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General Discussion

BARON: I would like to comment briefly on the diagnostic
criteria for incipient lesions. Certainly, I would agree that
the diagnosis of incipient lesions is important, but urge
some caution in interpreting white spots as incipient or
weak caries lesions. Obviously, the white spots that we can
diagnose are located on those surfaces that we can visualize.
In contrast to approximal surfaces and pits and fissures,
these smooth surfaces where the white spots are seen
result only occasionally in frank cavitation. Second, white
spots are caused by conditions other than plaque-induced
demineralization — for example, fluorosis, hypoplasia, and
demineralization induced by acid chemicals. Third, if
white spots were a signal of a potentially dangerous situa-
tion, ie., one leading to cavitation, then it would be useful
to study a group which produces a high incidence of white
spots. One should expect a correspondingly high incidence
of caries. Such a group does exist — namely, patients
undergoing orthodontic ireatment. Demineralized enamel
which appears as white spots is commonly found in such
patients. From a recent literature search and review on this
subject, there is no evidence to suggest that the incidence
of caries in orthodontic patients is any greater than in a
non-treated population. Therefore, I would urge caution
on the assumption that these white spots should be inter-
preted as a pre-caries lesion and merely challenge their
inclusion in any statistical analysis-of caries data. I think
it is potentially misleading.

STOOKEY: 1 think one of the changes that have
occurred since the last conference is the change in design,
not to be able to use negative controls in many kinds of
situations. This then changes the design of the study where
you are using a positive control to show equivalence, inter-
preted to mean that you have a significant treatment effect.

DONNELLY: I should like to point out that there is a
less-defined period when first exposure at risk occurs
with root caries than with coronal caries. Second, there are
some morphological differences between these two classi-
fications of caries that need to be mentioned. The DMF
system provides the opportunity to get some estimation
of individual attack rates for each separate coronal attack.
The crowns of the teeth have pits and fissures with dis-
crete lesions so that discrete restorations can be found;
there are proximal contact points with lesions associated
with them. The root area is a more likely place for smooth
surface caries than the crown. A tooth like the upper first
molar can have two roots exposed, so we have the problem
of recording one or two caries attacks. The lesions readily
extend to additional surfaces, making it an even greater
problem with root caries than it is with the coronal surfaces.
1 think in root caries that extension into the approximal
areas is a problem of recording as well as of restoration.
Different methods of access are used for proximal surfaces
and root caries, which is also an important consideration.
The susceptibility by tooth and by surface also appears
to be quite different from that of coronal caries, so that
Grainger’s categories won’t apply to root surface caries.
The presence of calculus and heavy plaque and debris may
interfere with examination. Accessibility of populations
for study can be more difficult with root caries.

VONGRIES: At the first session, Professor Holloway
asked a question concerning the ethical aspects of dental
radiography in caries clinical trials. The response by one of
the panelists conveyed the impression that it is an accept-
able procedure and indeed that it providés a benefit —

copies of the radiographs are sent to private dentists.

The record of this conference should, I believe, include
another viewpoint, namely, that it is unethical to obtain
radiographs during the course of a caries clinical trial when
they are not necessary for the dental treatment of the
individual child.

There can be no disagreement that X-radiation is harm-
ful and that radiography should be limited to the minimum
necessary for the medical and dental care of the individual.
While bite-wing films should involve less exposure than
many other diagnostic radiographic procedures, it is ques-
tionable whether an investigator has the right to decide that
the hazards can be ignored. The risks of all procedures in
clinical trials have to be weighed carefully. -

Radiographs in caries trials are obtained to generate data,
although some films incidentally identify pathology that
should be treated. In some cases, recent radiographs were
obtained in a private dentist’s office. Some of the children
have normal X-rays throughout the study. Sending copies
of radiographs performed as part of the trial to private
dentists doesn’t justify the procedure. Most of the X-rays
are unnecessary to the dental care of the subjects. It would,
of course, be unconscionable to obtain the copies by taking
repeat films.

The obvious argument is that the information derived
from the radiographs is necessary, but this can never super-
sede the ethical considerations. The “need for the data” has
motivated a number of investigators to behave unethically,
and the extremes led to codes of ethics such as that de-
veloped at Helsinki. Personally, I don’t see much difference
between being a little unethical or very unethical. Fortun-
ately, it appears to be possible to conduct caries trials with-
out using radiographs.* .

NAYLOR: One need remember that root caries is not
necessarily a disease of the aged. We see root caries in
young people who have undergone periodontal surgery and
in people who have recession in their early years for various
reasons, maybe misuse of toothbrushing, as well as those
people who have undergone radiation therapy. It is ex-

tremely important that we have an index, because without

an index we cannot make an adequate evaluation, and
without an adequate evaluation, treatment is empirical. It
is extremely easy to identify and to assess a lesion which
will appear on a facial surface, but it is the lesion which is
proximal which then causes the clinical problem, the
lesion which appears beneath a gold inlay or an amalgam
restoration.

One quick word on Janet Brunelle’s paper, which is the
most timely reminder of something we have been reminded
of many, many times: Computers can save us an awful
lot of time, but they can also waste an awful lot of time.
I am reminded of people who tell me how busy they are,
and Igo down there and find them playing computer games.

HOROWITZ: Just for the record, I’d like to state that
there is sort of an a priori assumption that root caries is
going to become a major problem in the future. I am not
saying that it is not. T am saying that we really don’t know

*Fd. note: The role of radiographs in caries clinical trials was not
a topic on the program of this Conference. The reader is referred to
the proceedings of the following conference which discussed this
subject: “Fthical and Legal Considerations in Dental Caries Re-
search Involving Human Subjects”, Joanna Jenny, Ed., J Dent Res
59 (Special Issue C), 1980.
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