
Evidence-Based Periodontal Therapy- Revisited

INTRODUCTION 

With regard to dentistry, these are 
indeed the best of times. We have 
available materials and techniques 
that visionaries could only dream 
of 25 years ago. We can predictably 
replace missing teeth with implant-
supported prosthesis, regenerate 
tissues lost to disease and trauma. 

And, yet, as our profession hurdles 
ahead, these are also the worst of 
times. The new technologies are so 
enamoring that the collective common 
sense is lost. This is where the wisdom 
to use the many wonderful materials 
and technologies comes into play.

Evidence-based practice, according 
to Muir Gray is, “An approach to 
decision making in which the clinician 
uses the best available evidence, 
in consultation with the patient, to 
decide upon the option which suits 
the patient best [1].”

The best approach possible would 
be to show a combination of ‘‘clinical 
expertise with the best available 
external clinical evidence from 
systematic research.”

Why is evidence-based (EB) dentistry 
required?

The most valuable application of 
the evidence-based approach to the 
practice of dentistry is to encourage 
the dentist to look for and make 
sense of the evidence available 
in order to apply it to every day 
clinical problems. The intention of 
evidence-based dentistry is to enable 
high-quality clinically oriented and

relevant research, which provides 
better information for the clinician, 
improved treatment for the patient, 
and, as a result, an increased standing 
of the profession because only proven 
treatments will be offered. 

The use of evidence-based dentistry 
may help reduce the variation in 
patient care and outcome that appears 
to be associated with four factors: the 
quality of science underlying clinical 
care, the quality of clinical decision 
making variations in the level of 
clinical skill, and the large and 
increasing volume of literature.

Using this approach, when 
evaluating clinical decisions, has the 
advantage that it structures the way 
clinical problems are considered. This 
has become increasingly important, 
as, in the last 50 years, there has 
been development of new clinical 
techniques and methods to use the 
materials. This raises the following 
questions: how is the average 
practitioner expected to remain 
current with these developments; do 
the materials and products work as 
claimed. 

Unfortunately, good clinical 
research is slow to carry out, 
particularly the prospective 
randomized controlled trial, from 
which the best evidence is obtained. 
Space in journals is limited, so 
publishing waiting times existare 
prolonged. To overcome this, many 
companies publish pseudo-scientifi c 
papers in an attempt to provide some 
form of evidence to support their 
product
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 Patients are increasingly having a role in their own 
treatment and may no longer be simply content to take 
the fi rst treatment offered. Patients now have access 
to the same sources of information as the dentist, but 
without the critical skills to appraise the evidence. 
Moreover the society has become more litigious, 
which demands that the current standards of practice 
remain at par with the best of clinical expertise. The 
use of evidence-based dentistry provides a solution 
to these problems for the dentist. 

    Thus evidence-based approach helps us to 
improve treatment and care for our patients.

What is evidence-based periodontology (BP)?
‘Evidence-based periodontology is the application of 

evidence-based health care to periodontology.’  

Evidence-based periodontology is not simply 
systematic reviews of randomized controlled trials, 
although this can be an important aspect; it is an 
approach to patient care. The expectations that are 
sometimes laid on it can be inappropriate. It cannot 
provide answers if research data does not exist (other 
than using expert opinion) and it cannot substitute 
for highly developed clinical skills.

 Terminologies used in Evidence-Based Approach 
[3].

a) Systematic review 
Review of a clearly formulated question that 

attempts to minimize bias using systematic and 
explicit methods to identify, select, critically appraise 
and summarize relevant research.

b) Interpretation
It is the process by which qualitative methods seek 

to identify subjective meaning of a phenomenon.

Process
Qualitative methods used to identify the social 

processes that underlie healthcare.

Interaction
Encounter between physician and patient helps 

in bringing together confl icting views of health and 
illness.

Bias
Bias is a systematic error. It leads to results which 

are consistently wrong in one/other direction. Bias 
leads to incorrect estimate of the effect of a risk factor/
exposure.

Confounding
Describes the situation where an estimate of the

association between an exposure and the disease is 
mixed up with the real effect of another exposure 
on the same disease, the two exposures being the 
same.

Confi dence interval
A method of statistical inference that allows 

statement to be made about the publication using 
data from the sample.

Odds ratio
Ratio of exposure among cases to exposure among 

controls.

Chance
Chance/sampling error plays a role in most 

studies of humans, since it is rarely, if ever possible, 
to include an entire population in an investigation. 
We, therefore, attempt to infer information about the 
population on the basis of information obtained from 
representative samples drawn from the population. 

Naturalism
Qualitative methods seek to understand health 

and health-related behavior in its every day or 
‘natural’ context. 

The application of evidence-based methods
 
1st Step: Starting with a Clear Question 

The fi rst step in the quest for answers to clinical 
questions (and often the fi rst stumbling block) is the 
formulation of a clear and focused question — one 
that is relevant and will help you to carry out a quick 
and effective search.

Where do the questions come from? Important 
clinical questions arise from daily encounters with 
patients in the practice setting. These questions often 
relate to therapy, diagnosis, prognosis, or causation 

This step consists of narrowing the questions by 
deciding which elements are the most important to 
answer with a “hit and run search.” We can look 
for answers to the less important elements at your 
leisure, or more likely, when we really need them in 
the future.

Focusing the question involves using a framework 
to identify the patient or population; the problem or 
condition of interest; the exposure to a test, risk factor,  
or intervention; the comparison test or intervention; 
and the specifi c outcome. In our example, these 
elements form the question. 

When defi ning each of the key elements of the 
question it helps to be as specific as possible
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2nd Step: Finding the Evidence  
Four basic routes

1. Ask someone: The most direct approach to fi nding 
the answer to a clinical question is to telephone 
a colleague and ask. This is still unimpressive as 
there remains, the specter of the blind leading the 
blind.

2. Consulting a textbook: Textbooks are only as 
current as their most recent reference, but they 
may suffer from the problem of experts not 
accepting the latest evidence.

3. Finding relevant article in our own reprint fi le: 
Personal reference fi les are unlikely to be large or 
cover a wide variety of problems encountered in 
everyday practice.

4. Using bibliographical database  such as Medline: 
With the availability of easy access to worldwide 
literature, the vast  resource of information can be 
applied to a clinician’s patient  problems.

Examples of evidence-based group
1. Cochrane Oral Health Group (Cochrane 

Collabration)

2. Centre for Evidence-Based Medicine, Univ. of 
Illinois at Chicago

3. Workshop on Evidesnce-Based Dentistry, Univ. 
of Illinois at Chicago

4. National Centre for Quality Assurance (NCQA)

5. Centre for Evidence-Based Dentistry, Oxford

6. Offi ce of Evidesnce-Based Dentistry, Harvard 
School of Dentistry

3rd Step
Integration of the Evidence into Clinical Practice 

(The Pico Process): Evidence-Based Decision Making in 
Process

The formality of using PICO to frame a question 
forces the questioner to focus on what the patient /
client believes is the most important problem and the 
desired outcome. 

The next steps are to integrate the evidence 
into clinical practice and evaluate one’s own 
performance.

To offer patients the best treatment for their unique 
set of problems and preferences the clinician must be

able to do the following:

1. Have accurate historical, physical, behavioral 
information about the patient. For example, 
it is necessary to perform a comprehensive 
periodontal, restorative, and occlusal examination 
on all patients .Every patient seen by the dentist 
deserves this level of treatment.

2. Find out about as many risk factors as possible 
and determine how they will modify treatment 
decisions and treatment response. 

3. Have access to the best and latest information 
about the patient’s problems and the treatment 
alternatives best suited to solve the problem.

4. Have a system for evaluating the evidence and a 
method for incorporating a new technique in the 
practice.

5. Having justifi cation for choosing the end points 
of treatment and monitoring the patient’s status. 
These include both the physical endpoints such 
as probing pocket depths, and patient-centered 
endpoints such as preferences.

Research evidence helps to decide which 
interventions are most effective. It should not 
replace our clinical fi ndings from history and 
examination, but harness our clinical intuition from 
years of experience and help us recognize gaps and 
uncertainties in our knowledge. 

The decision pathway starts with the recognition of 
the three essential elements: patient preferences, the 
evidence, and the clinician. Each of these factors are 
in turn infl uenced by a large number of antecedents. 
All of the information is used to make decisions 
that are (hopefully) the best for the patient. Good 
decisions increase the chances of good outcomes.

The four important `ES’ in evidence-based practice
As evidence-based approach emphasizes on 

patients central to decision making, research design 
should focus on therapeutic effect based on clear 
understanding between effect, effi cacy, effectiveness, 
effi ciency a each of the 4 Es play an important role 
in generation interpretation and application of the 
evidence. 

Effect: Observed association between interventions 
and outcomes. 

Effi cacy: Extent to which an intervention 
can produce a benefi cial outcome under ideal 
circumstances.
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Effectiveness: Extent to which an intervention 
produces a benefi cial outcome under ordinary day to 
day circumstances.

Effi cency: Extent to which the balance between 
the input and the output of interventions represents 
values for the resources expended (time, effort, 
money).

The Evidence-based approach as a good model for 
periodontics

The EB approach is a reasonable natural extension 
and refi nement of the current approach. Clinicians 
view the EB approach as a major step forward in 
validating the treatment they provide.

Well-controlled randomised clinical trials (RCTs) 
have not been, and may never be, performed on 
many of the periodontal procedures which have 
provided benefi t to countless patients. Of course, 
there is a strong scientifi c basis for these procedures 
and they are constantly being refi ned, improved, and 
evaluated.

The EB approach highly values clinical judgment 
and experience and places its greatest emphasis on 
the importance of the patient’s personal preferences. 

By following the basic evidence-based principles, 
payers and policymakers will be speaking the same 
language as clinicians and scientists, but there is 
also the danger of overusing the EB approach and 
applying guidelines too strictly. 

Diagnosis of periodontal disease
• PSR (CPITN sextant charting)
• Probing depths
• Bleeding on probing
• Bacterial testing 

What evidence says?
Although advances are being made in many 

areas, current evidence shows that clinical signs of 
infl ammation, clinical attachment level, probing 
depth, and radiographic imaging remain the principle 

tools for making decisions regarding diagnosis and 
treatment of periodontal  disease.

Future
• Evidence-based classifi cation of periodontal 

diseases.

• Randomized clinical trials to determine if the use 
of new tests improves treatment outcomes.

Evidence for the effi cacy of non-surgical periodontal 
therapy 
• Scaling and root planing. 
• Chemical plaque control & gingival 

infl ammation. 
• Antibiotic therapy.  
• Local delivery of anti microbials. 

 
What evidence says? 
• Systemic antibiotic therapy for management of 

adult periodontitis is not justifi ed. 
• Chemical plaque control agents (topical/

irrigation) help control gingivitis but not 
periodontitis [4].

• Locally delivered antimicrobials may be useful 
on a short-term basis when combined with 
scaling and root planing [4].

Surgical periodontal therapy 
• Surgical pocket therapy (MWF, ARF, 

gingivectomy). 
• Regenerative procedures (grafting). 
• Guided tissue regeneration. 
• Gingival augmentation / mucogingival surgery. 
• Dental implants. 

What evidence says? 
• Surgical pocket therapy reduces pre-surgical 

probing depths for periods exceeding fi ve years. 
• Regeneration can be achieved in intrabony 

defects and mandibular Class II furcations [5,6].
• Exposed root-surfaces can be covered using soft-

tissue grafts [7].
• Dental implants are successful and predictable 

[8].

THERAPY EFFECT OF SMOKING

Mechanical Therapy 
Decreased reduction in probing depth
Decreased gain in attachment level
Unclear evidence on response to therapy after quitting smoking 

Surgical Periodontal Therapy
Decreased reduction in pocket depth post surgery
Decreased gain in clinical attachment levels and decrease in bone fi ll post surgery
Unclear evidence on impact of smoking on implant success

Maintenance therapy Increase pocket depth during maintenance phase
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What are some barriers to implementation of EBP?
1. Amount of evidence available.
2. Quality of evidence.
3. Dissemination of evidence.
4. Clinical practice based on authority rather than 

evidence.
5. Little knowledge of review publications. 
6. Technical terms are poorly understood by most 

dentists.

Advantages of EBP
 1.  Improving the effective use of research evidence 

in clinical practice.
2. Using resources more effectively.
3. Relies on evidence rather than authority for 

clinical decision making.
4. Enables the practitioner to monitor and improve 

clinical performance.

CONCLUSION

When it comes to clinical expertise, there’s a lot of  
age-old wisdom going around which the clinicians 

tend to rely on. Defi nitely, knowledge handed down 
from the ages is useful but with the changing world 
scenario whatever we do needs to be substantiated 
or strongly based on evidence, with the advent of 
myriad ways of collecting evidence today .And it is 
apparent that clinicians and academicians shouldn’t 
fall behind in justifying means. Because the age of 
‘END JUSTIFIES MEANS” seems to be fading fast.  
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