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Editorial  Scientific Studies Point the Way:  
A Wise Therapist Chooses the Path

doi: 10.11607/prd.2018.5.e

Substantial emphasis is currently being 
placed on using available scientific evi-
dence for clinical decision-making. A recent 
insightful editorial1 points out some of the 
pitfalls that can accompany reliance on only 
evidence-based data. Articles are also pub-
lished pointing out that statistical significance 
does not necessarily indicate clinical signifi-
cance.2 As valuable as such articles are, they 
explore only part of the problem. Clinicians 
still seem to differ frequently and harshly on 
how to treat periodontal disease, published 
studies notwithstanding. In an attempt to 
clarify the basis of recommended evidence-
based therapeutic solutions, a review of how 
such conclusions are reached may be useful. 

Research Methodologies

Reporting average differences in periodontal 
comparative therapy studies, as many do, is 
suitable for measuring general population re-
sults and trends, if the sample sizes are large 
enough to self-sort out variables between 
test and control groups. But for practical rea-
sons (such studies require some 1,000 sub-
jects or more, much time, and major funding), 
there are few such studies related to peri-
odontics. Even if such studies did exist, they 
still would not tell us how a particular patient 
will respond. The alternative has been pro-
spective, randomized, tightly controlled stud-
ies, which are, by practical necessity, typically 
of a much smaller sample size. The problem 
here is that results from studies with tightly 
controlled variables, while regarded as the 
gold standard, are in fact not necessarily suit-
able for extrapolation to a given individual in 

the general population either. Those results 
strictly apply—and even then, typically only 
on average—to patients who meet all the in-
clusion and exclusion criteria. This represents 
just a fraction of the population seeking 
periodontal care. While descriptive statisti-
cal studies can be valuable, they are subject 
to the same problems of using mostly aver-
ages in relatively small sample sizes, and 
commonly with uncontrolled variables. Some 
studies may report percentages and odds or 
risk ratios; such data can be helpful, but it still 
does not allow for the numerous variables in 
a given patient. Neither can meta-analyses 
adequately address these problems. 

Additionally, many studies are of a short 
duration relative to the long-term chronicity 
of periodontitis. The ubiquitous use of surro-
gate indices (eg, pocket depth, attachment 
loss, bone levels) raises questions as to their 
accuracy in predicting ultimate prognosis. 
There is also a dearth of evidence regarding 
how patients perceive the outcomes of non-
surgical or surgical therapy. In all these stud-
ies, careful note should be taken, inter alia, of 
study design, selection criteria, sample sizes, 
time, data ranges and standard deviations. 

Probably the greatest value of most of 
our therapy studies is to show us what is bio-
logically possible, perhaps even probable in 
certain circumstances, and so incorporate 
those results into our thinking. However, av-
erage group data does not necessarily apply 
to any individual, no matter how strong the 
statistical significance in a given study. Varia-
tions in age, systemic health, diet, medica-
tions, habits, finances, psychology, esthetics, 
planned restorative dentistry, past surgery, 
oral anatomy, lesion anatomy and severity, 
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among other factors, are important 
patient variables that all play a part 
in deciding on the most suitable 
treatment for each unique patient. 
No study can account for all these 
variables in a given individual. 

In addition, experienced clini-
cians would generally agree that, for 
a given amount of bone loss, single-
rooted teeth seem to have a differ-
ent prognosis from posterior teeth 
with furcation involvement, and giv-
en different therapies, may behave 
differently. Anatomically different 
lesions may also respond differently 
to different therapies,3 and so on. A 
mouth with essentially a full comple-
ment of natural teeth can often be 
treated more conservatively, but the 
whole situation changes when exten-
sive restorative dentistry is planned, 
especially if subgingival margins are 
unavoidable. Unfortunately, compar-
ative treatment studies don’t really 
address these important variables, 
and yet these are significant added 
stresses to maintaining a healthy 
periodontium. 

Following on this, we don’t usu-
ally cure periodontal disease—we 
more typically control it, as the pre-
disposition remains. To do so ef-
fectively, it is important to maximize 
home and professional maintenance 
efficacy, especially with extensive re-
storative dentistry. This goal is most 
readily obtained with minimal pock-
et depths and supragingival crown 
margins whenever possible. Aside 

from needed clinical crown length-
ening, the main rationale for osseous 
surgery is to obtain the maximum 
and most predictable pocket reduc-
tion4 and thus ease and efficiency 
of maintenance (plaque removal).5 
It is not a cure per se. While regen-
eration is the preferred goal, in many 
situations this goal is still unpredict-
able or unsuitable. There is therefore 
at this time a place and a need in our 
armamentarium for all the popular 
modes of therapy. A good perio-
dontist thus needs not only scientific 
knowledge and keen clinical judg-
ment, but also skill in a wide range 
of therapies. 

Scientific studies should cer-
tainly influence but should not 
blindly dictate the way we look at 
problems. Current absence of proof 
is not proof of absence! There is so 
much we still do not know; only hu-
bris would permit conviction that we 
have the truth at any point in time. 
“Facts” change. It is still up to thera-
pists to use their judgment in choos-
ing the appropriate treatment for 
a given patient (or even quadrant 
or lesion), based on our scientific 
knowledge and experience, as well 
as on our unique patient’s variables. 
Expert opinion and experience are 
not rivals to well-controlled stud-
ies, but partners. Conclusions from 
evidence-based studies are cer-
tainly important considerations but 
may present problems such as study 
design, funding sources, or therapy 

directions based on averages. We 
should not blindly base therapeutic 
decisions on published averages 
or rules—rules are substitutes for 
thinking. Scientific studies point the 
way, but a wise therapist chooses 
the path.
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