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Editor’s desk
with Bruce Oxley

With the people of Ireland and 
the UK going to the polls so many 
times in recent years, is it any 
wonder that people are talking 
about voter fatigue?

Since 2015, the voting population 
of Ireland and the UK have seen 
eight nationwide elections or 
referendums, starting with the 
same-sex marriage vote on  
22 May 2015. That vote was 
actually two referendums as there 
was also a vote to reduce the 
presidential candidacy age from  

35 to 21 (it was rejected).
So, nine votes in total, from Irish 

General Elections in February 2016 
and June 2017, to Northern Irish 
Assembly elections in May 2016 
and March 2017, not to mention the 
UK General Elections in May 2015 
and June 2017.

Then there was the Brexit vote 
that took place in June 2016 and  
we are still feeling the ramifications 
18 months on.

Next year will see a new President 
of Ireland voted in as well as the 

upcoming vote to repeal the  
Eighth Amendment.

The five-year anniversary of  
the death of dentist Savita 
Halappanavar gives this latest  
vote a hard edge for many in the 
healthcare sector. I, for one, hope 
that voter fatigue isn’t a factor in 
what is a hugely divisive, but very 
important decision. 

®
Bruce Oxley is editor of Ireland’s Dental 
magazine. To contact Bruce, email  
bruce@connectcommunications.co.uk
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with Tommy O’Malley

O
nly rarely, since the relatively 
modern concept of social 
welfare first was conceived, 
has a major theoretical 
solution to world order 

been mooted. This era of worldwide soul 
searching has led to much inner gazing and 
contemplation of just where the current 
social order is headed. 

In Europe, the stalled Brexit negotiations, 
in America the Trump/Republican aim for 
entrenchment, and the international cloud 
of Isis have, in their own way, contributed 
to the gradual, yet strengthening tide of 
support for one direction in particular.  
This direction is towards the provision of 
a basic income for every citizen. 

The main thrust of basic income is that 
every citizen in a particular jurisdiction 
should receive a basic income irrespective 
of ability to work or willingness to work, 
net worth financially, socially or condition 
in life. There would, of course, be certain 
basic conditions on eligibility such as 
citizenship or perhaps in the European 
Union status such as citizen of an EU 
Schengen Area country.

The philosophical arguments will, for 
some on the political left, seem self-evident 
in support of such an approach and in 
complete contrast will come arguments 
from the political right warning of the end 
of democracy as we know it. While the 
proponents of basic income are strong 
in their support and their arguments are 
persuasive, we have not really heard from 

the establishment or critics to quite the 
same degree, at least not in the popular 
press. I sense a tiger lurking in the grass. 
At the same time, I sense that the robot on 
the factory floor may be the instrument 
whereby basic income becomes the 
overriding social safety net. What is to 
become of all those who lose their jobs 
to the instruments of economic progress?

I sometimes wonder if our President, 
Michael D Higgins, did not in some way 
stimulate a discourse in Irish politics that 
led us, once and for all, away from the 
parish pump and cronyism in politics to 
a more enlightened outlook. Why, even 

Paschal Donohoe, our Minister of Finance 
and Public Expenditure, has taken to 
philosophising in the press. And, with our 
Taoiseach expressing his solidarity with 
the ‘middle class’ and the self employed 
with the introduction of the free scale 
and polish, where will all this philosophy 
take us? 

From a dental perspective, practitioners 
can wallow in the knowledge that they 
are the least liable of nearly every other 
occupation to be replaced by robots. But, 
what are the likely outcomes for social 
welfare dental schemes, all be it social 
schemes that are malfunctioning?

Basic income, I feel, will not eliminate 
the need for all other social welfare 
assistance and certainly most proponents 
see basic income as part of the overall 
social welfare package. Such a package 
could take many forms and would reflect 
the political and social order extant in the 
jurisdiction. Would it lead to the  
elimination of the PRSI and GMS dental 
schemes if implemented is an obvious 
question. Would this pacify the private 
dental practitioners and lead to a more 
level playing field for patients with  
regard to access of care? Comparing the 
practical outcomes will decide.   

“Debates about justice – if they are going to 
relate to practicalities – cannot but be about 
comparisons” Amartya Sen
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Dozens of candlelight vigils 
took place across the country 
at the end of October to mark 
the f ifth anniversary of 
the death of dentist  
Savita Halappanavar.

Savita was ı7 weeks 
pregnant when she 
died at University 
Hospital  Galway 
on 28 October 20ı2, 
seven days after being 
admitted for serious back 
pain. Despite being found to 
be miscarrying, she was refused a 
termination. The autopsy found that 
the 3ı-year-old died of septicaemia 
“documented ante-mortem” and 
E.coli ESBL.

The inquest into her death 
eventually returned a verdict of 
medical misadventure with nine 
members of staff at UHG being 
subsequently disciplined.

The vigil outside the GPO in 

Dublin was one of more than 20 that 
took place across Ireland and was 
organised by the Coalition to Repeal 

the Eighth Amendment. 
Speaking just before the 

vigil, convenor of the 
coalition Ailbhe Smyth 
said: “The Oireachtas 
Committee that is 
considering what 
should be done about 

the Eighth Amendment 
committee has heard  

from leading experts 
on maternity healthcare in 
recent weeks. Their opinion 
was unequivocal: if it weren’t 
for the Eighth Amendment, 
Savita Halappanavar would be  
alive today.

“For once in Ireland, we need to 
take on board the lessons from our 
past. We need to ensure that no 
more women die in these sort of 
tragic circumstances.”

Lurgan dentist 
returns home
A Belfast-born dentist who built a successful 
career as a dentist and academic in the United 
States has died at the age of 92.

Dr Andrew Dixon, a former dean of the school 
of dentistry at the University of California, Los 
Angeles (UCLA), passed away on 28 September. 
His ashes have now been returned to his 
home town of Lurgan, Co Armagh, following a 
memorial service at the end of November.

The University Flag at UCLA was flown at half 
mast on 7 December as a mark of respect for  
Dr Dixon, who retired from the university in 
1992. A spokesman for the UCLA School of 
Dentistry said: “During his time as dean,  
Dr Dixon made innovation a priority, while 
placing the same importance on fulfilling 
the mission of the school, which was to train 
dentists to provide quality dental care in 
California and beyond.”

Dr Dixon qualified from Queen’s University 
Belfast and worked in general practice in 
Bangor in the 1950s before moving first to 
England and then settling in the United States 
in the 1960s.

Hundreds attend Savita vigils
Fifth anniversary of the death of dentist marked 
by campaigners to repeal the Eighth Amendment

Two members of the BDA 
Northern Ireland’s Dental 
Practice Committee took to 
the streets recently to raise 
awareness of oral cancer and 
the vital role dentists play  
in detection.

Eamonn Toner and Derek 
Manson volunteered their time 
to carry out mouth checks on 
shoppers at the Park Centre, 
West Belfast, as part of the 
association’s #mouthcheckni 
initiative. West Belfast is the 
most deprived constituency 
in Northern Ireland, where 
the average number of cases 
per year of lip oral cavity and 
pharynx cancers are higher 
than the Northern Ireland 
average. 

About 200 people in Northern 
Ireland are diagnosed with 

mouth cancer each year, often 
at a late stage, with about a third 
of those diagnosed dying from 
the disease. Shockingly, the 
incidence of oral cancers looks 
set to double by 2035.

Peter Crooks, chair of 
the BDA Northern Ireland 
Dental Practice Committee, 
said: “Through our oral health 
check initiative, a partnership 
between Cancer Focus NI, BDA 
and the Health and Social Care 
Board, we hope to educate the 
public on the risk factors, and 
signs and symptoms of oral 
cancer, and ultimately achieve 
better health outcomes.”

Colette Rogers, Strategic 
Lead for Tobacco Control at the 
Public Health Agency (PHA), 
said that dental professionals 
need to educate their patients 

that symptoms can manifest in 
several ways. 

She said: “It’s important that 
people know what to look out 
for and take time to check for 
changes in the mouth. This 
habit of carrying out a ‘mouth 
check’, similar to the ‘breast 
check’ advised for women, 
could save lives. 

“In addition to early 
detection, it is of paramount 
importance to know what you 
can do to reduce your risk 
of developing mouth cancer. 

We know that tobacco use 
is the biggest risk factor for 
developing mouth cancer and 
while it may be difficult to 
quit, there is help available. 
In Northern Ireland there are 
over 650 free PHA-funded stop 
smoking specialist services 
available in a variety of settings. 

®
For more information and useful 
tips to stop smoking, visit the 
PHA’s ‘Want 2Stop’ website 
at www.want2stop.info

Taking cancer message to the streets
BDA committee members provide  
free mouth checks to Belfast shoppers  
to raise awareness of the disease

(L-R) Derek Manson, Eamonn Toner and Peter Crooks 
 with Gerry McElwee from Cancer Focus NI

Image courtesy of  
The Irish Times
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Dentists have welcomed the expansion 
of the dental benefit scheme for 
those covered by PRSI, but warned 
colleagues to brace themselves for  
“administrative chaos”.

About 2.5 million people are now 
entitled to subsidised dental treatments 
and optical benefits, including a free pair 
of glasses. Dental treatments include the 
reintroduction of the scale and polish, 
which was abolished in 2009. There 
will also be subsidised perio treatments 
and the annual examination will remain  
cost free.

Also, for the first time, about 450,000 
self-employed people and their dependent 
spouses are included in the scheme.

However, Irish Dental Association 
chief executive Fintan Hourihan has 
raised concerns about the new electronic 
system to be used by dentists to administer 
the scheme, which had not gone live at 
the time of the expansion. This meant 
that about ı,500 dentists had to fill in 

paper forms until the system went live 
towards the end of November.

This also meant that dentists were not 
able to check if the patient already had 
their one-year treatment allowance. If the 
patient has already been given treatment, 
the dentist will not be paid.

Hourihan said: “It is important every 
effort is made to ensure extra staff 
are employed and that the system is 
run efficiently. I have written to the 
department outlining our concerns. 
Dentists should not be penalised.”

Social Protection Minister Regina 
Doherty said that the scheme will 
cost more than €70m for a full year in 
20ı8. She said: “Treatment benefits are 
an important support for those who 
contribute each week to the Social 
Insurance Fund and our commitment to 
these extended benefits demonstrate a 
Government committed to supporting 
people at work, be they employed or 
self-employed.”

PRSI scheme expanded
Dental treatments reintroduced but IDA warns of 
delays and problems with the online administration

The phase down of amalgam must be 
supported by investment in prevention 
strategies in Northern Ireland according 
to the BDA.

The province, along with England, 
doesn’t currently have a national 
oral health improvement scheme 
for children, unlike in Scotland and 
Wales. The BDA made the point in 
its submission to the Department 
for Environment Food and Rural 
Affairs’ consultation on the UK’s 
implementation of the EU regulations 
on mercury.

By ı January 20ı9, dental amalgam 
will only be permitted in pre-dosed 
encapsulated form and dental facilities 
will have to be equipped with an 
amalgam separator. The BDA believes 
that all nations in the UK need to have 
a national plan in place by July 20ı9 
on the measures they will employ 
to phase down the use of amalgam  
in restorations.

BDA chair Mick Armstrong said: 
“The phasing down of amalgam 
is substantial and needs to be 
thought through carefully and 
mustn’t be done on a whim 
or prayer. UK governments 
need to develop proper, 
funded strategies for 
prevention, especially 
in Northern Ireland 
and England, to 
deliver the scale 
of phase down 
required.”

BF Mulholland 
acquired by DD
County Antrim-based dental supplier 
BF Mulholland has been bought over 
by Dental Directory at the end of a 
15-month strategic alliance between 
the two companies.

Mark Stephenson, managing 
director of Dental Directory, said: 
“During the last 15 months we’ve  
been able to add to and grow the  

BF Mulholland offering within Ireland. 
The positive feedback we’ve received 
from customers has proved that 
combining our resources to fulfil a 
need in the Irish market was the right 
move last year.

“It’s now time for the next step in 
bringing together two organisations 
that are committed to servicing 
the dental sector and invested in 
providing our first one-stop-shop 
proposition in Ireland.”

BF Mulholland Ltd was established 
in 1969 by Brian Mulholland and 

employs 30 people based out of its 
headquarters in Crumlin, County 
Antrim. Brain Mulholland, who will 
remain with the business in the role  
of non-executive chairman, said:  
“Our association with Dental  
Directory has always been very 
strong. We share similar values, 
especially when it comes to putting 
the customer first and at the heart  
of any decision we make.

“We’re excited about developing 
our service offering and adding value 
to our customer relationships.”

Prevention 
strategies 
essential  
says BDA

Mick  
Armstrong
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Kinsale welcomes Kemdent Limited 

Kemdent Limited is proud to 
announce the opening of a brand 
new office in Kinsale, County Cork. 
Kemdent Limited is the primary 
importer for the Kemdent brand of 
dental surgery and dental laboratory 
products to the EU. Kemdent 

is famous worldwide for dental 
modelling waxes and an extensive 
range of products for both dental 
surgery practices and dental labs. 

Graham Mayoh, director of 
Kemdent Limited said: “Kemdent 
Limited looks forward to the exciting 
prospect for growth in Kemdent 
sales in Ireland and the rest of  
the EU.”

To find out more about  
Kemdent Limited, ring Monica  
on +353 (0)21 4774008 or  
visit www.kemdent.co.uk 

Staff, students and colleagues 
have paid tribute to Professor 
Martin Kinirons after he retired 
from his position as dean of Cork 
Dental School recently.

Prof Kinirons, who has also 
stepped down as professor of 
paediatric dentistry, has 
been at UCC since 2003 
and was appointed 
dean in 20ı3. During 
his time in Cork, Prof 
Kinirons built up 
the clinical research 
output in his discipline 
and co-supervised a large 
number of students in Masters, 
MPhil and PhD level. 

He is an internationally 
recognised authority on dental 
trauma and has collaborated, 
researched and published 
internationally. He has also been 
awarded more than 20 funded 
research grants over his career in 
the UK and Ireland. 

Prof Kinirons integrated the 
disciplines of dental public health, 
orthodontics, preventive and 
paediatric dentistry under the 
umbrella of oral health and 
development and has seen the 
growth of a holistic, team-based 
approach to oral health.

A spokesman for UCC said: 
“Prof Kinirons’ leadership style 
as dental dean was characterised 
by a broad-based consensual 
approach. It was underpinned 
by a clear focus on his vision for 

the Dental School. Notable 
achievements include 

t w o  s u c c e s s f u l 
quality reviews, 
a n  i n c r e a s e d 
re c r u i t m e n t  o f 
overseas students, 

prog ress  in  the 
funding model for the 

dental school and bilateral 
agreements with dental schools 
in Europe and North America.

“ P r o f  K i n i r o n s ’  m o s t 
significant achievement has 
been his positive impact on the 
morale and collegiality of the 
staff and students at the dental 
school. This is a reflection 
of his vision, empathy and  
personal warmth. 

“His leadership enabled and 
facilitated others to achieve 
their full potential. 

“Prof Kinirons will be greatly 
missed by all of his colleagues, 
students and patients. We 
wish  h im a  happy  and  
fulfilling retirement.” 

A Northern Irish dentist who has been instrumental 
in setting up and running a mouth cancer charity has 
been recognised at the Scottish Health Awards 20ı7.

Niall McGoldrick, a Dundee graduate and one of 
the main drivers behind the formation of the Let’s 
Talk About Mouth Cancer (LTAMC) charity, was 
awarded the Young Achiever Award at the glittering 
awards ceremony on 3 November. The awards, run in 
partnership between the Daily Record, NHSScotland 
and the Scottish Government, recognise the hard 
work of healthcare staff from across the NHS 
workplace in Scotland. 

The Young Achiever category is awarded to 
an individual of 30 years or younger who “has 
demonstrated outstanding achievement as part of 
their working life… who has shown initiative, drive 
and excellent judgement in their work to achieve 
exceptional results”.

After being presented with his honour by Shona 
Robison MSP, Scottish Cabinet Secretary for Health 
and Sport, Niall said: “I am completely overwhelmed 
with this award. This evening has really been special 
and I feel so privileged to be among all the finalists 
here tonight. This is not just for me but for all those 
behind LTAMC, including the other trustees, our 
volunteers and fundraisers. It is also for everyone 
who has gone out to Peru with me to help the people 
there. Thank you!”

Praise for retiring 
UCC dental dean

Cancer charity 
trustee wins 
national award

Cork academic also steps down from role 
as professor of paediatric dentistry

Award recognises work of NI 
dentist in raising awareness of 
mouth cancer among the public 
and the dental profession

Niall with Scottish Health Minister Shona Robison 
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Online registration for the Scottish Dental 
Show is now open with the 20ı8 event 
promising another world-class speaker 
line-up and more than ı40 exhibitors.

Scotland’s biggest dental show will take 
place on 27 and 28 April at Braehead Arena 
and will mark the seventh year of the 
award-winning event.

As well as a packed trade show, featuring 
some of the biggest names in the industry, 
the show will also see more than 50 lecture 
and workshop sessions covering all the 
major CPD subjects. 

Delegates can gain up to nine hours 
of verifiable CPD on topics ranging 
from composites, digital dentistry, child 
protection and safeguarding, mouth cancer, 
radiation protection, decontamination and 
many more.

The lecture and workshop programme 
will feature some household names from 
Scotland, the UK and further afield. 

Monik Vasant (above), a highly 
experienced clinician with a special 
interest in minimally invasive dentistry,  
has been revealed as the keynote speaker 
for the 20ı8 Show.

Having trained under many of the 
world’s leading clinicians, Monik has 
gained an MSc in aesthetic and restorative 
dentistry and will open the show on  
27 April with two one-hour lectures. The 
first will cover ‘composite artistry’ and 
the second will cover digital dentistry  
and composite.

Monik is the director of Fresh Dental 
with sites in central London and Greater 
Manchester. Monik lectures on various 
postgraduate courses around the UK 
and overseas on minimally invasive and 
adhesive dentistry.

His composite course ‘Totally 
composite’ is held throughout the UK and 
internationally. He is a global key opinion 
leader for Coltene and is the clinical lead 
on the development team for the next 
generation of their composite materials.

He is also on the European Aesthetic 
Dentistry Advisory Board and a clinical 
speaker for Invisalign and an opinion 
leader for Sirona on digital dentistry.

®
For more information on the lectures and 
speakers and to register for the Scottish Dental 
Show 2018, visit www.sdshow.co.uk/register

Registration is now open!
Dental professionals from Northern Ireland and the Republic are being encouraged 
to sign up for their FREE delegate pass to Scotland’s biggest dental conference
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Dates for 
your diary
6-8 February 2018
AEEDC Conference and  
Arab Dental Exhibition
Dubai
Visit www.aeedc.com

28 February-  
3 March 2018
Academy of Osseointegration 
Annual Meeting
Los Angeles, USA
For more information, visit  
www.osseo.org/annual-meetings

20 April 2018
Osteology UK
Royal College of  
Physicians, London
To find out more, visit  
www.osteology-uk.org

26 April 2018
IDA Annual Conference
Galway
For details, visit www.dentist.ie

27 April 2018
Scottish Dental Awards 2018
Hilton Glasgow
Visit www.sdawards.co.uk for more.

27-28 April 2018
Scottish Dental Show 2018
Braehead Arena, Glasgow
For more information, visit  
www.sdshow.co.uk

10 May 2018
Irish Society of Dentistry  
for Children ASM
Midlands Park Hotel,  
Portlaoise, Co Laois
Visit www.dentistryforchildren.ie  
to find out more.

18-19 May 2018
British Dental Conference  
and Dentistry Show
NEC, Birmingham
Log onto bda.org/conference for  
more information.

20-23 June 2018
EuroPerio9
Amsterdam
For more information,  
visit www.efp.org/europerio

20-21 July 2018
World Dental and Oral  
Health Congress
London
Find out more at  
www.worlddentalcongress.co.uk

5-8 September 2018
FDI World Dental Congress
Buenos Aires, Argentina
Visit www.fdiworlddental.org/events/
fdi-world-dental-congress for  
more information.

11-14 September 2018
British Society of  
Paediatric Dentistry  
Annual Scientific Meeting
Dundee
Visit www.bspdconference.org  
to find out more.

4-6 October 2018
BDIA Dental Showcase
ExCeL, London
For more information, visit  
www.dentalshowcase.com

23-24 November 2018
BSDHT Oral Health Conference  
and Exhibition
Telford International Centre
Find out more at  
www.bsdht.org.uk/OHC2018

26-27 April 2019
Scottish Dental Show 2019
Braehead Arena, Glasgow
Visit www.sdshow.co.uk  
for more information

17-18 May 2019
British Dental Conference  
and Dentistry Show 2019
NEC, Birmingham
Log onto bda.org/conference  
for more information.
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Word of mouth
with Dr Paul O’Dwyer

T
he headline above is one 
of those sayings that can 
cause some eye-rolling from 
fellow dental practitioners. 
I’m not a huge fan of ‘business 

speak’ – given my clinical training and 
background, I am used to ‘one patient, 
one problem, one solution’ – in the field 
of diagnosis, treatment and outcome. 
However, wearing my management hat, I 
often come across these sayings, and over 
time have come to appreciate them more.

I was recently honoured to help co-host 
a workshop on ‘Benchmarking Your 
Practice’ with my colleague Dr Noel 
Kavanagh for the Irish Faculty of Primary 
Dental Care. We spent an enjoyable day 
in the Dublin Dental Hospital and, as is 
usually the case at these events, we all 
came away learning a little more from  
each other. In part of my section on  
‘Finance for Practices’, I mentioned the 
above quote. I asked the attending group 
about their financial goals. This may seem 
strange or even out of place in the clinical 
context – as our traditional training in  
dental school was clinical first, financial a 
very distant second. 

Those days I’m afraid are long gone. 
The recent financial crisis has seen many 
practices come to better appreciate the 
financial complexities of cash-flow and 
financial planning. It seems timely at 
year end to reflect on 20ı7, particularly as 
many of us are finally beginning to see the 
green shoots of recovery and increased  
patient attendance.

To put the headline above in clearer 
terms for clinicians – a complaint is 
only a grumble until it is written down 
and posted to the practice! The power 
of words is more potent when written 

down. Applying this logic to the ‘goal 
and wish’ phrase, now makes the saying  
more tangible.

Some simple steps for 20ı8 might 
include a planned upgrade of equipment, 
or purchases of a new steriliser, 
updating software or investing in digital  
radiography etc. By sitting down and 
spending time at this exercise, you can 
better plan, budget and action these 
 issues. I know (from personal experience) 
that most small equipment is bought  
when it is needed – when that little red  
light flashes or the beeping becomes 
incessant on the steriliser! This is the 
worst time to invest in new equipment – 
what economists call a ‘distress purchase’. 
Just as patients who are absent from our 
surgeries for years, reappear only driven 
by toothache.

Practise what you preach. Prevention is 
better than cure. What better prevention 
for unexpected expense than by planning 

now? Write down your wish list this  
month and look ahead to budgeting for 
same. Prioritise areas within your surgery 
that need it most – handpieces, scaler 
tips, sterilisers etc. Plan ahead for holiday  
time, secure your agreed holiday rota 
with staff, plan a locum (?) and absorb 
this aberration in income to help with 
cash flow. This makes eminent sense and 
is certainly not rocket science.

And, to put a veneer of clinical spin on 
this (all puns intended) – it is treatment 
planning for your practice. At the end of 
20ı8’s treatment plan, your surgery and 
your work environment should be better 
for you, your staff and your patients than 
at the end of 20ı7. 

In closing, I wish all readers a peaceful 
Christmas and prosperous New Year.  
A thank you to all who comment and 
correspond on this column. And finally,  
a big thanks to Bruce – my ever  
patient editor! 

‘A goal is a wish until  
it is written down’
Planning ahead should not just be limited to your clinical work –  
use your festive downtime to plan your practice improvements
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A 
winter’s day 
and you have 
just arrived for 
another day 
of chaos at 

Depression Dental Clinic – an 
old, unloved house that has 
been converted into a dental 
clinic. Your ‘surgery’ is in  
what was once an upstairs 
bedroom, the steep stairs are a 
safety hazard and the musty 
carpet is threadbare. 

The dental unit 
is disintegrating 
– ripped beige 
vinyl, a hand-
piece with a 
mind of its own 
that might choose 
to function today. 
Fibre optics are still 
unheard of and the stained 
suspended ceiling tiles are  
an embarrassment. 

You are thinking of leaving. 
The boss constantly reminds 
you he has a “drawer full of 
CVs” beneath the cupboard 
where he has stockpiled 
a ı0-year supply of X-ray 
developer and fixer. “For some 
reason this stuff is hard to find 
nowadays,” he often reflects. 

At dental school, you 
expected more. A modern, 
light-f illed clinic. Flat-
screen, digital everything, 
computerised database and 
appointment book. The reality 
is far different; cardboard 
patient charts that might 
be filed correctly and a 
patient appointment diary – a 
Christmas gift from a dental 
lab – that has the devastating 
habit of going walkabout on 
a weekly basis. The boss is 
forever meaning to “attach it 
to the front desk with a chain”.

You have studied hard, 
passed a hundred exams or 

more. You have mastered 
the basic dental skills and 
have learned how to manage 
difficult patients. It is time to 
take the next step. Life is short, 
go for it!

Below is an overview of the 
major points to cover when 
planning your big move, which 
I hope you will find helpful. 
Obviously, a premises is your 

first consideration. Local 
estate agents will be 

best placed to advise, 
but ultimately 
I  have found 
if you create a 
r e m a r k a b l e 
practice, patients 

will find you. High 
street location isn’t 

as important as it once 
was. The modern-day high 
street is your place on the web, 
your Google ranking.

Step one: Dental 
suppliers and advice
I selected Henry Schein to 
kit-out our new clinic. I found 
the team at Henry Schein 
to be very helpful and they 
guided me every step of the 
way. I wanted the best quality 
equipment available and they 
were able to supply this to  
me at a competitive price.  
They can even organise  
finance if required. 

Don’t be tempted by 
cheap, untested brands of 
equipment. You deserve the 
best equipment – equipment 
you can rely on and be proud 
of. Forget the big car parked out 
the back. Invest in technology 
that matters, technology that 
you will be using every day 
to provide a quality service to 
your patients.

Having built two dental practices from scratch in the  
last six years, Dr Patrick O’Beirne shares his advice  
and experience in ı0 simple steps 

Continued »

Practice management team Nora 
Hopkins and Caroline Toher at reception
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As part of the package, Henry 
Schein also designed the new 
clinic for me, taking my own 
sketches and ideas, refining 
them and converting them 
to AutoCAD drawings to be 
used by the construction team. 
When the drawings have been 
completed, a radiation advisor 
is needed to review them 
and advise on lead shielding 
requirements. I used an X-ray 
specialist firm from Kilcolgan, 
having built a relationship with 
the company over the years. 
The calculations are made 
and the builder is advised of 
the shielding requirements for 
each of the radiation sources.

Step two: Appoint a builder
I was fortunate that I knew a 
great local building contractor. 
The builder liaised with 
Henry Schein, who emailed 

drawings, templates and all 
their requirements directly to 
my builder. Jim Way of Henry 
Schein visited the building and 
talked the builder through the 
process. He was available to 
revisit the site as the building 
progressed and answer 
queries over the phone. At 
one point, while Jim was away 
in California on business, he 
was happy to take calls from 
us at what must have been the 
middle of the night... Sorry Jim!

Step three: Air quality
Stagnant air and ‘dental 
smells’ are a pet hate of mine.  
“I hate the smell at the dental 
clinic” is a comment we have 
all heard. Burning dentin, 

coupled with eugenol can  
be avoided! 

I was determined to 
provide clean, fresh air in 
our surgeries. We installed 
central air conditioning in each 
area of the new clinic with 
independent remote controls 
in each room. To ensure a 
continuous supply of fresh 
air, we installed Beam Heat 
Recovery Ventilation. This 
system brings a continuous 
supply of fresh air into the 
clinic and expels the stale air. 
The system runs all day and 
is environmentally friendly as 
the incoming cold air is heated 
by the warm stale air as it is 
being expelled through a heat 
recovery interchanger. 

It is a wonderful investment 
and insures a pleasant working 
environment. Bonus points 
from the environmentally 
friendly brigade. We also use 
a simple essential oils diffuser. 
You can choose your oils – 
our patients love lavender  
and lemongrass.

Step four: Marketing
You are launching a clinic 
and investing heavily. You 
need to let patients and future 
patients know. I decided to get 

a specialist dental marketing 
company on board. They 
set up a Facebook page for 
us, gave me ideas on how 
to improve our website and 
worked together with our web 
designer Clare Furler to launch 
some advertising promotions. 

The marketing company 
were also involved in the 
installation of our clever 
illuminated tooth sign that 
really helps passing traffic  
notice our dental clinic.  
I decidied to invest in one and 
have already had many positive 
comments about our unique, 
quirky signage. I have found 
our marketing partners to be 
a great addition to our team. 
Entering industry awards can 
also be a great way to market 
your practice. It creates a great 
buzz about the practice and is 
a wonderful night out for the 
practice team should you be 
nominated.

Step five: Computers and IT
M o d e r n  d e n t i s t r y  i s 
computerised and is becoming 
more reliant on technology  
by the day. It is vital that 
you invest in reliable IT 

“Obviously, the children love the 
aquarium, and adults too mention  
they find it a relaxing addition”

From previous page »

Continued »

The practice aquarium 
which was inspired by 

Patrick’s children

Dental nurse Lisa Geoghegan





infrastructure and find an 
experienced firm to install and 
maintain your system. Forget 
the local lad that fixes the  
odd PC – the experts are 
needed here. 

The IT company we chose 
discussed my needs with me 
and consulted with the IT team 
at Henry Schein. They then 
liaised with my electricians, 
planned the network and 
made allowances for future 
technological development 
and expansion. They took care 
of everything from fast, reliable 
internet, phones, answering 
services, flatscreen TVs, 
Wi-Fi headphones, intra-oral 
cameras, digital radiography, 
automated database back-up, 
through to alarm system and 
security cameras. They are 
readily available to answer 

any queries and come online 
via TeamViewer should I ever 
have a problem.

Step six: Cabinetry
I hired a local joiner to  
construct cabinetry for 
surgeries, LDU (sterilisation 
room), staff room/locker 
room, kitchen and to construct 
the reception area. He even 
manufactured the housing for 
our new aquarium. The joiner 
was available to walk through 
the new surgery, discuss our 
needs onsite and made changes 
as the design evolved. Dental 
cabinets are easy to construct 
and certainly no challenge to 
a joiner used to constructing 

high-end kitchens!

Step seven: Painting 
and decorating
The new practice is taking 
shape and it is time to put the 
icing on the cake. If you are 
not artistic by nature, leave 
the design to someone else! 
Magnolia or the leftover paint 
from the day you decorated 
granny’s front room will not 
suffice. My wife and I had 
recently completed building 
our new home and had the 
great fortune to meet and 
employ the services of colour 
consultant and designer Niamh 
MacGowan. Niamh’s advice 
was still fresh in my mind 

and we were brave enough 
to choose some beautiful 
Colourtrend, Farrow & Ball 
and Little Greene colours. I am 
regularly asked for the names 
of the colours we have used 
and one patient even asked me 
to make her a colour chart she 
can use at home!

Similarly, with furniture 
choice, buy some new modern 
furniture. The worn fireside 
armchairs with cat hair and 
broken springs that are no 
longer good enough for your 
relatives are not appropriate. 
New, clean, fresh, modern is 
the way to go.

My two children love 
Finding Nemo and often asked 
why Nemo doesn’t live at  
my surgery. 

We decided to bring a little 
bit of aquatic magic to the 

From previous page » “If you are not artistic by 
nature, leave the design  
to someone else”

The kids approve!

Nora with  
dental surgery  
assistant Tricia 
Kay Hughes 
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practice and introduce some 
sealife to the waiting room. 
We now have a beautiful 
Amazonian aquarium which is 
serviced every month to keep 
the tank and our fish healthy. 
Obviously children love the 
aquarium, and adults too 
mention they find it a relaxing 
addition.

I discovered the solution to 
our waiting room televisions 
online. The service I found 
provides a personalised waiting 
room TV channel and allows 
you to provide patient dental 
education, showcase you 
dental treatment and advertise 
promotions in your dental 
waiting area. Interspersed with 
this is world news headlines 
and entertainment news. No 
place for dog-eared copies 
of Woman’s Way or piles of 
information leaflets gathering 
dust in the corner. 

Step eight: Rest
At this stage, you will be 
exhausted. Book a few days 
off and get away from the 
stress. Do as little of the work 
at the new practice as possible. 
There is a man or woman for 
every job. You need to be fresh, 
revitalised and enthusiastic 
when you open the doors. It 
seems counter-intuitive to 
escape for a break, but it is an 
essential step as you approach 
the finish line. 

Step nine: Opening
Give your team a deadline and 
stick to it. Builders are busy 
men and will always have 
another job on the horizon. 
A definite rigid deadline is 
needed to keep them focused. 

In the last few days, we had 
ı0 men, five different trades, 
working alongside and in the 
way of each other. It was a 
touch chaotic but the deadline 
had to be, and was, met. 

Step 10: Teething issues
There will be problems. 
Be prepared for these. Step 
eight will help ensure that 
you can manage the hassles 
that result when new dental 
equipment fails and other 
small issues arise on opening 
day. It is essential that you 
have a local dental engineer/
supplier to assist with the  
unexpected glitches. 

Tom Fahy at West Coast 
Dental/Handpiece Harry was 

our hero and came to the rescue 
when we had some opening 
day hassles. He postponed 
other jobs he had on his agenda 
and jetted over to help us. 
Thanks Tom! It took us about 
a month to settle into the new 
practice, organising equipment, 
stock and wondering why the 
air-conditioner was beeping. 
Remember, all your suppliers 
are there to help, and a quick 
and polite phone conversation 
will usually solve the issue.

In conclusion
As I write this article, we are 
six weeks at our new practice. 
It was a busy few months for 
us but we are delighted with 
the results. My receptionist 
recently commented that 
“it doesn’t feel like coming 
to work”. She is so happy 
with her new reception area, 
kitchen, lockers and Nespresso 
machine. My hygienist, who is 
newly graduated, has stepped 
into the surgery we all wish 
we first had – flatscreens, LED 
handpieces, air polisher – 
digital everything.

We have a happy, and 
enthusiastic team who are 
relaxed simply because we 

have reliable systems in place. 
We have a behind-the-scenes 
team ready to call on should 
the need arise. Patients are 
greeted by a happy, relaxed 
face; one patient recently 
commented that the practice is 
very “Zen”, another that it has 
a “spa-like feel”. Of course, 
there is always room to 
improve, but we aim to be 
proactive not reactive. For 
now, job done. Here’s to a less 
hectic 20ı8!  
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Edward Cotter, honorary secretary at the Faculty of Dentistry,  
RCSI reflects on another successful Annual Scientific Meeting
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T
he theme for this year’s ASM 
was ‘Risk: identification, 
m a n a g e m e n t  a n d 
consequences in dental 
practice’. Throughout the 

two days, 23 lectures were delivered by 
ı8 different speakers. The attendance was 
very good for all the sessions from start 
to finish.

On the first day we had presentations 
from the medical defence organisations, 
including Dr Raj Rattan from Dental 
Protection and Dr Aubrey Craig from 
MDDUS. They gave an excellent 
background into the concept of the 
risk profiles in dentistry and also those 
methods and skill sets which can help to 
prevent risk.

During the second morning session, the 
clinical aspects of risk were addressed 
under the headings of paediatric dentistry 
with Dr Rosemarie Daly, orthodontics 
with Professor Donald Burden and 
periodontics with Dr Tiernan O’Brien. 
The morning sessions had good question 
times afterwards.

In the afternoon, specific risk 
management features in daily practice 
were addressed under the headings 
of infection prevention, with Dr Jane 
Renehan, record keeping with Dr Aubrey 
Craig, recognising problems early with 
Dr Nuala Carney and the concept of a 

practice team with Dr Garry Heavey. In 
the afternoon session, Dr Pauline Adair 
discussed the potential of getting the 
most of the dentist/patient interaction, 
and Dr Richard Corry talked about human 
factors and the potential for error and 
error avoidance. Once again, the panel 
discussion was excellent.

The Saturday morning programme 
continued in the excellent vein once 
more with Dr Aubrey Craig addressing 
the conference for the third time, on 
what happens when a letter of complaint 
arrives. This was followed up by a clear 
explanation from Dr Eamon Croke of the 
process at Dental Council if a complaint is 
made against a practitioner. The morning 
session was completed by Dr Ide Delargy 
who described the help that is available 
for practitioners who are struggling in 
their lives.  

The second part of the Saturday 
morning became more clinical again, 
addressing the topic of medication 
related osteonecrosis of the jaws, and 
the topic of the new oral anticoagulants 
– both lectures delivered by Dr Jamie 
Toole. There was also a discussion about 
endodontic risks by Dr Pat Cleary and 
aesthetic zone risks by Dr Sean McCarthy.

The final session was an excellent 
way to round off the days’ lectures with 
presentations on dental implants and risk 

from Dr Tiernan O’Brien, prosthodontics 
and risk from Dr Gerry Cleary, oral white 
patches from Dr Seamus Napier and then 
a very broad and philosophical discussion 
on ‘Resilience: what we can do and how to 
develop it?’ from Dr Oliver Boylan.  

Once again, the auditorium had a great 
attendance and the discussion was 
excellent. Dr Marley then closed the 
meeting with a few words of thanks. All in 
all, the 20ı7 ASM lived up to expectations 
and gave a thorough, interesting and 
entertaining overview of risk in  
general practice. 

(l-r) Dr John Marley, Dr Nuala Carney,  
Dr Jane Rehehan, Dr Garry Heavey,  

Prof Sean Sheridan

DELEGATE FEEDBACK
“Thank you once again to RCSI for 
producing a high class conference 
with International speakers.”

“I always enjoy this meeting 
and this year was no different. A 
range of very useful and thought 
provoking lectures. Many thanks.”

“Thank you for an excellent, well 
organised event.”

“Thank you once again to 
RCSI for producing a high-class 
conference with international 
speakers.”

Risk in  
general practice











Conference review

A 
very successful annual 
conference of the Oral 
Health Promotion Research 
Group (OHPRG) – Ireland 
was held on ı4 September 

in the Ashling Hotel, Dublin. 
In opening the conference, Chief Dental 

Officer Professor Dympna Kavanagh 
reflected on the Government-led Healthy 
Ireland initiative which aims to create an 
Irish society where everyone can enjoy 
physical and mental health, and where 
wellbeing is valued and supported at every 
level of society along with articulating 
the interconnectedness of oral health and 
general health. 

Professor Kavanagh indicated that the 
next wave of the Healthy Ireland Survey 
will include a question on oral health 
related quality of life (OHRQoL), an 
important step in raising the profile of 
OHRQoL not only among the public but 
our fellow health professionals. Professor 
Kavanagh identified that action across the 
life course is required in the promotion 
of oral health. This linked nicely with the 
conference theme ‘Who is at risk?’

Guest speaker Professor Richard Watt, 
from the Department of Epidemiology and 
Public Health University College London, 
eloquently and passionately spoke of the 
common risk factor approach, which 
addresses risk factors common to many 
chronic conditions within the context of 
the wider socio-environmental milieu. 

Professor Watt focused on the social 
determinants of oral health such as the 
access to healthy food, safe housing and 
quality education; the causes of the causes. 
Such determinants resonated with the 
audience and the challenges of addressing 
them and enhancing oral health. The 
existence of inequalities in oral health 
across the social gradient and their impact 
over the life course was emphasised. The 
importance of health equity and fair shares 
not equal shares provided the opportunity 
for lively discussion.  

Dr Kirstin Fitzgerald, consultant 
paediatric dentist and Dr Brett Duane, 
associate professor in dental public health, 
presented a lively and engaging session on 
the challenges of managing dental caries 
in the pre-school child. Kirstin and Brett 
put forward recommendations for early 
preventive interventions and engaged 
with the dental public health narrative 
of upstream and downstream activities, 
prevention and treatment services. 

The afternoon session provided an 
opportunity for the HSE dental services 
to showcase research in primary care 
conducted by Dr Aisling McDonald, while 
Dr Caroline Marron, Dr Brigid Harney 
and Dr Collette Kelly received the Dental 
Health Foundation/OHPRG – Ireland 
bursary for their proposed research ‘Oral 
Health Education for New Parents’. In his 
presentation, Dr Philip Crowley, national 
director in the Quality Improvement 
Division of the Health Service Executive 

(HSE), stressed the significance of 
a patient-centred approach to care, 
showcasing initiatives being delivered 
across the country to build capacity for 
quality improvement. 

Marion Milligan, chair of the Northern 
Ireland Oral Health Development Group 
described the introduction of the evidence-
based Happy Smiles programme and its 
aim to improve the oral health of children 
in nursery education. Cathy Griffin then 
introduced the oral health component 
of the Healthy Ireland Smart Start 
programme, developed through the HSE 
Health Promotion Department and the 
National Childhood Network. 

The OHPRG – Ireland conference was 
a day for all members of the dental team. 
Attendees had opportunities to hear 
world-renowned speakers and witness 
work being carried out in Ireland. The 
committee would like to acknowledge the 
generous support and assistance from all 
of their sponsors, Curaprox, DeCare 
Dental, DHF, Johnson and Johnson, Pamex 
and Wrigley Oral Healthcare Programme. 
The committee is already working on the 
programme for next year’s conference –
the theme of which will be ‘Smile  
every step of the way’. The Ashling Hotel,  
Dublin will again be the venue on 
Thursday ı3 September, 20ı8. 

®
Save the date and follow us on Facebook
http://bit.ly/2kp1S9D

of oral health
Raising

Dr Mairead Harding looks back at the recent Oral Health Promotion 
Research Group – Ireland’s Annual Conference
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mouth cancer
Making sense of

An overview of the signs, symptoms and best practice when it comes 
to diagnosing a potential mouth cancer in general practice

W
e are all too aware 
that mouth cancer 
is on the rise. More 
and more cases are 
being diagnosed 

every year with about 300,000 cases of 
lip and oral cancer reported globallyı. In 
20ı4, there were 7,680 cases of oral cancer 
in the UK2 and, since ı970 there has been 
a 93 per cent increase in the number of 
cases3. Scotland remains a hot-spot for 
oral cancer with higher incidence rates 
and lifetime risk compared to the rest of 
the UK. 

Cancer Research UK predicts a further 
33 per cent increase in oral cancer by 2035 3. 
Clearly, we need to act now to address this 
increasing problem. We, as a profession, 
have it within our power to do something; 
stand up, speak out and make some noise 
about mouth cancer. Our training and 
position in the community make us the 
ideal group of health care professionals 
to provide counsel to patients on risk 
reduction, screen for the disease and 
to empower patients with skills and 
knowledge to find the disease themselves 
at an early stage. 

Risk factors
Traditionally, this has been a disease 
that affected older men. They have often 
smoked tobacco and drunk alcohol for 
many years. Now, that picture is beginning 
to change. Smoking and alcohol still 
remain important risk factors, but more 
young people and women are developing 
this disease without traditional risk 
factors. Nine out of ı0 cases of mouth 
cancer can be linked to a preventable 
cause4. Other risk factors include a diet  
low in fruit and vegetables, poor oral 
hygiene and the Human Papilloma  
Virus infection. 

With global migration increasing it is 
likely we will see an increase in the use 
of smokeless tobacco, areca nut and betel 
quid in the UK and Ireland. There is also 
growing evidence of the adverse effect that 

shisha smoking has on health5. Therefore, 
we must think beyond the traditional  
risk factors. 

A recent study revealed that the 
vast majority of patients developing 
head and neck cancer in Scotland are 
from the most deprived areas in our 
communities, therefore suggesting that 
this is a disease of inequality6. In fact, 
the deprivation gap for mouth cancer is 
the third highest among all cancers at  
ıı7 per cent7. Public health initiatives should 
take this into account when developing 
measures to address the burden of  
mouth cancer.

Prognosis
Dentists need to be vigilant when  
examining and screening our patients; 
we should have clear protocols 
and pathways in place for 
managing suspicious 
lesions and reviewing 
those lesions or mouths 
that simply ‘don’t look 
right’. Early detection 
is still recognised as 
the most important 
prognostic factor in 
mouth cancer8. Other 
prognostic factors include 
the aggressive nature of the 
tumour and the proliferation 
rate of the cells9. 

Currently, the mainstay treatment 
for mouth cancer is high morbidity 
surgery. As a result of such major surgery, 
patients’ quality of life post surgery is 
vastly reduced. Treatment impacts on all 
aspects of life that we take for granted, 
such as enjoying meals, conversing freely 
and showing affection to loved ones. 

Although there have been great advances 
using free flap tissue repair to reconstruct 
surgical excision sites, this has had little 
to no impact on survival and prognosis, 
with only 53 per cent of patients surviving 
to five years post diagnosisı0. Those 
that receive an early diagnosis have an 
80-90 per cent chance of survival at five 
years. While those that present late with 
advanced disease have a much lower 
survival or if there is spread to other 
body systems then treatment is likely to  
be palliative. 

Mouth cancer referral guidance
Dental patients should be examined 
for signs of malignancy as a part of 
the routine oral examination at every 

visit. Referral guidelines for 
Northern Irelandıı and for 

the Republic of Irelandı2 
identify a number of 

signs and symptoms 
that may represent 
malignancy; the 
Irish guidelines 
are particularly 
useful as they 
contain helpful 

clinical photographs. 
T h e  g u i d e l i n e s 

recommend that those 
patients who present 

with the identified signs and 
symptoms that last for more than three 
weeks should be referred urgently to 
a specialist service according to local 
referral protocols. 

The UK National Institute for Health 
and Care Excellenceı3 (NICE NGı2) make 

“Dentists need to be vigilant when 
examining our patients; we should 

have protocols and pathways in place”  

OPEN  
WIDE
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similar recommendations and advise 
that patients who are referred urgently 
with suspected cancer should be given 
an appointment in the specialist service 
within two weeks of referral. 

To improve early detection and thus 
survival, Scottish-based charity Let’s 
Talk About Mouth Cancer (LTAMC) 
works directly with the public as well as 
with professional groups. We advocate 
a shorter timescale than three weeks, 
instead recommending that patients 
should be referred urgently when signs 
and/or symptoms that are suspicious of 
mouth cancer do not resolve after just 
two weeks. The aim of this initiative 
is to reduce diagnostic delay as much  
as possible.

Diagnostic delay
Patient delay and professional delay 
contribute to the total diagnostic delay. 

Patient delay 
This is defined as “the period between 
the patient first noticing symptoms 
and their first consultation with a 

health care professional concerning  
those symptoms”ı4. 

Approximately 30 per cent of patients 
diagnosed with mouth cancer will wait 
three months following the self-discovery 
of signs and symptoms before attending 
a doctor or dentistı5,ı6. This may be 
because they attribute the symptoms to 
non-malignant, self-correcting conditions. 

A study by Scott et al (2008)ı4 found that 
patients with better knowledge of signs 
and symptoms of mouth cancer are less 
likely to delay seeking advice. Knowledge 
about mouth cancer aids interpretation 
of symptoms and the decision to seek 
help. The same study also found that 
a low socioeconomic background and 
deprivation are significantly higher in 
patients who delay seeking help. These 
patients also experience real or perceived 
limited ability to access healthcare. Some 
of the work of LTAMC aims to rectify 
some of these issues by educating the 
public about the signs and symptoms of 
mouth cancer, focusing on deprived and 
minority community groups.

Professional delay 
It has been shown that lack of knowledge 

by GDPs and GMPs about the signs, 
symptoms and risk factors of mouth 
cancer can also contribute to the delay 
in diagnosis. Patients will frequently 
present first to their doctor with mouth 
symptoms. A cross-sectional study in 
Dundee found that, compared to dentists, 
a significant number of doctors felt 
they had insufficient knowledge about 
the detection and prevention of mouth 
cancerı7. Waiting lists and pressures in the 
health service may also contribute further 
to professional delay.

How to spot mouth cancer
As recommended in the guidelines, 
every patient attending for routine 
check-up should have a full head and 
neck soft tissue examination. A systematic 
approach should be routinely used to 
avoid missing any areas. A video of this can 
be seen on our website (www.ltamc.org/ 
professional-resources).

Before any examination, a detailed 
history should be taken. For each area of 
concern, the patient should be asked about 
the length of time they have been aware of 

A MOUTH Cancer self 
examination is EAsy!
If you have any concerns, go to your dentist or doctor to see if you need specialist advice.

1

2

3

4

5

Pull down your lips and look 
inside for any sores or 
change in colour. Use your 
thumb and forefinger to 
check for any lumps, bumps
or changes in texture.

Pull out your cheek to look 
on the inside. Look for any 
red or white patches. Use 
your thumb and forefinger 
to squeeze and roll the 
cheek to check for ulcers, 
lumps or tenderness. 
Repeat on the other cheek.

Stick your tongue out and 
look at the surface for any 
changes in colour and 
texture. Gently pull out your 
tongue and look at one side 
first, and then the other. 
Look for any swelling, ulcer 
or change in colour. 
Examine the underside of 
your tongue by lifting the 
tip of your tongue to the 
roof of your mouth.

Tilt back your head and 
open your mouth wide to 
check the roof of your 
mouth. Look to see if there 
are changes in colour or 
ulcers. Check for changes in 
texture with your finger.

Look at the floor of your mouth for any colour changes that are unusual. Gently press your fingeralong the floor of your mouth and underside of your tongue to feel for any lumps, swellings or ulcers.

Fig 1 – Mouth cancer self-examination poster from Let’s Talk About Mouth Cancer charity

Continued »
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the lesion/symptoms and ascertain if there 
has been any pain, change in sensation or 
effect on function (speech, swallowing, 
eating). In many cases, however, early and 
even late tumours can be asymptomatic. 
It is also worth asking if a lesion has been 
present before and healed fully or partially. 
Of course, if the patient is unaware of the 
area, then questioning may be delayed 
until after detecting a suspicious lesion.

Extra-orally, the soft tissues should be 
checked for any asymmetry, swellings or 
lymphadenopathy; it is important to note 
any changes in texture and fixation. A hard, 
fixed lump in the neck is highly suggestive 
of tumour spread to the lymph nodes.

Intra-orally the oral mucosa has natural 
variation according to its anatomical site. 
It is important to be familiar with normal 
appearances as any changes need to be 
investigated. The NIıı and HSEı2 referral 
guidelines recommend referral for cancer 
arising from the oral mucosa when 
there are persistent unexplained lumps, 
ulceration, unexplained swellings, red or 
mixed red and white patches of the oral 
mucosa. Proper and clear description of 
any lesion is fundamental, both for the 
sake of good record keeping and also to 
allow any referral to be as fulsome and 
informative as possible.

To cover all aspects of a lesion, these 
characteristics should be recorded and 
described:
• Site – where the lesion is, note adjacent 

structures
• Size – can be measured in millimetres 

with probe/ruler or relative to local 
anatomy (e.g. extending from mesial 34 
to distal 36)

• Colour – red, white or mixed 
(homogeneous/heterogeneous)

• Texture – hard or soft, fixed or mobile, 
smooth or rough, induration

• Border – well or poorly defined, raised 
or flat.

Based on all these findings, a decision 
must be made whether to monitor in 

practice, make a routine referral or to 
refer urgently. It is not necessary to 
arrive at a definitive diagnosis, rather a 
decision to refer for further investigation 
and appropriate treatment. The patient 
should be informed of the findings, 
possible diagnosis and also the reasoning 
for referral or monitoring in practice. 
The importance of attending arranged 
appointments must be stressed.

Many lesions are not clear-cut and 
easy to decide on management. You are 
not alone – if in doubt, seek the opinion 
of a colleague or send in a referral. In 
this case, the description and history 
you submit is essential for the receiving 
surgeon to adequately assess the urgency 
for appointment. Be reassured that 
the majority of urgent referrals after 
investigation are not cancerous, but 
it is only possible to know that after 
appropriate tests.

It is vital to follow-up a patient where 
the decision to monitor a lesion within 
practice or a routine referral has been 
made. In the instance there are any 
changes to the area, reconsider if the 
original decision needs to be altered. 
Likewise, when managing a lesion in 
practice first (e.g. ease traumatic denture, 
smooth sharp edge on tooth, prescribe 
antifungals), this must be reviewed after 
two weeks to gauge response. If not 
healed, then reappraise the suspected 
cause, treatment provided and potentially 
send a referral. Also, if the patient misses 
an appointment or has not received one 
within the expected timeframe, contact 
the department to ensure one is arranged.

Empowering our patients
Recently, LTAMC has developed 
our strategy away from clinician-
based screening in favour of patient 
empowerment, the focus has changed 
to teaching self-examination for mouth 
cancer. Although a conventional oral 
examination by a clinician remains the 
most sensitive and specific method to 
detect mouth cancer casesı8, teaching 
mouth cancer self-examination empowers 
patients to recognise pathology in their 
mouth and may increase awareness. 

A Cochrane review published in 20ı3 
found that mouth cancer self-examination 
had similar sensitivity and specificity to 
breast self-examinationı8. Teaching mouth 
cancer self-examination can be used 
as a tool in general practice to increase 
awareness of mouth cancer. It can form 
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Fig 2 – Well-defined but non-homogenous mixed white and red lesion on dorsum of tongue 
indicating possible dysplastic lesion or early cancer requiring urgent referral

“Teaching  
self-examination 
can be used in 
general practice 
to increase 
awareness of 
mouth cancer” 
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part of a general discussion about the 
signs, symptoms and risk factors of mouth 
cancer. The thorough, logical mouth self-
examination process follows five simple 
steps and is demonstrated in Figure one. 
The key messages are to check for: red or 
white patches; lumps in the mouth that 
grow; ulcers in the mouth that do not heal; 
and persistent soreness/discomfort. 

The advice is to attend the dentist or 
general medical practitioner if any of 
these signs/symptoms do not resolve 
in two weeks and importantly, to alert  
the practitioner to a concern about  
mouth cancer. 

Patients should be encouraged that 
mouth self-examination is easy, and only 
requires a light source and a mirror. The 
aim is simply to empower patients to 
recognise normal tissues, and to present 

early if something changes. The mantra 
“If in doubt, check it out” should be  
repeated often. 

LTAMC have also produced an 
instructive video aimed at teaching 
members of the general public to perform 
a mouth cancer self examination. It 
can be found at www.youtube.com/
watch?v=WQaujHXauso

It has been viewed more than 4,500 
times in the UK, USA all the way to 
Japan, Vietnam and India,  indicating 
a worldwide interest. As mentioned 
above, a recent study has shown that 
approximately 30 per cent of patients with 
mouth cancer delay seeking help following 
discovery of symptoms for more than three  
monthsı3. As early diagnosis is a key factor 
for improving prognosis and survival, 
we as dentists must tackle the lack of 
recognition of symptoms among patients. 

Lack of insight into initial symptom 

interpretation and lack of knowledge of 
mouth cancer have been shown to be 
significant variables, which contribute 
to patient delay in seeking help ı3 and 
are issues that may be easily modified 
with targeted interventions by general  
dental practitioners.

Conclusions
Mouth cancer is increasing at an alarming 
rate and yet large sections of the public 
know little of the risk factors or signs 
and symptoms of the disease. Despite the 
fact that about half the population attend 
a dentist regularly for dental check-ups, 
many cases present at a late stage with a 
correspondingly poor prognosis. Survival 
has not improved substantially in the past 
50 years and there is no treatment available 
that can transform the poor survival of 
someone with late-stage disease to the 
much better survival of someone with 
early stage disease; the only thing that can 
do this is early diagnosis.  

The work of LTAMC is firmly focused 
on teaching the public as well as 
professionals to diagnose mouth cancer 
early. We hope to break down health 
inequalities and empower as many people 
as possible to recognise the disease and its 
risk factors to improve survival. We call it 
our empowerment journey, so “Let’s talk 
about mouth cancer!” 

®
More info
Website: www.ltamc.org
Twitter: @couldbeUrmouth
Facebook: www.facebook.com/
letstalkaboutmouthcancer

Fig 3 – Right lateral tongue raised rolled 
margins with necrotic centre, firm and fixed 
on palpation. Hard fixed lumps felt in right 
neck. Indicative of squamous cell carcinoma 
– urgent referral required

Fig 4 – Stellate reticular white lesion, right 
buccal mucosa, adjacent to amalgam 
restoration, diagnosed as lichenoid lesion/
lichen planus and monitored in practice
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S
hort and extra-short implants 
are a powerful tool in oral 
implantology these daysı. 
The use of these implants 
facilitates the rehabilitation 

of very resorbed edentulous ridges with a 
simple approach. The principal problem 
with the short and, most commonly 
with extra-short implants, is the crown-
to-implant (CI) ratio. The high space 
to rehabilitate and the longitude of 
these implants creates an unfavourable 
prosthesis on the basis of the CI ratio. 

The CI ratio is a term imported by 
the general odontology and the use of 
these parameters in implants are used 
in a similar way. The use of the concept 
in general odontology translates to the 
use of implant prosthesis and, while they 
have a similar points, they also have some 
big differences too. The most important 
difference is the biomechanical behaviour 
of the implant-prosthesis conjunct and 
the way to convey the stress to the 
crestal bone. The absence of periodontal  
ligament and the anchylotic union  
between the bone and the implant may 
generate a great force in the crestal bone 
and we think this increase produces a 
major bone resorption. 

In relation to these differences between 
the length of the restorations and 
implants it would appear to indicate a bad 
biomechanical behaviour of the assembly 
with impact on the marginal bone loss and 
increasing the rate of failure. To analyse 
the studies published in relation to this 
topic, they do not show a greater bone loss 

in high CI ratios and ratios higher than 2 
has been considered a safe and predictable 
therapeutic option2-5. 

The aim of this study was to evaluate 
the effect of the CI ratio on the marginal 
bone stability around extra-short implants 
supporting a fixed-partial prosthesis 
in posterior mandible. The secondary 
outcome was to the implant survival. 

Material and methods
This manuscript was written according 
to the STROBE (Strengthening the 
Reporting of Observational Studies in 
Epidemiology) guidelines6. All described 
data and treatments were obtained from 
a single dental clinic in Vitoria, Spain. 
Patients’ records were retrospectively 
reviewed to identify patients that fulfilled 
the following inclusion criteria:
• Aged over ı8 years old
• Placement of extra-short implants 

(length ≤ 6.5 mm) before December 20ı0
• Placed in posterior mandible.

 
The principal outcome was the marginal 

bone loss and the secondary outcome was 
the implant survival rate. 

Patients or implants that did not meet 
any of these criteria were excluded from 
the study. Prior to surgery and in order to 
make a proper treatment plan, all patients 
underwent standard diagnostic protocol 
consisting of reviewing the medical 
and dental history, diagnostic casts, and 
radiographic evaluation. 

To assess the principal and secondary 
outcomes, implants were followed 

clinically and radiographically to identify 
the crestal bone loss and implant failure 
(failure to achieve osseointegration or loss 
of acquired osseointegration). 

The measurement of the marginal bone 
loss was performed on the most recent 
radiograph. To do that, known implant 
length was used to calibrate the linear 
measurements on the radiograph. Then, 
the distance between the uppermost 
point of the implant platform and the 
most coronal bone-implant contact was 
measured mesial and distal to the implant 
by a computer software (Sidexis, Dentsply 
Sirona). The bone level recorded just 
after the placement of the provisional 
prosthesis served as a reference for 
the measurement of the marginal bone  

ratio
Crown-to-implant

Marginal bone stability around extra-short implants supporting a 
fixed partial prosthesis in posterior mandible by Dr Eduardo Anitua

46  Ireland’s Dental magazine

Diagram representing the measurements 
of the implant and crown to the posterior 
calculation of the CI ratio: The crown 
was measured from the highest cuspid 
of molars and premolars occlusal side, 
to the top of the implant platform, along 
a perpendicular line. The implant was 
measured at the centre, from the platform 
to the end of the apex

Fig 1

“The principal problem with the  
short and, most commonly with 
extra-short implants, is the  
crown-to-implant ratio”
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loss. The bone loss was measured mesially 
and distally to the implant. Finally, a 
mean of the two measurements was 
reported due to the absence of statistically 
significant differences.

The CI ratio was determined by two 
measurements: the crown was measured 
from the tip of the highest cusp to 
the platform of the implant, along a 
perpendicular line. The implant was then 
measured at the centre, from the platform 
to the end of the apex (Figure ı).

In all patients, the same surgical 
protocol was followed. Before surgery, 
patients underwent a routine dental 
scaling to start the implant treatment 
with adequate periodontal health.  
Radiographic evaluation was also 
performed to establish the treatment 
plan. All patients received prophylactic 
antibiotic medication before and after 
surgery. An infiltrative anaesthesia was 
applied and incisions were made to elevate 
a full-thickness flap. 

Implant sites were prepared using a 
low-speed drilling procedure (ı25 rpm) 
without irrigation 7,8. Before installation, 
implants were carefully embedded in 
liquid plasma rich in growth factors 
(PRGF) prepared from patient’s blood 
according to a protocol developed 
by the manufacturer (PRGF-Endoret, 
Biotechnology Institute BTI, Vitoria, 
Spain) to bioactivate the implant surface.

For placing the dental implant, the 
surgical motor was set at 25 Ncm and the 
implants were finally seated manually 
by a calibrated torque wrench. The final 
insertion torque was annotated in the 
patient’s record.

A prosthodontist performed the 
prosthetic rehabilitation of the patients. 
Impression copings were placed and an 
impression was made with polyether 
impression material (Impregum Penta; 
3M ESPE) and the open-tray technique at  
three months after implant insertion. 

The follow-up visits were scheduled 
for a series of periodic evaluations, 
consisting normally of visits at one week 
after intervention, at one month, at three 
months, at six months, and from this 
moment ahead, once a year. 

Statistical analysis
Data collection and analysis was  
performed by two independent examiners. 
The patient was the statistical unit for  
the statistical description of demographic 
data, social habits and medical history.  
The implant served as the statistical 
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Fig 4
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Location, diameter and length of the implants included in the study
Fig 2

Intra-oral pictures of the patient. In these images we can see the partial edentulism in  
mandible and total edentulism in the maxillae. A) front view

Fig 3a

Intra-oral pictures of the patient. In these images we can see the partial edentulism in  
mandible and total edentulism in the maxillae. B) lateral view

Fig 3b
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unit for the descriptions of implant 
length, diameter, location, insertion 
torque, marginal bone loss and survival 
of the implants. Absolute and relative 
frequency distributions were calculated 
for qualitative variables and mean values 
and standard deviations for quantitative 
variables. The Shapiro-Wilk test was 
selected to check the normal distribution 
of the data. 

The cumulative survival rate of implants 
was analysed using a life-table analysis 
(Actuarial method). SPSS vı5.0 for 
Windows statistical software package 
(SPSS Inc., Chicago, IL, USA) was used for 
statistical analysis.

Results
In this study, 32 patients participated with 
46 implants with a CI ratio higher than ı. 
The patients’ mean age was 68 ± six years 
(range: 55 to 74 years) at the time of surgery 
and the 78.3 per cent of the patients  
were females. 

Three patients were smokers  
(4.8 per cent), and none of them referred 

alcohol habits. One of the patients was 
diabetic (ı.6 per cent), seven patients had 
previous periodontal disease (ıı.ı per cent),  
one patient had previous radiation  
(ı.6 per cent). 

The diameter, length and position of the 
implants included in the study are shown 
in Figure two. The mean of the follow-up 
was 23 ± eight months (range ı4 to 43). The 
mean crown-implant ratio was 2.4 ± 0.47 
(range ı.50-3.64). 

Regarding the type of prosthesis, all 
patients were rehabilitated using fixed-
partial prosthesis. The 67.4 per cent of 
the restorations were screw-retained 
prosthesis and the rest were cemented. 

The measurement of marginal bone loss 
(MBL) was performed at ı2 and 24 months 
of loading. The mean of mesial bone loss 
was ı.04 ± 0.70 mm and the mean distal 
bone loss was 0.94 ± 0.7ı mm. There was no 
statistically significant difference between 
the MBL measurements at different 
follow-up times (p> .05), indicating 
that bone level around implants under 
functional loading was stable over time. 

No significant influence was found 
between the CI ratio and MBL, even 

considering separately CI < 2 and CI ≥ 2. 
The overall survival rates of short 

implants and prosthesis were ı00 per cent 
for the implant and patient-based analysis, 
respectively, at the end of the follow-up 
time. In Figures three to nine we show a 
case of the patients included in the study. 

Discussion
The prosthetic rehabilitations in which 
short implants are involved often lead 
to imbalances between the lengths of 
the crowns and the implants. It has 
been suggested that disproportionate 
prosthetic restorations could induce 
poor biomechanical behaviour with a 
potential impact on MBL and reduced 
implant survival rate9. In this study, no 
associations between CI ratio of implant-
supported prostheses in extra-short 
implants and MBL were found. Previous 
studies in which short implants were 
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Image of the implant surgery where we can see the insertion of an implant extra-short 
in the most distal area of the fourth quadrant. The extreme bone resorption at this level 
requires the implementation of a technique of vertical growth

Fig 6

Post-operative Rx. In the area of the  
extra-short implant we can see the bone 
volume used for the vertical growth

Fig 7

Planification of dental implants. in the cone-beam with the software BTI-Scan III
Fig 5

“The overall survival rates of short 
implants and prosthesis were  
100 per cent for the implant and 
patient-based analysis”
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used have evaluated the influence of CI 
ratio on MBLı0-ı2. In general, most of these 
studies concluded that no relation may be 
established between an unfavourable CI 
ratio and MBL, independently of the type of  
prosthetic rehabilitationı0-ı2. 

All the implants included in this 
study were splinted restorations. Short 
and extra-short implants have shown 
better biomechanical behaviour when 
the prosthesis have been splinted. 
An additional rationale for splinting 

implant crowns together is to favourably 
distribute the non-axial loads, minimising 
their transfer to the restoration and 
supporting bone, and increasing 
the total load areaı3,ı4. Splinting the 
crowns reduced the peri-implant bone  
stress under horizontal load in a finite 
element analysis model especially 
recommended for implants surrounded 
by poor-quality boneı3,ı5.

When placing extra-short implants, it is 
necessary to carry out adequate planning 
and the splinting implants are a correct 
protocol in these casesı6,ı7.

Conclusions
Within the limitations of this study, the 
results show that an increased CI ratio in 
extra-short implants has a significant 
influence on crestal bone loss and implant 
survival. The limitations of this study 
include its retrospective design, the small 
sample size and short follow-up time. 
Further studies with more extra- 
short implants followed for a longer  
period of time are necessary to establish  
sound conclusions about the effect of  
increased crown-to-implant ratio on  
implant survival. 
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Panoramic X-ray at one year  
follow-up post loading. In the  
fourth quadrant we can observe  
the CI ratio of the extra-short implant

Fig 8

X-ray of the follow-up to seven years. We can see the stability of the bone at crestal level
Fig 9
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Advertising feature

Dr Derry Rogers explains a few simple tips and techniques that  
can increase your patients’ uptake of cosmetic procedures

M
odern-day 
d e n t a l 
practice is 
changing in 
the eyes of 

the consumer. Practices that 
want to expand their range of 
services need to allow patients 
to see that they have the skills 
to deliver them, and this occurs 
through internal marketing and 
advertising. The appearance 
of the reception and clinic 
room is important as patients 
make buying decisions on the 
basis of visual cues around 
them as they move through  
the practice. 

Traditional dental practices 
have been a venue for  
check-ups, fixing broken teeth, 
and pain management but 
patients are interested in the 
appearance of their smiles 
whether it be simple bleaching, 
replacement of discoloured 
front fillings, orthodontics or 
their new smile design, most of 
this is driven by the media and  
celebrity magazines. 

Patients need to have visual 
references that create a wish-
list for themselves. The wall 
behind the receptionist’s desk 
and the clinical areas all need 
to reflect the possibility of  
smile improvement. 

When the attending patient 
sees the visual cues they are 
often moved to comment: “I 
would love to have a smile like 
that.” This is the opportunity 
for the receptionist or nurse 
to respond with: “Let me ask 
Dr X to discuss with you the 
ways in which we can help to 
achieve that.”

Whether it is simple 
bleaching or all the way through 
to smile makeovers, it all starts 

by sowing the seeds of desire 
for a better smile in the minds 
of patients through visual cues. 

It is less expensive to market 
to your existing patients 
than it is to spend money on 
advertising to attract new 
patients, although as existing 
patients become aware of 
new procedures that make 
them happy with their dental 
experiences, they will tell 
friends and family so new 
patient flow develops anyway. 

In this age of scientific 
awareness of the link between 
gum health and systemic 
diseases, encouraging patients 
to address these issues is a  
first step to improving their 
general health. 

This is best 
a c h i eve d  by 
u s i n g  t h e 
Gum Health 
Evaluation 
brochure, 
w h i c h 
e x p l a i n s 
the diagnosis 
of gum therapy 

and has a print out of their 
periodontal charting attached 
inside. That serves as an 
excellent motivating tool 
for patients to consider gum 
therapy. This is the first step 
in the education pathway that 
enables patients to become 
involved in the management 
of and responsibility for their 
own dental health. 

Co m b i n e d  w i t h  t h e 
knowledge provided in the 
Gum Health Evaluation, the 
development of a strong and 
reliable recall system provides 
the opportunity to regularly 
reinforce the message of gum 
health and reminders of needed 

dental treatment that 
have previously 
been discussed. 

The use of 
the Recall Card 
System, hand 
written by the 
pat ient  and 
mailed out one 

month prior to their 
recall appointment, 
reinforces the patient’s 

commitment to their own 
dental health. 

Many dentists are not aware 
of the value of the recall 
appointment as a practice 
builder, whether it is carried 
out in the hygienists’ room 
or in their own room. Many 
assume it just makes them 
busier, eating up their valuable 
treatment time. 

The easiest way to address 
this is to employ a hygienist 
or dental therapist and refer 
all hygiene/gum treatment to 
these invaluable support staff, 
thus creating another revenue 
stream as well as freeing up 
your time to do the procedures 
you prefer to deliver. 

The use of a “before and 
after” smile album placed 
strategically in the waiting area 
creates the desire in patients’ 
minds to ask about what can 
be done to improve their smile. 

The use of a new patient 
pack, including a welcome to 
the practice letter, a beautiful 
smile booklet, with a business 
card attached to the back cover, 
as well as an address map, goes 
a long way to increasing the 
perceived value of the practice. 

It is this increased perceived 
value that enables patients to 
understand and accept the 
costs of dental treatment, 
especia l ly  when i t  i s 
underpinned by effective 
dental education and sowing 
the seeds of how their general 
health and smile contributes to 
their self esteem. 
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®
To find out more on how to  
market your practice in the  
21st century, please visit  
www.dentalpracticemarketing.uk

“It all starts by sowing the 
seeds of desire for a better 
smile in patients’ minds”

Marketing your practice 
in the 21st century





Joe Callanan, B.D.S (N.U.I)  
P Grad.Dip (Clin Dent).

M.Med.Sci (Implantology) (U. 
of Sheffield, The Bridge House 
Dental Practice, Bridge House, 

Charlotte’s Quay, Limerick

Dr Simon Kilough  
Bsc.(Hons) MFDS  

FDS (RestDent) FFD PhD 
Fortwilliam Clinic,  

354 Antrim Road, Belfast,  
BT15 5AE 

SmileTube Clinical Training Centres in Ireland

Mr Darren McCourt,  
Specialist Oral Surgeon,  

Castle Street, Dalkey 
County Dublin

“The flexibility of doing the theory on-line has 
been fantastic. Far more convenient and cost 
effective than other courses. And it’s useful 
to be able to revisit a lecture. Having patients 
provided and having a relatively local mentor 
has also been a big advantage over many 
other courses.” – Dr Lucy Nichols  BDS MFDSRCS 
MSc. (cosmetic dentistry) Sept 2015.

“Great news, just got the results to the exam. 
(RCS Edin Diploma in Implant Dentistry). 
I managed to pass somehow! Absolutely 
delighted. Just to let you know to pass the 
written and the OSCE parts all I did was use

 your notes printed out which I had annotated 
as I went through them online, so thank you 
very much. I’m delighted to have a formal 
qualification behind me going forward.”   
– Dr Alec Granville BDS MFDS RCSEd. Sept 2015

“I just wanted to say that I’m having so much 
fun doing smiletube it’s really informative and 
my husband watched the radiography lecture 
last night and we both looked at our rads in 
work today in a completely different light, we 
actually knew what the radiolucencies and 
opacities were!!”  
– Bec September 2015

Implant training for the GDP

/SmileTube.tv

Learn at your own pace in your own space – no valuable practice time lost  

to attend lectures 

Cutting edge Blended Learning producing a portfolio of evidence of education  

and training for each student

Eight days clinical training – with patients provided a growing network of clinical 

centres throughout the UK & Ireland – experience the benefits of having a local mentor

Geared towards the Diploma in Implant Dentistry at RCS Edinburgh

Innovative rolling start date

Visit: www.SmileTube.tv  
e: Janine@SmileTube.tv 
t:  0044 28 92528522 
m: 0044 7742609686
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Advertising feature

New year, new you?
As we start a brand-new year full of endless possibilities,  
have you made any resolutions yet? What changes can  
you make to take your practice to the next level?  
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I
f this is something that 
you have been pondering, 
then why not consider 
joining the Neodent family 
and becoming one of our 

new Neoarch centres? Neodent, 
a Straumann Group brand, is the 
only implant system in Ireland 
distributed and supported by a local 
company, Quintess Denta. 

Do you want to work with the 
fastest growing implant system 
in the world? Do you want to 
offer your patients new and 
superior treatment options?
Neodent’s philosophy is to 
make tested implant solutions 
more affordable to a broader 
population. For more than 20 years, 
it has specialised in the design, 
development, and manufacture 
of dental implants and related 
prosthetic components. During that 
time, it has sold approximately ı2 
million implants. 

Its wide range of products is 
designed to address all clinical needs 
and bone types with various implant 
designs, two connection types 
(morse taper and external hex) and 
two surfaces: NeoPoros and Acqua 
(hydrophilic) to enhance success 
rates and treatment outcomes. 
The implants are complemented 
by a broad range of standard abut-
ments. Neodent offers excellent 
alternatives to products sold by 
competitors and appeals to dentists 
and patients who want high-quality, 
state-of-the-art solutions at an 
attractive price.

Are you paying too much for your 
implants? Do you want to save 
money but maintain quality?
Neodent is suitable for all clinical 
solutions including immediate 
load. The global growth of 
Neodent’s full arch immediate 
load protocol ‘NEOARCH’ has 

®
If you would like more information about  
Neodent, please contact ian@quintessdenta.com  
call +353 (0) 1 691 8870 (Ireland) / 028 6862 8966 
(UK) or visit the website www.quintessdenta.com

been unprecedented and Quintess 
Denta is delighted to bring this 
treatment protocol to Ireland. 
While a lot of the standard dental 
treatments have seen stagnant 
growth, affordable implantology 
is delivering impressive results in 
practices that place Neodent. Switch 
today and save – its customers 
have seen a saving on average of  
35 per cent per implant. 

As a Straumann Group Brand, 
Neodent customers receive superior 
clinical and marketing support. 
One-to-one mentoring is also 
available for those interested in 
getting started in implant dentistry, 
be that surgically or restoratively. 
Quintess Denta has a dedicated 
implant products manager and 
marketing specialist who will 
work with you in developing your 
implant business and assist with 
practice marketing. The company is 
acutely aware that every practice is  
different, which is why it tailors your 
Neodent marketing programme to 
your needs. 

Quintess Denta deliver a 
compelling Neodent proposition 
with the clinical, professional and 
marketing expertise necessary to 
help bring your practice to the  
next level. 

With offices in Irvinestown and 

Dublin, Quintess Denta is Ireland’s 
only homegrown full surgical 
service provider. The Neodent 
implant system brings affordable 
quality to the market. While 
recently new to Ireland, Neodent 
has evolved over its 20 years to the 
point where it has an impressive  
99.7 per cent success rate with  
more than ı50 clinical case 
studies. More than 30,000 dentists  
worldwide trust Neodent as they 
place more than one million  
implants each year, making it the 
fourth largest implant manufacturing 
company in the world. 

Where to begin?
Join the growing Neodent family and 
avail of a free trial of the Neodent 
implant system. Talk to one of its 
expert team with a dedicated clinical 
support mentor available to you. 

(l-r) Ian Creighton, Garret McEnri, 
Dara King and James Hamill






