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“I am not paid bg any company

to promote thelr products”

“ will discuss materials, devices
and techniques that t have usea,
but there may be others that ave
better”

Some manufacturers fund my
research”
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What | plan to talk about

Sustainability and dental restorations

History of restoration survival research in the UK
Factors influencing restoration survival (dentists,
patients, materials)

A brief Kaplan Meler statistical analysis lesson
Applying that to clinical decision making

Survival of restorations In the dental literature




What | plan to talk about

Sustainability and dental restorations




Survival of the fittest:
Measuring restoration
longevity:

This IS how
| used to do It



You all have this!
Personal evidence



More personal evidence




Why Is restoration longevity important?

Managing patient expectations (or not)

Clinical Governance

Third party funders want to know If they are getting
value for money

In the past, Government wanted to know!
Avoidance of adverse medicolegal situations
Dentists might want to audit their performance
Keeping faith in the profession

...plus — good restoration survival enhances

sustainabllity in dentistry



Sustainability has interested me for some time!
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Now, thanks to recent work, we have a better
understanding of sustainability

[ GE?!

Environmental sustainability and travel
within the dental practice

W The contribution of dentistry to the ¢
5 travel footprint t




Now, thanks to recent work, we have a better
understanding of sustainability

Environmentally sustainable dentistry: energy use within
the dental practice

Brett Duane,'* Sara Marfond,” | Steetiach,” Rachel Standithe

andd Darshion Ramasubbe
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Should staff travel be included?

INTERNATIONAL DENTAL JOURNAL

Commentary

Environmental Sustainability Through Good-Quality

Oral Healthcare

In wecordance with the FDI Vislon 2030 document whisch

far wegent sction oo ornl health, e prncipal gonl of orsl
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bility 1 manage the npect of Gur Betivities on the snvirn
ment and snsute that we 90 this ptainable imaniwe
Ornl heslth care contribnbes ¢ erusssne fram 3 prinel
ol sonircen (1) trawel by patients s heslth personosd whem
commuting to and from care contres (1) manufscturing, dis
tibution, undl procurement of materials sod sundries slong
the supply chain and () waste geoerated and i1 manege
ment, iInchuding singds-use prinstics (SUM) which peesent an
environmental burden requaring urgent sttention. The SUP
burden i more pertinent now, with the polummes of SUP
personal protective equigneent (FPE] witbsed during the onge
Ing COVTD- 1% pandemic ™ The current incressed uee of SUPs
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environmentally sustainabde behnviour changes in the dental
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1lying common ground and stresgth af Feelings amangst cal
Isngues The next » 1o engnge in renl sction through
formal sanff meetings in the dental prsctioe. This can take
place in the form of mors Socused dis sons un part of the
Dusirsess ngenda for the dental practce, perhaps with the
appointment of » *practice sustainability chamgpion * §
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yond the sctions of the dental tenm, we should be mir
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A review of papers on sustainable dentistry has found few
mentions of the environmental impact of restoration replacement

Nigure - Case study of twe S0 your-old patients with low and high environmental impacts

Patiant A: Cood oral health, no active disease, same tooth surface loss consistent with 50 years of service. mo restoratioe
mterantons and low dacaw rak The envtrenmental smpact 3 low and principally sssociated with regpular hygune maintenance

Patient B Ieiling denstition with new and recurrent active desense fendodontic, pertodontic, and caries), tooth kees, extensive
testurative traatment (2 100t treated tewth, § intrs coronal restocations, 5 full coverage crowna, an endossecus implant, snd evi
dencn of recurrent carses), and perststent hagh disesse riak factors The emstrommental ispact i3 Mgh and assccated with & fallure
10 Manage disesie. continuous and repetitive iInturventive Cere Laborstory services, multiple care appomntments (17 avel jour
neys), and high use of materials, sundries and personal protective squipment This health and environmental iempact of the
high disease riak. the need for repeat interventions, and ongoing management of active disesse will continue throughout the
potient’s life

N Martin & S.Mulligan




aplacement, pecause
placing and replacing
restorations has an

environmental cost
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Prediction of Secondary Caries
around Tooth-colored Restorations:
A Clinical and Microbiological Study

E.A.M. Kidd' and D, Beighton®

Department of Conservative Dentistry, Unitod Medical and Dvetal Schoal, Guy » Hospital, London Beidge. London SEI 9RT, England; and
Tloimt Microblological Ressarch Unit. King's College School of Medicine and Dentiatry, Denmark HIl, London SES SRW, England

Abstract. Carles at the margins of restorations is difficult 10
diagnose, and the relevance of staining and ditching around
tooth-colored fillings is unclear. This clinical study
questions the relevance of marginal color change and
marginal ditching to the Jevel of infection of the dentin
beneath the marging of woth-colored restorations. Clinscally
visible nites (197) on the tooth/restoration margin were
selected in 113 teeth. The filling margin and the enamel
adjacent to e¢ach site were noted as stained or stain-free, and
sites were graded as intact, having a narrow ditch, or
having a wide ditch, Thirty sites with frankly carious lesions
were also included, Plague was sampled at the tooth-
restoration margin and the filling removed. The enamel
dentin junction (EDJ) at each sample site was noted as hard
or soft when probed, and the dentin was sampled, Samples
were vortexed, diluted, and cultured for total anaerobic
counts, mutans streptococed, and lactobactlll. There were
more bacterla in the plague over frankly carious cavities
and the dentin was soft and heavily Infected, Only 38 out of
167 sites without frankly carious cavities had soft dentin st
the EDJ. Both the plaque and dentin in these sites harbored
more micro-organisms, However, none of the clinical
criteria chosen would reliably predict the presence of this
soft dentin, In this study, only a frankly cartous lesion at the
margin of the filling constituted a rellable diagnosiy of
secomdary caries

Key words: secondary carles, tooth-colored restorations
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Introduction

Ihe replacement of dental restorations accounts
75% of all operative work, and carles at the o
restorations (secondary caries) 1s !rn{ucntl\‘ A reasc
dentists {or replacing restorations (Kidd ¢f
Histological studies (Hals and Kvinnsland, 1974) d
secondary canes leslon in two parts. an outer lemig
on the surface of the tooth next to the filling and a
which is assumed to develop if there s leakage be
restoration and the tooth. While an outer lesion
tooth-colored restoration may be relatively easy 1o
the clinical manifestations of the wall lesion are
In particular, the relevance of a Jine of stain arour
colored Hlling and discoloration of the dentin &
through intact enamel adjacent to the restoration a
1o interpeet. Do these appearances indicate Jeakag
stain left when the restoration was originally in
new, active secondary carles in newd of operative
preventive treatment? [n addition, the clinical rele
macroscopic ditch in between a tooth-colored fillis
tooth is unknown, although both marginal staining and
ditching have been shown to cause dentists to replace tooth
coloved restorations (Qvist of af., 1990)

It soemn reasonable to suggest that areas of active
secondary carles in need of operative intervention will be
heavily infected with micro-organisms. A logical way to
investigate these diagnostic difficulties may therefore be 1o
Investigate associations between color changes and
marginal disches noted with a restoration in place and the
degree of infection of the dentin once the same restocation s
removed, so that the reliabllity of these criterla can be
determined. The Inclusion of a group consisting of frank
carious cavities next to the filling margin can serve as a
useful control, since in these cases the clinical diagnosks 1s
rarely in dispute

In the present study, we have therefore investigated
whether a line of stain at the margin of a tooth-colored
restoration, discoloration of desvtin shining up through intact
enarmwl at the margin of the filling, and /or ditching predicted
the presence of infected dentin below the restoration at the

Research

on margina

ditching &
staining

] Dent Res 74(5) 1206-1211, May, 1995

Marginal Ditching and Staining

as a Predictor of Secondary Caries
Around Amalgam Restorations:

A Clinical and Microbiological Study

EAM. Kidd', S. Joyston-Bechal?, and D. Beighton’

'Department of Cormervative Dental Sungery, United Medical and Dental School, Guy’s Hospital, London Besdge, London S IRT, England
riment of Oral Modicine and Persodomology, Londan Hospetal Medical College, Tumer Street, Whitechapel, London 1 2AD, England
Oral Microbiology, Royal College of Surgeans, Department of Dental Sclences, King's College School of Medicine and Dentiatry

mark Hill, London SES SRW, England

tract. Caries at the margine of restorations is difficult 1o
gnose. In particular, the relevance of both marginal
hing and staining around amalgam restorations s
lear. This clinical study questions the relevance of
ginal ditching and color change 1o the level of Infection
he dentin beneath the margine of amalgam restorations
lcally visible sites (330) on the tooth / restoration margin
w solected on 175 teeth. The enamel adjacent to each site
noted an stained (a grey discoloration) or stain-free
hundred and seventy-eight sites were clinically intact,
ites had narrow ditches (< 0.4 mm), and at 49 sites, wide
hes were present (> 0.4 mm). Twenty sites with frankly
ous lesions were also included. Plaque was sampled at
tooth-restoration margin, and the dentin was sampled at
enamel-dentin junction below each site. Samples were
texed, diluted, and cultured for total anaerobic counts
ans streptococet, lactobacilll, and yeasts. Mlaque samples
wed that margine with wide ditches (» 0.4 mm)
arbored significantly more bacteria, mutans streplococed,
and lactobaclili than did clinically intact margins and
margins with narrow ditches. There were no significant
differences in the degree of infection of the dentin beneath
clinically intact restorations and those with narrow ditches,
but samples assoclated with wide ditches and carious
lesions yielded significantly more bacteria, mutans
streptococcd, and lactobacilll, The color of the enamel
adjacent 1o the sample site was lrrelevant to the level of
Infection of the dentin beneath the filling margin, provided
a frankly cariouns Jesion was not present. The results suggest
that amalgam fAllings where margine show wide ditches or
carious lesions should be replaced. Narrow ditches and
color change alone should not trigger the replacemont of a
flling.

Key words: ditching, staining. recurrent caries
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Introduction

Replacement dentistry accounts for some 75% of all
operative work, and caries at the margins of restorations
(secondary caries) Is frequently a reason given by dentists
for replacing restorations (Allender ef al, 1990; Kidd o ol
1992). However, secondary caries is difficult to diagnose
(Kidd, 1989), and thus practitioners are often inconsistent
and inaccurate in this diagnosis (Merritt and Elderton,
1984), no doubt resulting in the unnecessary replacement of
restorations. The relationship between marginal integrity
and secondary caries Is not entirely cloar. Histological
studies (Hals of al,, 1974) describe the secondary carious
lesion in two parts: an outer leston formed on the surface of
the tooth next to the filling, and a wall lesion which Is
assumed to develop I there Is leakage between the
restoration and the tooth, This would indicate that
demineralization can develop adjacent 1o the margin of a
restoration that is clinically intact, but allowing leakage
Early laboratory studies suggest that defective margine on
amaigam restorations predispose to secondary carles
(Jorgensen and Wakumoto, 1968). Later laboratory work
shows no such relationship (Kidd and O'Hara, 1990)
However, clinical studies Indicate that practitioners
frequently replace restorations with defective marging
(Dah] and Eriksen, 1978); Qvist ef al, 1984; Midr, 198);
Kelsey of al, 1981; Boyd and Richardson, 1985)
Discoloration around the margin of an amalgam flling
may add to the dlagnostic difficulty (Kidd, 1989)
Discolomation may be due to the physical presence of the
amaligam, corrosion products, or secondary carbes. 1t is also
possible that what appears 10 be active secondary caties at
the margin of a restoration may in fact be residual caries
that was left during cavity preparation. Studies using a
caries detector dye (Fusayama and Terachima, 1972)
indicate that faculty members frequently pass cavitios
prepared by students where use of the dye subsequently
shows demineralized tisue on the enamel-dentin junction
(Anderson and Charbeneau, 1985, Kidd of ol 1989), It s




Research on marginal ditching

Patients who required replacement restorations were included.

A total of 330 sites on 175 teeth in 118 patients were measured for marginal gaps
(<0.4mm or >0.4mm)

Each restoration removed using a turbine drill and sterile bur: a sample of dentine
was removed from the enamel-dentine junction beneath the site and this was
processed microbiologically.

Mutans streptococci colonies were counted on agar plates, with lactobacilli and
yeasts also being identified.

RESULTS: The narrow ditch (<0.4mm) did not have significantly more bacteria than
an intact margin. However, the wider ditch (>0.4mm) presented a different story —
there were significantly more micro-organisms present beneath the wider marginal
gaps, with a greater proportion of these being lactobacilli

MESSAGE: "It might be prudent to replace restorations where
marginal gaps exceeded 0.4mm”. They added that colour |
change adjacent to an amalgam restoration should not trigger its

replacement.

Kidd EAM, Joyston-Bechal S, Beighton D. Marginal ditching and staining as a predictor of secondary
caries around amalgam restorations: A clinical and microbiological study. J.Dent.Res.1995:74:1206-1211.



Research on marginal staining

197 discrete sites in 72 patients with tooth-coloured restorations requiring
replacement.

30 sites (12 on enamel and 18 on dentine) were carious and 167 sites were
clinically non-carious. Margin sites selected for microbiological sampling.

The colour of the margin was noted and the tip of an LA needle used for the
removal of plaque from the tooth-restoration interface

Restoration then removed using an air turbine and sterile bur. Sample of dentine
was taken for microbiological testing.

RESULTS: More bacteria in samples from carious than from non-carious sites: Not
a surprise! But, more bacteria found in dentine beneath stained margins. Only
margins >0.4mm yielded more micro-organisms in dentine.

MESSAGE: “where the margin is not frankly carious, no clinical criteria
(not even margin staining) will predict the presence of soft dentine”.
Therefore, in the absence of patient concern about a discoloured
margin around a tooth-coloured restoration, there is no indication from
a caries viewpoint to replace a tooth- coloured restoration which has a
stained margin.

Kidd EAM, Beighton D. Prediction of secondary caries around tooth-coloured restorations: A clinical
and microbiological study. J.Dent.Res.1996:75:1942-1946.






Should this restoration
be replaced?

0.5mm marginal gap




restorations have |
replaced
erroneously ?



Bulk staining Is solely an aesthetic decision
(for patient/dentist), related to the material
and unrelated to caries

& I




Drilling isn’t great for teeth!!



Therefore,
repair should be
considered

This can often be done with no tooth
preparation, other than cleaning

Blum IR. The management of failing direct composite restorations: replace or repair?
In: Lynch CD, Brunton PA, Wilson NHF, editors. successful posterior composites. London: Quintessence; 2008;101 -
Blum IR, lynch CD, Wilson NHF. Factors influencing repair of dental restorations with resin composite.

Clin Cosmet Investig Dent. 2014, 17,6:81-88.

Blum IR, Schriever A, Heidemann D, Mjor IA, Wilson NHF The repair of direct composite restorations:

an international survey of the teaching of operative techniques and materials. Eur J Dent Educ. 2003;7:41-48.
Gordan VV, Mjor IA, Blum IR, Wilson NHF. Teaching students the repair of resin based composite restorations:
a survey of North American dental schools. J.Am.Dent.Assoc. 2003;134:317-323.



Format Abstract «

Factors influencing repair of dental restorations with resin composite.

& Author information

Blum and Ozcan stated unequivocally that “restoration replacement should be
considered as the last resort when there are no other viable alternatives”.

“The literature on survival of repaired restorations concluded that numerous
longitudinal clinical studies have shown that restoration repairs in permanent teeth

are able to significantly increase the lifetime of restorations and the restored tooth unit”.

permanent ieein are abie 10 signi ICOﬂy

increase the lifetime of restorations, 222739 T h e eVI d e n Ce b aS e

and come with reduced treatment
time, lower costs, and lower risks of

complications than total replacements.’?*’ for re pal r iS b u I I d I n g




Repalr of restorations is no longer considered
to be “"dodgy”

Review

Repair of restorations - Criteria for decision making and
clinical recommendations

Reinhard Hickel*, Katrin Briishaver, Nicoleta Ilie

ich, Germany

tions has b

ow included in m

Furthermore, t

e examined by the titles a
i for eligibility

Sou Following databa
and PUEMED

Hickel R.et al. Repair of
restorations. Dent.Mater.
2012:

repair esin comg 1 rations or inlay,
rcelain repair. Chinic i ST s and reports about t




Repalr of restorations is no longer considered
to be “"dodgy”

study type
il casa report
I cinicsl study
i n vitro
M overvewkovow

Clieaching

- ]
e

18321991 1582.2001 2002-2011
year

Fig. 3 - Frequency of publications about repair of restorations (resin based, amalgam, inlay, cast restoration and porcelain)

selected in the paper, according to clinical and in vitro studies, reviews and teaching topics. Case reports were additionally
considered.

Hickel R.et al. Repair of restorations. Dent.Mater.2012:



Handling of imperfect restorations

(Hickel et al., Dent.Mater.2012)

No treatment (monitor)

Refurbishment (removal of overhangs, removal of
discolouration, smoothing or glazing of the surface)

Repair of localised failures, with or without preparation In
the restoration or dental hard tissues

Replacement — if repair Is not feasible or reasonable



Advantages Of repalr (Blum IR et al., J.South African

Dent.Ass0c.2011:66:114-118)

Less loss of tooth substance
Reduced harm to the dental pulp
Often, no need for LA

Less risk of 1atrogenic damage to adjacent
teetn

Reduced treatment time

Reduced cost to the patient

Good patient acceptance

Improved longevity of the restoration




Conditions amenable to repair

Large marginal opening

Severe localised marginal staining
Secondary caries

Margin fracture of restorative material
Chipping fracture

Erosive/abrasive loss of tooth structure at
restoration margin

Wear of restoration
Minor cusp fracture



Longevity of repaired restorations

Opdam NJM et al., J.Dent.2012:40:829-835

Available online at www.sciencedirect.com

SciVerse ScienceDirect

Longevity of repaired restorations: A practice based study

RESULTS

» 61% of repaired restorations still in service at
S years

» Annual failure rates of repaired amalgams
was 9.3%, for composites 5.7%

» Restorations which failed due to fracture had
a lower survival than those which were
repaired because of caries



Longevity of repaired restorations

Opdam NJM et al., J.Dent.2012:40:829-835

CONCLUSION
» Repairs may enhance the longevity of
restorations “considerably”

» Repalirs on restorations which failed due to
caries had a better prognosis than repairs on
restorations which failed due to fracture




Daryll C fagger and Nairn HF Wilson

Longevity of repaired restorations
...covered in Dental Update

Defective Dental Restorations: To
Repair or Not To Repair? Part 1:
Direct Composite Restorations

The prasentation of patients with failing dental restorations that exhibit minor defects is a common diinical situation in everyday

dental practi

replacement of the defactive restoration. This

compos! stocations.

e. The repair of such restorations, rather than replacement, is increasingly considered to be a viable alternative to the
first of two papers considers indications and techniques for the repair of defective direct

It is possible that some dental practitioners are unaware of the option of repair rather than replacement of composite restarations. This
article provides an overview of contemporary knowledge and understanding of restoration repair in the clinical management of defective

composite restorations.
Clinical Relevan

A sound understanding of the indications, benefits and techniques of direct composite restoration repair could allow

the Jongevity of the existing restoration to be extended without unnecessarily sacrificing healthy tooth structure.

There is dearly an increasing
demand for aesthetic dental restorations
¢ and dentists are
It for choice as to which materials to

use and how best to use them, There is

Igor R Blum, DDS, PhD, Dr Med Dent,
MSc, MFDS RCS{Eng & Edin), PGCertHE,
FHEA, Clinical Lecturer/Hon Spedialist
Registrar in Restorative Dentistry,
University of Bristol Dental Hospital

& School, Daryll C Jagger, BDS, PhD,
MSc, FDS RCS(Eng), FOS RCS(Rast Dent),
Professor of Restorative Dentistry,

Glasgow Dental School and Hospital and

no disputing the exceflent aesthetics

that can be achieved with composite
resin as a restorative material; however,
the longavity of these matenials can be
disappointing, espacially f not placed
using a careful incremental technique.'
With the increasing use of these materials
for the restoration of large defects in
postenior teeth, these materials are tested
to the maximum.

The management of
composite rastorations with localized
defects is a common challengs in dlinical
practice. While some restorations will
i ably require replacement, it has
been suggested that some deteriorating,
yet serviceable, restorations may be given

y g

damage, possibly obviate the need for
the use of local anaesthesia and be
more conservative of tooth tissue*=
Itis clearly preferable, therefors,
to perform a restoration repair fie
partial replacement of the composite
restoration allowing preservation
of that portion of the composite
restoration which presents no clinical or
radiographic evidence of failure) as an
alternative to restoration replacement
(removal of an entire composite
restoration followed by the placement
of a new composite restoration)
wherever possible. It is accepted that
remaval of part of the restoration
without the aid of magnification loupes
= n removal of ,




A must read paper RestorativeDentistry |

o A
David Green

Louis Mackenzie and Avijit Banerjee

Minimally Invasive Long-Term
Management of Direct

Restorations: the '5 Rs'

Abstract: The assessment and operative long-term management of direct restorations is a complex and controversial subject in
conservative dentistry. Employing a minimally invasive (MI) approach helps preserve natural tooth structure and maintain endodontic
health for as long as possible during the restorative cycle. This paper discusses how minimally invasive techniques may be applied
practically to reviewing, resealing, refurbishing, repairing or replacing deteriorating/failed direct coronal restorations (the 'S Rs') and
provides an update of contemporary Ml clinical procedures
CPD/Clinical Relevance: The assessment and long-term clinical management of deteriorating/failing direct restorations is a majoe
component of the general dental practice workload and NHS UK budget expenditure for operative dentistry.

Dent Update 2015; 42: $13-426

What is a ‘failing’ restoration?
A failing restoration can
be described as one that has suffered
biomechanical defect or damage resulting
in immediate or subsequent detnmental
dlinical consequences to the patient. This
may affect the restoration alone {eg bulk
fracture, staining elc), the supporting tooth

David Green, BSc(Hons) BDS{(Hons)
MFEDS RCS{Ed), StR in Restorative

structure (eg fractured cusps, new canes at

the tooth-restoration surface (CARS) etc) or,
more commondy, both, affecting the collective
tooth-restoration complex. Such fallure can
present &5 obwsous fractures of this complex,
possibly detectable active caries associated
with restoration/ssalant surface (CARS,
prisaously described a3 secondary of recurment
caries) or can be more subtle, such as margnal
discoloration of an antenor aesthetic resin
composite restoration or marginal ditching of a
postenor restoration

agaenst these orteria and given a score out

of five, depending on the dinscal findings.

This dassification has been proposed as

a tool to evaluate and standacdize new
restorative matersals, a method to determine #
restorations require repair of replacement and
a quality assessment tool for reviewing dental
restorabions, This classification has been shown
to be mote sensitive at determining déferences
between restorations than older dassifications.
Thete are a number of challenges, which
include the universal uptake of the new

The 5Rs!

Reviewing
Resealing
Refurbishment
Repair

and, where

necessary,
Replacement

Dent.Update 2015:42:413-426



What | plan to talk about

History of restoration survival research in the UK




The durabllity of conservative restorations
Allan DN. Br.Dent.J.1969: 126:172-177.

THE DURABILITY OF CONSERVATIVE
RERTORATIONS TABLE Il,—MAXIMUM DURATION OF EACH TYPE OF FILLING MATERIAL
S SR Material Duration
Gold foil 45 vears
Amalgam 25
Bridges |5
Silicate 13
Gold inlay 13
Porcelain veneser crowns 12
Acrylic veneer crowns 3

difference. It was concluded that the way a material
was employed was more related to its duration
than the actual material used.
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THE LIFE OF A FILLING

A. D. ROBINSON!, B.D.S.

Practice records over a period of twenty-one years are scrutinised to assess the useful life of
amalgam and silicate fillings in patients attending regularly for dental examination and treatment.

MuUcH has been written on methods of making
better fillings, on the desirable properties of
filling materials and on the design of cavities
intended to achieve the long life hoped for in a
dental restoration. The causes of failure of
amalgam fillings have been analysed by Healey
and Phillips (1949) and by Allan (1969). In
both cases, groups of patients were examined
and causes of failure recorded. Allan also
reported on the length of life of the fillings
which had been made by a number of operators.
There seemed to be an opportunity, however, to
obtain useful information by examining the
records of a limited number of patients over a
considerable period. In a practice started in
1948 in a suburban area of London it was found
that over 80 patients who first attended in 1948
and 1949 were still attending in 1969. This
report is based on their records over a 21-year
period.

Method

Some of the patients were known to have
sought treatment elsewhere at some time during
the period and these were eliminated from the
investigation. Any patient whose records
showed an interval of over 2 years at any time
between attendances was eliminated, as also
were those for whom no fillings were done in
1948 or 1949, This left a list of 43 patients aged
13 to 57 at the beginning of the study with
continuous records of treatment by the author
from 1949 to 1969. Two of them also had
ings done in 1948 and for these the period
1968 was also included. Only amalgam
silicate fillings in permanent teeth were
studied.

For each patient a note was made of the
fillings done in the first year. Detailed examina-
tion of the records in the ensuing 20 years
indicated when these were lost by extraction,
replaced by similar or more extensive fillings or
by crowns. As there is bound to be some
ambiguity about dental records, the following
criteria were adopted:

(1) Where a tooth was extracted, all the fillings

in that tooth were recorded as having failed.

1Department of Conservative Dental Surgery, Guy's Hospital Dental
School, London, S.E.1
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(2) Where a new filling of the same denomina-
tion was inserted, for example, occlusal, disto-
occlusal, mesio-occlusal, the original one was
deemed to have failed except that for upper first
and second molars and lower first premolars,
where anatomical conformations lend themselves
to making 2 separate occlusal fillings in the 2
its, allowance was made. For example, if one
sal filling was recorded in 1949, a second
in 1950 and a third in 1959, it was assumed that
the second one was in the other pit and was not
reported as a failure. It was assupred that the
third one (1959) was a renewal of the first.
Any occlusal restoration of lower molars and
second premolars or of upper premolars was
recorded as a failure of the original filling,

similarly for the buccal and lingual surfaces of

all teeth.

(3) Placing an occluso-buccal was considered to
indicate failure of a buccal or an occlusal filling.
(4) A me usal or disto-occlusal was
taken to ailure of a mesial or distal and a
mesial or distal a failure of a mesio-occlusal or
disto-occlusal filling.

(5) A mesio-occlusal or disto-occlusal was taken
to be a failure of an occlusal filling.

(6) Placing an occlusal filling was not counted
as ‘a failure of mesio-occlusal, disto-occlusal or
occluso-buccal.

In general, it was not thought that a filling
should count as having failed simply because the
surface had to be involved to provide retention
for a new filling on another surface. Having
regard to this, the criteria were possibly some-
what stringent and when interpreting the
findings this must be borne in mind.

No attempt is made to define exactly the
criteria employed when deciding to replace a
filling. This involves clinical judgment and it is
recognised that much variability may exist
between the judgments of various operators. In
general terms, however, a filling was replaced
when it had ceased to function adequately, as a
result of caries, fracture, attrition, corrosion,
and in the case of silicates, @sthetic deterioration
or solution.

In order to obtain a general picture of the
dental histories of this group of patients, their
records for the 21 years (since the first and last
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Robinson’s Rules
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Records of 80 patients who attended a suburban
London practice in 1948, still attending in 1969

Patients who had sought treatment elsewhere
were “eliminated”, as were patients who had a gap
In treatment of < 2 years

This left 43 patients aged 13y 57y. Only amalgam
and silicate fillings were studied.

For each patient, a note was made of the fillings
done in the first year.

Detalled examination of the records of the
following 20 years
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Practice records over a period of twenty-one years are scrutinised to assess the useful life of
amalgam and silicate fillings in patients attending regularly for dental examination and treatment.
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reported on the length of life of the fillings
which had been made by a number of operators.
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that over 80 patients who first attended in 1948
and 1949 were still attending in 1969. This
report is based on their records over a 21-year
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Some of the patients were known to have
sought treatment elsewhere at some time during
the period and these were eliminated from the
investigation. Any patient whose records
showed an interval of over 2 years at any time
between attendances was eliminated, as also
were those for whom no fillings were done in
1948 or 1949, This left a list of 43 patients aged
13 to 57 at the beginning of the study with
continuous records of treatment by the author
from 1949 to 1969. Two of them also had
fillings done in 1948 and for these the period
1948 to 1968 was also included. Only amalgam
and silicate fillings in permanent teeth were
studied.

For each patient a note was made of the
fillings done in the first year. Detailed examina-
tion of the records in the ensuing 20 years
indicated when these were lost by extraction,
replaced by similar or more extensive fillings or
by crowns. As there is bound to be some
ambiguity about dental records, the following
criteria were adopted:

(1) Where a tooth was extracted, all the fillings
in that tooth were recorded as having failed.
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(2) Where a new filling of the same denomina-
tion was inserted, for example, occlusal, disto-
occlusal, mesio-occlusal, the original one was
deemed to have failed except that for upper first
and second molars and lower first premolars,
where anatomical conformations lend themselves
to making 2 separate occlusal fillings in the 2
pits, allowance was made. For example, if one
occlusal filling was recorded in 1949, a second
in 1950 and a third in 1959, it was assumed that
the second one was in the other pit and was not
reported as a failure. It was assupred that the
third one (1959) was a renewal of the first.
Any occlusal restoration of lower molars and
second premolars or of upper premolars was
recorded as a failure of the original filling,

similarly for the buccal and lingual surfaces of

all teeth.

(3) Placing an occluso-buccal was considered to
indicate failure of a buccal or an occlusal filling.
(4) A mesio-occlusal or disto-occlusal was
taken to be a failure of a mesial or distal and a
mesial or distal a failure of a mesio-occlusal or
disto-occlusal filling.

(5) A mesio-occlusal or disto-occlusal was taken
to be a failure of an occlusal filling.

(6) Placing an occlusal filling was not counted
as ‘a failure of mesio-occlusal, disto-occlusal or
occluso-buccal.

In general, it was not thought that a filling
should count as having failed simply because the
surface had to be involved to provide retention
for a new filling on another surface. Having
regard to this, the criteria were possibly some-
what stringent and when interpreting the
findings this must be borne in mind.

No attempt is made to define exactly the
criteria employed when deciding to replace a
filling. This involves clinical judgment and it is
recognised that much variability may exist
between the judgments of various operators. In
general terms, however, a filling was replaced
when it had ceased to function adequately, as a
result of caries, fracture, attrition, corrosion,
and in the case of silicates, @sthetic deterioration
or solution.

In order to obtain a general picture of the
dental histories of this group of patients, their
records for the 21 years (since the first and last
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“As there is bound to be some ambiguity about dental
records, the following criteria were adopted:”

(1) Where a tooth was extracted, all the fillings
in that tooth were recorded as having failed.

(2) Where a new filling of the same denomina-
tion was inserted, for example, occlusal, disto-
occlusal, mesio-occlusal, the original one was
deemed to have failed except that for upper first
and second molars and lower first premolars,
where anatomical conformations lend themselves
to making 2 separate occlusal fillings in the 2
pits, allowance was made. For example, if one
occlusal filling was recorded in 1949, a second
in 1950 and a third in 1959, it was assumed that
the second one was in the other pit and was not
reported as a failure. It was assumed that the
third one (1959) was a renewal of the first.
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Robinson’s Rules

Br.Dent.J.1971:130:206-208

(3) Pldum_ an ntchlm buccal was considered to
indicate failure of a buccal or an occlusal [illing.

(4) A mesio-occlusal or disto-occlusal Wwas
taken to be a failure of a mesial or distal and a
mesial or distal a failure of a mesio-occlusal or

]i\[O-OLLIU\&l ﬁ”il‘n.

(5) A mesio- occlusal or disto-occlusal was taken
to be a failure of an occlusal filling.

(6) Placing an occlusal filling was not counted
as ‘a failure of mesio-occlusal. disto-occlusal or

occluso-buccal.




s ~

FABLE 1. —PaATIENTS' AGES AND NUMBERS OF TEETH AT COMMENCIMENT
OF JSTUDY, WITH FILLINGS AND EXTRACTIONS PERFORMED DURING O I nSO n S l l eS
PERIOD
No of teeth  Total number Total number ¢ lau
Age at al of fillings of extractions owr one-gquarter 01 the toral After 10 \omplnle
Patient  commence-  commence-  n the period in period years a further 33 had failed mdl\mﬂ 72 1n all,
meit renlt of 21 years if 21 vears 2. y > APELC Y
32 : < l‘.'% o of 21 yva . or approximately one half. After 20 years a
19 further 40 had failed, making 112 in all, 33 still
34 remained in place. The accumulating total of
s Iail-'-d fillings is plotted on the graph (fig. 1).
29 l'able IV shows the number and type of amalgam
29 fillings still standing after 20 complete years.
47 The silicate fillings were fewer in nnmbcr.
There were very few lost in the first 5 years but
by the end of 10 years about half had Lulud and
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In order to obtain eral picture of the
dental historics of this group of patients, their
records 21 years (since the first and last
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Discussion
It must be pointed out that the 43 patients
cannot be regarded as a representative sample of
the population. They are a special and a small
section of those who are dentally conscious and
regular in their visits to the dentist. It would
not even be fair to regard them as a true sample
of the patients in this particular practice

No attempt has been made to relate the life of
fillmgs rticular techniques or to any other
factor. No reference has been made to the

Some of the amalgam fillings lasted for only
a short time but almost three-quarters of those
under review lasted for 5 yvears or more. About
half lasted for 10 years and almost a quarter
Ins‘tcd more than 20 years, There appeared to

be a slight tendency for the rate of loss to
*]ummxh (fig. 1).
The value of fillings, a means of saving

carious teeth, 15 probably greater than these
results appear to show. It will be remembered




A longitudinal study of dental restorations
Allan DN. Br.Dent.J.1977:143:87-89.

recorded the duration of 23 silicate restorations. In
figure 2, the author has recast Robinson’s results to
show them as a percentage for both amalgam and
silicate restorations.

A LONGITUDINAL STUDY OF DENTAL
RESTORATIONS

Opportunity was given to the author/to make a
similar analysis of the records of a general dental
practice with similar opportunities for longitudinal
study.

Records from a practice in NE England were
made available

Records of 47 patients followed from 1951 to
1971 & 31 patients from 1954 to 19609.




A longitudinal study of dental restorations
Allan DN. Br.Dent.J.1977:143:87-89.

1951-1971 (20 YEAR STUDY] 19541969 (15 YEAR swo?)

o
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Results

The results for the 20-year survey commencing in
1951 are shown in figure 3 and for the 15-year survey
are shown in figure 4. In figure 3, half the amalgam
restorations are lost in 8 years and nearly 90 per cent
are lost in 20 years. With silicate, half of the
restorations are lost in 8 years but nearly all are lost
in 14 years. In figure 4 half the amalgam restora-
tions are lost in 5 years and 90 per cent are lost in
15 years. The numbers of silicate fillings are small
but all fail in 4 years.
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“Given that these patients were regular attenders, one might assume
| t'ha‘t‘t;h'ey were “better” patients than casual attenders”.

Years Years
FiG. 3.—Progressive failure of amalgam and silicate Fic. 4.—Progressive failure of amalgam and silicate
restorations in a practice in the North of England over restorations in a practice in the North of England over
a period of 20 years. a period of 15 years.

“A filling was deemed to have failed because it was replaced”




Onwards and upwards



Paterson N. The longevity of restorations

Br.Dent.J.1984:157:23-25

The Longevity of Res

torations

A Study of 200 Regular Attenders in o Gener al Prog

Practice in NE England, where the author worked

Records of 200 patients who had attended regularly
were selected “alphabetically”.
Followed for the period 1967 to 1983.

This yielded 2,344 amalgam, 546 silicate, & 130
composite restorations. Mean patient age = 29 years.

Patients were regular attenders (defined as annual
attendance for the past 10 years)

“Robinson’s correction” followed for occlusal
restorations in upper molars and lower 1st premolars

All data obtained from examination of patient records



Paterson N. The longevity of restorations

Br.Dent.J.1984:157:23-25

Failure of the restoration was deemed to have occurred
(1) if all or part of a restoration was removed and/or

replaced, (11) if endodontic treatment was carried out
necessitating removal and/or replacement of the restora
tion, (i) if the tooth was crowned or extracted.




Paterson N. The longevity of restorations

Br.Dent.J.1984:157:23-25
Amalgam restorations (Tab
From the sample of 854 occlusal amalgams an estimated
50% survival time of slightly over 8 years was calculated.
From the sample of 1490 mesio-occlusal (MO), disto-
occlusal (DO) and mesio-occlusodistal (MOD) survival
time of approximately 7 years was calculated. There was
a difference for all time-intervals between the two groups
of restorations, but this was not statistically significant by
the chi-squared test. Hence an estimated 50% survival
time for all the above amalgam restorations of
approximately 74 years can be drawn.

Composite restorations

The composite restorations were mainly used in the last 6
years of the sample period (130 restorations). Little
meaningful information could be gained from breaking
down results into separate survival times for Class I11, 1V,
and V. Overall 50% survival was around 44 years.




‘It Is unrealistic to
expect controlled
longitudinal studies
to last more
than ten years”



Therefore, large scale
administrative
databases are of
value

The big numbers game!

But some things are lost



Large scale administrative databases

Elderton RJ. Br.Dent.J.1983:155:91-96

= = Patients were part of the Scottish cohort of the 1978

it&ngitudinul Sluay of Dental . :
Treatment in the General Dental Adult Dental Health Survey (l.e. baseline data)

Service in Scotland

1,420 asked: 720 allowed their NHS dental records to
be monitored.




Large scale administrative databases

Elderton RJ. Br.Dent.J.1983:155:91-96

No significant difference in survival of 1-, 2- and 3-
surface amalgams.

50% survival of “routine” amalgam & synthetic
restorations = 4.5 — 5.0 years

0 6 12 18 24 30 36 42 48 54 60 066
MONTHS

Fig. 2. Graph showing the proportion of amalgam restorations
astimated to survive each six-month period up to 5-5 years. The median
survival time of 56 months is indicated by broken lines.

The findings of the present study are clearly at the
end of the range. But these should be seen as preliminary
results and longer term data are awaited with interest.
However, they demonstrate the short lifespans that can be
expected for the routine restorations which currently

make up a large part of the dental service, and add fuel to
the argument that redeployment of resources towards
prevention should receive greater consideration than at
present.




The work of Richard Elderton challenged views
on traditional cavity designs
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Twenty-two years on, | rediscovered those papers!

Figure 2. Conventional cavity design maxillary
first premolar, minimal cavity design second
premolar, with the arrows indicating the potential
position of slots in the interproximal box.

second premolar tooth, as it did for one
of my patients for 15 years (Figure 2). The
interproximal grooves, however, present a
risk of pulpal exposure if too deep, a risk that
adhesive dentistry does not pose.

The Minimata Agreement, with
its ban on amalgam in the under 15s, should
embrace the concept of minimal cavity
design for Class | and |l restorations, because
this can only really be done using adhesive
techniques. Despite the work, 20 years ago, of
Nordbo and colleagues,* there remains a need
for high quality cohort studies in the survival/
success of restorations placed in mini Class Il
cavity designs. Only then will we know if the
work of Richard Elderton, on the dangers of
unnecessarily cutting extensive cavities, can

produce successful, contemporary-design,
minimal restorations in posterior teeth.
However, even without such research, all
readers will sense that keeping cavities as
small as possible in ‘small teeth’is bound to
be a good thing, with an example of such

a cavity being exhibited in a recent Dental
Update publication.® And, for those readers
still wedded to amalgam for reasons of
funding or personal preference (which results
of a recent publication have indicated applies
to circa 50% of restorations in posterior teeth
in the UK®), there is always the minimal option
illustrated in Figure 2 which does not destroy
the strength of a premolar tooth in the way
that a conventional cavity might.

Richard Elderton’s work was
20 years ahead of its time, given that few
embraced the concepts at the time of
publication. His cavity concepts are an
example to all of us who are faced with
cutting cavities in teeth - keep the cavity
as small as possible, whatever the material!
Or better still, embrace prevention, then we
might not have to cut the cavity at all!

Finally, readers will, | hope, have
read the first pages on Dental Update’s efforts
to have readers advise other readers of events,
good and bad, in the feature ‘| learnt about
dentistry from that; the concept being similar
to the open reporting culture of the airline
industry. | would be grateful for others to

respond to this anonymous reporting of
events so that we can all learn from them.
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Longevity of 2- and 3-surface restorations in posterior teeth of 25- to 30-
year-olds attending Public Dental Service—A 13-year observation
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Methods: Data were extracted from electronic patient files of the Helsinki City Public Dental Servic drsarepapttam el
Finland. A total of 5542 2- and 3-surface posterior composite and amalgam restorations were followed iftemees
from 2002 to 2015. Longevity of restorations was illustrated using Kaplan-Meier curves. Annual failure rates
(AFRs) of the restorations were calculated separately by type of tooth, size, and material. Differences in longevity
were statistically tested with log-rank tests.

Results: Composite restorations formed the majority (93%). The longest median survival times and the smallest
failure rates were found for teeth in the upper jaw, for premolars, and for 2-surface restorations. Median survival
time of all restorations was 9.9 years (95% CI 9.6, 10.2) and re-intervention of restorations occurred less often in
the maxilla (AFR 4.0%) than in the mandible (AFR 4.7%). Median survival time of composite restorations was
greater for 2-surface than for 3-surface restorations: in premolars 12.3 vs. 9.6 years (p < 0.001) and in molars,
9.2 vs. 6.3 years (p < 0.001); for molar amalgams the difference (8.0 vs. 6.3 years) was non-significant
(p = 0.38). Median survival time of 2- and 3-surface restorations in premolars exceeded that in molars (12.0 vs.
8.7 years; p < 0.001).

v with 9

Conclusions: Longevity of posterior composite multisurface restoration is comparable to amalgam longevity.

Clinical significance: Regarding material choices for posterior multisurface restorations, composite and amalgam
perform quite similarly in molars, 3-surface restoration being challenge for both materials.




Large scale administrative databases

Gilthorpe MS et al. Community Dent.Health.2002:19:3-11.

e Gilthorpe et al. analysed amalgam restorations
Multilevel survival analysis of amalgam restorations amongst In 200 RAF personnel at 16 yrS.

RAF personnel

Mark S. Galthorpe', Martin T. Mayhew® and John S, Bulman

4,712 restorations in 200 subjects (24
restorations per subject!)

Cox Regression models used

Higher risk of failure associated with molars
comPared with premolars, large restorations cf
small, presence of root fillings or pins.

Patients who had seen different dentists had more
restoration failures.

Patients with high DMFT subsequently experienced
Increased risk of failure.

Successive restorations fare worse than previous
ones.




Systematic reviews & meta-analyses
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Case report

In vitro experiments

Animal experiments, in vivo

The hierarchy of evidence In dental research
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What Is practice-based

research?

strategy for conducting clinical
dental research using general
dental practitioners as
Investigators, and their practices

as laboratories to investigate
guestions related to

general dental practice”
Tom Hilton, IADR, 2006
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considered not only as the
silent partner in dental
practice, but should be the
very scaffolding on which a
dental practice is built and
sustained”

Mandel ID. Clinical research — the silent partner
In dental practice.
Quintessence Int.1993:24:453-463



Practice based research: Summary

Advantages
Uncontrolled
Real life - real

* Time costs
g « ? Lack of training




v'For the dental practitioner -
pushing back the comfort zone

v'Potentially uncontrolled nature of
the research

v Different “angle” from academics

v'Additional interest for the staff in
the practice



is drum for a long

time!



COMMENT
Practice-based Research?
TI'he busy practitioner is ideally placed to observe
trends 1n treatment need, the life-span of restorations.

and whether caries activity 1s increasing or decreas-

ing within the practice patient base. Some practition-

Burke F.J.T., Crisp R.J. McCord J.F.
Research in dental practice:SWOT
analysis. Dent.Update 2002:29:80-87.

Burke F.J.T. and McCord J.F
Research in general dental
practice —

Problems and solutions.
Br.Dent.J.1993:175; 396-398.

Dental Update:1997



Trevor’s view:

Well-designed cohort
studies from general

dental practice can
provide good evidence
for survival of
restorations.



What | plan to talk about

Factors influencing restoration survival
(materials, dentists, patients)




What | plan to talk about

Factors influencing restoration survival




The choice
of dental
NEIEHEIS

IS vast



_..but choosing
a material Is a
fundamentally
Important
decision,
and should be
evidence based




Materials’ costs in an average practice are
5% to 7% of total expenses

Always speak to a sales rep before
purchasing a material from a major
manufacturer, as they know the deals
While there Is variety In pricing, the only
materials that are significantly cheaper are
the “Own Label” brands



You can
save £40 by
buying a
5ml bottle of
“own label”
bonding
agent,



ancther yoar of Dental Update. a spec oth Arniversary
ar which will = he on of 3 40th Anniversa
upon tha contants of the =zua Fom Moy
that you will argoy it all
- I ha eviously wnittan on tha subject of own label
?. adhasivas, ™ g oning the wisdomn of purchasing chaapar matanals
[ whach may not have been researchad in the way that materials should
Burks ba A papar which | prasanted at 2 recant resaarch meating conciu
my swvidenca’ on this subjoct

Refaerencas
1. Burka FJT. Ma too. De
2 Burke 1. Matoo 2

siract Thare &s ane es of ‘own-label’ {OL) or ‘private labaf " da
products is ncaasng, as sts become mora cost conscows in Bmes of econooic
downtum. Howaver, tha p ch (les= axpansive) products could be a faka
ecconoemy if thair perfc < befow accapted standaeds. So, whils the examination
of 2 resn od product under research conditiors alone mzy not guarantea succ i

conditi
shortcomings; eithar of these ttar than the matenal not boing examined

way. haercfora i nata 10 detorming the matarials
was carriad out, with p

- vvat To determinag whathar thara is 3 resaarch base bahind OL resin-based restorative
dantal materials

Composita’ sactions ware read in full and

Tho abstract memory stick wminad n :).j:};' lo.d»;-'nif‘,-' tha namas of

- . T = y products mentioned in tha abstracts. Thesa
for tha IADR masting in March X wera recorded and tabulated. Any prodioct
Son Diego was axamined. All sbstracts which did not state the manufacturer was
induded in tha Dantine adhasives’ and furthar investigatad by an intermet search

Product Name Number of Mantions In Ressarch
Abstracts
Bond (Kuraray} | “an
Scotchbond Multipurpose [3M ESPE) |25
Adper Easy B ESPE) | 17
Optibond Solo (K 17
Prompt L Pop (3M ESFE I 10
Optibond 1 [Karr) 10

Jptond all-in-ona (Kerr) 10

Tabia 1, Most frequantly mentionad canting-boncing agents In e Sonding agent” research abstracts

A oo cubvehed's i lingare e subers oo by soenadls! e 0 the anomongee desio dhok

ZE RO evidence base for “own

label” resin-based materials



There I1s no
evidence
base for

“own label”

Glass
lonomer
materials

Dental

~
)

-
e
Systematic reviews have been recommended as providing the best source of evidence to guide dinical decisions in dentistry

They appraise evidence from trials focused on investigating clinical effects of dental material categories, such as conventional glass-
onomer cements {GIC) or resin-modified GIC. In contrast, the general dental practitioner is introduced to these categories of matenals in
the form of branded or private product labels that are marketed during denta ventions or through advertisements. Difficulties may
arise in recognizing materia categories that have been ected to systematic ws, because of the multitude of product labels on the
current market. Thus, the value and relevance of published systematic review evidence concerning the material categories represent
by these labels may remain obscure, Based on a systematic literature search, this article identifies glass-ionomer cement product la
used during clinical trials which, in tumn, were subsequently reviewed in systematic review articles (publishad between 15 April 200
14 April 2011), This article further clarifies how these product Iabels relate to the systematic review conclusions. The results show that the
conventional and resin-modified glass-ionomer cements that were used in most trials were marketed by GC and 3M ESPE, respectively. The
conventional GICs used in most of the reviewed trials were Fuji Il and Fuji X, while Vitremer was the most commonly used resin-modified
GIC. Evidence from the reviewed trials suggests that GIC provides beneficial effects for preventive and restorative dentistry. However, more
trials of higher internal validity are needed in order to confirm (or disprove) these findings. Only GIC products of branded labels and none
of private labels were identified, suggesting that private label GIC products have little or no research back-up.

linical Relevance: Dental products, such as glass-ionomers cements (GIC), can only be judged as effective when they are based on
sufficient research back-up. Systematic reviews of dinical trials provide such back-up at the highest level. Thus clinicians must be able
to identify GIC products for which reliable evidence from systematic reviews of clinical studies is available and know about what such
evidence contains.




Ewopaon Jour nad of Prosthodontie s and Restiorative Dentisly (006) 24, 22.123

‘Own-Label Versus Branded
Gommercial Dental Resin

Composite Materials:
Mechanical And Physical

Property Comparisons

Qw.ae Ldlommlu

Some own label materials performed as well in
testing as those from manufacturers in the field

VLY LD LR U

However greater batch to batch variation in
several mechanical & physical properties of the
own-label materials was noted



Journal of Dentistry 56 (2017) 84-98

DCitistny

Contents lists available at ScienceDirect

b Two own brand label (OBL) materials tested =
against 3M Z250

Own brand label restorative materials—A false bargain?

Gaute Floer Johnsen”, Minh Khai Le Thieu®, Badra Hussain”, Elzbieta Pamuta®,
Janne Elin Reseland”, Stale Petter Lyngstadaas”, Havard Haugen™"

* University of Oslo, Department of Biomaterials, Institute of Clinical Dentistry, Faculty of Dentistry, Geitmyrsveien 71, Oslo, NO 0455, Norway
Y AGH University of Science and Technology in Krakéw, Krakéw, Matopolska, Poland

should be prioritized and remain ever vigilant. At the present, the
OBLs studied herein, must be considered at the very least a false
bargain.

Conclusions: The OBLs were in general outdone by the conventional composite.

Clinical significance: OBLs restorative materials have become pervasive in the dental market.
Manufacturers often promise equal or better characteristics than existing brand-name composites,
but at a lower price. Dentists are highly recommended to reconsider utilization of OBLs lacking sound
scientific scrutiny, and our findings underscore this recommendation.




The
‘evidence”
for Own
Label
Brands






The conclusion gleaned from
the above systematic reviews is that resin
composite restorations have acceptable
survival rates when placed in loadbearing
situations in posterior teeth, with AFRs

generally within the range 2% to 3%.
Risk factors for premature failure include
patients at high risk of caries and the
presence of a liner or base beneath the
resin composite restoration.

The conclusion gleaned from the
above cohort studies is that resin composite
restorations have acceptable survival rates

when placed in loadbearing situations in
posterior teeth, with AFRs generally within the
range 2% to 3%, which the authors consider to

Do you want
to read
more?

144 studies
identified, 24
Included

Dent.Update.
2019:46:
523-535



Trevor’s view:

Posterior composites
perform as well as

amalgams, but cannot be
cost effective because
they take longer to place
at present. Perhaps bulk
fills are the answer.




DENTAL MATERIALS

Patient Acceptance of Posterior
Composite Restorations

EJLT. Burke

POSTERIOR COMPOSITES
Problems associated i PATIENT AWARENESS OF
DENTAL AESTHETICS

Dent.Update.1989:
16.114-116




Trevor’s view:

Once a patient has
received one tooth-
coloured restoration in a
back tooth, they are
unlikely to return to
amalgam.




Information on GICs
In posterior teeth



Clinical Performance of a Glass Hybrid Restorative in
Extended Size Class II Cavities

PMID: 31661352 DOI: 10,234

Abstract

Objective: To evaluate the clinical performance of a glass hybrid restorative compared with a resin

composite in the restoration of large and deep Class |l cavities after 24 months.

Methods and materials: A total of 108 extended size, with the width of the proximal box not
interfering with the peak of the cusps and the proximal box in occlusion, Class Il lesions in 37 patients
were either restored with a glass hybrid restorative or with a micro-hybrid composite resin in
combination with selective etching by two experienced operators according to the manufacturer’s
instructions. Two independent examiners evaluated the restorations at baseline and at the six-, 12-,
18-, and 24-month recalls according to the modified US Public Health Service criteria. Negative
replicas at each recall were observed under scanning electron microscopy (SEM) to examine surface

characteristics. Data were analyzed statistically.

Results: After 24 months, 90 restorations were evaluated in 32 patients (recall rate: 86.5%). Four glass
hybrid restorations were missing; three were due to bulk and one was due to proximal fracture at 12
months. Only six restorations were scored as bravo at baseline and at the six-, 12-, 18-, and 24-month
recalls for color (p<0.05). No significant differences were observed between the two restorative
materials for the other criteria evaluated (p>0.05). SEM observations exhibited acceptable surface and

marginal adaptation characteristics for both restorative materials at 24 months

Conclusions: Although glass hybrid restorations showed significant mismatch in color, both

restorative materials exhibited successful performance for the restoration of large Class |l cavities after
f -

24 months

Two-year evaluation of
108 extended-size class Il
restorations (width of the
proximal box not
Interfering with the peak of
the cusps and the
proximal box in occlusion)
In 37 patients.

Half of the restorations
were restored with EQUIA
Forte, the others with
composite.

Two independent
examiners



Ma

Clinical Performance of a Glass Hybrid Restorative in
Extended Size Class II Cavities

PMID: 31661352 DOl

Abstract
Despite this conclusion, four of the restorations,

of 90, had fractured.
WARNING! large interproximal box widths

employed in this study may be best avoided and
the manufacturer’s indications for use should be

followed. The other message might be — use a
resin composite for such wide boxes.

months. Only six restorations were scored as bravo at baseline and at the six-, 12-, 18-, and 24-month

marginal adaptation characteristics for both restorative materials at 24 months

Conclusions: Although glass hybrid restorations showed significant mismatch in color, both
restorative materials exhibited successful performance for the restoration of large Class Il cavities after

24 months

At 2 years, 90 restorations in
32 patients examined (recall
86.5%). Four glass hybrid
restorations were “missing’,
three due to bulk fractures and
one due to proximal fracture,
but no significant differences
were noted between the two
materials.

CONCLUSION “although the
glass hybrid materials showed
a significant mismatch in
colour, both materials exhibited
successful performance for the
restoration of large class |l

cavities at 24 months”.



A recent 4-year
research abstract
fro m th e Sam e 48-Month Clinical Performance of a Glass-Hybrid in Extended-Size Class-I|

Cavities

study
(1.e. not peer
reviewed)

Although glass hybrid restorations showed a
mismatch in colour, these materials (EQUIA Forte
vSs composite) could be considered as permanent
restorative materials for the restoration of large
class Il cavities after 48 months.



DO 10 1110 e 1 00X

RESEARCH ARTICLE WILEY

Five-year randomized clinical trial to evaluate the clinical
performance of high-viscosity glass ionomer restorative
systems in small class |l restorations

Ramy Ahmed Wafaie BDS, MDS, PhD' | Ashraf Ibrahim Ali BDS, MDS, PhD? |
Salwa Abd El-Raof El-Negoly BDS, MDS, PhD”® | Salah Hasab Mahmoud BDS, MDS, PhD?

Abstract

Objective: Evaluate and compare the S-year dinkal porformance of theee high-viscoslty
s lonomer restorative materials in small cliss Il restorations

Materials and Methods: Forty patients, each with four class Il restorations. were
envolied in thes trial, A total of 160 restorations were placed, 25% for each material
M Tolows: tvee highviscosity conventional glass lonomer restorative systernms
(Ketac Universal Aplicap, EQUIA Forte and Riva Sedt Cure HV) and a microhybeid
resn composite system {(Flltek 2250). Clinical evaluation was performed at basellow
mnd after 1, 3, and 5 years by two Independent examiners using FOI eritoria. Epoxy
rosn roplicas were observed under scanning electron microscope (SEM) to examine
surface characterntics. Data were analyzed with Kruskal-Wallls, Mann-Whitney U,
Friedman, and Wilcoxon signed-rank tests p < 0.0%)

Results: The success rates were 100% for resin compasite. 97 4% for Ketac Unlver
sal, andd 94.9% for both EQUIA Forte and Riva MV restorations. Statistically signifi
cant differences were observed between M groups In terms of surface luster and
color match critoria (o < 0.05) Statistically significant changes were found over tme
for all criteria except for fracture of matenal, postoperative hypersensitivity, recur
rence of canes, Woth integrity, periodontal response, adjacent mucosy, and ol
health criterla (p » 0.05) SEM evaluations weve In accordance with the clinlcal
findings

Conclusions: Although drawbacks n surface luster and color match appeared over
the 5-yoar avalustion period, the three high-viscosity glass lonomer restorative mate
ks provided successful cinical pecformance In small to medium sized class I cavities
compared to microhybrid resin composite

Clinical Significance: Glass lonomer restorations exhibited clinical  performance
similar to that of microhybnd resin composite restorations In small class 1l cavities

subsequent to 5 year evaluation

KEYWORDS

Class 1| rostorutions, cheveal porformance. chinkcal ial, ghass lonamer, resin componite

Well-constructed, independent randomised trial in
Egypt.

Three high-viscosity glass ionomer materials in small
class Il cavities after five years. Ketac Universal
Applicap (3M), EQUIA Forte (GC) and Riva self-cure
(SDI), vs a hybrid resin composite system, Filtek 2250
(3M), as control.

Patients were between 20 and 40 years of age, with

each needing four or more restorations.

160 restorations in 40 patients. Isthmus width of the
cavities was not more than 1/3 of the intercuspal
distance

Isolation by cotton rolls & high-volume saliva ejector.
Restorations examined by two independent examiners,

epoxy resin replicas of the restorations observed.



39 patients examined at five years

100% success for the resin composite restorations,

5 failed class Il glass ionomer restorations (one Ketac
Universal (2.6% failure), two EQUIA Forte (5.1%), and
two Riva HV (5.1%).

AFR of 0.5% for Ketac Universal and 1% for both
EQUIA Forte and Riva HV groups.

Reason for failure - fracture of class Il glass ionomer
restorations, while one Riva HV restoration failed
because of “partial looseness in situ”.

Although differences in surface lustre
and colour match at 5 years, the three high-viscosity
glass ionomer materials provided successful clinical

performance in small to medium class Il cavities.



Trevor’s view:

EQUIA Forte seems to
hold promise. Results
good for class |

restorations. Use a
cautious approach in
class Il until more
research appears.




Trevor’'s view:

The study by Wafale et
al also indicated good
results at 5 years for

Ketac Universal (3M),
which doesn’'t need a

coating or a cavity
conditioner.




Read the paper for
complete information!

DentalUpdate

Dent.Update
2023:50:437-443



* Resin composite
* Resin composite
* Resin composite
* Resin composite
* Resin composite
* Resin composite

...Is the outright winner:

Aesthetically good

Can be used in a minimally
Invasive manner

Physical properties excellent
Bonding agents have
Improved



F) Trever Burbe

Asna Lawnen Dand 18 Groen snd Louts Mackanite

New Universal
bonding agents are
an advance In
== B s bonding

F) Trevoe Burke
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S Dent.Update.2017:44:328-340




More recently!

10 laboratory studies & 11
clinical studies included

In summary therefore, there is a

strong body of evidence that indicates

that recently developed UAs provide
clinical effectiveness as good as, or
better, than previous ‘gold standard’
adhesives, and that selective etching
of the enamel is desirable, given that
the results presented above indicate
improved retention rates of class

V restorations when the margins

are etched, and reduced levels of
discolouration around the margins of
all restorations. The present authors
therefore strongly recommend this
procedure. Does that statement apply
to all UAs? It is the authors’ view that,
in view of the similarities between
many of the UAs (Table 1%'#?), and
the fact that their pH values tend to
lie between 1.5 and 3, it is prudent
to suggest that this is carried out if
the clinician wishes to limit marginal
staining over time.

Dent.Update.2021: 620-631

Finally, recent laboratory studies
include the work by Lago and co-workers*
who compared the shear bond strength
of six UAs to dentine, using Clearfil SE
Bond (Kuraray) as control. The results
indicated highest bond strength values for
Scotchbond Universal (3M) (33.9MPa), but
this was not significantly different to Clearfil
Universal (Kuraray) and Tetric N-Bond
(lvoclar-Vivadent). All six UAs provided
superior bond strength values to the Clearfil
SE control.

In summary, therefore, laboratory
studies appear to confirm that the bond
strengths obtained by UAs are generally
an improvement over those previously
attained, with a selective enamel etch
strategy being preferred.




Dent.Update.2021.

620-631

Conclusions

In summary, universal adhesives
hold promise and:

Can be used in total etch, self-
etch, selective enamel etch
modes, depending on the
clinician’s choice. The need to
selectively etch the enamel

has been demonstrated to be
beneficial in many of the studies
quoted in this review, both from
the point of view of retaining
class V restorations, but also
because marginal staining and
defects will be reduced;

In addition, in view of the
potential to cause post-
operative sensitivity as a result of

(over) etching dentine, particularly in
posterior teeth, it is the authors’ view
that this is not necessary or desirable
and that selective enamel etching is
the method of choice;

More recently!
Conclusions

B Some are compatible with direct and
indirect procedures, when used with
a designated resin luting material
from the same manufacturer as the
bonding agent because this will
contain a separate activator;
May be suitable primers for silica
and zirconia;
Can bond to different substrates,
such as metal.

However, as with any new material

or technique, more long-term clinical
evaluations (alongside those referenced
above) are needed to adequately
demonstrate the value of these
universal adhesives.




Trevor’s view:

Universal bonding

agents generally
represent improved ease
of use compared with
previous bonding agents







Filtek Universal Pink Opaque



The environmental impact of dental amalgam and
resin-based composite materials

Amalgam
\Y
RBC

In terms of

“sustainability”

introduction

Conclusion

In conclusion, environmental pollution from
the release of mercury from dental amalgam
is a major concern, but one that is currently
being addressed at an international level, with
an expected phase-out of this material in the
foreseeable future. RBCs have been identified
as a clear environmental pollutant, with an
impact arising from both the chemicals that
leach out in the form of complex eluted resin
components and the microparticles arising
from everyday use during clinical placement,
removal and CADCAM fabrication. The
impact of RBCs is difficult to quantify due to
their complex chemical nature. There is a need
for a comprehensive research programme that
sets out to investigate the nature, magnitude
and effect of pollution caused by the release of
eluates and micro-particulates in to the envi

ronment arising from common RBCs.




What | plan to talk about

Factors influencing restoration survival

( , , )




'V Correct diagnosis, correct This can only be

choice of technique /material | achieved by keeping
up to date, using the

T literature to indicate
what works where




>

" Optimum technique

- For materials,
follow the
Instructions,
handle correctly

- Obtain good
Isolation (rubber
dam If necessary)

~ Take time







Variation among dentists in planning
treatment

Elderton RJ,Nuttall NM.
Br.Dent.J.1983:154:201-206.

The nature of restorative dental
treatment decisions

Nuttall NM, Elderton RJ.
Br.Dent.J.1983:154:363-365

An in vitro study of restorative dental
treatment decisions Merrett MCW,
Elderton RJ. Br.Dent.J.1984:157:128-
133.

Relationship between epidemiologic
coronal caries assessments and
practitioners’ treatment
recommendations in adults.

Bader JD, Shugars DA, Rozier RG.
Community Dent.Oral
Epidemiol.1993:21:96-101

Factors influencing variation in dentist service rates
Grembowski D, Milgrom P, Fiset L. J.Public Health
Dent.1990:50:244-250

Understanding dentists’ restorative treatment decisions. Bader
JD, Shugars DA. J.Public Health Dent.1992:52:102-110.
Bader JD, Shugars DA. Agreement among dentists’
recommendations for restorative treatment. J.Dent.Res.
1993:72:891-896.

Variation in dentists’ clinical decisions. Bader JD, Shugars DA.
J.Public Health Dent.1995:55:181-188

Cost implications of differences in dentists’ restorative treatment
decisions

Shugars DA, Bader JD J.Pub.Health Dent.1996:56:219-222.




Factors influencing the likelihood of successful
decisions to treat dentin caries from bitewing
radiographs. Community Dent.Oral
Epidemiol.1992:20:175-180.

Dentists’ stated restorative treatment thresholds
& their restorative and caries depth decisions

Lewis DW, Kay EJ, et al. J.Public Health
Dent.1996:56:176-181.

Dentists’ variability in restorative decisions,
microscopic & radiographic caries depth

Lewis DW, Kay EJ, et al. Community Dent.Oral
Epidemiol.1996:24:106-111.







Number of tooth surfaces planned for restoration
varied from 20 to 153

Treatment of 184 tooth surfaces resulted from
only 2 dentists




Only 41% of treatment decisions were agreed
upon by more than half of the dentists

Dentists who worked in the GDS planned more
restorative treatment than dentists who worked
In the hospital




Grembowski D, Milgrom P, Fiset L. J.Public Health Dent.1990:50:244-250




Grembowski D, Milgrom P, Fiset L. J.Public Health Dent.1990:50:244-250

Wide variation detected across dental practices




Among restored teeth, reliability of dentists’
recommendations for treatment was little better than
poor

Therefore: Should we have clearly defined criteria for
every dental transaction (like the airline industry?)




The literature:
Are dentists consistent In
diagnosis &
planning treatment?

Not very!



What | plan to talk about

A brief Kaplan Meler statistical analysis lesson
Applying that to clinical decision making




The goal Is to estimate a population
survival curve from a sample.

If every patient is followed until death, the
curve may be estimated simply by
computing the fraction surviving at each
time.

However, in most studies patients tend to
drop out, become lost to follow up, move
away, etc.

A Kaplan-Meler analysis allows estimation
of survival over time, even when patients
drop out or are studied for different
neriods of time.




For restorations, the observation time
starts at time O in the graph.
Restorations that fail result in a drop In
the graph.

Restorations that have not failed by the
end of the study are called censored

observations and these are included for
only as long as they are observed.

Since information of both failed and non-
failed restorations is used, the Kaplan
Meier method is considered the gold
standard in longevity assessment.




Kaplan Meier statistical analysis

100% |- — ]

40% survival rate

10

n=10 hypothetically

50%

nN=
-

\Elgiler=lEV(SIrepresents estimated probability of survival

for a hypothetical cohort, not actual % surviving.



Figure 5 Survival of porcelain veneers by patient annual gross fees spent on treatment

— Mean Annual Fees under £30
——£30to £79.99
£80 or more
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Experts In the field consider Kaplan Meier to be the
method of choice for assessing restoration surviva

JOURNAL OF DENTISTRY 39 (2011) 225-230

available at www.sciencedirect.com

“e-¢ ScienceDirect

journal homepage: www.intl.elsevierhealth.com/journals/jden

Age of failed restorations: A deceptive longevity parameter

T O WE WA L A A e B A - A 4 B .vllb'-"‘.,'

Conclusion: In absence of all dates of placement and failure for a series of restorations a
reliable measure of restoration longevity is not yet available. Kaplan-Meiler statistics
remains the preferred method of calculating longevity of a group of dental restorations.

Article history: There is pressing need to enhance evidence base in respect of longevity of restorations.

Received 22 September 2010 Currently, there is lack of appreciation of differences between survival data based on the age

Received in revised form of failed restorations as compared to gold standard Kaplan-Meier statistics.

8 December 2010 Objectives: This study was undertaken to compare and contrast longevity data for a number

Accepted 10 December 2010 of data sets. It investigated if restoration longevity, as calculated by the Kaplan-Meier
method, is different from longevity according to the median survival time of failed restora

tions.
Keywords: Methods: Existing clinical datasets of dental restorations and an artificial dataset were used

n
Longevity to calculate longevity according to Kaplan-Meier statistics and by means of calculation of ,
Survival median age of failed restorations.
Median Results: The findings indicate that median age of failed restorations may be considered as a

Dental restoration deceptive measure of restoration longevity. Specially extending the duration of longitudinal

Cross-sectional studies of restorations apparently leads to higher values for median age of failed restora
tions. Restorations of materials that tend to exhibit early failures may have lower values for
median age of failed restorations, compared to restorations of different materials which -

tend to exhibit failures later in clinical service, and thereby not giving a true measure of
overall restoration longevity.
Conclusion: In absence of all dates of placement and failure for a series of restorations a

reliable measure of restoration longevity is not yet available. Kaplan-Meier statistics
remains the preferred method of calculating longevity of a group of dental restorations.
) 2011 Elsevier Ltd. All rights reserved.



Eastbourne, home of The Dental Practice
Board: now, The Dental Services Division of the
Business Serwces _Authorlty (Newcastle)
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without re-attendance for i months will eventually
re-attend. Then

- . . E
P(i) can be estimated as P(i) = '

M

3 |N}. ; R)!
Jiss

E; satisfies the following recurrence relation:

M‘
> PN (2)

Joied

Furthermore, because non-attendance for M
months is regarded as indicative of eventual non-
attendance

Ey=0 (3)

Equations (1), (2) and (3) can now be used
recursively to calculate £; and P(f) for all values of i
from M down to 0.

An algorithm was developed, using the statistical
package SPSS, to calculate P(i) for the total
population of patients, and for a range of sub-
populations, defined by such characteristics as age
and sex.

Adaptation of Kaplan-Meier
The interval between successive interventions on
the same tooth will now be considered. If a tooth is
restored at time 0, then various standard functions
can be defined concerning the probability that
certain events will occur before, on, or after any
subsequent time T.

Let the total number of observed tooth restor-
ation events be N.

Dr.Steve Lucarotti

that the tooth will receive an intervention at time £,
or strictly between t and just less than t+1,
conditional on it not having received an earlier re-
intervention, ;

Define H(T)= Y h(t}, the Cumulative Hazard
function, L

By taking progressively smaller units of time H(T)
can be expressed as

-

H(T) h(t)dt,

but for practical purposes it is sufficient to
approximate time as composed of discrete one
day units.

Standard theory” shows that the relationship
between S and H is given by

S(T) = exp(—H(T)) (4)

The function h(t) can be estimated at each value
of ¢ for which a re-intervention has occurred within
the abserved data.

Let there be V() observed interventions at
exactly ¢ units of time since restoration.

If no cases have been censored, then h(t) can be
estimated as

VIOUN =S V).

1

If the number of cases known to be censored at
exactly £ units of time since restoration is C(t), then
the Kaplan-Meier estimate of h(t) is

-1 -1
V(tW(N \ Viu) \ Cu).
1 1

The denominator is the number of restored teeth
*available’ for re-intervention.

Suppose now that is not known, but that L(t,i)
is the number of restored teeth which reached the
end of the observation period at time t without




....later: the database

SN7024, available from UKDataService.ac.uk,
contains anonymized longitudinal data on a large
sample of patients (chosen by random date of birth
within each possible year of birth) attending the
General Dental Services in England and Wales (UK)

Over three million different patients

Over 25 million courses of treatment, between 1990
& 2006

Modified version of Kaplan-Meier methodology used
to plot survival curves for different sub-groups



Because of the vast size of the dataset, we can
now look at the effect of the restoration on




| can give you lots of tables & figures!

Survival (%) at
Type of Treatment 1 year S>years 10years 15 years
Amalgam 91 66 51
Composite Resin )
Glass-ionomer \ ofs

1,202,005
86,189
66,509

151,990

13,896,048

a total of 13,896,048 tooth restorations




Direct placement
restorations:
amalgam

7,425,049 amalgam cases
included, of which 2,537,331,
of which had a re-intervention



Amalgam Restoration Survival by
Type of Cavity
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Proportion Surviving
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Proportion Surviving
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Trevor’s view:

There are a number of
dentist variables which
Influence restoration
survival




What | plan to talk about

Factors influencing restoration survival

( )




" Diet These will all affect
V' Oral health awareness, oral @ the success/survival

: of restorations
hygiene

Y



v
v

V' Smoker or not, perio disease or
not

v
v

The literature is clear
with respect to the
adverse effects of

smoking on
periodontal and
Implant health




v
v

Y
'/ Patient pays for treatment, or
Nnot

v



the annual average cost of GDS dental
treatment for the patient,
the median interval between courses of
treatment for the patient.



The effect of patient treatment
volume/need on

We must therefore be careful what we
promise to a patient with history of high
treatment need!




Confirmed by further analysis

Patient history as a predictor of future treatment need?
Considerations from a dataset containing over nine
million courses of treatment

il | ever Burke*

Patient history as a predictor of future treatment need?
Considerations from a dataset containing over nine
million courses of treatment

Abstract

Future treatment need Is closely correlated

Mathad

with past treatment need

Results A total of 455,844 patients met the inclusion criteria, namely adults with a full history. They received 9,341,58
courses of treatment, of which 49% were classified as ‘active’ and 51% as ‘not active’. The analysis indicated that both
total costs and active treatment costs are positively correlated with their historical values, with the correlation coefficients
increasing from 0.24 and 0.25 with one year of history to 0.42 and 0.44 with ten years of history. Overall, therefore, future
treatment cost is correlated with past treatment costs.

Conclusions Treatment history may provide an important correlate of future dental treatment needs and the more history
the better, at least up to five years. However, active treatment is the important component and should be distinguished
from preventive and diagnostic treatments.




Y Diet

Y Oral health awareness, oral
hygiene

Y Smoker or not

Y Patient pays for treatment, or
Nnot

' Age



The effect of patient age on

Restorations In older patients perform less
well than those In younger patients

We must be careful what we promise

when restoring teeth for older patients



The effect of patient age on survival of restored
teeth: other factors

Younger patients’ teeth are less likely to be
weakened by previous restorations.

Younger patients will potentially be more dextrous
than older patients when it comes to oral
healthcare maintenance

Younger patients may be less likely to be on the
multiple medications, with some of these potentially
reducing salivary flow

Some teeth may be lost in older patients because
of periodontal disease: the dataset is unable to
ascertain the reason for loss of a tooth




Trevor’s view:

There is a wide range of

patient variables which
may Influence restoration
survival







Patients care more than we suspected!

A practice-based assessment of ~ |weses

® Suggests that dental practice should

patients, kn()Wledge Of dental f:;}:cphr.xmrIoca(ionfurchnif;ldcn:xi

® Discusses patients concems regarding
r which dental materials are used.
m a te rl a | S Demonstrates that patients care strongly
that the materizls are of 2 high guality
and have been thoroughly rescarched.

HOYV3S3y

F. ). T. Burke®'? and R. J. Crisp™?

Aims It is the aim of this study to determine, by means of a questionnaire completed by patients attending ten UK denta
F knowledge on dental materials and techniques. Materials and methods Members of The
Evaluation by Practitioners) Panel were asked to recruit patients to participate in 2 question-
naire- t:-%:‘. assessmen tcf their knowledge of dental materials. Results Two hundred and forty-nine patients took part
in the questionnaire. Sixty-three percent (n = 157) of the respondents were female and 92% (n = 229) of the 'Pipo."ujf:'r_s
stated they were reqular attenders at the dental practice. The respondents were asked how important the quality of dental
materials used in their mouth was, and on a Visual Analogue Scale (VAS) where 1 = not important and 10 = very impor-
tant, the result was 9.6. The same score was recorded when they were asked how important it was that the matenals used
e S‘up;:t rted with relevant clinical research evidence and long term data of the success of th& material
on the subjects of price, manufacturer, source or material and type of filling material. A signifi-
cant amount of respondents demo r’:';;d that they had concerns over the use of amalgam. Conclusions Respondents
expressed strong views that the materials used on their teeth should have a robust evidence base 3r:j_}~_« are J_wt_h_ S
materials that are used in their mouths. |

Refereed Paper
Accepted 9@ November 2015
I DOI: 10.1038/sy.bdj. 2015.956
*British Dental Journal 2015; 219: 577-5832

BRIMISH DENTAL JOURNAL VOLUME 215 N
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Patients feel that materials should have a
robust evidence base, produced by
manufacturers with experience in the field
Patients care about the materials that we use #
Almost half did not wish “own label” materials @
to be used Iin their mouths ‘
One third expressed anxieties regarding the P
use of amalgam in their teeth :




What | plan to talk about

Survival of restorations Iin the dental literature




If you are looking
for actual figures,
don’'t go away!

Abstract

The most powerful “evidence” is the survival of a
clinician’s restorations on their practice computer

PR p—




CLINICAL CRITERIA

@ Anatomic form.

© Marginal adaptation.

@ Gingival condition.

@ Colour match.

ASSESSMENT OF PERFORMANCE -

© Surface roughness.

© Interproximal contact.

@ Marginal discolouration. ® Temperature sensitivity|

© Secondary caries.




Anterior teeth (results from 13m dataset)




Anterior teeth (results from systematic reviews
and cohort studies




Anterior teeth (results from systematic reviews
and cohort studies




Anterior teeth (results from systematic reviews
and cohort studies




Anterior teeth (Indirect restorations)




Anterior teeth (Indirect restorations)




Anterior teeth (Indirect restorations)




Trevor’s view:

Resin composite
restorations perform well
In anterior teeth. If a
tooth needs a crown,
lithium disilicate performs
well, but.. Use zirconia if
high occlusal load or on
posterior teeth




mean?



Nothing lasts forever, therefore, prevention is important
Have firm rules for replacement of restorations
Consider repair rather than replacement

A variety of dentist factors & patient factors influence

restoration survival
Correct choice of material and technigue influences

restoration survival
Crowning a tooth reduces survival of the tooth, therefore

avoid If possible
Resin composite restorations provide good survival in

anterior teeth




Patient —centred care will remain important

d

- JereF)_'_BmaghE P, LN NN O, Y. L PP PP N, S, Y, DY, DU N, O NI DR PR LR A
subﬂequent ‘perspective’ articles from a range of relevant stakeholders and care-providers. The overriding message is that in all areas of

healthcare, dentistry included, the quality of patient care, especially patient safety, must be placed above all other aims.
Clinical Relevance: The overriding importance of patient-centredness and quality of care, above all other aims, is the key message of clinical

relevance from the Francis Report.
H-'“——-——s.———“i--.—-—————Hl—-.-v—-e,—'—s_-,——'—

1IC Ui ital icaint

-l

Abstract: The Francis Report into the deaths at Mid-Staffordshire NHS Trust highlighted the problems facing the NHS when patients, families,
clinicians and nurses are not heard, and where the management, leadership and ensuing culture are focused on the system’s business, not
patient care. This paper, the first in a series based on the implications of the Francis Report, provides the background and context for the
subsequent ‘perspective’ articles from a range of relevant stakeholders and care-providers. The overriding message is that in all areas of
healthcare, dentistry included, the quality of patient care, especially patient safety, must be placed above all other aims.

Clinical Relevance: The overriding importance of patient-centredness and quality of care, above all other aims, is the key message of clinical
relevance from the Francis Report.

Dent Update 2015; 42: 206-209




..more of this and we won't
have a dental profession







The biggest threat to
dentistry in BEE¥ and
beyond?

Dentists
who are only
IN It for the money
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THE “DAUGHTER TEST" IN ELECTIVE

ESTHETIC DENTISTRY

‘ x Je read with interest rhe
excellent overview of the

25-year status of porcelain
laminate veneers by Dr. Mark
Friedman' and agree with his stare-
ment “It 1s unfortunate thar some
members of our profession misrep-
resent porcelain veneer restorations
as if they were completely innocu-
ous to the dentition.” It is not our
intention to initiate a witch hunt
on the porcelain veneer technique
but to express considerable dis-
quiet regarding the seemingly

dentate patients adapt well ro
modest changes in vertical dimen-
sion withour problems, a concept
originally demonstrated by Ander-
son® and later by Dahl.” It is our
view that, in many cases, long-term
composite build-ups should be the
preferred line of treatment and that
these have shown demonstrable
success with an excellent “fallback
position™.* These provide esthetic
restorations—as demonstrated by
the mock-up for a 43-year-old
pattent in the recent article by Chen

conservative treatment modalities
available.™ Many preparations that
we see, originating from the Unired
States, involve dentine, with the
potentially deleterious effects on
longevity of the restoration.® In this
respect, the results from Dumfahrt
and Schaffer indicated that the
failure rate increased (p < 0.01)
when rthe finish line crossed an

tissue, This is the “Daughter Test.”
This asks the question “Knowing
what [ know about what is
involved with this proposed den-
tistry, would [ carry out this treat-
ment on my own daughter’s
teeth?™ Variations on this test
include “*Would I have this treat-
ment carried out on my own teeth,
my children’s teeth, or my part-
ner's teeth?” A negative response
should prompt a radical rethink
and probably initiate a change of
plan involving a more sensible and
less destructive approach with
which the operator and his/her
patient and family are more com-
fortable because it addresses the
health of the teeth and the patent
in the much longer term.

Burke FJT, Kelleher MGD J.Esthet.Restor.Dent.2009:21:143-145




Similar advice from 2000 years ago.



“hatsoever you would that men should
Do to pou, do pe eben so onto them”

The HBible: Matthew chap 7 verse 11

“In everything,

do unto others what you

would have them do to you.”
New International Version,

1980, New York Int. Bible Society



The best treatment
IS the simplest
treatment that
adequately meets
the patient’'s needs

Adhesive
dentistry
can do this!
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It's easier to talk rubbish
than to listen to it!



Thank You tor listening




Are Dentine Pins Obsolete?

Dental Materials — What Goes Where? Class |
and |l Cavities

ub"’d"’"a“i'é DentalUpdate

May 2023 Volume 50. Number 5.
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Changing Concepts in Cariology: Forty
Years On

Therapy

Direct Anterior Composites: A Practical Guide

Anibiofics in Denfistry — An Update

ive Tooth Exiraction:

Improving Your Image.. Then and Now. Digital
Photography in Dentistry

Twenty Years of Handiing Evaluations and
Practice-Based Research by the PREP Panel
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