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Treatment. I. A Strategy for
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This article is first in a series of reports describing an evidence-based
approach for evaluating information associated with periodontal freat-
ment. Two main differences disiinguish this approach from the traditional
one, which is based largely on clinical experience. The evidence-based
approach requires that investigators emphasize the importance of unbi-
ased data (evidence) and use specific rules of evidence to quantify their
recommendations. Search, evaluate, and rank are the three steps used for
gathering information from the literature. The information (evidence) can
then be used to formulate new decision pathways, practice guidelines,
and freatment recommendations.
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Career demands and eco-
nomic pressures have made it
more difficult for practitioners fo
keep up with the rapidly
changing field of periodontal
treatment, New diagnostic aids
and therapeutic modalities are
being infroduced with claims
for improved patient care, but
their value for individual
patients remains unclear. At the
same time, managed care and
cost-containment efforts are
pressuring the clinician fo base
health-care recommendafions
on scientific, unbiased informa-
tion. In the future, the rationale
for the choice of a diagnostic
or freatment modality may
have to include evidence of
fangible benefit (outcome) for
that parficular patient’s clinical
circumstance for the cost of
treatment to be reimbursed.
Many clinical trials designed
in the past and proclaiming the
efficacy of a particular product
or approach o freatment may
not meet today's rigorous
investigative standards. For
example, clinical case studies
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demonstrating proof of princi-
ple were parlayed into large
numbers of consecutive cases
and “bigger” studies. The results
were offen taken as "proof” of
the ability of the product of
technique to work, What was
not and could not be derived
from many of those classic
dental studies was the determi-
nation of the intrinsic value of
the product or fechnigue itself
or its predictability on an indi-
vidual patient basis. Exactly
how many patients must be
tfreated with a specific proce-
dure before a successful result
is obtained or what number of
patients must be treated to
prevent an adverse event has
been an important considera-
tion of the evidence-based
approach in medicine.

In the 19850s, the random-
ized clinical frial (RCT) was
infroduced to overcome the
systematic errors and persondl
biases of individual proponents
of a new therapy. Bias in
patient selection and practi-
tioners’ opinion were also
reduced with this methodology.
Today the RCT is the standard
of evidence needed to
demonstrate the efficacy of
drugs, diagnostics, and surgical
therapies. The RCT may be per-
formed in a variety of clinical
settings, such as private prac-
tice or university clinics.

Since the introduction of
the RCT in the 1950s, thousands
of RCTs have provided unequiv-
ocal value in improving human

health. The tremendous prolifer-
ation of RCTs, studies, datd,
reports, and hype has resulted
in the development of new pro-
cedures for clarifying the results.
One of these procedures,
meta-analysls, is an increasingly
popular and stringent statistical
method that has received wide
acceptance. Results of meta-
analyses have been used fo
allocate resources and sef
freatment and reimbursement
policies. Some authors believe
that meta-analyses may ulfi-
mately have as profound an
effect on setting freatment pol-
icy as have randomized frials
themselves.?

This arficle is the first in a
series of reports describing a
new approach and strategy for
evaluating information and
innovations associated with
periodontal treatment. Using
the principles and methods
described in these reports, clini-
cians can decide how (if at all)
they should modify their prac-
tice to provide patients the
best treatment based on the
quality of available evidence.

There are two fundamental
differences between the evi-
dence-based approach and
traditional clinical experience
and case reports. First, the
evidence-based appreach
places much more imporfance
on the clinician’s use of guanti-
tative, unbiased data (evi-
dence) fo support specific
treatment decisions. Second,
the evidence-based approach

requires that specific and
explicit rules of evidence be
used fo help quantify the clini-
clan’s recommendations fo the
patient. When scientific evi-
dence is available, the clinician
is obligated to incorporate this
knowledge Into patient care.

The clinical dilemnma

A busy dentist in a private prac-
tice greets the patient and
begins gathering information
that will form a large part of the
diagnosis and freatment plan.
Ms J is a 38-year-old woman
who does nof routinely take
any medications. A careful
review of her medical history
revedls no medical problems.
Ms J has a relatively healthy
periodontium with the excep-
tion of what appears to be a
wide (combination two- and
three-walled) intfrabony defect
distal tfo the mandibular left
second molar (Figs 1a and 1b).
Probing pocket depth of this
defectis 10 mm, and purulence
and bleeding on probing are
present. Before any discussion
about the clinical findings takes
place, the patient inquires
about an article she recently
read regarding a procedure
called guided fissue regenera-
tion and asks whether or not
that type of procedure would
be indicated in her case.
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Fig la Introoperative view of the infrabeny defect. Fig 1b  Precperative radiograph.

Typical decision pathway

The dentist in this scenario has
some personal experience in
regenerative procedures asso-
ciated with intrabony defects,
but is uncerfain how success-
fully that procedure would
work in this exact situatfion. The
practitioner’s limited clinical
experience makes an estima-
tion of predictability much
more uncertain. Recollection of
previous discussions with col-
leagues provides little guid-
ance, because some clinicians
have claimed to have had
consistently great success,
while others admit that they
have had the same problems
with predictability. The dentist’s
feeling of uncertainty s
strengthened by the discrep-
ancy between personal cxperi-
ence and the apparently
excellent results documented
in the literature and reported in

continuing education courses.
Privately these inconsistencies
are disturbing, buf based on
clinical experience, the dentist
explains fo the patient that
guided tissue regenerafion
could be attempted to treat
the defect behind the mandibu-
lar left second molar. The den-
tist explains that while there
have been some reports of
success, he personally finds the
procedure to be unpre-
dictable. It is sfill, however, Ms
J's best treatment opfion. The
patient leaves the consultation
feeling uncertain about how to
proceed and wonders if
extraction of the footh, men-
tioned by another denfist,
might not be the best option.
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New decision pathway—Badsed
on the evidence

In an effort to answer the
pafient's guestions based on
the evidence, the dentist goes
to the personal compufer,
which has access fo a medical
(and dental) literature data-
base, MEDLINE (National Library
of Medlicine, Bethesda, Mary-
land). A literature search is con-
ducted to determine what
information is available on Ms
J's clinical situation. The dentist
realizes the difficulty in keeping
up to date with all the latest
research and clinical innova-
tions, yet feels a greaf sense of
responsibility fo provide the best
care available. The literature
search is limited to the last 10
years and focuses on specific
headings given for the com-
mand-driven search (Fig 2).

The search yields 23 arfi-
cles, The dentist reviews the
abstracts that were printed.
Fourteen arficles are selected
that appear to be well done
and directly relevant to the
patient’s problems. These arti-
cles are then printed in full,
read, and ranked according to
recognized rules of evidence.

The search also produces a
great deal of indirect evidence
in the form of case-controlled
and/or case report citations.
There are, however, a number
of articles that are directly
relevant to Ms J's exact prob-
lem. Strong direct evidence
that was both clinically and

statistically significant was
found. The information indi-
cates that twe- and three-
walled intrabony defects disfal
to terminal mandibular molars
should predictably respond fo
guided fissue regeneration. In
fact, the evidence clearly
demonstrates that guided tis-
sue regeneration is the type of
regenerative therapy that will
most predictably achieve the
clinical outcome that both the
dentist and fhe patient desire.
The dentist in this scenario,
therefore, does not have to rely
solely on clinical experience
when talking fo the patient. The
information generated in the
search permits the patient and
the practiticner to have a bet-
ter understanding and confi-
dence regarding appropriate
therapy. The evidence also
helps the patient to better
understand the ratio of risk to
benefit for this procedure. The
patfient leaves the consultation
able to make an informed
decision about the use of
guided fissue regeneration fo
freat the problem.

We are not suggesting that
a literature search be a part of
every clinical decision. In fact,
most freatment decisions are
easily managed through clini-
cal experience. This new deci-
sion pathway should be consid-
ered as a supplement to
upgrade clinical judgment and
experience in areas where the
clinician desires access to the
most current information.
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A. Searchstrategy 7S (GUIDED()(TISSUE OR BONE)()(REGENERATION OR GENERA-
TION) AND (INTRABONY OR INFRABONY OR INTERPROXIMAL OR
2()WALL OR 3()WALL OR THREE()WALL OR VERTICAL
()DEFECT(2N)DEFECT? ?) AND PY=1984;1994/ENG/HUMAN

GUIDED
TISSUE

BONE

REGENERATION
GENERATION
GUIDED(W)(TISSUE OR BONE)(W)(REGENERATION
OR GENERATION)
INTRABONY

INFRABONY

INTERPROXIMAL

2

WALL

2(W)WALL

TWO

WALL

TWO(W)WALL

3

WALL

3(W)WALL

THREE

WALL

THREE(W)WALL

VERTICAL

DEFECT? ?
VERTICAL(2N)DEFECT? ?

PY = 1984/ENG : PY=1994/ENG

C. Resulf of search ~ S3 23 (GUIDED()(TISSUE OR BONE)()(REGENERATION OR
GENERATION)) AND (INTRABONY OR INFRABONY OR INTERPROX-
IMAL OR 2()WALL OR TWO()WALL OR 3()WALL OR THREE()WALL
OR VERITICAL(2N)DEFECT? ?) AND PY =1984:1994/ENG/HUMAN

Fig 2 Prinfout of the MEDLINE search used in the clinical scenario. (A) Search strafegy. The search terms used (found within the
parentheses) are fermed concepts. The concepts are grouped and the compulter program is told to search the English litera:
ture, evaluating human studies from 1984 fo 1994, (B) Defailed findings of each term. The number next to the term indicates the
numkber of arficles found containing that particular term. For example, 7,695 arficles containing the term guided were found in
the database. (C) Resufts of the search. Twenty-three articles (in English) on the ufilization of GIR in human intrabony defects

were published over the last 10 years.
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Decision pathway

Ms J

Examination
10-mm defect on distal aspect of
tooth 18: bleeding on probing,
purulent; mabile; no significant
medical history, nonsmoker

Diagnosis
Chronic localized
severe periodontitis

Treatment plan
Undecided

r i [ ]
Patient preferences |

[ Technical limitations
| Interest in regeneration

Are malenials and technology
available to solve problem?

Clinician’s limitations
Does the clinician have the
experience and knowledge

Yes to treat the problem?
Limited experience

Treatment options

Literature search and E

Treatment ‘
critical review

Treatment within

|
standard guidelines

Decision trees
Patient factors

Defect factors

Procedural guidelines
Preoperative
Surgery
Postoperative

| )|

Fig 3 Decision pathway using the evidence-based approach (the decision path-
way for the sample patient Ms J is in italics). Routine examination. diagnosis. and
treatment plan., lead fo freatment options. If there are uncertainties regarding freat-
ment or further Infarmation is desired, then the evidence-based approach is uiilized,
The literature search and critical review are accomplished, vielding appropriaie
decision trees and procedural guidelines. When decision support is nof required,
treatment occurs within normal guidelines.

Evidence-based freatment

Ms J selected guided tissue
regeneration as freafment for
her periodontal problem. The
challenge for the clinician now
is to translate limited clinical
experience into a successful
outcome for the patient. To do
this, the dentist uses the same
evidence-based approach to
evaluate guidelines, parame-
ters, decision frees, and algo-
rithms, all of which help the
clinician both diagnose the
problem and select proce-
dures that result in predictable
outcomes (Fig 3). (Decision
frees, algorithms, and guide-
lines for a variety of clinical pro-
cedures associated with regen-
eration will be presented in
subsequent articles In this
series.)

Following fthe decision
pathway algorithm (Fig 3) the
dentist performs an examina-
tion. makes a diagnosis, and
arrives at the next step—the
formulation of a treatment
plan. At this point, the dentist
evaluates the patient’s prefer-
ences, the known technical lim-
its of the procedure, and his or
her own clinical experience
and limitations. If the dentist is
satisfied that the therapy is
within his or her range of ability,
freatment is rendered within
standard guidelines. If there are
uncertainties, a literature
search is performed, and the
dentist encounters o series of
articles that describe, In the
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Figda An e-PTFE membrane in place over the defect ir
Fig 1o

form of declsion frees and
annotated algorithms, the lat-
est information about increas-
ing predictabllity. As the dentist
evaluates the patient selection
decision tree and the defect
selection decision tree, he or
she notfes that all of the patient
and defect selection variables
appear to be in favor of a pre-
dictable result for Ms J.

Evidence-based Preoper-
ative, surgical and postoperative
decision free guidelines are fol-
lowed, bolstering the dentist’s
limited experience. Two weeks
later, an uneventful surgical pro-
cedure takes place (Fig 4a). The
freatment resulfs In @ successful
and sustainable ocutcome, mea-
sured 6 years later (Fig 4).

The principles used in the
clinical freatment of Ms J can
apply equally to discussions
between students and teach-
ers and between providers
and third-party administrators.
Clinical treatment decislons are
enhanced by an objective, sys-
tematic, and rigerous evalua-
fion of the evidence. The
change of emphasls, as seen in
Ms J's scenario, is character-
ized by the absolute require-
ment that the clinician read
and crifically "grade” the litera-
ture and subsequently use it To
guide clinical practice. The crit-
ical evaluation may appear fo
be difficult, but it is the critical
evaluation that provides the
value.

Six-year postoperat
Drecperative radi

g-term result has been achieved,

2 radiograph of the area shown
aph (Fig 1b), tndicating a favor-

Traditional strategy for
clinical decisions

Dental education provides d
framework or model for clinical
decision making based on
knowledge learned while the
dentist was In school, yet the
most substantive clinical experi-
ences are gained following
dental school and/or postgrad-
uate confinuing education. In
this traditional education
model, decision pathways rely
on the unsystematic clinical
experience of the clinician or
that of another "expert” in the
field—the so-called clinical
judgment.

When unusual problems
occurred, as was offen the
case, these traditional sources
of information provided an
array of different suggestions
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for patient care. Solutions were
further confounded by the fact
that dental training, and peri-
odontal training in particular,
was often packed with clinical
tfraditions and biases based
more on history than on evi-
dence. Although the discipline
of periodontolegy has its history
embedded in a foundation of
bioclogy and sclence, periodon-
tists have sometimes segre-
gated into camps—each with
a different philosophy, depen-
dent on where the proponents
were trained. This almost reli-
gious fervor was perpefuated
by charismatfic leaders in con-
tinuing education. The mes-
sages and suggestions were
often taken on faith based on
the reputation of the messen-
ger, and data were used selec-
tively fo support a particular
position. What was (and is)
often missing from this ap-
proach were unbiased con-
trolled data, collected and
analyzed according to today’s
standards.

The value to the clinician
of rigorous, scientifically col-
lected clinical data is directly
correlated to the quality of the
data. Although anecdotal
reportfs, case studies, and
descriptions of technigues are
extremely valuable in the dis-
covery of new information, they
are not considered to be the
kind of evidence that estab-
lishes a basis for the best-qual-
ity decision making about the
predictability of treatment.®
The Iinadequacy of this
approach to dafta collection
and decision making is becom-
ing more apparent as clinical
demands and external pres-
sures on the dentist increase.

Dangers of uncontrolled
observations

In clinical practice, there are
usually no control or placebo
patients, so efficacy of a partic-
ular freatment may be overesti-
mated. Treatment responses
are also more likely to be rec-
ognized and remembered
as favorable in compliant
patients.® The observations of
compliant patients, however,
may be incorrect and, more
importantly, lead to erroneous
conclusions about the true
efficacy of a treatment. Com-
plicnce itself, rather than the
actual experimental freatment,
may even account for some of
the improved outcomes,
Sometimes highly compliant

patients in the placebo groups
of RCTs have better oufcomes
than the noncompliant
patients in the same placebo
group. Because both groups
are receiving placebos, it can
be concluded that compli-
ance itself, rather than the
actual experimental treatment,
may account for some of the
improved outcomes. In peri-
odontal freatment, clinicians
often assume that the benefi-
cial outcome resulting from a
particular freatment performed
for a highly compliant patfient
indicated that the treatment is
efficacious. Similarly, the partic-
ular individualized way in which
the dentist performs a specific
freatment is often interpreted
as the key to success. As stated
previously, these ocbservations
may not be correct, because
the conclusions were derived in
an uncontrolled clinical sef-
ting—the clinical practice. In
this environment, both the
placebo effect and the desire
of the patient and clinician for
SUCCess can cause both parties
fo overestimate efficacy.®
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Ihe foregoing should not be
consfrued as a recommenda-
tion to discard uncontrolled
observations made by clini-
cians. For many procedures in
periodontics, randomized clini-
cal trials have not yet been car-
ried out. In many other cases,
the overwhelming evidence of
efficacy from cohort and con-
secutive case studies make
RCTs unnecessary. The bottom
line is fo base freatment recom-
mendations and decisions on
objective, controlled data
whenever possible. If the practi-
tioner accepts this conclusion,
he or she will emphasize the
importance of critical evalua-
tion of the evidence to help
solve each patient’s individual
periodontal problems.

How may the evidence-
based approach affect the clini-
cal practice? Some possibilities
include (1) the clinician’s ability
to manage the increase in pres-
sure from third parties to man-
date or benefit only those treat-
mentfs whose efficacy has been
demonstrated by evaluation of
the evidence; (2) less reliance
by clinicians cn “soft” informa-
tion, such as nonrefereed jour-
nals and advertising, and (3)
development of evidence-
based procedural guidelines
and parameters of care by pro-
fesslonal organizations and
commercial companies.

New strategy for clinical
decisions

The evidenced-based method
of clinical decision making
reguires that the dentist know
how to conduct a literature
search for evidence. After infor-
mation Is gathered, the dentist
must then apply some specific
rules of evidence.®’ This
process enhances accuracy in
interpreting literature on causa-
tion, prognosis, diagnosis, and
freatment strategy. Evaluation
of expert opinions can similarly
benefit from this objectivity. In
the end. the final freatment
decisions will be based on an
amalgamation of clinical expe-
rience, evidence, expert opin-
ion, and patient preferences.
The approach we are recom-
mending has been used exten-
sivaly in medicine, and it is
based on a large body of liter-
ature developed by the
Evidence-Based Medicine
Working Group.®

In the past, access to
large databases and the
learning of skills associated
with information refrieval
were reserved for those
investigators and clinicians
doing research or writing
papers. Today. every clini-
cian must become farmiliar
with this essenfial ingredient
of clinical practice. Access
fo literature-retrieval services
via the personal computer
or through reading journals
and attending meetings is
simple, economical, and
essential. Of course clinical
experience and infuition
should always be relied on
fo interpret new dafa and
creatfe new knowledge.

The challenge to dental
professionals is to apply the
results of dental research fo
clinical practices. Most busy
clinicians want to provide
effective care buft are
sharply restricted in time. This
Is not an article on research
methods: it is a framework for
using, not doing, research.
Knowing how to use the
results of an objective evalu-
ation of the clinical literature
is essential fo providing opfi-
mal patient care. Ms J and
her dentist benefited from
this approach,anditcanbe
assumed that subseguent
patfients who had similar
periodontal preblems also
benefited.

Volume 15, Number 1, 1995



—_ A~ T n

80

Sources of clinical information

Clinical useful information
comes primarily from two
sources: the individual patient
and research. To provide the
most effective care, the clini-
cian needs both. To collect use-
ful information about the
patient, the clinician must take
a careful history and conduct
a comprehensive examination.
Clinically relevant information
can also be obtained from the
literature.

Ihe literature search

An effective and valuabile liter-
ature search should include
systematic and quanfitative
overviews, such as meta-analy-
sis, whenever possible and
available. Practice guidelines,
such as those developed by
the American Academy of
Periodontology.® decision
analyses, ' and economic
analysis provide invaluable
information. When these types
of references are not available
or current, the clinician is oblig-
ated to do a literature search.
For those unfamiliar with the
process, a number of resources
are available

The selected topic will point
the clinician to the most appro-
priate database(s) for the
search. For example, if the
topic lies within the realm of
medicine or dentistry. then
MEDLINE may be the best

database. The policies and pro-
cedures of the selection
process in any datakase need
careful scrutiny,!' and fthe
novice searcher is well advised
to spend time learning the
structure and indexing of the
database of choice, He or she
should also deliberate over the
choice between menu-driven
and command language-dri-
ven searches fo minimize the
elimination of important arti-
cles. Considerations such as
fraining, ease of use, time, con-
frol of results, and complexity
would also affect this choice
between search modes.
Although under most circum-
stances searches will confinue
to be done by librarians frained
in search technigues, the num-
ber of clinicians capable of
doing their own searches is
steadily increasing.'?

Evaluating articles on therapy

Search, evaluate, and rank are
the three steps of acquisition of
evidence. Guidelines and rules
have been developed fo help
the busy clinician evaluate the
literature (Fig 5).'° The first ques-
fion is usually, “Are the results of
the study valid?,” and the last is,
"Will the results help me In car-
ing for my patients?” Affer
assessing the evidence. clini-
cians may prefer "yes” or "no”
answers to these questions, but
easy answers usually lead
tfo inadequate conclusions.

Clinical decisions In perlodontal
tfreatment are rarely so obvious
and clear. To determine fhe
validity of results of a sfudy, the
practitioner must first evaluate
the study design as well as
implementation of the proto-
col. An inadequate design
clearly weakens the resulfs. If
design flaws are major, conclu-
sions from the study must
be discounted or rejected.
Evidence must then be ranked
accoerding o its relevance and
transferability to human clinical
problems.

Levels of evidence

Cnce the relevant articles are
generated through the litera-
ture search and reviewed, the
clinician’s next task is to use
an appropriate set of rules of
evidence to evaluate the
articles for applicability fo the
individual patient’s periodontal
problem(s). A number of ways
to rank the literature have
been suggested.®’ In these sys-
tems, a particular weight is
assigned to each study relative
to its strengths and weak-
nesses. The ranking system
allows the clinician to utilize the
best available studies to guide
decision making. We have
modified the approach devel-
oped by the Agency for Health
Care Policy and Research!4
and the World Workshop in
Clinical Periodontics'® to clas-
sify the following levels of
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Are the results of the study valid?
Primary guides

* Was the assignment of patients to treatments randomized?
* Were all patients who entered the trial properly accounted for and

attributed at its conclusion?
Was follow-up complete?

Were patients analyzed in the groups to which they were

randomized?
Secondary guides

= Were patients, health workers, and study personnel “blind" to treatment?
* Were the groups similar at the start of the trial?
* Aside from the experimental intervention, were the groups treated

equally?
What were the results?

* How large was the treatment effect?
* How precise was the treatment effect?

Will the results help me in caring for my patients?

* Can the results be applied to my patient care?

* Were all clinically important outcomes considered?

* Are the likely treatment benefits worth the potential harms and costs?

evidence ranked in order of
importance:

e I O

. Randomized, blinded longi-

tudinal clinical frial
Cohort and/or consecutive
series longitudinal studies

. Case-controlled sfudies

. Nonconfrolled case studles

. Descriptive studies

. Indirect evidence—animal

studies

. Indirect evidence—labora-

fory studies.

Although this system of
ranking of the quality of the
research is logical, it requires
o new mindset for some
clinicians. For example, animal
studies, although they may be
meticulously designed and
executed, are ranked near the
lowest level of evidence
because only indirect or sug-
gestive conclusions can be
made from the results. There
also must be a direct relation-
ship between the level of the
evidence and the strength of
the recommendation regard-
ing therapy supported by it.
Evidence ranked levels 1 and 2
will support a strong recom-
mendation, and levels 3

Fig5 User's guide to the medical iter-
ature. (From Guyatt et al. ')

through 5 will support an
array of potential clinical
actions.® If is apparent that
the best way to acguire the
most definitive, clinically use-
ful information is through ran-
domized clinical trials. It is
also apparent that the den-
tist may be disappointed in
the search and may have to
be satisfied with studies of
weaker design. By diligently
using the process of search,
evaluate, and rank, the clini-
cian will discover and eluci-
date areas of missing infor-
mation or opporfunities for
improvement.
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Evidence-based clinical
guidelines

Clinical guidelines have many
potential uses and both the
individual clinician and profes-
sional organization are begin-
ning to see their value.
Guidelines can assist both
the clinician and the patient
in clinical decision making.
Systematically developed, evi-
dence-based guidelines can
not only provide an important
link in the transfer of information
fo the patient but they may
also play a role in assuring
quality of care, thus reducing
the risk of liability for negligent
care. Concerns about these
and other issues are leading to
the development of more and
better practice guidelines.
Sufficient basic, animal, and
clinical research evidence
exists for a wide variety of peri-
odontfal treatments. Combined
with clinical judgment, this
knowledge base can produce
clinically valid recommenda-
tions for appropriate care.

Clinical algorithms

Clinical algorithms, as defined
by Hadorn et al,'® are “written
guides to stepwise evaluafion
and management strategies
that require observations to be
made, decisions to be consid-
ered, and actions tfo be taken.”
They serve to organize thought
in a visible way.'® Algorithms for
periodontal treatment have
appeared in the literature for
many years.!” They are very
helpful for clinicians because
they permit a logical flow of
information and resulting
actions fo be organized info a
conceptual flow chart. Most
important, they provide a
framework for thinking about
clinical problems. By using an
algorithmic approach, the
practitioner can facllitate the
idenftification of clinical, bio-
logical. psychological, and
environmental factors that
contribute to treatment pre-
dictability.'® To be effective,
algorithms must incorporate a
degree of clinical flexibility and
they must be linked to the liter-
afture to maximize clinical valid-
ity.'® The major difference
between previous versions that
have appeared in the dental
literature and the evidence-
based algorithm suggested-
here is the explicitness of the
documentation used fo justify
a decision or recommendation
clong the algorithm’s pathway.
Often, evidence of the guality
desired is not sufficient for each

branch of the algorithm. When
this occurs, the best available
information is used, and fhe
basis for choosing fhe evi-
dence is annotated at the spe-
cific location where the evi-
dence Is used.

The algorithm pathway pro-
vides for several clinically
important and valid alterna-
fives that can be chosen for a
particular patfient’s situation
and preferences. As long as
these alternatives are sup-
ported by sufficient evidence,
the algerithm fulfills its role of
being a flexible guide for
enhancing patient outcomes.

Clinical guidelines and their
associated algorithms can
assist the clinician in his or her
efforts to inform and educate
patients, Most dentists agree
that good dental care requires
shared decision making by
pracfitioners and patients.
Patient preferences are a
fundamental part of deter-
mining the goals of tfreatment,
and these preferences will
be used fto measure suc-
cess.'® 18 Ultimately, general
guidelines with their associated
algorithms could be used to
improve patient information
brochures and informed con-
sent procedures.

The evidenced-based ap-
proach and the various formats
that are used to convey infor-
mation do not diminish the
necessity and value of clinical
experience and instincts—so-
called clinical judgment.8
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Because the practice of clini-
cal periodontics involves a
complex inferplay of innumer-
able variables, many sides of
patient care elude thorough
scientific examination. Clinical
judgment sharpened by unbi-
ased observation is and always
will be an essential ingredient in
the successful treatment of
periodontal disease.

While the evidenced-
based approach may sound
cumbersome and unnecessary,
it is both necessary and better
than the approaches used in
the past. Many clinicians
already implicitly follow this
approach each fime they
administer therapy. By making
the process explicit and by
applying guidelines to help
assess the strength of evi-
dence, denfists will improve
patient care.

Advances in periodontal
treatment and the incorpora-
tion of these advances into
widespread clinician applica-
tion wil, undoubtedly, confinue
to create an exponentially
increasing volume of literafure
and new technologies as well
as renewed attentiveness o ris-
ing costs vis-a-vis benefits and
outcomes. Evidence-based
periodontal treatment will help
clinicians to manage fthese
pressures by encouraging them
to move beyond clinical ex-
perience, Evidenced-based
periodontal treatment will give
the profession a new set of rules
to change the future, Care that

is based on the best available
evidence will yield the highest
quality and the most cost-effec-
tive periodontal treatment.
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