








ality (Fig. 7), it was possible to de�ne a four-step de�nitive 
treatment plan lasting eight months (Fig. 8).

The work process

Step 1 
Five days after the trauma, the goal was to regenerate 
the bone volume in area #21. The key to success in this 

phase is to create a provisional restoration to condition 
the soft tissue while holding the biomaterial in the socket. 

It should be emphasised that the immediate insertion 
of an implant at this stage in this speci�c case was not 
possible, as it would not have allowed optimal primary 
stability. To obtain the provisional crown, following a dig-
ital path, I proceeded as follows: 

Fig. 10a: Aesthetic result of the �rst step. Fig. 10b: Bone regeneration. Fig. 10c: CBCT scan after �ve months. Fig. 10d: Preliminary soft-tissue conditioning.

Fig. 9a: Etching of the anterior teeth. Fig. 9b: De�nitive bonding of the mock-up. Fig. 9c: Initial scan and use of the CEREC software to create the �rst provisional 

crown. Fig. 9d: Digital project of tooth #21. 
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1. I etched teeth #13–23 in order to bond the previously
tested mock-up using the adhesive technique. This de-
cision was decisive, as it allowed me to virtually design a
provisional crown for area #21 with an adequate cervical
shape by copying it with the scanner and then mirroring
the new tooth #11 morphology with the CEREC design
software (Dentsply Sirona; Figs. 9a–d).

2. I performed bone regeneration of socket #21 using
Geistlich Bio-Oss and Geistlich Mucograft (Geistlich
Pharma). In this phase, the previously milled provisional
crown was bonded to the adjacent teeth with a metal
wire and �ow resin after etching and applying the ad-
hesive on their palatal surfaces. An adequate compres-
sion of the provisional crown protected the biomaterial

Fig. 14a: Customisation of the collagen matrix with a zirconia bur. Fig. 14b: Customised collagen matrix. Fig. 14c: Collagen matrix positioning. Fig. 14d:

Collagen matrix insertion.

Fig. 11: Digital impression necessary to create the second provisional crown screwed into the implant. Fig. 12a: First incision. Fig. 12b: Full-thickness �ap 

detachment by 3 mm. Fig. 13: Implant placement.
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graft in the following months, keeping the papillae stable. 
After �ve months, I obtained the necessary bone volume 
to be able to place an implant in the anterior edentulous 
area (Figs. 10a–d). 

Step 2
The objective of this second step was to insert an im-
plant in the regenerated bone ridge and to restore the 
volume of the keratinised gingival tissue in the vestibular 
area around it and thus recreate an adequate vestibular 
gingival pro�le in harmony with the gingival pro�le of the 
adjacent teeth. Even at this stage, the aim was to create 
a second provisional crown with an appropriate emer-
gence pro�le in order to further stabilise the soft tissue 
by conditioning it completely. I performed the following 
procedures:

1. Taking of a digital impression with an intra-oral scan-
ner. The most important aspect during this �rst scan was
the creation of the gingival mask, which entailed copying
the previously conditioned soft tissue. This scan would
guide us during the design phase of the emergence pro-
�le of the provisional crown. A proper emergence pro�le
was certainly the key to success, and it would allow us
to achieve, in a predictable way, correct conditioning of
the tissue around the cervical third of the crown screwed
into the implant. The maxillary master model would then
be digitally cut in the centre of area #21 using a cutter
tool (Fig. 11).

2. Design of the �ap. The incision did not involve the cor-
onal part of the papillae, as an incision of the bone peaks
would inevitably have led to the loss of 1.0–1.5mm of bone 

Fig. 15: Suture. Fig. 16a: Digital planning of the second provisional crown screwed into the implant. Baseline (left), copy line (middle) and crown (right). Fig. 16b:

Crown milled in PMMA. Fig. 16c: The second provisional crown screwed in. Fig. 16d: Healing at three months. Fig. 17: Soft-tissue appearance after removal 

of the provisional crown. 
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and thus an impairment of the �nal aesthetics. There-
fore, an intra-sulcular vestibular incision was performed 
by creating a small mucosa pocket obtained through a 
further partial-thickness incision of the soft tissue in cor-
respondence with the buccal portion of the edentulous 
area (Figs. 12a & b). 

3. Placement of the implant. The implant was positioned
centrally with a palatal inclination in order to prevent the
screw access hole from affecting the incisal edge of
the provisional crown or its vestibular surface (Fig. 13).

4. Customisation of a Geistlich Fibro-Gide matrix
(Geistlich). Fibro-Gide is a porous, resorbable and volu-
metrically stable collagen matrix of porcine origin, spe-
ci�cally designed for the regeneration of soft tissue in
order to avoid removal of autologous connective tissue.
This matrix promotes angiogenesis, the formation of
new connective tissue and the stability of the collagen
network in submerged healing. In an aesthetic case
like this, however, the matrix must be customised and
adapted to the recipient site. It would then be very sta-
ble and maintain its volume in the healing phase, and
it would not be oversized, avoiding traction of the �ap
and/or excessive volume of the soft tissue after healing.
As it is a particularly resistant matrix, I always �nd it dif-
�cult to shape it with a scalpel blade. Instead, I suggest
the use of a zirconia bur at low speed. In this way, over-
heating and denaturation of the collagen will be avoided

and the structural characteristics will be maintained 
(Figs. 14a–d).

5. Placement of the collagen matrix and suturing. The
collagen matrix was placed in the previously created
mucosa pocket. The soft tissue must be hermetically
sutured over the matrix so that it is completely submerged
(Fig. 15).

6. Taking of �nal digital impressions to fabricate the
immediate provisional crown. Once the previously cut
impression had been achieved, along with the comple-
tion of the 3D position of the implant, the emergence
pro�le was drawn (baseline) on the gingival mask.
Subsequently, on selection of the anatomical portion
of tooth #11 (copy line), crown #21 was automatically
created thanks to the design software. The restoration
of tooth #21 milled in PMMA was cemented to the
TBase and then screwed into the implant at 20Ncm.
The real advantage of this technique is that the provi-
sional crown would not have to be relined with acrylic
resin in the patient’s mouth, avoiding the risk of con-
taminating the collagen matrix. The provisional crown
properly designed thanks to a personalised emergence
pro�le would favour the conditioning of the soft tissue
by supporting it and, furthermore, by sealing the mar-
gins of the surgical gap. This would protect the under-
lying collagen matrix, ensuring a successful �nal result
(Figs. 16a–d).

Fig. 18a: Soft-tissue digital impression gingival mask. Fig. 18b: Biogeneric copy of the mock-up and the screwed-in provisional crown. Fig. 19: Prepared teeth. 

Fig. 20: De�nitive digital impression of the prepared teeth.
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Step 3 
In this �nal phase, the case was prosthetically �nalised 
following a chairside digital method. The key to this step 
is the biogeneric copy function that the prosthetic soft-
ware makes available and through which it is possible to 
copy the morphology of the previously bonded mock-up 
and of the provisional crown screwed into the implant. 
With this approach, we share with the design software 
the shapes previously tested in order to create the de�n-
itive prosthetic restoration. 

1. Creation of the gingival mask and biogeneric copy of
the anterior teeth. Proper implant osseointegration was
obtained after three months, and the conditioning of the
soft tissue appeared to be optimal both in terms of tissue
quality and in terms of reconstructed volume. In Figure 17, 

it is possible to see that the gingival pro�les were perfectly 
harmonious and natural thanks to the provisional crown. 

At this point, I performed the biogeneric copy of the 
anterior teeth, and after having unscrewed the provisional 
crown from the implant, I scanned the position of the 
papillae and gingival margin with an intra-oral scanner.
And so doing, I created the gingival mask, at the same 
time, sharing the morphological information of the soft 
tissue with the CEREC design software which would go 
to creating the de�nitive prosthetic devices (Figs. 18a & b).

2. Preparation of the anterior teeth. In the treatment plan,
I had planned to create �ve veneers from tooth #13 to tooth
#23, with the exception of area #21, for which I had planned 
to make a crown to be screwed into the implant (Fig. 19).

Fig. 21a: Gingival mask and emergence pro�le crown on implant #21 de�nition. Fig. 21b: Drawing of the baseline, highlighting the �nishing line preparation. 

Fig. 21c: Drawing of the copy line. Fig. 21d: Automatic project of the de�nitive restorations by the CEREC software. Fig. 21e: Morphological improvement with 

the digital tools. Fig. 22: De�nitive prosthetic restorations milled.
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3. Taking of �nal impressions of the prepared teeth. With
a scan post positioned on the implant, the prepared
maxillary arch was scanned with the intra-oral scanner,
capturing every single anatomical detail not only of the
prepared teeth but also of the teeth not involved in
the preparation. This operation is necessary to match the
virtual models, a prerequisite in order to obtain de�nitive
prosthetic devices with the same shape as the mock-up
(Fig. 20).

4. Development of the master models and digital de-
sign. Once the impression phase had been completed,
we would rely on the software in order to design the
de�nitive prosthetic teeth. To begin with, it is necessary
to draw the baseline on the soft-tissue pro�le, highlighting
the area within which the software will detect and create
a prosthetic crown with a proper emergence pro�le that
will support the previously conditioned papillae and gin-
gival margin. Subsequently, the baseline for each of the
prepared teeth must be drawn, highlighting the �nishing
line preparation. In the following step, the copy line will be
drawn, selecting the same teeth from the master model
created by copying the mock-up. With this information,
the software will create the �nal virtual prosthetic teeth.

The digital tools that the software makes available are 
an excellent aid in perfecting the shape of the prosthetic 
teeth (Figs. 21a–e). 

5. Choice of material and milling of prosthetic teeth. The
choice of material is another important key point. A den-
tist who decides to take the digital path must have a good
knowledge of the chemical and physical characteristics of 
materials on the market because they are directly linked
to the aesthetic and functional result that will be obtained.

If it is clear to us how natural teeth react to light, consider-
ing aspects such as �uorescence, opalescence and trans-
lucency, then our goal will be to select the most suitable 
CAD/CAM block. In general, my �rst choice is feldspathic 
ceramics, as they allow me to obtain results that are 
closest to the aesthetic characteristics of natural teeth. 
However, in the case that it is necessary to mill prosthetic 
restorations to a very thin thickness (0.2–0.3mm), it is nec-
essary to choose a hybrid ceramic containing a variable 
percentage of resin, which gives greater elasticity and thus 
avoids fractures during milling and obtains accurate margins.

In addition to chroma and value, it is important to con-
sider translucency when choosing the material to create 
prosthetic restorations for the anterior area. The multi-
coloured blocks, or so-called multilayer blocks, have a 
strati�cation that goes from opaque to translucent. In the 
design phase, it is recommended to allocate the trans-
lucent area to the incisal edge of the anterior teeth. In this 
case, having the need to make very thin veneers, I se-
lected a hybrid ceramic. As mentioned, it is a more elastic 
material than feldspathic ceramic and offers the advan-
tage of being available in industrially drilled CAD/CAM 
blocks for the production of screw-retained crowns on 
implants. More speci�cally in the case described in this 
article, I milled �ve multicoloured hybrid ceramic veneers, 
a multicoloured hybrid ceramic crown for implant #21 
and a single-colour hybrid ceramic abutment to mask 
the grey titanium of the TBase (Fig. 22). 

6. Finalisation of the prosthetic teeth. This point is very
important, as it will de�ne the �nal appearance of the
prosthetic teeth. In my opinion, we erroneously rely too
much on products such as glazes or stains to perform
the surface characterisation. The goal we should aim for
at this step should not be the creation of mirrors that
re�ect light evenly, but the creation of a surface texture
capable of re�ecting light in a different way that gives
the prosthetic teeth a more natural appearance. The mi-
cro- and macro-texture of each tooth should be sculpted
by inserting all the micro-defects that are typical of nat-
ural teeth and that help us to camou�age the prosthe-
ses. When I use ceramic materials, I do not use stains or
glazes, but after sculpting the texture, I just polish them
with a series of polishers in order to enhance the anatomy 
of each individual tooth.

Figs. 23a & b: Polished restorations.

23b

23a

| case report

44 CAD/CAM
1 2022



Another aspect to consider is the fact that the thinner 
areas, such as the cervical third, after adhesive cemen-
tation, transfer the natural colour of the prepared tooth 
to the surface which, for example in this area of the 
thinnest enamel, is more chromatic. To remedy this, 
coloured cements are available on the market with which 
it is possible to modulate the �nal colour after cemen-
tation (Fig. 23).

7. Adhesive cementation. This last step is very delicate,
as if not managed properly, it could nullify the �nal re-
sult from both an aesthetic and functional point of view.
Avoiding going into details of the various phases that
characterise this step, it is important to remember that
the main aspects to be considered in order to obtain
optimal stability of the prosthetic devices over time after
their cementation are the following:

Fig. 24a: De�nitive cementation. Fig. 24b: Try in paste. Fig. 24c: Preparation starting from the mock-up. Fig. 24d: De�nitive restorations in the patient’s mouth. 

Fig. 24e: Impact of the new smile on the patient’s face. 
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– isolation of the operative site by dental dam (I will not
discuss the importance of the dental dam here, as we
clinicians know that adhesive cementation must be
performed under isolation of the operating site);

– conservative preparation; and
– evaluation of the �nal colour.

I believe it is essential to emphasise how important con-
servative preparation of the teeth involved in the treat-
ment is: leaving enamel on the surfaces of the prepared 
teeth will allow for greater adhesion than would be ob-
tained on dentine. For this reason, I advise you to start the 
preparation already from the mock-up, creating the guide 
grooves of 0.5mm deep with a calibrated bur that allows 
conservation of the enamel. We must not forget that the 
dentine must be hybridised immediately if it is uncovered 
because in this way, by engaging the newly uncovered 
collagen �bres, the strength of the adhesive bond will also 
be increased on this tissue. Delay in these cases would 
lead to deterioration of the �bres, consequently lowering 
strength of the adhesive bond. 

Equally decisive for the �nal aesthetic result is the third 
point. Today, there are coloured cements on the market 
that allow us to modulate the �nal colour of prosthetic 

devices by mitigating the possible discoloration of a de-
vitalised tooth or highly chromatic dentine, or to slightly 
modify the value of the ceramic. These products are sold 
with the respective full-colour test glycerines, through 
which it is possible to select the most suitable cement 
colour for the case (Figs. 24a–e). 

Conclusion

I hope that reading this article will be an incentive to see 
your work differently. Over the years, my vision has led 
me to change my approach and my work process con-
tinuously and to look at what I am doing with a critical 
eye, in order to improve. After so many years of navigat-
ing the digital sea, I must admit that today, compared 
with 20 years ago, procedures have been simpli�ed and 
what was considered pioneering at the time is now part of 
the accepted clinical protocols. Technological innovations 
and the development of increasingly high-performing 
materials have allowed me to reduce therapy times and 
discomfort for my patients and, moreover, to increase 
my pro�t margin (Figs. 25a–c).

about
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Figs. 25a–c: Final outcome.
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“CAD/CAM materials play 
a key role in our research 
because they are the future” 
An interview with Prof. Bogna Stawarczyk
By Annett Kieschnick, Germany

Differences within material classes in CAD/CAM ceram-
ics are not obvious at �rst glance. A knowledge of mate-
rials science is required in order to classify the ceramics 
accurately, to use them according to the indication and 
to process them correctly. In this interview, Prof. Bogna 
Stawarczyk, whose team at the Ludwig-Maximilians-
Universität München (LMU Munich) in Germany is re-
nowned for its groundbreaking work in the �eld of zirconium 
dioxide and silicate ceramics, shares insights about lithium 
disilicates and the features of Initial LiSi Block (GC Europe).

Prof. Stawarczyk, could you please specify to which 
class of materials lithium disilicate ceramics belong?
In general, dental ceramics can be divided into two 
groups—oxide ceramics (for example, zirconia) and silicate 
ceramics. Lithium disilicate is a silicate ceramic that is 
additionally reinforced with lithium disilicate crystals. The 
reinforcement crystals result in higher mechanical prop-

erties, such as �exural strength or fracture toughness, 
compared with non-reinforced silicate ceramics (feldspar 
or leucite ceramics).

The superordinate group of lithium disilicate ceramics is there-
fore lithium silicate. There are three subgroups here. Lithium 
disilicate ceramic has been available on the market for a long 
time. In addition, lithium metasilicate and lithium aluminosilicate 
ceramics have been around for a few years. The main compo-
nents of these ceramics are lithium oxide and silicon oxide.

So, there are different lithium silicate ceramics and 
various products from several manufacturers. How 
can these be distinguished from a materials science 
perspective?
For us, the composition of the ceramics and the manufac-
turing process are interesting and ultimately decisive for the 
material’s properties. The glassy phase of all three lithium 
silicate ceramics is silicon oxide; the crystalline phase is 
lithium oxide.

Lithium disilicate and lithium metasilicate ceramics are 
formed by the crystallisation of lithium oxide and silicon 
oxide. The molar ratio between lithium oxide and silicon 
oxide in the glassy phase determines the formation of either 
lithium metasilicate or lithium disilicate crystals. In lithium 
aluminosilicate ceramics, a co-crystallisation of lithium 
disilicate and lithium aluminosilicate takes place.

That sounds very technical. What are the differences 
in processing in the practice and in the laboratory?
The industrial manufacturing process and the composi-
tion of the ceramics determine the application properties. 
Since the ceramics are reinforced differently, there are cer-
tainly deviations in certain properties. For example, all three 
lithium silicate ceramics are suitable for CAD/CAM milling 
but, at the moment, only lithium disilicate ceramic is suit-
able for the pressing technique.

Furthermore, some ceramics are pre-crystallised and 
others are fully crystallised, which affects the manu-

Fig. 1: Prof. Bogna Stawarczyk is head of materials science research at the Depart-

ment of Prosthetic Dentistry and and a professor at LMU Munich. She is vice presi-

dent of the European Association of Dental Technology. (Image: © Bogna Stawarczyk)
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facturing process. In addition, a lithium aluminosilicate 
ceramic cannot be individualised by glaze �ring in the 
furnace with conventional ceramics owing to the low 

coef�cient of thermal expansion (CTE). In contrast, lithium 
disilicate ceramics, for example, can be characterised 
with ceramic-based paints.

Fig. 2: The fully crystallised lithium disilicate ceramic Initial LiSi Block is based on GC’s proprietary HDM technology, which has already proven itself in the 

Initial LiSi Press ceramic. (Image: © GC Europe)

Fig. 3: CAD/CAM-manufactured veneers made of lithium disilicate ceramic Initial LiSi Block (GC Europe). 
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In general, lithium disilicate ceramics have a CTE compa-
rable with that of zirconia. So, it is easy to remember that, 
if a ceramic’s CTE value is comparable with that of zirco-
nia, it also bonds to a lithium disilicate ceramic. Hence, 
the practitioner should be aware of important differences 
between the different lithium silicate ceramics.

Nowadays, new optimised ceramics are constantly 
coming onto the market. Some time ago, GC launched 
a fully crystallised CAD/CAM block, Initial LiSi Block. 
What is so particular about it?
Basically, Initial LiSi Block is a lithium disilicate ceramic. 
A special feature is that the material is already in the 
de�nitive crystallised state and thus already has its max-
imum density and �nal �exural strength. Therefore, the 
ceramic does not have to be recrystallised in the furnace 
after the grinding process.

Another positive aspect is that the Martens hardness 
parameters (Martens hardness and penetration modulus) 
are slightly lower compared with other lithium silicate 
ceramics, which means that the edge stability is very high. 
The ceramic is easy to mill. The risk of edge breakouts 
or brittleness is reduced because of these Martens 
hardness parameters. The light-optical properties also 
appear very good.

From a processing point of view, the fast production time 
should also be mentioned as a special feature; additional 
crystallisation �ring is omitted. Nevertheless, individua-
lisation is still possible on request. After a short time, 
ceramic-based paints can be used to individualise the 

restorations made from the monochromatic block. To 
individualise the milled restorations, a system could 
be used such as the paintable colour-and-form ceramic 
Initial IQ ONE SQIN (GC Europe).

You have subjected the ceramic to some laboratory 
tests for preliminary research. What were your �rst 
�ndings?
Compared with other lithium silicate ceramics for milling, 
there was a lower Martens hardness, which correlates 
with the good edge stability Initial LiSi Block has. In ad-
dition, the penetration modulus (indentation modulus/
elasticity modulus) is slightly lower than that of com-
parable lithium silicate ceramics. Therefore, even �nely 
tapered and sharp edges can be precisely imple-
mented. We’ve tested various mechanical properties 
and found that the reliability (Weibull modulus) of Initial 
LiSi Block is high. From this it can be concluded that 
the material does not fracture spontaneously and 
unexpectedly.

In summary, a clear trend can be drawn from our �rst 
preliminary tests: the material has positive Martens hard-
ness parameters, which indicate that the edge stability of 
the milled restoration is high.

At LMU Munich, you do a great deal of research on 
CAD/CAM materials and pay attention to the very 
practical questions arising from practice and labora-
tory. Are there any questions that are brought to your 
attention repeatedly?
CAD/CAM materials play a key role in our research 
because they are the future. The material quality is 
high and standardised owing to industrial production. 
Questions from the practice and the laboratory usually 
concern processing: “How can the materials be ground 
and polished?”, “How much rework is necessary?”, 
“Are the materials compatible, for example, with paints?”, 
and so on.

Very often, the focus is also on questions relating to intra-
oral luting. Here, I come back to the lithium disilicate 
ceramic Initial LiSi Block. From my point of view, resto-
rations made of this ceramic should be cemented adhe-
sively. The milled restoration is etched for 20 to 30 seconds 
and, after conditioning with a silane-containing primer, 
seated according to the protocol with a conventional 
resin composite cement or, according to the manufac-
turer’s instructions, with a self-adhesive resin composite 
cement, such as G-CEM ONE from GC Europe. Since 
cementation is a sensitive step, materials science knowl-
edge is especially important.

What material trends do you foresee for prosthetic 
dentistry in the near future and later?
In general, we try to copy the properties of the natural 
hard tooth substance in dental restorative materials. This 

Fig. 4: CAD/CAM-manufactured veneer for an anterior tooth made of lithium 

disilicate ceramic (Initial LiSi Block; GC Europe) after the grinding process. 

Fig. 5: Posterior crown milled from fully crystallised lithium disilicate (Initial 

LiSi Block; GC Europe). The picture illustrates the high edge stability, which 

is owing to a slightly reduced Martens hardness. (Images 3–5: © Christian 

von Bukowski)
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is not possible with the currently available materials. For 
example, the elasticity modulus of ceramic materials is 
too high and that of polymer-based materials too low. 
Compromises lead to other disadvantages. So, it’s always 
a balancing act.

It is conceivable that thermoplastics will gain a higher pri-
ority in the future, but currently, the aesthetic properties 
are limited. As far as aesthetics are concerned, ceramic 
materials are convincing and will remain so for years to 
come. If these ceramic materials could then be imple-
mented in the 3D-printing process at some point, we 
would work much more economically in terms of material 
consumption and quick achievement of long-lasting 
restorations. The printing of dental ceramics is certainly 
not foreseeable in the near future in prosthetic dentistry, 
but it is a very conceivable scenario.

Editorial note: Prof. Bogna Stawarczyk studied dental 
technology at the Osnabrück University of Applied 
Sciences in Germany after completing her dental tech-
nician training. She completed her bachelor thesis at 
the clinic for dental prosthetics at the University of Bern 
in Switzerland and later her MSc in dental technology at 
the University for Continuing Education Krems (formerly 

Danube University Krems) in Austria. She is the former 
head of materials science research of the clinic for �xed 
and removable prosthodontics and dental materials 
science at the University of Zurich in Switzerland. 
Prof. Stawarczyk completed her doctorate and her post-
doctoral quali�cation (Habilitation) at LMU Munich, where 
she was appointed head of materials science research 
in 2015 and extracurricular professor in 2020. She is 
also the vice president of the European Association of 
Dental Technology and teaches materials science at 
several dental technology master schools. She has over 
350 publications to her name. In addition to applied 
research related to tooth-coloured materials, she takes 
time to continue researching the optimisation and new 
development of innovative dental materials and their 
manufacturing technologies.
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“At age 37, CEREC advances  
the restorative capabilities  
of dentists as never before”
An interview with Prof. Werner H. Mörmann  
and Dr Cord F. Stähler
By Jeremy Booth, Dental Tribune International

CEREC was launched in 1985 as the first complete  
CAD/CAM system for the fabrication of dental resto­
rations. Astoundingly, nearly four decades later, CEREC 
remains the sole solution of its kind and is used by  
dentists the world over, including by the youngest pro­
fessionals, who would be hard pressed to swap their  
iPads for Macintosh Xls. CEREC founders, Prof. Werner 
H. Mörmann and electrical engineer Dr Marco Brandestini,  
unveiled the system to a bewildered profession, and 
many dentists insisted that digital technology had no 
place in oral healthcare. Dentsply Sirona, however, 
quickly recognised its potential, partnered with the inven­
tors and became instrumental in the system’s develop­
ment. Dental Tribune International had the honour of 
speaking with Prof. Mörmann, who recently celebrated 
his 80th birthday, and with Dr Cord F. Stähler, chief  

technology officer at Dentsply Sirona, about the history 
and future of the one-and-only CEREC.

Thank you for speaking with us, Prof. Mörmann. 
Could you tell us how you came up with the idea for 
CEREC?
Prof. Mörmann: In 1979, a very intense discussion in  
dentistry arose about a possible health risk from the mer­
cury component of amalgam, the then standard material 
for treating carious defects in molar teeth. Dentists began 
to systematically replace amalgam fillings with compos­
ites, and patients liked the more aesthetic tooth-coloured 
fillings. However, these caused new problems: the large 
resin-based posterior fillings leaked from the beginning 
because of polymerisation shrinkage, causing pain and 
secondary caries. As a lecturer and researcher, I felt 
compelled to seek a solution.

The solution was to have the filling fabricated quickly  
outside the mouth and to bond it to the tooth as an inlay. 
However, conventional inlay procedures using ceramic or 
metal were laborious and time-consuming, and it was 
clear that new technology would be needed to solve the 
problem. Around this time, the accessibility of computers 
was increasing, and their potential fascinated me. That 
was when the idea came to me that dentists could  
produce inlays by themselves using digital technology: 
3D-scanning the tooth, for example, and designing the 
inlay and having it formed quickly from a block of aes­
thetic material directly in the practice. This brought ce­
ramics to the forefront of interest because the material 
was very similar to tooth structure physically, biologically 
and aesthetically. Using ceramics, however, required a 
completely new manufacturing technique as well as  
a new clinical concept. The rest is history!

The development of the CEREC system was not quite 
straightforward. What setbacks did you experience 
and how were they overcome?

Fig. 1: CEREC pioneer Prof. Werner H. Mörmann. Fig. 2: Dr Cord F. Stähler 

is chief technology officer at Dentsply Sirona. (Images: © Dentsply Sirona)
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Prof. Mörmann: I had a technical solution in mind that 
would integrate data acquisition, design and form grind­
ing into a small mobile unit. The solution needed a  
monitor and had to be a practical device that could be 
used chairside by the dentist. Dr Marco Brandestini, an 
electrical engineer and a good friend of mine, was also 
enthusiastic about the idea and saw it as a technical  
challenge for himself. Our first functional model of a  
form grinding machine actually self-destructed when the 
grinder sank into the ceramic!

The solution was to use cylindrical plunge grinding along 
the mesiodistal inlay axis with a diamond-coated grinding 
wheel and a water turbine as the drive. This worked 
quickly at the chairside, but the occlusal surface was flat 
and dentists had to shape the fissures and cusps manu­
ally by themselves after bonding. I am extremely pleased 
that inlays made in this way still work after 25 years  
or more. This solution—together with many clinical  
studies—confirmed that the clinical concept was viable.  
The full story of the technical and clinical emergence  
of the CEREC method is rather long, but those who  
are interested can download it free of charge from  
moermanncerecstory.com, in English or German.

Dr Stähler, as CTO at Dentsply Sirona you are well 
versed in all matters relating to CEREC. How import-
ant has the system become for the company?
Dr Stähler: Dentsply Sirona and CEREC have been in­
separably linked for many years. In 1985, when CEREC 
was launched, digitalisation in dentistry was still in its  
infancy, and scepticism and reservations about it were 
prevalent.

As a company, however, Dentsply Sirona always believed 
in this idea and demonstrated its perseverance from the 

very beginning. Engineers from our company were in 
constant exchange with Prof. Mörmann and Dr Brandestini,  
and with CEREC users. Together, the parties continued 
to develop the system and to set new standards in digital 
dentistry.

Today, the system is mature, and the quality of the clini- 
cal results are unquestionable. CEREC has had a huge  
impact on us as a company and continues to do so.  
Digital is now part of our DNA: we think, we act, and we 
live digitally.

How would you describe the current significance of 
CEREC in dentistry?
Dr Stähler: CEREC, as a system, is a fixed force in the 
market. The all-new CEREC includes Primescan and  
the CEREC Primemill, and it is now easier for an even 
wider circle of practitioners to decide how this modern 
digital technology can be used quickly and economically 
in individual dental practices.

The individual components of CEREC, including the 
scan, the software, the milling and grinding machine and 
the material block, are optimally coordinated to provide  
a seamless workflow. Digital chairside dentistry is now 
faster, easier and more reliable than ever before. It has 
reached a new level of quality, and this provides for a  
noticeably more comfortable treatment experience for 
the patient.

The use of 3D scanners is increasing dramatically. 
Where does the Primescan fit into the CEREC  
system?
Dr Stähler: We developed intra-oral scanning in the  
context of CEREC and, by doing so, established a market 
for the technology. Today, we see the use of intra-oral 

Fig. 3: Prof. Werner H. Mörmann (left) developed the CEREC system in the early 1980s together with electrical engineer and close friend, Dr Marco Brandestini. 
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scanning and digital impressions growing beyond chair­
side and encompassing all areas of dental treatment;  
first and foremost with clear aligners, but also in the daily 
interaction with laboratories. Here, we see our market-
leading and patient-benefiting precision and speed as 
key advantages. We will continue to drive single-visit  
dentistry, but we will also use our experience of dozens 
of years in chairside for all other applications, especially 
in the cooperation with dental laboratories.

Prof. Mörmann, are you surprised that new applica-
tions for CEREC are still being discovered?
Prof. Mörmann: Not at all! I said a few years ago that the 
intra-oral scanner has the potential to scan the complete 
oral situation for diagnosis during practically any dental 
examination. To name just one example, scans can also 
be done by dental assistants. In any case, as a treatment 
method, CEREC still offers plenty of scope for further  
developments. These could relate to any of the steps,  
including data acquisition, form grinding, milling tech­
nology and materials.

While we are on the topic of new developments,  
Dr Stähler, what can you tell us about the latest  
upgrades of the Connect and CEREC software?
Dr Stähler: The latest upgrade of the Connect and 
CEREC software is upgrade 5.2, and it has provided  
users with new functionalities and even better perfor­
mance. Patient communication has also been improved 

through a new visualisation step in the model phase. It is 
now possible to view the model directly without resto­
ration selection. Primescan users also benefit from these 
updates, and new firmware makes the intra-oral scanner 
faster and extremely stable while giving users access to 
new workflows and even better usability.

How do these developments benefit dentists?
Dr Stähler: Owing to its improved firmware, Primescan 
can now generate more 3D data points per second than 
ever before. With software generation 5.2, the scanning 
speed and scan stability have doubled. For clinicians 
working with Primescan in their practices, these improve­
ments in firm- and software result in more efficient work­
flows and even greater reliability and they also provide  
a more comfortable patient experience.

CEREC is the best example of Dentsply Sirona’s pioneer­
ing of digital dentistry. Using CEREC, we are building  
a digital platform that brings together all stakeholders  
and devices and the intention is that new technologies 
and existing equipment can be seamlessly integrated  
into the workflow. By doing that, we can help dentists to 
focus on providing patient care and we can give patients 
a much better and smoother experience.

What drives upgrades to CEREC? Is it advancements 
in technology or changes in dental treatment and  
patient preferences?

| industry news
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Prof. Mörmann: Foremost are the expectations of the  
patient. Whether he or she needs the perfectly aesthetic 
blending in of a single anterior tooth or a full rehabilitation 
of the dentition, the patient wants to have the treatment 
done with efficiency and the results of the restoration 
need to be pleasing and clinically and aesthetically dura­
ble. Upgrades have led to the perfection and expansion 
of the application of the CEREC method, and the system 
itself has also benefited from advancements in technol­
ogy. These developments go hand in hand. For example, 
I expect that the large number of digital CEREC resto­
ration designs worldwide could be analysed using artifi­
cial intelligence in order to develop assistance systems 
that would further improve restorative work.

Dr Stähler: I agree, and I would add that the driving force 
behind innovation is the sum of many factors. Dentists 
and dental technicians wish to treat and care for patients 
in the best possible way, and our goal is to support them. 
Our focus on digital technologies has made dental treat­
ment more accurate and more pleasant for patients, and 
it has resulted in workflows in laboratories being safer, 
more cost-efficient and more predictable.

Our success in developing solutions that meet the needs 
of dentists worldwide is the result of a competitive spirit 
and talented employees who are committed to product 
innovation and high-quality service and training. Improv­
ing clinical outcomes, workflows and patient satisfaction 
is a driving force in our daily efforts, and we are continu­
ally investigating ways in which we can redefine the limits 
of what is possible. As you see, it is not just about  
technology; it is also about attitudes and emotions.

What do you think the future holds for digital den-
tistry and how will CEREC compete with other  
advancements, such as 3D printing?
Dr Stähler: Digital technologies will always offer benefits.  
Diagnostics and planning can be implemented in a time- 
saving manner, and the patient can find out very quickly 
which treatment options are available and what the results 
will be. The treatment itself is also faster. The keyword here 
is single-visit dentistry and, ultimately, this will lead to even 
greater cost-efficiency for dental practices. The CEREC pro­
cedure, which includes digital impressions and chairside 
manufacturing of restorations, plays an important role in this.

A 3D printer could be a useful addition to the portfolio for 
use in applications in which milling and grinding ma­
chines do not always provide an optimum result—such 
as in the use of composites. I believe that 3D printing is 
ready to take centre stage; it is ready to become a part  
of the daily workflow for clinics and laboratories alike.  
So, watch this space!

However, CEREC and 3D-printing technology are not 
mutually exclusive. They complement each other per­

fectly in digital practices and laboratories. I am certain 
that 3D printing will be used alongside CEREC for a long 
time to come and that both technologies will have their 
specific use cases.

Prof. Mörmann: Anyone who is involved with digital  
technology knows: never say never. Forty years ago, we 
would never have dreamed of all the things that are now 
possible with CEREC. In this respect, as we consider the 
future, all dental professionals can look forward to being 
part of a very exciting process of development.

Finally, Prof. Mörmann, what gives you the most  
satisfaction as the inventor of CEREC?
Prof. Mörmann: For me, it is the fact that the method, as  
it is today, is more fascinating than ever. It has increased 
the enjoyment of restoring teeth, be it with single inlays, 
onlays, overlays of any form and size, half and full crowns, 
endocrowns, veneers, anterior and posterior crowns,  
tabletops, implant crowns, quadrant treatments, three- 
and four-unit bridges or complex full-mouth rehabilitations.  
Restorations are automatically generated with individual 
biogeneric occlusal morphology using habitual bite or  
virtual functional registration. Drilling templates can be 
fabricated. To sum up, CEREC provides dentists with a 
vast choice of high-tech, highly aesthetic ceramic, hybrid 
ceramic and composite restorative block materials with 
suitable strength.

Everything runs smoothly, quickly, easily and with high 
precision: the scanning, the restoration design and the 
machining. And the result is first fit, at the margins as  
well as at proximal and occlusal contacts. We are talking 
about a system that was launched in 1985. To me, this 
represents an awesome and truly fantastic success, and 
for this, I would like to thank the developers at Dentsply 
Sirona! It is wonderful to realise how many colleagues 
around the world are successfully using CEREC in their 
practices and providing patients with excellent clinical 
care. Without a doubt, at age 37, CEREC advances the 
restorative capabilities of dentists as never before.

Editorial note: The name CEREC is derived from Chair-
side Economical Restoration of Esthetic Ceramics and 
also from the initial letters of ceramic reconstruction.

“Forty years ago, 
we would never have 

dreamed of all the things  
that are now possible  

with CEREC.”
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SCANTIST 3D—discover the 
�rst 3D scan spray that evaporates
automatically after 20 minutes
An interview with Dr Sebastian Gell, co-owner of 
Scanningspray, the company that developed SCANTIST 3D

By Claudia Duschek, Dental Tribune International

When using even the most modern extra-oral scan-
ners, it is usually necessary to use matting sprays to 
achieve great accuracy in digital models. With the aim of 
improving scan quality, a German company has devel-
oped SCANTIST 3D, a new 3D scan spray that was spe-
ci�cally developed for extra-oral CAD/CAM applications 
in dentistry. In this interview, Dr Sebastian Gell explains 
the main features and advantages of the spray, which al-
lows, for example, accurate scans of transparent objects.

Dr Gell, could you please tell us more about the need 
for digitisation in dental laboratories? 
Nowadays, the number of dental restorations such 
as prostheses produced by conventional means is 
continuously decreasing. The desire for restorations 
made of high-performance ceramics, which increases 
aesthetic demands and high-precision requirements, 
has led to the development of digital manufacturing 
processes using computer-aided design (CAD) and 
computer-aided manufacturing (CAM). Digitisation has 
therefore become an essential process in the fabrica-
tion of dental restorations in modern dental labora-
tories.

The surface of the scan object is digitised with the 
help of a 3D scanner, and a 3D model is created from the 
data obtained. The digital model can then be compared 
with actual parameters and, in the event of deviations, 
changes can be made to the physical model. In the addi-
tive manufacturing process, digital models also serve as 
input data for a 3D print.

In order to ensure exact 3D scan results, it is often 
necessary to apply a coating to the scan object. 
How can optimal scanning conditions be achieved 
with SCANTIST 3D?
Three-dimensional scanning requires that light emitted 
by the scanner is re�ected from the scan object back into 
the sensor of the scanner. In the case of a transparent or 
translucent surface, for example, the light passes through 
the surface instead of being re�ected from it. As a result, 
the scanner is not able to capture the surface structure.
For this reason, it is often necessary to apply a coating 
before scanning objects that are transparent, translu-
cent, re�ective, shiny or highly structured with deep 
pockets. SCANTIST 3D forms a thin layer of white, homo-
geneous coating which eliminates re�ections and other 
inhomogeneities and thus provides ideal conditions for 
optical scanning.

Dr Sebastian Gell is a professor of business administration at FH Aachen 

University of Applied Sciences in Aachen in Germany. He is also a co-founder 

of Scanningspray, the company specialising in surface matting for optical 3D 

scanning that developed SCANTIST 3D. (Image: © Sebastian Gell)
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The handling is extremely simple and comfortable. 
SCANTIST 3D is applied evenly to the surface of the 
scan object at a distance of 5 to 10 cm. The spray cans 
are equipped with a special valve with a very � ne nozzle. 
This makes handling easy and ef� cient, as the spray is 
applied with pinpoint accuracy and precision. The coat-
ing has a layer thickness of about 2 µm and adheres to 
all materials, even to very smooth surfaces.

SCANTIST 3D is the � rst evaporating extra-oral 
3D scan spray. Why is this a crucial advantage for 
dental laboratories?
Conventional extra-oral 3D scan sprays are 
based on ground white colour pigments. 
The disadvantage is that the applied coating 
must be removed again after scanning. The 
cleaning process is very tedious, costly and 
time-consuming. Unlike conventional sprays, 
the coating of SCANTIST 3D VANISHING 
evaporates about 20 minutes after applica-
tion. The spray does not contain pigments 
and thus avoids the pigment-contamination 
of sensitive areas, such as laboratories, 
equipment and users. You can even apply 
SCANTIST 3D VANISHING directly, on the 
spot, without taking any costly precautions 
to avoid pigment-contamination. Overall, 
SCANTIST 3D eliminates the fundamen-
tal application problems of conventional 
3D scan sprays and thus greatly increases 
ef� ciency and productivity within the digi-
tising process.

This new scanning spray is free from 
titanium dioxide. Why is this important?
In a scienti� c opinion issued on 14 Sep-
tember 2017, the Committee for Risk 
Assessment of the European Chemicals 
Agency proposed the classi� cation of tita-
nium dioxide as a Category 2 carcinogen 

by inhalation. Based on this opinion, titanium dioxide 
has now of� cially received its carcinogenicity classi� ca-
tion according to the EU Classi� cation, Labelling and 
Packaging Regulation. The classi� cation as a carcino-
gen by inhalation applies to mixtures in powder form 
containing 1% or more of titanium dioxide which is in the 

form of, or incorporated in, particles with an 
aerodynamic diameter ≤ 10 μm. This criterion 
is met by many of the sprays used for scan-
ning containing titanium dioxide. Based on 
this drastic change, I expect that many dental 
laboratories will be looking for less harmful 

spray alternatives.

Is the product globally available, and 
how can technicians order it?
We are currently building our global reseller 
network and are therefore very happy 
about dealer inquiries. Dental technicians 
can contact their usual sources and den-
tal retailers and make them aware of 
SCANTIST 3D.

Editorial note: More information about 
SCANTIST 3D can be found online at 
www.scantist3D.com.

New 3D scan spray developed for extra-

oral CAD/CAM applications in dentistry. 

(Image: © SCANTIST 3D)

Dental 3D scan sprays form a matt, white and homogeneous coating when 

applied. This reduces re� ections and other inhomogeneities and thus creates 

excellent scanning conditions. (Image: © SCANTIST 3D)

“SCANTIST 3D eliminates 
the fundamental application 

problems of conventional 
3D scan sprays and thus 

greatly increases ef� ciency 
and  productivity within the 

 digitising process.”

oral CAD/CAM applications in dentistry. 

(Image: © SCANTIST 3D)
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Extension of Ceramill CAD/CAM 
work� ow—digital solutions lead 
the way into the dental practice
By Amann Girrbach, Austria

With its Ceramill Direct Restoration Solution (DRS), 
Amann Girrbach has extended its integrated digital work-
�ow to the dentist and thus closed the communication 
gap that existed between the dental practice and the lab-
oratory. The new digital work�ow from Amann  Girrbach 
has been designed to enable interdisciplinary future- 
oriented collaboration and streamlined production pro-
cesses that enable same-day dentistry.

In this process, both partners contribute their core compe-
tencies in order to provide patients with de�nitive and func-
tional prostheses in a more timely and less complicated way. 
The delivery of smaller units is possible on the same day, 
depending on the local distance between the two partners. 

Depending on the type of collaboration that is desired, 
three team work�ows are available in combination with 
the corresponding Ceramill DRS Kits. In each case, the 
central basis of these work�ows is AG.Live, a new digital 
platform that provides the infrastructure and patient case 
management procedures to support a level of consistency 

and ef�ciency that was previously unattainable. As such, 
AG.Live takes communication and collaboration between 
the practice and the laboratory to an entirely new level. 

Virtual platform AG.Live creates freedom, 
more ef� cient processes 
and greater  customer proximity

With AG.Live, Amann Girrbach has started the largest 
digitisation offensive in the company’s history. This web-
based portal for collaboration between laboratories and 
dentists offers comprehensive digital services at all lev-
els. For example, AG.Live is a central tool for digital case 
management, networking, infrastructure, material man-
agement and support services. It is also a knowledge 
database that will gradually replace the company’s pre-
vious C3 customer portal. 

On the one hand, the platform networks machines and 
materials in the laboratory, thereby simplifying processes 
and increasing quality and reproducibility. On the other 

Ceramill Direct Restoration Solution (DRS). The new digital work� ow from Amann Girrbach has been designed to enable interdisciplinary future-oriented 

collaboration and streamlined production processes that enable same-day dentistry. (All images: © Amann Girrbach)
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hand, the greatest advancement is that AG.Live connects 
the growing global network of dental professionals who 
are operating digitally. This bridges the interdisciplinary 
gap between dentists and dental technicians and facil-
itates future-oriented cooperation. Furthermore, within 
this network of optimised and new partnerships, partic-
ipants can focus on their strengths and better position 
themselves on the market. 

Extending the digital Ceramill CAD/CAM 
work� ow to the dentist

The Ceramill DRS Connection Kit is the basic entry-level 
option, with which dentists and laboratories can al-
ready take full advantage of digitisation. It consists of a  
Ceramill Map DRS intra-oral scanner, the associated 
scan software and the connection to AG.Live. Any order 
data, including all the required information, can therefore 
be shared with the laboratory seamlessly and in real time 
via AG.Live. This eliminates the need for handwritten job 
sheets and conventional impressions. All that is neces-
sary is the physical delivery of the restoration to the den-
tal practice, and this is possible on the same day in cases 
of simple restorations. Such timely delivery can lead to 
a better dental experience for the patient and could ulti-
mately attract new patients to the practice and generate 
more orders for the laboratory. 

If the preferred material is zirconia, the High-Speed 
 Zirconia Kit, consisting of Zolid DRS zirconia and a cor-
responding Ceramill Therm DRS sintering furnace, can 
optimally support the laboratory in fabricating straight-
forward zirconia restorations on the same day. 

In an additional step—which can provide patients with their 
prostheses even faster—the system in the dental practice 
can be upgraded at any time with the Ceramill DRS Produc-
tion Kit. This allows simple restorations to be fabricated in the 
practice and placed in the patient’s mouth in a single session. 

All Ceramill DRS Kits are currently available for pre-
ordering within Germany, and the High-Speed Zirconia Kit
is already available to laboratories. Early bird DRS users 
bene�t from particularly close support from the DRS 
specialists at Amann Girrbach. For further information
and to pre-order, visit www.ceramill-drs.com.

Free online presentation about the 
 innovative Ceramill DRS

In this online presentation, Amann Girrbach explains why it 
places the dental laboratory at the centre of the prosthetic 
work�ow and ensures the highest possible quality and 
patient satisfaction through close integration and digital 
exchange with the dentist. Even with the basic version, the 
Ceramill DRS Connection Kit and the link to the AG.Live 
digital platform, the practice and laboratory can connect 
in a unique manner and take full advantage of the bene-
�ts of digitisation. The presentation also explains interdis-
ciplinary collaboration for restorations in a single session 
or on the same day, using the upgrades to the Ceramill 
DRS Production Kit and the DRS High-Speed Zirconia Kit. 

The full presentation can be accessed, free of charge, 
in various languages from Amann Grirrbach website, 
https://academy.amanngirrbach.com/en/webinar/ceramilldrs-
the-roi-of-digital-transformation/3606.

The Ceramill Direct Restoration Solution enables dental practitioners and technicians to work as an interdisciplinary and future-oriented team and makes 

same-day prosthesis fabrication possible. 
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Innovation and seamless work� ow

Digitising and scaling up traditional laboratories

UP3D will soon be releasing its new � ve-axis fully automatic 
dental milling machine (720 × 875 × 630 mm; 130 kg), enabling 
intelligent unattended milling and large-scale production. With 
P53-DC, laboratories can scale up their production, using one 
interface to control multiple dental milling machines via UPCNC 
software.

Boasting an automatic disc changer, P53-DC improves user ef� -
ciency, expands laboratory production and pro� ts, and permits 

a more ef� cient work� ow. The machine employs an intelligent 
monitoring system for the high-speed milling process and auto-
matically continues milling from the last interrupted step, avoiding 
repeated work and improving work ef� ciency by 80%.

P53-DC features a LED light progress bar, reducing staff inspection
time, and automatically calculates tool lifetime, allowing planning 
for reasonable tool life cycles and reducing the risk of zirconia 
fracture and milling failure with UPCAM.

The machine is easy to operate 
and can start milling after � le 
import with a single click. 
P53-DC holds 12 blanks, has 
11 tools and supports multi-
ple restorative materials, 
such as zirconia blocks, 
wax, PMMA and PEEK.

www.up3ds.com
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For your laboratory, being a strong digital partner means more than 
designing great restorations. It is about customer service, transpar-
ency and being there when your customers need you.

The new 3Shape Dental System 2021.2 along with the recently 
launched 3Shape Unite platform for dental practices delivers a best-
in-class work�ow and transparent connection between your labora-
tory and dental practices. It offers new communication and work�ow 
tools that will allow you to provide not only terri�c restorations but 
also �rst-class customer service.

We have optimised the work�ows and added exciting new tools like 
real-time communication with chat, an auto case status update 
timeline, and a do-it-yourself pro�le builder for your laboratory on 
the 3Shape Unite platform.

Now you can market your laboratory directly to the over 30,000 dentists 
who will come to use the 3Shape Unite platform. You can enrich your 
Unite pro�le with a business logo, photos, videos and a detailed descrip-
tion of your laboratory including the products and services you offer.

By building your pro�le, you make your laboratory instantly search-
able in the Unite Store. Clinics will now be able to �nd your laboratory 
with ease, and your presence on Unite ensures exceptionally easy 
communication for the design, production and order tracking of treat-
ments. Receiving case �les is no longer fragmented, and there is no 
longer any need to switch platforms for separate work�ows. Building 

your pro�le so clinics can �nd you in our Unite Store is as easy as it 
can be. You simply log on to Communicate and �ll in the desired �elds.

Another new functionality in the Dental System 2021.2 noti�es you 
when practices request permission to connect with your laboratory. 
When you accept, all relevant practice details are automatically 
populated in your 3Shape Communicate.

The new 3Shape Dental System 2021.2 is about much more than 
unleashing your laboratory’s creative potential with our industry-
leading CAD design software. It allows you to provide �rst-class service
as a strong and seamlessly connected digital laboratory partner.

Dental System 2021.2 key features include:
– increased productivity and aesthetics with improved implant 

bridge design;
– options for complete and partial denture design using the same 

work�ow and tools in order to boost productivity;
– arti�cial intelligence technology to eliminate work�ow steps like 

tooth segmentation and the preset of the occlusal plane;
– pre-installed integration with 3Shape Automate, which facilitates 

uploading and downloading 3Shape Automate designs and making 
changes to them; and

– signi�cantly sharper imaging with the “enhance detail” setting in 
the E4 laboratory scanner.

www.3shape.com

3Shape 

Dental System 2021.2 released
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2022 British Dental Conference 
and Dentistry Show: 
An event not to be missed
By Brendan Day, Dental Tribune International

The British Dental Conference and Dentistry Show 
(BDCDS), the UK’s leading two-day exhibition and con-
ference for dental professionals, is �nally set to return to 
an in-person event after a lengthy COVID-19-enforced 
postponement. To address the unique challenges brought 
about by working through a pandemic, the organisers 
are promising an event that will enable dental teams to 
learn practical solutions to adapt to the “new normal”, 
to set goals to accelerate dental treatments and to thrive 
in a post-vaccine world.

The 2022 BDCDS will take place from 13 to 14 May in 
Hall 5 of the National Exhibition Centre in Birmingham. 
The event generally attracts more than 9,000 attend-
ees and over 400 exhibitors and is free to attend for 
all registered dental professionals. According to event 
convenors CloserStill Media, the 2022 show will feature 
over 100 hours of continuing professional development 
(CPD) opportunities and more than 200 speakers across 

13 speci�c conference streams and 12 clinical theatres. 
Included on the programme will be the British Academy 
of Cosmetic Dentistry’s BACD Aesthetic and Digital Dentist 
Theatre, the Dental Hygienist and Therapist Symposium, 
and the Dental Business Theatre, which will have a se-
ries of engaging and relevant presentations designed to 
help dentists build a successful and pro�table practice.

“The British Dental Conference and Dentistry Show is 
a great event. It’s got all the major players across the 
industry here exhibiting and some really good clinical 
content,” said Martin Woodrow, chief executive of the 
British Dental Association.

He added: “There’s everything you need. Buy equipment 
that you want. You can get your CPD all in one place, 
mix with the professions and do some good networking!”

https://birmingham.dentistryshow.co.uk
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International events

British Dental Conference & 
 Dentistry Show

13–14 May 2022
Birmingham, UK
https://birmingham.dentistryshow.co.uk

SIDEX Seoul  International 
Dental Exhibition & 
 Scienti� c Congress 2022

27–29 May 2022
Seoul, South Korea
https://eng.sidex.or.kr

Expodental Meeting

19–21 May 2022
Rimini, Italy
www.expodental.it/en

Dental Bern 2022

9–11 June 2022
Bern, Switzerland
https://dental2022.ch

The 11th IAOCI World Congress 

19–21 May 2022
Washington, DC, US
www.iaoci.com/iaoci-2022/  
general-information

EuroPerio10

15–18 June 2022
Copenhagen, Denmark
www.efp.org/europerio

ROOTS SUMMIT 2022

26–29 May 2022
Prague, Czech Republic
www.roots-summit.com

Dental World Budapest 2022

13–15 October 2022
Budapest, Hungary
https://dentalworld.hu/ 
dental-world-2022-en

17th IDEX Istanbul 2022

26–29 May 2022
Istanbul, Turkey
https://cnridex.com

AAID Annual Conference 2022

21–24 September 2022
Dallas, USA
www.aaid.com

©
 0

6p
ho

to
/S

hu
tt

er
st

o
ck

.c
o

m



Xxxxxx | 

65CAD/CAM
1 2022

©
 3

2 
p

ix
el

s/
S

hu
tt

er
st

o
ck

.c
o

m

How to send us your work 

submission guidelines | 

Please note that all the textual compo-
nents of your submission must be com-
bined into one MS Word document. 
Please do not submit multiple �les for 
each of these items:

· the complete article;
· all the image (tables, charts, photo-

graphs, etc.) captions;
· the complete list of sources consulted 

and
· the author or contact information (bi-

ographical sketch, mailing address, 
e-mail address, etc.).

In addition, images must not be embed-
ded into the MS Word document. All im-
ages must be submitted separately, and 
details about such submission follow be-
low under image requirements.

Text length

Article lengths can vary greatly—from 
1,500 to 5,500 words—depending on the 
subject matter. Our approach is that if 
you need more or fewer words to do the 
topic justice, then please make the article 
as long or as short as necessary.

We can run an unusually long article in 
multiple parts, but this usually entails a 
topic for which each part can stand 
alone because it contains so much infor-
mation.

In short, we do not want to limit you in 
terms of article length, so please use the 
word count above as a general guideline 
and if you have speci�c questions, please 
do not hesitate to contact us.

Text formatting

We also ask that you forego any special 
formatting beyond the use of italics and 
boldface. If you would like to emphasise 
certain words within the text, please only 
use italics (do not use underlining or a 
larger font size). Boldface is reserved for 
article headers. Please do not use under-
lining.

Please use single spacing and make sure 
that the text is left justi�ed. Please do not 
centre text on the page. Do not indent 
paragraphs, rather place a blank line be-
tween paragraphs. Please do not add tab 
stops.

Should you require a special layout, please 
let the word processing programme you 
are using help you do this formatting au-
tomatically. Similarly, should you need to 
make a list, or add footnotes or endnotes, 
please let the word processing pro-
gramme do it for you automatically. There 
are menus in every programme that will 
enable you to do so. The fact is that no 
matter how carefully done, errors can 
creep in when you try to number footnotes 
yourself.

Any formatting contrary to stated above 
will require us to remove such formatting 
before layout, which is very time-consum-
ing. Please consider this when formatting 
your document.

Image requirements

Please number images consecutively 
throughout the article by using a new 
number for each image. If it is imperative 
that certain images are grouped together, 
then use lowercase letters to designate 
these in a group (for example, 2a, 2b, 2c).

Please place image references in your ar-
ticle wherever they are appropriate, 
whether in the middle or at the end of a 
sentence. If you do not directly refer to the 
image, place the reference at the end of 
the sentence to which it relates enclosed 
within brackets and before the period.

In addition, please note:

· We require images in TIF or JPEG for-
mat.

· These images must be no smaller than 
6 x 6 cm in size at 300 DPI.

· These image �les must be no smaller 
than 80 KB in size (or they will print the 
size of a postage stamp!).

Larger image �les are always better, 
and those approximately the size of 1MB 
are best. Thus, do not size large image 
�les down to meet our requirements 
but send us the largest �les available. 
(The larger the starting image is in terms 
of bytes, the more leeway the designer 
has for resizing the image in order to �ll 
up more space should there be room 
available.)

Also, please remember that images 
must not be embedded into the body of 
the article submitted. Images must be 
submitted separately to the textual sub-
mission.

You may submit images via e-mail or 
share the �les in our cloud storage 
(please contact us for the link).

Please also send us a head shot of your-
self that is in accordance with the re-
quirements stated above so that it can 
be printed with your article.

Abstracts

An abstract of your article is not re-
quired.

Author or contact information

The author’s contact information and a 
head shot of the author are included at 
the end of every article. Please note the 
exact information you would like to ap-
pear in this section and format it accord-
ing to the requirements stated above. A 
short biographical sketch may precede 
the contact information if you provide us 
with the necessary information (60 words 
or less).

Questions?

Magda Wojtkiewicz 
(Managing Editor)
m.wojtkiewicz@dental-tribune.com
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