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No shot, no drill dentistry!

Mast restorative dentistry is applied to restoring the failures of
previous restorafive dentistry. Clearly, many of the materials
and clinical technigues in current use leave plenty of room for

improvement.

The advent of the high speed ai
rkine eoincided with a massive
increase in teoth prepaation for
restorative procedures. Unforunately,
teeth were prepared heyond  their
capacity m maintain their internal
integrity and use of non adbesive
restorabive  malerials  assured
increasingly complex and  invasive
reslarative procedures.

Reducing the oycle of iatopenic
repair calls for substantial reductions
o the amount af eoth preparation
heing carried cut. This i lurn
rerjuines the diagrosis of caries at the
carliest  levels,  whers  either
remineralization procedures can e
anplied ar else minimal amounts of
tissae removed looa paint where
remineralization becomes 4
predictable procedure.

The current use of rotary cuthing
instrumients dres not fit well into a
minimalist  philosophy of  tooth
preparation as clinicians  have
limitee  akilities to identify the
reminerahzable boundaries of 2
lesion, Toaoth preparation usually
extends well bevond this paint,

Air abrasion enables dentists 1o
preferentially remove demineralized
enamel and accurately contain looth
preparation to minimize the access
required o carious denting under-
neath. The fiscal cost of air abrasion
technalogy has substantially reduced
over the past fow vears, A far greater
acceptance amongst dontists will
oprcur ance management of the
particle pleme has been achieved.
Air abrasion will not remove
softened carious dentine and an
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alternative means of tooth removal is
resquired. The wse of an excavator o
remove caricus dentine s far o
controlled than rotary preparation.
Although this process tends o lezve
residual carious dentine behind, The
addition of Carisobe solotion to
hand excavation facilitates caries
remaval and cnables clinicians o
minfe accurately. determine the non
reenineralizable,  remineralizable
interface with the lesion, While this
trechnnlagy s fime consuming and
the casl remains relatively high,
advantapes  of  painless  canies
remrval @nd accurately identifving
the boundaries af the lesion, along
with improving  delivery systems
affards many benefits over rotary
lacth preparation.

Kesin based bonding svalems require
remnival of tissue to sound dentine.
Glass ionomer cement will adhers 5o
remmineralizabie denting and eventually
initiate tissue repair, @ subsfantal
henatit aver resin hased systems.

A case study

The  Jollowing  clinical  case
demonstrates the resturativn of beo
initial lesionz on loweer molar tocth
based  upon  the  principles  of
‘mimimal interventicn destistn?

The patient is a woung adult whao
presented after several years of “post
pubescent independence’. In ather
wardls, his mother caased some time
ager b make his cdental appointrnents.
There wers clearly b occlusal cavites
presenl on teeth 36 and 26 (Fig. 1)

"Henry Schien Regeonal, N5W

Fig. 1. Twa occlusal cavities present on
Teerdh 36 avneld B

A Diggrodent was wsed 1o contirm
the visual appearance of the cavitics
giving a reading in the low twenties
an both stained areas (Fig. 21, The
Magnodent is a valuable diagnostic
instrument. Readings helow 14 indicate
with a high depres of certainty that
carics ane nob present within the
fonth. Readings abawe this reguine
careful diagnostic investigation o
cuniinm the preserce of caries. An
increased reading after cleaning out
the fissures indicated caries present
and a edeced reading suggests that
the reading was duc o contaminants
in the fissurs.

Inital woth preparation was carried
nut without local anaesthetic using
air abrasion (Fig. 31, Air abrasion will
priderentially remove demineralized
eramel but alsg enables precision
enamel removal to expose carious
dentine undernzath

Fig. 2. A DNagrnodent was used to

confirm the viswal appesramce of e

cavilies giving a reading in the low
twentics on both stained ares.



Fig. 3. Inittal tooth preparation was

carvied oul withou! focal anaesthetic

usirg air abrasion.

solution

A small amount of Caris
was activated using the man
instructions  and applied
lesicns with a miicra Brush (0
Once activated the Cari
a limited active phase
shewilel th
specific amount required for sach
application.

Ta tacilitate carles removal the walls
and floor of the cavity were “scraped’
with a special non-cutling eecaviluor
supplied by the manufacturer (Fig. 51

In principle, the wse of a non-cisting
excavator  will  remove  non

Fig. 4. A small amount of Carisoly

seflulion  was  activaled wsing  the

manufactre’s instrictions and applicd
I'o the lestons with o microe Brosh,

Fig. 5. Te facilitate caries removal the
walls and floor of the cavily were
‘scraped” with a special non-cutting
excavator supplied by the mamufad turer.

remineralizable denting and  leave
the remineralizabde denting intact. &

madar zed NIy ng rolary
excavator s available from  the
manidacturer,

Adter several applications of Carisaly,
ithe actual aumber reguined dependent
L

the size and extent of the
the & ah

ies were washed ard
olri d a sharp instrument passed
over the Cavity surfaces o confim a
hard surface although sl bearing

Fig. 6. After several applications of

Carisaly, the cavities were washed amd

dried amd a sharp instrument passed

over the cavity surfaces to cenfirm a

hard surface although still bearing
sanne staining at the base.
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(Fig. 6. The
rs of Carisale maintain
that anly the non remineralizable
dentine is removed  during  (his

application enabling the glass
fnnomer ta hond to the cavity surace
arnd assist with the remin iFation

of the remaining =oftened dentine.

Prior o placement of a glass ionamer
restaration, the cavitic
etched tor 160 seconds with p
acicl sneliticmed with p
ig. 7). Etchie
5 rather an esob
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L odrgurment as the

=

Fig. 7.

Pricar fo placement of a plss
fonomer restoration, the cavities may
eilter be elched e 10 seconeds wilh
phaospharic acid or conditioned with

perdy acrylic acid,
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clinical outcome
15 e=sentally

f mither procedune
the sam.

After  washing  and  drying  the
preparations with ol free air, ar
resistant glass ionomer cemant was
placed into the cavities and tampsed
down with a micro brush (g, 8
Linlike resin basedd ha syalems,
glass ionomer cements may be used
clinically at the unremineralizeable.
remincralizable dentine interfacs,

Fig. 8. After washing amd drying the

preparations with oil free air, wear

resistant glss onomer cemenl was

pliaced inte the cavities and famped
dhowert wille a micra bresh.
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contaured into the fissures ancd a
light activated resin applied o

|'.rl']1‘-:-'|.'r the -‘m-‘t.rirL; cEment prior o

Fig. o The glass jonomer cemen! was
condoured infe the fissures and a light
achivated resin applied to profect the
maturing coment peior to romoval of
the rubber dam and final occlusal
adjestment hefore the palient was

disimissed.

e of the rubbier dam and fina
o lus adjustment  heiore  the
palient was dismissed (Fig, 9

This minimal restorative procedure
attacds the teeth every chance of naot
renuiring furihesr ¥
threughout the patient’s life.

eryerlian

il cavity preparation assures
the integrity of the tooth, Plagement
of a plass ionomer restoration that
rlnes nat encrmach upon centric stops
will remain funclionally in place for
MANY YBars. ul




