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Series Preface

Esthetic dentistry is a complex subject. In many ways it requires different skills from those needed for disease-focussed clinical care. Yet in other ways esthetic dentistry is part of everyday dentistry. The team which has created this series shares the view that success in esthetic dentistry requires a broad range of additional skills. Dentistry can now offer improved shade matching through to smile design to reorganising the smile zone.

This first volume provides a wealth of useful, readily applicable information, and sets the scene for those wishing to develop further their practice of esthetic dentistry. The provision of esthetic dentistry requires a different philosophy in the dental clinic and the minds of the clinical team, a greater awareness of the aspirations of patients and a solid ethical footing. Also needed is an ability to carry out a detailed assessment of dental and psychological factors, offer methods to show the patient the available options and, in some cases, be able to offer a range of treatments.

An increasing concern to many clinicians is the amount of tooth reduction some would say destruction – carried out to enhance esthetics, while healthcare in general moves towards minimal intervention (MI). I believe patients should receive the best possible care, with the options not being limited by the clinician's skill (or lack of skills). Hence, the vision for this series.

The single biggest task the team faced in putting this series together was to create information for dentists across the world: recognising that there are differing views on esthetics, MI, essential understanding and skills, and patients with different attitudes and budgets. The specific challenge was creating a series of books which addresses these diverse opinions, ranging from the view that tooth reduction is acceptable and inevitable in producing beautiful smiles – thinking reflected in Volume 2 – to the view that such tooth reduction is abhorrent and unacceptable and the MI approach is preferable, as covered in Volume 3. I hope the series of books will satisfy both camps and enable practitioners at all levels to develop skills to practise esthetics, while respecting tooth tissue.

We intend this series to challenge your thinking and approach to the growing subject area of esthetic dentistry, particularly by showing different management of common clinical situations. We do not need to rely on a single formula to provide a smile make-over, promoting only one treatment modality where both the dentist and their patients are losing out; the patient losing valuable irreplaceable enamel as well as their future options.

This first book in the series will be of significant benefit to students and practitioners on subjects not taught in detail at the undergraduate level, but frequently learnt in a piecemeal way from short CPD courses, often giving a myopic view or single approach to dentistry. It is aimed at bringing together key elements of communication skills, understanding the patient with care and empathy and carrying out an assessment providing a foundation on which to base a treatment plan. Ethics are stressed and some of the simpler treatment options are covered in detail.

As the series progresses you can discover in greater depth the many clinical techniques to practise a range of effective procedures in esthetic dentistry.

Professor Brian Millar BDS, FDSRCS, PhD, FHEA





Preface

Esthetic dentistry is a global phenomenon that continues to grow and expand. To practise successful esthetic dentistry, practitioners must understand the art and science of the discipline and be up to date and competent in the use of modern materials and techniques. In addition, the successful practice of esthetic dentistry requires good communication skills, empathy with the esthetic concerns expressed by patients, and the ability to build a good rapport between the patient and the various members of the dental team.

Patients contemplating changes to their dental appearance, in particular their smile, wish to have their treatment provided by a practitioner they can trust, in an environment that they find reassuring and that gives them confidence. The present book, the first in a carefully planned series on the state of the art of esthetic dentistry, is an important foundation on which to build the knowledge and understanding required to practise effective, patient-pleasing, minimal intervention esthetic dentistry. If you do not know the difference between esthetic and cosmetic dentistry, need to know how to carry out a comprehensive examination and assessment of a patient seeking esthetic dental care, harbour uncertainties about the different approaches to enhancing dental attractiveness and about related ethical considerations, and have unanswered questions in respect to the application of contemporary materials and techniques in esthetic dentistry, then this book will be of great value to you.

The highly regarded international team of contributors to this book, who individually and collectively have considerable knowledge and expertise in the field of esthetic dentistry, have adhered strictly to the brief to deal, succinctly but comprehensively, with their allocated subject in a text that is engaging and pleasing to read. It has been a pleasure and an honour to edit and contribute to this book, which is intended to be of immediate practical relevance to students and practitioners alike – a book for everyone engaged in the modern practice of dentistry.

Being able to consistently provide high-quality esthetic dentistry that pleases patients, will survive the test of time and, as described in the introductory chapter to this book, makes others smile is very rewarding. Realising this goal requires good knowledge and understanding, meticulous investigation, planning and execution of all relevant procedures, strong team working and excellent patient relationships, as well as professionalism and clinical acumen in all aspects of esthetic dentistry. Whatever the level at which you presently practise esthetic dentistry, my fellow authors and I believe that this book will strengthen, enhance and hopefully expand the scope of your work. I have learnt a great deal in the process of editing this book, and am confident that all those who read and study its contents will share my experience. Your patients and practice will benefit greatly from you acquiring this book and becoming familiar with its contents.

Nairn Wilson CBE DSc (h.c.) FDS FFD FFGDP FCDSHK FACD FADM FHEA FKC
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Introduction

Esthetic dentistry is here to stay. It is a widely held belief that individuals who are beautiful are happier, have more ‘sex appeal’, and are more confident, kind, friendly, popular, intelligent and successful than their less attractive peers. Who does not want to share some, if not all, of these perceived qualities? Having, or acquiring, an attractive smile (Fig. 1.1) can make an important contribution to realizing this goal.

[image: image]
Fig. 1.1 An attractive smile. Photograph by Sarah Ivey-Pool, Getty Images Entertainment, Getty Images.





Dentistry has changed dramatically over the past 30 years. Many have called it a revolution but this denotes sudden, monumental change. In contrast, it has been an evolutionary development, catalysed by various factors, including the following:


• Dentistry, as now practised by an increasing number of practitioners, has moved from being a needs-based service, focused on treating acute symptoms and mechanistic operative interventions to manage disease, to a consumer-driven, wants-based service, treating patients presenting with various wishes and expectations, typically to maintain and, wherever possible, enhance oral health using minimal intervention approaches.

• Patients have ready access to a wealth of information and are subject to media pressures in current society. This has increased the dental ‘IQ’ and awareness of most patients, who, as a consequence, are more questioning and have higher expectations.

• Dental attractiveness has increasingly become recognized as being part of looking youthful, vital and successful.

• Developments in tooth-coloured restorative systems and their application have created many new opportunities to enhance dental esthetics, increasingly using minimal intervention techniques as part of the drive to assist patients in having good-looking, functionally effective ‘teeth for life’.




The patient's concerns

Although patients have access to information, it stems from the media and not the dental profession. This raises issues of unreasonable expectations, based on Photoshopped images in the press and elsewhere. Is what the patient is asking for really an achievable result? Do the media raise false expectations?






Esthetics versus cosmetics

What is the difference between esthetic and cosmetic dentistry? The terms ‘cosmetic’ and ‘esthetic’ dentistry (‘esthetic’ being used more widely on the international stage than the ‘aesthetic’ spelling) have been and continue to be employed interchangeably, causing much confusion in the profession and the population in general. The situation is compounded by the overlap between various esthetic and cosmetic treatments and by the fact that all esthetic and cosmetic procedures in medicine and surgery are considered to fall under the single umbrella of ‘cosmetic practice’. In this introductory chapter of the first volume of a series of books on esthetic dentistry, it is important to discuss and clarify the use of the two terms.

There are many different and varying definitions of ‘cosmetics’ and ‘esthetics’. What is the etymology of these two words?

As a noun, the word ‘cosmetic’ comes from Greek ‘kosmetike’, which is ‘the art of dress and ornament’. As an adjective, ‘cosmetic’ derives from the Greek word ‘kosmetikos’, ‘skilled in adornment or arrangement’ or ‘used or done superficially to make something look better, more attractive, or more impressive’ (http://dictionary.reference.com; all websites accessed 14 February 2014). The word ‘esthetic’ comes from Greek ‘aisthetikos’, meaning ‘sensitive and perceptive’ (http://www.etymonline.com). The Collins Concise English Dictionary provides the following definitions for ‘esthetic’: ‘relating to pure beauty rather than to other considerations’ and ‘relating to good taste or artistic’ (http://www.collinsdictionary.com). The same source defines ‘cosmetic’ as ‘having no other function than to beautify’ and ‘designed to cover up a greater flaw or deficiency; superficial’.

In essence, the way to differentiate between the terms ‘cosmetics’ and ‘esthetics’ is to consider esthetics as the theory and philosophy that explore beauty, while cosmetics refers to a preparation designed to beautify the body by direct application (http://www.thefreedictionary.com). Aristotle stated that esthetics is the art of imitating ideal objects.


Key point summary

How important is it to understand the difference between cosmetics and esthetics?



Winkler and Orloff1 describe the terms, as they pertain to the treatment of patients, as follows:



Cosmetic: This encompasses reversible procedures to attain a so-called optimal appearance that is sociological, cultural, geographic and time-dependent. Trends are time-dependent; what is acceptable and fashionable today can and will oftentimes be considered unacceptable and old-fashioned tomorrow.

Esthetic: This demands tailoring and customisation to individual preference. It is a fluid and dynamic entity, but it is based on the patients' expectations, psychology and subjective criteria.

Others, including Touyz,2 have suggested that cosmetic dentistry, while improving appearance, does not strive to achieve enhanced function, whereas esthetic dentistry incorporates biological considerations and measures to achieve ideal form, function and appearance, with a view to long-term performance and survival.

These authors consider cosmetic dentistry to comprise measures designed primarily to enhance dental attractiveness, without necessarily improving function, whereas esthetic dentistry involves procedures on teeth and the associated soft tissues aimed at concurrently achieving ideal form, function and appearance. A useful distinction is considered to contrast a conformative approach to the enhancement of dental appearance (cosmetic dentistry), with a modifying or rehabilitative approach with changes in function (esthetic dentistry). In many cases, however, the measures and procedures undertaken comprise elements of both esthetic and cosmetic dentistry, resulting in the common but confusing interchangeable use of the terminology. If the measures and procedures involve any changes to function, then the treatment should be termed esthetic rather than cosmetic dentistry. As a consequence, most of the procedures undertaken to enhance dental attractiveness – with the exception, for example, of work such as bleaching that is limited to changing the shade of teeth, with no changes being made to form and function, including the replacement of any existing restorations and modifications to the adjacent soft tissues – should be classified as esthetic dentistry.


Clinical tip

A decision often has to be made either to work with the status quo and achieve a compromised result, or to carry out a complete rehabilitation.



For the sake of completeness, two other terms also need to be considered: ‘dental decoration’ and ‘dental mutilation’.

Dental decoration, including, for example, the bonding of a trinket or gemstone, possibly even a precious stone such as a diamond, typically to the labial surface of one or more upper anterior teeth (Fig. 1.2), may be considered to be a form of cosmetic dentistry. A dental decoration may be applied to cover a defect, such as a discrete area of hypocalcification in the labial surface of a maxillary anterior tooth, providing a means of minimal intervention to mask an unsightly feature.

[image: image]
Fig. 1.2 An example of a dental decoration in a patient concerned about a midline diastema having opened up following the failure of an orthodontic retainer.





Dental mutilation, as undertaken in some primitive societies, albeit to enhance dental attractiveness in the eyes of the participants and their family members, friends and acquaintances, cannot be considered to be part of esthetic and cosmetic dentistry, nor to have any relationship with them. Similarly, in present-day society, the mutilation and adornment of teeth (Fig. 1.3) is not considered to constitute either esthetic or cosmetic dentistry.

[image: image]
Fig. 1.3 Mutilation and adornment of teeth in present-day society.





Other forms of ‘body art’ carried out in the mouth, such as tongue piercing (Fig. 1.4), which may have adverse dental consequences (Fig. 1.5), are not seen to fall within the scope of cosmetic dentistry, let alone esthetic dental practice.

[image: image]
Fig. 1.4 A tongue piercing.





[image: image]
Fig. 1.5 An example of dental trauma caused by a tongue piercing.








Origins of esthetic dentistry

Pierre Fauchard, the Frenchman widely recognized to be the ‘father of dentistry’ and author of Le Chirurgien dentiste, ou Traité des dents – the book that has been claimed to have provided the foundations for the recognition of dentistry as a profession, should, it is suggested, be credited with the initial considerations of esthetic dentistry. Perhaps one of Fauchard's most notable contributions, in particular in the field of prosthetic dentistry, was his work on the colouring and enamelling of denture bases. His thoughts on colour and esthetics provided the foundations for subsequent developments in esthetic dentistry. Many of the ideals established and practised by Fauchard remain relevant today, nearly 250 years after their introduction.

Greene Vardiman Black, better known as G.V. Black – the father of dentistry as practised in the 20th century – was responsible for ‘bringing dentistry into the modern world’ and ‘putting it on a solid scientific foundation’.3 While best known for his cavity classification and work on dental amalgam, he made frequent references to esthetic considerations in his numerous publications and was working on the unsightly effects of fluorosis, including enamel mottling, at the time of his death in 1915. He is famously quoted as telling his students in 1896:



The day is surely coming … when we will be engaged in practicing preventive, rather than reparative dentistry … and will so understand the etiology and pathology of dental caries that we will be able to combat its destructive and unsightly effects by systematic medication.

The first porcelain crown systems, which preceded early direct tooth-coloured filling materials, were developed in the 1880s by Drs M. Richmond and M. Logan. Although these crown systems were a technological breakthrough at the time, they required the radical removal of coronal tissue, with devitalization of the tooth to be restored, and were ill-fitting and lacking in esthetic qualities. Indeed, the completed crowns were typically considered to be unsightly.

Also in the 1890s there was the first known description of porcelain veneers, fixed in place with zinc phosphate cement. The esthetic qualities of these veneers, in common with the first porcelain crowns, were, at best, limited.

Subsequent to the invention of the electric furnace and the development of porcelains fusing at low temperatures, Charles Henry Land came up with a transformational innovation. Land's system for the provision of strong, esthetic porcelain jacket crowns was introduced in 1901. It revolutionized restorative dentistry at the time and is still used to this day, albeit in a greatly refined and modified form. For decayed and otherwise damaged anterior teeth, the alternative esthetic solution at the time was the use of silicate cements, which, in comparison to the tooth-coloured restorative systems of the present day, were crude and difficult to handle, and had limited shade-matching capabilities.

Between the early 1900s and the 1950s there were relatively few developments in esthetic dentistry, with the exception of advances in the esthetics of artificial teeth for dentures. Silicate cements were refined and marketed in a range of shades, and for the rich and famous, notably Hollywood film stars, various treatments became available that were the precursors to modern-day vital tooth bleaching, amongst other techniques. The primary purpose of dentistry of the time was the treatment of pain and disease, including the replacement of teeth lost mainly as a consequence of caries and periodontal disease.

In the 1950s and 1960s two major developments heralded a new era in esthetic dentistry: the introduction of enamel etching and bonding by Michael Buonocore in 1955, and the development of acrylic resins for use in dentistry. Relatively quickly thereafter, resin composite systems were introduced for the esthetic restoration of teeth. As an aside, it should be noted that Kramer and McLean published the first histological report on what is now termed a hybrid layer in 1952.4 According to McLean, this layer (Fig. 1.6), formed by a material called Servitron, was not clinically relevant, as none of the restorative materials available at the time was able to bond to the resin-impregnated dentine layer, making it vulnerable to breakdown in clinical service.

[image: image]
Fig. 1.6 A layer of altered dentine observed between Servitron and dentine by Kramer and McLean.4





Stemming from the initial work on the bonding of restorative materials to remaining tooth tissues, rapid developments in tooth-coloured restorative systems, notably the visible light-cured resin composites, and concurrent innovations in dentals materials science, including developments in porcelain fused to metal systems, there were many new opportunities for the provision of esthetically pleasing restorative dentistry in the late 1970s and early 1980s. With the subsequent introduction of many other systems and techniques, including resin-bonded ceramic veneers and numerous other ceramic systems, dentine adhesives, innovations in osseointegration and implant dentistry, and new interests in colour science in dentistry, as well as growing patient interest and expectations in respect of dental appearance, esthetic dentistry, as we know it today, began to emerge and evolve. The profession now takes for granted a plethora of systems that may find application in the provision of esthetic dentistry, and remains anxious to see further developments and innovations that will facilitate easier, faster and better-quality esthetic dentistry, with increased patient acceptance and longevity.




The smile

It was not until the 1980s and 1990s that attention turned to defining and describing the dental smile, as forms the basis of present-day esthetic dentistry. As in most, if not all, procedures in dentistry, success in the management of the dental smile involves careful assessment and diagnosis, the application of all relevant art and science, tempered by clinical experience and acumen, and the ability to communicate effectively with patients to understand their concerns and wishes fully. Although esthetically pleasing smiles include many common features and characteristics, no two smiles are the same. The wrong smile, albeit classical and ideal, in the wrong patient not only may look bizarre, but also may have adverse psychological and other effects on the patient. Conceiving, planning and providing the right, esthetically pleasing smile for a patient is the challenge and professional fulfilment of high-quality esthetic dentistry.

What's in a smile? There are many interactive components to an attractive smile: the head, neck and face in which it is set; facial structures and features; the nature, form, function and conditions of, in particular, the soft tissues of the lower third of the face, specifically the lips; the architecture and health of the gingival tissues; and last, but by no means least, the shapes, condition, shades, relationships and function of individual teeth and the dentition as a whole. The scientific and artistic principles that link all these features together are often collectively referred to as the principles of ‘smile design’. The successful application of smile design in the practice of esthetic dentistry is not, however, limited to optimizing the health, appearance, relationship and function of the oral–facial tissues and structures; it also involves consideration of the attitudes, motivation, expectations and personality of the patient, and in some cases the attitudes and expectations of the patient's partner and family, and possibly even friends and acquaintances. Giving an individual a smile that is beautiful, makes the patient happy, and encourages others to smile, is what esthetic dentistry should aim to achieve.




The golden proportion

If we delve into the belief that dental esthetics is both an art and a science, then we have to ask the question: what is beauty? While the age-old adage that ‘beauty is in the eye of the beholder’ remains true, there is evidence that our perceptions of beauty are determined by a range of factors, including acquired, cultural and family values.

One of the earliest theories considered to underpin the science of beauty is that of the Golden Proportion – a ratio of 1 : 1.618 – attributed to Pythagoras in 530 bc. Luca Pacioli and Leonardo da Vinci are held responsible for introducing the concept of Golden Proportion into art. One of da Vinci's best-known drawings, the ‘Vitruvian Man’ (Fig. 1.7), is possibly the most famous example of its application. The man's height is equal to the combined length of his arms, which, together with the extended legs, touch the circumference of the surrounding circle. The ratio of the length of the sides of the square formed by the hands and feet to the radius of the circle is 1 : 1.618 – the Golden Proportion.

[image: image]
Fig. 1.7 The ‘Vitruvian Man’.





Biologists, botanists and other scientists have observed the Golden Proportion in many diverse natural forms,5 including flowers, sea creatures such as the nautilus shell (Fig. 1.8) and starfish, and snowflakes. Natural structures that conform to the Golden Proportion, including faces and smiles, are invariably perceived to be esthetically pleasing.

[image: image]
Fig. 1.8 Cross-section of a nautilus shell.





R.E. Lombardi was one of the first to propose the use of the Golden Proportion in relation to dentistry.6 He concluded that the form and arrangement of the teeth determine the esthetics of the smile, and smiles that display symmetry and Golden Proportion ratios are the most attractive. Ricketts developed Golden Proportion callipers to be used to evaluate and develop desirable ratios between the various elements of the face and dentition.7 Present-day versions of these callipers (Fig. 1.9) can find application in the contemporary practice of esthetic dentistry. It is widely accepted, however, that the use of Golden Proportion callipers provides a useful guide rather than constituting any form of objective measurement in the assessment and planning of esthetic appearance.

[image: image]
Fig. 1.9 Golden Proportion callipers.








Symmetry

Symmetry is also important in perceptions of beauty; it suggests balance and the absence of discrepancies in growth and development. Can beauty exist without symmetry, let alone Golden Proportion dimensions? Edmund Burke, an 18th-century philosopher, highlighted the difference between classical beauty (that which has symmetry and obeys the Golden Proportion), and the sublime (art, a product of nature, or architecture that lacks symmetry and does not adhere to classical standards), indicating that the sublime may by no means be ugly, having its own esthetics and appeal. Many beautiful faces and attractive smiles may be found to lack symmetry and not to conform to the Golden Proportion, but faces and smiles that are symmetrical and do conform to the Golden Proportion tend to be more esthetically pleasing.




Physiognomy

In Western and Eastern cultures there is a strong tendency to apply physiognomy judgement.8 Physiognomy is the art of judging an individual's character or personality by the appearance of their face. In recreating damaged faces and smiles, with no pictures or other likenesses of the face to use as a reference, the art is to develop a face and a smile that are considered to match the character and personality of the patient. Such stereotyping can, however, lead to patient dissatisfaction, irrespective of the quality of the dental care provided. The patient, together with family, friends and colleagues, must identify and be comfortable with the appearance created. A smile can be judged to be, amongst other things, friendly, seductive, reassuring, young, old or fake. Planning and creating the smile that best suits the patient, let alone having certain patients agree and consent to the provision of what is considered by the clinician and possibly others to be the most appropriate smile, can be one of the greatest challenges in esthetic dentistry. Ultimately, the decision rests with the patient, but the clinician must ensure that he or she is cognizant of all the relevant information and possible consequences before reaching a decision.




Ethnic and cultural considerations

To be successful in the provision of esthetic dentistry to patients of various ethnicities and cultural backgrounds, it is important to understand and be sensitive to different ethnic and cultural esthetic values and perceptions of beauty.9 Throughout the world, each culture has a different interpretation of a smile. What is attractive to patients of one culture or ethnic group may be unattractive, if not ugly, to others. As with physiognomy, stereotyping must be avoided. Such pitfalls may be best circumvented by spending time attempting to understand and appreciate what a patient really wants by way of treatment outcomes. Cases in which an individual wishes to change his or her dental appearance to look more like someone of a different ethnic or cultural group require special consideration and care.





‘Hollywood smiles’

In the Americas, a bright, white, wide, even, symmetrical smile is typically considered to signify wealth, vitality, health and success. In Europe, and increasingly in other parts of the world, more emphasis is placed on the natural smile, leading Europeans and others of similar inclination to classify the preferred smile in the Americas as the ‘Hollywood smile’. It is interesting to note how the media represent both views: for example, Lisa Simpson being shown the Big Book of British Smiles by her orthodontist when being persuaded to go for the ‘perfect smile’, and remarks in newspapers and magazines in Europe about the artificiality and cloned appearance of the smile of celebrities who have obviously undergone extensive ‘esthetic’ dental treatment in the Americas.

Esthetic perceptions and values vary greatly within and between different cultures and societies. Perhaps this is best expressed by the Scottish philosopher Francis Hutcheson, who argued that beauty is ‘unity in variety and variety in unity’. Over time, many, including those who have contributed to this book, would hope that natural beauty, rather than some artificial construct of esthetics, might prevail, with minimal intervention approaches being applied, where indicated clinically, to achieve long-lasting and esthetically pleasing smiles.




Concluding remarks

Prior to embarking on a journey to understand and appreciate the many different aspects of dental esthetics better, you may wish to reflect on the explanations and definitions of esthetics and the following eloquent and apposite quotation attributed to St Francis of Assisi: ‘He who works with his hands is a labourer; he who works with his hands and his head is a craftsman; he who works with his hands and his head and his heart is an artist.’ In the context of clinical practice, this quotation could possibly be expanded by adding ‘… and he who works with his hands, head and heart in the best interests of his patients is a true clinical professional’.

Finally, in sojourning in the complex field of esthetic dentistry, it is best to remember, as stated in Sullivan's pervading law, that in all true manifestations of the head, heart and soul, ‘form ever follows function’.10




References

1. Winkler D, Orloff J. Ethics behind esthetics: Nordic Dentistry 2003 Yearbook. Quintessence: Berlin; 2003.

2. Touyz LZ. Cosmetic or esthetic dentistry? Quintessence Int. 1999;30:227–233.

3. Ring ME. Dentistry: an illustrated history. Abradale: New York; 1985.

4. Kramer IRH, McLean JW. Alterations in the staining reaction of dentine resulting from a constituent of a new self-polymerising resin. Br Dent J. 1952;93:150–153.

5. Huntley HE. The divine proportion. Dover: New York; 1970.

6. Lombardi RE. The principles of visual perception and their clinical application to dental esthetics. J Prosthet Dent. 1973;29:358–382.

7. Ricketts RM. Divine proportion in facial esthetics. Clin Plast Surg. 1982;9:401–422.

8. Hassin R, Trope Y. Facing faces: studies on the cognitive aspects of physiognomy. J Pers Soc Psychol. 2000;78:837–852.

9. Wilson NHF, Scully C. Culturally sensitive oral healthcare. Quintessence: London; 2006.

10. Sullivan LH. The tall office building artistically considered. Lippincott's Magazine. 1896;(March):403–409.






Chapter 2

Ethics Considerations in Esthetic Dentistry

Richard Simonsen



Introduction 18

What is ethics? 18

Cheating 19

Codes of ethical conduct in dentistry 21

Ethics in esthetic dentistry 23

Ethics of advertising in dentistry 30

Dental publishing 39

Ethics in the dental product industry 40

Concluding remarks 41





Introduction



The first time you compromise your ethics is always the hardest. After that it gets easier. (J.R. Ewing, Dallas)

‘It doesn’t make a difference whether you are in business, or in politics, or in law [or in dentistry] – ethics is ethics, is ethics,’ I still remember hearing Michael Josephson say in a National Public Radio broadcast some time in the 1990s. Josephson, the founder of the Joseph and Edna Institute of Ethics, and a frequent media commentator on ethics in the United States, was discussing ethics in the workplace. The understanding of ethics as it applies to dentistry is fundamental to the profession's vitality, and a vital cog in the continuance of the unwritten bond we have with the general public. The profession's autonomy is dependent on public trust – a trust that is now under challenge, particularly in the fields of esthetic and cosmetic dentistry.




What is ethics?

Ethics is the study of what is good and what is bad, what is right and what is wrong. One can wonder if ethics can be taught or if it is somehow an innate standard of moral behaviour, drilled into us (or not) from our early years by our families and members of the wider community. Growing up, it mortified me to hear of schoolmates who shoplifted for fun. Now, that did not necessarily make me a better person; it just made me believe I had better guidance from my parents. So, can we guide our dental students towards what is right and discourage them from taking advantage of vulnerable patients for personal gain? Can we hope that dental manufacturers will provide us with the best products for our patients, or will they compromise their ethical standards in order to garner the highest profits at our expense, to the detriment of their ultimate customer – the patient? Dare we believe that our colleagues will refuse to mislead the public with unethical advertising or will they use the medium dishonestly in the pursuit of financial reward? Will the truth become the preserve of a minority while trust in dental professionals continues its downward spiral?

One of our most prolific writers on dental ethics, David Chambers, editor of the Journal of the American College of Dentists, believes that individuals cannot be considered ethical in any meaningful sense unless they are part of a community:



By analogy, dentists who materially mislead patients during informed consent, who upgrade (dental) insurance claims, and who practice so close to the standard of care that mishaps are expected are all no longer professional. They are not poor dentists; they have stepped outside the community of dental practice. What makes their ‘crime’ so heinous is that they continue to hold themselves out as belonging to the profession, while they operate outside it. Unethical practitioners claim the advantages of being a professional, while simultaneously damaging the credit the public extends to all professionals. Unethical behavior means cheating in the game of building a community.1




Cheating

Cheating is endemic in today's world. We are bombarded by major ethical breakdowns in journalism and politics, such as the 2012 phone-hacking scandal in the UK, as well as other, more minor, travesties. The pushing of the competitive envelope in the media phone-hacking cases eventually led to the closure of one of the UK's best-known newspapers – the News of the World – owned by Australian media giant Rupert Murdoch. At the time of writing, we are still awaiting the outcome of a number of criminal trials arising from the police investigations.

In recent years we have also seen journalists such as Jayson Blair resign from prestigious publications like the New York Times for making up stories. We have witnessed all kinds of fakery being pushed on the Internet. Some of our sports stars have been discredited, even Tour de France winners Floyd Landis and the once legendary Lance Armstrong, the latter eventually admitting to blood doping and the use of other illegal pharmaceutical supplements, subsequent to being stripped of his titles. ‘Big Pharma’ has paid a radio host for giving their drug marketing lectures, a fact he did not disclose to listeners of his show.2 Our universities and colleges have seen cheating at all levels: by teachers under pressure to meet targets3; by a student who gained entry to one of the most highly regarded institutions in the world – Harvard – using fake documents4; and by the Dean of Admissions at another top-notch school – the Massachusetts Institute of Technology – who was forced to resign when she admitted to having fabricated her own educational credentials.5


Research scandals

Perhaps some of the more serious instances of cheating in the healthcare world have involved the fudging of data, or their outright invention, in some of our scientific publications. A paper may not be exposed as flawed until it is withdrawn or retracted, too late in many cases to assuage the damage already done. Parents all over the world withheld vaccinations from their children based on the study of British medical researcher, Andrew Wakefield; in an article published in the prestigious Lancet, Wakefield claimed a possible link between the measles, mumps and rubella (MMR) vaccine and autism.6 Study after study has failed to reproduce Wakefield's results and no correlation has been found between vaccination and autism. A General Medical Council inquiry found Wakefield guilty of serious professional misconduct on several charges relating to his research and struck him off. The Lancet retracted the paper. How many children are now living with a disability or even died as a result of Wakefield's actions?

Then there was the study conducted by the Norwegian, Jon Sudbö, who concluded that anti-inflammatory drugs reduce the risk of oral cancer; it emerged that his conclusions were based on fabricated data.7

Equally seriously, perhaps, the Chronicle of Higher Education reports that many images used in research studies are faked, including those appearing in one paper on the role of cell growth in diabetes.8




‘Big Pharma’ misconduct

In 2009, we saw the world's largest drug company, Pfizer, plead guilty in court to criminal charges that it broke the law in marketing the drug Bextra. It agreed to pay a record US$1.195 billion fine, plus a further $1 billion to settle civil claims relating to the marketing of Bextra and other medications.9

Pharmaceutical companies have vast sums of money riding on the outcome of clinical trials and there must be a real temptation to delay those that do not appear to be producing the desired results, to cherry-pick or massage data, and to send out ‘stories’ based on incomplete findings.

Big Pharma has also, on occasion, buried results that fail to show its products in the best light. Pharmaceutical companies have been known to sue to prevent researchers from presenting or publishing data not seen as favourable.




Ethics and legality

The examples above are but a grain of sand in the desert of alleged and proven fraud and cheating through which we are struggling today. When a cheating scandal hit several US dental schools in 2006 and later, in one situation involving half of the senior class of a large institution, it became difficult to see where it all would end. Harvard University has recently announced that over a hundred students have been investigated for cheating. Will our children grow up thinking that this is simply normal behaviour? As Chambers says, ‘We have reached a critical mass of chronic low-grade cheating.’10

In his excellent book, Profit with Honor, Daniel Yankelovich notes that, ‘Every viable society depends on ethical norms to guide and restrain conduct. For most forms of conduct, norms are far more important than legal constraints.’ The law only sets minimal standards of conduct. Yankelovich continues, ‘one can act legally and still not act ethically.’11 Thus one can say that ethical standards become the moral rules that fill in the spaces between laws – laws that cannot completely determine societal behaviour.







Codes of ethical conduct in dentistry

Most countries have ethical codes or standards of professional conduct for dental practice. These guidelines, such as the American Dental Association (ADA) Principles of Ethics and Code of Professional Conduct, outline the principles that an ethical practitioner of dentistry is expected to uphold.12 The dental profession holds a special position of trust within society. In return, the profession makes a commitment that its members will adhere to high standards of ethical conduct. In essence, the ADA code is a written expression of the duties and obligations inherent in the implied contract between the dental profession and members of society. This implied contract supports the autonomy that is granted to the profession by the public.

The ADA code discusses five principles that underlie the duties of a dentist:


• patient autonomy

• non-maleficence

• beneficence

• justice

• veracity.12



These five principles are all intertwined. However, they are guidelines only, and in practice there is nothing that the ADA, or any other body not involved with issuing the licence to practise, can do in instances of violation, other than expelling a member from the organization.


Patient autonomy

The dentist has a duty to respect the patient's right to self-determination and confidentiality. This duty has emerged from the days when healthcare professionals, including dentists, often exhibited a paternalistic attitude towards patients, who may have felt unable or unwilling to question the dentist about treatment and generally accepted what was proposed. The situation today is very different. Patients are better educated about dental health and expect, and in most cases receive, multiple options for treatment, laid out by the dentist in an open and honest discussion. There are, however, clear examples in the published literature of ‘induced consent’ rather than ‘informed consent’.13 By induced consent, I mean that the treatment ‘chosen’ is clearly what the dentist, rather than the patient, wanted, generally for economic motives. Guiding choice in this way, for any reason other than a genuine concern for the long-term interests of the patient, is in violation of the first principle of patient autonomy. As Ozar and Sokol put it, ‘A dentist can make his/her explanation of alternative treatment options persuasive in any direction he/she chooses.’14 Yet even when it comes to proper informed consent, where adequate information is provided, it has been shown that a high proportion of patients do not understand the consent process.15 Thus the responsibility for selecting the appropriate treatment rests heavily on the shoulders of the dentist.




Non-maleficence

The second principle is non-maleficence – doing no harm. Dentists have a clear duty to heal, not harm, the patient – guarding the patient's welfare, recognizing the scope of their own skills and knowledge, and seeking advice or referring the patient to a specialist or another practitioner if the problem lies outside their area of expertise. If a patient is denied the appropriate information about, say, an elective esthetic procedure and consents to significant tooth structure removal to improve their ‘smile’ when another less invasive procedure would have sufficed, that patient has been harmed, particularly in the long term. As Bader and Shugars put it, ‘An implicit, if not explicit, assumption covering any treatment is that the benefits of the treatment will, or at least are likely to, outweigh any negative consequences of the treatment … in short, that treatment is better than no treatment.’16




Beneficence

The third principle is one of beneficence – doing ‘good.’ Professionals have a duty to act for the benefit of others and to promote the patient's welfare. As a treating dentist, one should always consider whether the patient will be better off after treatment than if nothing had been done. One can appear to be ‘doing good’ by obtaining a short-term improvement in appearance via an elective esthetic treatment, for example, but if the result is significant reduction of tooth structure that later requires endodontic care and/or additional extensive restorative treatment, the patient has not been well served. The British author Martin Kelleher has written eloquently about this serious problem from the European perspective.17–19 Tongue-in-cheek, he invented the terms ‘hyperenamelosis’ to describe the imaginary condition of a patient with too much enamel (to justify the gross over-removal of enamel seen in many ‘cosmetic’ treatments) and ‘porcelain deficiency disease’ (to describe the imaginary condition of a patient who thus requires the brutal removal of natural enamel so that it can be replaced with porcelain). This phenomenon has been documented by me over the years.20-24 It is hard to retain a sense of humour when viewing some of the more egregious examples of over-treatment that fill the pages of the dental literature.




Justice

The fourth principle is justice or ‘fairness’. Professionals have a duty to be fair in their discussions with patients and in their actions. If dentists do not put the patient's interests first, they are not fulfilling this obligation. This principle is most frequently violated in the form of advertising and treatment planning, where the dentist's willingness to push the ethical boundaries of propriety can lead to the promotion of short-term profit rather than long-term health.




Veracity

The fifth and final principle is veracity or ‘truthfulness’, which applies to any communication between dentist and patient. Violations are most common in advertising and can be found en masse on dentists' websites. Dentists may attempt to promote unproven ‘science’, such as that of neuromuscular dentistry, which some are said to favour as a ‘justification’ for carrying out unnecessary full mouth reconstruction. Or they may argue against the use of amalgam for restorative dentistry, in an effort to persuade patients to have all their old amalgam alloy restorations replaced. Such statements are in direct violation of the ADA position statement on the use of dental amalgam. And while dental amalgam has lasted much longer than I incorrectly predicted in the early 1990s,25 there is no justification for removing otherwise adequate amalgam restorations, other than in a very small minority of allergic patients.







Ethics in esthetic dentistry

In 1955, Michael Buonocore published the first article on the etching of enamel.26 This historic report has formed the basis for tremendous changes in clinical practice: in particular, in preventive dentistry – for example, pit and fissure sealants (Fig. 2.1). In restorative dentistry, etching of enamel heralded the arrival of minimally invasive preparations, determined by the extent of caries and not by the principles of G.V. Black (Fig. 2.2). The introduction of an array of elective and minimally invasive procedures based on the etching of enamel changed esthetic dentistry forever. Indeed, Buonocore's original research may be the key that opened the door to the modern practice of esthetic dentistry, as well as other clinical techniques that utilize the acid etch technique, especially, perhaps, in orthodontics.

[image: image]
Fig. 2.1 Pit and fissure sealant. A. The sealant at 5 years old. B. The same sealant, now 15 years old.





[image: image]
Fig. 2.2 Traditional Cavity Outline. It would be ethically inappropriate to carry out a conventional class I G.V. Black cavity preparation (outline form in dotted lines) on a molar with incipient caries in two confined areas such as this when a conservative preparation removing only the carious tooth structure can be used (Preventive Resin Restoration).





With these changes have come opportunities. On the positive side, dentists now have the ability to provide conservative options to address a patient's esthetic concerns. For example, whereas it used to be necessary, just a few decades ago, to place a full crown (or, in the case of children, a basket crown) to repair a fractured central incisor, today a bonded composite resin can accomplish the same functional and esthetic task, while removing virtually no tooth structure (Fig. 2.3). On the negative side, there has been an upswing in over-treatment, pandering to some patients' vanity. Lured to the surgery by glossy media images of that super-smile, such individuals are easy prey for the minority of dentists who threaten the ethical standards of the rest of the profession. A minimally invasive treatment option may not be considered by the unethical dentist, or is quietly discouraged. Disputed approaches such as neuromuscular dentistry are sometimes part of the package, convincing some in the dental community and clusters of insecure patients that they need full mouth reconstruction – a cure without a disease. Greed and vanity can be powerful motivators.

[image: image]
Fig. 2.3 The traumatic fracture of anterior teeth. A. This can be devastating to young patients and their parents. It is ethically appropriate to provide informed consent for all treatment options. B. The fracture can be quickly and conservatively treated with the acid-etch technique and composite resins. Conservation of tooth structure is ethically appropriate.






Over-treatment

We must remember that the vast majority of dental practitioners serve the public in an ethical manner. Most enter the profession with a sense of wanting to help people, whether by relief of pain or correction of a life-affecting cosmetic concern. Some, however, violate their ethical obligations by pursuing the path to riches via unethical choices and taking advantage of their sometimes gullible patients in a most egregious manner.

Dentists are sometimes placed in an uncomfortable position. They have one foot in the world of healer and provider of care, and the other in the commercial world. While many hold salaried positions and have made no personal financial investment in the surgery or in costly equipment and supplies, others have put in large amounts of money and must cover these costs from the remuneration they receive from patients. Without a sufficient flow of income the practice would go bankrupt, and patients in the neighbourhood would lose their surgery. Running a dental practice like a business is, therefore, a necessary evil to some degree. Chambers notes:



Dental practice is inherently a profession only; it is a business in an accidental and derivative sense … Quality in dentistry should be determined by what it means to practice oral health care and not by looking for good economic returns in pandering to the wants of a small segment of patients.27

It must be clear that the ethical standards relating to a patient's treatment cannot take into account the business needs of the practitioner. Connected to this is how the dentist chooses to advertise the practice. Ethical standards governing healthcare promotion are frequently violated by those who would take advantage of patients for financial gain. This leads to appearance being put before health, anecdote before evidence, and profit before public interest. Those who follow such a path are putting the autonomy of the dental profession at risk.




Neuromuscular dentistry

Neuromuscular dentistry is an approach that is promoted by fringe elements of the profession and is often used, in my opinion, as a means to justify full-mouth reconstruction. Such actions make the evidence-based scientific community react with shock and dismay. One can certainly question the motives and ethics behind such treatment if it is used to lure patients who are unhappy with their appearance into undergoing extensive and invasive treatment at great financial and oral health cost.

No dental school of which I am aware teaches neuromuscular dentistry as part of the dental curriculum, let alone as a recommended treatment. No legitimate expert in oral pain, prosthodontics or temporomandibular joint science that I have ever asked for an opinion has indicated that there is any scientific method behind neuromuscular dentistry. A recent 600-page textbook on the subject of temporomandibular dysfunction gives it not a single line.28 Other recent texts on temporomandibular disorder,29 headache, oro-facial pain and bruxism,30 and on oral rehabilitation,31 equally lack any such reference. So, it really puzzles me how certain colleagues can base their work on this disputed practice.

However, the Las Vegas Institute (LVI), a for-profit, private continuing dental education centre, makes claims of ‘changing lives’ while placing neuromuscular dentistry at the core of its programme. It uses terms like ‘graduates’, ‘alumni’ and ‘faculty’, which invite comparisons with universities, and describes itself as a postgraduate institute, but the requirements for gaining a qualification are far fewer than those demanded by a university. The programme has been exported globally and dentists in many countries now claim affiliation. A significant proportion of the LVI programme is focused around how to increase office productivity. Thus neuromuscular dentistry is presented as a substantial source of income.

The institute also awards qualifications like LVIM (Mastership) and LVIF (Fellowship) that are only obtainable at LVI (unlike academic degrees such as MS or PhD that can be obtained world-wide at accredited universities). It describes itself and its mother organization as ‘world-renowned’, yet the majority of the full-time faculty listed on their website as of September 2014 seem to lack any recognized academic postgraduate qualifications beyond their primary dental degrees.32 Nevertheless, they all have LVIM and LVIF titles, which seem to be aimed at gaining credibility with the public. As has been noted on their website over the years, ‘It won’t be long before “LVIM” after the name of a doctor will indicate superior skills and training to the public.' The motives appear clear – that the LVIF and LVIM titles should be treated as a badge of quality and expertise.

What would the ADA code say in such a case? ‘The use of abbreviations to designate credentials shall be avoided when such use would lead the reasonable person to believe that the designation represents a quality assured professional qualification or academic degree, when such is not the case.’12

One could write a whole book on the over-treatment seen in the pages of dental magazines over the past years. It is unfortunate that the success of one very fine minimally invasive procedure, that of porcelain veneers, has been turned to the benefit of some clinicians in the name of esthetic dentistry. Done properly, porcelain veneers are highly successful in terms of retention and esthetics, but even minimally invasive porcelain veneers may be classed as over-treatment when they are placed in situations where simple bonding composite resin would suffice. Indeed, any treatment used where a less invasive option is available can be regarded as over-treatment.

One particularly troubling example illustrates this ethical minefield. It involves the treatment of a young lady (in her early twenties, judging from her photograph), whose only esthetic issue was a discoloured proximal-incisal (class IV) composite resin on her maxillary left central incisor. The rest of her teeth were impeccable and restoration-free. The dentist, who brazenly entitled the paper Conservative Elective Porcelain Veneers,13 proceeded to cut into and treat no fewer than eight teeth for maxillary veneers from central incisors to first bicuspids. Each veneer, of course, adds to the cost of the procedure, removes enamel from a virgin tooth, and creates a restoration that will require constant follow-up and possible replacement in future decades. The author puts the onus on the young patient, saying:



After discussing the options of vital bleaching and direct bonding with composite resin or porcelain veneers, the patient opted for porcelain veneers because she [my italics] considered them the longest lasting, most durable, and most stain-resistant option. It was still possible, however, to maintain most of her natural tooth structure for the future by using stacked porcelain and performing minimal preparation of the specific teeth involved.13

The purpose of the seven veneers that performed no useful function was presumably the result of the domino effect – wanting the neighbouring teeth to match the one tooth that did need treatment. Esthetic improvement using composite resin would have been minimally invasive and equally attractive, albeit lacking the longevity of porcelain.

So was this informed or induced consent? I do not know the details of the advice given to the patient, but I find it hard to believe that any normal human being, presented with the pros and cons, would choose the more invasive and much more costly option. It has been shown that, when offered an informed choice, two-thirds of patients select the non-invasive composite veneer over the mildly invasive porcelain veneer.33 The only reason for choosing the veneers would be if they presented a significant esthetic benefit. If there is no such benefit, it is difficult to see any advantage, other than an economic one for the dentist. If that was the motivation, it would, of course, have been unethical.
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