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Abstract: Dental practitioner-related factors can affect the quality of composite restorations. This
study aimed to investigate the clinical techniques used by dental practitioners (DPs) while placing
direct posterior composite restorations. Methods: A questionnaire survey that sought information
related to the placement of posterior composite restorations was delivered to 161 DPs working in the
Al-Kharj area, Saudi Arabia. The collected data were statistically analyzed using Pearson’s Chi-square
test and Fisher’s exact test considering the DP’s working sector and the answered questions. Results:
A total of 123 DPs completed the survey (76.4% response rate). There was a statistically significant
difference between DPs working in the private sector and those working in the governmental sector in
7 out of 17 questionnaire items namely: preparing a minimum depth of 2 mm, (p = 0.001); mechanical
means of retention, (p = 0.003); operative field isolation, (p = 0.004); adhesive strategy, (p < 0.001);
light-curing unit used, (p = 0.013); the use of radiometer, (p = 0.023), and dental matrix selection,
(p < 0.001). Conclusion: The clinical techniques applied by DPs working in the private sector in
Al-Kharj, Saudi Arabia when placing posterior composite restorations, including the specifications
of cavity preparation, operative field isolation, and selection of the dental matrix system, may be
substandard compared to those applied by DPs working in the governmental sector.

Keywords: posterior restoration; composite; dental practitioners

1. Introduction

Composite and dental amalgam have been used to restore class I and II cavities in the
posterior teeth [1]. Resin-based composite (RBC) has gradually replaced amalgam over
the past decade [2], while amalgam restorations have been questioned as they contain
mercury [3,4]. Moreover, the shift toward minimally invasive management of carious le-
sions [5] and the improved physical and mechanical properties of composite restorations [6]
resulted in the increased popularity of RBCs as posterior restorative materials. Each tooth
undergoing an operative intervention is placed on a downward restorative spiral. The use
of composites, in preference to amalgam, might help slow down this spiraling descent [7].
RBC has suitable composition and properties as the “material of choice” for use in direct
posterior restorations [8]. The recognized advantages of composites over amalgam include
avoiding sacrificing healthy tooth tissue to create mechanical undercuts [6] and increased
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fracture resistance of the restored tooth unit as teeth restored with amalgam are more
susceptible to fractures [9,10]. Increased use of RBC has been noticed in countries such
as Norway, Denmark, Finland, Germany, Italy, the USA, and Japan [11–15]. Indeed, a
retrospective study of composite use in general practice found their 5- and 10-year survival
rates to be slightly higher than amalgam [16]. Based on the findings of a meta-analysis that
evaluated the longevity of posterior composite restorations, satisfactory clinical outcomes
were noted. Recurrent caries and restoration fractures were the most common causes of
restorative failure [17]. The success of composite resin restorations depends on under-
standing the physical properties and management of the resin material [18] However, the
success or failure of composite restorations is not only a matter of material; rather, it is a
multi-factorial process in which patient-related and operator-related factors are combined
with technical aspects [17,19]. The dentist’s knowledge might be a crucial factor affecting
technique-sensitive restorative procedures such as direct posterior composite restorations,
affecting their longevity [20].

The use of questionnaire responses to determine dentists’ attitudes and practice is
common [21]. A previous questionnaire indicated that most dentists in Northern Saudi
Arabia preferred not to use RBC in class II cavities [22]. That study suggested more
professional training on posterior composite restorations. In addition, private dental
practitioners (DPs) in Riyadh, Saudi Arabia tend to replace existing amalgam restorations
with RBC restorations [23]. The use of RBC materials as the dominant choice among
dentists in Kuwait reflects the trend worldwide [4]. A similar finding has recently been
noticed in New Zealand [24]. A recent study conducted in the United Kingdom indicated
that RBC is the most used material for direct restoration of the premolars, whereas amalgam
was used in the molar teeth [25]. While previous similar studies provided only descriptive
statistics, this study assessed the relationship between DPs’ working sector and the clinical
technique used by the DPs when placing posterior composite restorations. Moreover, no
such similar study had been performed in Al-Kharj, Saudi Arabia. Therefore, this study
aimed to investigate the clinical techniques used by DPs in Al-Kharj while placing direct
posterior composite restorations.

2. Materials and Methods
2.1. Ethical Approval

The Research Ethics Committee in Health and Science Disciplines, Prince Sattam Bin
Abdulaziz University (PSAU), Al-Kharj, Saudi Arabia, approved this study (approval No
REC-HSD-37-2021). The study was conducted following the STROBE (Strengthening the
Reporting of Observational Studies in Epidemiology) guidelines [26].

2.2. Questionnaire Description

Based on a previous study [7], an electronic questionnaire was developed using
Google Forms, and a pilot version was validated and tested for usability using concurrent
think aloud and verbal-probing approaches [27] by five university teachers of restorative
dentistry from PSAU, King Saud University, Saudi Arabia, and five dental practitioners
working in Ministry of Health hospitals and the private sector in Al-Kharj, Saudi Ara-
bia. Following this preliminary trial, modifications were made to ensure appropriate
preparation and clinical relevance of the questionnaire sections and questions. Based on
the feedback of the participants in the pilot study, pictures were added to provide more
clarification of two questionnaire questions namely: “Which material do you often use
in posterior large cavity (3 or more surfaces)?” and “Do you bevel the gingival margin
of the cavity?”. The questionnaire is consisted of a total of 17 closed ended questions
with binary or multiple-choice answers and sought information related to the placement
of occlusal class I and II posterior direct composite restorations. The questionnaire sec-
tions were as follows: (1) The information of the dental practitioners participated in the
study, (2) The selection of restorative material and placement of composite in special cases,
(3) The use of composite in special cases, (4) The specifications of cavity preparation for
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posterior composite restorations, and (5) The restorative technique applied during the
placement of posterior composite restorations. The questionnaire items are provided in the
Supplementary Materials.

2.3. Sampling and Data Collection

Based on the statistical yearbook (2020), Ministry of Health, Saudi Arabia [28], the
number of DPs in Al-Kharj was estimated to be 179. The sample size (n = 123) was
calculated at a confidence interval of 95% and margin of error of 5%. The questionnaire
was electronically delivered to 161 dental practitioners working in a total of a total of
35 hospitals and/or dental clinics of which 7 (20%) are governmental and 28 (80%) are
private located in Al-Kharj, Saudi Arabia between March to June 2021. The data were
anonymously collected and authors had no access to the participants’ information.

2.4. Statistical Analysis

The collected data were statistically analyzed considering two variables, (1) dental
practitioners’ working sector and (2) the answered questions using either Pearson’s Chi-
squared test with Yates’ continuity correction or Fisher’s exact test with a significance level
of 0.05 (R software 4.1.1, R Foundation for Statistical Computing, Vienna, Austria).

3. Results
3.1. Response Rate

A total of 123 dental practitioners with a response rate of 76.4% participated in the
questionnaire, of whom 84 (68.3%) have more than 5 years of clinical experience and 86
(70%) are working in the private sector. The information on the dental practitioners who
participated in the study are detailed in Table 1.

Table 1. The information of the dental practitioners (DPs) participated in the study.

DPs’ Information Total
n = 123 (100%)

Governmental
n = 37 (30%)

Private
n = 86 (70%)

Professional registration

General Practitioner (GP) 76 (61.8) 16 (13) 60 (48.8)

Resident 5 (4.1) 0 5 (4.1)

Registrar 10 (8.1) 7 (5.7) 3 (2.4)

Senior registrar 11 (9) 7 (5.7) 4 (3.3)

Consultant 21 (17.1) 7 (5.7) 14 (11.4)

Years of clinical experience

0–2 years 12 (9.8) 5 (4.1) 7 (5.7)

2–5 years 27 (22) 8 (6.5) 19 (15.4)

More than 5 years 84 (68.3) 24 (19.5) 60 (48.8)

3.2. Selection of the Restorative Material

The material of choice for posterior restorations according to the participant DP is
graphically described in Figure 1. In addition, more detailed descriptive statistics and
comparison between DPs working in the governmental and private sectors are provided in
Table 2. Composite was the most used restorative material for direct posterior restorations
in small-size one- or two-surface cavities as well as the large-size cavities involving three or
more tooth surfaces, as reported by 114 (92.6%) and 72 (58.6%) dental practitioners. There
was no statistically significant difference between the dental practitioners working in the
governmental and private sectors (p > 0.5).
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Figure 1. Dental practitioner-reported frequency of the selection of restorative material for small-size
and large-size posterior cavity preparations (RMGIC: resin-modified glass ionomer cement).

Table 2. Comparison between DPs working in the governmental and private sectors with regard to selection of restorative
material and placement of composite in special cases.

Question Governmental
n = 37 (30%)

Private
n = 86 (70%) p-Value

Q1. Which material do often you use in posterior small cavity (1 or 2 surfaces)?

0.452
Amalgam 0 4 (3.3)

Composite 35 (28.4) 79 (64.2)

Resin modified glass ionomer 2 (1.7) 3 (2.4)

Q2. Which material do you often use in posterior large cavity
(3 or more surfaces)?

0.746Amalgam 4 (3.2) 12 (9.8)

Composite 22 (17.9) 54 (43.9)

Other (Indirect restoration) 11 (9) 20 (16.2)

Q3. Do you often place direct posterior composite restorations in patients with
oral para-functional activity?

1.000Yes 10 (8.1) 23 (18.7)

No 27 (22) 63 (51.2)

Q4. Do you often place direct posterior composite restorations in patients with
poor oral hygiene?

0.066Yes 15 (12.2) 52 (42.3)

No 22 (17.9) 34 (27.6)

Q5. Do you often place direct posterior composite restorations in posterior cavities
with 1–2 mm Sub-gingival margins

0.201Yes 14 (11.4) 45 (36.6)

No 23 (18.7) 41 (33.3)

3.3. Placement of Posterior Composite Restorations in Patients with Certain Clinical Conditions

The use of composite in special cases as reported by the participants is graphically
described in Figure 2. In addition, more detailed descriptive statistics and comparison
between DPs working in the governmental and private sectors are provided in Table 2.
The placement of posterior composite restorations in patients with occlusal parafunctional
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activity, with poor oral hygiene, and in cavities with subgingival margins was reported
by 33 (26.8%), 67 (54.5%), and 59 (48%) dental practitioners, respectively. There was
no statistically significant difference between the dental practitioners’ working in the
governmental and private sectors (p > 0.5).

Figure 2. Dental practitioner-reported frequency of the placement of composite in special cases.

3.4. Specifications of the Cavity Preparation

The specifications of the cavity preparation for posterior composite restorations are
graphically described in Figure 3. In addition, more detailed descriptive statistics and
comparison between DP working in the governmental and private sectors are provided
in Table 3. A total of 67 (54.5%) and 57 (46.3%) dental practitioners reported preparing
a minimum depth of 2 mm and mechanical means of retention (undercuts) for posterior
composite restorations, respectively. Beveling of the occlusal and gingival cavity margins
was reported by 58 (47.2%) and 38 (30.9%) practitioners, respectively. There was a statis-
tically significant difference (p < 0.05) between the dental practitioners’ working in the
governmental and private sectors with regard to two specifications of cavity preparation
for posterior composite restorations, namely the preparation of a minimum 2 mm pulpal
depth (p = 0.001) and mechanical means of retention (undercuts) (p = 0.003).

Figure 3. Dental practitioner-reported frequency of the specifications of the cavity preparation for
posterior composite restorations.
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Table 3. Comparison between DP working in the governmental and private sectors with regard to the specifications of
cavity preparation for posterior composite restorations.

Question Governmental
n = 37 (30%)

Private
n = 86 (70%) p-Value

Q6. Do you prepare a minimum pulpal depth of 2 mm for occlusal cavities?

0.001 *Yes 11 (9) 56 (45.5)

No 26 (21.1) 30 (24.4)

Q7. Do you prepare mechanical means of retention for composite restorations?

0.003 *Yes 9 (7.4) 48 (38.9)

No 28 (22.8) 38 (30.9)

Q8. Do you bevel the occlusal margins of the cavity?

0.120Yes 13 (10.6) 45 (36.6)

No 24 (19.5) 41 (33.3)

Q9. Do you bevel the gingival margin of the cavity?

0.212Yes 8 (6.5) 30 (24.4)

No 29 (23.6) 56 (45.5)

*: statistically significant difference (Pearson’s Chi-squared test).

3.5. Restorative Technique

Steps of the restorative technique as reported by the participant DP are graphically
described in Figure 4. In addition, more detailed descriptive statistics and comparison
between DP working in the governmental and private sectors are provided in Table 4. A
total of 49 (39.8%) dental practitioners reported using a rubber dam for operative field
isolation. The etch-and-rinse adhesive strategy was the most reported by 67 (54.5%) of
the dental practitioners. A total of 77 (62.6%) dental practitioners reported the use of the
oblique layering technique during the insertion of posterior composite restorations. The
light curing of 2 mm composite layer (increment) for 20 s was reported by 85 (69.1%) of
the dental practitioners. The light emitting diodes (LED) light-curing units were the most
used for this purpose, as reported by 107 (87%) dental practitioners. Surprisingly, only
18 (14.6%) dental practitioners reported regular monitoring of the light-curing units by a
radiometer. Additional light-curing intervals after the removing the metal matrix band
were reported by 81 (65.9%) of the dental practitioners. The use of a Tofflemire metal
matrix system for restoring the proximal contact with posterior composite restorations
was reported by 56 (45.5%) practitioners, while only 40 (32.5%) and 21 (17.1%) reported
the use of a sectional or circumferential matrix system, respectively, for the same purpose.
There was a statistically significant difference between the dental practitioners’ working in
the governmental and private sectors with regard to a total of five steps of the restorative
technique applied during the placement of posterior composite restorations, namely the
method of operative field isolation (p = 0.004), the adhesive strategy used (p < 0.001), the
light-curing unit type (p = 0.013), the regular use of radiometer to monitor the output of
the light-curing unit (p = 0.023), and the selection of the matrix system for restoring the
proximal contact with composite restoration (p < 0.001).
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Table 4. Comparison between DPs working in the governmental and private sectors in regard to the restorative technique
applied during the placement of posterior composite restorations.

Question Governmental
n = 37 (30%)

Private
n = 86 (70%) p-Value

Q10. How often do you achieve the operative field isolation?

0.004 #
Rubber dam 23 (18.7) 26 (21.1)

Cotton rolls and intraoral suction (Partial isolation) 13 (10.6) 55 (44.7)

Other 1 (0.8) 5 (4.1)

Q11. Which adhesive strategy do you use more often?

<0.001 #
Etch-and-rinse (total etch) 30 (24.4) 37 (30.1)

Self-etching (no acid etching) 2 (1.7) 26 (21.1)

Selective enamel etching 5 (4.1) 23 (18.7)

Q12. Which placement technique do you often apply for the placement of
composite restorations?

0.472Horizontal layering 12 (9.8) 30 (24.4)

Oblique layering 25 (20.3) 52 (42.3)

Bulk-fill 0 4 (3.2)

Q13. Which light-curing unit do you often use to light-cure posterior
restorations?

0.013 #Quartz tungsten halogen (QTH) 9 (7.3) 6 (4.9)

Light emitting diodes (LED) 28 (22.8) 79 (64.2)

Other 0 1 (0.8)

Q14. Do you regularly monitor the output of light-curing unit with
a radiometer?

0.023 *Yes 10 (8.1) 8 (6.5)

No 27 (22) 78 (63.4)

Q15. How long do you light-cure composite increment of 2 mm thickness?

0.784
10s 4 (3.3) 9 (7.3)

15s 7 (5.7) 18 (14.6)

20s 26 (21.1) 59 (48)

Q16. For class II composite restorations, after removal of the matrix band, do you
often perform additional light-curing from the buccal and lingual directions?

0.087Yes 29 (23.6) 52 (42.3)

No 8 (6.5) 34 (27.6)

Q17. Which matrix system do you often use to restore the proximal contact with
composite restoration?

<0.001 #
Sectional matrix 19 (15.4) 21 (17.1)

Tofflemire matrix 6 (4.9) 50 (40.6)

Circumferential matrix 10 (8.1) 11 (9)

Other 2 (1.7) 4 (3.2)

*: statistically significant difference (Pearson’s Chi-squared test); #: statistically significant difference (Fisher’s exact test).
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Figure 4. Dental practitioner-reported frequency of the restorative technique applied during the
placement of posterior composite restorations (ER: etch-and-rinse, SE: self-etching, SEE: selective
enamel etching, QTH: quartz tungsten halogen, LED: light emitting diodes).

4. Discussion

The increased number of failed posterior composite restorations in patients screened
at the clinics of the College of Dentistry, PSAU motivated the authors to conduct this
cross-sectional study to investigate the clinical techniques used by the DP in Al-Kharj while
placing direct posterior composite restorations. The comparison between DP working the
governmental and those working the private sectors is relevant because of the fact that the
incidence of dental malpractice may be higher in private clinics compared to governmental
hospitals or centers [29]. The questionnaire used in this study was formulated, validated,
and delivered electronically to the participants and was collected by the authors, resulting
in a response rate of 76.39%, higher than the acceptable response rate suggested by Tan and
Burke [21]. Most participants worked in the private sector (69.9%) and reported having
over 5 years of clinical experience (68.3%).
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Composite was the most popular choice among the study participants for restoring
posterior cavities, regardless of the cavity size or extension. This follows the Academy of
Operative Dentistry—European Section guidelines on posterior composite restorations
that consider composite the most preferred restorative material to restore small and large
cavities in the posterior teeth [8]. This approach is supported by the well-known advantages
of composite restorations, including conservative cavity preparation and ease of repair
compared to amalgam restorations, while meeting the increase in esthetic demands by the
patients. Clinical studies have proven the excellent clinical performance and survival rate
of large- and small-size posterior composite restorations [30]. However, the risk of failure
of composite restorations increased with the restoration size [17] due to the masticatory
forces and stresses applied to it [31]. This might explain why composite was selected for
restoring one- or two-surface posterior cavities by 92.7% of the participants, while 58.5%
selected it for restoring extensive posterior cavities with three or more surfaces. Amalgam
was considered for restoring extensive cavities by 13% of the participants. A retrospective
study performed in Finland indicated that composite and amalgam restorations might
have similar clinical performance in 3-surface cavities [32]. The longevity of composite
restorations could be affected by patient-related factors such as oral hygiene status [33]
and parafunctional occlusal habits [34]. Such factors were associated with high failure
rates of posterior composite restorations [17,34]. Dental practitioners seem concerned
about the patients’ parafunctional habits as most (73.2%) denied the placement of posterior
composite restorations in such cases. More than half (52%) of the participants preferred not
to place posterior composite restorations in cavities with subgingival margins. It is well-
known that the position of the cavity margins (subgingival) could complicate the clinical
procedure in class II composite restorations due to the limited accessibility and absence of
enamel in some cases [35,36]. However, clinical management of the interproximal papilla
(gingiva) could facilitate field isolation, dental matrix placement, and composite insertion
and decrease the chance for interproximal overhang formation [37]. Additionally, the
results of a recent clinical and histological study indicated that composite restorations with
subgingival margins were compatible with gingival health [38].

The cavity preparation could influence the quality of posterior composite restorations,
although the effect of inappropriate cavity preparation would not be visible immediately
after the restoration insertion [39]. Despite that, there is no consensus on teaching the
principles of cavity preparation for posterior composite restorations in North America [40]
or Saudi Arabia [41]. Beveling of occlusal cavity margins seems to be confusing to the
dental practitioners in Al-Kharj area as almost half (47.2%) of them reported beveling the
occlusal cavity margins during preparations for posterior composite restorations. Beveling
of the occlusal margins should be contraindicated [8,42], as it might result in unnecessary
loss of non-carious tooth structure and confusion during restoration finishing, repair, or
replacement [6,8,43]. Approximately one-third (30.9%) of the participants reported beveling
of gingival cavity margins, which might also lead to the loss of sound tooth structure [44]
and affect the marginal integrity of composite restorations. It might also create composite
flashes in the interproximal space, complicating the restoration finishing procedures due
to limited accessibility [43]. Surprisingly, creating mechanical means for retention and a
minimum depth of 2 mm of composite restoration were reported by many participants
(46.3% and 54.5%, respectively), unnecessary for posterior composite restorations [42].

Isolation of the operative field with a rubber dam is recommended [45]. However,
the placement of a rubber dam might be considered a time-consuming procedure for
many dentists. Less than half of the participants (39.8%) reported using a rubber dam
for operative field isolation. Clinical studies found no difference in the survival rates
of posterior restorations where isolation was done with cotton rolls and aspiration or a
rubber dam [46,47], However, applying a rubber dam before cavity preparation is highly
recommended to enhance visibility and prevent contamination during the restorative proce-
dures [39]. Composite restorations placed under rubber dam isolation showed significantly
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fewer defects that required replacement, enhancing their clinical longevity [45]. Moreover,
during the COVID-19 pandemic, a rubber dam could protect the operating dentist [48].

Achieving durable bonding to tooth structures is indispensable to enduring posterior
composite restorations. Three main adhesive strategies are applied in restorative dentistry.
First, the etch-and-rinse strategy involves applying phosphoric acid etchant to demineralize
the tooth structure before adhesive application [49]. Despite the adequate bond strength
achieved with this strategy, matrix metalloproteinases could be activated during phosphoric
acid etching or adhesive application [50]. Such enzymes could markedly deteriorate the
resin-dentin bond strength [51]. Nevertheless, more than half of the participants (54.5%)
reported this as the most often used strategy. Second, the self-etching strategy utilizes a
primer or an adhesive with certain acidity to simultaneously demineralize and infiltrate
the tooth structures instead of phosphoric acid etching [52]. However, this approach
cannot achieve adequate bonding to the dental enamel. Third, the selective enamel etching
strategy involves phosphoric acid etching of the enamel (cavity margins) followed by
the application of a universal or multi-mode adhesive to the entire cavity (enamel and
dentin) [53,54]. Selective enamel etching could improve the bond strength of universal
adhesives to tooth structure [55].

The effectiveness of sectional matrix systems in generating a tight proximal contact
in Class II composite restorations was proven [56–58]. However, this is not the most
popular system in the UK [25]. Similarly, only 32.5% of the participant reported using a
sectional matrix system, while more participants (45.5%) used the Tofflemire matrix system
more often. The Tofflemire matrix system was associated with flaws in creating tight and
properly contoured proximal contacts [59]. The more frequent use of a circumferential
matrix to restore the proximal contact in class II composite restorations was reported by
17.1% of the participants. The incidence of food packing in the interproximal area was
higher when the circumferential matrix was used [25], impairing the periodontal health
and increasing the periodontal pocket depths [60].

Incremental placement of composite restoration is recommended to ensure adequate
light-curing and overcome the polymerization stress effect [61]. Furthermore, the oblique
layering technique achieves better bonding than either the horizontal increments or bulk
placement [62,63]. Connecting the facial and lingual walls during the curing of composite
increment or layer in horizontal incremental techniques might lead to a greater cuspal
deflection [64]. Most participants (62.6%) reported using oblique layering most often,
reflecting adequate knowledge of polymerization shrinkage stress.

Light curing units are susceptible to reductions in the quality and intensity of the light
output, resulting in reduced curing potential and, in turn, compromised final restoration
quality [8]. Most participants (87%) reported using light emitting diodes (LED) light-curing
units, while only 12.2% reported using quartz tungsten halogen (QTH) light-curing units. A
previous study assessed the light-curing units in hospitals of Riyadh, Saudi Arabia, show-
ing that a higher percentage of the QTH units had suboptimal (reduced) light intensity [65].
Periodic monitoring of the light output intensity by dental radiometers was recommended
to detect output changes [66,67]. Nevertheless, most participants (85.4%) reported that
they do not regularly use dental radiometers. This finding agrees with a previous report
from the Riyadh area, Saudi Arabia [68]. Another study [41] found that dental radiometer
use was taught in just a few dental schools in Saudi Arabia. The use of metal matrix bands
while restoring class II cavities might prevent the curing light from reaching certain areas
of the composite restoration. For this reason, additional light-curing sessions from the
buccal and lingual sides are recommended after removing the metal matrix bands [69,70].
Most participants (65.9%) reported performing such additional light-curing intervals. One
of the limitations of this study is that it covered dental practitioners from just one Saudi
governorate (Al-Kharj). Therefore, extrapolation of the findings to the entire country
should be done with caution. Nevertheless, this study could serve as a starting point
to identify gaps in knowledge among dental practitioners to formulate national (Saudi)
guidelines or protocols on the placement of direct posterior composite restorations. Until
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then, specialized workshops should be provided by national scientific societies, such as
the Saudi Society of Restorative Dentistry, in order to update DPs’ technical knowledge on
composite restorations. In addition, such workshops could identify and provide clinical
solutions to the dental malpractice related to the placement of composite restorations.

5. Conclusions

Most dental practitioners (DPs) who participated in the study reported the placement
of posterior composite restorations more than other restorative materials regardless of
the size of cavity preparation. The clinical techniques applied by the DPs working in the
private sector in Al-Kharj, Saudi Arabia when placing posterior composite restorations,
including the specifications of cavity preparation, operative field isolation, and selection
of the dental matrix system may be substandard compared to those applied by the DPs
working in the governmental sector. Clinical practice guidelines on placement posterior
composite restorations should be set and implemented by the Saudi Commission for Health
Specialties in both private and governmental sectors.
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