EVIDENCE BASED DENTISTRY

|
e What is Evidence-Based Dentistry?

‘ ADA Policy on Evidence-Based Dentistry ‘

Meetu Ralli Kohli, BDS, DMD Evidence-based dentistry (EBD) is an approach to oral

health care that requires the judicious integration of

Diplomate American Board of Endodontics mati . men ’i’.’i ally relevan i n.il

Clinical Associate Professor evidence, relating to the patient's oral and medical

Director - Continuing Education & International Scholar program condition and history, with the dentist's clinical expertise
University of Pennsylvania

and the patient's treatment needs and preferences.
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SKILL Step | Step 2
Formulate a clinically relevant Systematically collect the relevant
o P E RATO R and focused question evidence

EXPE RI E N C E :igfc::ni?g: lation Evidence is graded

Comparison intervention
Outcome Analyze and Appraise

Follow-up

, R

EVIDENCE BASED DENTISTIRY

Step 3 //

o /W\

Step 4

4§ Evaluate the practice decision

Integration of
or outcome

the evidence

one’s clinical expertise

Re-evaluation:
W integrated into our practices

patient preference and values
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Medical Hx
|

iDiabetes! [Cardiac] {Drugsz

IBisphosphonates I lAspirin} lAnticoaguIants

Tooth

» Well-controlled: fasting blood glucose between 70 mg/dL and 200 mg/dL
* HbA1C: Average level of blood sugar over the previous 3 months

* poor control: Greater than 7%

f,

Al | ntraindication
Hyperthyroidism
Pheochromocytoma
high blood pressure 200115 mmtg
cardiac dysrhythmias

Healthy Patient . . |+ unstable angina

|« < 6mos myocardial infarction/|
cerebrovascular accident/ |
cardiovascular disease

Maximum Carpules 1:50k
Dose (mg) Epinepherine

Cardiac Patient

lDrugS] [Bisphosphonates

! BRONJ - Bisphosphonates related Osteonecrosis of thejawi

I MRONJ - Medication related Osteonecrosis of thejawl

BisPhosphonates
Anti-resorptive drugs

W Anti-angiogenic drugs

AVASTIN =
bem/(\:!z:rn!a}) --‘-—_

Tornaneocus Use

Ruggiero, Long Island Jewish Medical Center Reports, 2001




saving faces | changing lives*

ﬁ?‘é American Association of Oral and Maxillofacial Surgeons

Prevalence of ONJ by BF Duration

Medication-Related Osteonecrosis
o of the Jaw—2014 Update

O] Prevalence %

Oral BP Duration (vears)

 Low risk: < 4 years oral BP with no clinical risk factors

+ Medium risk < 4 years oral BP with corticosteroids/antiangiogenic medication
- Medium risk > 4years

* Drug holiday 2 months prior and 3 months following

saving faces | changing liver*

Medication-Related Osteonecrosis ﬁ$:§ American Assoclation of Oral and Maxillofacial Surgeons

of the Jaw—2014 Update ZOMS

* High risk - IV Drugs

“Nonsurgical
endodontic treatment
should be favored “

Refer to an Endodontist

CHX | minute rinse

Necrotic pulp - single-dose amoxicillin prophylaxis
(Actinomyces common in BRONJ)

Avoid anesthesia with vasoconstrictors, patency, overfill and
overextension of filling material,

Use wedges instead of rubber dam clamp on bone Vo

zadeh et al, IEJ 2012
Smith et al, 2005

IDrugs! lAspirinl lAnticoaguIantsl

DOES LOW-DOSE ASPIRIN THERAPY COMPLICATE ORAL SURGICAL PROCEDURES?

LEON ARDEKIAN. 0,0 5 RONEN GASPAR. D.M.0.) MICHA PELED, M.0., DM 0.| BENJAMIN BRENER.
. DOV LAUFER, DM D

Aspirin - Anti platelet effect.
Platelet life span is 10 days.
5 - 7 days cessation

“Dental extractions even the more complex procedures
did not result in uncontrolled intraoperative or
postoperative hemorrhage in patients receiving low-
dose aspirin therapy on a long-term basis”

Normal INR |
Therapeutic INR with anticoagulants can be as high as 3.5

Surgical INR [.5
Heparine (6-12hrs) Warfarin (5 days)

EVIDENCE BASED PRACTICE

Tooth




therapy 1008¢

SHIMON FRIEDMAN

Prognosis of initial endodontic Su CCeSﬁ su Wiva
/==

Case observed Follow up years Healed Healing  Functional RFRMINIIES
Grossman et al. 1964 98 1-5 62 25 86 lesion size unchanged
Storms 1969 102 1 81 o
Adenubi & Rule 1976 271 0.5-7 82 8 90
Jokinen etal. 1978 2459 2-7 38 20 58
Barbakow etal. 1981 124 1-9 59 29 88
Bystrom etal. 1987 79 97% (1,126,288 /1,462,936) of the teeth were
Eriksen etal. 1988 121

retained in the oral cavity 8 years after initial

MuphytaliIod &2 non-surgical root canal treatment.
Friedman etal. 1995 113 ( — Salehrabi & Rotstein 2004 J Endod

Caliskan & Sen 1996 172 255 BT 8 8Y
Orstavik 1996 126 4 75 13 88
Weiger etal. 2000 67 1-5 78 16 94
Abitbol 2001 72 4-6 74 4 96
Peters & Wesselink 38 1-4.5 76 21 97

... to name a few

Friedman 2002 Endodontic Topics Courtesy Dr. Stephanie Chen

This complexity will
not change in our
lifetime !

Takahashi & Kishi

Below

Threshold

Number of
Microbial
Cells

Above
Threshold

Siqueira & Rocas, JOE 2008

uno, 2000



Courtesy Dr. S Kratchman

MICROBES !
10 year old RCT

5 infection - 2-5%
oo

Apical periodontitis is an inflammatory lesion

caused mostly by bacterial elements derived
from the infected root canal system

Extraradicular

-

Apical Periodontitis

‘Abscess 12%
‘Sranuloma 73%
True Cyst 9%
Pocket Cyst 6%
Nair PNR, Periodontol 2000, 1997

Actinomycosis

Proprionibacterium
proprionica

SURGICAL

PennEndo - Dr Rina Campbell




CBCT EVALUAT'ON ' Apical periodontitis is an inflammatory lesion

caused mostly by bacterial elements derived
from the infected root canal system

Apical Periodontitis

‘Abscess 12%
‘Sranuloma 73%
True Cyst 9%
Pocket Cyst 6%
Nair PNR, Periodontol 2000, 1997

Paresthesia: Surg in UK

Extraradicular
infection - 2-5%

Actinomycosis

- ' g - vl A . Proprionibacterium
PennEndo - Dr Bekir Karabucak : 2 1 o o proprionica

Jan 2014
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g ST s T
— _— A PERSISTENT APICAL PERIODONTITIS

B RCT 2 your follow.
Intraradicular up‘:"i;'ezl ™

in i{ﬂﬁ{i\ endodontic

outcome

PennEndo - Dr. Frank Setzer

MICROSCOPIC DIAGNOSIS

0f fibrous end granaleblon Lisss 0saTaiaing & mived inflewsatory
Lafi1trate compened predoainantly of plemms ceils. seutreghile, il Lywgtontes. %o
avidence of maligmency ie eese

HICAOPCOPIC DEAINCSLS )
DN, LGCATICN BOT UTIREMLER SISCLYIND. GRAWCATION TIRAFTE CONSISTENT WITE FERIAVICAL
GRASTGOMA. SUBACUTELY DIFLAED ICD-1E KEA.S ANISS




~ Apical periodontitis is an inflammatory lesion

caused mostly by bacterial elements derived
from the infected root canal system

-

Apical periodontitis is an inflammatory lesion
caused mostly by bacterial elements derived
from the infected root canal system

Restoration/Post S
Working Length NS
Apical Size S
Filling Density S
Missed canal S
Procedural Errors/
. Both
Inaccessible anatomy
Periodontal health Both

Courtesy Dr. llya Mer




DEFICIENT CROWN

Pre-op 2006

s B

Non-Surgical
Retreatment?

Post Removal - Ultrasonics

Post Removal - Ulirasonics




Restoration/Post S CASE EVALUATIO N

Working Length Ns — H
Filling Density S \ i . .
’ .' 3 7
. 5 4 y ) | Filling Density ¥ A
Missed canal ) o 7 B/ - :
Inaccessible anatomy Both 3 P : e
‘ <
. Inaccessible anatomy
Periodontal health Both
Periodontal health
Courtesy Dr. llya Mer

| Procedural Errors/

CBCT EVALUATION

[
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Restoration/Post S
I‘
i Working Length NS
\r
E e Apical Size S
.
R Lt
Yy 2‘ Filling Density S
) ¥ - \
s Missed canal S
g
Procedural Errors/ Both
Inaccessible anatomy ot
Periodontal health Both

Courtesy Dr. llya Mer

#|  Outcome of endodontic retreatment :
A 2 year follow up

Non-Surgical e —
Retreatment Gorni & JOE 2004

RCMR
Calcification
Apical Stop 87%
Broken Instrument

Under-filled with gutta-percha

69%
— Internal or external transportation
Apical resorption
. 2 47%
Perforation
Stripping

Internal resorption

Success | Failure
RCMA (%) (%)
No-PAP 84.4 15.6
PAP 40 60

Accessibility of Root Canal System for

Perforation

Non-Surgical Retreatment

Type of Restoration

Large Post Weakened Root Structure

Apical PA & Root Canals non-negotiable:

O,
60 A)!!! Four different groups PAP/Access 7%-60% failure
Gorni & Gagliani, JOE, 2004

O Complete@ Partiald Total

Isthmus

% Isthmus

538538 3888

Total
Partial
Complete

Level from Apex (mm)

1st Maxillary Molar

Level from the apex (mm)

1st Mandibular Molar

B Isthmus

Percentage of Isthmus %




Nonsurg Retreatment

Follow

up-2015

INACCESSIBLE ANATOMY

Wi X% due  @IRITIR wimo  W&DIX

FAILURES




Crown root ratio (CRR)

\J

periodontally diseased tooth

apicoectomized tooth

Influence of Apical Root Resection on the Biomechanical
Response of a Single-rooted Tooth: A 3-dimensional
Finite Element Analysis

Jang ef al. 2014 ) Endod

root-end resection periodontal bone loss

3mm 3mm

Max. stress

+2.1% +90.6%

‘ +14.7% , +204.4%

—4 mm of root-end resection = 1mm of marginal bone loss
Apical root resection does NOT significantly affect the hiomechanical parameters until it reaches 6mm

Max. tooth
displacement




Every case is unique MY FIRST MOLAR SURGERY

and should be
evaluated individually!!

Restoration/Post S
Working Length NS
Apical Size S
Filling Density S
Missed canal N
Procedural Errors/ Both

Inaccessible anatomy

Periodontal health Both




