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P R E S I D E N T ’ S  R E P O R T

M
y 10- year reunion from the 
University of Florida College 
of Dentistry took place mid-
June this year at the Florida 
Dental Convention here in 
Orlando.  It was terrific re-

uniting with old classmates, profes-
sors, friends, and colleagues.  Reflect-
ing with each other on the decade that 
has passed, we shared experiences, 
stories, trials and tribulations, and as 
I remember, maybe even a few beers. 

It was shortly after graduating ten 
years ago, that I applied for member-
ship with the DSGO.  With the help 
of some proactive mentoring of my 
business partners, also at the time my 
bosses, I came to understand the im-
portance of organized dentistry and 
giving back to the profession.  On the 
office walls of the DSGO hang the 
pictures of Drs. Roger Nofsinger and 
Timothy Lane, two former dental so-
ciety presidents, who I practiced side 
by side with every day.   I looked at 
membership as a privilege. I was ner-
vous during my “provisional” year.  I 
was told that to be considered for ac-
tive membership, I had to volunteer 
two days at the Orange County Den-
tal Clinic before my first year con-
cluded… so I volunteered four days.  I 
was a brand new dentist with an open 
schedule, so I had no excuse not to.  (As 
a sidebar, I think we should get back 
to enforcing this as part of becoming 
a member. The clinic is a great way to 
combat our “access to care” problem, 
and the clinic is always short on volun-
teers.) I then asked the leaders in the 
dental society what I could do to help. 
They offered me the thankless Editor 
position, which I still maintain is the 

most time consuming job the DSGO 
has. I was eventually granted full 
membership, and after three consecu-
tive years of unsuccessful campaigns, I 
found my way onto the DSGO board. 

I thank my business partners, who 
have reaped the benefits of the DSGO 
for years, for encouraging me to get in-
volved and utilize my leadership skills 
early on.   I also thank the numerous 
DSGO members that took me under 
their wings and showed me why mem-
bership is so right.   For those of our 
members who have access to or inter-
action with new graduates, please lean 
on them, as I was leaned upon. Make 
them believe that this is a privilege.  

We have planned some great 
meetings for the year with a visit from 
the new dean at our state’s flagship 
school, UF College of Dentistry in 
October. Later this year, we will have 
an amazing full day hands-on dental 
photography course, where we will 
encourage our members to bring their 
assistants, hygienists, and staff. We 
also plan on fostering our ever impor-
tant membership numbers specifically 
by giving urgency to nonmember den-
tists in South Orlando, where we his-
torically have failed to capitalize.

The DSGO is in great hands in the 
near future as well. Membership chair 
Jason Battle, who has already led an 
impressive campaign that signed more 
new members this past year than we 
have had in many years, has agreed 
to stay on at the same position. Dr. 
Ed Kennedy will continue pumping 
out our award winning journal as edi-
tor, and Dr. Kerri Marris will take the 
reigns as treasurer where we have fin-
ished our fiscal year with a surplus on 

our projected budget for two years in a 
row. My right hand man, Dr. Jim Flat-
ley, has already begun working on next 
term’s VERY IMPRESSIVE speakers 
and will serve as president elect.  

While speaking with nearly 30 of 
my former classmates at my 10th re-
union, I quickly came to the realiza-
tion that only a few of them have found 
the happiness that I have found with 
this great profession.  Only a handful 
were as proud of their accomplish-
ments thus far as I am, and only a 
minority felt as connected with their 
colleagues as I do. I attribute each of 
these in a large degree to member-
ship.  We all don’t need to serve as 
a board member, but we all need to 
find our niche. For many, that may 
be paying your dues and socializing 
at our quarterly meetings. Happiness 
has a way of finding you if given the 
chance.  I look forward to the coming 
year and please let me know if I can 
help you in any way.

Optimistically, 
Dr. Brett Zak

PRESIDENT
Dr. Brett Zak

finding Happiness 
Through Membership
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Be Your Own Hero
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E D I T O R I A L

EDITOR
J. Edward Kennedy,  

DMD MS

W
hat is a “hero”one 
may first ask? Is 
a hero someone 
that we look up 
to and respect? 
Is a hero some-

one who has accomplished 
something remarkable 
against all odds? 

Webster’s dictionary 
defines a hero or heroine as 
follows:

A hero is a person or 
character who, in the face 
of danger and adversity or 
from a position of weakness, 
displays courage, bravery or 
self-sacrifice---that is heroism---for some 
greater good; a man or woman of distin-
guished courage or ability, admired for his/
her brave deeds and noble qualities.

While in dental school we need to 
have a hero, right? We are young and 
uninformed and we all need a mentor; 
someone we can trust when all else fails; 
someone to believe in; someone we can 
call our “Hero”! However, as professionals, 
we begin to think for ourselves in a critical 
manner; aptly, from a view as an expert. 
Hopefully those of us who have practiced 
dentistry for many years and have formed 
our own opinions, will still continue to 
welcome opportunities to learn.

Unfortunately, over time, we have 
had the opportunity to watch and witness 
many heroes fall. Now, more than ever, we 
need to trust ourselves and be wise enough 
and confident enough to understand what 
is factual and science based versus propa-
ganda and misinformation. It is irrespon-
sible for anyone to move forward with 
treatment on any patient without under-
standing treatment rationale.

Why not be your own hero? “Do 
what is right and do it to the best of your 
ability. Use good judgment. In doing so, 
you will then be able to establish a trusting 

relationship between you and your staff, 
your referrals, and most importantly your 
patients.

We need to establish the kind of trust 
that only comes when patients know they 
are in the hands of someone exceptional. 
When you know you are in the hands of 
one of the best in the business---you would 
be far more likely to feel comfortable with 
his or her recommendations and fees. This 
sense of value confers a sense of trust.

In order for patients to feel this way 
about you, they must have a high level of 
trust that you will always act in their best 
interest. Patients must also trust that your 
clinical skills are beyond a fundamental 
level at which they trust all dentists. They 
need to feel that you and your “team” are 
committed to the highest level of clinical 
excellence. Patients should feel pride in 
having a dental team of such an advanced 
caliber. They need to trust that everyone 
on your team is committed to that level 
of excellence. As the saying goes: You are 
known by the company you keep. 

If you are surrounded by a team who 
demonstrates the practice’s commitment 
to high standards in everything they do, 
patients will notice. It comes back to value 
because value and trust are forever linked.

“People put their trust in 
what they value, and they val-
ue the people they trust.”  
 - Imtiaz Manji, Spear

It is important to use your 
specialists in a way to help es-
tablish trust and value with 
your patients as well. Know 
when to refer out to a special-
ist; and welcome their expertise 
and feedback. Patients appreci-
ate your efforts to make sure 
that you are taking the very best 
care of them.

He who knows not and 
knows he knows not is a student; teach him

He who knows and knows not that he 
knows is asleep; wake him

He who knows not, and knows not 
that he knows not, is a fool; shun him

He who knows, and knows he knows, 
is a wise man; follow him

- Persian apothegm, Sanskrit saying 

Work appropriately with your refer-
rals and establish a trusting relationship 
with your staff. When money drives your 
judgement, patients suffer. 

By instilling trust, delivering value, 
and using sound judgment, you will Be 
Your Own Hero.

Be Your Own Hero

. . . . . . . . . . . . . . . D S G O  J O U R N A L  7



F E A T U R E  A R T I C L E

A Deeper Look
Flossing:

By Dr. Tim Pruett

I
n response to the AP report “Medi-
cal benefits of dental floss unproven” 
8/2/16.

I’m writing to media, consum-
ers, retailers, health care policy makers, 
dental colleagues and most importantly 

my patients.
At my dental office this morning, 

I was asked – “Did you see the report on 
Good Morning America that said flossing 
doesn’t work?” In 12yrs of dental practice, 
I’ve never started a day quite like this one. 
Of course I immediately linked the AP ar-
ticle through GMA. Initially, as a dentist, I 
read from the perspective of pure frustra-
tion, however after thinking about it all 
day, my perspective changed to a point of 
understanding and opportunity. This is a 
primary example of what an independent 
free press is supposed to do, challenge ev-
erything and initiate real dialogue that can 
lead to positive change. Agree or disagree, 
my hope is that after reading my response 
(if you can make it to the end) you will at 
least feel that I’ve substantively added to 
this dialogue.

Current response:
The responses I’ve read from profes-

sional organizations, groups, and noted 
experts have only included statements 
and guidelines. After 12 years of educat-
ing chairside, I know that for a patient to 
be on your team, you can’t simply make 
statements, dictate guidelines and ex-
pect progress. People need to be educat-
ed interactively so they can understand 
treatment options, consequences and 
outcomes. It allows the patient to make 
an informed decision concerning their 
health and care. It might even require a 
second or third opinion, which I believe 
should readily be accepted in modern 
medicine without offense. Missing this 
core educational interaction may be the 
reason for this article in the first place, 
as the author may have grown tired of 
being “pushed” to floss without being 
engaged as to why, given any evidence as 
to the potential benefits or side effects, or 
shown the proper technique, thus elect-
ing to do the research and heavy lifting 
himself.

It is important to note for full trans-
parency, in addition to being a dentist, 
I also serve as the CEO of a company I 
founded 4 years ago - Flossolution. It was 
born from my dental practice, not because 
the global flossing market is predicted to 
reach 2 billion dollars as reported in the AP 
article, but to make a positive impact on at 
home oral care by creating a better solution 
for interdental disease prevention. My rea-
son for writing is not to engage and argue 
points with the author, nor to promote our 
products. My reason is to provide a differ-
ent perspective, a second opinion.

Foundational Knowledge:
At its core, the dental profession is 

based in prevention. It’s foundational to 
everything we do. Our entire system of 
oral hygiene promotion from pediatric 
to geriatric dentistry is organized in this 
way. From consultations with new moms 
and their babies to prevent decay caused 
by poorly timed bottle feeding habits, to 
medication reviews with elderly patients 
to make sure they understand the oral 
complications associated with medication 
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F E A T U R E  A R T I C L E

induced dry mouth. These are among the 
many preventive conversations the dental 
profession has with patients on a daily ba-
sis. We continually combine both clinical 
observations and empirical data to devel-
op best practice approaches for preventing 
oral disease.

At a basic level, dentists and hygien-
ists recommend flossing as a preventative 
approach for two reasons:

1) To help prevent interdental tooth 
decay - originating from the presence of 
acid producing bacterial biofilm between 
teeth.

2) To help prevent gingivitis - origi-
nating from an immune system mediated 
inflammatory response to the presence of 
bacterial biofilm between teeth.

A Deeper LeveL of 
unDerstAnDing:

Foundational knowledge influenc-
ing decay prevention recommendations 
– the pathogenesis of bacterial induced 
tooth decay involves bacterial metabolism 
of sugars resulting in a highly acidic lactic 
acid byproduct that demineralizes (eats 
away) enamel and its underlying tooth 
structure. This can occur anywhere this 
biofilm is allowed to remain attached to 
the tooth and uninterrupted. This has 
been extensively researched and accepted 
with present day knowledge. [It contin-
ues to be studied further for the develop-
ment of interventional treatments such as 
oral inoculation with probiotic bacteria to 
help shift the bacterial balance to a state of 
health, however the potential exists for un-
intended consequences.]

I say “bacterial induced”, because 
teeth can demineralize, develop cavities, 
or become damaged due to other acidic 
and mechanical processes such as acid re-
flux, toothbrush abrasion, bruxism, highly 
acidic dietary choices (energy drinks, soda, 
juices), ice chewing, tongue rings, bulimia/
anorexia, pregnancy induced morning 
sickness and many others.

[As a side note, it would be nice if di-
etary labels for drinks included pH scores, 
as enamel begins to lose its surface density 
at a pH of 5.5 and dentin (which lies be-

neath enamel and generally exposed with 
wear over time) at a pH of 6.5. For refer-
ence water has a pH in the 7s, soda in the 
2.5-4.5 range and stomach acid ranges 
from 1.5-3.5. This normally isn’t a problem 
as saliva quickly buffers acids, however 
exceptions occur in places it doesn’t flow 
well, such as interdental tooth contacts 
(which is a critical reason for good inter-
dental hygiene) and with patients suffering 
from dry mouth.]

Foundational knowledge influenc-
ing gingivitis prevention recommenda-
tions– the pathogenesis of bacterial in-
duced gingivitis and periodontal disease 
continues to be significantly researched, 
with present day knowledge describing it 
is an immune system driven inflamma-
tory reaction within gum tissues (much 
like an allergy) to the presence of multiple 
types of pathogenic bacteria which can 
result in the ulceration of gum tissue and 
loss of supporting bone (BTW - it’s almost 
always painless, until advanced stages.) 
Signs of disease include visually red and 
inflamed gums, bleeding when brushing 
properly, bleeding when flossing properly, 
or spontaneous bleeding. Gums can bleed 
anytime their traumatized such as when 
you’re too rough with your brush or floss. 
Bottom line, healthy gums don’t bleed un-
less traumatized. It is accepted that there 
is a wide degree of pathogenic variability 
with gingivitis and periodontal disease as 
it is highly dependent upon the patient’s 
immune response, which can also fluctu-
ate depending upon systemic health con-
ditions such as poorly controlled diabetes 
or the hormonal changes associated with 
pregnancy among many others. This is a 
complex field of study with multiple sys-
temic implications. This is why the spe-
cialty field of Periodontics exists within the 
profession.

Again, I say “bacterial induced”, be-
cause gum tissue can become inflamed 
and damaged due to other causes, such 
as impacted food, traumatic dental treat-
ment, bad fillings, bad crowns, bad root 
canals, fractured teeth, traumatic brush-
ing, and yes traumatic flossing.

Understanding the foundational 

knowledge above might help explain the 
lack of high quality, randomized, longitu-
dinal, peer reviewed studies as it is difficult 
and significantly costly to develop a study 
that controlled for the many variables that 
exist to prove or disprove a cause and ef-
fect relationship for the benefits of floss-
ing, especially when the pathogenesis of 
the diseases it is recommended to help 
prevent are accepted with current day 
knowledge and treated professionally with 
mechanical debridement. Floss is simply a 
mechanical debridement instrument that 
moves between teeth to help dislodge food 
debris and interrupt or detach bacterial 
biofilm. Nothing more, nothing less.

WhAt’s Wrong With 
fLossing?:

The gum damage shown in this pic-
ture (blue arrow) is the result of sawing 
floss between teeth, with the patient jok-
ingly telling me they floss 2 times a year 
before each checkup. It’s a good thing, be-
cause if this was everyday technique their 
gums would be in bad shape. Flossing 
this way damages the delicate junctional 
epithelium, which I describe as the gum 
gasket that separates the inside world from 
the outside world around a tooth. One of 
the reasons I invented Flossolution is to 
eliminate this problem. I completely agree 
with the article in this regard, if not flossing 
correctly, absolutely don’t floss at all!

importAnt DistinCtion:
Decay and gingivitis are separate 

diseases caused by different bacteria and 
opportunistic microorganisms. This is 
a very important distinction, as plaque 
harbors many different types of microor-
ganisms and disease begins when the bad 
bugs overcome the good and dominate 
the environment. Much like the bacte-
rial flora swings that occur in intestinal 
disease resulting in diarrhea and yeast 
infections resulting in thrush, the flora of 
the oral environment is vulnerable to op-
portunistic pathogens that can change the 
balance from health to disease quickly. In 
addition, there are a multitude of variables 
involved that effect health outcomes with 
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F E A T U R E  A R T I C L E

these pathogens to include genetics, devel-
opmental factors, environmental factors, 
the bacterial flora of your family and/or 
significant other, systemic disease, dietary 
habits, dry mouth, smoking habits, acid 
reflux, metabolic disease, cancer history, 
radiation history, medications, sleeping 
habits, and many others.

importAnt simiLArities 
thAt infLuenCe 
reCommenDAtions:

Some of the commonalities shared 
between the different bacterial species in-
volved with these two different pathologies 
include preference for anaerobic (low to no 
oxygen) environments, surface adhesion 
(attachment to tooth - can be described as 
biofilm, plaque, tartar, calculus depending 
on its physical state) to become pathogen-
ic, and the ability to survive in and/or cre-
ate low PH (acidic) environments. These 
attributes make it difficult to rinse, wash, 
or blow these bugs off of a tooth. Mechani-
cal cleaning is required to remove attached 
bacterial biofilm (BTW, I prefer the term 
biofilm because it emphasizes actual biol-
ogy, whereas the terms plaque and tartar 
makes it sound like you are just cleaning 
away gunk or dirt).

There are five exposed tooth sur-
faces, three (60%) that a brush can clean 
and two (40%) that require an interdental 
flossing instrument. It’s the key reason we 
recommend a tooth brush (for the 60%) 
and floss (for the 40%) at home, otherwise 
we would just tell you to rinse and call it a 
day. A periodontist friend of mine calls it 
“squirtodontics” and clinically we agree, it 
doesn’t work adequately by itself, but can 
be beneficial adjunctively. Gentle, me-
chanical cleaning is foundational to good 
oral hygiene. You have to mechanically 
dislodge or disrupt the pathologic biofilm 
(plaque, gunk, whatever you want to call it) 
that causes acidic destruction in tooth de-
cay and inflammatory destruction in gum 
disease. To be clear, if you have established 
disease of either type, it requires profes-
sional intervention, as nothing you do at 
home will stop it. However, after bringing 

it under control, gentle and well instructed 
home hygiene to include brushing and in-
terdental cleaning will help prevent further 
problems. Considering all things above, 
clean teeth = healthy teeth and is a best 
practice approach to maintaining lifelong 
oral function and preventing tooth loss.

Why We Won’t stop here:
Simply stopping at this point would 

be dictating or merely sharing guidelines. 
To be effective at educating, I know I need 
to explain more and will attempt to do so 
from the standpoint of everyday clinical 
practice by sharing clinical images of dis-
ease and treatment that we see on a daily 
basis in our profession.

[Side note – to think out of the box for 
a minute, the oral environment is highly 
unique, as nowhere else in the body do 
you have up to 32 boney blocks of mineral 
with 5 exposed surfaces penetrating your 
skin, vulnerable to an extremely difficult 
and wet external environment. The clos-
est comparison might be your nails, but 
they continually regenerate in a dry space 
– there really is no comparison. Addi-
tionally, think about how much time and 
money is spent caring for nails and hair for 
that matter (I’m sure there is a market cap 
number for those two industries as well) 
and your nails and hair continually regrow 
(present company excluded;). We like to 
remind our patients that you only get two 
sets of teeth, baby and adult, and after that 
they don’t grow back. You have to take care 
of the teeth you want to keep.]

our ApproACh:
When most people think of flossing, 

preventing gum disease is what comes to 
mind. I know this by asking patients “why 
should you floss?” - And almost always 
hearing “to prevent gum disease”. I want 
our patients to focus on decay prevention. 
Floss to help prevent decay by disrupting 
or dislodging interdental bacterial biofilm 
and food debris lodged in the tight spaces 
between teeth. With this as the primary fo-
cus, two things happen, 1) patients disrupt 
biofilm and dislodge debris between teeth 

and 2)they don’t do it from the standpoint 
of thinking they need to attack their gums. 
It becomes a gentle and simple vertical 
movement that is limited in depth and po-
tential harm.

Pictures add to understanding:
One of the biggest reasons interden-

tal hygiene is critical is because saliva can’t 
adequately buffer bacterial acids in this 
space due to its inability to flow between 
tight tooth contacts. Food debris and 
bacterial biofilm build-up in these spaces 
and bacteria, specifically Streptococcus 
mutans, metabolize sugars from our diet 
and produce a lactic acid byproduct that 
eats away or demineralizes the protective 
enamel surface of teeth as shown in this 
picture. If left unchecked the destruction 
will continue until the bacterium reaches 
the pulp, which contains the blood and 
nerve supply of the tooth. When this hap-
pens, root canal therapy (cleaning out the 
infected pulp and nerve) is required to 
save the tooth or the tooth is extracted to 
prevent facial space or systemic infection. 
Illustrated in this picture, is the pathogen-
esis of interdental decay. The tooth break 
down begins to occur exactly at the point 
where the two teeth touched prior to de-
cay removal as shown by the white frosty 
demineralized zone of enamel. I literally 
stopped and took a picture prior to clean-
ing out the remaining decay. (If proof of 
bacterial presence is needed, a dyeing 
agent is available to disclose it – you may 
have had this done by your dentist or hy-
gienist showing where you might be miss-
ing surfaces on your teeth with your home 
hygiene.) A toothbrush simply can’t physi-
cally clean this surface because there is no 
space for the

bristles to move between teeth, it can 
only be mechanically cleaned with floss. 
It’s why hygienists and dentists actually use 
floss during cleaning visits and for cement 
removal when delivering restorations, be-
cause there isn’t anything better when it 
comes to mechanically cleaning this space.

Further, why it matters:
Because every day, in dental offices 

across the country, this is happening. Take 
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a close look at the picture below. This 
person does a great job brushing their 
teeth, but doesn’t floss. There is no visual 
evidence of biofilm (plaque) on the three 
surfaces (inside/lingual, chewing surface/
occlusal, outside/buccal) cleaned by the 
brush, however I’ve had to drill six cav-
ity preparations between the teeth starting 
with the molar and moving forward to the 
cuspid (K9 tooth). We call this “quadrant 
dentistry” because we treat every tooth in 
the quadrant at the same time. It’s costly, 
time consuming, and most importantly 
preventable.

Here is another example of a patient 
that does an excellent job brushing, but 
doesn’t floss. In the picture to the right you 
can see two beautiful teeth that I drilled 
two holes in to prevent the spread of bac-
teria towards the pulp of the teeth. Again, 
take a close look at the photo. There is 
no evidence of biofilm (plaque) on the 
brushed surfaces, however when you start 
to look closely at the spaces between the 
teeth as shown with the black arrows, you 
can begin to see biofilm attachment. Also 
visible is the change in the color of the gum 
tissue from a light pink to a deeper reddish 
tone as you move between the teeth. BTW, 
I wouldn’t even classify this as gingivitis.

This is what we have to do when 
rebuilding lost tooth structure due to 
interdental decay. We take these pictures 
during the procedure to motivate pa-
tients to floss their teeth. These cavities 
are filled with a tooth colored bonding 
material that we can make look pretty 
good, however it is nowhere near as 
good as your original tooth. In addi-
tion, the likelihood of future problems 
with teeth that have had these types of 
multiple surface fillings goes up because 
the potential for fracture and recurrent 
decay actually increases. It is critical to 
understand that every time a tooth is 
touched the likelihood of future treat-
ment increases. Again, it is obvious in 
this picture that the patient brushes their 
teeth, but doesn’t floss. The brushed 
surface is clean (blue arrows), the inter-
dental surface has biofilm attached (be-

tween black arrows).
Remember, the primary reason all 

of these teeth needed fillings is because 
bacterial biofilm was allowed to continu-
ally produce lactic acid, untouched and 
undisturbed, between interdental contact 
points.

To add an additional visual perspec-
tive, this is what it looks like on an extracted 
tooth. Again, the decay originates and oc-
curs at the point of contact between teeth 
due to acid production from untouched 
and uninterrupted bacterial biofilm in a 
patient that brushes their teeth but doesn’t 
floss. You can see the white demineral-
ized areas of enamel (orange arrows) sur-
rounding the dark, deep penetrating cav-
ity. You can also see the horizontal lines 
(blue arrows) of demineralization occur-
ring further down the tooth indicating 
the presence of a highly acidic biofilm at-
tached closer to the level of the gum tissue, 
similar to what is shown between the two 
black arrows in the above picture.

[Side Note - I understand the pic-
tures are a little intense. I also completely 
understand that they don’t represent a 
well-designed, randomized, longitudinal, 
peer reviewed study on the subject. They 
do however add a valuable clinical per-
spective that when combined with our 
foundational knowledge base, allows us 
to absolutely recommend proper flossing 
as a daily best practice hygiene strategy 
for our patients. Additionally, if you agree 
with us that flossing is beneficial, and yet 
think about it from a flossing conspiracy 
perspective (or “Flossgate” as reported on 
GMA – actually really funny), it would 
make no sense for the dental profession to 
recommend preventative flossing finan-
cially, as revenues in dental offices come 
from major dental treatment like the type 
required to fix the above examples of decay 
destruction.]

rADiogrAphiC revieW  
of interDentAL DeCAy:

Many of the regular X-rays we take 
in dentistry are completely focused on 
scanning for decay in the interdental 

spaces. This is because we can’t evaluate 
these areas very well with our eyes or feel 
them with our instruments. One particu-
lar x-ray technique we call the Bitewing, 
specifically focuses on the contact points 
between teeth.

[Note - Radiographs are simply den-
sity measurements, whiter tones indicate 
higher density such as enamel or metal 
and darker tones indicate decreased den-
sity such as air space or decay.]

The blue arrows below indicate differ-
ent levels of interdental decay, from incipi-
ent (early) to severe.

Notice how the enamel shell of a 
tooth gets thinner as it moves towards 
the gum tissue, making this space even 
more susceptible to acid destruction. Also 
note how decay spreads once it penetrates 
enamel. This is because the underlying 
dentin is nowhere near as dense or resis-
tant to bacterial acid.

The blue arrows below indicate decay 
under existing fillings and crowns.

The radiographic series below indi-
cates decay progression over two years of 
time between two porcelain fused to metal 
crowns. The orange arrow indicates a bro-
ken portion of the crown which caused 
chronic food impaction, resulting in sig-
nificant and rapid bacterial tooth decay 
and destruction.

Home hygiene affects care decisions 
in our office:

None of the above radiographic ex-
ams are from patients that regularly floss 
their teeth. We just don’t see these issues 
with patients that perform good oral hy-
giene to include proper flossing. It’s why 
most of the x-rays above involve teeth that 
have had significant dental treatment in 
the past. Evidence of previous dental treat-
ment is a great indicator of future need, es-
pecially if home hygiene practices haven’t 
changed. With patients who are regular 
nightly flossers, we extend these Bitewing 
exam intervals from yearly to every two 
years, because in our office these patients 
are considered low risk. This reduces not 
only their cost of dental care, but also their 
cumulative radiation exposure. Also, if we 
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find early interdental decay on these radio-
graphic exams and receive real commit-
ment from the patient to incorporate floss-
ing in their nightly routine, we don’t drill 
and fill. This is for two reasons 1) we’ve 
monitored incipient interdental decay on 
numerous patients without progression 
simply by gaining their commitment to 
floss on a nightly basis and thereby dis-
rupting the bacterial biofilm and dislodg-
ing the food debris nightly between their 
teeth to prevent progression, 2) the enamel 
shell has the ability to re-mineralize or heal 
itself, especially with the use of fluoride 
currently available in adequate quantities 
found in normal toothpaste.

the reAL ChALLenge:
In truth, I’m not concerned this ar-

ticle will cause people to stop flossing be-
cause of a lack of studies that suggest it is 
beneficial. I’m not concerned because the 
vast majority of people don’t floss in the 
first place. My belief is that people who 
floss already value its many benefits, to 
include easy dental checkups and minimal 
dental care expenses. Further, I believe if a 
person cares enough to floss

regularly they most likely value other 
healthy lifestyle choices such as maintain-
ing a healthy diet and exercising. We don’t 
need to convince these individuals of any-
thing, they are already on board.

In our practice, we are concerned 
with the estimated 80% of our patients that 
don’t floss on a nightly basis. We view this 
as a failure on our part as a dental team 
because when reviewing the amount of 
dentistry we have completed over the 
last 12 years, the vast majority originate 
from problems associated with interden-
tal decay. Whether it be treating new de-
cay between untouched teeth (what I call 
flossing fillings), replacing failing fillings 
or crowns due to bacterial breakdown 
at their interdental margins, crowning 
teeth that fracture because they were sig-
nificantly weakened from large multiple 
surface fillings, performing root canals on 
teeth infected by interdental decay, remov-
ing a split (blue arrows below) root canal 

treated tooth, which began as a two surface 
flossing filling 20 years ago, now requiring 
extraction, bone grafting (orange arrows) 
and replacement with a titanium screw 
(black arrow). This is the real pathogenesis 
of dental treatment and it can be expen-
sive, time consuming, and never ending 
unless good home oral hygiene practices 
intervene.

Our office completed a treatment 
review that only focused on our “drill and 
fill” procedural codes.

I don’t contend that it’s a longitudi-
nal peer reviewed study, however these 
real numbers definitely add perspective. 
From July 2004 through May 2016, our 
office has placed 2,577 multi-surface pos-
terior fillings, of those 2,138 involved an 
interdental/flossing surface - that’s 83%. In 
the same time period we completed 1706 
multi-surface anterior fillings (the front 
upper and lower six teeth), of those 1538 
involved a flossing surface - that’s 90%. 
This highlights a major failure concerning 
interdental decay prevention. We limited 
our initial review to multi surface fillings 
for two main reasons 1) it is very rare to re-
move decay from a flossing surface with-
out involving another tooth surface and 2) 
fillings that involve more than one surface 
have a greater likelihood of future failure 
making it more predictive of the future 
impact on the patient. Further, during this 
same time period, our office performed a 
total of 8,379 fillings of all types (to include 
normal fillings, esthetic bonding, preven-
tative sealants, prosthetic patches, etc.), of 
those 4,235 involved a flossing surface – 
that’s over 50% for flossing surface involve-
ment that by actual surface area represents 
much less than 40% of the total exposed 
surface area of all teeth. Additionally, these 
numbers don’t factor in the impact of other 
dental procedures such as in-lays, on-lays, 
crowns, extractions and implants that are 
also performed due to interdental decay 
destruction. These numbers absolutely 
emphasize the critical need for preventa-
tive interdental hygiene and for us, and 
most other dental professionals, flossing is 
the solution recommended most.

our soLution:
In our office, the problem isn’t ed-

ucating the patient or building a value 
proposition for flossing (although this 
article may make it a little more difficult 
;). The real challenge was providing a 
solution that made the remaining 80% 
willing to participate.

We realized we needed to develop 
this solution ourselves because it wasn’t 
available in either the professional or 
mass market. We have spent the last 
four years doing just that and engaging 
patient and staff input during the entire 
process. It became clear we could no 
longer ask the 80% to wrap 18 inches 
of floss between their index fingers, 
place them in their mouth and expect 
different results. These were our non-
negotiables - We had to make flossing 
one handed. Like brushing it needed to 
be easy to do. It had to protect the gum 
tissue by eliminating traumatic sawing 
movements that cause gum damage, 
pain and bleeding. It needed to easily 
perform the required task of moving 
floss vertically between teeth dislodg-
ing food debris and disrupting bacterial 
biofilm, it had to do it with tension free 
floss that allows the formation of a “c” 
shape around the curvature of the in-
terdental surface while limiting its ver-
tical movement to 2 – 3 mms in depth 
around the gum. Lastly and just as im-
portant, it needed to be something that 
wasn’t stored in a drawer. To be incor-
porated as a nightly habit, it had to be 
out and ready to use at all times much 
like a toothbrush. Our entire family of 
products are designed to conform to 
these critical concepts.

I’ll end our product discussion 
here as I’m writing this response as a 
dentist, not a product manufacturer. I 
do however appreciate the opportunity 
this article has given us to talk about an 
issue we discuss every day in our office 
and to introduce our brand concepts. 
If you have any questions concerning 
Flossolution, feel free to contact us at 
care@flossolution.com.
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I
t’s Tuesday, July 5th and the office phone 
rings. It is 6:50 AM. We don’t open until 
7:00 AM. The caller is Cayla, my god-
daughter. Her ankles are still taped and 
remnants of tape hang from her wrists. 
She is calm but her voice is raspy from 

the damage done to her neck from being 
strangled. She proceeds to explain to her 
mom, who is my office manager, Linda, 
that she and her brother, Christian, my 
godson were attacked in a home invasion 
at 6:30AM. She opened her door to be 
confronted by a masked intruder wear-
ing gloves. He immediately tackled Cayla 
who shouted out for help from 16 old 
year Christian. The intruder then began 
choking Cayla until the point of passing 
out. Christian burst into the room and 
smashed a piano stool over the intruder’s 
back and began to beat him with a bro-
ken stool leg. Then Christian was attacked 
from behind by a second unseen intruder 
and stabbed multiple times in the shoulder 
and neck area. Both children continued 
to fight like demons. The thugs eventually 
beat and choked them into submission, 
taped them up, ransacked the house and 
left them there bleeding. They drove away 
in Cayla’s car. Cayla worked her hands free, 

called 911, and then called my office. After 
a night in the hospital, the kids began to re-
cover… physically. It has left their mother 
shattered and me in a rage. To date, the 
perpetrators are still on the run.

Two years ago almost to the date, my 
wife, Shellie got a call that her best friend 
Beth had been murdered. This was crush-
ing to my wife and completely out of left 
field. The perpetrator was someone she 
had dated.    

I realize this is a hell of a thing to be 
writing about in a dental publication. I 
hate to supplant the usual joys of organized 
dentistry, but on this matter I wanted to be 
heard. It seems the world is shifting under 
our feet. Violence appears to be rampant. 
Respect for human life and other human 
beings is in free fall. Our elected leaders, 
(and I use that term leader quite loosely), 
seem to be tone deaf about these issues and 
what I perceive as the root causes. War has 
been declared on police officers. Once we 
lose respect for law enforcement, the rip 
in the very fabric of society becomes too 
big to repair. It is becoming ever murkier 
when the rule of law is more of a sugges-
tion. If you question illegal aliens you are 
branded a racist. If you mishandle classi-
fied information, you are given a pass … 
if you are the presumptive Democratic 
candidate. 

The horror that was thrust into our 
very midst in the form of the Pulse Night 
Club shooting resulted in the loss of 49 
souls. This sick monster did not come out 
of left field. He was well known to the FBI 
and most recently, Disney warned the FBI 
in April that he was casing the Park as if he 
were planning an attack there. Maybe this 
tragedy could have been avoided if the FBI 
were less shackled in the protocol in which 
they were allowed to deal with these types 
of situations.

Next came the attack in Dallas that re-
sulted in the loss of five police officers. This 
has become a high profile attack, however, 

the “Blue” has been under attack for some 
time now. Hundreds of fine officers lose 
their life in the line of duty every year. 
These senseless attacks on the people 
that are here to protect us is just an on-
going sign of how bad things are spin-
ning out of control. Much of this hatred 
is based on the false narrative of police 
shootings, which FBI statistics don’t bear 
out in any way. 

There does not seem to be a clear 
path in how best to deal with this growing 
problem. We can all gather and pray, hold 
hands and light candles in the face of these 
threats. There is absolutely nothing wrong 
with that. Faith and understanding will al-
ways be helpful.

As for myself, I am following a differ-
ent pathway. I choose to take additional 
steps. I am going to prepare my staff, their 
families and my loved ones in how to deal 
with violence and threats of violence. We 
will not cower in fear. We will be training 
as a group. I have many single ladies work-
ing for me and often they come to the of-
fice early and stay late. Their homes will 
be alarmed, if not already, at my expense. 
They will become proficient in close quar-
ters self-defense. It will be a requirement to 
work for me. 

Violence has touched my extended 
family enough. I do not wish to make any 
more hospital visits or attend any more fu-
nerals. We will not wait passively for evil to 
find us. I suggest you consider the same.

COLUMNIST
Jeff Sevor  

DMD MS
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September 12, 2016 
Board of Directors-Dental 
Society office 6:00 p.m. 

September 23, 2016 
OSHA, HIPAA and Infection 
Control - Location Nova 
Southeastern-Sponsored by 
Patterson Dental 

October 10, 2016 
Board of Directors-Dental 
Society office 6:00 p.m. 

October 21, 2016 
ADA Annual Session- 
Denver, Co 

October 24, 2016 
Membership Meeting- 
Winter Park Civic Center 
6:00 p.m Agenda: Dean @ UF 
Dental Isabel Garcia 

November 14, 2016 
Board of Directors-Dental 
Society office 6:00 p.m. 

January 19, 2017 
Central Florida District Dental 
Association Caucus 

January 27, 2017 
House of Delegates 

february 6, 2017 
Board of Directors-Dental 
Society office 6:00 p.m. 

february 13, 2017 
Membership Meeting
Winter Park Civic Center 
6:00 p.m. Dr. Frank Lozano
A sneak peek at his Dental 
Photography lecture on 
March 10, 2017 

**Due to the Winter Park 
Civic Center being torn 
down our February and 
April Membership meetings 
will be held at Winter Park 
Community Center 
721 West New England Ave. 

March 6, 2017 
Board of Directors-Dental 
Society office 6:00 p.m. 

March 10, 2017 
CE Meeting Dr. Frank Lozano-
Dental Photography-
Westin Lake Mary

April 4, 2017 
Dentist Day on the Hill

April 10, 2017 
Board of Directors-Dental 
Society office 6:00 p.m. 

April 17, 2017 
Membership Meeting- 
Winter Park Civic Center 
6:00 p.m 
*Winter Park Community 
Center 
721 W. New England Ave. 
Winter Park 

May 8, 2017 
Board of Directors-Dental 
Society office 6:00 p.m. 

May 11-13, 2017 
Central Florida District 
Dental Association Annual 
Meeting 
Rosen Shingle Creek 

June 8, 2017 
Central Florida District 
Dental Association Caucus 
and House of Delegates 

June 22-24 2017 
Florida Dental Convention-
Gaylord Palms 

August 11, 2017 
Dr. Gordon Christensen-
Westin Lake Mary 
Time to be determined.

C A L E N D A R  O F  E V E N T S

orange County Dental Clinic is closed for 
remodeling until further notice.

. . . . . . . . . . . . . . . D S G O  J O U R N A L  1 5



1 6   W W W . D S G O . O R G  . . . . . .



D S G O  N E W S  B Y T E S

VOLUNTEER TO BECOME  
AN EXAMINER FOR 

THE FLORIDA DENTAL 
LICENSURE EXAM

ARE YOU: 
• actively engaged in the practice of dentistry 

in Florida for five years;

• interested in continuing dental education; 

• and, not connected in any way with any 
medical or dental college?

DEPARTMENT OF HEALTH USES  
THE LIST FROM THE BOARD OF 

DENTISTRY TO FORM  
A POOL OF ELIGIBLE EXAMINERS

IF YOU ANSWERED YES!  
Contact the Board of Dentistry 
office at 850.245.4474 and tell 
them you want to volunteer as an 
examiner for the Florida dental 
licensure exam.

For additional information,  
contact Casey Stoutamire:

800.326.0051  •  850.224.1089
cstoutamire@floridadental.org

?

EXAMINERS MAY SERVE FOR  
FOUR CONSECUTIVE YEARS. 4

IF SELECTED TO SERVE  AS AN  
EXAMINER you must attend every 
session of the pre-examination 
standardization exercise conducted 
by the Department of Health.

HELPING MEMBERS SUCCEED

Earn $350 a day 
plus expenses!

Back 2 School Bash 2016
The 2016 Back 2 School Bash was a smash. Over 10,000 chil-

dren who attended the HopeNowInternational annual event on 
August 6, 2016 at the Camping World Stadium were given back-
packs filled with school supplies. In addition to complimentary 
food and drinks, there were dozens of vendors in and amongst 
several Bounce Houses and games giving out informative pam-
phlets about good food, nutrition and health care. Free haircuts, 
eye exams and dental screenings were available for the asking. 
Twenty five dentists from the DSGO and DCAF, 5 dental students 
from UF, 5 pre-dental students from UCF and about 50 dental as-
sistants, hygienists, and support staff from the DSGO, CHC and 
DCAF volunteered to give dental screenings, fluoride treatments 
and dental goodie bags to over 350 children. The Tooth Fairy 
(Lauren Stayer) was there in person to greet each of the children 
and give them all a Tooth Fairy sticker. Oh, the stories she heard 
from those children!

Thank you to all who donated your time and talents towards 
making this a successful and worthwhile event. Our own Sharon 
Hamilton and Jackie McDonough from CHC spent many an hour 
preparing for the event by recruiting volunteers and obtaining sup-
plies from various sources. Thanks also to our dental supply do-
nors: Patterson Dental 

For many of these children, it was their first ever dental ex-
perience. All the volunteers were kind and caring. A positive first 
dental experience is often what shapes a child’s perception of den-
tistry. All of you did an exemplary job! See you next year.

Doctors Allison & Clay Miller

Dr. Hugo Chavez

Volunteers Dr. Jason Battle

Tooth Fairy–Lauren Stayer

Dr. Evelyn Ortiz
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Who is that Sitting 
in the Patient Chair?

D
ental assistants are well aware 
of what a rewarding career 
dental assisting can be, and 
that knowledge is spreading — 
people outside dentistry have 
started to notice the advan-

tages of working in this growing pro-
fession. In fact, this year U.S. News & 
World Report  rated dental assisting 
as the #17 best healthcare support job 
in the country, and the #72 overall 
best job.

This isn’t the first time dental assist-
ing has been called out as one of the best 
jobs in the U.S. — it’s been topping lists 
for the last five years. Think about the 
patient in your dental chair…do they 
have the potential to become an out-
standing dental assistant?

Does the patient enjoy a nice 
smile and pretty teeth?  Do they keep 
their appointments and follow home 
care instructions?  Then maybe, you or 
your staff might ask if they have ever 
thought of a career in dental assisting.

Below are some of the reasons 
why dental assisting is one of the best 
careers:

DENTAL ASSISTING IS:
1. FlexiBle
We have an ADA Accredited den-

tal assisting program right here in Cen-
tral Florida at Orange Technical College 
~ Orlando Campus.  There are many 
options once you become a dental as-
sistant. General practice, specialty prac-
tice, front desk, practice coordinator or 
instructor!  Once you get into the field, 
you may be able to take advantage of 
the flexible hours many dental assistants 
enjoy.   

2. Fascinating
Dental assistants interact with 

nearly every patient who walks through 
the dental practice’s door. As a result, 
your job is fast-paced and interesting 
— there’s always someone new to meet, 
a new problem to solve, or a new tech-
nique to try. No two days are ever the 
same!

 3. Fast-grOwing
According to the  U.S. Bureau of 

Labor Statistics, dental assisting is sup-
posed to grow 18% over the next 10 

years — which is much faster than the 
national average. This puts dental assist-
ing among the top 25 fastest-growing 
occupations in the country.

 4. Full OF OppOrtunitY
More and more, states are expand-

ing the functions that dental assistants 
are allowed to perform. In most states, 
passing DANB exams or holding Certi-
fied Dental Assistant (CDA) certifica-
tion is recognized or required to take on 
more duties. Look up your state require-
ments  or find out more about  DANB 
exams and certification.

It’s an exciting time to be a dental 
assistant, and word is getting out about 
the advantages of this growing career 
path. Help fill the need in your practice 
and the profession by encouraging one 
or more of your patients to consider a 
career in the dental profession!

Excerpts from Dental Assistant 
Life, April 15, 2016

Denise Murphy, BA, CDA, CDP-
MA, EFDA

D I D  Y O U  K N O W ?
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 A Brief History and Contemporary Use
DENTAL LASERS

By Ed Kennedy

A
lbert Einstein laid the founda-
tion for the invention of the 
laser in 1917. Its predecessor, 
the Maser, was introduced by 
theorizing that photoelectric 
amplification could emit a 

single frequency. The term LASER is 
short for Light Amplification by the 
Stimulated Emission of Radiation 
and was first introduced to the pub-
lic in 1959, by a Columbia University 
graduate student, Theodore Maiman, 
at the Hughes Research Laboratories 
in Malibu, CA. He built the first func-
tioning laser using a mixture of helium 
and neon. In 1961, a laser generated 
from crystals of yttrium-aluminum-
garnet treated with 1-3% neodymium 
(Nd: YAG) was developed. In 1962, 
the argon laser was developed, which 
became the first medical laser to coag-
ulate retinal lesions, in 1963. In 1964, 
Patel at Bell Laboratories developed 
the CO2 laser, which are being exten-

sively used in the field of dentistry.
In the last two decades, there has 

been an explosion of research in la-
ser application. In hard tissue appli-
cation, the laser is used as an aid for 
caries prevention, bleaching, restor-
ative removal as well as curing, cavity 
preparation, and dentinal hypersensi-
tivity. Soft tissue applications includes 
wound healing, removal of hyperplas-
tic tissue in addition to uncovering of 
impacted or partially erupted teeth. In 
like manner it has been used as pho-
todynamic therapy for malignancies, 
and to treat herpetic lesions. Lasers 
have proved to be an effective tool to 
increase efficiency, specificity, ease, 
and cost and comfort of the dental 
treatment.

Introduction of laser in dentist-
ry, in the 1960s, by Miaman led to a 
continuous research in the various 
applications of lasers in dental prac-
tice. Neodymium Yttrium Aluminum 

Garnet (Nd: YAG). and Er:YAG, offer 
both hard tissue and soft tissue ap-
plications, but have limitations and a 
potential for thermal injury to tooth 
pulp. Cold or soft lasers, based on the 
semiconductor diode devices, which 
are compact are broadly termed as 
low-level laser therapy (LLLT) or bio-
stimulation. On account of the ease, 
efficiency, specificity, comfort, lasers 
are indicated for a wide variety of pro-
cedures in dental practice. 

Common types of LA-
sers useD in Dentistry

• CARBON DIOXIDE LASER
The CO2 laser has a very high af-

finity for water, resulting in rapid soft 
tissue removal and hemostasis with 
a very shallow depth of penetration. 
Lasers were first introduced to dental 
surgeons in the mid 1980’s starting 
with the CO2 laser. The CO2 (car-
bon dioxide) laser remains the gold 
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standard for the soft tissue surgery 
because of the ease of simultaneous 
photo-thermal ablation and coagula-
tion (and small blood capillary he-
mostasis). The CO2 laser is used in 
oral and dental surgery for virtually 
all soft-tissue procedures, such as gin-
givectomies, vestibuloplasties, fre-
nectomies and operculectomies. The 
CO2 laser’s 10,600  nm wavelength 
is also safe around implants as it is 
reflected by titanium, and thus has 
been gaining popularity in the field of 
periodontology. It may be effective in 
treating peri-implantitis.

• NEODYMIUM YTTRIUM 
ALUMINUM GARNET LASER

Nd:YAG (neodymium-
doped yttrium aluminium garnet; 
Nd:Y3Al5O12) is a crystal that is used 
as a lasing medium for solid-state la-
sers.The Nd: YAG wavelength is high-
ly absorbed by the pigmented tissue, 
making it a very effective surgical la-
ser for cutting and coagulating dental 
soft tissues, with good hemostasis.

Nd:YAG dental lasers are used for 
soft tissue surgeries in the oral cav-
ity, such as gingivectomy, periodontal 
sulcular debridement, LANAP, fre-
nectomy, biopsy, and coagulation of 
graft donor sites.

• ERBIUM LASER
The laser of choice for treatment 

of dental hard tissues. In addition to 
hard tissue procedures, erbium lasers 
can also be used for soft tissue abla-
tion, because the dental soft tissue also 
contains a high percentage of water.

• DIODE LASER
The active medium of the diode 

laser is a solid state semiconductor 
made of aluminum, gallium, and ar-
senide. All diode wavelengths are ab-
sorbed primarily by tissue pigment 
(melanin) and hemoglobin. They are 
poorly absorbed by the hydroxyapa-
tite and water present in the enamel. 
This laser is commonly used for aes-
thetic gingival re-contouring, soft tis-
sue crown lengthening, exposure of 
soft tissue impacted teeth, removal of 

inflamed and hypertrophic tissue, fre-
nectomies, and photostimulation of 
the apthous and herpetic lesions.

• SOFT TISSUE 
APPLICATIONS FOR DENTAL 
LASERS
• Wound healing, 
•  Post herpetic neuralgia and apthous 

ulcer
•  Photoactivated dye disinfection us-

ing lasers

The major clinical applications of PAD 
include disinfection of root canals, 
periodontal pockets, deep carious le-
sions, and sites of peri-implantitis
•  Exposure of un-erupted and partial-

ly erupted teeth

An impacted or partially erupted 
tooth can be exposed for bonding by 
conservative tissue removal, allowing 
for reasonable positioning of a brack-
et or button it has the advantage of no 
bleeding, and an attachment can be 
placed immediately, and moreover, it 
is not painful at all.
•  Removal of inflamed, hypertrophic 

tissue, and miscellaneous tissue re-
moval

hArD tissue 
AppLiCAtions for 
DentAL LAsers
•  Cavity preparation, caries, and restor-

ative removal
• Treatment of dentinal hypersensitivity

ADDitionAL AppLiCA-
tions of DentAL LAsers
• Nerve repair and regeneration

Low level laser therapy has been 
seen to reduce the production of in-
flammatory mediators of the arachi-
donic acid family from injured nerves, 
and to promote neuronal maturation 
and regeneration following injury.

Recently, there has been a great 
deal of interest regarding use of lasers 
in the treatment of periodontal dis-
ease using The Nd: YAG wavelength 
laser. There is controversy regard-

ing outcomes and controlled clinical 
studies regarding laser therapy. In an 
article dated 2012 Douglas N. Ded-
erich BSEE, DDS, MSc, PhD, Cert. 
Perio summarized his perspectives 
and thoughts in 2012.

There is no doubt that both our 
profession and the public find lasers 
to be fascinating. Having a dental 
laser can create an image of being at 
the leading edge of technology. While 
this can be useful for attracting new 
patients, it can also create a bias in 
favor of the laser when assessing its 
actual clinical utility. From a scientific 
perspective, actual clinical utility is 
confirmed by well-designed and inde-
pendent clinical trials and subsequent 
systematic reviews and critical sum-
maries of those systematic reviews. 
In fact, the ADA has issued a Tech-
nical Report to the Profession (No. 
110) entitled “Standard Procedures 
for the Assessment of Laser-Induced 
Effects on Oral Hard and Soft Tissue” 
that details the required evidence for 
claims to be made about laser-tissue 
effects. Even though the standards of 
evidence are clear, there seems to be 
little interest in some parts of the den-
tal laser industry to meet these stan-
dards. Claims of clinical utility are 
often made on the basis of anecdotal 
data or from histological evidence in-
correctly extrapolated to the clinical 
environment. While the FDA does 
clear lasers for marketing, the scien-
tific bar for this clearance is relatively 
low, requiring only relative similar-
ity in result to predicate technologies. 
Lasers cleared only for soft tissue use 
are often used intrasulcularly, also ex-
posing hard tissue (cementum, den-
tin, and bone) to the laser energy. In 
periodontics, the absence of clinical 
evidence that directly compares such 
laser use against traditional therapy is 
striking. One is left to compare over-
all tooth loss data from the plethora 
of studies on traditional therapy with 
the few studies utilizing lasers (some 
of which are subject to significant bias 

DENTAL LASERS
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D E N T I S T R Y  P A S T  &  P R E S E N T

as they were performed by the own-
ers and proponents of the laser com-
pany). In doing so, we find mixed re-
sults. One Nd:YAG laser protocol for 
the treatment of periodontal disease 
appears to produce similar tooth loss 
data as traditional methods, suggest-
ing the contribution of the Nd:YAG 
laser to the outcome was minimal to 
nonexistent. Only the erbium family 
of lasers shows improved clinical in-
dices in some studies while showing 
no difference in others.

To conclude, the controversy 
seems to persist because of the gap 
between the claims being made by 
laser proponents and the available 
evidence. Because the use of the more 
penetrating laser wavelengths carries 
with it the risk of deep thermal dam-
age, this gap of evidence seems rel-
evant for anyone wishing to know the 
risk/benefit ratio of laser therapy. 

- Douglas N. Dederich 2012

the ACADemy of 
perioDontoLogy 
position regArDing 
LAsers:

LASER TREATMENT FOR 
GUM DISEASE

Lasers can be used to treat peri-
odontal disease. Current controlled 
studies have shown that similar results 
have been found with the laser com-
pared to specific other treatment op-
tions, including scaling and root plan-
ing alone. Scaling and root planning 
is a traditional non-surgical therapy 
used to treat periodontal diseases.

CAN THE USE OF LASERS 
IN PERIODONTAL THERAPY 
HARM PATIENTS?

Yes and no. Each laser has dif-
ferent wavelengths and power levels 
that can be used safely during differ-
ent periodontal procedures. However, 
damage to periodontal tissues can 
result if a laser with an inappropriate 
wavelength and/or power level is used 
during a periodontal procedure.

DOES THE RESEARCH ON 
LASERS SUPPORT THEIR USE IN 
PERIODONTICS AT THIS TIME?

At this time, there is insufficient 
evidence to suggest that any specific 
laser wavelength is superior to the 
traditional treatment methods of the 
common periodontal diseases, such 
as periodontitis.

CAN I TRUST THE CLAIMS 
IN AN AD FOR PERIODONTAL 
THERAPY PERFORMED WITH A 
LASER?

It is important to beware of ad-
vertising that sounds too good to be 
true because it very well may be. A 
dental professional can help you sepa-
rate fact from hype.

     
Perio.org 2015

On May 17, 2016, Millennium 
Technologies, Inc. (manufacturer of 
the PerioLase MVP-7 laser), received 
FDA clearance for periodontal re-
generation when specifically follow-
ing the LANAP protocol. Continued 
research and follow-up studies will 

give us an increasing awareness of the 
outcomes we can expect. We will also 
be able to compare results, using con-
trolled studies, to more conventional 
periodontal therapy. 
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Volunteer dentists and dental hygienists 
are needed for uninsured and low income 
adults and children in East Orlando/Bithlo, 
Florida. All dental treatment is provided 
in a fully equipped Mobile Dental Unit. 
Sovereign Immunity is extended to all 
dentists and hygienists.

CE CREditS aRE availaBlE
•   Saturday, August 20, 2016 

9:00 a.m. -2:00 p.m.
•   Sunday August 21, 2016 

9:00 a.m. -2:00 p.m.

•     Saturday, September 17, 2016 
9:00 a.m. -2:00 p.m.

•   Sunday September 18, 2016 
9:00 a.m. - 2:00 p.m.

•   Saturday October 15, 2016 
9:00 a.m. - 2:00 p.m.  

•   Sunday, October 16, 2016  
9:00 a.m. - 2:00 p.m.

•   Saturday, November 12, 2016 
9:00 a.m. - 2:00 p.m.       

•   Sunday, November 13, 2016 
9:00 a.m. - 2:00 p.m.

•   Saturday December 10, 2016 
9:00 a.m. - 2:00 p.m.         

•   Sunday December 11, 2016 
9:00 a.m. - 2:00p.m.

Location of the Mobile Dental Unit will be 
in the Bithlo area and will be confirmed 
one (1) month prior to the event. If you 
are interested in volunteering on any of 
the above dates and/or have weekday 
availability, please contact:

Michelle Lawton, Dental Coordinator 
E: michelle.lawton@flhosp.org 
O: (407) 473-2812 F: (407) 841-8261 
Personal Cell for Dental Professionals 
only: (407) 716-5816 

MoBilE dEntal Unit 
volUntEER datES
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ATTENTION ALL DENTAL TEAM MEMBERS 

IS your office OSHA, HIPAA, and Infection Control Compliant? 

WHO:  The Dental Society of Greater Orlando, and Patterson Dental        
             6 CE’S **(qualifies for OSHA annual training if the whole office attends)  
 

PRESENTS 

WHAT:  **OSHA/Infection Control -Linda Harvey         
           8:30am-10:30am 

      Identify OSHA requirements and standardize current infection  
control protocols in your practice 

      Review hazardous and biomedical waste disposal requirements 

OSHA Hazard Communication-Julie McGregor     10:45am-11:30am 
Ensure implementation of the Globally Harmonized System requirements  
(deadline was June 1, 2016) 
 
HIPAA- Debi Carr      DK Carr and Associates, LLC   12:30pm-2:30pm 
Security in Practice-HIPAA/HITECH Training-Periodic training 
 

Security- Jeff Holt             2:30pm-3:00pm 
Securing Patient Financial information 

 
WHERE:  Nova Southeastern Orlando Campus 
WHEN:    Friday, September 23, 2016 Free continental breakfast and lunch provided by Toojays 
                 8: 30am.-3:00pm. (registration at 8:00 a.m.) 
COST:      DSGO Member Dentists-Can be used as Free Meeting Choice-If not, fee is $75 
      NON Member Dentists $75 per person 
                 Staff and Spouses   $75 per person 

**      If you bring your entire office you will receive a 15% discount ** 
Registration:  Call Sharon Hamilton at 407-894-9798 to register by phone.   
Credit cards accepted.  Checks made payable to DSGO. 

                     
 

SPONSORS 



ASSOCiATES/PARTNERS

gENERAL DENTiST
Highly trained & experienced General Dentist offering IMPLANT & PROSTHODONTIC related 
services. I offer concierge service to you and your patients at an affordable rate with great cus-
tomer service, and meticulous follow-up. I travel to your office with all the necessary equipment, 
inventory, forms and systems to make this easy for you and your patients. If you are referring out 
your patients for implant placement, or complex implant restoration including All-on-4 restora-
tions, there can be increased profitability by offering these services to your patients in-house. I 
have systems, contacts, and treatment packages in place to help your practice get higher case 
acceptance of treatment plans and help get your team motivated to be even more productive. 
Most importantly, I pledge to care about you, your team, and your patients. Email me at Mike-
DoesImplants@gmail.com

SOUTHWEST ORLANDO
We are dedicated to comprehensive proactive care in South West Orlando. Our multi-
provider crown and bridge family friendly practice serves over 1000 active patients. We 
desire to add a day of root canals to our services. Digital radiographs, intra-oral camer-
as, paperless, Dentrix, Biolase and Tulsa rotary. Specialist preferred, but not necessary, 
Kindly fax your CV to (407) 513-4133.

ASSOCiATESHiP OPPORTUNiTY
For caring, competent, experienced General Dentist in well established, high quality private 
practice in beach side community near Melbourne, FL. Part-time (2-3 days/week) with potential 
for up to 4 days. 7 operatories, computerized, digital x-ray, flat screen TV’s... Email CV and contact 
info to beachassoc321@gmail.com or call (321) 431-2711.

gENERAL DENTiST
General dental practice in Oviedo seeks full-time associate. Services include general dentistry, 
Invisalign, Sleep Apnea services, CEREC. Must have DDS, DMD from accredited dental school. 
Licensed to practice in Florida and meet applicable state requirements.  We offer competitive 
salary, quarterly CE allowance, health insurance and 401k benefits.  Contact oviedopremierden-
tal@gmail.com or call (407) 977-6464.

ASSOCiATE DENTiST 
Location: Lee Vista Office- 6125 South Semoran Blvd., Suite #101, Orlando, Florida 32822 -Must 
have DDS, DMD from accredited dental school -Licensed to practice in Florida and meet ap-
plicable state requirements -1 to 3 years experience -Bilingual a plus - CV maybe sent to : lvap-
plicant@aol.com

LOOKiNg fOR fULL TiME gENERAL DENTiST
A modern, fully digital, established practice with a strong patient base located in Metrowest, 
Orlando is looking for a full time general dentist . Offering a great working environment with state-
of-art equipment including CTscan. Some experience would be helpful.

MELBOURNE/fT PiERCE/STUART/SOUTH fL
A great opportunity in 35 year old group practices located in Melbourne, Ft. Pierce, and Jensen 
for general dentist, endodontist, periodontist, pedodontist, oral surgeons and orthodontists. Gen-
erous compensation with unlimited potential. Full or part time. Call: Kelly Oliver at (954) 461-0172.  
Email: Kelly.oliver@dentalland.net 

fLORiDA - Orlando/Daytona Beach/Jacksonville/Tampa/S. FL region: Join our 60 office group 
practice. Flexible schedule. Top salaries. Training and mentoring for new/recent graduates. 
Both General Dentists & all Specialists needed. Fully digital offices. Call Dr. Andrew Greenberg  
(407) 772-5120 (confidential), fax CV to (407) 786-8763, visit www.greenbergdental.com or e-mail 
to drgreenberg@greenbergdental.com

ORLANDO, fL - gENERAL DENTiSTS & ALL SPECiALiSTS ORLANDO, fLORiDA
Orlando, Florida— Grow with us: Large intimate group practice is expanding in the Orlando mar-
ket. Sage Dental Group operates 38 large, well-established practices in Broward, Palm Beach, 
Dade, and the Treasure Coast. We currently have five NEW offices opened in the Orlando market 
and more on the way. We are looking for qualified Dentists and Specialists to help grow these 
new practices!  Call Bradford Cabibi, Doctor Recruiter at (561) 999-9650 ext. 6146 or e-mail me 
at bcabibi@mysagedental.com for more information. www.Mysagedental.com  COME JOIN US!

LOOKiNg fOR PEDiATRiC DENTiST OR gENERAL DENTiST
Melbourne - Pediatric dentist or general dentist who enjoys treating children and teenagers. Med-
icaid number and HMO credentialing desired but will credential if needed. High volume patient 
load=excellent daily income. Must provide quality restorative care efficiently for patients of this 
39-year-old pediatric private dental practice. Part time 1-2 days per week including Saturdays. Highly 
skilled staff will help you produce high income. Excellent commuter opportunity.Please contact Dr. 
Ray Pollock at 321-446-6764

CLiNiCAL STAff DENTiST – fULL TiME (40 HOURS PER WEEK)
To provide quality dental care to homeless and medically indigent patients in the tri-county area. 
Duties include examination and treatment planning, basic restorative, extractions, removable pros-
thetics and single root endodontics. Organization: Orange Blossom Family Health is a Federally Quali-
fied Health Center in Downtown Orlando. The clinic provides medical, dental, vision, and behavioral 
health services as well as an onsite pharmacy services for our patients. We serve individuals and 
families in Orange, Seminole, and Osceola counties. Minimum Requirements: Current Florida Dental 
License. Two years clinical experience. (preferred) A heart for serving disadvantaged populations. 
Competitive salary, 10 paid holidays, paid vacation/sick leave, medical, dental, vision and life Insur-
ance, retirement plan, paid continuing education. How to Apply: Please E-mail CV attention: Pamela 
Bush, Human Resources Associate. E-Mail: pbush@hcnetwork.org

gENERAL DENTiST NEEDED
Immediate opening. Well-established solo family practice seeking full-time general dentist with 
current Florida licensure. Relaxed atmosphere allows a caring dentist to focus on patient care, not 
quotas. Southeast Orange/Osceola County area, with easy access to turnpike. PPO/FFS only, no 
HMOs. Email curriculum vitae with availability and contact information to ddsmagd@aol.com, or call  
(407) 892-3326.

DENTiSTS LOOKiNg

HAVE MiRROR AND EXPLORER / WiLL TRAVEL
Sick leave, maternity leave or vacation. I will cover your office. Call Dr. Eddie Waldheim 
(407) 619-2008.

TAKE SOME EXTRA DAYS Off
Would you like to take some extra days away from your office and feel covered for your patients? 
Especially Thursdays and Fridays? Call Dr. Bob Foster (407) 656-3880 or (407) 761-9824.

WiLL BE PLEASED TO HELP
If you need office coverage during an illness, vacation, or leave of absence, call Dr. Alan Guy 
(407) 831-6125.

fOR THE CONVENiENCE Of YOUR PATiENTS
A board certified periodontist is available to provide all aspects of periodontics and implant 
services to your patients. Consider increasing your production by keeping those procedures in 
house without any investment on equipment and instruments. If interested call (312) 343-0568. 

PEACE Of MiND WHiLE AWAY
I am enthusiastic, competent, caring, and an energetic individual with a willingness to contribute 
while you are away. I will provide quality dentistry and exceed your expectations. I am also will-
ing to travel. Call Dr Pearl Burns (407) 342-8765. 

SUBSTiTUTE DENTiSTRY fOR fLORiDA
Would you like to Get Away? Want some Time Off? Maternity Leave? Sudden Illness or Dis-
ability? Retain your patients and your team! Do not close your office ... Call me. Walter F. Zoller, 
D.M.D. -Space Coast Dental Locum Tenens - Easy access throughout Florida. This is my business 
- not my hobby! (321) 223-6829 • www.FLSubDentist.com 

i AM HERE TO HELP
I have 20+ years experience treating all patient demographics, while running a happy practice. I 
am flexible and seek out ‘win-win’ partnerships. More info @ EustisFamilyDentist.com. Call/text 
Dr. Eric Meeker (352) 217-3515. 

HAVE fLOSS WiLL TRAVEL
If you need a day off, sick leave, medical issues or vacation time, e-mail me at sharondayo-
steen@bellsouth.net or leave message at (386) 985-1174 

EQUiPMENT fOR SALE

fOR SALE
Tooth stock with cabinet.
Bioform 1x6- 43 cards, Bioform IPN 1x8- 55 cards, New Hue 1x6- 59 cards, New Hue 1x8- 12 
cards, Bioform 1x8- 2 cards, Pressure Pot and Jectron Jig. Everything for $1500.00.
Contact Rob Matteson (321) 303-3123

fOR SALE
Whitening curing lights for sale. 1) Sapphire Lumineers plasma arc and curing light. 2) Zoom (1st 
gen) curing light. Both in working order. Please email: lpimplants@gmail.com 

fOR SALE
Dental EZ- Custom Air CV101 single vacuum IHP pump. Factory refurbished. Never used. $850.00. 
Contact Robert D. Matteson (321) 303-3123.

C L A S S I F I E D S
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C L A S S I F I E D S

PROfESSiONAL SERViCES

PROBLEMS WiTH DRUgS OR ALCOHOL?
Alcoholism and drug addiction can touch any of us. The Central Florida Well Being Committee is 
an organization of dental professionals who can give complete confidential assistance to mem-
bers of the profession, their spouses, and staff members. Anyone needing information and/or 
help can anonymously contact: Barton Blumberg, DMD (352) 446-7910 (private cell #) 

SPACE fOR LEASE/SALE

DENTAL OffiCE TO SHARE: DENTAL/MEDiCAL SPECiALiST OffiCE AVAiLABLE
for lease in the East Orlando area. Located off SR 50/East Colonial Dr. near the University of 
Central Florida, Waterford Lakes Plaza and Avalon Park. About 3,000 sq. feet available. Ample 
parking. Contact Minh at (407) 733-2009 for further details.

fOR RENT OR SALE
DENTAL/MEDICAL SPECIALIST LOOKING FOR OFFICE SPACE or SATELLITE LOCATION:  Exist-
ing, well-established orthodontic office with multiple, partitioned operatories in desirable, pro-
fessional location in Clermont.  Ample space & parking.  Available for lease 2-3 days/week.  Flex-
ible with days and potential arrangements for right person.  Please call (352) 241-4884 for details.

fOR RENT
Fully functional dental office for rent. Short or long-term lease considered. May share space if 
desired. Two blocks from Park Ave. and Winter Park village, adequate parking and supportive 
specialists in area. Call (407) 647-6633

AVAiLABLE fOR LEASE
EAST ORLANDO:  1,336 SF space in Publix-anchored center available for lease.  Office has been 
occupied for 14 years by retiring dentist.  Turnkey space.  Available 12.1.15.  Call Mike Byrum at 
(407) 276.0834 for more information.

AVAiLABLE fOR LEASE--EAST ORLANDO:  1,336 SF space in Publix-anchored center available 
for lease.  Office has been occupied for 14 years by retiring dentist.  Turnkey space. Available 
12.1.15.  Call Mike Byrum at (407) 276.0834 for more information.

ENDODONTiST LOOKiNg fOR EXTRA SPACE? 
General Dentist has multiple operatories available for lease.  Existing, well established private 
practice is moving into a brand new construction that has numerous op’s available. Office is 
located in the downtown Orlando area.  We are flexible with days or potential arrangements. 
Please call (407) 947-0210.

DESiRABLE COLLEgE PARK LOCATiON
Four operatory dental office for sale. Some equipment. Location was a general dental office 
for 20+ years but would also make an excellent specialist office. Each op wired for computers 
and plumbed for nitrous. 3434 Edgewater Drive Orlando 32804, $240,000. Call Linn Pinder/James 
Midkiff at (407) 647-2405 . 

DENTAL / MEDiCAL / PROfESSiONAL OffiCE BUiLDiNg fOR SALE  - JUST LiSTED!
1525 W. Colonial Drive: Great location & Access, Favorable Parking Ratio, Corner Lot
Originally Designed & Constructed as Dental Office  Versatile Floor Plan  $625,000
Call: John A. “SKIP” Kirst, Jr., (407) 342-0265

EXPERiENCED ENDODONTiST NEEDED
Our private general dentistry office is looking for an experienced endodontist to start as soon 
as possible. We are an established and growing practice who is looking for someone who is 
friendly, has great clinical skills, and interested in a long-term opportunity. We are a complete 
digital and paperless office and are open Monday-Thursday. The ideal candidate would have 
2-5 years endodontic experience, looking for a long-term opportunity, bilingual, positive attitude, 
and is board certified in endodontics. Please submit your resume to with references and cre-
dentials to: manager@dentalelementspa.com

MaxRay Portable
X-ray

Tuttnauer EZ11Plus
Automatic Autoclave

Complete, Customizable
Operatory Packages

Quality New, Used & Refurbished
Dental Equipment

Custom Replacement Upholstery Kits
Starting at $575

Chair Recycle Services

Call now or visit us online:
(407) 347-5992

www.superiordds.com
Introducing the New

MyRay Hyperion X-5:
The World’s Smallest

Panoramic Imager

Equipment that fits your practice.

X-5 Special Offer
$22,923

 Retail Value - $28,300

CURRENT SUBLiST iS NOW AVAiLABLE AT
WWW.DSgO.ORg
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GumAbo�d!
Chomping for NEW Members

Dental Society Of Greater Orlando
Kelly Millett - Membership Liaison

kellymillett@dsgo.org  |  407-894-2304 

AN AFFILIATE OF THE CENTRAL FLORIDA DISTRICT, 
 AMERICAN & FLORIDA DENTAL ASSOCIATIONS 

D E N T A L   S O C I E T Y  O F

GREATER ORLANDO

SERVING ORANGE, OSCEOLA AND SEMINOLE COUNTIES

TO qualify fOr ThiS inCenTive:
•  Potential new member must be current with the tripartite (ADA/FDA/CFDDA).
•  Referring DSGO Member receives a $125.00 check per new member referral.
•  No limit of new members you may recruit per dues cycle (7/1/15-6/30/16).
•  New member receives an incentive discount of $125.00 toward their initial 

dues (1st year dues will total $320.00 after applied incentive).

www.dsgo.com  |  800 N. Mills Ave., Orlando, FL 32803


