Gordon J. Christensen

<. Clinicians Re

CR is the original and only independent dental product testing organization with funding only from dentists! ISSN 2380-0429

Can Dental Anesthetic Delivery Be Painless?

Gordon’s Clinical Observations: Your clinical expertise is often judged by the pain or lack of pain accompanying your delivery of local
anesthetic solution. How do patients accept your anesthetic delivery? Do you often miss achieving anesthesia 3

for the patient? Do you qualify as a painless dentist? If not, what can you do to reduce the pain and discomfort '
during this everyday clinical procedure? There are numerous methods that make anesthetic delivery a painless
or near painless procedure. CR scientists and clinicians identify them in this article.

The ability to minimize injection pain and improve a patient’s overall experience can truly differentiate a
dental practice. Many clinicians find that less painful injection techniques gain patient referrals and help grow
their dental practice.

Simple techniques, like pressure
3 anesthesia (shown), can help your
become more comfortable for patients. anesthetic delivery be less painful.

Continued on Page 2

The article discusses many concepts, products, and techniques to help your dental anesthetic delivery

Curing Lights: Laser Diode versus Other Light Sources

Gordon’s Clinical Observations: Are you satisfied with your current curing light? Does it predictably cure deep, fast, and thorough? Inadequate
cure has been shown to be one of many reasons for short longevity and ultimate failure of resin restorations. A recent addition to curing light
alternatives is the Monet laser curing light. Is laser curing better
than LED, plasma arc, or halogen curing? This issue includes CR
scientific research on the Monet light, clinical user observations,
and recommendations for you.

The Monet by CAO Group is the first dental curing light to
utilize blue laser diodes as the light source. It produces an intense
beam of collimated monochromatic blue light. CR Evaluators
noted the laser’s high output and ergonomic design, but
expressed concern about the safety of such intense light.

The following report provides data from clinical evaluations Laser diode LED Plasma Arc Halogen
and laboratory research that address the performance, safe (S (VeI (SSRRALIS) Ry

use, and potential of this new curing modality. Beam comparison of four curing lights: The Monet laser exhibited an intense collimated beam
while other light sources had greater beam divergence and diminishing energy.

Continued on Page 3

Veneers are Back—A Great Practice Builder!

Gordon’s Clinical Observations: Ceramic veneers died during the recession and COVID. Lithium disilicate
(IPS e.Max) and Class 4 (esthetic) zirconia veneers are now coming back! In spite of more time to seat the veneer,
these restorations have numerous advantages including preservation of the patient’s occlusion, excellent esthetics,
conservative tooth structure removal, and long-term service potential. Properly etched and cemented to enamel, these
restorations have proven patient acceptance and satisfaction. Are all veneer cements alike? What physical and clinical
properties are needed? CR scientists and clinicians provide the latest research and clinical information in this article.
Ceramic veneers are making a comeback. However, almost 60% of dentists only do three or fewer full cases a year
(6-8 veneers placed at once). This and the fact that almost all veneer cements work when bonded to enamel makes

choosing a veneer cement from the wide variety of options a significant challenge to the clinician. Freshly seated veneer
S - . .. e .. showing extruded cement

In a blend of scientific data and clinical observation, CR scientists and clinicians attempt to separate the flash, an ig'lportant component

products by identifying the unique characteristics of each veneer cement. of handling and cleanup.

Continued on Page 5

Products Rated Highly by CR Scientists and Clinical Evaluators

The following products were rated excellent or good by CR Evaluator use and science evaluations.
0 FirstPlug, 35Newtons OsseoScrape Angled Bone Scraper, MARK3 MAX BITE, Proven Classics:
Salvin Dental Specialties Noble Dental Supply Air Slurry Polishers
Continued on Page 8
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Can Dental Anesthetic Delivery be Painless? (Continued from page 1)
Techniques for Minimizing Injection Pain

P Topical Anesthetic

* Dry oral tissue before placing topical to minimize dilution and movement of the topical.

+ Apply 2-3 minutes prior to injection to allow enough time to anesthetize soft tissue.

* Formulation matters. Most topical anesthetics use ~20% benzocaine; however, many prefer compounded topicals which use more
effective anesthetics, including lidocaine, prilocaine, and tetracaine (examples: OneTouch Revolution, Hager Worldwide; Profound Gel,
Compound Preferred; The Best Topical Ever, AAAcP/Nueva Vista Dental).

Note: Rinse residual compounded topical after anesthetizing to prevent tissue sloughing.

* Alternative to topical anesthetic: Some clinicians prefer to extrude a drop or two of local anesthetic onto the soft tissue just before the
needle makes contact. They make a quick penetration, inject just a few additional drops of anesthetic, then stop and wait for the anesthetic
to take effect (about 30 seconds). The needle can then be painlessly re-inserted, and the remaining anesthetic can be delivered as usual.

P Pain Reduction and Distraction Techniques
« Interrupting pain signals: According to gate control theory, stimulating A-beta nerve fibers using various techniques can overwhelm or
block some pain signals reducing the perception of pain. Techniques include:
— Tugging/shaking patient’s lip or cheek manually by clinician.
— Sustained pressure on soft tissue before and during palatal injection using wooden end of cotton applicator, mirror handle, or
dedicated instrument (example: Palatal Anesthesia Device, Master Dental).
— Vibration of hard/soft tissues or dental syringe with device (examples: VibraJect, GoldenDent; DentalVibe, Bing Innovations).
— Neuromodulation and TENS: transcutaneous electrical nerve stimulation (example devices: Dental Pain Eraser, Synapse Dental; J5
Dental TENS, Myotronics).
* Diversion and relaxation techniques
— Diverting attention using video screens, music headphones, pleasant scents/aromas, sunglasses, etc. can be helpful.
— Speaking calmly, reassuring patient, and gently informing patients what to expect can help relax patients and ease fears.
— Hypnosis, suggestion, and other psychological techniques are effective with proper training.

» Know your patients
« Assess patient extraorally. Note level of anxiety, mannerisms, shape and flare of jaw, Sedation/General Anesthesia
anatomical variations in hard and soft-tissues, limited access, etc. Note observations and  Sedation/general anesthesia can help relax

challenges with anesthesia in patient’s chart. anxious patients and improve compliance. Training
is mandatory, and requirements and regulations

* Phobic patients. It is estimated that 25% of adults have a fear of needles (trypanophobia), vary by geographic location and may include
and rates are even higher among adolescents and children. Fearful patients often require  plood pressure monitoring, pulse oximetry, post-op

additional patience and may benefit from an alternate approach. Example: Application supervision, etc. Options include:
of topical or mentioning a little “pinch” or “poke” can panic anxious patients. Children * Inhalation sedation (Nitrous Oxide)
and phobic patients may benefit from a disguised approach where the clinician discretely * Oral sedation (Midazolam, triazolam,
.. . . . . . diazepam (Valium), alprazolam (Xanax))
administers anesthetic while they are “taking a look” in the oral cavity. « Intravenous sedation (Midazolam)

» Improving injection technique
* Don’t display the syringe. Introduce syringe discreetly from periphery to minimize anxiety or alarm. Disguising of syringes can be
helpful for younger patients (example: Angie Syringe Sleeves, Angelus; STA Single Tooth Anesthesia System [originally called The
Wand], Milestone Scientific).
* Hold soft tissue taut or pull the soft tissue to the needle which is then quickly and gently slid into soft tissue at an angle. Retract needle
quickly.
« Slow infiltration. Apply minimal force, and deliver anesthetic slowly ahead of the advancing needle, spending approximately 60 seconds
per carpule on the initial injection. Fast delivery bloats tissue causing injection pain and post-operative soreness.
— Automated anesthetic delivery systems, although not commonly used by most dentists, reduce pain by infiltrating at a controlled rate
as slow as 1/4 carpule per minute (examples include: Calaject, Aseptico; Dentapen, Septodont; STA System, Milestone Scientific).
* Aspiration is recommended during some injections and can prevent inadvertent intravascular injections resulting in tachycardia, nausea,
or other adverse reactions.
* Select the best injection for the patient/procedure. Would the patient be best served by a simple infiltration or intraosseous injection? Or
would a mental nerve block, inferior alveolar nerve (IAN) block, or Gow-Gates block be most appropriate?
* Missed block. The failure rate for IAN block is estimated to be between 5 to 30 percent (with higher failure rates among newer dentists).
Tips from Gordon J. Christensen’s PCC video V3995: Local Anesthesia: Eliminating Misses and Near Misses:
— Tilt chin up, head back, mouth open WIDE so tissues are taut.
— Place thumb on coronoid notch and carefully align needle with landmarks.
— Bending needle or positioning bevel away from mandibular ramus have been suggested (though highly debated) to help deflect the
needle towards the ramus.
— Advance the “long” needle slowly while advancing anesthetic 1"—1 1/4", but never to the hub!
— Repeat injections: After a “missed” IAN block, the success rate of a second IAN block can be as low as 32%. Lingual infiltration can be
successful on some patients. But success rates are much higher for an intraligamentary or intraosseous injection (example system: X-tip,
Dentsply Maillefer). Use anesthetic without vasoconstrictor to avoid tachycardia resulting from inadvertent intravascular injection.
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Can Dental Anesthetic Delivery be Painless? (Continued from page 2)
Techniques for Minimizing Injection Pain (continueq)

P Select approriate anesthetic

* Potent, longer lasting anesthetics (Articaine 4%, etc.) facilitate fewer injections and a smaller volume, which often results in a better
overall experience and less post-operative soreness.

* pH. Prilocaine and other “plain” anesthetics are often less painful due to the higher pH (pH 6-7) compared to anesthetics with
epinephrine that are formulated to be more acidic (pH 3-5) to prolong shelf-life. Many clinicians provide a first injection of prilocaine
and then follow with a longer-lasting anesthetic once tissue is numb, if needed.

— Buffering local anesthetic by adding a calculated amount of sodium bicarbonate raises the pH making injections less painful
and can help anesthetic take effect sooner, particularly in the presence of infection. Buffering can be accomplished by hand or
using a commercial product (examples: Onset, Onpharma; Anutra, Anutra Medical) that has recently been indicated for articaine,
mepivacaine, prilocaine, and lidocaine.

* Reversal of local anesthesia. Post-procedural numbness causes patients difficultly eating, drinking, talking, and may even lead to soft
tissue injury. Post-treatments injection(s) of OraVerse (Septodont) can help patients return to normal sensation much faster.

CR CONCLUSIONS: Painless injections are possible, and there are MANY tips, techniques, and products available to help improve your
anesthetic delivery technique. Painless injections can help improve practice success, attract new patients, and reduce stress (patient and
clinician). Consider if implementing any of these concepts may benefit your practice.

Curing Lights: Laser Diode versus Other Light Sources (continued from page 1)
Monet Laser Curing Light

Advantages
* High irradiance output produced faster and deeper polymerization
than other light sources
* Collimated beam had minimal loss of energy over distance
+ Slim, ergonomic, cordless design with rotating 90° head
Limitations
* Rapid heating of materials and tissues
* Bright spot required laser safety glasses during operation
* Full polymerization required multiple short exposures
Includes: Light with two batteries, a charging base with built-in radiometer, two safety glasses, four attachments for different curing
applications, and a sample pack of barrier sheaths.
Single-button control: The first press of the button powers up the handpiece. Second press turns on aiming beam and starts 3-second safety
delay (ensure accurate positioning during this time). Third press activates 1-second exposure. Additional 1-second exposures can be made
immediately to ensure complete polymerization.

Output and Performance

The following graphs show the key characteristics and performance of the Monet laser compared to LED, plasma arc, and halogen curing lights.

$2,499 « Monet by CAO Group
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The laser had monochromatic output at approximately 452 nm, significantly
more narrow than the spectral emission of halogen, plasma arc, and LED
lights. CR found it to be compatible with all light-cure materials tested.

Monet was among the most powerful curing lights tested with an
irradiance of over 4000 mW/cm? in a large spot (~11 mm diameter).
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Curing Lights: Laser Diode versus Other Light Sources (continued from page 3)
Output and Performance (continueq)

Speed of Cure Heat
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Monet’s high irradiance polymerized materials faster than other lights All lights with high irradiance caused rapid heating of restorative
tested. materials and oral tissues.
* Resins became hard to the touch after 1-2 seconds of cure. 3-5 seconds » Cool surface with a gentle stream of air during exposures. Pause briefly

were required to reach optimum physical properties at depth. between exposures to allow heat to dissipate.
 Caution: Too little total exposure time can result in under-polymerized » When curing near the pulp (deep prep, small tooth, etc.) take precautions to
material at bottom of restorations. avoid overheating the tissue. A high incidence of pulpal necrosis has been
shown with a pulp temperature increase of 5.5° C (primate study, Zach and
Cohen).

Eye Safety

Heat and potential eye damage were the primary concerns of clinical evaluators. Both are due to the high intensity spot created by the
collimated beam of the laser. For all curing lights, blue light ocular hazard is a real concern for dentists and staff members who view the
exposures without protective lenses. Lasers have additional stipulations, and the FDA and OSHA specify safety measures for lasers, including
eyewear. CR survey data indicated that most clinicians, unfortunately, do not regularly use orange safety glasses. Safe use of Monet requires
improved preventive measures. Two laser safety glasses are included with the light and additional drop-in lens options are available for those
who wear loupes or other eyewear.

Width and Depth of Cure

Light diffusion results in greatest polymerization at the center of the spot, then
diminishing toward the edge. Monet and Valo Grand produced 5.5 mm and 6.0 mm
diameter cures, respectively, but hardness dropped rapidly beyond that. When curing a
large restoration, overlapping exposures are needed to ensure adequate polymerization
of all surfaces and areas (e.g., MOD, ceramic crown, anterior central veneer).

Depth of cure was dependent on material. Monet produced deeper cures than other lights Width of gure1samples in 2|0 mmhmolds- Harﬂness VTV;S

. s measured at 1 mm intervals in the pattern shown. The
when the same exposure time was used. A 1—seconfl cure was 1qadequate, and. the short area visibly affected by the light was always much
exposure setting may promote under-curing. Caution: For all lights, bulk filling with larger than the actual cured material.
light-cure materials can increase the risks of polymerization stress defects and the under-

polymerization and less-than-ideal physical properties of materials at depth.

Accessories
Snap-on accessories modify the beam to make the laser better suited for some tasks.

Neutral density
filter reduces
output by 50%,
for situations

Apertures of
~6 mm, 4 mm, and
2 mm reduce the

where high diameter of the

intensity or high beam for tacking

heat may be and other tasks.
deleterious.

CR CONCLUSIONS: The Monet demonstrated the capability of blue laser diodes to provide a curing performance comparable to or superior
to existing dental curing lights. The concerns that monochromatic laser light may result in inferior physical properties or be incompatible
with materials appear to be unfounded. The overall design was ergonomic, easy to use, and competitive with current light designs. The main
limitations were rapid heating, eye protection required for safe use, and the need for repeated activations of the short 1-second exposure setting.
Overall, Clinical Evaluators rated the Monet as “Good.” Long-term clinical observation is ongoing.
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Veneers are Back—A Great Practice Builder! (Continued from page 1)

Gordon’s Ideal Veneer Preparation

A. Veneer margin placed subgingivally 1/2
distance to the epithelial attachment—
prolongs esthetic longevity of veneer.

B. Facial tooth preparation should remove
1/2 to 3/4 thickness of enamel following
contour of facial surface. Facial profile
of prep should appear as the expected
contour of veneer.

C. 1 mm of incisal reduction is usually
optimum.

D. Round incisal edge reduction as it
blends with facial cut and extends to
the lingual surface.

E. Beveling lingual margin is not
necessary.

F. Unless caries or restorations are
present on the lingual surfaces,
preparations should extend 1/2 the
distance into the contact area but
not breaking the contact. This allows
optimum speed and predictability when
finishing.

G. If caries, restorations, or
interproximal spacing is present,
extend the margins past the
contact area.

Facial surface is
reduced 1/2 mm at

the gingival, 1/2 to
3/4 mm facial, and
1 mm on incisal.

About how many veneer cases are CR subscribers accomplishing
each year? (6-8 veneers placed at the same time) CR Survey N=886.
* 58.5%: 1-3 *9.1%: 7-10 * 4.8%: over 15
* 24.0%: 4-6 * 3.6%: 11-15

What are the main advantages of ceramic veneers?
Veneers can provide an esthetic and functional upgrade when teeth
are not broken down or restored heavily enough for crowns. They
allow a conservative prep and optimum esthetics while maintaining
the existing occlusion.

The preparation should be in enamel whenever possible.
Bonding ceramic veneers to enamel is very predictable. Bonding
to dentin is less predictable. If less than 50% of enamel remains,
consider the use of mechanical retention. Prior to cementation, use
a 1/4 round bur to place pot marks (retentive indentations) on the
proximal walls.

What are possible contraindications for ceramic veneers?
* Severely dark teeth
* Teeth with large restorations or caries
» Worn lingual tooth surfaces on enamel
* When occlusal changes are necessary
* Bruxism or other occlusal challenges
* Teeth are positioned too facially

Should the margins be placed supragingival or slightly subgingival?
In general, veneer margins should be placed slightly subgingival to avoid esthetic
challenges such as discoloration of the natural tooth, future recession, or staining
at the margin. View preparations from the side to verify that the margins of the
preparation are not visible. The preparation should be in enamel, not dentin,

whenever possible.

What makes a good veneer cement?

CR asked 918 clinicians what kind of cement they are using when placing porcelain veneers, and the list they provided was enormous—imore
than 40 unique brands and combinations. Radiopacity, viscosity, handling, ease of use, cleanup, delivery, cost, shade choices, try-in pastes
and predictability are all characteristics clinicians are searching for. Other physical characteristics that need to be examined include bond
strength, flexural strength, polymerization shrinkage, and film thickness. Based on these attributes, CR has identified five brands with the

best combination of desired characteristics.

P Materials Testing: How is it Relevant (Cited limits as per ADA/ANSI Specification No. 27)

+ Shear Bond Strength: Measures the ability of a cement to adhere to enamel and the intaglio surface of the veneer, but is also heavily
influenced by the substrate (dentin/enamel) and the adhesive used. Materials with higher in vitro bond strengths are often marketed as being
“more retentive” in clinical use, but this is not necessarily supported in the literature or in practice when veneers are placed in enamel.

One clinical benefit of using cements with higher bond strengths, however, is the correlation with a decrease in the prevalence of marginal

staining over time.

* Flexural Strength (50 MPa minimum): Higher flexural strength cements allow for less invasive preps and stronger, thinner veneers.

* Polymerization Shrinkage: Shrinkage is one of the most destructive aspects of resin-based dentistry. High shrinkage promotes premature
fracturing along the bond interface(s), marginal staining, and premature failure of the restoration. Typical resin cements shrink, on average,
between one to three percent when polymerized, depending on the amount of filler present.

* Radiopacity (2 mm of aluminum equivalency or 200%): Reported as a percentage of the radiopacity of 1 mm of aluminum. Radiopacity

allows materials to be identified on radiographs effectively.

* Film Thickness (50 pm maximum): One of the few “standard” dental materials tests performed prior to polymerization. Measures material
flow (viscosity) under load (55 psi) for a fixed duration (3 min). Film thickness measurements give a direct clinical indication of the width of
the cement gap to be prescribed, the amount of force necessary to adequately seat, and therefore the minimum thickness of the veneer.

* Water Sorption (50 pg/ml maximum): An undesirable characteristic of resins. Water sorption is the amount of water that is absorbed into the
polymer matrix and is also an indicator of a material’s likelihood of undergoing marginal staining. Too much sorption degrades the polymers

within the cement causing premature failure.

» Water Solubility (5 pg/ml maximum): Often linked to sorption and another undesirable characteristic of resins, this test measures the amount

of cement lost when soaked in water for extended periods.
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Veneers are Back—A Great Practice Builder! (Continued from page 5)
What makes a good veneer cement? (continueq)

Cement Shear Bond | High Flex PolymFrizaﬁon Loyv Film I:Iigh ) Lovy Lmiv' ViscosityT | Shades Try-In
Strength* Strength Shrinkage Thickness Radiopacity Sorption | Solubility Pastes
PermaShade LC, Ultradent Best Tested | Best Tested ~2.08% Good (20 pm) Very Good, 245% | Excellent | Excellent 4 No
PANAVIA Veneer LC, Kuraray | Excellent Very Good ~2.33% Excellent 8 pm) | Very Good, 262% Fair Fair 2 4 Yes
Variolink Esthetic LC, Ivoclar | Very Good | Very Good ~1.22% Best Tested (6 ym) | Very Good, 252% Fair Fair 3.5 3 Yes
RelyX Veneer LC, 3M Good Excellent ~1.95% Best Tested (6 pm) Fair, 173% Fair Fair 3 6 Yes
Insure Universal, Cosmedent Very Good Good ~2.01% GoodF (25 pm) Good, 209% Excellent | Best Tested 4.5 3 Yes

* Bonded to etched enamel. T Scaled 1-5 with “1” being runny and “5” thick % Regular version.

Handling, Delivery, and Cost

» PermaShade LC, Ultradent Products (MSRP $71.54/Four 0.5 ml syringes | $38.94/ml | $1.88/veneer | Full Kit: $378.41)
If physical strength is a priority, PermaShade LC has it. It had the highest shear bond strength and flexural strength of all the products tested.
It is radiopaque and is stable against water sorption and solubility. It handled well and does not slump or run. It is 64% filled by weight (to
minimize shrinkage), but as a result, it is slightly more viscous than other cements. This may be problematic with thin-walled ceramic when
higher pressure is needed to seat or when an ultra-low film thickness is a priority. The only thing missing from
the PermaShade LC lineup is an applicable selection of try-in pastes. But, at a cost that is almost half that of ’_‘
others on this list, PermaShade L.C is an excellent value.

» PANAVIA Veneer LC, Kuraray Noritake (MSRP $79.99/1.7 ml syringe | $57.29/ml | $3.07/veneer | Intro Kit: $149.99%)
Panavia Veneer LC is Kuraray Noritake’s introduction to the veneer cement market. It is very strong in terms of bond strength and flexural
properties, but, unlike some of the other high-strength materials, does not have the accompanying viscosity and thickness, as evidenced by
its sub-10 pm film thickness. It has a new Nano-Cluster tech in its filler and, as a result, is a little less “sticky” than others in
this category. Cleanup can be slightly more challenging because the flash expressed when seating tends to slump ‘:
over and stick to (wet) adjacent surfaces, but overall, it was one of the best products tested.

*Contains (1) 0.5 g syringe, 1 ml Universal Bond Quick, silane primer, and etchant.

P Variolink Esthetic LC, Ivoclar Vivadent (MSRP $73.49/1.0 ml syringe | $76.36ml | $3.75/veneer | Full Kit: $479.99)
Variolink Esthetic LC performed well across all of our tests and was a clinical favorite. It has the consistency of hand lotion, and although not
runny, it did tend to slump, wetting adjacent surfaces. Cleanup, however, was made easy with a quick tack-cure that stiffened
up the flash enough to be easily cut and removed in large pieces. Placement was straightforward and required
minimal pressure, but the texture of the material made it feel slippery when seating and led to the occasional g —'
need for readjustment prior to polymerization. It handled nicely and was easy to clean up.

» RelyX Veneer LC, 3M (MSRP $117.99/1.67 ml syringe | $70.61/ml | $3.93/veneer | Full Kit: $668.99)
In terms of strength, RelyX Veneer LC performed slightly better than average. It has high flexural strength, but the shear bond strength
was lower than expected when compared to the category’s top performers. Handling properties, however, are what sets it apart.
It is sticky enough to stay where placed and has enough body not to slump and run, which is surprising given its ultra-thin
6 pm film thickness. Restoration placement is straightforward with minimal slippage or drift. Flash extruded in 2

- -

buttery ribbons easily removed with a micro-applicator brush prior to curing. -

» Insure, Cosmedent (MSRP $85.95/1.7 ml syringe | $50.57/ml | $2.87/veneer | Full Kit: $656.85)
Insure by Cosmedent is another top performer in the veneer cements category. However, there were some unique characteristics to this brand
that none of the others offered. The first standout is the viscosity option: clinicians are given the choice between a very firm
“Regular” formulation and a less viscous “Lite” variation requiring less pressure when seating thinner, more fragile
veneers. Cosmedent offers a full array of shades and try-in pastes with Insure, including hues of pink. Although e
not recommended by CR due to 3° amine and stability issues, a dual-cure activator is included for those “light- B
challenged” situations where a complete light-cure is in doubt.

If veneer cases are not routine, consider purchasing individual syringes vs. full kits. Translucent is the most popular if slight shade alteration
is not needed.

CR CONCLUSIONS:
* All of the cements evaluated performed well in CR’s in-vitro testing. Ultimately, clinicians should find a cement that fits their preferences
regarding delivery, shade(s), handling, and viscosity because this is where the various products differ most significantly.

* Veneer use is increasing. As a high-end esthetic option, veneers preserve tooth structure, maintain occlusion, and promote optimum esthetics.
With proper technique, veneers placed in enamel rarely fall off.

* Almost 60% of dentists accomplish three or less full cases (6-8 teeth) of veneers a year making the choice of a routine veneer cement difficult.
Shelf life may be a more important consideration than cost. Refrigerate when not in use.

* Practical Clinical Courses (PCC) has detailed, close-up, step-by-step videos on both ceramic and resin veneers. Find them at pccdental.com
or call 800-223-6569 (V1571: Ceramic veneers, state-of-the-art; V1559: Direct resin veneers).
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At the completion of this test, participants should be able to:
* Discuss methods to reduce injection pain
* Consider new curing technology

» Compare characteristics of veneer cements
* Evaluate new products and their potential clinical usefulness

Self-Instruction Test, July 2022, 1 CE  Check the box next to the most correct answer.

1. Which of the following is not likely to reduce injection pain?
O A. Distraction techniques including tugging lip
U B. Applying topical anesthetic
U C. Fast infiltration to “get it over quick”

O D. Sustained pressure on soft tissue

2. Which statement regarding local anesthesia is true?
4 A. Less than 5% of patients have a fear of needles.

U B. Reversal agents can help patients return to normal sensation much
faster.

U C. Buffering shortens and delays the effect of local anesthetic.

U D. Injections are painful, and there is no getting around it.

3. Based on CR’s research, which statement is false?

U A. Monet caused rapid heating of restorative materials and oral tissues.

U B. Monet cured faster than other lights tested.
U C. Monet’s width of cure was similar to other lights with large tips.

U D. Monet was incompatible with most current restorative materials.

4. Which of the following is not a feature of the Monet laser curing light?
O A. Timer settings for 3, 5, and 10 second exposures
U B. High irradiance (high intensity output)
U C. Collimated beam with minimal divergence and energy loss

U D. Monochromatic output at ~452 nm

5. A cement with high flexural strength facilitates the use of veneers.
O A. Thicker
O B. Thinner
U C. Opaque

4 D. Translucent
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6. Which of the following is not a contraindication for ceramic veneers?
O A. Severely dark teeth
U B. Bruxism
U C. When the teeth to be restored have large restorations or carries

O D. When a minimally invasive preparation is desired/needed

7. FirstPlug is a PEEK plastic designed to fill implant screw access holes
more easily than Teflon (PTFE) tape.

4 A. True
U B. False
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8. OsseoScrape Angled Bone Scraper:
O A. Is clear to observe both blade and collected bone.
U B. Has angled head for easy lateral access.
U C. Is sharp for productive harvesting of bone.
Q D. All of the above

9. MARK3 MAX BITE is a VPS material:
U A. That stays where placed; no significant slumping.
O B. That has high flexibility and is not rigid.
U C. With a slower set time that allows more working time.
Q D. All of the above

10. Air Slurry Polishers are highly useful and effective in:
U A. Improving sealant retention and longevity.

U B. Caries detection by allowing both better visualization and
electronic detection.

U C. Tough stain removal and plaque removal from all surfaces, including
those hard to access (pits, fissures, orthodontic brackets, etc.).

4 D. All of the above
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Products Rated Highly by CR Scientists and Clinical Evaluators (continued from page 1)

Improved Material for Covering Screw Heads in Implant Restorations

FirstPlug is a packable, moldable, and retrievable polytetrafluorethylene (PTFE) plug material that is placed in
the access opening of implant restorations allowing the screw head to be easily accessed if needed at some future
time. The material comes in a rope-like form that is cut to length and easily handled. Traditional plug materials,
W such as cotton pellets, gutta-percha, and silicone, can be difficult to remove or degrade over time. Many clinicians

FirstPlug
35Newtons

have turned to plumber’s teflon (PTFE) tape as an alternative. FirstPlug is a direct replacement for non-medical
plumber’s teflon tape with a more convenient form. The material is medical-grade and delivered clean but not

. | sterile. Cut pieces can be bagged and autoclaved for sterile use, if desired. 35Newtons is registered with the FDA.
| 3 A Advantages: Limitation:
— « Easy to place and remove single piece * Higher cost for the convenience vs. standard
$50/210 cm (24¢/cm) * Material is dense, moldable, packs well, and leaves no voids Teflon tape

« Dispenser has convenient measuring and cutting

CR CONCLUSIONS: 84% of 24 CR Evaluators stated they would incorporate FirstPlug into their practice. 92%
rated it excellent or good and worthy of trial by colleagues.

Disposable Bone Harvester is Sharp and Has Clear Casing to Observe Collected Bone

Bone harvester that is disposable and has an angled handle and sharp blade to facilitate harvesting matrix of

OsseoScrape Angled autogenous bone. Handle is transparent so operator may see the real-time amount of harvested bone captured in

Bone Scraper the closed collection chamber. Chamber holds 1 cc of patients own graft at only the cost of the scraper. A new
Salvin Dental Specialties  sharp edge may be accessed on the round blade by inserting a hex key and turning to a new position.

Advantages: Limitation:
. * Lower cost and advantages of using patient’s own bone * Disposable, single-use instrument has higher
- * Clear casing to observe both blade and bone collected ongoing replacement costs
= « If dulled by use, blade may be turned to new sharp section
| i * Easy lateral access with angled head
™

CR CONCLUSIONS: 83% of 18 CR Evaluators stated they would incorporate OsseoScrape Angled Bone Scraper
$28/Instrument ($140/Box of 5)  into their practice. 94% rated it excellent or good and worthy of trial by colleagues.

Bite Registrations Material with Results Similar to Popular Material with Lower Price

MARK3 MAX BITE Bite registration material claiming to be similar to Blu-Mousse. Medium-body VPS claims to create stiff but
not brittle network that stays where placed (no major slump) and to set hard yet flexible. Available in regular

Liph e DT Sy (3 minutes), fast (1 minute), and super-fast (45 seconds) set times. CR worked with fast set (working time 40
seconds, set time 1 minute).
Advantages: Limitation:
W . * Lower cost than premium brand * No major limitations noted. However, a
| ] * Sets quickly (45 seconds for super-fast) few preferred an even faster set time.
‘x — '.I x * Hard but not brittle; has some flexibility
il * Easy to dispense, place, and remove
$22/100 ml. (two 50 ml CR CONCLUSIONS: 70% of 23 CR Evaluators stated they would incorporate MARK3 MAX BITE into their
cartridges) practice. 87% rated it excellent or good and worthy of trial by colleagues. J

Proven Classics: Air Slurry Polishers have many Helpful Applications for All Practices
Air slurry polishers are perhaps one of the most helpful dental technologies that are highly
under-utilized. Only a small percentage of clinicians use them becaue of their over-spray and
mess. However, proper technique, high-volume evacuation, and isolation easily solve the mess
problem and allow them to provide unprecedented:

« Cavitron Prophy-Jet, Dentsply Sirona, $3,708

* PROPHYFLEX 4, KaVo, $1,750
« Air-Flow Handy 3.0 Classic, EMS, $1,630

* Sealant longevity with removal of plaque from deep groves allowing better etch and sealant material to lute to enamel.
* Caries detection—easy stain and organic debris removal permits better visual or electronic caries detection.
« Stain removal/prophylaxis—removes tough extrinsic stains, especially effective near orthodontic bands and brackets.
CR CONCLUSIONS: Every dental practice needs an air slurry polisher for quick and effective removal of stains and plaque, even from difficult

areas like pits, fissures, grooves, etc. They are also desirable for longer-lasting sealants and caries detection, and can provide a helpful step in
implant debridement/salvage. Use appropriate abrasive for desired application.

Products evaluated by CR Foundation® (CR®) and reported in the Gordon J. Christensen Clinicians Report® have been selected on the basis of merit from hundreds of products under evaluation. CR® conducts research
at three levels: 1) multiple-user field evaluations, 2) controlled long-term clinical research, and 3) basic science laboratory research. Over 400 clinical field evaluators are located throughout the world and 40 full-time
employees work at the institute. A product must meet at least one of the following standards to be reported in this publication: 1) innovative and new on the market, 2) less expensive, but meets the use standards,
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support the work of CR Foundation®. ©2022 This report or portions thereof may not be duplicated without permission of CR Foundation®. Annual English language subscription: US$229 worldwide, plus GST Canada
subscriptions. Single issue: $29 each. See www.CliniciansReport.org for additional subscription information.




