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1. Introduction & Overview

LAS VEGAS, NV
JUNE 24 - 27
AGD2026.0RG

The AGD Scientific Session e-Poster program provides an opportunity for students,
residents, and recent graduates to present focused research in clinical, scientific, or
literature-based dentistry.

e-Poster presentations are approximately 15 minutes in length and highlight innovative
research, clinical case studies, or systemic literature reviews. These sessions are
designed to foster collaboration, showcase emerging scholarship, and provide
participants with valuable presentation experience.

Important Notes:

e-Poster presentations may have been previously published (not required).
No honorarium or travel/hotel expense reimbursement is provided.
Selected presenters receive complimentary AGD2026 registration, including the

President’s Reception and social event.

Presentations are judged by an expert panel, and financial rewards are awarded to a

number of top presenters in each of the three categories.

2. e-Poster Categories
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e Scientific/Clinical Research —Includes introduction, materials and methods,
results with statistical analysis, discussion, and conclusion.

e Clinical Innovation Case Studies — Includes introduction, case reports (materials
and methods, results), discussion, and conclusion.

e Systemic Literature Review - Includes introduction, methods (inclusion/exclusion
criteria), results, discussion, and conclusion.

3. Eligibility & Submission Guidelines

e Opentoundergraduate, graduate, doctoral, post-doctoral students, residents, and
recent graduates (within five years).

e All confirmed contributors must include accurate and complete credentials.
Faculty members, mentors, or leaders will not be recognized as eligible
contributors, but must be listed with reference to their roles

e Eache-Poster must be educational in nature and free of any commercial
promotion.

e A maximum of two presenters per e-Poster.

e Submission does not guarantee acceptance.

4. Poster Guidelines
e-Poster Technical Requirements:

e File format: PDF only

e Slide count: One main poster/slide only for printing and public display purposes
(supplemental slides: up to 3-4 individual slides can be used during the live
presentation portion to facilitate readability when projected onto a screen. The
content on the individual slides must be taken directly from the main poster.)

e Layout: 16:9 widescreen, 1920x1080 px recommended

e File size limit: 10-25 MB

e Deadline: March 27, 2026

Poster Design & Content Rules:

e Fontsize minimums: Headings = 28-32 pt, Body Text = 18-20 pt
e Fonts: Arial, Calibri, Helvetica (no decorative fonts)
e Colors: High contrast, readable on screen
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e Logos: Institutional logo + AGD Scientific Session logo (optional)

e Structure: Introduction, materials and methods, results, conclusion, discussion
(and references/acknowledges, if space allows). See e-Poster categories for
specific guidelines.

Word limit: 500-800 words max

High-resolution images/tables required

Ethics: No patient identifiers; disclose funding/conflicts of interest

Dimensions of Printed Posters: 48x36 inches in landscape

Submission Rules:

e File naming: “LastName_PosterTitle.pdf”
e Upload portal: Cadmium (AGD platform)
e No edits after final submission deadline

5. Review & Selection Process

The AGD Scientific Meeting Council (SMC) reviews all completed submissions.
Criteria: clarity, creativity, and significance to general dentistry.

Top 4 out of each of the 3 categories (12 in total) selected for in-person judging.
Honorable Mentions: displayed on-screen during Scientific Session and online after
the meeting.

6. Awards & Recognition

e Award Ceremony: Thursday, June 25, 2026
e Awards by Category:
o First Place: $700
o Second Place: $550
e Sponsored by Dentist’s Advantage
e Certificates awarded onsite at the Award Ceremony
e Recognitionincludes:
o Onsite hard copy poster display (presenters)
o Website features
o Potential for AGD podcast recognition
o Highlightin This Week at AGD
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7. Presentation Session Logistics

e Date: Wednesday, June 24, 2026

e Time: 8:00-11:00 a.m. (Judging Session); 1:00-4:00 p.m. (Attendee Session)

e Presenters must arrive by 7:30 a.m. The location of the Presenter Room, Judging
Session, and Attendee Session will be provided at a later date.

e e-Posters pre-loaded in session order on meeting laptop by AGD

e SMC members will serve as judges utilizing tailored scorecards

8. Onsite Display & Honorable Mentions

e Poster Drop-Off: Wednesday, June 24 (all day) in Participation Headquarters
e Onsite Display: June 25-27, 2026
e Honorable Mentions displayed digitally on monitor at display + on AGD website

9. Timeline & Key Dates

Dec 10, 2025: Abstracts Open

Mar 27, 2026: Abstracts Close

Apr 3-20, 2026: SMC Grading Period

Early May: Notifications Sent

May 11, 2026: e-Posters & Supplemental Slides Due
Jun 24, 2026: Judging & Presentations

Jun 25, 2026: Poster Award Ceremony

Jun 25-27, 2026: Poster Displays

10. Resources & Contact Information

e AGD2025 e-Poster Highlights: Link

e Previous Scientific Session e-Poster Winner Examples: Attached

e Contact: Terra Cooney, Program Administrator, Scientific Session, at
terra.cooney@agd.org.
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Introduction:

1. Resident, Graduate Prosthodontics, University of Washington School of Dentistry, Seattle, WA
amriocauwedy 2 Program Director, Graduate Prosthodontics, University of Washington School of Dentistry, Seattle, WA

Monolithic restorations colored with MiYo ceramic.

One of the main goals for clinicians is to deliver natural-looking restorations which
have optimal mechanical properties. Bilayered restorations offer great esthetic
results, however, mechanical complications are reported such as chipping. The
MiYO color enhancement system can improve the esthetic outcome of monolithic
restorative material without negatively influencing the physical properties.

Purpose:

42-year-old patient presented with defective restorations FPD#9-11, single crown #8, and

implant provisional #7. MiYO was used for the esthetic enhancement of the 3Y monolithic
restorations

Case 2:

74-year-old patient with an unrestored implant on #26. Definitive

restorations include custom Ti-abutment and 3Y zirconia monolithic crown

for screwmentable restoration. MiYO esthetic system was used to match
adjacent dentition

21-year-old patient presented with unrestored implant #8. The
restorations include a Ti- base and a 3Y zirconia crown. The coloring
and surface texture were enhanced by using the MiYO system to
match the adjacent incisor.

>

Case 4:

59-year-old patient was diagnosed with terminal dentition and the restorative treatment was
implant supported fixed complete denture using 4Y Monolithic zirconia cemented on a titanium
bar. MiYO esthetic system was used to create natural-looking teeth and gingival color.

The esthetic outcome of monolithic restorations can be improved with a liquid ceramic system
such as MiYO. Advantages include “what you see is what you get” experience, and the
technique is easily mastered by clinicians and lab technicians.

Please Scan the QR code for the list of references.



Artificial Intelligence In Interproximal Caries Detection: A review
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INTRODUCTION

METHODS |

The ideal design of the rest seat for surveyed crowns plays an important role in
the treatment with removable prosthesis because it directs the forces along the
long axis of the abutment tooth, maintains the planned clasp-tooth relationship,
prevents extrusion of the abutment teeth and prevents the denture base from
moving cervically and impinging the gingival tissue.!

Clinicians have a variety of types for rest seat designs to choose from for
survey crowns depending on the design of the removable partial denture. The
most common types are mesial/distal occlusal, extended, interproximal and
continuous.z®

Unfortunately, very limited research has evaluated the fracture resistance of
surveyed crowns with different rest seat designs. Therefore, the aim of this study
was to evaluate the fracture resistance of surveyed crowns without a rest seat or
with a disto-occlusal rest seat, an extended disto-occlusal rest seat, an
interproximal rest seat or a continuous rest seat.

* The first hypothesis was that crowns with no rest seat will present similar
fracture load to all surveyed crowns with different rest seats.

* The second null hypothesis was that there will be no difference for fracture
resistance among the surveyed crowns with different rest seat designs.

Figure 1. Types of mandibular first molar surveyed crowns. (1) Surveyed crown
with no occlusal rest; (2) surveyed crown with disto-occlusal rest seat; (3)
surveyed crown with extended disto-occlusal rest seat; (4) surveyed crown with
interproximal rest seat; and (5) surveyed crown with continuous rest seat.

Five mandibular first molar typodont teeth (1560 Dentoform, Columbia
Dentoform, Lancaster, PA, USA) were prepared for full coverage restorations to
accommodate a:

(1) surveyed crown with no occlusal rest

(2) surveyed crown with disto-occlusal rest seat

(3) surveyed crown with disto-occlusal extended rest seat
(4) surveyed crown with interproximal rest seat

(5) surveyed crown with continuous rest seat (Figure 1).

Tooth preparations were scanned with a chairside intraoral scanner
(Primescan), and restorations and dies were digitally designed in a digital
laboratory software (InLab CAD Software). The surveyed crowns were prepared
with specific dimensions of 1 mm circumferential rounded shoulder finish line
with 10 degrees of taper, 1.5 mm occlusal reduction and the rest seat dimensions
as described on Table 1.

A total of seventy surveyed crowns were milled from zirconia blocks (IPS .max
ZirCAD) using a chairside milling unit (MCXL); 14 crowns were manufactured for
each type of surveyed crowns. Subsequently, the restorations were sintered and
polished following manufacturer’s recommendations.

Rest seat design Specifications

Rest seat designed within %; distance from distal
marginal ridge to the center of the tooth, 1/3 distance
between buccal and lingual cusp tips and apical depth 1
mm.

Surveyed molar crowns
with disto-occlusal rest seat

Rest seat designed extending to the center of the tooth,
1/3 distance between buccal and lingual cusp tips and
apical depth 1 mm

Surveyed molar crowns
with disto-occlusal extended rest sat

Rest seat designed within %; distance from distal

marginal ridge to the center of the tooth, 1/3 distance
between buccal and lingual cusp tip extending to the
buccal and lingual line angles and apical depth 1 mm

Surveyed molar crowns
with interproximal rest seat

Rest seat designed to include both marginal ridges
making both identical and 1/3 distance between buccal
and lingual cusp tips

Surveyed molar crowns
with continuous rest seat

Table 1. Rest seat design specifications.

Type of Restoration Number of survived crowns Load for fracture in Newtons

Surveyed molar crowns
with no rest seat

4238.93 (383)

with disto-occlusal rest seat

Surveyed molar crowns 3257.42 (581)°

with disto-occlusal extended rest sat

Surveyed molar crowns 3283.44 (722)°

with interproximal rest seat

Surveyed molar crowns 2723.94 (265)¢

Surveyed molar crowns
with continuous rest seat

3601.10 (757)

Values in parenthesis are standard deviations. The same lowercase letter indicates no significant difference.

Figure 3. Fracture Testing.

The dies, were printed following the shape of the typodont teeth in a
stereolithographic 3D printer (Form3) using light polymerized resin (Grey
Resin, FormLabs).

Cyclic loading was performed with the specimens immersed in room
temperature water. The specimens were subjected to a total 200,000 load
cycles at 1 Hz with a force of 20 N in a custom fatiguing device. Samples were
secured with a steel jig in vertical position and loaded against a stainless-steel
ball (diameter of 8 mm) which was centered over the occlusal pit (contacting
4 cusps of the mandibular first molar) (Figure 2). The crowns were then
loaded in a fixture in a using a universal testing machine (Instron) with the
same 8mm stainless-steel ball centered over the occlusal pit. A 1mm rubber
sheet was placed between the ball and the crowns to distribute the occlusal
loading (Figure 3). Fracture force was recorded.

RESULTS |

The fracture resistance of surveyed crowns without and with different rest
seat designs are presented in Table 1. Surveyed crowns without any rest seat
presented the highest fracture resistance (4238.93 N) among all restorations
followed by surveyed crowns with disto-occlusal extended rest seat (3601.10 N),
surveyed crown with continuous rest seat (3283.44 N), and surveyed crown with
disto-occlusal rest seat (3257.42 N). Surveyed crowns with interproximal rest
seat displayed the lowest fracture resistance with 2723.94 N.

Table 2. Fracture resistance for chairside CAD/CAM zirconia surveyed crowns
with different rest seats.

CONCLUSIONS

Chairside CAD/CAM zirconia surveyed crowns displayed lower fracture
resistance whenever a rest seat is present. Based on this study, the type of rest
seat may influence the fracture resistance of the chairside CAD/CAM zirconia
surveyed crowns. Surveyed crowns with interproximal rest seat presented the
lowest fracture resistance of all the rest seat designs evaluated.
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