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by Dr Mike Gow BDS (Gla) MFDS RCPS (Gla) MSc Hyp (Lon) PGCert (Edin), Editor, DentaltownUK magazine

mike gow
editorial

A Consultation With ... 
Dr Barry Glassman

Like me, I’m sure you have a few dental lectures 
and workshops that really tend to stand out in your 
memory over the years. Sometimes it is the subject 
matter that makes it stand out; however, more often 
than not it’s the presenter. A great presenter engages, 
educates and entertains. When I first met Dr Barry 
Glassman at an S4S workshop several years ago, I quickly 
realised that he was easily going to tick all three boxes. 

It was a fabulous training event and I highly 
recommend anyone who has not yet attended a 
presentation or workshop with Dr Glassman  to do so. 
I believe he is returning in 2019! A few weeks ago, 
during his 2018 S4S UK tour, I had the chance to meet 
up with him again and interview him for DentaltownUK. 
I jumped at the chance to do so and when you watch 
the interview you’ll understand why.

Glassman qualified from University of Pittsburgh, 
reluctantly revealing in the interview that this was in 
1973. Recently retired, he had built his career  
focusing on sleep medicine and the crossover between 
medicine and dentistry, especially in orofacial pain 
issues. He describes retiring as ‘the most difficult decision’ 
of his life.

In the interview I was interested to hear his views 
that evidence-based dentistry is important but that he 
feels that not everything we do as clinicians needs to 
have an ‘evidence base’. He stresses that gaining evidence 
base in certain aspects of dentistry is virtually impossible, 
and appropriate clinical evaluation and experience are 
important factors in the risk/benefit decision-making 
in treatment and diagnosis. When dealing with things 
like chronic pain, he stresses that patient management 
is the key. Later in the interview he also discusses the 
importance for dentists to be able to evaluate papers 
and identify confirmation bias and weak papers. 

I particularly enjoyed hearing him describe the fact 
that in dentistry we stopped saying ‘TMJ’ to refer to 
the actual problems of the joint (although many clinicians 
and patients still do), because TMJ is actually the name 
of the joint! He compared this to a patient with knee 
pain being diagnosed by their doctor with ‘knee’! So, 

he explains how as a profession we changed the J to a 
D—however, he compares this to instead of being 
diagnosed with ‘knee’ to now being diagnosed with 
‘KD’ or ‘knee dysfunction’. There are numerous problems 
that can occur in the knee joint and a diagnosis of ‘KD’ 
would not help indicate what the problem was or how 
to manage it. This comparison really does highlight 
the fact that ‘TMD’ really tells us very little about what 
the actual issues are and how to help that individual 
patient. 

Glassman feels there are many myths in dentistry. 
Paraphrasing an old quote by Ronald Reagan (who was 
describing Democrats rather than dentists), Glassman 
says, ‘The problem with dentists isn’t that they are 
stupid, it’s just that they know so much that isn’t true’.

We touch on several of what Glassman believes are 
‘myths’ in dentistry, including an interesting discussion 
about the reported occurrence of anterior open bites 
when using ‘anterior discluder’ devices. 
He explains that it is not common but 
can happen, yet perhaps not for the 
reasons we think it does!

If Glassman could get one message 
across to the profession regarding 
‘myths’ in dentistry he said, ‘When 
you consider the fact that the teeth 
touch for only 15-20 minutes per day, 
you will realise that MIP will become 
a little less important.’
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mike gow
editorial

When I asked him what three things he would  
put into a ‘Dental Room 101’, he simply said, ‘Ego, ego 
and ego’.

Glassman ref lects that there seems to be less 
camaraderie now within the dental profession than 
there was historically, wondering if that is in part because 
of the loosening of advertising restrictions. He feels 
that dentistry has become competitive and the business 
aspect of dentistry, albeit important, may on occasions 
make dentists lose sight of their primary goal: to improve 
the quality of life of their patients. 

He talks of the responsibility of taking care of 
patients while weaving your way through the healthcare 
distribution system and regulations. He feels that this 
has led to fewer younger dentists wanting to invest in 
their own clinics, which feeds into the growth of 
corporate dentistry. 

This brought us on to talk about a book that he is 
currently writing about ‘what happened to us’ as a 
profession. He explains that it will look at the suggestion 
that is ingrained into us as dental students that ‘good 
dentistry is perfection’. He suggests that nothing hurts 
us more than the suggestion that if something fails, 
then it is our fault.  

He admits that in a busy practice, things for him 
didn’t always go the way he wanted. We are trained to 
expect perfection from ourselves and when you add this 
pressure to an unsatisfied or complaining patient or  
an upset staff member etc, and then combine this with 
the legislation issues and competitive and financial 
elements, we can begin to understand why we are 
becoming more stressed.

Do your best, but don’t expect more from yourself 
than is humanly possible. 

I don’t know how to tell you this, but you are not 
perfect. 

He then said something that I believe is very true 
and that I believe is becoming a bigger issue within 
modern dentistry.

He said, ‘The fear of failure ... holds us back’. 
This is actually something I personally have been 

thinking about a lot recently because I am about a third 
of the way through reading Matthew Syed’s Black Box 
Thinking. I’m so impressed by this book that I plan to 
write my next editorial on some of the insights from it 
that I feel dentistry should learn from. 

I hope that this article gives a small taste of what 
was a fantastic interview with one of the most engaging 
dental teachers I have had the pleasure to know. Obviously, 
there is a huge amount more within the interview itself 
including discussion about Glassman’s experiences 
‘treading the boards’ as an actor!

The full interview is a little over an hour long, and 
I do hope you take the time to watch it.

Contact S4S to find out about the next opportunity 
to attend a presentation by Dr Barry Glassman. n
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howard speaks
column

by Howard Farran, DDS, MBA, publisher, Dentaltown magazine

Let’s be honest: When we first became fully trained 
dentists and were let go on the streets, we barely knew 
what we were doing. Basically, all we had was the 
minimum legal requirement to be turned loose on 
the public.

That’s why, for the past 30 years, my 
advice to all dentists has been that you 
need to take 100 hours of continuing 
education a year. CE has been a big 
mission for Dentaltown, and it follows 
my four-finger rule that when you 
have an idea, everything has to be:

1. faster,
2.  easier,
3.  higher quality
4.  and lower cost.
We launched Denta ltown’s 

online CE in 2004, and we’re coming 
up on 1 million views of our courses; currently 
more than 400 courses are live on our site.

The patient has power of choice
Meanwhile, one of the nation’s largest nonprofit 

think tanks recently came out in favour of legislation 
that suggests that dentistry would improve if people 
had less training. 

A bill to approve dental therapists in Arizona just 
went up before the state legislature, and the only group 
that opposed it was the Arizona Dental Association. 

More than 30 different lobbying 
groups, meanwhile, including insur-
ance companies and the Pew Research 
Center, testified in favour of allowing 
dental therapists to begin practicing 
dental care.

We don’t need people who have two 
years less training than doctors—we 
need doctors, and we need those doctors 
to get more training. I notice when you 
ask most people who support bills like 

this one whether they personally would go to a doctor 
or a dental therapist, they usually say, ‘Oh, the best 
doctor, of course’. Don’t promote this half-baked idea 
that half a dentist is good, when you yourself would never 

go to half a dentist. In fact, here in Phoenix, 
I can’t tell you how many dentists I’ve met 
because they’re flying out to have procedures 

done at the Mayo Clinic, one of the most 
renowned health care facilities in the 

country, because their local doctors 
just wouldn’t do.

The clinician has 
power of choice, too

Around 20,000 small towns 
in America don’t have dentists or 

hygienists, and the thinking is that 
if we increase the number of dental 

therapists, they’re going to go into these 
rural areas—get on dog sleds, go halfway across 

Alaska—and that is absolutely not true.
You know where most of the dental therapists I 

know are headed? To big cities. Instead of performing 
essential dentistry in areas where it’s needed most, they’ll 
be helping dentists with the tasks that don’t pay as much 
as other procedures. I predict that dentists who have 
hygienists in Rooms 1 and 2 doing their cleanings will 
now install dental therapists in Rooms 3 and 4 to do 
all their fillings, while the dentists spend their time in 
Rooms 5 and 6 doing molar endo, placing implants and 
doing big cosmetic cases. Which may be great for that 
dentist, but it’s not solving America’s dental problem.

Competitive schools are bad 
news for rural communities

Let me tell you how we’ve been hurting rural 
dentistry for literally decades. In my earliest book, The 
Business of Dentistry, I mention how dentists would call 
me and say, ‘Howard, you don’t understand, I’m two 
hours away from Wichita, Kansas, and none of the 

Who Needs a Therapist?
An influx of dental therapists won’t help the industry where 
it needs the biggest boost—in nonmetropolitan areas
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hygienists from Wichita will commute out to my rural area’. So I 
suggested that they sponsor a ‘Why I Want to Be a Hygienist’ essay 
contest at their small-town high school, and award the best one a 
scholarship for the tuition.

After that, one dentist called asking for help: Two students 
had submitted great essays, and he wanted me to help him pick 
a winner. I said no, and instead suggested that he give them both 
the deal. ‘You’re right,’ he said. ‘I mean, my practice would go to 
a different level if I had two full-time hygienists—I’ve never had 
even one in the past 10 years’.

Both students applied to hygiene school … and they didn’t get 
accepted! The deans and admission departments think that the 
most important thing is a student’s DAT scores—their grades in 
algebra, calculus, physics, geometry and biology.

They’re loading up their dental and hygiene schools with 
people who get straight A’s in algebra and calculus. Most of those 
students are from big cities—and when they’re done with school, 
they go back to the big city. If schools accepted a quota of students 
from small towns, they almost always go back to those towns after 
they graduate.  

You can be one of the greatest dentists or hygienists in the world 
and absolutely hate algebra, trig and calculus. I still am mesmerised 
that at least 50 percent of my nine years of college had nothing to 
do with dentistry. And so, if you want rural doctors, physicians, 
lawyers, you need to start working with the deans to get off their 
stupid entrance exams and start looking at the students themselves. 

It’s not happening just in dentistry, either
Another example: The last time I was out driving in the coun-

tryside with my son, we stopped to check out a mine in northern 
Arizona. When I asked the manager what his biggest problem was, 
he said that they needed more mechanical engineers but none of the 
ones in Phoenix wanted to move to a small town of 5,000 people. 

When the students from that mining town of 5,000 apply to 
colleges, they probably don’t have high-enough GPAs to get accepted 
and become mechanical engineers. Why do state schools think 
that it’s better for state mines—the profits from which are funding 
the taxes that pay for the schools—to have too few mechanical 
engineers than to admit some that made B’s and C’s in high school? 
Small towns don’t need just dentists and hygienists, physicians and 
nurses. They need engineers and electricians—they need all the 
degrees—but all the universities are obsessed with entrance exam 
scores and it’s killing the rural towns.

Do you see any solutions to this problem? Should schools 
instill a quota—a percentage of students that come from smaller 
towns—similar to what Title IX did for women? n

  See Howard Live!

2018
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 Nov. 
2

Howard Farran, DDS, MBA, is an international speaker 
who has written books and dozens of articles. To sched-
ule Howard to speak at your next national, state or local 
dental meeting, email rebecca@farranmedia.com.

Ohio Dental Association Annual Session
Greater Columbus Convention Center

Patterson Dental
Lamplighter Inn and Conference Center, 
London, Ontario

14th annual MegaGen  
International Symposium
Mandalay Bay Convention Center,  
Las Vegas, Nevada

Harrisburg Area Dental Society
Radisson Penn Harris Convention Center, 
Harrisburg, Pennsylvania

Is Howard spot-on, or 
should he be told off?
To tell Dr. Howard Farran your opinion about dental 
therapists, or about what you think could help bring 
dentistry to the communities that need it most, visit 
dentaltown.com/magazine and leave your comment in 
the section under this column.



10 SEPTEMBER 2018 // dentaltownuk.com

by Howard M. Goldstein, DMD, director of continuing education, Dentaltown magazine

CE update

For those in the U.S., our July Fourth holiday is over and it’s time to, (reluctantly), get back to work. Remember 
though, our CE is available on iPads and other portable devices, so pour a cold beverage, relax outside and learn!

Real-World Direct Restorations
by Dr Cory Glenn

This course explores techniques for achieving 
predictable results in direct restorative procedures. 
Whether it’s salvaging hopeless teeth or restoring a 
quadrant of back-to-back composites, this course aims 
to give insights into the tips, tools and sequencing of 
how to approach these challenging cases.

Holy Moly—What Do We Do  
with Resorption?
by Dr Ed Carlson

This course discusses open apices, perforations and 
resorption, including how to recognise these before 
treatment is started and how to treatment-plan the work 
once these are encountered. The prognosis of treatment 
approaches is also explained.

Intro to CBCT Interpretation, Part 1: Oral 
Cavity, Nasal Fossa, Paranasal Sinuses
by Dr Tony Mecham

This course focuses on CBCT interpretation and 
discusses important concepts and suggestions for 
interpretation. The most common findings in the oral 
cavity, nasal fossa and paranasal sinuses are all shown 
and explained, as well as anatomical variations. 

The Rubber Dam
by Dr Rok Stern

This definitive course will show how to achieve 
rubber dam isolation, beginning with 
materials and equipment, and then 
how to properly isolate teeth for a 
variety of dental procedures. Learn 
how to easily and predictably achieve 
isolation in a timely fashion. One will 
learn the necessary skills to isolate any 
tooth for endodontic procedures and 
for all direct and indirect restorative 
procedures.

Pinhole Surgical Technique
by Dr John Chao

This course discusses prevalence, etiology and Miller 
classification of gingival recession. This course covers the 
predictability and effectiveness of the pinhole surgical 
technique with Miller I, II and III recessions. Short 
videos illustrate a synopsis of the surgical protocol, and 
examples of long-term results are included.

Silver Is the New Black:  
Improving Your Practice  
with Silver Diamine Fluoride
by Dr Jeanette MacLean

Silver diamine fluoride is a revolutionary approach to 
combating caries in an effective and noninvasive manner. 
Discover the history and science behind this powerful 
oral medicine that recently received the prestigious 
FDA “breakthrough therapy” designation and learn 
how to successfully incorporate this caries management 
treatment into your clinical practice today, including 
restorative options. 

Pediatric Dentistry:  
Anesthesia, Pulp Therapy  
and Stainless Steel Crowns 
by Dr Josh Wren

When the Affordable Care Act mandated dental 
coverage as an essential health care benefit for those 19 
and younger, millions of pediatric patients were added 
to 150,000 dental practices. Treating children likely 
became a necessity for your dental office. Pulp therapy 
and stainless steel crowns are often considered complex 
when performed on pediatric patients; this course will 
alleviate any fear of the unknown that leads to this 
misconception. Indirect pulp therapy, pulpotomy and 
pulpectomy are discussed, with emphasis on diagnosis 
and technique. The procedural steps for stainless steel 
crowns are explained and shown, as well as Wren’s process 
for using nitrous oxide, appropriate topical anesthesia 
and local anesthesia.

What’s New in Continuing Education?
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Improving Case Acceptance
by Dr Mark Murphy

Helping patients want what we know they need drives 
the economic and reward engines of our practices. Help 
patients have better health, do more of the dentistry that 
fulfills and stimulates you, and be more successful in 
your practice. This course demonstrates how to improve 
the educational value of the examination experience and 
how to overcome the “insurance entitlement” behavior 
that patients often exhibit. 

How to Get Patients to Go Out of Network, 
Accept Comprehensive Care and Get Paid 
Upfront (Recorded live at Townie Meeting)
by Dr Steve Rasner

Many once powerful practices have hit a wall. The 
reasons are clear: massive decreased third-party payments, 
the influx of corporate care and a capricious patient 
population. This course is a no-nonsense approach to 
reclaiming what might have been lost. This clear, easy, 
inexpensive and absolutely replicable blueprint will put 
practices back on track. A must for the entire team.

Dental Implants from Planning  
to Restoration: Immediate Placement  
and Loading of Dental Implants
by Dr Charles Schlesinger

Immediate and early loading of dental implants has 
become something patients expect, and something every 
doctor providing implants treatment should understand. 
This concise segment includes a discussion of the ins 
and outs of immediate loading implants, along with the 
rationale behind this type of treatment and its requirements. 

Creativity with Ceramics 
(Recorded live at Townie Meeting)
by Dr David Hornbrook

Dentistry has always been in search of a replacement 
for metal-supported treatments, and the time is now to 
start exploring options. This presentation covers what’s 

available, when to use what, how to optimise predictability, 
effective lab communication, reducing remakes, and a 
thorough understanding of the cementation systems 
that optimise results.

Improving Your Confidence and 
Competence in Office Oral Surgery: 
Atraumatic Surgical Extractions, 
Flaps and Splitting Teeth
by Dr Jay Reznick

This presentation, recorded at the Townie Meeting, 
will cover important oral surgery topics for the general 
dentist, including management of the patient on 
anticoagulants, antibiotic prophylaxis, design and use 
of surgical flaps, handpieces and hand instruments, 
surgical extractions, splitting teeth, retrieving root tips 
and atraumatic extraction techniques.

Fundamentals of Fixed Prosthodontics
by Dr Lane Ochi

Successfully treating patients with fixed prosthodontics 
requires a mastery of materials and mechanical concepts, 
as well as a respect for tooth structure. We need to be 
aware of the interactions between preparation design, 
margin configuration, core buildups or posts, and the 
luting agent. After viewing this course, you’ll be able 
to identify the causes of failures and prevent them 
from recurring. 

The Essentials of Endodontic 
Emergencies: Diagnosis, Safe Access  
and Infection Management
by Dr Brett E. Gilbert

This course teaches the essential skills needed 
to confidently handle endodontic emergencies in a 
general practice setting. The material presented will 
help clinicians apply protocols and provide tips on how 
to efficiently diagnose, access and locate canals safely. 
Infection management and postoperative instructions 
and communication are discussed in detail. n

Email us your ideas for continuing ed courses
If you’ve got an idea for a CE course you’d like to offer, email Dentaltown’s director  
of continuing education, Dr. Howard Goldstein, at hogo@farranmedia.com.
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Introduction
The following case presented as a referral 

from a prosthodontic colleague, Dr Hunter 
Dawson who practices in North Carolina. 
The patient’s presenting complaint was of 
‘short teeth’ and he wished to improve his 
smile. Dawson wished to restore his teeth 
with full coverage crowns, and for that he 
needed aesthetic crown lengthening to be 
carried out. This case study describes the 
surgical intervention completed to facilitate 
the restoration of the anterior teeth without 
impinging on the biological width. 

by Dr Abdullah Alkanan

Dr Abdullah Alkanan BDS, 
MFDS RCS Ed, MSD. Diplomate 

of the American Board of 
Periodontology (the highest 

level attainable for the 
specialty in the United States) 
is a member of the American 

Academy of Periodontology 
and The Royal College of 

Surgeons of Edinburgh. He 
resides between Chicago and Kuwait City, where he 

practices implant dentistry and periodontology. Email: 
dralkanan@gmail.com

Aesthetic Crown
  Lengthening

Dr Abdullah Alkanan outlines the procedural approach and 
importance of planning and interdisciplinary communication 
in this aesthetic crown lengthening case
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Diagnosis and treatment plan
Figs. 1 and 2 show the initial presentation. 

The restorative dentist made the diagnosis 
of ‘tooth wear’ and identified its aetiology 
and addressed its management before referral. 

One of the first things to be done in this 
case was periodontal diagnosis, which drives 
and directs the treatment. It includes finding 
where the bone crest is in relation to the 
CEJ, how thick the osseous crest, where the 
restorative margin is anticipated, amount of 
keratinized tissue and tissue biotype. 

This will determine if a flap will be raised 
or not, or if we will utilize an apical positioning 
flap approach or a gingivectomy. In this case, 
the osseous crest was thick, and the restorative 
margin was impinging on the biologic width. 
An internal bevel incision was indicated for 
this case.

Gingival margin positioning
The restorative dentist provided me with 

a clear stent with an anticipated gingival 
margin position (Figs. 3 and 4). This was to 
aid design of my internal bevel incisions 
through bleeding points as shown in Fig. 4. 

The initial incisions re-created the 
anticipated gingival margin (Figs. 5 and 6).

Bone ostectomy and osteoplasty
After the initial outline was completed, 

a full-thickness flap was reflected to re-create 
the biologic width sustaining the future 
crowns as well as establishing proper bony 
architecture. By that, I mean the scalloped 
and parabolic form of bone as well as positive 
architecture. Figs. 7 and 8 demonstrate before 
and after the osseous recontouring.

Fig. 5

Fig. 6 Fig. 7

Fig. 4
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Sutures
In this case, an everted vertical mattress suture was 

utilized to support the papillae (Fig. 9).

Preparation and provisionalisation
The teeth were prepped 10 weeks after the procedure. 

Notice the excellent tissue color, consistency, counter, 
and  texture at the time of teeth preparation (Fig. 10). 

Fig. 11 shows the provisional restorations.

Conclusions
Aesthetic crown lengthening is a technique-sensitive 

procedure that requires careful planning. 
Interdisciplinary communication among the 

restorative dentist, the surgeon and the patient is vital 
for treatment success. Fig. 12 shows ‘before’ and Fig. 13 
shows ‘after’ treatment. n

Fig. 9

Fig. 10 Fig. 11

Fig. 8

Fig. 13

Fig. 12



by Dr Kishan Sheth

Dr Kishan Sheth recently 
graduated from KCL as a 

runner-up for the prestigious 
Jose Souyave Prize and will 

embark on his vocational 
training in Central London.  

He has become the most 
recent honorary editor of 

DentaltownUK. 

The Power  
of the Pulp
Part 1

In the first of a two-part 
article, Dr Kishan Sheth 
discusses the importance 
of the pulpal tissues in 
regeneration and function of 
the living tooth

Introduction
We once thought that the pulp was doomed for endodontic treatment if pulpal exposure 

had arisen. Our understanding has shifted and there are several smart materials in practice 
these days that can enrich the prognosis of an exposed pulp when it is appropriate to attempt 
to preserve pulpal vitality. 

Dr. Pfaff performed the first pulp-capping procedure in 1756 whereby he took a piece  
of gold and covered a vital and exposed pulp to aid healing (Cohen & Combe, 1994). 

This marked a leap forward in our understanding within dentistry—that the pulp  
had some degree of regenerative and self-healing abilities and properties. The dental industry 
has gone further to develop some very smart materials which can support this process, and 
these will be covered more extensively throughout this two-part article.
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This pulp in Fig. 1 is likely to be con-
taminated and infected with high amounts of 
bacteria. After caries removal it is likely that, 
should exposure occur, this might require 
endodontic therapy. 

The goal of the first part of this article 
is to project the importance of the pulpal  
tissues in regeneration and function of the 
living tooth. In our next issue, I’ll present a 
balanced view of the different materials on 
the market that clinicians are using or have 
used as pulp-capping materials. 

Astute clinicians will recognise the need 
for careful analysis of the particular situation 
before formulating a care plan. A major aspect 
of the endodontic treatment, which I feel 
personally is overlooked, is the appreciation 
of the inherent powers the pulpal tissues 
harbor, and the ability for pulpal tissues  
to self-regenerate, sometimes with the addi-
tion and aid of pulp-protective chemical 
applications.

Regenerative endodontic therapy, techni-
cally, is the branch of operative endodontics 
that aims to restore inflamed and necrotic 
vascular pulpal tissue with biologically similar 
tissues via the action of the odontoblastic cells 
and their mesenchymal progenitors, which 
line the pulpal–dentinal interface. 

The pulp can be defined as the soft, 
mesenchymal connective tissue structure 
which is placed and located in the central 
portions of the tooth and is highly specialised 
because of its biological environment. 

Learning from the literature
Cvek (1978) elegantly demonstrated this 

concept of pulpal regeneration in his high-
profile, well-known study and clinical report 
on partial pulpotomy performance and calcium 
hydroxide pulp-protective application on 58 
permanent incisor teeth, which had undergone 
complicated coronal tooth fractures, 32 of 
which had mature roots. Cvek reported a 
96 percent success rate, whereby at recall 
appointments, which averaged 31 months 
after the pulp capping procedures had been 

performed, success was measured by the 
absence of clinical symptoms, the absence of 
detectable radiological pathological change, 
continuation of root formation and positive 
response to electric pulpal sensibility testing. 
This validated the level of understanding 
within the profession, regarding the powers 
of healing, which the pulp possessed.

Cvek and Mejare (1993) went further in 
their report on the performance of partial 
pulpotomy procedures and application of 
calcium hydroxide pulpal protective caps in 
37 young permanent teeth with deep carious 
lesions and exposed pulps, to state that there 
was a good prognosis when some carious teeth 
had pulp-capping procedures performed. 

The team divided the study participants 
into two separate groups. Group 1 consisted 
of 31 teeth with no clinical or radiographic 
symptoms, and Group 2 consisted of  
six teeth, which provoked pain and had  
detectable radiographic pathology, the most 
common being the widening of the periodontal 
ligament space. 

Healing was observed in 29 teeth in 
Group 1 and four teeth in Group 2. 

Fig. 1: Large 
carious pulp exposure  

(Child & Cannon, 2015)



Ward (2002) stated elegantly that the fully 
living and functionally able pulp provides 
a major advantage to a tooth, in the form 
of defense mechanism capability against 
invading bacterial species. 

In day-to-day practice, with permanent 
teeth we do not tend to consider minimally 
invasive options such as partial pulpotomy, 
whereby we would amputate the superficial 
diseased pulpal tissue and leave behind the 
more healthy tissue, which we consider able 
to repair and heal. 

Caries in any tooth will inevitably make 
the assessment of pulpal repair capacity more 
challenging and difficult, and it is clear 
that traumatic fracture of teeth has a much 
better prognosis to pulp protective processes 
because it is highly unlikely for there to be an 
overwhelming bacterial presence in the pulp 
tissues. With carious teeth, the bacteria have 
had a long-standing opportunity to invade 
the pulp through the dentinal tubules, and 
bacterial acid has also been attacking the 
pulp for some period of time. 

Obviously, case assessment and selection 
is important and any traumatic pulp exposure 
will have prognosis of pulp-capping procedure 
dependent on several factors, including the 
size of the exposure, the time the exposure 
has been present (long-standing exposures 
can lead to bacterial contamination), and 
the age of the patient (younger patients have 
more vascularized pulps, immature teeth 
may have better vascular entry through the 
apex as the apex has not yet fully formed). 

In teeth that have had carious activity pres-
ent, such minimally invasive pulp-protective 
measures like pulpotomy are likely to be 
less predictable and less successful than 
conventional endodontic gutta percha therapy; 
therefore, it may be advisable to remove the 
pulpal contents, clean the canals and create 
gutta percha fillings in the root canal system 
to definitively restore the pulpal regions 
within the tooth.

In 1894, Miller f irst discussed the 
concept of bacteria having an important 
role in the inf lammation of pulpal tis-
sue. Kakehashi et al. (1965) recognised 

the unpredictability of minimally invasive  
pulp-protective measures, and the fact that 
this is a great concern for clinicians who 
would like to employ these procedures,  
when appropriate. 

It has been well considered that successful 
management of pulpal exposures depends 
not only on the degree of intrinsic pulpal 
tissue resistance, but also more importantly 
on the presence of bacterial microorganisms  
in acute and chronically inflamed pulp tissue. 

Kakehashi et al. (1965) brought this con-
cept to the forefront of operative dentistry by 
assessing the effects of surgical pulp exposure 
in gnotobiotic (germ-free) and conventional  
(germ-rich) laboratory rats. Both groups of 
laboratory rats had their pulps exposed and 
packed with food. 

Conventional rat teeth were later associ-
ated with pulp inflammation, pulpal necrosis 
and periapical periodontitis, granulomas or 
abscesses, whereas the pulps of the gnotobiotic 
rats experienced dentinal bridge formation 
(starting at just 14 days and completing by 
28 days), and no evidence of inflammation 
was detected. It can therefore be assumed 
that the presence of bacteria is the most 
important factor in a clinician’s attempt to 
preserve pulpal vitality in exposed rodent 
pulps. Sundquist (1976) demonstrated that 
the necrosis of the pulp is mostly associated 
with obligative anaerobic bacterial species. 
Obligative anaerobic species are poisoned by 
the presence of oxygen. 

Moller et al. (1981) recognised that the 
development of periapical periodontitis was 
only possible if bacteria were present. There 
were two separate groups of monkeys created. 
In one group, the teeth of the monkeys were 
aseptically exposed and the pulpal tissue 
traumatised by the introduction of a hand 
file using a balanced force technique, thus 
disrupting the pulpal tissue. 

In the second group of monkeys, the pulps 
were exposed and the pulp tissue contaminated 
by plaque from the monkey teeth. 

The teeth that had their pulps asepti-
cally exposed showed no signs of periapi-
cal periodontitis, whereas those that were 
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Fig. 2: Pulpal 
sensibility test, a 

cold thermal test to 
assess the excitation 

of the nerves.

contaminated by plaque and infected by 
bacteria showed long term signs of periapical 
periodontitis. 

It is clear from the above pieces of writing 
that when considering endodontic therapy, be 
it minimally invasive options or conventional 
root canal therapy, the presence of bacteria 
may well constitute the ‘be-all or end-all’. 

Small traumatic exposures have good 
prognosis if treated fast and it helps consider-
ably when the pulpal tissue is uninflammed 
and noninfected. 

The challenge, many clinicians will point 
out, is what todo if you cannot get a rubber 
dam over the individual tooth and isolate it 
from the internal oral environment. 

A good example is a newly erupting #6, 
whereby there is not enough tooth clearance 
above the gingival region to allow for a rubber 
dam clamp to grip. It is clear that thorough 
cleaning and disinfection of the wound is 
necessary, but cotton wool isolation is the 
next best alternative with regular cleaning 
via a sodium hypochlorite-soaked cotton 
wool pellet. Should the operative procedure 
be carried out fast in a compliant patient, you 
are likely to get a similar result to a situation 
where you did use a rubber dam. After all, 
is dentistry not about adapting to situations 
and environments? 

Preservation of pulpal vitality
The foundation of minimally invasive 

dentistry lies on the ability of dental operators 
to retain as much tooth structure as possible 
and preserve pulpal vitality. 

Deep carious lesions present particular 
issues and challenges. Iatrogenic exposure of 
the pulp can have severe consequences, the 
resulting morbidity is likely, and bacterial 
penetration into the pulpal space may demand 
the need for pulpotomy or pulpectomy in 
primary teeth or conventional root canal 
procedures or even extractions in permanent 
teeth. However, the placing of a pulp cap over 
dentine components or exposed pulpal tissues 
is a serious and important consideration. 

Once invasion and treatment of the pulp 
begins, the tooth begins to embark on a long 
restoration process whereby a root canal 
treatment may necessitate the placement of a 
crown, and replacement restorations or even 
extractions further down the tooth’s lifespan. 

Dentists must attempt to avoid pulpal 
exposure and, where pulp exposure occurs, 
must ensure that hemorrhage is controlled by 
saline or sodium hypochlorite. Saline has been 
demonstrated to be the most benign to the pulp;  
however, sodium hypochlorite has an 
additional disinfection and haemostasis 
achievement function (DeSouza et al., 2001). 
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Calcium hydroxide-based materials have 
a long history of being used as pulp-capping 
materials and are considered by the dental 
literature to be the best way to preserve 
pulp vitality after exposure has occurred. 
The operator must additionally ensure the 
provision of a permanent, well-sealed and 
adapted restoration to prevent leakage of 
material and ensure no bacterial ingress occurs 
to the pulpal space (Besic, 1943). 

The histological status of the pulp may be 
determined only through the use of histological 
samples, because often the signs, symptoms 
or radiographic appearance do not correlate 
with the changes at the microscopic tissue level 
(Accorinte et al., 2005). The gold standard 
for pulp status assessment is histological 
analysis. Countless studies have demonstrated 
that chronically inflamed pulpal tissue has 
been present in patients with no clinical signs 
and symptoms. Clinicians have only a few 
tools at their disposal such as the application 
of cold ethyl chloride spray, TTP tests and 
electric pulp testers, and it may be sometime 
before laser Doppler flowmetry is rolled out 
into clinical practice (DeSouza et al., 2001).

Special investigations
The best way to gather information 

about dental aberrant function is to use a 
multitude of tests to supplement the initial 
examination and conversation with the 
patient. No test should be interpreted alone 
and astute clinicians will remember well that 
all tests are prone to false negative and false 
positive results. 

Radiographs are a useful adjunct to 
assess mineral density in the hard and soft 
tissues of the oral environment. However, it 
must be emphasised that the radiographical 
appearance of any carious lesion is actually 
around 6–10 months behind the physical 
spread in the tissues. It is often too chal-
lenging to detect pulpal tissue changes on a 
radiograph in any case.

A useful test for clinicians to employ is the 
sensibility test. Often described as a ‘vitality’ 
test, this test does not in fact measure blood 
flow through the pulp but rather the ability 
of the nerve endings in the pulp to become 
excited upon thermal or electrical stimulation. 

Warm gutta percha points can be applied 
to the tooth, cold ethyl chloride spray or 

dichlorof luoromethane can be placed on 
cotton wool and then onto the tooth, and the 
use of polar-electric pulp testing machines 
that will use a circuit completing electrolytic 
coupling agent to allow for current application 
and direction onto the hard tissues can be 
employed. Vital teeth will tend to respond 
fast (DeSouza et al., 2001). 

Other useful tools include: noting grey 
colouring or general darkening of the tooth 
as a result of the haemoglobin breaking down, 
a useful sign of necrosis; or the presence of 
any abscess or sinus tract whereby the pus 
at the apical portion of a tooth attempts to 
escape. Sinus tracts often allow relieving of 
the patient’s tenderness, whereas an abscess 
where a sinus tract cannot form will lead to 
excruciating pain and tenderness.

Percussion tests, via gently tapping the 
tooth with the back of a mirror handle to 
assess the periapical tissues and periodontal 
membrane’s condition, will provide informa-
tion on the degree of inflammation of the 
periapical tissues. 

The use of pulp caps may be further 
divided into either indirect or direct pulp 
caps. Indirect pulp caps are medicaments, 
usually nonsetting calcium hydroxide-based 
chemicals, which are placed over residual 

caries or thin sections of remaining tooth 
structure to upregulate the mesenchymal 
preodontoblastic stem cells to upregulate 
into odontoblasts and lay down a dentinal 
bridge—that is, tertiary dentine laid down 
in response to chemical stimulants. 

The use of indirect pulp caps are outside 
the remit of this article, and we shall con-
centrate on direct pulp caps, medicaments 
placed over a small exposure of pulpal tissue, 
no greater than the tip of a William’s probe, 
to ensure the base of the restoration is walled 
off from the exposure and also to ensure 
the odontoblasts get upregulated and lay 
down tertiary dentine, (Pashley et al. 1984; 
Yamamura et al. 1985; Nie et al. 2006; Jontell 
et al. 1998). 

References
A full bibliography for this paper (Parts 1 and 2) 
can be found via this link.

Fig. 3: Illustration showing that direct pulp caps are placed over exposed pulpal tissue. 
It is essential to get good haemostasis and ensure moisture control is optimal before 
placing any medicament. Indirect pulp caps are placed over residual caries or remaining 
tooth structure. (Courtesy of Skekhar Star)

In our next issue: 
Part 2: The idea properties of direct  
pulp-capping materials. Dr. Kishan Sheth 
presents a balanced view of the different 
materials on the market that clinicians are 
using or have used as pulp-capping 
materials.

DIRECT 
pulp capping

Pulp-Capping Techniques

INDIRECT
pulp capping
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Hi, all. I have a patient who is in need of immediate maxillary and mandibular dentures. He 
currently wears a horseshoe partial and it took him some time to adjust to that. During the try-
in phase, it became very clear that he will not be able to tolerate wearing a traditional denture, 
so options are limited to implant-retained. I have done some All-on-4 cases with a transitional 
prosthesis during the healing phase. Is a transitional prosthesis able to be worn on a Conus type 
of implant system, or will he have to remain edentulous during the healing stage of the implants 
prior to fabricating the final prosthesis? Any other options? n

You can make a denture, then start chopping off its palate until he can stand it, then use 
adhesive until the implants heal. It will likely be about half-size when you are done. n

I had a severe gagger once who needed immediate dentures. I sent her home with an impres-
sion tray and had her continue to put it in her mouth until she could do it without gagging. Have 
them start for two seconds at a time while watching TV. Work up to it not bothering them. It 
worked for her, but now my N=1. So, take that advice for what it’s worth. n

Make sure you under-promise and over-deliver. I would make sure the patient knows that 
they will absolutely hate the denture. Hate it. For at least a year. If that scares them off, then 
great. Then do your best to make a nice denture. If they hate it for only six months, you are 
the hero. n

So, I did this with the upper during the wax bite stage. He was able to tolerate it long enough 
to verify level occlusal plane, but when I attempted to place the lower bite rim so that I could 
establish a bite record, he lost it. Could not have both in at the same time. n

I stopped this madness a long time ago. I have no power to change anyone’s gagging response. 
If they cannot tolerate impressions, base plate, try-in ... I’m out. Off to the prosthodontist. Life 
is too short. These have never had a good ending for me. If others want to tackle it, so be it. n

Can you get creative and leave a few teeth for transitional partial while implants heal? I’ve 
had great luck doing this for patients with BioTemps in fixed-implant cases. n

I don’t think so. He is missing all posterior teeth on max right side up to #8. I would love to 
send him to prostho but the closest one is 2.5 hours away. n

Severe Gagger Needs Dentures 
Townies share their advice on how to deal with patients who gag
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All due respect, but that’s not your problem. You will grow to loathe and hate seeing him 
on the schedule. It will ruin your day. And the longer it goes on, the more he will make it seem 
like you are failing him because you don’t have the magic that allows him to wear dentures. n

This is why God made prosthodontists. Use them! n

A few different tricks can help a ton. Personally, I like dentures and the gaggers aren’t the 
biggest problem. For one, all gagger patients get implants of some kind, no question. Fixed or 
removable will work just as well.

If doing a fixed hybrid, the gagging should not be a problem. Like someone else mentioned, 
have them use an impression tray at home until they can tolerate it for 30 minutes in the mouth. 
Then you should be good for impressions.

When taking impressions, use Dyclonine 1 percent rinse; it will numb the tissues, which 
greatly reduces the gag reflex. For the temporary, if doing removable, think about doing two 
mini-implants on the palatal rugae area, then you can remove the latter after attaching to the 
final implants. This way you can remove most of the palate and avoid the patient needing to use 
adhesive. Charge for the extra implants.

On the lower, if needed, you can also put miniatures between where the traditional implants 
are going and use them the same way. And as always, dentures are all about expectations. Let the 
patient know they will hate the denture for the three months they have to wait for implants to 
stabilize. When things aren’t as bad as you portrayed, you are a hero. n

Charge about two times as much and work with a good lab. These cases are doable, but you 
need to make it worth your while. n

As the guy who sometimes gets these patients, let me say that some are impossible. I’ve had 
patients who gagged so bad you couldn’t lean them back. You can’t put a mirror anywhere in their 
mouth, they gagged on a Panorex! They threw up when I touched their nose and I had to sedate 
one guy with an IV to cement an implant crown on #8. Some patients are still near impossible with 
IV sedation. Case in point: Attorney needed endo on #30. He says, “I have always heard that if I 
need an RCT, I should see an endodontist.” Great, go see this guy. My endodontist sees him and 
takes a CBCT because the diagnosis isn’t obvious and he says, “Yes, you definitely need an RCT, 
but you gag so badly that you need to go back and have him sedate you.” He is back at my office! 
Guess what? Now I have a nice scan and a higher fee with backup from the endodontist. n

I’ve done cases like this and it never is easy. Basically, the case is treated as an implant-sup-
ported horseshoe in both the interim and definitive stages. I use mini-implants placed between 
the definitive implants to stabilize the ICD and try to mimic the definitive CD as much as pos-
sible. Numb the gums/mouth if you have to for records, including the back of the throat. There 
is significant chair time, materials, etc., in treating this case and is billed out accordingly. n 

For many people, an exaggerated gag reflex is there because the brain considers the mouth 
a primary airway. If you can get the nasal airway working for these patients by sending them to 
an ENT, getting them on an anti-inflammatory diet, expanding their palate (Dr. Won Moon 
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from UCLA and others have shown this can be done, even in adults, if you know how), or even 
getting them on nasal rinses, etc., then the reflex gagging either goes away or at least becomes 
minimal. We do this regularly on both adults and children. n

Gagging is called a ‘reflex’ but that’s not actually true—it’s a response, not a reflex. A reflex is 
completely uncontrollable, like when they bang on your knee with the rubber hammer and the 
leg jerks up. Or something gets close to your eye and you flinch.

Gagging can clearly be controlled—these people eat, so it’s not just anything in their mouth 
that triggers it. There are very likely psychological roots to it for many. I’m happy that there 
are folks who are willing to try and work these people through this. For me, I gave up on the 
severe gagger years ago. I have neither the inclination or the luxury of the time. I cannot try to 
do an upper denture for $750 or $800 and spend appointment after appointment trying to ease 
someone through this. Just isn’t financially possible in the PPO world. n

I charge $1,900 and wouldn’t be able to make a profit on a gagger, because there is no profit 
after a refund. It’s not to be mean—it’s just that there is no way that gagger will be able to wear 
a denture. Especially if the gagging is very strong. 

You could tell them to see a shrink to get help with the gagging reflex, but in my area, any 
time I tried to mention a shrink, people take it as an insult and never come back. It’s almost 
as bad as telling them that they grind. It’s like the biggest insult ever. At this point I am like 
Timmy. I don’t get into it. n

My DA’s dad needed an upper partial (only 6–11 remained) and a full lower denture. He 
had a severe gag reflex, but I promised I’d try my best. He gagged while trying to take mandibu-
lar impressions and when trying to ext maxillary posteriors. We worked our way through each 
appointment with a lot of difficulty. HurriCaine helped a little when taking impressions with fast-
set PVS. I just did my best with the bite reg appt, didn’t promise much regarding bite or aesthetics. 

I had to redesign the PUD with a horseshoe-shape framework, no palatal strap. I delivered 
them and didn’t hold my breath that he would ever be able to tolerate them for longer than 
5 seconds. I was pleasantly surprised when a couple weeks later my DA said he was now able to 
wear them all the time! 

Some other tips: Try making a denture with a metal palate. This is a lot thinner than tradi-
tional acrylic and can have good retention. Also, you can just remove the whole palate and tell 
them they will just need to wear a lot of adhesive. n

Ask for advice online!
Dentaltown’s message boards make it easy to ask 
questions and get feedback from other Townies— 
or just to show off your great work. To start a case 
or simply ask a question, go to dentaltown.com and 
under message boards, select ‘Forum Categories’. 
Select the appropriate forum, then click ‘New Case’ 
and follow the prompts.
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I get this question asked all the time. I’d like to start a thread with these two questions:
1. How much money do you really think you need to retire?
2. What age do you think you will be able to accumulate this amount of money and actually 

retire? n

1. ‘One hundred trillion dollars’.
2. I did not go to evil dental school for four years to stop being called ‘Doctor’, which means 

I don’t intend to become that guy who follows my wife around the house like a bored 
disease. Work less, yes. Never stop working ... until my heart stops. That’s my plan. n

This is a tough question for those who are younger than 40 because $5 million now isn’t the 
same as $5 million in 20 years. If we ignore that fact and look at everything in today’s dollars, 
with everything paid off I’d say $3.5–$4 million and I’d be quite comfortable. At what age? 
Well, it depends when I’m ready to modify my lifestyle to avoid working. If I hit $4 million by 
50, I’m likely going to do something else or just be an associate 1–2 days per week. n

In my late 20s I remember reading in dental magazines about the improbable goal of $1 mil-
lion. It was considered laughably out of reach for those of us taking home $100 or $200 a day. 
Now as I am entering my mid-60s, what is the current number? $3–$6 million is a range we all 
see tossed about. 

It’s a moving target totally dependent on when you retire, what age you retire, remaining 
debt (crazy), and lifestyle. My observation is that very few ever think they have enough and 
worry about either losing it or missing out on future gains. n

I’ve said it before ... completely debt free, kid’s college paid for ... and $1 million in retire-
ment accounts. I will be over that at age 55. n

How Much Do You Really 
Think You Need to Retire?
Townies discuss retirement figures and how much a dentist should have in the bank before calling it quits 
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I only need one Powerball win! n

In dental school, some financial planning company came and gave a guest lecture. They kept 
hammering home that the average student from our class would need $7 million to retire. To 
me it definitely depends on the type of lifestyle you want. The vast majority of Americans will 
never even have $1 million. Some dentists here couldn’t imagine ‘only’ having a million dollars. 
I think we need to be careful with using the word need when talking about how much we need 
for retirement. Food for thought—I’m just a newbie. n

Where is Gomer Pyle when you need him? ‘Surprise, surprise, surprise’. These guys are scum 
and will load up the gullible in your class on all kinds of fancy insurance, investment products, 
whole life and all kinds of other crap. I can only think administration is not much smarter with 
finances as they let these salesmen through the front door, but a guy like Kenny can’t even get 
an invite. n

I could make it comfortably on bare minimum $1.2 million. I’d rather have $2 million. 
Hovering around zero currently. n
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General rule of financial independence is 25–30 times your yearly spending. So if you 
want to spend $100,000 a year in retirement, you need $2.5–$3 million to draw 4 percent for 
30 years. That assumes you don’t work part time or have a side gig like real estate. Also, you 
should have mortgage paid off, and will no longer have a need for life or disability so those 
payments go away. I highly recommend you follow white coat investor, and physician on fire. 
Both have newsletters, blogs, Facebook, etc. n

n

If you can put up with all dentistry throws at you until age 65, you’ve paid your payroll 
taxes and will get the commensurate Social Security retirement income, you don’t live in 
Manhattan, and you don’t feel compelled to be a year-round world traveler, $1 million (apart 

from your residence) should about do it. n
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Exactly! I’m a good example of that. Our SS takes care of our basic needs. n

I don’t see how anyone can feel comfortable with only $1 million in retirement at 55. Seems 
like you should plan on at least another 20–30 years of life. 

If that kicks off $50,000 a year ... 15–20 percent to taxes, now you’re at $42,000. Healthcare 
premiums alone will likely be at least $10,000 per year for a 55-year-old couple. Now you’re at 
$32,000. Utilities, phone, cable, internet ... another $800–$1,000 per month. Now you’re at 
$20,000–$22,000.

You haven’t even eaten, paid for gas, auto expenses, property taxes, auto or home insurance, 
or gotten some sort of illness. It’s unlikely you can even pay for all of that on the $20,000 you 
have left. 

Not to mention vacation, home repairs, clothes, holiday gifts and everything else you may 
spend money on.  

And if the market takes a dump and you’re not 100 percent in cash ... well, you’re screwed. 
Get some sort of serious medical issue requiring a surgery or long-term treatment? Poof, there 
goes tens of thousands of dollars, if not more. Again, you’re screwed. 

Don’t get me wrong: I don’t love dentistry, but I’ll be damned if I worked this hard to not be 
able to enjoy my retirement and never have to worry about money.  

I don’t want to have to scale back my lifestyle in retirement. I plan on living as well or better 
than I do now. n 

99 percent of people I know don’t have that much at retirement ... yet seem to do just fine. 
It’s because you are comparing it to dentists. n

The real kicker that most do not understand will be health insurance. Medicare doesn’t pay 
100 percent—not even close. Even with Medicare, copays and medication copays will be 25–30 
percent of what costs a person incur annually. A couple of significant illness could easily burn up 
tens of thousands in just a year or two. If that would unluckily happen to a couple? Suddenly, a 
lot of retirement money is now a little retirement money. n

99.9 percent of the entire planet will have considerably less than this. You have become very 
myopic. Go slum it for a while with the poor folks and you will gain all the perspective you need. 
I read the other day that most Americans have less than $2,000 saved at all! A million dollars at 55 
is a ton of money for the average person. For a dentist, no ... but that’s the difference in this thread.

You seem to mix up ‘needs’ vs ‘wants’ ... it’s common for people to do this, especially in the 
world we live in. Dentists tend to be very out of touch with the reality of the majority of the rest 
of the world.

You are the 1 percent of the world. See that you talk like it. If you want this entitlement, 
great! Sounds like you’ll work hard for it and succeed. Again, great—but it’s not ‘normal’ or 
‘average’ at all, it’s rich-person talk. My guess is that the average working stiff on the planet 
would be overjoyed to have $1 million saved and be debt-free at age 55. This is lottery money to 
a lot of people even in North America. I would venture to say that the majority of the staff we 
employ will never see $1 million saved at any point in their lives, let alone at age 55. n

DocHorton   
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I think that when I have $1 million, me and my wife can retire, whether that’s in five years 
or in 20 years. We can live off $20,000 per year for 50 years. That would represent almost the 
average wage over here. Hopefully, I’ll reach that as soon as possible and then continue to work 
two or three days per week for as long as I want, because I don’t particularly suffer at my job. n

I don’t live off $4,000 a month now—it’s a lot more than that. I also said I would have to be 
debt free and have the kids’ college fully funded. Also, at some point I will get Social Security. I 
haven’t even added that in. And I will more than likely have more than $1 million (unless market 
crashes); current projections have me at about $1.6 million at age 55 (based on same current 
deposits at 6 percent growth—I try to be conservative). So, add in practice and building, and 
after those taxes I’m still at $2 million. 

Here is my plan: Retire at 55. Say I get $750,000 before taxes for practice and building ... so 
$500,000 after? I live on that $500,000 until I’m 60–62. That is easy. In meantime my invest-
ments continue to grow. Untouched that gets me a few more hundred thousand. Then at 62, I 
will pick up Social Security (debatable, I know, but that’s my plan) and will have to use less of 
my funds. We will also downsize from our 5,700-square-foot home to around 2,500 square foot 
(ironically same size as our first home).

So, I’m underestimating and being very conservative with the $1 million. But I have no 
doubts that I could make it work, if needed. That is my BAM. Honestly, I have put a lot of 
thought into this. n

If you lived like a millionaire before you retired, then that is what you expect your lifestyle 
to be. If you lived reasonably before retirement you will most likely do the same in retirement. 
I think it would be very unusual for someone who lived on $4,000 a month all of a sudden to 
realize it wasn’t enough in retirement. Matt will be just fine. n

At the risk of sounding unrealistic, I would say that I would be OK with $1 million in the 
bank, but I would still work 1–2 days a week for $500–$600 a day. That’s about $4,000 income, 
working two days a week in a month’s time, to supplement my retirement. 

I think one could live very comfortably working 1–2 days a week with $1 million in retire-
ment savings. n

I have no doubt it’s possible. My parents and in-laws have nothing near a million in retire-
ment, yet they are enjoying a bit of traveling and no one is eating cat food. n

Live your life, pay your bills, save money like it is a bill before you satisfy your desires, max 
out your pensions. When you are ready to retire, figure out how to live on what you have saved 
and get used to your new normal. Done and done. n
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How are you planning for your retirement? 
Search: ‘Need to Retire’
Dentaltown’s message boards are a great place to share your tips, ask questions, or just learn what other 
Townies are doing. To see this entire conversation, go to dentaltown.com and under message boards, 
search ‘Need to Retire’. This thread will be one of the top results.
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DentaltownUK Editor Dr Mike Gow talks with  
Dr Shalin Kapoor about his life and career, and why 
he took a break from dentistry to study filmmaking

From Silver Fillings 
to Silver Screen

Dr Mike Gow: Please introduce yourself 
and tel l  us a l it t le bit about your 
background.

Dr Shalin Kapoor: My name is Shalin 
Kapoor and if I had to describe myself to 

someone, I would say I am a ‘dreamer’ who 
takes every day as it comes and who never 
takes himself too seriously. I was born in 
East Africa and grew up in West London. 
I went to a local comprehensive school in 
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Ziv Mazor

Hounslow, where if you even looked at 
someone in the wrong way you’d have had 
your face rearranged. Back then, bullying 
was part of everyday life and it wasn’t just 
the students who were the problem.

My school was more renowned for its 
gang violence, drugs and teenage pregnancies 
than its academic accolades. I only managed 
to survive there unscathed by doing the 
bigger boys’ homework; in return, they took 
me under their wing and protected me. I 
didn’t come from a privileged or particularly 
educated background. 

I did part-time jobs at Heathrow duty-
free, Marks & Spencer and even McDonald’s 
during my teenage years, which taught me 
the value of hard work. My brother and I 
were the first ones to go to university in our 
family. 

My parents worked long hours to support 
us, and I owe them a lot. They made a lot 
of sacrifices for us.

MG: Where and when did you study 
dentistry?

SK: I began dental school in 1990. This 
was the first year of the new five-year cur-
riculum. As I entered the grounds of Guy’s 
Hospital I immediately felt at home. Even 
going back now after many years, it continues 

to feel like home with many of my original 
teachers still travelling up and down the 
infamous elevators. I seemed to flourish at 
Guys and even managed to win some prizes. 
It was a very nurturing and supportive 
environment.

The university also introduced the 
intercalated BSc during my time there and 
I was lucky be one of the first to be selected 
for it. I completed the degree in ‘biochemistry 
and oral biology’ and achieved a first class 
honours.

Guys not only gave me a life I could have 
only have dreamed of—it also gave me the 
woman of my dreams, my Sushma. We spent 
many a romantic day in front of an orange 
bunsen flame in the Prosthetic lab on Floor 21, 
waxing up dentures. I knew she was going 
to be my life partner and soulmate, and 
before the ink could dry on our BDS cer-
tificates we were married.

MG: How romantic! What did you do 
careerwise after graduation?

SK: I joined the oral and maxillofacial 
surgery unit at the Royal London Hospital 
as a house officer. I then moved over to 
general practice and completed my vocational 
training in Plumstead. I was then an associate 
dentist for a few years before we opened our 
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first practice in Hounslow. We quickly grew 
our list from 500 patients in the first few 
months to more than 20,000 patients over 
the period of ownership, purely through 
word-of-mouth recommendations alone and 
no marketing.

This was followed by the opening of a 
few more practices over the years. Many of 
them were squat practices that had won 
severa l awards for their design and 
innovation. 

We never employed designers or architects 
for any of our practices, because we wanted 
them to be totally individual and unique 
and stick out from the crowd. 

I absolutely love designing practices and 
always include some unique features in all 
of them. For example, our practice in Brent-
ford, West London, had a movie theatre 
room with surround sound and a massaging 
chair for in-house whitening.

MG: That sounds amazing! So, what are 
you doing now?

 SK: After 16 years of rewarding practice 
ownership, we took the decision to sell all 

of the remaining practices and take a break 
to explore other interests. 

I fulfilled a longtime ambition and joined 
the Met Film School at the iconic Ealing  
Film Studios and completed a year-long  
course in filmmaking. I cannot describe  
how much I enjoyed the course. It awoke 
some of the more creative parts of my brain 
that had remained dormant for years. 

During my time at film schooI I com-
pleted a student short movie that was ‘officially 
selected’ at several international film festivals 
and was screened at the Everyman Cinema 
in Esher. All the actors were either family 
members or dental colleagues.

I am currently working on a feature-length 
movie based on a script I have been penning 
for the past 8 years.

MG: We look forward to seeing it! You 
also have an interest in photography.

SK: Yes, I acquired a professional pho-
tographic camera for the first time only 
around 4 years ago when there was a clearance 
sale at my local John Lewis, and it hasn't left 
my side since. I have an extensive catalogue 
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of photos that I’ve taken around the world, 
some of which can be seen on my website.

My macro photography of ‘dental tools’ 
is currently featuring on the front covers of 
the latest series of the BDJ and will be on a 
total of 11 cover issues of this internationally 
acclaimed publication. Of course, I also 
provided the cover images for the summer 
and September issues of DentaltownUK !

 I am also involved in practice design, 
photography and videography for dentists, 
which is keeping me more busy than I 
anticipated.

MG: Do you think you will make a move 
back to dentistry at any point?

SK: Yes, I do miss practice ownership 
however and I am planning a new state of 
the art specialist private practice next year.

MG: What are your thoughts about  
NHS dentistry?

SK: I personally owe the NHS a great 
deal, but the system needs urgent and radical 
change. I have been an almost exclusive NHS 
dental practitioner since qualification, and 
I’ve seen many changes in the system through-
out my career.

I have worked in some high-needs areas, 
rehabilitated many neglected dentitions and 
always made sure my team and I had the 
best materials, the best equipment and the 
best environment to work in. Unfortunately, 
I don’t think the UDA system is fair and 
there are a lot of problems with the way it 
works. It is fundamentally flawed and doesn’t 
reward high-quality treatments.

The UDA values are so wide ranging 
across practices, which is unjust as it was 
based on treatments pre-2006.

I began to find it more difficult to main-
tain the highest quality of dentistry using 
the best materials whilst keeping an eye on 
the ever-increasing costs of running an almost 
exclusive NHS practice. I do believe that 
future generations of dentists will look at 
this system in disbelief.

MG: Do you have any tips for readers on 
how to manage stress in dentistry?

SK: Stress and dentistry? It's like bread 
and butter, right? It doesn’t have to be. 
Now, I don’t want to sound like a preacher 
and give you a lecture on how you should 
lead your life. I am aware that everybody is 
different and will have different ways of 
coping with stress, but I will tell you what 
strategies personally worked for me and you 
can take what you want from it.

For me, the true key to stress management 
is self-management. Arthur Schopenhauer 
said, ‘It is difficult to find happiness in 
oneself, but it is impossible to find it anywhere 
else’.

Many courses believe that stress arises 
from external factors, environments and 
situations. We need to grasp the concept 
that peace and happiness is a state of mind.

Internal agitations, not external distur-
bances, create stresses. For us as dentists our 
external factors will always be there, and for 
example will likely include: 
1. The GDC.
2. The NHS.
3. The CQC.
4. Meeting patient expectations  

and managing patient complaints.
5. Litigation.

Accept the fact that these factors will be 
ever-present, and the list may grow as time 
passes. There is no point constantly moaning 
about them and it is futile to waste your life 
continually complaining about them. This 
will only affect your mental and physical 
well-being long term. You either choose to 
accept these factors will always be there or 
you leave the profession. It’s as simple as 
that. 

Changes, challenges and conflicts are 
all part of the world. You must look at them 
as a sportsperson views a challenging oppo-
nent. There will be times when you have a 
bad day and want to give up. That's normal. 
That happens in most careers. But just 
remember how hard you worked to get to 
where you are. The sacrifices you made. The 
sacrifices your parents made. 

None of these external factors should be 
allowed to scare you from providing the best 
care you can to your patients.

Hounslow

A practice in Hounslow

Brentford

A massage chair and surround-sound theater 
for whitening patients in Brentford

A New York Dental practice in Surbiton
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Mistakes can and will happen to all of 
us. At the end of the day, we are just human, 
and no human is perfect. In the grand scheme 
of things, nothing is that important.

Sometimes life experiences give you some 
perspective. Late last year, my wife and I 
were on a way to dental course and were 
sitting on the same train carriage with a 
terrorist and his lethal bomb that was meant 
to kill and maim innocent people. 

Luckily, the device at Parsons Green 
station failed to detonate properly, or many 
people would have died or been seriously 
injured. Every day for us is a bonus day.

MG: What an insightful answer! What 
advice would you give to young dentists?

SK: Never be in a hurry to get to the top 
so quickly. Forget what your peers are doing. 
Forget how much they are making or how 
many accolades they are receiving. Concen-
trate on yourself. Slow and easy wins the 
race. Experience takes time; it doesn’t come 
overnight. The problem of clambering relent-
lessly to the top without experience is that 

up with the Joneses. Spend far less than you 
earn.

It’s hard to do, I know, but keep your 
debts down. Why do you need to see so 
much of the world so early? Why do you 
need to own that supercar so quickly? Leave 
some pleasures till later. Wait and dream a 
little longer. I always find the fun is waiting 
for things.  The excitement always starts to 
diminish once you acquire objects, and in 
most cases you immediately begin to look 
for the next more expensive acquisition.

There is no end once you join this insa-
tiable existence. Don’t be extravagant based 
on potential future earnings; you never know 
what obstacles or change in circumstances 
can occur at any point.

Having numerous material objects  
and possessions doesn’t necessarily equate  
to success! If you are working extra-long 
hours to keep up the payments on unnecessary  
luxury items, then you have basically signed 
off a life sentence to keep working at this  
pace indefinitely.

there is a risk you can fall and get yourself 
into serious trouble. Only experience can 
act as your safely net.

‘Burnout’ is becoming an increasing 
problem in dentistry. I’ve seen many fellow 
dentists my age suffer with this. It is not 
unique to NHS dentists; I’ve seen it in those 
working in exclusive West End private 
practices, too. Some are working five or six 
days a week, long hours, in a claustrophobic 
room with little or no breaks. Dentistry 
involves a lot of precision work and concentra-
tion, and working these sorts of hours is 
definitely not healthy long term. 

You’ll get a bigger bank balance working 
more hours, but that will be at the expense 
of your health and well-being in the future 
and valuable time missed with the fam-
ily—particularly if you have children.

In the West, we’ll always push our finances 
to their limits, no matter how much we earn. 
We’ll buy things like cars and houses that 
are just within or just outside our affordability 
range. Material objects can be fun, but make 
sure you’re not killing yourself just to keep 
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A. Parthasarathy said: ‘Desires render a 
person dependent on the world. The more 
the desires,the more the dependence. A mind 
infested with numerous desires will need abun-
dant material wealth to keep them content, but 
as you drop your desires, the need for material 
wealth diminishes’.  

For me, investing in the intangible such 
as relationships and experiences are far more 
important. Years ago, my wife and I made 
a pact that we would work only 2–3 days a 
week. We could have earned double what 
we did over the years, but we believed that 
time off was more important. You’ll never 
get that time back, especially if you have 
growing kids. We were fortunate enough to 
have kept this up our whole practicing life, 
and it was probably one of the most sensible 
decisions we ever made.

Most importantly, stop comparing 
yourself to others. Once we accept that there 
will always be someone better looking, 
wealthier, more charming, more intelligent, 
fitter, etc., we become liberated and we are 
free to be who we really are. Everybody is 
unique and that's the beautiful thing about 
humans. If everybody was the same, how 

boring would this world be? When you start 
comparing, ill feelings such as jealousy, anger 
and resentment can develop.

This applies especially to social media. 
If you develop any of the above negative 
emotions when viewing posts, it is time to 
re-evaluate your relationship with social 
media and maybe deactivate your account 
until you’re able to convince yourself that 
an individual’s virtual life bears little resem-
blance to their real life. Few people publish 
the negative things that happen in their lives.

Treat social media as entertainment and 
a laugh and never take it too seriously. By 
all means, look up to people and learn from 
them, but don’t lose your identity.

I love this quote from Judy Garland: ‘Be 
a first-rate version of yourself rather than a 
second-rate version of someone else’.

MG: How do you see dentistry in 10 years?
 SK: The biggest change I believe will 

be in NHS dentistry. Whether we like it or 
not, we’re not a priority when it comes to 
health provision. With no significant money 
going toward NHS dentistry, a new contract 
will attempt to increase access and improve 

attendance figures without a significant 
increase in funding. Clauses may be intro-
duced into contracts that state a practice will 
need to increase the number of new patients 
by a stated amount yearly to retain the 
contract value. I also believe time-limited 
contracts will be introduced, which will 
significantly affect or wipe out practice 
goodwill values.

If this happens, I believe more practices 
will give up the contract and there will be a 
rise in NHS practices converting to totally 
private practices.  Increasing numbers of 
NHS Access Centres will probably be set up 
to treat emergency cases and less complex 
treatments.

No one knows for certain what the future 
holds, but so long as you are skilled, you 
should have no problems. The future certainly 
looks bright, especially with all the new 
digital developments and new treatments 
that are continually being introduced. It's 
going to be exciting times for sure with lots 
of new opportunities, so enjoy the journey.

MG: Thank you for an excellent and 
fascinating interview, Shalin. n

Macro photography: Housefly
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Ivoclar Vivadent’s Bluephase Style has 
been launched in a sleek and stylish matte 
black finish. These best-selling curing  
lights have an output of 1,200 mW/cm2 
and a Polywave LED that optimally cures 
all types of dental photo-initiators and 
materials. They’re used in numerous 
clinical studies as well as being ranked top 
by independent and renowned test 
institutes.

Cosmetic dentist Dr Minesh Patel has 
recently been experimenting with the 
Bluephase Style Black Edition. We visited 
his private practice in Thames Ditton to 
hear what he has to say about the popular 
curing light.

What have you liked about 
the Bluephase Style?

In particular, I’ve been impressed with 
the general ergonomics and style of the 
unit. It has an easy-to-hold handle, and 
my nurses found it very comfortable to 

use. Also, the style and length of the 
curing tip is ideal—it’s around 10mm, 
which is great for getting to those 
posterior teeth and interproximal 
regions—and the curve of the light handle 
itself is ideally suited to reaching the back 
of the mouth. Another good thing about 
it is the multiple curing modes: You can 
have a 10-second, 15-second, 20-second 
and 30-second, so this is quite useful 
when doing quick-tack curing of e.max 
bonded restorations or your final 
increments of your posterior composite.  

What results have 
you experienced 
since using the light?

I have done a few tests on Typodont 
teeth where I’ve actually tested the surface 
hardness after curing with this light 
compared with the one I used before, and 
it was surprising to see that even on the 
10-second cure you could feel an increase 

Bluephase Style Black Edition:  
Review by Dr Minesh Patel
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in surface hardness of the restoration. 
Another thing I liked about the design 

was the ability to use it as a wired mode, 
because often we work in a practice with 
multiple different dentists and sometimes 
the unit might not be fully charged, so if 
this is the case you can unclip the battery 
and then plug the light directly into the 
mains power point and use it through that 
port as well, which can be quite handy.

How would you compare 
the Bluephase Style 
to other curing lights?

I’ve used similar types of light-curing 
units in the past and what I found with 
this unit is that it doesn’t overheat. 

I’ve had a similar type of unit before 
and when I was using it constantly 
throughout the day, sometimes it did 
short-circuit because it was overheating. 
But so far, using this unit constantly day 
to day, it’s been performing pretty well 
with no loss in intensity and no loss in 
battery life. 

What would you say 
to someone who was 
considering purchasing 
a Bluephase Style?

When buying a new curing light, 
think of it as an investment. We’re using 
this piece of kit day-in and day-out, so you 
must think about the benefits it has to our 
patients. There are cheaper units on the 

market; however, we can’t guarantee that 
they’re actually curing the composite as 
well as stated. With this unit, there are a 
lot of studies showing that it does have a 
broad spectrum of wavelength and it is a 
very powerful light, so it is a good 
investment and my composites will be 
fully cured after using it.

Dr Minesh Patel graduated with 
honours from Barts and the London School 
of Dentistry in 2009. He went on to 
complete a master’s program in aesthetic 
dentistry whilst simultaneously completing a 
postgraduate training program in surgical 
and prosthetic implantology. Patel has a 
passion for dentistry that is fuelled by his 
own creativity and artistic nature, and has 
provided hands-on postgraduate training 
courses in the fields of aesthetic dentistry and 

clinical dental photography.
Patel has been using one of the 999 

Bluephase Style Black Edition’s available 
worldwide. The special unit is priced at 
£899 and sold exclusively though Henry 
Schein in the UK and Ireland*. 

Dentists can place an advance order for 
the limited-edition curing-light online while 
stocks last at bluephaseallblack.com. n

* Euro price applies. 



40 SEPTEMBER 2018 // dentaltownuk.com

Anterior alignment orthodontics (AAO) 
has created a paradigm shift in modern 
cosmetic dentistry and influenced current 
thinking in our approach to anterior aesthetic 
cases (Qureshi, 2010). Recent studies have 
shown adult orthodontic treatment not only 
provides improvements in dental aesthetics 
but also has a significant positive impact in 
the psychosocial aspects of the patient’s life 
(Gazit-Rappaport, 2008).

The minimally invasive philosophy that 
extends across the IAS Academy teaching 
syllabus ensures GDPs like me provide safe, 
predictable outcomes for patients and avoid 
an early transition into the ‘restorative cycle’. 
I have been a keen user of the ClearSmile 
Inman Aligner since completing the hands-on 
course in 2015 and find it to be an invaluable 
tool in treating patients who present with 
concerns about their anterior dentition. 

The aligner is a highly effective and 
unique evolution of the traditional spring 
retainer and uses superelastic nickel-titanium 
open coil springs to move upper and lower 
anterior teeth. 

Very light but consistent forces are 
provided by the spring mechanism, enabling 
correction of anterior crowding, rotations 
and some types of spacing (Qureshi, 2008).

The following case was treated recently 
using the aligner, along with some external 
bleaching and composite bonding.  

Patient background
A new patient presented to our practice 

requesting some improvement to her existing 
smile. Her main concerns discussed at the 
consultation appointment were her ‘flared’ 
and ‘prominent’ upper front teeth. She was 
becoming conscious of the fact that her overjet 
was gradually increasing and making the 
spacing between her upper front teeth more 
prominent. She reported having removable 
orthodontic treatment with a twin block 
appliance as a child, but didn’t recall any 
retainer being given after treatment. 

The patient’s main goals were to reduce 
the overjet, close the spacing/diastemas and 
improve the overall colour of her smile.

by Dr Salman Siddiqi

Dr Salman Siddiqi is an 
associate dental surgeon at 
Thornaby Dental Centre and 
Grace Dental Care, Stockton 

on Tees. He became a certified 
provider of the IAS Inman 

Aligner in June 2015. He also 
enjoys providing treatment 
for anxious patients on the 

local sedation service and 
motivating them to a better oral health status.

ABB Smile 
Makeover 
Dr Salman Siddiqi shares an anterior alignment orthodontic case
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Fig. 1A: Row 1 assessment

Fig. 1B: Row 2 assessment

Fig 1C: Row 3 assessment

Skeletal Moderate Class II

FMPA Average

Lower face height Normal

Facial asymmetry None

Soft tissues Lips competent at rest, average lip line

Overjet 8-9mm

Overbite Increased with 40% coverage lower incisors

Crossbite None

Displacement on closure None

Incisor relationship Class II, Division I

Molar relationship Full unit Class II ¾ unit Class II

Canine relationship ¾ unit Class II ¾ unit Class II

Teeth present
7,6,4,3,2,1 1,2,3,4,6,7

7,6,5,4,3,2,1 1,2,3,4,5,6,7

Centrelines Lower deviated to left by 3–4mm

Orthodontic assessment summary

Orthodontic assessment 
A thorough assessment was initially 

carried out, including an orthodontic 
assessment, full IAS Academy protocol 
photos (Figs. 1A–1C), and digital calliper 
measurements of upper 3-3. The IAS 
assessment forms allow for a comprehensive 
record to be completed efficiently and are 
invaluable when reviewing the salient features 
of the patient’s malocclusion.
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Orthodontic diagnosis
• Moderate skeletal Class II base
• Average FMPA
• Lips competent at rest
• Class II, Division 1 

incisor relationship
• RHS full unit Class II 

molar relationship
• LHS ¾ unit Class II 

molar relationship
• RHS ¾ unit Class II 

canine relationship
• LHS ¾ unit Class II 

canine relationship
• Overbite increased (40% coverage  

lower incisors)
• Overjet increased at 9mm
• Dental centre noncoincident 

with lower 3–4mm to the left 
of the facial midline

• 2mm crowding and 8mm spacing 
upper arch

• 3mm crowding lower arch

Treatment options
A full discussion was then carried out with 

the patient explaining the options available 
to meet her treatment goals. 

Given the marked Class II, Division 1 
malocclusion, a specialist orthodontist referral 
was offered to consider f ixed-appliance 
treatment in conjunction with orthognathic 
surgery. We also discussed the possibility of 
using indirect and direct restorations only 
to meet her treatment aims, but highlighted 
the risk of further orthodontic relapse that 
would inevitably increase the overjet. 

A discussion was also had about the 
high biological cost of potentially heavy 
preparations that would be needed to reduce 
the overjet. The patient was not keen to 
wear a fixed appliance and wanted to focus 
on a more flexible solution, given her busy 
working lifestyle.

The ClearSmile Inman Aligner was 
discussed, including its benef its and 
limitations. I explained that a course of 
AAO would have low impact on the structural 
integrity of the unrestored anterior teeth, 
unlike indirect restorations. The compromises 
of the appliance were also deliberated, in 
particular that posterior teeth would not 
be moved, some small diastemas would 
still remain at the end of treatment and the 
skeletal Class II discrepancy would not be 
corrected.

Treatment planning
A quick chairside Spacewize+ digital 

analysis (Fig. 2) showed simple anterior 
alignment and reduction of the overjet could 
be achieved within limits. I explained that 
some spacing would remain after completion 
of the alignment and offered composite 
bonding to close any residual diastemata 
or spaces. The patient liked the minimally 
invasive solution that the aligner would allow 
and was keen to proceed with treatment. An 
Archwize digital plan (Figs. 3A and 3B) and 
a corresponding 3D printed model made by 
the IAS lab were then used to allow fully 
informed consent for treatment. The 3D 
printed model (Fig. 4) allows an excellent 
simulation of the final proposed setup and was 

Fig. 2: Upper arch in digital analysis.

Fig. 3A: The digital plan for 
Row 1, before treatment.

Fig. 3B: The digital plan for the 
same row, after treatment.

Fig. 4: A 3D printed model of 
what would be the final result.
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Fig. 5: Progress  views occlusal and retracted profile.

Fig. 6: ABB sequence, labelled.

Problem list
Mod Skeletal Class II

Class II, Division 1 incisors

• R full unit Class II molar, L ¾ unit Class II molar

• R and L ¾ unit Class II canine 

• Upper and lower mild anterior crowding 

• Upper labial spacing

 
•  Diastemata present between and distal of centrals and  

distal to canines (more prominent UR34)
• Chipped incisal edge UL2

Ideal treatment aims
Correct Class II skeletal

Correct Class II, Division 1 incisor relationship to Class I

Correct molars and canines to Class I

Relieve all upper and lower crowding

Close all spacing upper labial segment

Composite restoration UL2 incisal edge

Compromised/AAO treatment aims 
Accept Class II skeletal base

Reduce overjet in Class II, Division 1 incisor relationship

Accept molars and canines

Relieve upper crowding, accept lower crowding (provide retention)

Close residual spacing with composite bonding after alignment

Composite restoration UL2 incisal edge
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key in allowing the patient to fully visualise 
the plan before treatment commenced.

Treatment provision 
1. Alignment

PVS impressions of both arches, a bite 
registration and clinical photos were sent 
along with a prescription to the IAS lab. A 
3D plan was returned six days after sending 
the impressions, which I approved after review. 
The plan shows the proposed final position of 
the teeth after anterior alignment and gives 
a visual ‘mockup’ of the before and after. 

The aligner was sent to me the following 
week and fitted for the patient. The total IPR 
figure was very low at just 0.90mm because 
spacing was already present. I performed half 
of the total IPR at the first appointment and 
placed a composite anchor on UL2, which was 
the most ‘in-standing’ and palatally crowded 
tooth. The patient was reviewed at biweekly 
intervals for further IPR and replacement of 
composite anchors as needed. Occlusal and 
retracted photographic views were recorded at 
each review appointment, acting as a valuable 

Fig. 7A: Row 1

Fig. 7B: Row 2

Fig. 8A: Row 1 occlusal views

tool in achieving good patient compliance 
and progressing the case more efficiently 
(Fig. 5). A significant reduction in the overjet 
and closure of spacing was achieved over 
12 weeks by retracting the central incisors 
and providing mild tipping of UL2.

2. Bleaching
External tooth whitening was performed 

over two weeks using 10 percent carbamide 
peroxide. Retention was maintained using 
the aligner during the whitening phase of 
treatment. 

3. Bonding
To finish off, composite bonding (Fig. 6) 

was carried out under full rubber dam 
isolation to the following areas:
• Build up the worn UL2.
• Direct composite veneer UR2.
• Edge bonding to reshape the embrasure 

space between the centrals.
• Diastema closure between UR3–UR4.

A growing body of current evidence 
supports that relapse towards the patient’s 

original malocclusion can occur after treatment 
as a result of periodontal, gingival, occlusal 
and growth-related factors, (Littlewood et 
al., 2017). To reduce this risk, long-term 
retention was provided for this patient using a  
bonded intercanine wire retainer and an 
Essix appliance.
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Fig. 8B: Right profile smile.

Fig. 8C: Left profile smile

Fig. 8D: Row 2 retracted profile.

Fig. 8F: Row 2 finished result modelFig. 8E: Row 2 digital model

Outcome and case appraisal
The patient was pleasantly surprised with 

the outcome of her treatment (Fig. 7), and 
impressed at how close to the 3D model the 
finished result was (Figs. 8E and 8F). 

I was able to deliver a minimally invasive 
treatment outcome to meet the patient’s 
initial aims and finish the case within her 
requested timeframe.

The IAS online mentor support I have 
received since completing the ClearSmile 
Inman Aligner course three years ago has been 
second to none and pivotal in allowing me 
to treat a wider variety of anterior alignment 
cases. 

The potential of the appliance combined 
with bleaching and bonding techniques has 
transformed my own clinical practice for 
patients seeking cosmetic smile improvements.

I would like to thank the IAS Academy 
mentors and lab team for their continued 
help and support as without them I can’t 
deliver the high-quality cases I aspire to 
achieve every time. 

I’d also like to thank Dr Tif Qureshi 
for his continued feedback and mentoring 
in helping me improve my knowledge of the 
ClearSmile Inman Aligner and giving me 
the confidence to tackle more challenging 
cases. His recent ABB course allowed me 
to put the crucial finishing touches to my 
anterior alignment cases and has truly been 
a game changer! Thanks also to all the team 
at Thornaby Dental who work so hard and 
support me daily.

The ClearSmile Inman Aligner course is 
part of the IAS Academy pathway of training 
for GDPs. n
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The questions you should  
be asking yourself if you 
are establishing a facial  
aesthetics business

by Dr Harry Singh

Dr Harry Singh qualified from 
Leeds Dental School in 1996 

and has been carrying out 
facial aesthetics since 2002. 

He has treated more than 
4,000 cases, and has published 

numerous articles on the 
clinical and nonclinical aspects 

of facial aesthetics and 
spoken at dental and facial 
aesthetics conferences on these topics. To download 

a free video, ‘Getting Started in Facial Aesthetics’, visit 
botulinumtoxinclub.co.uk.
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A 9-Step 
Blueprint  
for Creating Success

However, many dentists 
will embark on training with 
no real plan for how they will 

implement their newly acquired skills. My 
nine-step blueprint can help you question, 
answer and prioritise to succeed in a facial 

aesthetics business. 

1 What is your business vision? What do you want 
from your business of facial aesthetics? Do you 

want it to complement your dentistry, or do you want 
to replace your dental income? Are you going to pro-
vide it within your dental practice or offer a mobile 
visiting service? What is your capacity in terms of time 
and space to offer facial aesthetics? I see many dentists 
so busy with dentistry that they have no time to see 
any facial aesthetic patients. 

M
any dentists are exploring 
the idea of get t ing 
i nvo lve d  i n  f a c i a l 
aesthetics, and why not? 

Dentists are perfectly placed to 
assess patients and have expertise 
in giving comfortable injections 
and assessing the face.



2 Who is your pri-
mary target market? 

Where do they hang out, 
what are their needs, and 

what are their wants regarding de-
mographics and psychographics? 
Who are your secondary markets 
that you could also target? For ex-

ample, the primary market for facial aesthetics 
is people who are worried about fine lines and 
wrinkles. Secondary markets could be people 

concerned about excessive sweating underarms (hyper-
hidrosis).

Without knowing who your market is, you will have 
a scattergun approach with your advertising. Pinpoint 
your target market and devise promotions that meet 
their needs. For example, I had a poster in a local gym 
with an image of a young couple. After a few months, I 
hardly got any enquiries from the poster. Upon further 
investigation I found out that most of the members of 
the gym were much older and when they saw the poster 
with the young couple, they could not relate to it.

3 How will you describe your business image and 
appearance? How do you want the name of your 

facial aesthetics business to appear? What do you want 
it to look like? What strap lines or messages do you want 
to convey to your patients? Do you want to create a spa-
like environment with candles, music, aromatherapy, or 
do you want to be more clinical?

4 What is your unique selling proposition? Why should 
they choose you? What makes you different from 

the crowd? What’s your story? The story could either be 
about the business or yourself. Explain the benefits to 
patients: What’s in it for them? So you’ve got your features, 
but what is the advantage? This is going to help you 
design any promotional material. Don’t worry about the 
feature. Patients are interested in the benefit or how it’ll 
affect them.

5 What is your referral system? How are you going to 
get patients to refer? What are you going to call it? 

What are the rewards going to be? This is critical to the 
success to any new venture. We know that patients who 
have been referred by our existing patients will spend 
more and stay longer with us,  because they already have 
that built-in trust.
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6 Who will be your joint venture partners? Who are 
you going to work with who can either refer patients 

to your business, or you could go and work on their site? 
This strategy has been one of the main reasons why my 
facial aesthetics business skyrocketed. 

Once you know your target market, you will know 
what hobbies they have, where they spend their money 
and what clubs they join. As the saying goes, ‘birds of 
a feather flock together’.

7 What are your packages regarding up-sell, cross-sell 
or down-sell? Have names for your packages. What 

treatments are you going to include in each package? 
What are going to be your up-sells, cross-sells and 
down-sells that you can advertise?

By grouping individual treatments into packages, 
the patient saves money and you make more money, 
but most importantly, you are giving the patients there 
best results possible. 

8 What is your online marketing strategy? Is it going 
to be separate websites, Facebook fan page, Twitter, 

LinkedIn, YouTube videos, pay-per-click or  SEO? What 
are your budgets going to be? What’s your timeframe? 
How would you know that this is going to be working?

I have found Instagram works well for facial aesthetics. 
I encourage my patients to post selfies and before/after 
images on their personal accounts and hashtag my 
business. This way their friends/followers see it and 
may be interested in making an enquiry. 

9 What are the first three actions you can take im-
mediately now that will make the most significant 

difference? This could be extra clinical training, market-
ing, referrals and packages. Choose just three, because 
there’s no way you can do all of them in one go. Select 
the ones that will make the most significant impact, 
most significant increase in turnover, and implement 
them now. Do not be in a state of overwhelm! Concen-
trate on the top three items that will make the biggest 
difference to your business. 

Answer the above questions and act on them, and 
you will be miles ahead of your colleagues who just 
attend the workshops but then struggle to implement 
their new knowledge. n
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Negative Reviews:  
What Shall We Do?

by Chris Baker

Chris Baker has more than 15 years of 
experience in marketing and public 

relations in the dental sector and is the 
owner of a specialist dental marketing 
agency, Corona Dental. He has advised 

on and executed plans for many 
dentists on ways to expand their 

practices through a wide range of tools 
including branding, online strategy, 

social media marketing, PR, 
advertising, printed and promotional 

materials, events and strategic 
alliances. Baker helps his clients 

leverage existing customers more 
effectively and carry out marketing 

with limited resources. 

Panic, panic! We’ve been left an awful 
review on Google, Defacto Dentists, 
Facebook, or in person. Admittedly, it 
isn’t the best feeling in the world, but the 
first thing to do is calm down. No good 
ever comes from responding to this type of  
communication in haste. There are a number 
of actions that you need to take to deal with 
this unfortunate situation. 

Firstly, don’t ignore it. This is absolutely 
the worst thing that you can do. Reviews— 
good and bad—should always be responded 
to, unless they are offensive. Most of us don’t 
like confrontation, so we find bad reviews 

and this kind of feedback difficult. We take 
it as a rejection of us.  

Depending upon how you received the 
review, this will dictate how you respond to 
it. Bad reviews in person are in many ways 
the hardest, because they are right in front 
of you. Listen, empathise, say what you will 
do to follow up or deal with their complaint, 
and then ensure that you do it. 

If a bad review was left with the practice by 
email or telephone, follow up in person, if pos-
sible; if not, by telephone. Use email only as a last 
resort, because it can look like you are trying to  
avoid them. Again, listen, empathise, say what 
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time out

you will do to follow up or deal with their 
complaint, and then ensure that you do it.

If the review is online: As well as replying 
to the complainant, you are writing so that the 
rest of your audience and potential patients 
can see how professionally you act. Thank 
them for their feedback (and sound like you 
mean it, even if you don’t). Do not discuss 
any clinical case, and say that you cannot do 
so because of patient confidentiality. 

Do not enter into a debate; even if you 
are right, the audience don’t know this and 
you will look petty. The only time we would 
recommend that you challenge the complaint 
is if you feel they have the wrong practice. 
(That’s surprisingly common—perhaps 
something to consider when you next rebrand!)

I have spoken to many practices that 
really struggle to not challenge the writer. If 
someone says something about you online that 
isn’t true and questions your professionalism, 
it is upsetting and the human reaction is to 

challenge the reviewer and their assertions. 
You must resist this! People will say things 
online that they would never in person and 
situations can quickly escalate. Swallow your 
pride and say, ‘I’m sorry we didn’t meet your 
expectations on this occasion’. Move on. 

If a person has left a negative review on 
Google on behalf of someone else—mum, 
sister, etc.—contact Google immediately  
to have it removed. Google has very strict 
review policies and you cannot review  
a product or service you have not experienced 
personally. 

Treat negative feedback as an opportunity 
to learn where you might be dropping the 
baton. We will all do that at times, and it 
is good to review policies and procedures. 

If you deal with a negative review and 
make that patient happy again, it is very 
likely that you will have an evangelist for 
your practice who will tell everyone how 
great you are! n
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... Or Is It?
The Struggle  
   Is Real

This generation’s perceived 
problems may not be all that bad

by Dr Bethany Rushworth

Dr Bethany Rushworth 
graduated from the  

University of Leeds in 2016. 
Her current position is  

DCT1 oral and maxillofacial 
surgery at Leeds  

Teaching Hospitals. 
She has been awarded  

the diploma of Member  
of the Faculty of Dental 

Surgery with the Royal College of Physicians  
and Surgeons of Glasgow.

F
or anyone who uses social media, ‘positive vibes only’ is probably a quote 
you see most days. It seems as though there is significant pressure on 
us to be positive, practice mindfulness and embrace the “life is short” 
mantra at all times, (with a green juice and yoga session squeezed in 

at some point, of course).
However, this can be difficult with the rise of social media pressures, 

no-win no-fee negligence cases and what sometimes feels like an uphill battle 
to maintain patients’ confidence in our profession.
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Whilst this may sound like a cliché, spending a 
year working in a major trauma centre (OMFS Dental 
Core Training) has resulted in me dealing with and 
witnessing things general practice could never have 
prepared me for. Not only has this been a steep learning 
curve, it has encouraged me to reflect on my outlook 
on life several times and really helped me keep things 
in perspective. Whilst there are some challenges facing 
dentists today that may not have been around for 
previous generations, there are positives to all of these 
that are easy to overlook.

Media coverage
Dentists have always been the bad guys. There has 

always been a long wait in A+E and there probably 
always will be. These things aren’t new but with 
headlines such as ‘Cost of Visiting NHS Dentist to 
Go Up AGAIN’ just a click away, it certainly feels like  
no wrong move or negative patient opinion will  
go unpublished.

Whilst there are unfortunate occasions where a 
reputation can be damaged by an untrue defamatory 
claim, the frequency of headlines such as these does 
mean that they are generally forgotten quite quickly 
and within days there is a different topic or concern 
fixating the general population.

Fortunately, we have the opportunity to build  
a positive reputation through appropriate use of  
these outlets. Many dentists today are working  
with the media to educate patients; appearing on panel  
shows, news programmes and advertisements for oral 
hygiene products; writing articles for newspapers and 
magazines; and promoting dental charity work. 

The more the general public sees dentists as real 
people, with a genuine passion for helping our patients, 
the better perceived our profession will be. 

Through encouraging patients to leave reviews on 
websites such as NHS Choices or Defacto Dentists 
after a good experience, we can allow potential patients 
to see for themselves how you work as a dental profes-
sional and provide reassurance before they visit you. 

 Social media
On the topic of media and patient perceptions, 

social media is certainly something relatively new—
Facebook has been around for less than 15 years—and 
has the potential to put pressure on us as dental 
professionals.

We can see daily the work our colleagues are produc-
ing, the courses they’re going on and the seemingly 
perfect ‘work–life balance’ they are maintaining. We 
can quite easily feel as though we aren’t doing enough, 
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whether that is extra training and qualifications, case 
volume or even focusing on the right things. It’s easy to 
be distracted from the path you’re currently on when 
you’re bombarded with what everybody else is up to.

There are some great things about social media that 
we can utilise, too: It’s a fantastic way to become visible 
to potential patients, to promote the work of dentists 
within your practice (even you!) and to share 
testimonials. 

Social media can make us more relatable, because 
it allows us to choose which photos to share, giving 
insight into our personal lives as well as the dental life 
our patients would normally see. In my opinion, those 
who share behind-the-scenes information can educate 
patients, possibly improving their perception of dentists. 
Seeing how much time, effort and work is behind different 
treatments helps them to understand the clinical process 
and what they might experience during particular 
treatments. We can engage with potential patients and 
answer their questions, building a rapport before we 
have even met them.

 Whilst I can see how social media could give patients 
unrealistic expectations about what can be achieved in 
a certain time frame, it may also give them ideas about 
what is possible and discuss this with their dentist. It is 
our responsibility as dental professionals to consider 

what we are posting online and the effects this may have 
on our colleagues.

We are easily accessible
 We are available 24 hours a day, whether that is 

through calls, texts, WhatsApp, Facebook, Instagram 
or other methods of communication. This can be useful 
at times; however, it can be very difficult to shut off and 
relax when there are constant alerts coming through to 
our phones. My advice would be to have separate personal 
and private social media accounts. This means that 
specific time can be allocated to replying to patients and 
managing these pages and personal communications 
are kept separate. Silence work profiles and accounts out 
of these allocated times. I avoid giving out individual 
clinical advice online and advise patients to see their 
dentist for this. This saves a lot of time and also keeps 
patients safe. I don’t believe I can diagnose their problems 
through a social media comment and something could 
easily be missed.

Every profession has its difficulties and in dentistry 
these will change with time. Some will be overcome, 
new ones will develop, but by accepting what we cannot 
change and working to improve our mindset to embrace 
these challenges, I believe we will have a more enjoyable 
and less stressful work life. ■
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Dr Costa Nicolopoulos to Speak 
at ADI Focus Meeting 2018

This year’s ADI Focus 
Meeting will be held on Saturday 
17 November at the ICC in 
Birmingham, entitled ‘Innovations 
in Dental Implantology’.

Maxillofacial and oral surgeon 
Dr Costa Nicolopoulos will be 

among the outstanding speaker lineup, presenting 
a session on ‘Immediate Loading with Permanent 
Restorations Within 7 Days—Fact or Myth?’.

‘Successful treatment using immediate loading 
protocols affords many benefits for the clinician and the 
patient,’ he says. ‘However, there are several challenges 
to face when immediately loading dental implants with 
the permanent restorations. 

These include achieving good primary stability and 
maintaining soft and hard tissue stability in the long 
term. My lecture will discuss different methods that can 
be used to overcome both these potential problems.  
I’ll also consider possible management techniques for 
when soft tissue changes do occur’, Nicolopoulos says.

‘I believe this ADI Focus Meeting will be a  
great platform for highly experienced presenters to share 
clinically relevant implant dentistry innovations  
with delegates.

‘I encourage dental implant colleagues to attend so 
that they can gain useful, take-home information to 
apply to their protocols in practice and optimise dental 
implant treatment for their patients’.

Don’t miss out—book your place online today!
For more information or to book for the ADI Focus 

Meeting 2018, visit adi.org.uk/events. ■

ADI Focus Meeting Announced
The Association of Dental Implantology (ADI) has 

long been committed to supporting professional education 
in the field of implant dentistry. The next ADI Focus 
Meeting will be held on Saturday 17 November at the ICC 
in Birmingham.

This is a not-to-be-missed event for members and 
nonmembers alike. Entitled ‘Innovations in Dental 

Implantology’, the day will provide insights into the latest solutions on the market designed to enhance 
clinical practice. Renowned speakers Ziv Mazor, Karl Ulrich Volz, Anas Aloum, Costa Nicolopoulos, Rana 
Al-Falaki and Howard Gluckman will present their ideas and advice from around the world to deliver a broad 
and all-encompassing programme. Topics will cover everything from ridge atrophy treatment concepts to 
bone-growing implants, novel techniques for planning and execution of rehabilitative treatment, immediate 
loading, lasers in peri-implantitis management, and partial extraction therapies.

For your chance to learn from some of the best in their fields, get involved in discussions and network with 
like-minded peers, don’t miss this ADI Focus Meeting. Early bird booking is available until 1 October.

For information on the ADI Team Congress and upcoming events, visit adi.org.uk/focus18. ■
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The British Dental Conference and Dentistry 
Show was an enormous hit this year, with thousands of 
professionals making the most of the free event. There 
was learning for every member of the dental team, with 
first-class speakers, enhanced CPD and new innovations 
available for all in attendance.

Feedback from the event included:
“Both the lectures and the exhibition have been very 

good this year.”
— Gifty Sono-Koree, senior dental nurse

“I’ve really enjoyed the programme this year. There 
have been lots of new technologies coming forward.”

— Jennifer Allen, dental therapist

“I’ve really enjoyed the show this year. There’s  
a nice mix of trade show and lectures, and it’s  
good to see new products and brands coming to the  
fore amongst the bigger brands.”

— Rachel White, dental hygienist

To make sure you don’t miss out next year, 
save the dates: The British Dental Conference and 
Dentistry Show 2019 will be held on Friday 17th and 
Saturday 18th May at the Birmingham NEC, co-located 
with DTS.

For details, visit thedentistryshow.co.uk, call 020 
7348 5270 or email dentistry@closerstillmedia.com. ■

17th & 18th 
May 2019

Don’t Miss the ADI Study Clubs this Autumn 
For anyone involved in dental implantology, the 

ADI Study Clubs are a beneficial source of education, 
training and discussion. Covering a wide range of 
relevant and interesting topics, the events are free for 
ADI members; and nonmembers are welcome but 
pay a small admission fee.

ADI Study Clubs this autumn include:
• ‘Immediate Tooth Replacement in the Aesthetic 

Zone: Can We Predictably Achieve Excellence in 
Challenging Situations?’ by Stephen Jacobs:  
Bristol, 23 October.

• ‘What’s All the Talk About Torque? Implant 
Stability and Its Relevance to the Immediate 
Loading of Dental Implants’ by Stephen Jacobs: 
Birmingham, 24 October. 

• ‘Treatment Planning for the Edentulous Maxilla’ 
by Andrew Legg: Belfast, 6 November.

• ‘How to Increase Safety and Reduce Complications 

During Sinus Lift and Dental Implant Placement’ 
by Luca di Alberti: Newport, 7 November. 

• ‘Immediate Placement and Loading–A 10-Year 
Journey’ by Abid Faqir: North West (venue to be 
determined), 8 November.

• ‘Guided Implant Planning: Advanced Options’ by 
Adam Nulty: Harlow, 12 November

For the full list of events or to book,  
visit the website. 

For information on the ADI Team Congress  
and upcoming events, visit www.adi.org.uk/
studyclubs. ■
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In 1896, Dr Greene Vardiman Black, an Illinois-based dentist, 
stated: ‘The day is surely coming, and perhaps within the lifetime 
of you young men before me, when we will be engaged in practising 
preventive, rather than reparative, dentistry’.1 This turned out to 
be visionary; as Fox wrote in 2010: ‘Preventing oral disease is 
considered desirable and feasible and has been practised by dentists 
for over a century’.2

However, Fox also went on to comment: ‘There appears to be 
no clear or consistent primary research into UK dentists’ views and 

attitudes relating to their understanding of prevention and its 
application in practice’.2

So, what does preventive dentistry mean for today’s practising 
clinicians in relation to periodontal disease?

Perio and prevention
Reporting on the findings of Working Group 2 of 

the 11th European Workshop in Periodontology on the 
primary prevention of periodontitis, Chapple and col-
leagues emphasised that periodontitis is a preventable 
disease.3

Making Reparative 
Dentistry History

G.V. Black’s widely accepted preventative  
ethos should now be used to its fullest 
potential to tackle periodontal disease

— by Johnson & Johnson, the makers of Listerine

advertorial
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This prevention starts with the ‘almost 
universal recommendation’ that patients 
brush their teeth twice daily for at least two 
minutes with a f luoride-conta ining 
toothpaste. 

In addition, in patients with gingivitis, 
they recommended interdental cleaning once 
a day, with the adjunctive use of a chemical 
plaque control agent potentially offering 
further benefits to such patients.3

Current understanding of periodontal 
disease is that gingivitis and periodontitis 
are a continuum of the same inflammatory 
disease.4 However, not everyone with gingivitis 
will develop periodontitis.3

It would seem prudent, therefore, to 
adopt preventive strategies at the point of 
diagnosing gingivitis, in an effort to stop it 
progressing to periodontitis. As Chapple and 
colleagues suggested, “While not all patients 
with gingivitis will progress to periodontitis, 
management of gingivitis is both a primary 
prevention strategy for periodontitis and a 

secondary prevention strategy for recurrent 
periodontitis”.3 

It has been acknowledged that lifestyle 
factors, stress and genetic predisposition may 
all play roles in the development of peri-
odontitis. However, it remains that the most 
significant risk factor is the accumulation of 
plaque biofilm.3 

Exploring the concept of dysbiosis further, 
Meuric et al. explained: “Periodontitis is 
driven by disproportionate host inflammatory 
immune responses induced by an imbalance 
in the composition of oral bacteria; this 
instigates microbial dysbiosis, along with 
failed resolution of the chronic destructive 
inflammation”.5 

In an effort to prevent gingivitis develop-
ing into periodontitis, therefore, professional 
oral health instruction should be provided  
in an effort to reduce plaque bacteria. 

It has also been indicated that reinforcing 
such instruction may provide additional 
benefits.3 
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Changing patient behaviour
This ideology was supported by Tonetti 

and colleagues, writing: ‘Mechanical plaque 
removal remains the foundation stone of 
successful periodontal and peri-implant 
therapy. 

‘However, professional plaque removal 
is ineffective longer term without high 
standards of daily patient-delivered oral 
hygiene. The latter requires a patient-centred 
approach to education, motivation and 
sustained behaviour change, as well as good 
knowledge of the most effective methods of 
plaque removal from the marginal, sub-
marginal and interproximal areas of teeth 
and implants’.6 

Within the clinical setting, Tonetti and 
colleagues thought that ‘oral health profes-
sionals need to identify and adopt effective 
techniques that help patients change oral 
health behaviour, but there is consensus that, 

in general, oral health care providers lack a 
structured, proven approach to facilitate 
behavioural changes that improve plaque 
control’.7

One route to achieving success in these 
endeavours may be via the oral hygiene 
TIPPS behaviour-change strategy. TIPPS is 
based on strategies that have been demon-
strated as effective at improving patient 
behaviour and motivation when implemented 
in a primary care setting.8 Put succinctly, 
the goal of the intervention is to: 
• ‘Talk with the patient about the causes 

of periodontal disease and discuss any 
barriers to effective plaque removal’. 

• ‘Instruct the patient on the best ways 
to perform effective plaque removal’. 

• ‘Ask the patient to practise cleaning 
his/her teeth and to use the interdental 
cleaning aids whilst in the dental 
surgery’. 

• ‘Put in place a plan that specifies how 
the patient will incorporate oral 
hygiene into daily life’. 

• ‘Provide support to the patient by 
following up at subsequent visits’.8

Integral to success is gauging a patient’s 
level of health literacy, and the dental profes-
sional adjusting their communication style 
accordingly. 

It has been suggested that the best way 
to proceed is to provide a hands-on demonstra-
tion of plaque control, and for the patient to 
practice in front of the clinician. As an added 
caveat, the patient must consent to such a 
process.8 It is also important that oral health 
instruction takes the form of an empathetic, 
nonjudgmental conversation and is not per-
ceived by the patient as a lecture. Motivating 
behaviour change is not a one-off; it should 
form part of the discussions each time the 
patient attends for an appointment.8
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PLAQUE CONTROL:
‘GOOD’ CAN BE BETTER

To see the full study visit http://jada.ada.org/article/S0002-8177(15)00336-0/abstract

THE PROVEN ORAL CARE
COMBINATION
A combined analysis of 29 clinical studies on essential oils has been 
published in the Journal of the American Dental Association.

This showed that after 6 months of using LISTERINE®, after brushing 
and inter-dental cleaning, 37% of patients had at least half their mouth 
free from plaque, compared with only 5.5% of those who just brushed 
and used inter-dental cleaning.1

LISTERINE® contains a unique anti-plaque agent , 4 powerful essential oils. 
These penetrate the plaque biofi lm to kill 97% of bacteria left behind after 
brushing.2 For some patients ‘good’ can be better.
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Past, present and  
future gingival health

In practical terms, when it comes  
to practising preventive, rather than reparative, 
dentistry in the fight against periodontal 
disease, Tonetti and colleagues considered: 
‘Prevention requires an informed individual, 
a prepared oral health team, the use of 
appropriate screening and diagnostic 
approaches, and effective oral care health 
care aids to assist in mechanical and chemical  

 
plaque control’.6

Over the long term, ‘The key to successful 
prevention and treatment of periodontal 
diseases is lifelong effective personal oral 
hygiene. Lifelong preventive professional 
care may be necessary for the patient to 
maintain healthy gingival tissues. Regular 
re-enforcement of the importance of effective 
plaque removal and, where applicable, smok-
ing cessation advice is also required’.8 ■
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‘Aesthetic Dentistry: Digital or Traditional?’  
with Dr Florin Lazarescu 

‘Digital technology is becoming more and more prevalent within 
dentistry. Education on this aspect is necessary for clinicians to 
develop a better understanding of how both traditional and digital 
technology can be implemented effectively. This knowledge will 
enable clinicians to provide higher quality treatment. During my 
presentation, I will be exploring the various perceptions of dental 
aesthetics and the ideal standard for an aesthetic rehabilitation, 

looking in detail at the double veneer technique. Minimally invasive dentistry will be the 
key phrase within my session and I hope that delegates consider this as an essential part 
of treatment planning’. ■

BACD
news

A few of this year’s speakers share what they plan for their presentations 
and explain why you should attend the annual conference this November

Fantastic BACD Conference 
Presenters Lined Up

‘Digital Smile Design: Welcoming a New Era for Orthodontic 
and Restorative Workflow’ with Dr Elaine Halley 

‘I will be looking at the benefits of using the iTero scanner and 
how the DSD App can be employed as a way of showing patients 
what their smile could look like post-treatment. I will also 
demonstrate how DSD can become part of the treatment-planning 
process, enabling clinicians to produce more predictable results. 
Delegates should leave with a clear understanding of the step-by-step 
process involved with integrating facially-driven treatment plans 

using digital technology.
‘The aim of the BACD has always been to bring the best dental education to 

members and nonmembers alike, thereby creating a community that is incredibly 
inclusive, regardless of experience or position within the profession. The excitement and 
enthusiasm for dentistry is evident in delegates that attend the conference every year’. ■
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‘Placement and Restoration of Implants in the Aesthetic Zone’  
with Dr Joe Bhatt 

‘My session will feature a hands-on element, where I will be looking at correct 3D 
positioning of an implant and selecting the appropriate abutment for aesthetic reconstruction 
in the upper anterior region. I will also focus on the “one abutment, one time” concept, 
whereby the permanent abutment is fitted at the time of implant placement. 

‘So long as delegates understand the processes behind immediate-loading protocols  
and how to implement the right techniques, they should be able to provide the best care in all implant cases.

‘The BACD has steadily grown over the years and the Annual Conference remains one of the dental  
calendar’s flagship events—the educational value it offers is outstanding. I would strongly encourage  
any dental professional to attend’. ■

‘Smile Rehab the Digital 
Way’ with Dr Jameel Gardee 

‘I will show delegates how they 
can use digital technology to 
produce both 2D and 3D designs 
of beautiful smiles, allowing 
patients to see the final result before 

any procedures commence, thereby increasing 
treatment acceptance rates. 

‘I will then demonstrate how to deliver a 
predictable, final restoration using various systems  
from Cerec, Trios, Carestream and iTero. I hope 
delegates realise that digital dentistry can be just as 
effective, if not more so, than traditional dentistr”. 

‘I’m definitely looking forward to attending the 
BACD Annual Conference. There will be a lot of great 
speakers in attendance; lots of fantastic hands-on 
workshops and delegates should also make the most of 
the various social events taking place. I would 
encourage everyone to book tickets early’. ■

‘Chairside Fabrication of 
Adhesive Fibre Bridges’ 
with Dr Komal Suri

‘During my session, I will 
explore the correct materials to 
use and various different 
applications of these bridges, 

including as a provisional prosthesis after tooth 
extraction, during the healing period following 
implant placement, and as an indicator in CT 
scanning and X-rays. I hope delegates realise that 
practitioners don’t have to make patients wait two 
weeks while a bridge is fabricated by a lab. We can 
make them ourselves, creating a bridge that is the 
right shape and size, which we can test immediately 
on the patient and enable them to walk out of the 
practice the same day with a tooth.

‘Practitioners should attend the BACD Annual 
Conference at the end of the year because there are 
always diverse speakers in attendance and there is 
something on offer for everybody’. ■

Make sure you visit the BACD website today to book your ticket to this celebrated event.

The BACD Fifteenth Annual Conference 2018
‘The Functional Smile: Start With Why…’

8th–10th November
Millennium Gloucester Hotel, Kensington, London.

For further enquiries about the  
British Academy of Cosmetic Dentistry, visitbacd.com
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Restorative and 
aesthetic dentistry 
expert Dr Ken Harris, 
is delighted to be 
presenting at this 
year’s British 
Academy of Cosmetic 

Dentistry (BACD) Annual Conference. 
He will be joining an exceptional lineup 
of world-class speakers, who will be 
providing their professional insights on a 
wide variety of topics. Harris’ hands-on 
lecture, entitled ‘The Kois Occlusal 
De-Programmer’, will present a simplified 
approach to accurately recording centric 
relation (CR) and a valuable adjunct when 
completing occlusal equilibration. 

‘Despite the fact that there are 
numerous techniques described in the 
literature,’ says Harris, ‘for many 
clinicians, recording centric relation still 
remains a daunting prospect, and often 
proves difficult to achieve in practice. 
Once you can confidently locate and 
record CR, then the whole world of 
occlusion opens up, but for too many 
practitioners CR remains the elephant in 
the room.

‘The problem today—as it was when I 
was student—is that occlusion is not 
really taught at undergraduate level in the 
UK. Consequently, the entire subject 
remains clouded in mystery. Most 
references to occlusion come with dire 
warnings about the consequences of 
“dabbling” in a complex subject that is far 
too challenging for general dental 
practitioners (GDPs) to get involved with.

My personal view is that some university 
tutors do not really understand occlusion 
and so, to hide their shortcomings they 
warn us off the subject. 

‘As our patients retain their teeth for 
longer, there is a growing demand for 
GDPs to be able to deliver complex 
restorative treatment. Yet, dental  
hospitals are unwilling or unable to  
accept referrals for these procedures, 
which begs the question: who will  
treat these cases in the future?  
I suspect it will probably fall to GDPs  
to deal with the issue. So, if we are  
going to have to deliver complex 
reconstructive dentistry for our patients, 
then we need to be secure in the 
knowledge that we can trust our CR 
positioning before we begin treatment’.

As one of only two accredited  
fellows of the BACD, Harris acts as a 
tutor and examiner for the BACD 
accreditation process. He was the  
first UK graduate of the Kois Center in 
Seattle, where he now mentors, and 
despite being a full time practitioner, 
Harris maintains a busy teaching schedule 
both nationally and internationally. 

He is ideally placed to offer his 
expertise to delegates at the BACD 
Annual Conference. 

Harris explains: ‘Occlusion is an 
overwhelmingly practical subject that 
cannot really be learned from discussing 
the theory alone. As the occlusion 
learning curve appears too steep, many 
practitioners avoid taking the first step 
into this subject. Like all other journeys, 

BACD
news

Occlusal deprogramming 
at the BACD
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the first step is always the most difficult, 
but my presentation at the BACD Annual 
Conference aims to make the first step 
into CR recording easy.

‘In advance of the session, delegates 
will be instructed how to fabricate  
and wear their own Kois Occlusal 
De-Programmer device. They will arrive 
on the day with their own occlusal 
systems fully “deprogrammed”,  
thereby allowing a real-time record  
of CR to be undertaken with delegates 
working upon each other during  
the workshop. 

‘I aim to eliminate any “occlusion 
confusion”, simplifying the entire process 
so that delegates can put the theory into 
practice right away, and be able to help 
solve their patients’ complex restorative 
problems right from the get-go. I hope 
delegates realise that you don’t need to be 
on the Specialist Register to be able to 
confidently and predictably record CR 
every time,’ he says.

‘With a rapidly aging population, 
there is so much complex dentistry 
waiting to be carried out. I encourage 
clinicians to attend my session  
if they want to reignite their passion  
for restorative dentistry and  
differentiate themselves from other 
dentists in their area.

‘Delegates can safeguard their 

professional future by providing complex 
treatment plans for their patients. It’s a 
no-brainer!’.

Reflecting on the BACD and the 
Annual Conference, Harris adds: ‘As a 
founding member of the Academy, I have 
been thankful to see how it has developed 
over the years. I am particularly proud of 
the BACD’s inclusive membership and 
would encourage all dental professionals 
to become part of this dynamic 
organisation.

‘The BACD Annual Conference has a 
well-deserved reputation as one of the 
industry’s most welcoming events. Dental 
professionals have the opportunity to 
mingle with enthusiastic colleagues who 
share an upbeat, can-do attitude that flies 
in the face of so many other dental 
conferences, where the overlying theme is 
often doom and gloom for the future. I 
recommend everyone to come to the 
Annual Conference and rekindle their 
passion for dentistry. The full-day lecture 
presented by Dr John Kois is worth the 
ticket price alone, so if you are serious 
about your profession, you’d be daft to 
miss it’.

Join Dr Harris and many other 
industry-leading experts at one of the 
dental profession’s most highly  
anticipated events. ■

Visit the BACD website to book your ticket today.  
The BACD Fifteenth Annual Conference 2018 ‘The Functional Smile: Start With Why…’

8th – 10th November 2018
Millennium Gloucester Hotel, Kensington, London

For further enquiries about the  
British Academy of Cosmetic Dentistry, visit www.bacd.com
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Over the past few years, dentistry has 
experienced a tremendous development 
and health care innovations have changed 
the way in which dentistry is performed. 

As a result, education and training has 
become crucial to cope with new 
technologies, materials and treatment 
methods and deliver high-quality care. 

Therefore, BioHorizons continuously 
provides education tailored to the needs of 
dental professionals and announces two 
upcoming courses featuring leaders in the 
implant field. 

On Saturday, 13th October 2018, 
Professor Tiziano Testori, head of Implant 
Dentistry and Oral Rehabilitation at the 
University of Milan, will talk about 
‘Immediate Loading: State of the Art’ in 
Dublin. 

Testori’s lecture will increase 
knowledge on achieving the goal of an 

immediate loading protocol by reducing 
the number of surgical interventions, as 
well as shortening the time frame between 
surgery and prosthetic delivery, all 
without sacrificing implant success rates. 

It will also cover predictable clinical 
indications, contraindications to 
immediate loading and the pre-prosthetic 
diagnostic phase.

‘Communication-Based Implant 
Dentistry with Dr Lincoln Harris’ is 
scheduled for Thursday, 18th October, in 
London. 

Harris is a clinician in a private 
practice and will share his expertise  
and develop delegates’ understanding  
on how to communicate effectively  
with patients suitable for  
implant treatment.

He will challenge delegates’ thinking 
on how effective they really are at 
communicating with their patients. 
Throughout the day, delegates will 
increase their knowledge on deeper and 
more effective patient communication, 
how communication can reduce failure 
rates, effective planning for complex and 
simple cases and dealing with 
complications.

Further information and  
registration are available at  
theimplanthub.com/education. 
Or, email educationuk@biohorizons.com  
or call 01344 752560. ■

BioHorizons presents international 
leaders in implant dentistry

Professor Tiziano Testori
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iSy, the intelligent implant system from 
CAMLOG, is the perfect partner for Cerec, 
providing dentists with the ultimate in digital 
dentistry.

iSy is a complete implant system with 
high primary stability and the ability to 
provide fully digitised restorations. This 
intelligent approach to workflow provides 
dentists with superior time and cost 
efficiencies.

With Cerec, the scan adapter and scan 
body, purchased separately, are simply snapped 
onto the premounted implant base; there is 
no need for a screwdriver during the digital 
impression. Some work steps are eliminated 
completely with iSy, while others are consider-
ably simplified.

For those who prefer it, iSy restorations 
can be completed using an analogue workflow 
as well. 

With ultra-lean processes, one platform 
and one abutment shift, the workflows remain 
simple and the treatment period comparably 
short.

For ease of use, everything needed  
for a single implant surgery is contained 
within the iSy set, including a single-patient 
form drill, an implant with premounted 
base, two multi-functional caps, a cover cap 
and a gingiva former.  

For more information on the iSy implant 
system, visit isy-implant.co.uk or contact 
the exclusive UK and Ireland distributor, 
BioHorizons; call 01344 752560 or email 
infouk@biohorizons.com. ■

‘iSy’ does it with CEREC

advertorial
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Dear DentaltownUK readers, colleagues 
and friends, it is with great excitement that I 
write my first piece as the newly appointed 
student editor. 

My name is Beth Bradley. I am a final-year 
dental student from Ireland studying at the 
University of Leeds. I have a keen interest 
in dental journalism and I am looking 
forward to influencing the Student section of 
DentaltownUK. I am privileged to have been 
appointed to this role, and am honoured to 
write alongside such inspiring and influencing 
authors. 

DentaltownUK has been an invaluable 
source of information for me and is an 
extremely helpful learning tool for dental 
professionals and trainees alike. It provides 
the opportunity to have insightful articles and 
informative interviews all readily available 
at our fingertips, on tablets or computers.  

In the ever-advancing world of den-
tistry, where online systems are becoming  
part an parcel of everyday life—even more 
so in undergraduate training—it is great 
to have a dental magazine available on this 
platform too! 

In a feature that ran in the U.S. version of 
Dentaltown magazine, Dr Michael J. Melkers 
spoke about the benefits of lifelong learning 
and even as I stand on the threshold of a 
dental career, I can see the integral part in 
which continuing professional development 
will play within my future. Melkers said that 
having a strong desire to learn but also to 
share knowledge is a key attribute to success.

My vision for the Student section is to help 
continue to make it interesting, informative 
and educational. 

I would like undergraduate readers to 
use the magazine as a source for studying, 
be that through revision tips and tricks, or 
through the publication of summaries of up 
and coming research. 

I hope to share interviews and articles 
which will prepare young students for the 
inevitable career decisions which are essential 
to postgraduate dental life. 

My aim is to harness the enthusiasm 
and skills demonstrated by so many young 
dental professionals today via social media, 
some of whom sit on our editorial board 
already. Drs David Bretton and Shiraz Khan 
are just some of the amazing dentists who 
have influenced my dental training to date. 

It is at this point that I encourage you, 
the readers, to start thinking! 
• What are you interested in? 
• What are you doing in your dental school 

that your colleagues would learn from? 
• What or who inspires you? 
• We want to know! 

Please get in touch and you may see your 
name in (digital) print very soon! 

I hope you enjoy the Student section 
and find it inspiring and educational. In the 
next issue we will introduce our assistant 
student editors. 

Good luck to everyone as we begin  
a new and hopefully successful year at  
dental school. ■

Introducing
Beth Bradley
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dentaltownukQUIZ
The DentaltownUK Quiz is the perfect thing if you’re looking for something to do. 

You can do it at home on your own, with your family or even with your colleagues on your lunch break! 
There’s a link to the answers down below.

You can click here for the anwers!

1 In what year was YouTube founded?

2 Which is taller—the Eiffel Tower 
or the Statue of Liberty?

3 How many squares are  
on a chessboard?

4 Which fictional character lived 
at 221b Baker Street?

5 What is the national  
animal of Scotland?

6 Which animal is the symbol 
of the World Wildlife Fund?

7 What is the first movie in 
the James Bond franchise?

8 In which year was Nelson Mandela 
released from prison?

9 Which country was the first  
to allow women to vote?

10 What is a group of frogs known as?

1 5 10



#BOAT
BASH
FRIDAY 5 OCTOBER 2018
SUNBORN LONDON YACHT HOTEL
19:30

£55 bar & casino | £45 bar only | £15 casino entry after 22:00

For tickets please visit www.dentalsky.com/events

#LIVEMUSIC
#CASINO
#CANAPÉS 
#PHOTOBOOTH


