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Steve Jones

Co-chairman
ROOTS SUMMIT

One step ahead

The original online forum for endodontics is gearing up
for another ROOTS SUMMIT, and we hope that you will
join us in May 2024.

The year off between ROOTS SUMMITs is when the
meeting really begins to take on its character. Picking the
perfect venue is only part of the fun, and this event prom-
ises a great deal of fun in addition to the incredibly high
level of scientific and clinical relevance ROOTS SUMMIT
has been known for since the first event in 1999. ROOTS,
the premier global discussion forum for endodontics,
has been around for so long because of the high level of
academic integrity both of our Facebook group and at
our biennial events.

Dr David E. Jaramillo, scientific chairman of ROOTS
SUMMIT, is in the process of fine-tuning the programme
with multiple world-class speakers. Thus far, we can
confirm that we have speakers from Spain, Brazil, Israel,
Japan, India, Iran and, of course, Greece. The complete
details of the programme and speakers will be an-
nounced at the Dental Tribune International media
lounge during this year’s International Dental Show (IDS)
in Cologne in Germany. Registration for the general pro-
gramme will begin on 9 May this year. The workshop
schedule will be completed shortly after that. The pro-
gramme will have essentially the same format of every
presentation being done in one room, and there will be
a few small enhancements and additions.

Join us online in our Facebook group to learn how you
can gain a 50% discount on registration by having your
oral or case presentation accepted. We will also be hav-
ing a quarterly contest with a prize of free registration
for ROOTS SUMMIT if your clinical or scientific article is
chosen for publication in future issues of this magazine.
Details of both programmes will also be released during IDS.

As important as the programme is, the memories that
are made at ROOTS SUMMIT are why people have been
coming to the event for so long, some for more than
20 years! The possibilities for having a great time are
endless in Greece. | know that | am planning to explore
and visit at least one island. But first we will have a world-
class learning experience in the wonderful event centre
that we have secured, consistent with the beautiful loca-
tions we had at the Berlin and Prague summits.

We are looking forward to seeing you in Athens from
9 to 12 May 2024. In the meantime, enjoy this very infor-
mative issue of roots, in which you will find descriptions
of novel preparation techniques and the use of laser and
minimally invasive approaches in endodontics.

We also look forward to seeing you online at facebook.com/
groups/rootsendo.

Steve Jones
Co-chairman of ROOTS SUMMIT
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was performed using the SkyPulse laser (Fotona) in the a strip perforation in the ori ce of the MB2 canal was ob

AutoSWEEPS (shock wave enhanced emission photo
acoustic streaming) mode. This allowed me to reach the
middle third of the MB2 canal with C-PILOT les, and this
was con rmed with a radiograph (Figs. 6 & 7). The ow of the
irrigants was observed between the MB1 and MB2 canals.
A crown-down procedure with the C-PILOT and Perfect
Shape les was performed up to the established tempe
rary working length. Owing to a lack of time, the patient
was scheduled for another appointment. The tooth was
temporarily restored with composite resin.

At the next appointment, a dental dam was placed after
local anaesthesia, and the restoration was removed. The
pulp chamber was rinsed with water and sodium hype

chlorite 5,25% activated with the ED3D ultrasonic tip. The
next step was to remove more dentine from the isthmus
with help of the ED3D ultrasonic tips. After this procedure,

served (Fig. 8). At this stage, | decided not to remove more
dentinal structure and to perform the Less-Prep Endo pre
tocol one more time. After the enhanced irrigation proce
dure, the ow of the irrigants between the MB1 and MB2
canals became much more rapid. The MB1 and DB canals
were shaped to working length with the 25/.07 Perfect
Shape le, and the P canal was shaped up to size 45/.04
with Endostar E3 Azure les (Poldent). All the canals were
irrigated with 5.25% sodium hypochlorite and 17% EDTA.

The MB2 canal was lled with an epoxy resin-based
sealer using the squirting technique, and the MB1, DB
and P canals were obturated with the continuous wave
compaction technique with this sealer and warm gutta-
percha (Fig. 9). The perforation was sealed with a mineral
trioxide aggregate material (Fig. 10) and covered with
composite resin (Fig. 11). Radiographs at different angulations
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were performed, and these showed an additional path of
the sealer in the apical part of the mesial root and a puff
around the apex (Figs. 12 & 13). To confirm that the me-
sial root had been filled properly, the patient was referred
for a CBCT scan. The examination revealed that the MB2
canal had been filled with the sealing material and that
there was an isthmus between the MB1 and MB2 canals
in the apical third of the root and two separate portals of
exit (Fig. 14). The tooth was restored with composite
resin, and the patient was referred for an indirect resto-
ration with cusp coverage and scheduled for a recall
appointment in six months.

At the recall appointment, the CBCT examination found
no signs of inflammation. The tooth was asymptomatic,
and the Schneiderian membrane was not enlarged
(Figs. 15a & b).

Case 2

A 40-year-old female patient was referred to Dr Karas's
office because tooth #47 was symptomatic and tender
to percussion. During examination with a conventional
radiograph, the referring dentist could not find any visible
signs of the root canals, so he would not have been able
to shape the root canals properly.

During the consultation appointment, a CBCT scan
was performed. It revealed a small osteolytic lesion
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around the mesial root, suggesting the possibility of
achieving patency in the root canals in the mesial root.
Around the distal root, there were no signs of the
lesion, which indicated that the mesial root was the
cause of the symptoms. The radiographic examina-
tion also revealed a broken lentulo in the MB canal
(Figs. 16a & b).

The patient was scheduled for the first appointment
to remove the lentulo and scout the canals. After local
anaesthesia and placement of the dental dam, the res-
toration was removed. In the orifices of all three root
canals, Endomethasone N was present. This cement
was removed with a U-file ultrasonic tip and sodium
hypochlorite 5,25%. The tip of the lentulo was exposed.
Unfortunately, the lentulo had broken not in the cement
but in an unprepared part of canal, which probably had
had vital pulp on the day of the treatment because
the entire lentulo fragment was surrounded by calcified
tissue and was hidden behind the coronal curvature.
At this level, the decision was made to use constant
flow of sodium hypochlorite 5,25% and laser activation
for 10—15 minutes. The calcified tissue was dissolved,
and the lentulo was removed. A periapical radiograph
was performed to confirm that the entire fragment had
been retrieved (Fig. 17).

Owing to the gag reflex, this procedure was very diffi-
cult. After removing the broken instrument, 17% EDTA
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and sodium hypochlorite 5,35% was activated with
SkyPulse in AutoSWEEPS mode in a few 15- to 20-second
cycles, and patency was checked with a hand file.
The periapical radiograph revealed that the file en-
gaged deeper than the predicted length of the previous
root canal filling (Fig. 18). The tooth was closed with a
temporary composite restoration, and the patient was
scheduled for a second appointment.

During the second appointment, sodium hypochlorite
5,25% was activated with SkyPulse in AutoSWEEPS
mode for most of the treatment. It was very important
that the laser tip that was placed below the root canal
orifice but without touching the root canal walls. This is
a very important modification of the techniques intro-
duced by Giovanni Olivi. The standard technique of
AutoSWEEPS activation requires activation of the irrig-
ants with the laser tip above the orifice pointing in a dif-
ferent directions during the activation cycle. In the case
of non-patent canals, placing the fibre below the orifice
works in a much more effective way. After every five
to six cycles of sodium hypochlorite, 17% EDTA was
used. After every sequence of AutoSWEEPS activa-
tion, the canals became more patent in the deeper
segments. C-PILOT files were used to enlarge the
canal space. After reaching an additional 2-3mm of
the working length, the rotary file was used to enlarge

the space above. This procedure may look like tradi-
tional crown-down scouting, but with AutoSWEEPS
activation the hand files reached the deeper parts of
the canal much more passively with watch-winding
movements (30° clockwise and 30° anticlockwise)
without using push-turn—pull movements (45° clock-
wise with constant pressure). In this case, the risk of
creating false paths in curved canals is much smaller,
and establishing the glide path is more predictable.
Finally, patency in both mesial canals was reached and
a periapical radiograph was performed to confirm this
(Fig. 19). On the radiograph, it was clearly visible that
both hand files had slightly bent into the S-shaped cur-
vature, ensuring that the natural path of the canal was
shaped. Despite very long irrigation with AutoSWEEPS
activation, patency of the distal canal could not be
achieved. Both mesial canals were shaped up to size
30/.04 with Endostar E3 Azure files.

After irrigation with 5.25% sodium hypochlorite and
17% EDTA, the canals were filled with an epoxy resin
sealer and warm gutta-percha using the continuous
wave compaction technique. A periapical radiograph
was performed to confirm obturation (Fig. 20). The pulp
chamber was filled with composite resin reinforced with
fibre posts, and the tooth was referred for final restoration
with cusp coverage.
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Case 3

A 56-year-old patient was referred to Dr Witkowski’s clinic
for endodontic treatment of tooth #38. Owing to the
anatomical situation and reduced possibility of mouth

27

roots

1 2023

opening, a conventional approach was difficult. A radio-
graph was performed, and the anatomical structures were
examined (Fig. 21). A treatment protocol was created.

An access cavity had already been created by the referring
dentist. During visualisation of the pulp chamber (Fig. 22),
remnants of the pulp were identified. In order to properly
identify canal orifices, cleaning of the pulp chamber was
necessary. This is standard protocol for every endo-
dontic treatment, and it is very important in order not to
transport debris from the pulp chamber to canal space.
This procedure was done using an Er,Cr:-YSGG laser with
a wavelength of 2,780nm (Waterlase, BIOLASE) and
RFPT5-10 tip (Fig. 23). After this procedure, which should
be done according to the protocol of 1 minute of contin-
uous activation and 1 minute of rest (Fig. 24), the operator
can start the instrumentation protocol.

Once the pulp chamber floor is clean (Figs. 25 & 26), the
mechanical instrumentation with endodontic rotary in-
struments can be done. In this case, instrumentation was
done only with one instrument, the 12.5/.04 R-PILOT file
(VDW; Fig. 27). The decision to use only this file was
determined by the complexity of the anatomy and risk of
instrument fracture within this root canal space. After
instrumentation with the in—out technique—which offers
numerous advantages—and copious irrigation as well
as laser-assisted activation of the irrigants between
strokes, a final irrigation and activation protocol was per-
formed using the Er,CrYSGG laser and RFPT5-10 tip
(Figs. 28 & 29).
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The canals were then ready for obturation (Figs. 30 & 31)  Through laser-assisted endodontics, the operator was able to
and were obturated with the VDW.1Seal bioceramic sealer  properly irrigate and obturate lateral anatomy normally impos-
(VDW) using the cavit piston technique (Figs. 32-34). After  sible to reach with mechanical instrumentation. Owing to the
obturation, a final postoperative radiograph was performed  velocity of irrigants activated with the Er,Cr:-YSGG laser, mini-
(Fig. 35). mal preparation was necessary to achieve clinical success.
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Case 4

A 49-year-old patient was referred to Dr Witkowski’s
dental office for endodontic retreatment owing to a
major problem with canal instrumentation and prob-
lems with location of the canal space in the distal
aspect. Radiographic examination was performed
(Fig. 36).

After removing the temporary restoration and lowering
the walls of the cavity because of the biomechanics,
it was attempted to reach the apical zone. Unfortunately,
it was impossible to achieve patency in the distal root.
For this reason, the use of laser-assisted endodontics
was decided on.

After initial preparation of all accessible spaces with the
R25 RECIPROC blue instrument (VDW) in the distal root
until the file met with resistance, the irrigation protocol
with laser assistance was followed. The mesial canals

roots
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were prepared conventionally up to the apical zone to
size 25/.04 with VDW.ROTATE files (VDW).

After preparation of all accessible spaces, the final
irrigation protocol with continuous irrigation with
5.25% sodium hypochlorite and continuous activat-
ion was performed using the Er,CrYSGG laser with
the RFPT5-14 tip (Figs. 37 & 38). After the cleaning
stage of the irrigation protocol, the root canal
system was examined for any remaining debris
(Figs. 39 & 40).

During this treatment, owing to the impossibility of
mechanically instrumenting the apical area in the distal
root, it was decided to make use of the cavit piston
technique of obturation using VDW.1Seal (Figs. 41-43).
After obturation (Fig. 44), radiographic examination
was performed in order to confirm proper irrigation
and proper 3D obturation of the root canal system
(Figs. 45 & 46).
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Discussion

Development of new techniques and procedures in irri-
gation improves our everyday practice and outcome for
the patient. Several approaches have been introduced,
such as sonic and ultrasonic activation of irrigants, the
GentleWave technology (Sonendo) and more recently
laser-assisted activation. Despite the development of new
technologies, our main challenge remains the anatomy of
the tooth to be endodontically treated. Its complexity
makes achieving the goal of proper disinfection difficult,
especially in situations of retreatment.

Although lasers were introduced to dentistry in the
1960s, the treatment methodology, especially in endo-
dontics, remained little changed for many years. There
were many ideas for enhancing cleaning and disinfec-
tion using diode or Nd:YAG lasers. Introducing the
Er,Cr:-YSGG and Er:YAG lasers finally brought about a
huge change to the approach of laser-assisted end-
odontics. This is possible thanks to the energy that is
distributed around the root canal space and the very
rapid movement of the irrigants that results. Thanks
to this phenomenon, there is much better isthmus
penetration and removal of accumulated hard-tissue

47 48
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debris.”® 1 According to De Moor et al., removal of den-
tinal debris plugs is three times quicker compared with
passive ultrasonic activation.®

The Er,CriYSGG laser with its 2,780nm wavelength has
a lower water absorption coefficient compared with the
2,940nm ErYAG laser and therefore better penetration
depth in soft tissue. In a water-based environment, irrig-
ants (which contain water too) can be forced into fast
fluid movement from the cavitation effect. The Er,Cr:-YSGG
laser used in this article emits energy pulses of 60ps.

roots
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Bubble formation, expansion and shape are mostly de-
pendent on the tip used. This pulse has less power in a single
pulse than the Er:-YAG pulse of 25 us. However, there is no
clear clinical proof that this is of clinical significance.

With the Er,Cr.YSGG laser, we can activate irrigants in
several different scenarios. Typically, it is utilised with the
RFT3 or RFT2 intra-canal tip; however, these tips are
very thin and fragile. Another solution is activation with
the tip from the pulp chamber. Especially in the case of
a blocked canal, obliterated canal or canal impossible to




instrument in the traditional way, the use of the RFPT5 tip
is a good choice (Fig. 47). This tip is not a typical radial
firing tip, but passes irradiation both radially and down
the canal owing to the tip’s flat end (Fig. 48). This helps
to create better irrigation and activation of the irrigant
towards the apical zone. The operator should take into
consideration that, owing to the construction of the tip,
the technique used for preparation of the canal space
should be modified in order to prevent possible extrusion
of the irrigant.’®

The PIPS (photon-induced photoacoustic streaming)
and AutoSWEEPS modes available in the Er:YAG lasers
developed by Fotona allow a clinician to activate irrigant
in all the canals simultaneously, and the tip of the fibre
is placed only in the pulp chamber above the orifices.
Moreover, the available data shows that the rapid irrigant
movement and bubble explosion occurs at the same time
in all the root canal space, including in the apical area.”®
It has also been proved that the estimated length of
penetration into the lateral canals in both modes is more
than 1mm.2°

There are different types of fibre tips that can be used for
the activation protocol. The dedicated ones for PIPS and
AutoSWEEPS are the PIPS and SWEEPS with diameters
of 0.3, 0.4 and 0.6mm flat-ended and radial fibre tips.
They are very thin and vulnerable, so in the case of
uncalcified canals, we prefer to use the conical sapphire
600/8 tip (Fig. 49), which also allows creation of rapid
movement of the bubbles all around the root canal space
and is more durable. However, in calcified canals, more
energy can be delivered directly into the root canal, so the
fibre needs to be longer and thinner. In such case, we
prefer to use the flat SWEEPS 300/20 tip (Fig. 50).

Conclusion

Introducing Er,Cr:YSGG and Er:YAG lasers into endo-
dontics started a new direction in endodontic treatment.
Much available data indicates that using these kinds of
lasers allows the clinician to perform predictable root
canal therapy in very complex anatomical cases, to per-
form a more conservative shaping protocol and to clean
the lateral anatomy without placing activation devices in
the apical area (as is done with sonic and ultrasonic acti-
vation). Moreover, in a calcified root canal, the clinician
can establish patency with less risk of creating false
canals and clean the semi-calcified space and let the
sealer obturate it.

Using the Er:YAG or the Er,Cr.YSGG laser for laser-
assisted endodontics is a very promising technique and
solves some previously unsolvable problems. We can
certainly say that laser-assisted endodontics is one of the
future roads to success in daily practice; however, this
needs further clinical testing and in vitro study.
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Promoting natural vertical bone
growth—not a myth but a reality

Prof. Adj. Philippe Sleiman, Lebanon

Fig.1: Pre-op radiograph of the patient. Figs.2a—c: Horizontal view of the i-CAT scan showing a large bone defect (). Vertical views of both central

incisors showing the bone loss (b & c).
Introduction

Bone loss is one of the greatest challenges in dentistry.
Bone volume is linked to the presence of natural teeth.
With loss of its anchors, that is, the teeth, the bone will
gradually resorb, and this phenomenon is less likely to

keep under control. The same occurs with bacterial inva-
sion in the case of periodontal disease. Many teeth are
considered hopeless because of vertical bone loss, some-
times combined with horizontal bone loss.

This article aims to provide hope for such cases. The tech-
nique presented is based on the zero apicectomy tech-
nique, which treats the problems of apical cyst in two parts:
the first problem concerns the internal root canal, which
is solved with root canal therapy, and the second problem
is related to the cyst itself and the exposed part of the root
inside the cyst. The zero apicectomy technique is based
on maintaining the integrity of the root canal and treating
the exposed part of the root. The main challenge is the bac-
teria present on the external surface of the root, for which
1% citric acid is applied with a micro-brush smoothly on
the exposed part of the root after removing the cyst. The
citric acid eliminates the bacteria that have accumulated
on the surface. It is necessary to be particularly careful not
to scratch the root. The next step is copious sterile water
irrigation to rinse off the acid. Thereafter, 17% EDTA is ap-
plied with a micro-brush in order to repair the periodontal
ligament cells that are preserved with this technique. This is
left on for 1 minute, followed by copious sterile water irriga-
tion. This approach creates a safe environment for the peri-
odontal ligament cells to regrow over the exposed part of

Fig.3: Zero apicectomy technique performed on both central incisors.
Figs.4a & b: Radiographs showing the immediate post-op situation (a)
and the situation at the nine-month follow-up (b).



the root, creating a scaffold for the bone on which to re-
grow by reforming the periodontal ligament and thereby
preventing external resorption or ankylosis and promoting
vertical and horizontal bone regrowth.

Case presentation

A young female patient, a model who cared a great deal
about her appearance and wished to keep it natural-looking,
came to our office with a swelling of her lower jaw under the
two central incisors. Upon consulting with our periodontist
and prosthodontist, a pocket of over 20mm width, going from
one central incisor to the other, was discovered, indicating
that the entire cortical plate was gone. This, along with the
Class Il mobility of both central incisors, was a red flag to the
periodontist. In vitality testing of the teeth, the two central in-
cisors did not respond to a cold test and the remaining teeth
were normal. On the radiograph, the problem was not visible
(Fig. 1). Ani-CAT scan was taken to gain a better understand-
ing of the problem. The scan showed a horizontal and a ver-
tical view of the lesion. The horizontal view showed loss of
both the cortical and trabecular bone from the left central
incisor to the right lateral incisor, with a total length of almost
14.11mm and a depth of 6.28mm (Fig. 2a). The vertical views
showed that there was no bone on the buccal aspect and
no bone under the central incisors almost to the level of the
apex (Figs. 2b & c). There was horizontal bone loss of 5.5 mm
to 6.3mm. This was a situation often considered hopeless,
and saving these teeth seemed impossible.

The patient was not happy with this prognosis. | asked her
to tell me the story of those teeth in order to figure out the
reason for the lesion. She recounted that long before she
had sustained a frontal trauma to her lower jaw. | deduced
that she had suffered from a traumatic cyst for several
years. | proposed performing the zero apicectomy tech-
nigue, hoping to save her teeth, but | explained the risk of
failure, as the bone loss was very advanced.

In a single session, root canal therapy of both central inci-
sors was performed, a flap was elevated the cyst was
carefully removed and the surface treatment of both roots
was conducted carefully (Fig. 3). During the procedure, it is
imperative to keep the area well hydrated to keep the cells
alive. Tight and neat suturing was performed, a hard re-
tainer was put in place and the bite was checked. The hard

.
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Figs.5a & b: Comparison of the horizontal views of the i-CAT scans taken
pre-op (a) and at the nine-month follow-up (b).

retainer was replaced after six weeks with a soft one. The
patient was prescribed antibiotics for seven days, ibupro-
fen for several days and a non-alcoholic mouthwash for
seven days, to start the day after the surgery. A week after
the surgery, the sutures were removed and a final filling was
placed in both access cavities of the central incisors.

Figs.6a—c: Horizontal view of the i-CAT scan taken at the nine-month
follow-up showing a bone defect of only 4.42mm (a). Vertical views of
both central incisors showing bone healing under the apices and bone
growing vertically on the buccal aspect (b & c).

A radiograph was taken of the immediate postoperative
situation and at the nine-month follow-up. Comparison
showed bone apposition between the two central incisors
(Fig. 4). An i-CAT scan was also taken at the nine-month
follow-up to check the bone growth. The horizontal view,
taken at the same level as that taken preoperatively, clearly
showed the reduction of the gap from 14.11mm to 4.42mm
at the cortical level and the trabecular bone showed the

1 f L]
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Figs. 7a—e: Comparison of the horizontal views of the i-CAT scans taken pre-op (a & b) and at the nine-month follow-up (€) and 18-month follow-up (d & e),
showing complete healing of the area.
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Figs.8a-d: Comparison of the bone and horizontal views of the pre-op (a & b)
and 18-month follow-up i-CAT scans (¢ & d) regarding the bone healing
and the closure of the pocket.

same trend in healing (Fig. 5). The vertical view showed that
the bone on the buccal plate was growing towards the root
and growing vertically (Fig. 6). Aimost 8.2 mm in height had
been regained and in direct contact with the roots of the
teeth. Indeed, when provided with a scaffold on which to
grow, the bone can grow in all directions, including verti-
cally, where there was an open periodontal pocket. This is
the major breakthrough of this technique. No bone grafting
material or a membrane was placed. The periosteum was

‘.I

in great condition, and for me, it was the best membrane
| could wish for.

A comparison of the i-CAT scans taken preoperatively
and at the nine-month and 18-month follow-ups showed
complete regeneration of the cortical and trabecular bone
in great biological detail, showing even the groove of the
frenum (Figs. 7 & 8). The bone view clearly showed the pre-
operative major horizontal and vertical bone defect and
open periodontal defect, the beautifully regenerated, natural-
looking bone and the emergence of the mandibular nerve.
Happily, the bone continued growing vertically (Fig. 9).

Conclusion

The human body never stops amazing us. It is a very
complex structure and we have not yet unlocked all its
mysteries. It does not require a complex treatment in order
to obtain the results that we desire. A simple targeted treat-
ment is what it is needed in a biological approach.

contact
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of Dentistry of the University of North
Carolina at Chapel Hill in the US.

He can be contacted at
profsleiman@gmail.com.

‘o

Figs.9a—f: Comparison of the vertical views of the i-CAT scans taken pre-op (a & b) and at the nine-month follow-up (¢ & d) and 18-month follow-up (e & f),

showing continued growth of the bone vertically.
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Why is Slow Dentistry calling

fora system reform of the hiring process in dental practices?

Dr Huthaifa AbdulQader, Switzerland

The dental industry is doing its best to forestall the in-
creasing rates of employee turnover and attrition amidst
inflation in a post-pandemic world. Clinic owners are facing
a bewildering conundrum of applicant shortages and mis-
fits, staffing needs beyond the norm and patients’ contin-
ued demand for excellence. To stem the flow, it is important
for clinic owners and practitioners to equip themselves with
the tools to identify employee burn-out and to cultivate
strategies to shape culture.

A major cause of turnover in the dental profession is “quiet
quitting”, a global phenomenon that has become widely
popularised. It is thought to be largely linked to the pan-
demic and its aftermath. However, the Slow Dentistry
Global Network (SDGN), a Swiss non-profit organisation,
is proposing a deductive argument and an approach that
addresses the root cause of this phenomenon.

Slow Dentistry—a modern-day work philosophy—places an
emphasis on seeing an appropriate number of patients per day.
Our research indicates that many clinics around the world
utilise a business model that relies on seeing an excessive
number of patients per day, leading to a multitude of problems.
The movement advocates for a stress-free operatory environ-
ment that is crucial for the well-being of the patient, practitioner
and practice as a whole. It is based on four cornerstones:

1. room disinfection;
2. informed consent;
3. proper anaesthesia; and
4. the use of dental dams.

These cornerstones revolve around an all-encompassing
hallmark: personal congruence. From dental practitioners’
perspective, congruence refers to living in such a way that
their blueprint of how they should be practising and their
reality of how they practise is completely harmonious.
SDGN asserts the premise that the more congruence is

cultivated within a person, the more self-awareness and
self-confidence develop.

The ultimate ramification of not following this growth mind-
set is a cycle of desperation hiring. The “Great Resignation”
predicted by Anthony Klotz is slowly becoming a reality.
Experiences connected to the COVID-19 pandemic have
opened the eyes of many to the value of family time, pur-
suing passion projects and, most importantly, consciously
detecting chronic stress and early stages of burn-out.

Lockdown-induced solitude juxtaposed the old-fashioned
rushed style of dental care. This created a situation where
younger practitioners had the opportunity to enjoy their
work in a way that was previously prevented by the nature
of profit-driven dental practice. In addition to many fresh
graduates who are very scared and anxious to enter the
workforce, the up-and-comers have needs that are not
satisfied by the doctrine embraced by their employers, thus
leading to a toxic workplace culture—the main cause of
quiet quitting.

The aforementioned four cornerstones of Slow Dentistry
correspond to four pillars of personal congruence:

1. emotional intelligence;

2. conscious communication;
3. healthy responsibility; and
4. impeccable agreement.

Our philosophy matches each pillar of personal congru-
ence to the corresponding value of each cornerstone.
The complexity of this suggested coalescence is far be-
yond a straightforward elucidation. The aim of this article
is to outline these factors and show how aligning and en-
gaging the skill set, efficiency, talent and attitude of team
members can result in a positive workplace culture.

Commercialised volume-based dentistry has led to an
increased exposure to low-grade stress, which negatively
affects the employee even prior to arriving at the clinic.
Many dental employees who previously struggled quietly with
stress have provided testimonials for SDGN. They reported
that they felt stuck in their workplace and were afraid that
their opinions would be dismissed or met with retaliation. The
attraction—selection—attrition model proposed by Benjamin
Schneider explains this situation with a psychological theory
which suggests that employees base their person-organisa-
tion fit perception on the values portrayed in the workplace.



SDGN is establishing training programmes and advocacy
campaigns to effect change. These programmes target
both the younger generation who are transitioning from
university to the workforce and the older generation who
are agonised by chronic exhaustion and burn-out. These
programmes will nurture a universal contemporary approach
towards shaping culture to eventually forge real relation-
ships and co-create alignment within the workplace.

The Slow Dentistry Experience (SDE) is a tutorship pro-
gramme aimed at providing pre-employment training and
development opportunities for young dentists at top Slow
Dentistry-certified clinics around the world. Exclusive ex-
ternships, internships and mentorships will be offered that
fully explore Slow Dentistry’s ethos and that build a unified,
stress-free relationship between the employer and the
employee, which ultimately promotes a healthy work-life
balance. The Slow Dentistry Experience is for those who
seek inspiration and empowerment in their work and
deeply believe in their ability to radically change dental care
worldwide. This programme is planned to facilitate and
optimise the employment process in dentistry. It is the first
stage of system reform.

The Slow Dentistry Job Board is a complementary stage to
the Slow Dentistry Experience. Both stages will formulate
a hiring strategy where both parties follow the same guide-
book. There is a current lack of a unified system of linking
applicants to job providers in dentistry, and SDGN aims to
gather like-minded dentists who share the advocated
ethos on the same platform. This will drastically diminish
turnover rates, resulting in fewer costs, higher productivity
and greater knowledge preservation for dental practices.
Desperation hiring fills a position with the wrong person,
which means a host of problems later. Safeguarding turn-
over is a process not a policy and is an investment not
a quick fix.

A community platform with a networking hub will be
launched where dental professionals at all points of their
careers can communicate with each other in one place.
Nurturing the next generation in the nuances of Slow
Dentistry is expected to generate a resilient workforce
with a high degree of self-awareness. The first element of
success in dealing and communicating with the dental
team and patients is self-confidence, which develops from
heightened self-awareness.

Slow Dentistry places more value on the concept of seek-
ing instead of chasing. It promotes the journey over the
destination by advocating for No Half Smiles—a philosophy
proposed by Dr Miguel Stanley, a major proponent of
ethically based treatment planning rather than financial.
The more we learn how to reject quick fixes demanded by
patients and enact sound, comprehensive treatment plans,
the sooner practitioners will start to put themselves first,
creating internal harmony. This harmony cannot be at-
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tained without having already developed self-confidence.
The emotional and financial aspects of workplace manage-
ment are the least taught subjects in dental schools, if
taught at all, meaning that many young professionals grad-
uate with low self-esteem. SDGN will create a coaching
programme to introduce interested dentists to the Slow
Dentistry values. The programme will educate young den-
tists entering the workforce on the principles of innovative
leadership by co-creating a customised management style
with the operating team, one that aligns with the needs,
values and culture of the workplace and attracts patients
seeking complete healthy smiles.

Slow Dentistry’s financial model is the ultimate hedge
against indebtedness. Its management style characterises
a steadier pace towards financial growth. It garners target
patients over a longer period, which ultimately balances out
the financial gap that was created by seeing an appropriate
number of patients per day. This approach will save the
new generation of dentists from falling into possible failure
patterns and guide them to foster a well-thought-out mind-
set for a successful future that satisfies their aspirations.
It will not only sustain the careers of those who prefer to
keep working as practitioners, but also expedite the tran-
sition from practitioner to clinic director for those who
possess leadership personality traits.

Battling quiet quitting and attrition can only be avoided
by embracing Slow Dentistry’s philosophy and eliminating
a toxic culture, burn-out, misfits and favouritism in the
workplace. The more congruent we are, the higher our
self-awareness will be and ultimately the more self-
confident we will become to preserve our mental health.
A sustainable dental practice is a Slow Dentistry-certified
practice.

about

Dr Huthaifa AbdulQader
General secretary of the Slow
Dentistry Global Network

www.slowdentistryglobalnetwork.org
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Sustainability: Another great way

of giving back

As dental professionals, we have amazing oppor-
tunities to give back. Associations, organisations and
academia promote and support the idea of giving back,
and many have mandates to encourage reinvesting in
the community.

When | graduated in 1999, | was asked to serve as an
adjunct clinical professor. The thought of a new gradu-
ate like myself instructing a student was bittersweet:
an honour to be considered but also very nerve-racking,
as | wondered whether | could handle the role. After
some deliberation, | accepted. It turned out to be a
wonderful opportunity to share my experience and
knowledge in order to help students achieve the best
possible results. | did this for several years and cher-
ished the new friendships, rewarding collaborations
and opportunities to help educate future dentists.
During that time, it never once crossed my mind how
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little | was actually getting remunerated for my time
(okay, maybe just once). | viewed it as an incredible
chance to give back to the students, the dental school
and the profession.

Later in my career, | had the opportunity to become
a full-time faculty member. The position required that
| accept the lead to establish and operate a dental
outreach programme. That is when those bittersweet
emotions of the past crept back up again. Ironically,
| had completed a dental mission in Ecuador some
years prior to this and had pitched the idea of out-
reach to the local dental organisation and the dental
school.

| accepted the position and established the pro-
gramme, which provided free comprehensive dental
treatment to those with a lack of financial means. It was



a fantastic platform to give back to some very deserving
patients, to local communities and to the profession.
The hours were extremely long, and the work was
challenging, but the outcomes were incredible. The pro-
gramme provided additional education, new opportu-
nities, fresh professional collaborations and essential
treatment for patients.

Both of those paths are common ways of giving back
and have very tangible results. | know that many read-
ers and colleagues have given back in some form or
another, and that is commendable. However, there is
a less obvious way of giving back with less tangible
results, and that is giving back through sustainable
dental practices. | would like to invite my dental col-
leagues to consider investing their resources to help
our deserving planet.

| was recently part of the group responsible for the for-
mulation of the Consensus Statement on Environmentally
Sustainable Oral Healthcare (www.fdiworlddental.org/
sustainability-consensus-statement). It was an oppor-
tunity to bring my knowledge of environment and re-
source management to the table. This was knowledge
that | had gained before my dental training. Many of
the environmental issues that are occurring today
were predicted decades ago, with little to no action
having been undertaken in the interim. However,
now there is a call to action, and quite frankly, it is an
urgent one.

The consensus statement is very detailed and dis-
cusses many actions to help improve sustainability.
| would like to highlight a few simple action items that
are quite easy to implement immediately.

Firstly, start the conversation by talking about dental
sustainability with your staff, colleagues, dental repre-
sentatives and patients. There has to be an increase
in awareness and exposure. Please make sure to
have the discussion with a smile, an open mind and
a non-judgemental dialogue. Whenever the topic of
change is mentioned, it should be packaged appro-
priately. Secondly, consider simple steps to reduce
single-use plastics in your clinical workflow without
compromising the standard of care. Consider recy-
cling clinical waste. There are now safe alternatives
that may be present in your locality. Do some googling,
chat with locals and you may be surprised what new
options are out there.

Additionally, educate your patients on the importance
of preventive care. Dental problems are best avoided,
and your patients should understand that concept.
Consider proposing definitive treatment instead of
patchwork. Definitive treatment can solve the prob-
lem and prevent multiple appointments for the same

opinion

recurring issue. If you could reduce one vehicular
trip to the dental clinic per patient, that would add
up to a reduction in carbon emissions. Explain the
negative outcomes of tourism dentistry, both in
terms of standard of care and the negative impact
on sustainability.

Finally, rethink some of your traditional workflows
and consider whether a digital alternative or a hybrid,
fusion alternative would be beneficial for reducing
materials and saving time. The pandemic has illu-
minated how valuable digital dentistry can be, and
employing technology can have a positive impact
on sustainability.

“Start the conversation
by talking about dental
sustainability with your staff,
colleagues, dental
representatives and patients.”

All of these action items require some form of commit-
ment, either in time or finances. This is difficult to ask
during a very challenging economic period. However,
the benefits of giving back will greatly exceed the
demands of commitment. It is well understood that
everything on the planet is interrelated. By improving
sustainability, we have the opportunity to maintain
and perhaps improve our fragile planet. This will be
incredibly beneficial and, oddly enough, will have
a positive impact on patients and dental students
across the globe.

Dr Les Kalman is an educator and
medical device researcher focusing on
additive manufacturing and software.
He is a fellow of the Academy of
Osseointegration, American College
of Dentists and Academy for Dental
Facial Esthetics and a diplomate

of the International Congress of

Oral Implantologists. He is the recipient
of an Alumni of Distinction Award from the Schulich School

of Medicine and Dentistry at Western University in London

in Ontario in Canada and a CES Innovation Awards honouree.
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Clever move
Efficient dental dam placement—
new printed black edition from COLTENE

In the same way that every move in ~ The new HySolate dental dam variants are available in well-

chess is planned with foresight and  stocked dental retailers in a variety of colours, sizes and thicknesses

strategy, it is just as advisable in  and also in the fruit-scented Fiesta variant.

dentistry to set up the approach cor-

rectly right from the start in order to  Thinking two moves ahead

reach the objective efficiently inonly ~ “Our mission is to make the use of dental dams as simple and safe

a few steps. In this context, the use  as possible,” says Gabriele Burkhardt, head of product segment

of a dental dam plays an important  treatment auxiliaries at COLTENE. “Reducing the number of work

role in a treatment protocol. steps by using pre-existing markings is one of the many clever

ideas that we have passed straight from dental practice to

our research and development department. Quite literally,

one can see the advantage in black and white;
here we have anticipated at least two moves.”

The practical product range is complemented
by corresponding training material and the online
further education modules of the COLTENE Dental
Management Academy. In this way, the international inno-
vation leader demonstrates full commitment to more efficient and
safer dentistry. A team of experts is available to address specific
COLTENE is  questions by e-mail (service@coltene.com). Furthermore, numerous
launching a black  case studies and discussions on the actual use of the dental materials
dental dam with a printed  and working aids are featured on COLTENE’s social media channels.
tooth template for marking holes.
This saves marking by hand and lets  www.coltene.com
dentists achieve their objectives one step faster.
The black colour of the dental dam provides the ultimate contrast
for the working field and is therefore ideally suited for taking
photographs during diagnosis and documentation.

Powder-free, low-protein latex dam

By using powder-free latex, international dental specialist COLTENE
has further optimised its globally popular range of dental dams.
HySolate Latex Dental Dam is made of pure natural rubber latex
and is powder-free and low in protein. This greatly lowers the burden
posed by allergenic proteins and reduces the risk of developing a
latex allergy. Furthermore, the latex dental dam impresses with its
customary high resistance, tear strength and varied selection of
retraction thicknesses to suit the treatment situation.

t
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The safest*

manufacturer news

Tests show superiority of latest reciprocation technology from FKG: R-Motion

R-Motion

.t

Swiss precision and quality triumph with the launch of the R-Motion
range as the safest reciprocation solution, eclipsing old file systems.
The minimally invasive philosophy from endodontic expert FKG is now
available for reciprocation users, offering an affordable treatment
with the ultimate simplicity for most clinical cases.

FKG stands for Swiss quality in minimally invasive endodontics, and
the company’s legacy of advanced endodontic instruments that chal-
lenge existing norms is continued by R-Motion, which sets new stan-
dards in reciprocation. Test results highlight its superiority in mechanical
design, combined with uncompromising safety and simplicity.

R-Motion: Reciprocation redefined

Minimally invasive and with no compromise on performance, the
R-Motion range is a novel solution in reciprocation. R-Motion com-
bines cutting efficiency, flexibility and resistance to cyclic fatigue with
a design that respects the anatomy of the root canal at all times.
Owing to extremely precise engineering, R-Motion is up to 3.3 times
more flexible and up to 3.6 times more resistant to cyclic fatigue. With
60% less transportation than standard reciprocating NiTi systems,
R-Motion delivers better centring and up to 40% less dentinal stress
than the instruments of other providers do.

Technology-based company

R-Motion

UPTO 3.6 x
MORE RESISTANT"

B intarmal tests,
oy Tigase ompared wth

Standard reciprocating R-Mation®

NiTi systems

CHOOSE YOUR IDEAL ONE

Comprehensive when you need it, simple when you don’t

For the majority of cases, R-Motion delivers results with just two files.
To cover all possible cases, R-Motion offers one of the largest lines
of instruments available. With the new R-Motion Glider C glide path
file and R-Motion 20 shaping file, there are seven files in total:

— R-Motion Glider
— R-Motion Glider C
—R-Motion 20
—R-Motion 25
—R-Motion 30
—R-Motion 40
—R-Motion 50

With the addition of two new instruments to the range, R-Motion is
pursuing FKG’s tradition of excellence in minimally invasive endodontics.

For further information about R-Motion, visit FKG’s website.
* Based on cyclic fatigue internal tests and compared with equivalent competitors.

www.fkg.ch

DirectEndodontics—a modern company, for modern dentists

DirectEndodontics offers great European products at affordable
prices and free shipping without the hassle of dealing with distributors,
sales representatives, call centres and shipping.

At DIRECTEndodontics, all products are only a click away. The
company offers:

— great European-crafted endodontic instruments

—replacements for the reciprocating and rotary nickel-titanium
instruments you currently use

— the opportunity to keep using your current techniques with our products

— products at a fraction of the price you currently pay

— free shipping on all orders*

DirectEndodontics sells all products directly to dental professionals.
Online ordering is easy, and live chat customer support is available
24 hours a day, seven days a week.

Register now to receive an additional 10% off all orders for the first
12 months. You receive a 100% money-back guarantee on all unopened
products for three years and a 100% refund on up to two empty
instrument packs per stock-keeping unit (SKU), so you can even use
all the files in two packs per SKU and still receive a full refund!

* Free shipping throughout Europe on all orders.

www.directendo.com
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International events

IDS—
International Dental Show 2023

14-18 March 2023

Cologne, Germany
www.ids-cologne.de

*

RIMINIITALY
EXRD | 18-19-20

MEETING | MAY 2023

Expodental Meeting

18-20 May 2023
Rimini, Italy
https://www.expodental.it/en

ICOI World Congress

13-15 April 2023
Sydney, Australia
www.icoi.org/events
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APEC 2023—
The 22" Scientific Congress
of Asian Pacific Endodontic
Confederation

25-27 August 2023
Taipei, Taiwan
www.apec2023taiwan.com

american ﬂ‘SSC-.‘.\rJI-I{Jﬂ aof
m endodontists

AAE23—
American Association of
Endodontists Annual Meeting

3-6 May 2023
Chicago, USA
https://www.aae.org

ING NORTHERN
Y1 s

HELSINKI 6-2 SEP. 2023

= mese

ESE Biennial Congress

6—9 September 2023
Helsinki, Finland
https://www.e-s-e.eu

vt D et Setinem
0407 Moy 2023

C‘:NR
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18" IDENTEX—
International Oral and
Dental Health Exhibition

4—7 May 2023
Antalya, Turkey
https://cnridentex.com

fdiC

FDI World Dental Federation

FDI World Dental Congress

24-27 September 2023
Sydney, Australia
www.fdiworlddental.org/
world-dental-congress-2023

Dentistry
Show

48]

The British Dental Conference
& Dentistry Show

12-13 May 2023

Birmingham, UK
https://birmingham.dentistryshow.co.uk
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ROOTS SUMMIT

9-12 May 2024

Athens, Greece
www.roots-summit.com/rootssummit/
2024-athens/



How to send us your work /D ¥

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 files 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 in-
formation.

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 specific 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 un-
derlining.

Please use single spacing and make sure
that the text is left justified. 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 pro-
gramme you are using help you do this
formatting automatically. Similarly, should
you need to make a list, or add footnotes
or endnotes, please let the word process-
ing programme 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
article 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 files must be no smaller
than 80 KB in size (or they will print the
size of a postage stamp)).

submission guid

Larger image files are always better,
and those approximately the size of 1 MB
are best. Thus, do not size large image
files down to meet our requirements
but send us the largest files available.
(The larger the starting image is in terms
of bytes, the more leeway the designer
has for resizing the image in order to fill
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 files 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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Fotona

choose perfection

The Power of /\5

SWEEPS® Photoacoustic Endodontics

Looking for a more effective endodontic treatment?

Shock Wave Enhanced Emission Photoacoustic Streaming
Improved debridement and disinfection

Minimally invasive

Faster, safer and more effective

More patient friendly

Visit www.fotona.com to find out more!

Available with » L|9hTWO|ker® and SkYPU'Se®

For related patents see: www.fotona.com/patents

www.fotona.com
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Just ONE shaping file for
multiple canal morphologies.

www.fkg.ch/xp-endo-rise





