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ABSTRACT:

BACKGROUND: Restorations can be broadly divided into direct and indirect restorations.
Direct restorations have a worse long-term survival percentage than indirect restorations, which
are made outside the patient's mouth. Amalgam is inexpensive, having a high survival rate,
having a high compressive strength, being better able to withstand masticatory stresses, having
superior wear resistance, when compared to composites, its drawbacks include poor aesthetics, a
lack of adherence to dental tissues, and complicated tooth preparations. Composites provide
aesthetic benefits, require little dental preparation, can attach to tooth structure, and require
simpler tooth preparations.

MATERIALS AND METHOD:

A population-based study was conducted in which posterior restorations of 500 persons were
evaluated. The data of 500 treated amalgam and composite restorations were collected from the
patients records from Saveetha dental college and hospitals, results were obtained and graphs
were prepared comparing the gender, age and type of teeth.

RESULTS:

In our current study we could interpret that the patients prefer composite more than amalgam due
to aesthetics, the amalgam restoration is mostly preferred in molars because they have high
compressive strength and durability as the molars have to withstand high masticatory forces.
Amalgam and being less technique-sensitive, when compared to composites, its drawbacks
include poor aesthetics, a lack of adherence to dental tissues, and complicated tooth preparations.
Composites provide aesthetic benefits, require little dental preparation, can attach to tooth
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structure, and require simpler tooth preparations. The drawbacks include polymerization
shrinkage that causes gaps to emerge.

CONCLUSION:

For the most cost-effective direct restoration of posterior teeth, amalgam should continue to be
the material of choice. When aesthetic considerations are of the utmost importance, carefully
positioned tooth-colored materials, such as composite, can offer a suitable substitute.
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INTRODUCTION:

Restorations can be broadly divided into direct and indirect restorations. Direct restorations have
a worse long-term survival percentage than indirect restorations, which are made outside the
patient's mouth (1). The direct restorations have some benefits, including the fact that they take
less time, only require one appointment, remove less healthy tooth structure, and are less
expensive. The clinician's and the patient's desire for indirect restorations is outweighed by these
benefits. Although many materials have been suggested for direct fillings, amalgam and
composites have had the most success. Amalgam has some benefits, like being inexpensive,
having a high survival rate, having a high compressive strength, being better able to withstand
masticatory stresses, having superior wear resistance, and being less technique-sensitive (2).
When compared to composites, its drawbacks include poor aesthetics, a lack of adherence to
dental tissues, and complicated tooth preparations. Composites provide aesthetic benefits, require
little dental preparation, can attach to tooth structure, and require simpler tooth preparations. The
drawbacks include polymerization shrinkage that causes gaps to emerge, sensitivity to moisture
contamination, method sensitivity, costing more than amalgam, leading to more occlusal wear in
high-stress locations, and marginal percolation over time if inadequate bonding occurs.

Compressive strengths for high-copper amalgams range from 380 to 550 Mpa (3). This is
extremely similar to dentin and enamel. Increased compressive strength is therefore not given
much attention by the producers. Compressive strength for composites ranges from 236-256 Mpa
(4). Amalgam is preferred for bigger lesions. Conversely, smaller carious lesions are better
treated with composite rather than amalgam because the latter requires more tooth cutting for
adequate retention and resistance.There is little tensile strength in amalgam. The amalgam has a
propensity to fracture when forces are applied during mastication such that tensile strains are
formed and bending is induced. Given that amalgam does not have the ability to endure plastic
deformation under intense masticatory forces, sufficient mass is needed to prevent fracture of
amalgam restorations. In the case of composites, retention is obtained through micromechanical
bonding rather than cavity depth.In lengthy clinical research, wear resistance of composites has
been carefully examined (5). Due to occlusal contact area and functional contact area wear, large
posterior composites with full occlusal coverage are more likely to fracture.

The most wear-resistant formulations are microfill composites, according to the results. Novel
composites, on the other hand, show incredibly low in vitro and in vivo wear rates. The filler
particles in composites, not the composite's mechanical strength, are what give them their wear
resistance. Filler particles are more durable than polymer, and if they are positioned closely

together, the surrounding matrix is shielded. Fiber-reinforced composites and nanocomposites,
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two recent advancements in dental composites, provide substantially improved strength and
durability. For single and multiple unit restorations, fiber reinforcing of polymer resins using
glass fibers treated with silane strengthens and toughens composites. They offer exceptional
compression strength, higher flexural strength, higher hardness, higher crack-propagation
resistance, and very low thermal expansion (structural stability). "Nanocomposite" refers to
composite restorative materials with filler-particle diameters of less than 100 nm.

The smaller particle size results in greater flexural strength, modulus of elasticity, translucency,
little marginal leakage, and color variations. Small filler particles are unable to scatter or absorb
visible light since their sizes are below the visible light spectrum (0.4—0.8 m). As a result, the
mechanical qualities, particularly wear resistance, are enhanced. Additionally, the
biocompatibility is improved by minimizing component elution, and the polish and gloss are
superior, on par with micro fill composites. In this study we aim to compare the patients
preference over amalgam and composite in class 2 restoration.

MATERIALS AND METHOD:

A population-based study was conducted in which posterior restorations of 500 persons were
evaluated. The data of 500 treated amalgam and composite restorations were collected from the
patients records from Saveetha dental college and hospitals, results were obtained and graphs
were prepared comparing the gender, age and type of teeth.

RESULTS:
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FIGURE 1: The graph represents the no of male and females preferred composite restoration.
The result shows that the females prefer composite than males.
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FIGURE 2: The graph represents the number of male and females preferred amalgam restoration,
the result shows male prefer amalgam more than females.
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FIGURE 3: The graph represents the comparison between no of people of particular age groups
who preferred amalgam restoration, the result shows people of 40-50 years of age prefer amalgam
more than other age groups.
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FIGURE 4: The graph represents the comparison between no of people of particular age groups
preferred composite restorations, the result shows that the people of 40-50 years prefer composite
restorations more than other age groups.
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FIGURE 5: The graph represents the comparison between premolars and molars in amalgam
restoration, the result shows that the amalgam restoration is mostly done in molars than in
premolars due to aesthetic purposes.
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FIGURE 6: The graph represents the comparison between molars and premolars in composite
restorations, the result shows that the composite restoration is mostly done in the molars than in
the premolars.

DISCUSSION:

In prospective research from 2004, Manhart et al.(6) demonstrated that the annual failure rates of
both materials are comparable. However, amalgam restorations outlasted composite restorations,
according Van Nieuwenhuysen et al.(7,8), Bernardo et al. (2007)(9)and Soncini et al. (10). In a
retrospective study conducted in 2007, Opdam et al.(8) found that while the survival rates of
posterior amalgam and composite restorations were comparable, the likelihood of secondary
caries was higher in composite restorations and the likelihood of fracture failures higher in
amalgam restorations. According to certain studies, the patient's caries risk has a considerable
impact on the longevity of the restoration (11-15). In several investigations, secondary caries
have been observed more frequently adjacent to composite restorations than next to amalgam
restorations (7,16).

Initial indications for the posterior composite restoration were for minor carious lesions.
However, the clinicians are also currently restoring huge carious lesions with composite. More
comprehensive restorations were shown to have diminished lifespan (6,17). This might be related
to big restorations having a higher fracture risk. In a retrospective study, the durability of
amalgam and composite restorations with three, four, and five surfaces was compared to the risk
of caries in the patients. 1202 amalgam and 747 composite big class II restorations from 1949
were examined. The following criteria were taken into account: Dates of installation,
replacement, and failure were noted, and patients' caries risk was evaluated. On the basis of
Kaplan-Meier statistics, survival was determined. 293 amalgam and 114 composite restorations
have failed after 12 years. In our current study we could interpret that the patients prefer
composite more than amalgam due to aesthetics, the amalgam restoration is mostly preferred in
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molars because they have high compressive strength and durability as the molars have to
withstand high masticatory forces.

The durability of amalgam and composite was compared in a lengthy, random clinical
experiment. 1748 restorations in total were tracked for up to 7 years starting at the baseline.
10.1% of the baseline restorations overall were unsuccessful. Amalgam restorations had a
survival rate of 94.4%, whereas composite restorations had an 85.5% success rate. For amalgam
restorations, annual failure rates ranged from 0.16% to 2.83%, while for composite restorations,
they ranged from 0.94% to 9.43%. The primary cause of failure in both materials was secondary
caries. Additionally, it was determined that the composite group had a 3.5 times higher risk of
developing secondary caries.

CONCLUSION:

Both types of restorative materials have benefits and drawbacks. Before deciding on the type of

restoration material to be used, the clinician should properly assess the case, taking into account

factors like the tooth's location, the amount of tooth structure still present, the extent of
caries/tooth damage, occlusal stresses, aesthetic considerations, the caries index, the patient's
preferences, the available tools, and the cost. Despite a period of debate, amalgam has long been

a great and adaptable restorative material. For the most cost-effective direct restoration of

posterior teeth, amalgam should continue to be the material of choice. When aesthetic

considerations are of the utmost importance, carefully positioned tooth-colored materials, such
as composite, can offer a suitable substitute.
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