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ORLANDO i1 AGD ANNUAL
MEETING 2008

The Louisiana AGD was very excited
about the National Academy of General Den-
tistry Annual Meeting in Orlando, Florida.

The meeting was held July 16 -20, 2008 at the
Walt Disney World Dolphin Resort.

There were two keynote speakers that
inspired and entertained us at the meeting.
Thursday morning Captain Lovell, a NASA as-
tronaut, intrigued the audience with his story
of courage and leadership when he recounted
his experience commanding the almost doomed Apollo 13 spacecraft back down to
earth from a perilous flight. The importance of working as a team and taking charge
of a situation were stressed by Captain Lovell. His audience enthusiastically appreci-
ated the efforts of this true American hero!

The second keynote speaker was Lou Holtz who, of course, was a football
coach at Notre Dame, South Carolina, and is presently a sports commentator for
ESPN. He spoke to the group on Saturday morning. Lou Holtz is an excellent
speaker who excited us with his characteristic leadership skills and motivation quali-
ties we all need in running a Dental practice.

Both men were gracious enough to hold book signings after their speeches.

The AGD is very grateful to have these two men give their time and efforts to help us
reach our goals.

Delegates in the Governance Session from the Louisiana AGD were Drs. John
Portwood, DDS MAGD, Kay Jordan, DDS FAGD, and Tony Guilbeau, DDS MAGD. The
delegates in this Session make and/or refine the rules and regulations for the AGD.

This ensures our AGD maintains itself as one of the premier groups of organized
Dentistry. It is also the only group to represent the interest of General Dentists ex-
clusively.

Saving the best for last, | have great news! Your Louisiana AGD has won na-
tional recognition for its efforts in providing your continuing education courses. We
won the prestigious O0OAward of Excellence in Col
This means we have been providing the best CE courses to you consistently in the
past year. So, when you attend one of our courses in the future, you can be assured
you are getting the best CE available. We appreciate the hard work of our Executive
Director, Brenda Descant, and the LAGD Board!

It is also worth mentioning that our friends in Arkansas AGD won the
o0Constituent of the Year Awardo6 in their categ
cause this award depicts excellence in the many facets of the organization such as CE
courses, membership, and advocacy. Congratulations Arkansas AGD!

UPCOMING SEMINARS

October 10, 2008 December 5, 2008

1Core Concepts: RotatpnEnrndodontChaeg?® Pl
Speaker: Dr. William Henson Speakers: Drs. Chiche,

Place: Lafayette, La. Ratcliff and Brady

Place: New Orleans, La.
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Lingualized Occlusion

I f 1 had to choose the one thing thatodés had
and partial dentures | construct for my patients, it would be linqualized occlusion. From a func-
tional standpoint, it goes without saying, that the occlusion you provide to a patient will always have
the most profound effect on the success or failure of any prosthesis. If the occlusion is simple to ar-
range, simple to adjust and esthetically pleasing, what more could you ask for?

Just what is lingualized occlusion? In its simplest form, a sharp up
per lingual cusp functions in a shallow fossa of a lower toothThere is no
function between the buccal cusps of either toot longer and sharper lin
gual cusp produces better function. The open fossa of the lower tooth
wall inclinations of 10 to 12 degrees. The lingual cusp functions in an are
to 3 millimeters in diameter around the centric stop. Lingualizing the occ
sion over the crest of the lower ridge seats both upper and lower prost
and reduces tipping forces during function.

Lingualized occlusion can have a very natural look, particularly since mynaxillary
teeth of choice are Trubyte Bioform X®orcelain posteriors. These teeth have the long-
est and sharpest lingual cusp of commonly available teeth on the market.

LINGUALIZED OCCLUSION ~ -

The mandibular teeth | use are Trubyte Bioform 2@porcelain posteriors. The occlusal
surfaces are ground out to produce a shallow, open fossa of approximately 10 to 12 de-
grees. This allows the upper lingual cusp to function in an area 2 to 3 millimeters

around the centric stop.There is no function between the buccal cusps of either tooth

You say you dondt wuse porcelain teeth? That 0s
in an IPN material and there are a number of other manufacturers that produce teeth for lingualized
occlusion setups. Ivoclar/Vivodent has the Ortholingual DCL and Vita has its new Lingoform Poste-
rior, to name two. As with the Bioform teeth, | find that even these specially designed lingualized teeth
have too much anatomy and cusp form on the lower posterior occlusal surfaces. The central fossae
will need to be adjusted to produce a shallow, open and more functional occlusion as demonstrated in
the following two pictures.

This laboratory view from the lingual side of an upper and lower setip demon-
strates how the upper lingual cusps are seated in the shallow open fossae of the low|
teeth.




Pelicands Pouch Newsletter

In this view, the surfaces of the first bicuspids have been
reshaped to open their fossae and to reduce occlusal
anatomy. The second bicuspid has yet to be reshaped.

I n case you havenét notic
the lower teeth only.

What does the laboratory do to set your case up in lingualized oc-
clusion?

The maxillary posterior teeth are arranged with their lingual

cusps on the occlusal planeé. . wi
lingual cusp of the first molar and the lingual cusp of the second

molar. These are raised off the plane to create a compensating

curve. The necks of the teeth are canted inward slightly to like-

wise raise the buccal cusps off of the plane

The lower posterior teeth are reshaped to create shallow, open fossae and to
provide a centric stop for each of the five upper lingual cusps. Any lateral
interferences between the buccal cusps are removed by reducing and reshap-
ing the buccal cusps of the lower teeth.

What needs to be accomplished chair
side?

At delivery, your job is to make sure

that the five upper lingual cusps contact the lower posterior teeth
somewhere along the central gro
teréé.variations anteriorly or
t he patient 6s o cAdjusuoshathe logvdr eeths i f i

What about function?

Again, adjust only the lower teethForget about BULL and those

other rules for working and norworking function. Cover the lower
posterior teeth with Kerr Occlusal Indicator Wax and have the patient
chew several pieces of canned peach, or banana or seedless grapes.
Remove any contacts outside of an area 2 to 3 millimeters around the
centric stop and youdre done.
Lingualized occlusioné.simple and
you ask for? Maginnis the Dentist

If you have any questions concerning Removable Prosthodontics or suggestions for future articles, send them to
Dr. Scott Kogler at skogler@eatel.net
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Dr. David Finleygraduated from the Louisiana State University School of Dentistry in 1985 and
promptly moved back to his hometown of Monroe, Louisiana to practice dentistry. Dr. Finley has
maintained a private general dental practice in Monroe for 23 years with an emphasis on cosmetic
smile creation and implant restoration. He has been an Academy of General Dentistry member
since 1990. He joined the American Academy of Cosmetic Dentistry in 2000, passed the accredita-
tion written exam in 2002, and achieved accreditation in 2005. He is also a Fellow of the Interna-
tional Academy of DentBacial Esthetics. Dr. Finley has completed advanced cosmetic continu-
ums at LSU and LVI. He is married to a wonderful wife, Valerie, and they have five children ages
17 to 6. Dr. Finley enjoys coaching youth athletes baseball and football and guiding his children as
they embark on their own journeys in life.

Tissue Management for Pontic Sites:
An Often Overlooked Essential to Successful Tooth Replacement

Introduction

The replacement of a single missing front tooth is one of the most difficult esthetic dental procedures to perform
successfully. It is difficult for most dental practitioners to achieve an excellent result with this type of procedure because
ZH RIWHQ RYHUORRN WKH VRIW WLVVXH DQG LWV UHODWLRQVKLS ZLWK WKH
look at the whole picture, not just the replacement tooth. It is difficult to create a pleasing esthetic result if you ignore
the soft tissues and the emergence profile from the tissue that nature intended a tooth to have.*

History

The patient is a 24 year old cosmetology student with a history of orthodontics and a congenitally missing right
maxillary lateral incisor replaced with a metal wing Maryland bridge. She was disappointed in
the final result of the Maryland bridge which had a very low value compared to her natural teeth.
The large metal wings were noticeable at the incisal edges of the abutement teeth. The pontic
was short and appeared to hover over the gums with no real emergence profile. There was no
root eminence apical to the pontic which exaggerated the falseness of the pontic.

Treatment Plan

Pretreatment records included complete medical and dental history, preoperative radiographs, 35 millimeter
preoperative slide and print photographs, dental examination, periodontal probing and mounted diagnostic models. The
treatment plan would involve a subeithelial connective tissue pocket graft to augment the root eminence of tooth #7 and
WKH IDEULFDWLRQ RI D 3(XEDQN" EULGJH WR UHSODFH WKH H[LVWLQJ XQHVWHK
of the proposed ideal end result of tooth size, tooth shape, emergence profile and gingival contours. The wax up model
was duplicated in stone and vacuform stents were fabricated. One stent would be used to created the temporary bridge
and one stent was used as a guide when augmenting the facial of the pontic site.

Preparation

The patient was anesthetized with Xylocaine 2% with epinephrine 1:100,000. The old Maryland bridge was
removed by sectioning the pontic from each wing with a carbide bur. Then each wing was removed by carefully sec-
tioning each wing with a small carbide bur. Air abrasion was used to clean the lingual enamel of each abutement tooth.
The split thickness pocket incision was made from the incisal at the pontic site undermining the
tissue to create a pocket on the facial of the ridge in the location of the missing root eminence. A
10 millimeter long, 6 millimeter wide and 2 millimeter thick graft was harvested from the left pal-
ate. This graft was tucked into the pocket incision from the incisal and positioned within the
pocket to replicate the root of a tooth and create a root eminence.” The graft was tacked in place
with 5-0 gut sutures and primary closure was achieved with 5-0 gut sutures.



