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Evidence-based dentistry is
much more than
randomised controlled trials
and must always be
regarded as an adjunct to,
and not as substitute for,
sound clinical judgement
and patient preferences.

editorial

Evidence- based
healthcare: avoiding ivory
tower research?

everal individuals and organisa-
Stions have gradually recognised the

value of applying evidence-based
health care in dentistry (EBD). The two
centres focussing on EBD, The Center for
Evidence Based Dentistry! and The
Cochrane Collaboration Oral Health
Group? are both located in UK. Thus far,
much of the activity within EBD is cen-
tered in UK.? A survey was therefore ini-
tiated to appraise possible EBD activities
in main-Europe.

European Cochrane Centres were con-
tacted for possible interest in EBD. In
addition, a Medline search under the
MeSH headings ‘Evidence-based Medi-
cine’ and ‘Dentistry’ gave an overview of
the present EBD activities. The members
of the Cochrane Oral health group with a
European address outside the UK were
also contacted for details.

Very few activities in EBD in Europe
could be identified. Two active EBD-
groups were identified in Aarhus, Den-
mark and in Cork, Ireland. The Aarhus
group is at present implementing a sys-
temnatic review for the Cochrane collabo-
ration on ‘The effectiveness of
potassium-containing toothpaste in
treatment of dentine hypersensitivity’.
The Cork group is setting up a pilot study
to look at endodontics. Answers from
individuals indicated an interest in spe-
cific fields of dentistry such as surgery
(G. Camilleri, Malta), cost-efficiency (P.
Sendi, Switzerland) and radiography (P.
Mileman, Netherland).

A second EBD initiative in Europe was
a meeting of the Scandinavian Society
for Prosthetic Dentistry in August 1998.
The main topic was EBHC applied to
prosthodontics, with speakers invited to
present existing evidence for choice
among therapeutic modes, and alterna-
tive dental materials in prosthodontics.

On the whole, it appears that the dental

profession, clinicians as well as scientists
so far hesitate to start to practice EBD.
There may be several explanations for
this. The most obvious explanation is the
lack of information about EBD.
Although there have been editorials and
subsequent letters on the subject in some
major journals, the topic has not been
followed by more in-depth papers.

It is also possible that many still con-
sider that the quality of research present-
ed in dental journals is secured through
existing systems for granting. Unfortu-
nately, this is not necessarily so. It can
even be argued that EBD is a misnomer
because in our field ‘everybody is aware
of the requirements for presenting high
quality research’ If this statement holds
true, how do we explain the conflicting
clinical conclusions drawn from the
available ‘scientifically based knowledge’
presented in our field? However, there
may also be more fundamental problems
with implementing EBD in the dental
profession.

The first step when practicing an evi-
dence based approach is to be able to
frame answerable questions from clinical
problems.” This step can be regarded as
equivalent to the first step in problem
based learning (PBL). However, on a
world basis very few dentists have been
trained to use PBL in their daily work-
situations. Only recently, PBL has been
implemented in the curriculum in some
dental schools. The great majority of
dental schools have based their curricu-
lae on teaching and thinking identical to
the Flexner reports at the beginning of
this century. It may prove extremely diffi-
cult to persuade dentists to radically
change their strategies to solve patient
problems in clinical situations.

Due to the sheer volume of scientific
information available, a computer is
needed for accessing and sifting data.
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Two problems are apparent. First, a func-
tional computer-network infrastructure
is required. This is at present available
only in few countries or regions. Second-
ly, although the level of computer skill is
increasing in the population, many den-
tal professionals are still unfamiliar with
advanced use of the computer. Although
the future is here it just is not within
everybody’s reach yet.

EBD can so far offer only limited help
in many clinical areas where there isn’t
evidence about a treatment. A striking
feature of dentistry is that there is rather
limited solid evidence for the majority of
therapeutic interventions. More serious
is that much of what is being presented to
dentists as ‘progress’ can hardly be
labeled scientific. For example, although
it is agreed that the proper study design
to evaluate therapeutic interventions is
the randomized controlled trial (RCT),
many journals still mostly publish ‘fol-
low-up’ or ‘what-we-have-done’ retro-
spective studies.

The dental community should strive to
document optimal evidence based prac-
tices in order to improve patient treat-
ments. There are large gaps in our
knowledge. The experts on clinical den-
tistry are, and have always been, the clini-
cal  practitioners. Basic  problem
formulations and identification of grey
areas should come from the front line
health workers and not from bureau-
crats, physicists or statisticians. This
implies further that the ideal environ-
ment for producing evidence-based
research is the general dental practice,

not in the dental schools, not in the labo-
ratories and not in institutions.

It may be argued that randomised con-
trolled trials are usually carried out in
controlled patient groups. Thus, the
results may not be valid for the extremely
heterogeneous group of patients
encountered in a general practice. How-
ever, EBD is much more than RCT, and
must always be regarded as an adjunct to,
and not as a substitute for sound clinical
judgement and patient preferences. Evi-
dence based tools are still crude in help-
ing dentists translate the results of
studies into advice for individual
patients. However, as the evidence based
approach gains momentum, it is hoped
that pertinent evidence can be generated
through research. Perhaps some day
there may be enough group data to be
relevant for individual health care prob-
lems.
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