Sl feabe oon
| padcd Pa clanfs Senceiociont Fuhe endency b oueSon hinfee cleni
chiorn iyl Moy RoLes P Cleee 0 guition T oenB s own roflie
= Lebinkypal i ShE T BTCE, ERRITE SECE B0 B 08 SRS Lo
il wlhenst Bfing eose kol Clivi! dy easiercs niahon of ong'y eicliorn (ang
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¢ ord ponily ol underdonding T client’| need
& Machshile: ofen corsent wppor nipunul of escelencer Moy URDIrECIoWY Tonse
Pt i LY ERDOSEER B0 B ChER A Dete BquEped BOF S 1 pETeE T
[ AR e UL P T WERP g S ety iiAg o S
Paahee prowede) e Clird wiin On imoge o heat bosesd O e defeemrgion o S
ores bt T S of denie nesdh o e Conefl net to tum Cientinka 0 moce mage
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o LB ORI PO M DOFTOROPCE PR 500 P e e
= Hiskipnle (o #°C 00 g O B2 i mione ofiroc e ond mdons. s e Cleend
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Denfist's characteristics mpact on chent

= Obpppshve-compulshe;  keeps  clenl’s  obeciives in mind
Endowed wilh o crilioal ming, e jihe wil be up-lo-dole on ihe
ifest developments in cinicol pocfice, will do exiensie
reseorch whanever hefihe encountes o peoblem with o clisni. §
Peafthe manoge b hove a long relafiombip wilh fhe clend, the
iofier will become sufficienty knowledgeobis o make nlomed
< ond wiel-hough ol choices.

it G 1 M BT
ey, kg, g Thinken)
TPt 0 1 el gt an

= kyoidonk kngws how ponabaing fear con be ond eakies thol e
experiance i often nof undentood by people dose 1o 1he clerd,
Heshe know fhal nedier ncr inferpemned prevune wil
hep bo gel id of This fsor ond & obe Io expresy empalhy ond
support when fhe chent lesk overwhieimed - Il acfively,

The relational dentist ; PAINS

= Comforfoble with close personal inferachion which
renders Ihem easy fo lok fo - prefemng the 1 - Thou
approach

® frustworthy - patients share heir problems, nol only
deniol,

-Eeluﬂ-uiented person, anisfic, having envisioning

= A |eoder: exciled oboul the profession of denfisfry -
having purpose and ckaly of vision, hunary fo learmn,
leorn Dest by daing.

= Pogionale obout providing core o those In need.

= Hoving crifical fends off whom they con bounce
idecs and shore expanences. i

= Procfices crlical seffreflection and reflieciive practice

Skills to develop to practice crifical
reflection: Off the job learming

= Developing midde mode ochion enlol o pasive-ocive shance in
which we ity as miuch 03 possible ko
= Lstan, obierve, undenfond - in o chilgdke manner, eoch pofiand &
differerd hom fhe ore befee.  We becoma cudous b thi
dffesance.
lﬁﬁwnﬂmwmﬂu‘omq‘JMlemm
done it, o is whal & expecied of -

Reflection leads fo reframing.

raflects on on event brought about by o disconcerting dilemma, panden
on which personal assumpions/pre-concephions infuenced the oclions camied

out and # these were oppropriaie.

A 4
\ 4
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¥

4 bypes of crifical reflaciive
quesfion

o How would inboducing e

pocie impoct oo omed

|Wamafive)

Would introducing i proclice
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Why crifical self-reflection and reflective praclice?

= i ks o feam peer woporded prochics fhus prevenfing bumout;
= [ raguives Irusl, crealivity and openness thus supporing leorning:

= in refom one receives mutual support and keading 1o shared
knowiedge ond sel-growti;

= i arhances loyolly ond group cohesion fhus we can leal
stranger in fhe foce of odvarsity.

=We are our best kool we are fhe only anes who know how shamp
We Ole.
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HOWTO:

USE AN INNOVATIVE,
PREFABRICATED
COMPOSITE VENEER

USING COMPONEE R TO MIRROR ARTISTIC
FREEHAND COMPOSITE PLACEMENT

By Frank Milnar, DDS, AAA CD. Information provided by COLTENE

dentistry’s renewed emphasis on
minimally invasive treatments affords
patients the opportunity to receive
highly esthetic and naturallooking
restorations that preserve as much of
their natural tooth structure as possible.!

Yet, the artistic and clinical skills
required to plan, create and deliver
such treatments can challenge dentists
in terms of material/ restoration
selection, preparation design, chair
time, appointment requirements

and realization of natural-looking
effects and characteristics.

Although the ongoing evolution of
direct and indirect restorative materials
and techniques has returned dentistry
to a conservative focus, a more
straightforward approach to achieving
ideal esthetics, form and long-term
function has been needed. Materials
available for conservative and esthetic
treatments have included indirect
composite veneers, direct composites and
indirect porcelain or ceramic veneers.>®

The prefabricated composite veneers
developed in the 1930s introduced
dentistry to the veneer restoration
concept. Quickly abandoned due to
technological limitations,” veneering
resurfaced in the 1970s with the
availability of chemically cured first-
generation direct composites, which also
demonstrated significant shortcomings
(e.g. difficult handling, high wear, low
fracture resistance and limited shades).?

Continued composite development
yielded materials with smaller filler
particles for greater color stability and
improved durability, but only the

most skilled clinicians performed the
timeconsuming layering, sculpting and
artistic coloration techniques.4 As an
alternative to full-coverage crowns, the
indirect porcelain or ceramic veneers of
the 1980s were additive and required
little to no tooth reduction (i.e., 0.5 mm)
for placement of these thin-layered
restorations (i.e., 0.5 mm thickness).>

However, minimal preparations

that left insufficient room to
accommodate esthetic porcelain
layering and characterization resulted
in overcontoured restorations and
periodontal complications.”®

Further, these materials demonstrated
less-than-desirable strength. As a result,
more aggressive tooth preparations
(e.g., up to 1.5 mm) were undertaken
to avoid overcontouring, as well

as satisfy fabrication and cutback/
layering requirements for more esthetic
and durable pressed veneers (e.g.,
leucite-reinforced glass ceramic).”'’

Although today’s metal-free materials
enable a return to more conservative
indirect veneer preparation designs,
direct composite placement,

whether guided or freehand, is still
considered the most minimally
invasive and least aggressive
approach for restoring function, form
and esthetics."* However, despite
dramatic advances in direct composite
material handling characteristics

and optical and physical properties,
placement presents techniquesensitive
challenges ranging from sculpting and
contouring to line angle creation.

Continues on page 29.
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PROFESSIONAL INDEMNITY
COVER IS NOT ENOUGH!

In today’s world a Professional
Indemnity Policy for professionals is a
must, however in the overall business
risk spectrum is this enough?

In the real world as we all know,
things do happen and one of the
worst scenarios one can face in life
is when your own health or life or
that of your loved ones is threatened
by serious illness or even death.

We do not need to go into the obvious
grief one’s family will go through

in such an eventuality; however

one thing that many people fail to
identify is the problem that arises
vis-a-vis your business or practice
when the worst happens.

In this regard, we would like this article
to be a simple eye opener to consider
safeguarding, your health, your
livelihood and also the standard of living
of your dependants, in your absence.
Therefore, we invite you to contact us

to discuss the various options available.

Such covers can take the form of the
following insurance products:

Life Assurance — Protection

cover including permanent
Disability and Critical Illness.

Life Assurance and Savings/ Retirement
— Protection plus a savings element.
Health Insurance — Covering private
healthcare in Malta or abroad.
Personal Accident/ Career

Ending — Protection plus

limited income protection.

Everyone has a different attitude

towards risk. Can we afford not to at
least consider that there is always the
possibility of adverse matters happening?

P.S. By the way, having a Life
Assurance to cover a bank
loan... is simply not enough!

Contact MIB for a no obligation quotation on
+356 234 33 234 or email info@mib.com.mt
Mediterranean Insurance Brokers (Malta)
Ltd is an enrolled company regulated by

the Malta Financial Services Authority.

f

Tonio Borg ACII

Divisional Director —
Business Development

T. +356 234 33 142

M. +356 794 53 647

E. tonio_borg@mib.com.mt
www.mib.com.mt

MIB is Malta’s largest insurance broker and risk
management services firm, the local pioneer in
this section with over 38 years of proven track
record serving some of Malta’s major public and
private corporate entities. MIB is the independent
broking arm of MIB Insurance Group.

KaVo. Dental Excellence.

GOUNCIL *

OF EUROPEAN
DENTISTS

KAVO - PROUDLY SPONSORING THE CED CONGRESS
IN MALTA ON THE 27™ AND 28™ MAY, 2017

MEDITERRANEAN
INSURANCE
BROKERS

Professional Indemnity Insurance

Exclusive scheme for dentists

In an increasingly litigious
environment, medical decisions
and actions may be challenged
and disputed. Are you protected?

For further information please contact: Tonio Borg
T +35623433 142 M. 435679453647 E. tonio borg@mib.com.mt

Mediterranean Insurance Brokers (Malta) Ltd.
53, Mediterranean Building, Abate Rigord Street, Ta'Xbiex, XBX 1122, Malta (EU)
T +35623433234 F +35621341597 E. info@mib.com.mt

This scheme is being underwritten by GasanMamo Insurance Co. Ltd

B YOUR INSURANCE SOLUTION

Mediterranean insurance Brokers (Mafta) Ltd. is an enrofled
company and regulated by the Mafta Financial Services Authority
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AT A GLANCE

1. Pre-oparative full-facial
wiew of the patient.

2. The patient’s chief complaint
was his unesthelic smile.

3. Negalive space displayed at tooth Mos.
¥ and 10, and there was atute canting of
the mesial aspects of tooth Mos. 6 and 11.

4. The patient demonstrated ideal
ooclusion and end-fo-end bite.

5. The occlusal view of the masillary
anch contirmed the under-conbouned
tooth Mo, 10 mesded no preparation,
while the over-conloured shape of toath
Mea. 7 mouined minimald peeparation

&. The appropriate restorakion
shape and size (eg. large} for tooth
Na. 10 were delermined using the
Componesr Contnur Guides

T. A shady moded was usad to ensure proper
restorafion size and ooclusion and plan

lhe icdeal brestmend fo mimor the esthetics
aof freehand direct composite placemant,

B, Componess Syneegy D6 thade guides

were utilized to determine the appropriabe
enamel and dentin shades and the colors
compared fo the exsting tooth structune,

a5 well as the surmourding derntition.

9. Twa Syrergy D6 composile
thades (e.g., White Bleach and White

Opalescont] wene provieveed.

10, In lisu of preparation, rotary abrasion
an all labial tooth anatory removed the
aprismatic encemed to promote sdhesion.

11. Mylar strips and wodges
were placed for isolation.

12, The acid etch was rinsed off and
e preparation dried bo establish
a frosty-while, dry canvas,

13. One Coat Bond was “pairbed” onbo the
footh. moving from the cernical to incisal
areas, and then kght cured for 30 secomnds.

14. One Cosl Bond was then applied bo the
prefabncated veneer but nok light cured,

1%, Synergy DB WEB composite was placed
on the cervical half of tooth Mo, 10,

1. Synergy DE WO was then
placed on the incisal half.

17. Composite shades WE and W0 were
similady placed on the COMPONEER
and sculpted and blended tagether based
on an eslablished wolumes eslimabe.

18. The COMPONEER was gently seabed
using the Placement Tool bo prevent
hydraulic force and axial drifting,

19, After seating, uniform gucess
compasife was obssrved from all aspecis.

20, Excess materal was removed using
& bladed instrument while kesping
cverhead light focused on the patient's
chiin i 2void polymenzation.

21. The cerdcal maegin was genily
defimed using a fine damond and waler
spray to awoid gingeal tissue trasma

HOW TO:

USE AN
INNOVATIVE,
PREFABRICATED
COMPOSITE
VENEER

Continues from page 25.

Additionally, the process can be time-
consuming and less than predictable.
Therefore, an ideal veneer restoration
would demonstrate a balanced
combination of the minimal preparation
requirements and ability to achieve
enhanced esthetics of direct composites,
along with the convenience and
predictability of indirect restorations.

Fortunately, prefabricated direct composite
veneers can minimize the difficulties
associated with guided and freehand
composite placement. Already prepared
to demonstrate an anatomical design and
proper line angles/contours, they are ideal
for clinicians without freehand composite
design expertise and actually enable them
to enhance their morphology, preparation,
adhesion and smile-design skills.
Indicated for lengthening teeth, correcting
crooked teeth, masking discolorations,
closing diastemas and restoring lesions
and tooth fractures,* prefabricated
composite veneers require minimal

tooth preparation and can be modified
for esthetic characterization. However,
clinicians must carefully determine

the ideal shade and size to ensure a
successfully intimate fit and harmonious
integration with surrounding teeth.

COMPONEER ™

Introduced as an alternative to traditional
direct and indirect restorations,
COMPONEER™ (Coltene/ Whaledent
AG, Altstatten, Switzerland) is a

direct composite veneering system
comprised of prefabricated, preshaped
and prepolymerized highly filled
nano-hybrid composite veneers.

With a variety of sizes (i.e., 30 different
shapes; 6 shapes per size), tooth
enamel shades and thin dimensions
(i.e. from 0.3 mm), the system
combines the advantages of direct
composite restorations with those

of laboratory-fabricated veneers.

Continues on page 30.
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AT A GLANCE

22. The incisal and proximal mangins
were adjursbed using Cross Flex Discs.

23, & polishing cup was used fo
fimalize: the composite surfaces and
ensure no voids were present,

24. A polishing point was used o
polish the interproximal margins.

25, All margins were hand polished
using & palishing brush Io schieve a

“y iry” shine for & i ity.

2. Post-operative full-facial
wiew of the patient’s smile afier
completion of the COMPOMEER
and freshand composibe vensers.

27. Close-up view of the
patient's restonsd smile.

8. Post-operative retracted
vigw of the patient's smile,

29, Pasl-aperative maxillary amlerior
view of the patient revealing symmetncal
linz angles on tooth Mos. 7 (freehand
compasite) and 10 (COMPOMEER],

S0 Final occlusal view ol he
mazillary arch demormstraling ideal
curvature from tooth Mos. 7 1o 11.

HOWTO:

USE AN
INNOVATIVE,
PREFABRICATED
COMPOSITE
VENEER

Continues from page 25.

Overall, COMPONEER simplifies

the direct composite veneer process

by enabling clinicians of all artistic

skill levels to create highly esthetic
restorations in their day-to-day practice."*
COMPONEER also represents a
minimally invasive and costeffective
treatment option. Ideal for a variety of
indications, only minor tooth reduction
and shape finishing are required. The
labial surface can be fully characterized
for esthetic integration into the smile,
and clinicians can customize restorations
as desired and modify and repair them
over time. The system can also be used
as the anatomical base for reconstruction
of a single tooth or multiple restorations.

COMPONEER treatment requires
only one visit for completion,
improves convenience and saves

chair time by eliminating the need

for multiple appointments associated
with typical indirect veneers. The
entire treatment averages a total

of 210 minutes (i.e. 30 minutes for
preparation and conditioning, 60
minutes for dentin buildup, 50 minutes
for enamel layering and 70 minutes for
contouring, finishing and polishing).

Because COMPONEER restorations are
cemented using the same composite
material (i.e. Synergy D6), a completely
solid and uniform restoration is
created. The novel microretentive
inner surface increases wettability

and ensures a durable bond while

the composite material demonstrates
strength and functionality. An in

vitro study recently determined
COMPONEER demonstrated greater
bond strengths than those of another
prefabricated veneer system.”

The following case demonstrates the
simplicity with which the COMPONEER

system can be used. It also illustrates
the extent to which the prefabricated
veneers blend harmoniously with
natural teeth and those restored with
freehand direct composite restorations.

CASE PRESENTATION

A 37-year-old male presented with
a chief complaint about the overall
esthetics of his smile (Figs. 1 and 2).

STEP 01 Although he requested

treatment, he insisted upon minimal tooth
preparation. A comprehensive examination
was performed, and pre-operative
photographs were taken. The patient
exhibited negative space at tooth Nos. 7
and 10, acute canting of the mesial aspects
of tooth Nos. 6 and 11 (Fig. 3) and an ideal
occlusion and end-to-end bite (Fig. 4).

STEP 02 To conserve the greatest amount
of healthy tooth structure possible, the
treatment plan included a combination
of directly placed freehand composite
veneers on tooth Nos. 6,7 and 11

and a prefabricated direct composite
veneer on tooth No. 10. Tooth No. 10
required no preparation and was ideal
for a prefabricated veneer, although the
overcontoured tooth No. 7 required
some preparation (Fig. 5). The patient
accepted this treatment plan.

STEP 03 The patient’s teeth were cleaned
with a brush and toothpaste, and abrasive
strips were used to roughen and clean
interproximally. The COMPONEER
Contour Guide was used to determine
the appropriate shape and size for the
prefabricated composite veneer. After
the applicable shapes were placed over
tooth No. 10, the blue transparent shade
was used to enable optimum contrast

on the tooth (Fig. 6). A study model

was also utilized to ensure the proper
size veneer (e.g. large) was selected for
optimal fit and integration (Fig. 7).

STEP 04 Shades were selected using
daylight lamps and the COMPONEER

COMPONEER Veneer System

sFolymened, prefabacatad nano-

nyorig-composite enameal shalls

! . cCormbanes advantages of direst
“‘, e e A0 =y akr L ;
K = - ™ Composse resiorabon with thosa of
R, e .l.,.- prefabricabed venesrs
\H\ -' «Extremely thin venear coat ngs allow a
\‘\-\..'_ high kevel of cormsenation of hard 1ooth

supstance dunng preparaton

30

Synergy D6 shade guides. The enamel (Fig. 11) and was then rinsed with water
shells were compared first, then the dentin ~ for 20 seconds. No trace was visible on
core shades. The dentin substrate wasthen ~ the enamel, and an air blower removed
placed under the shell of the enamel core any excess water to create a frosty-white
to determine appropriate shading. Enamel  appearance and dry canvas (Fig. 12).
Universal and Dentin White Bleach One Coat Bond adhesive was dispensed
were selected to match the natural tooth onto a brush and evenly applied to tooth
structure and blend with the surrounding ~ No. 10 by “painting” onto the tooth
dentition (Fig. 8). However, rather than from the cervical to incisal areas (Fig.
using a single shade of Synergy D6 13). The adhesive was blow dried gently
composite, the author used two (e.g,, with oil-free air in the same direction
Dentin White Bleach [WB] and White then light cured for 30 seconds.
Opalescent [WOJ) to mirror the chroma in

the cervical third of the adjacent teeth (Fig. ~ STEP 07 The adhesive was then applied
9). These shades were placed on the tooth directly onto the internal aspect of the
and blended. The prefabricated veneer prefabricated veneer (Fig. 14), which was
was seated to preview the restorationand ~ held using the COMPONEER Holder.
ensure ideal shading after which it was The veneer was then briefly blow dried
removed along with the composite. The with oilfree air but not light cured.

teeth were then cleaned, rinsed and dried.

STEP 08 Shade WB of the Synergy D6
composite was placed on the cervical
half of the tooth (Fig. 15), after which
Shade WO was applied to the incisal
half. The composites were blended
seamlessly together to reproduce

the natural chroma observed in the
cervical third of the adjacent teeth (Fig.
16). This artistic technique enabled

the author to develop a chromatic
interpretation of the surrounding teeth
similar to the esthetics produced by
freehand direct composite placement.

STEP 05 Because tooth No. 10 required
no reduction, only aprismatic enamel
was removed to enhance bonding.
Rotary abrasion was used on all labial
aspects of tooth No. 10 (Fig. 10).1°
Mylar strips and wedges (Garrison
Dental Solutions) were then placed to
isolate the gingival aspect and prevent
the teeth from sticking together.

STEP 06 Etchant gel was applied to
condition the preparation then spread

evenly with a brush to the cervical

limit. The gel set for 30 to 60 seconds Continues on page 38.
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CLINICAL
PHOTOGRAPHY

PART 1: THE HARDWARE AND
A BRIEF HISTORICAL NOTE

By Dr Dennis Cutajar BChD MSc (Restorative and Aesthetic Dentistry)

ABSTRACT

Historically speaking, photography
and dentistry appear to be quite closely
related. It may be argued that both
officially began at around 1840, when
the first dental school was opened,

and the world'’s first photographic
gallery was inaugurated and operated
by a dentist turned photographer.

Ever since, photography has become an
essential tool in our every day record
keeping, treatment planning, treatment
presentation, self-learning and
communication tool. (Galante, 2009)

CLINICAL RELEVANCE

The first part of this short article aims
to outline the hardware typically
recommended for intra and extra
oral digital dental photography.

The value of intra oral photography,
and the basic techniques involved
will be discussed in greater detail

in the second part of the text.

A HISTORICAL NOTE

The first practical and commercially
viable process of photography, the
daguerreotype process, was invented
at around 1835 and was commercially
introduced in 1839, by Louis Jacques
Daguerre, (Casha, 2016) coinciding
with the first publication of the
American Journal of Dental Science,
the first dental journal ever printed.

At around the same time, on the 8th of
May 1840, Alexander Wolcott, a dentist
and inventor was the first person to
patent a camera, the Daguerreotype

mirror camera and opened the first
ever portrait studio, the Daguerran
Parlor in New York.(Galante, 2009)
The first dental school, the Baltimore
College of Dental Surgery was
established by Horace Hayden and
Chapin Harris in the same year.

In 1848, Drs. R. Thompson and W.E.
Ide removed a tumor from a maxilla,
and repaired the defect with an oral
prosthesis made of guttapercha. They
photographed the patient before and
after the procedure and published
them, together with an article on

the abovementioned American
Journal of Dental Science in 1850.

These are thought to be the

first ever set of before and after
photographs to be taken of a dental
procedure.(R.A. Glenner, 1991)

More recently, but also in New York
City, Lester Dine, the founder of Lester
A. Dine Inc, was allegedly approached
by a dentist who expressed an interest
in evenly illuminating the inside

of his patients” mouth, and hence
facilitate intra-oral photography.

This led Dine to invent the ring flash
in 1952. It was a simple, circular flash
that attached to the end of the lens,
having the ability to direct light into
the patient’s mouth providing full,
even illumination. (Glassgold) This
was the first official ring flash.

The latter are now commonly
manufactured by numerous

brands and used mainly for
macro photography in general.

THE CAMERA BODY

Most modern dental chairs come
equipped with intra oral cameras, which
are excellent tools for patient education.
They can easily be used intra-operatively
and don’t require much training.

However the image quality and
resolution are typically quite poor

when compared to that of the average,
modern digital camera. It is certainly not
good enough for academic publications
and they will certainly not give a good
first impression if used for marketing
purposes at this day and age.

WHY DIGITAL?

Essentially all of us are now using
digital cameras, which allow us

to instantly view our images and
immediately correct any technical
imperfections. We can then show these
same images to our patients and send
them to our laboratories or specialists
within minutes. (R. Shorey, 2009)
There are three main categories of
digital cameras. The compact pocket
cameras, the compact interchangeable
lens cameras and the digital single
lens reflex (DSLR) camera systems.

Compact cameras offer no possibility
of using interchangeable lenses,

and the lens they come with is
typically not designed for macro,

or close up photography.

Continues on page 34.
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Continues from page 32.

Most have an inbuilt flash, which is
weak and on the side, rather than in
line with the lens. Hence, most of them
cannot be used to obtain consistent
magnification ratios and optimal intra-
oral illumination. If used, they will tend
to offer an incredibly distorted image,
with the anterior teeth appearing to be
wider, and the posterior teeth would
be obscured in shadow due to the
uneven, weak light. (Sharland, 2008)

Mirrorless interchangeable lens
cameras offer more versatility and
better image quality over a compact
camera, and some dental-specific
systems have been developed and
improved over the past few years.

However, they are still relatively
new and cannot yet match the gold
standard DSLR, in terms of both
image quality and ergonomics.

DSLRs are currently the most
ergonomic and versatile cameras for
dental photography and they usually
have better, longer lasting, rechargeable
batteries. They have three main parts,
the camera body, the lens and the flash.

In dental photography, the lens

and flash are the most important
components that allow us to obtain
optimal image quality in the mouth.

An understanding of magnification
rations enables the clinician to
consistently frame his or her images,
ensuring that the subject is consistently
photographed at the same distance.

This is especially important when
monitoring lesion size over time.
For example, a central incisor with
a length of 10mm in the mouth,
and 10mm long on the 35mm

negative is being reproduced at a

magnification ratio of 1:1. It is life size.

Most consumer grade digital
cameras have a sensor, which is
only about 2/3rds the size of 35mm
film. This essentially means that the
digital image will be cropped.

Hence we need to zoom out of

the frame in order to get the same
amount in the same frame, as we
would get with a full frame camera,
the 35mm film digital equivalent.
When these smaller sensor cameras
are used, the desired magnification
ratio needs to be multiplied by 1.5.

Image 1: The single lens reflex camera, coupled with a
100mm macro lens and a ring flash is still considered to be
the gold standard for intra oral photography

Magpnification ratio required

on a full frame camera /
35mm film equivalent

1:1

1:2
1:3

THE LENS

The nature of dental photography
necessitates the recording ofsubjects
that vary in size from a full face, to a
single tooth at its actual size. Simply
because a lens has ‘macro” written
somewhere along its barrel does not
mean it is capable of fulfilling these
requirements. The only true macro
lenses, capable of recording an image at
a magnification ratio of 1:1 are specific,
fixed focal length (prime) macro lenses.

Choosing a lens with the correct focal
length is important as this affects
perspective, distortion, and the distance
between the camera and the subject.

Image 2: Magnification ratios are depicted on lens barrels
of macro lenses, in orange in this case. They are explained in
reference to 35mm film. It is basically the ratio of the subject
being photographed to the image being produced on a
35mm film, or equivalent digital sensor

Setting used on cropped
sensor cameras

1:1.5
1:3
1:5

Table 1: converting Magnification ratios to cropped sensor cameras

Short focal lengths should be avoided as
they tend to enlarge near objects, cause
distortion, and do not allow for even
intra-oral illumination. (Sharland, 2004)

Longer focal lengths allow more
distance between the camera and

the subject, which in turn results

in less distortion and more even
illumination of the mouth. For dental
photography, most institutions consider
lenses with a focal length of around
100mm as the lenses of choice.

THE RING FLASH

Nowadays, in macro, or close up,
photography in general, photographers
tend to use; either the ring flash, a dual-
point flash, or an off-camera flash, with
or without a diffuser. These last two
options might offer more versatility and
creativity, however, what we need in
dental photography is consistent, even
illumination of the mouth, rather then
freedom of artistic expression, hence
many consider the ring flash to be the
more sensible option. (Sharland, 2013)

:!{'l'

Image 3: The top image was taken with the inbuilt camera
flash. Notice the distinctive shadow caused by the lens barrel,
because the flash is above the lens itself, as opposed to the far
more evenly lit mouth in the bottom image, where a ring flash,
which sits in front of the lens itself was used.

ACCESSORIES

Accessories typically used in
dental photography are retractors,
mirrors and contrastors

MIRRORS

Occlusal Mirrors:

Clean unscratched front surface mirrors
are essential to obtain maxillary and
mandibular occlusal views. Typically,
mirrors with handles are easier to use
and position, then those lacking one.

It is essential to warm mirrors prior to
using them, usually in warm water,
to avoid fogging. If an assistant is
available, blowing dry air directly

on the mirror surface during use
would also help delay fogging up.

They tend to scratch easily and it is
better if they are sterilized separately,
ideally protected in microfiber pouches.

Image 4: It s virtually impossible to document the posterior dentition in occlusion using joined retractors, unless buccal mirrors are

used. Itis far easier to simply retract with individual retractors.

Side mirrors:

Buccal and lingual side mirrors are
available. They are typically not
required for standard views, however,
they can be very useful in cases were
it is difficult to view the posterior
dentition using retractors alone.

They also eliminate errors with
depth of field, as the focal point is
the same for the entire mirror. Le.

it is easier to get all the dentition in
focus, when using a larger aperture.

RETRACTORS

There are both metal and plastic
retractors. Their main use is to hold soft
tissue out of the way. Plastic retractors
are typically less intimidating, especially
for pediatric patients, however they may
be more challenging to use with mirrors.

Continues on page 36.

Image 5: Use of contrastor
as a background in
esthetic zone.
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Continues from page 32.

It is very important to avoid cold
sterilization of plastic retractors, as this
will render them unsightly and opaque.

There are joined and individual
retractors, in various sizes. Adult
sized individual retractors offer the
greatest versatility and visibility.

<

= CONTRASTORS

g Contrastors isolate an area,

2 to give clean, perhaps more
professional looking backgrounds
to our images. They are especially
useful in the aesthetic zone.

© They are normally used in conjunction

E) with retractors or mirrors and

N placed as far back into the mouth as

S possible. If placed directly behind

) the front teeth, they may appear

s to be grey, rather tl};en b}{ac}li}.)

Avoid cold sterilization. They should be
wrapped separately and autoclaved.

CONCLUSION

Clinical photography should be
viewed as a convenient adjunct to
our clinical records. Digital images
are easily transferable and stored
and may be readily utilized as a
patient communication tool. &

The next part of this article will
delve briefly into the value of
clinic photography, and the basic
technique involved in obtaining
the more common views.
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HOWTO:

USE AN INNOVATIVE,
PREFABRICATED COMPOSITE VENEER

Continues from page 31.

STEP 09 Synergy D6 WB composite
was then similarly applied to the
cervical and Synergy D6 WO to the
incisal of the prefabricated veneer (Fig.
17). The two shades were sculpted

and blended seamlessly together. A
volume estimate was established to
avoid complications with over and
underfilling. Overfilled restorations
create overcontoured teeth and lead to
poor occlusion and predictability, while
underfilled restorations are susceptible
to voids and decreased longevity.

STEP 10 The COMPONEER was seated
to the tooth using the Placement Tool

and carefully moved to the final position
with gentle and constant pressure,

being mindful of hydraulic forces and
axial drifting (Fig. 18). Excess composite
extruded from all aspects, as expected,
indicating a likely void-free restoration
(Fig. 19). While the COMPONEER was
held in position, excess was removed
using a bladed instrument (Fig. 20) with
the overhead light focused on the patient’s
chin to avoid light polymerization. The
restoration was then light cured for 60
seconds and the wedges and Mylar matrix
removed. Placement was verified with the
patient relaxed and facing straight ahead.

STEP 11 The cervical margin was gently
defined using a fine diamond and water
spray to avoid gingival tissue trauma
(Fig. 21). The incisal and proximal
margins were then adjusted using Cross
Flex Discs (Fig. 22), and a polishing cup
was used on the composite surface to
ensure no voids were present (Fig. 23).
A polishing point was then used to
polish the interproximal margins (Fig.
24) after which all margins were hand
polished with a polishing brush to
achieve a “bonedry” shine for enhanced
longevity and predictability (Fig. 25).

STEP 12 Freehand direct composite
veneering was performed on tooth Nos.
6,7 and 11 using Synergy D6 composite
in shades A1/B1 and WO. The tooth No.
7 restoration was designed to mirror

the COMPONEER restoration on tooth
No. 10. Tooth Nos. 6 and 11 required

no preparation, and composite was
placed to correct the acute mesial aspect
canting. Once all of the restorations

were completed, the patient was very
satisfied with the highly esthetic results
achieved with minimal tooth preparation
(Fig. 26). The freehand direct composite
restoration on tooth No. 7 was compared
with the prefabricated direct composite
veneer on tooth No. 10 (Figs. 27 and 28)
for esthetics, and both demonstrated
symmetrical line angles, ideal polish and
esthetic properties (Fig. 29). Additionally,
the mandibular occlusal view confirmed
ideal contouring and curvature

from tooth Nos. 7 to 11 (Fig. 30).

CONCLUSION

As more dlinicians and patients

pursue minimally invasive treatments,
prefabricated direct composite veneers
(e.g. COMPONEER) represent a
predictable and cost-effective option for
achieving a highly esthetic and durable
restoration in an efficient manner.
Overall, the case presented in this article
demonstrates that prefabricated veneers
mirror the artistic esthetics of expertly
created freehand direct composite
restorations. By combining the advantages
of direct and indirect restorations,
COMPONEER prefabricated composite
shells reduce restorative chairtime without
compromising optical and strength
characteristics. Suitable for everyday
practice procedures, COMPONEER

is a conservative restorative solution

for clinicians still developing

their direct freehand composite
placement skills and expertise. &
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