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FIGURE 5

ously determined cavity outline.
The maximum amount of tooth
structure is preserved, with a
goal of tooth integrity.

The most important physical
property when considering bond-
ing material is the strength of the
material and the bond to tooth
structure. This bonded relation-
ship to the surrounding tooth fur-
ther supports the theory for mini-
mal tooth preparation and no
longer is dependent on design
undercuts for retention of the
restoration. Dr. Mount’s approach
to cavity preparation takes this
into account. This change in mind-
set and confidence in restorative
materials calls for the cavity
preparation no longer to be re-
stored subjectively, but tooth struc-
ture to be preserved for longevity
and strength. In reality, cavity
preparation should be dictated
solely by the extent of the lesion
with retention of the restoration
being dependent upon adhesion to
the remaining tooth structure.

There are also new instruments
to help us prepare small prepara-
tions. SS White has designed
Fissurotomy Burs that allow the
clinician to prepare very small
occlusal fissures. Their triangular-
shaped bur allows you to open and
explore suspect fissures.!® Smart
Burs, polymer burs from SS White,
are designed to remove only the
infected dentin, leaving behind the
unaffected dentin.2022 With this
conservative tissue removal, one
can avoid pulp exposure in deep
preparations and/or minimize the
amount of tooth structure removed
when removing infected carious
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used for minimally invasive
surgical treatment. POLICY PERSPECTIVES ON

STANDARD OF CARE

The appeal of minimally invasive
dentistry is that it proposes a
viable evidence-based standard of
care.?? The Cochrane Collabora-
tion and dental organizations,
including the ADA, have endorsed
evidence-based care, so the goal of
minimal intervention completely
supports this policy. However, the
mindset of the dental community
must also change to accept this
new philosophy and confirm use of
current materials and diagnostics,
while using appropriate coding
and reimbursement. Further-
more, new treatment protocols
must be designed to respond to
our current understanding of the
importance of the prevention med-
ical model, even when used in con-
junction with traditional surgical
approaches. Reimbursement is-
sues will drive this in the future.

ETHICS AND THE PATIENT'S

RIGHT TO KNOW

Given a choice, patients usually
elect nonsurgical treatment. With
the growing health debate and
rising awareness of the impor-
tance of prevention, patients will
begin to question why restorative
(surgical intervention) is chosen,
repeated, or perhaps offered with
no alternative treatment. It be-
comes essential for the contempo-
rary dentist to propose and sup-
port alternative methods of caries
diagnosis, medical management/
prevention, and intervention.

REIMBURSEMENT ISSUES FOR
EVIDENCE-BASED DENTISTRY

Today’s evidence on minimally
invasive dentistry is clear. How-
ever, there is a lag in information
flow between current accepted
dental procedures and current
evidence-based dentistry clinical
standards from state boards to
dental practice.?3

The conductivity of information
about minimally invasive den-
tistry has been impeded by a num-
ber of factors. First, scientific infor-
mation moves slowly from rarely
read journals by busy practition-
ers who cannot change their sys-
tems quickly to the current design
of continuing-education programs
that focus on popular figures, not
necessarily scientific experts.

Reimbursement may be the
biggest barrier to adoption of min-
imally invasive dentistry in the
United States. In a 24/7 news and
information world, it is hard to
believe that accepted dental cod-
ing standards are reviewed every
two years. Yet they are. For exam-
ple, with two caries-detection
devices on the market in the
United States, these could not be
reviewed for coding for reim-
bursement until 2007. Even G.V.
Black would be horrified that
artificial intelligence in today’s
information age isn’t being used
to provide reimbursement for evi-
dence-based dentistry. The auth-
ors are concerned that strength of






