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Introduction:
I know there are tons of these debates. I am not trying to stir the pot. Patient came in, she’s 

in her mid-30s. There is definitely decay around that composite. Nothing shows up on the BW, 
but I am sticking on that lingual particularly. 

Conclusion:
I treatment-planned an MO composite. In my head I wondered if anybody would do a 

crown here. It’s hard sometimes to know exactly where to draw the line between full coverage 
or a large filling. I just graduated and am trying to find my way … Curious to get everyone’s 
opinion. Please be nice! n

I agree, your treatment plan for an MO is what I would do. Good luck. n

Fill her up! If you find a surprise cracked pulpal floor, then you can recommend a crown 
later. Generally best to slightly overtreat with crowns on lower second molars for bruxers. 
Overtreating on average isn’t wise. n

Bitewing X-ray won’t show everything. Existing composite can hide a lot of decay. I suspect 
on mesial by the time you remove composite and decay, you might have hard time getting good 
contact. I would diagnose as MOBL filling but let patient know that tooth might need crown. n

MOBL? How far buccal or lingual do they have to go before I can upgrade the code? n

Won’t know until you clean it all up and then decide. Take pics so you can show patient what 
you find. If you need a crown, then the fill is a build-up and reappt. for crown. I try to do a really 
nice build-up (if needed) and let patient know crown is recommended but let patient decide on 
follow-up. Keep us posted with a pic after composite removal, final prep outline, and restoration. n

Crown or Filling?
A new dentist treatment planned an MO composite for a patient,  

but now is wondering if that’s the best way to go
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Before I would say filling I would want to know how far gingivally it extends. If filled with 
composite, the gingival margin is the recurrent decay area the vast majority of the time. If 
that box area cannot be adequately cut to solid tooth and nicely sealed and be able to be kept 
cleansable for the patient, the filling will fail in short order and become one of “those composites 
that doesn’t work.” n

Crown or filling? (First let me say that, sure, I’d prefer to see an X-ray.) But based upon what 
you’ve presented, the answer is a resounding “yes.” 

Often the option chosen (as an initial recommendation by the dentist) depends upon his/her 
ethics. There are always those among us who bristle when I bring ethics to a thread … usually 
the same dentists for whom this scenario provokes a response like: “That’d be a crown in my 
office every day of the week.”

When asked why, some of those docs say that they only perform treatment they’d want for 
themselves or their family and that they only perform dentistry that restores a tooth “defini-
tively” … like to last the rest of the patient’s life. That’s all well and good, but Drs. Kanca, Julio 
Maya and others have posted multiple examples of large posterior composites that are in their 
third decade of service for the patient. More on that in a sec.

As you know, or will discover:
1.  Crowns become easy for dentists early in their careers, and thanks to CDTs they look great 

and therefore they’ll hide a multitude of evils (like bad preps), they have (or can very easily 
be adjusted to have) great contacts, bite, etc. Plus, we can delegate making a temp crown. 
Now, how about accomplishing all that directly in the mouth with a large composite? Not 
so much! These can be quite difficult and time-consuming, right?

2.  In the vast majority of offices, the fee for a crown is 3–4 times the fee for a 4+ surface 
posterior resin, and 4–5 times the fee for a three-surface posterior resin. Even more if the 
tooth gets a crown build-up. Ergo, there’s a tremendous financial incentive to do the crown. 
At this point, one can readily divine my reasoning in suggesting that ethics is part of how 

we tend to decide, but I digress. I can tell you, because I’ve done the footwork myself, that it is 
exceedingly difficult to find research that supports the notion that, in vital posterior teeth, there 
is any real difference between crowns and fillings other than with respect to a single parameter: 
longevity. Crowns last longer.

However, versus a big ol’ honkin’ composite (done á la Drs. Kanca, Bertolotti or Fischer), all 
else being equal, crowns don’t diminish any future need for an RCT, etc. Done properly, fillings 
don’t increase the potential for cuspal fracture, other than the fact that after a crown there aren’t 
any cusps left to fracture. For what it’s worth, I still haven’t seen solid research/data upon which 
to base a prognostication of future fracture risk. (It may exist, but I ain’t seen it yet.)

Point being that from a patient’s point of view, purchasing say an MOBL service for 
$300 that “merely” lasts a decade or two or three may be an option they’d want to know 
about as an alternative to the crown, yes? Like especially if the crown option is $996, or 
with a buildup it’s $996 + $225 = $1,221. And like even more especially if their insurer pays 
80 percent on a filling versus 50 percent on crown and bridge. Fixing that molar now comes 
down to a choice between out-of-pocket costs of $60 for the fill versus $498 or even $611 
for the crown option.

Suddenly an insured patient, as in the OP’s case, with a failed old MO is confronted with the 
reality that a crown will cost them eight or 10 times what the filling will. Can we truly justify 
not presenting the filling as an option, if not an actual recommendation?

Just my humble opinion, though strongly held. n
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You make good points, 
and I can’t say I disagree with 
any of them. I want to start by 
stating I’m not saying slam a crown on this tooth given 
by the OP. I will say this, though: Many treatments 
in medical, dental, probably veterinary, podiatry, are 
possible. However, any treatment is really only prac-
tical when it can be performed at given level by the 
majority of clinicians. Because Drs. Kanca, Bertolotti 
or Camshaft or whomever can perform a treatment—
any treatment—that will last two or three decades is 
not of mass value if the majority of the rest of clinicians 
cannot do so. In this case, if crowning the tooth in spite 
of the downside is going to provide the much superior 
longevity for the majority of clinicians—and I’m not 
saying that’s the case, but if it were—then we have to 
consider that in what is the recommended treatment. 

Now we can debate why that might be the case—
perhaps people need more CE or more practice on skills, 
learn to do fillings better, etc.—but that is a separate 
debate, it seems to me.

Dr. Terry performs some amazing composite work 
that he displays here on DT. I’d vouch that 99 percent 
of us here cannot come close to doing what he does. So, 
it’s not really an option then, is it? It doesn’t have appli-
cation to the vast majority of clinicians. That doesn’t 
mean it’s not an incredible skill and treatment, but if 
most dentists tried to regularly do what he does, it would 
be a miserable failure for dentistry. 

I hope my point is coming across in these few sen-
tences. I’m not arguing to slam a crown on every tooth. 
I’m not saying most of us couldn’t up our game. But I 
think all too often dentistry hears the “in my hands” 
from the top tier and that doesn’t mean those things are 
uniformly applicable for the entirety. n

How about a different 
scenario?

#18, small to medium occlu-
sal filling, but has a crack over the distal marginal ridge 
that is detectable with the explorer on the distal surface 
all the way to the gum line. Lots of enamel left on the 
other surfaces of the tooth, no biting symptoms. I feel 
aggressive going right to a crown, but I’ve also seen these 
teeth split or need RCT more often than other teeth 
with marginal ridge cracks. How are people typically 
handling these situations? n
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I believe if I remember correctly that lower second molar is the most common tooth to 
fracture, by a pretty wide margin. I’m personally more aggressive in treating second molars with 
coverage than other teeth. n

I want to follow up on the comment of being more aggressive on second molars. I have 
heard that sentiment before. I’ve also heard from a few instructors that they are more conser-
vative on second molars because of how difficult they are to crown and how they are always 
the ones that pop off, etc. One went so far to say he would avoid crowning second molars 
unless it was absolutely necessary. Especially with lower second molars, there are times where 
the tooth is tiny and I barely have the necessary reduction. What are everyone’s thoughts on 
this. Sorry to derail the thread. n
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Have some more tips for this new grad?
Search: “Crown or Filling”
This new graduate received a lot of good advice and tips from her fellow Townies. 
What would you have done? To see this entire conversation and find out how this 
case turned out, go to dentaltown.com and under message boards, search “Crown 
or Filling.” This thread will be one of the top results.

Yes, they can be a bear to restore sometimes. I’m quicker to treat a second molar but I don’t 
play heroics with second molars. If I can’t restore it with a predictable result, however that is, 
there are times it’s best to hold onto it as long as possible and then, if necessary, remove. n
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“The art and science of restorative dentistry.” For this phrase to have 

meaning, there must exist a composite that embodies the creativity behind an 

aesthetic restoration and the structural integrity required for it to have years 

of service. Many restorative products are capable of achieving one but not the 

other, or compromise on each. Evanesce, which means “to vanish, to blend or 

fade away,” is a nano-enhanced universal restorative by Clinician’s Choice. The 

product was engineered to fulfill the dentist’s desire to capture the art and 

science of restorative dentistry.

Evanesce is available in the most popular Vita shades and three opacities: 

a universal opacity mimics that of the natural tooth; an enamel opacity that 

balances natural opacity with enamel translucency; and a dentin opacity. The 

ability to express one’s artistic side is achievable by using a combination of 

these opacities, along with the characterizing Enamel Fx shades that help 

replicate the subtler nuances found in many teeth. Whether a single opacity 

or a layered combination is used, Evanesce vanishes into the surrounding 

Evanesce

A composite with universal appeal

tooth. A long-lasting, high-shine polish is quickly and efficiently achieved, 

regardless of the chosen polishing method. The product allows clinicians 

to sculpt or adapt to a preparation without slumping and they can also thin 

out Evanesce to an infinite margin—minimizing finishing and polishing time.

If Evanesce’s aesthetic capabilities satisfy the artistic side of restor-

ative dentistry, then its strength and wear resistance is the answer to the 

“science” side. A posterior restoration that is capable of withstanding the 

forces of mastication without compromising a natural appearance is now 

possible, allowing for a balance between function and aesthetics. With a 

low shrinkage rate, high filler distribution and exceptional compressive and 

flexural strength, Evanesce is an option for any application. Whether used 

in a single universal opacity or layered in a combination of opacities, this  

versatile product can be a go-to composite for all posterior and anterior 

applications.

For more information, visit clinicianschoice.com. n
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