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Abstract

Objective: To review scientific literature on BPA in dental materials, introducing 
the chemistry of BPA and its derivatives, and evaluating the BPA release and exposure 
from dental materials and the potential human health risks. 

Materials & methods:  A search of English peer-reviewed dental literature 
from Pub Med and MEDLINE databases was conducted, and the key words included 
bisphenol A and BPA.  

Results & discussion: Most modern dental resin  materials contain BPA-
derivatives (but not pure BPA), such as BisGMA, BisEMA, and BisDMA. Unlike BisGMA 
and BisEMA, BisDMA has an ester linkage connecting bisphenol A molecule to resin. 
The ester linkage of BisDMA undergoes hydrolysis reaction in saliva to convert BisDMA 
into BPA. In contrast, neither BisGMA or BisEMA is converted into BPA in saliva. The 
dental materials containing BisGMA or BisEMA release the amount of BPA far below 
(0.1%) the daily BPA intakes in people from other sources (dust, air, water, etc.), which 
poses no human health risks. The dental materials containing BisDMA or polycarbonate 
has not been found to pose any adverse human health risks, but more studies should 
be conducted to evaluate the potential adverse human health effects of BisDMA and 
polycarbonate-based dental materials.

INTRODUCTION

Bisphenol A (BPA) has been present in many plastic polymers 
since the 1960s. Studies have suggested that BPA has the potential 
effects on the brain and behavior in infants and young children 
[1]. In July 2012, the U.S. Food and Drug Administration (FDA) 
started to ban BPA-containing resins in infant feeding bottles 
(baby bottles) and spill-proof cups (sippy cups). Many modern 
resin-based dental restorative materials are composed of BPA 
derivatives, which has attracted attention and caused people to 
be concerned about the potential human health risk of dental 
resin materials.   

A lot of literature is now available investigating the BPA 
release from dental restorations and its potential harm to human 
health. This paper is a review of the scientific literature on BPA in 
dental materials, introducing the basic chemistry of BPA and its 
derivatives, and evaluating the BPA release and exposure from 
dental materials and the potential human health risks. 

MATERIALS AND METHODS 

A search of English peer-reviewed dental literature from 
Pub Med and MEDLINE databases was conducted and limited to 
dental journals. Key words included bisphenol A and BPA. Titles, 
abstracts and full articles were reviewed and evaluated.  

RESULTS AND DISCUSSION
Chemistry of BPA and BPA-derivatives

Bisphenol A (BPA) (CAS Number: 80-05-7) is an organic white 
solid compound with two hydroxyphenyl functional groups. It 
is soluble in organic solvent, but almost insoluble in water. Its 
chemical structure is shown in Figure 1. BPA is used primarily 
in the production of polycarbonate (plastic containers, water 
bottles, and water pipers) and epoxy resins. More than 2 million 
tons of BPA are currently produced every year [2].

Pure BPA is not a component of dental products. In dentistry, 
the most commonly used BPA-derivatives include bisphenol 
A diglycidyl methacrylate (BisGMA), ethoxylated bisphenol A 
glycol dimethacrylate (BisEMA), and bisphenol A dimethacrylate 
(BisDMA) (Figure 1). The BPA-derivatives are synthesized from 
BPA, so they may contain a trace amount of (ppm or ppb level)  [3] 
of BPA. Some BPA-derivatives with ester bond (-O-CO-) linking 
BPA molecule to resin, such as BisDMA and polycarbonate, have 
been shown to hydrolyze into BPA (Figure 2) [3-5]. However, the 
BPA-derivatives with ether (-O-) linkage, such as BisGMA and 
BisEMA, do not undergo this type of  hydrolysis reaction to form 
BPA (Figure 2) [3-5]. 

Baseline level of BPA in human and potential health 
risks 

For most people, the primary source of exposure to BPA is 
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Figure 1 Chemical structures of BPA, polycarbonate, and the BPA-derivatives commonly used in dental materials, such as BisGMA, BisEMA, and BisDMA.
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Figure 2 Both polycarbonate and BisDMA have been shown to hydrolyze into BPA at the ester linkage, while BisGMA does not hydrolyze to BPA, because its ether 
linkage is resistant to hydrolysis [3-5].

through diet. Other source of BPA could include air, dust and 
water/drinks. BPA has been found in human blood, urine (2.6 
ng/mL), breast milk (1.3 ng/mL), and other tissues [6]. The 
estimated daily intakes of bisphenol A in people (United State) 
based on the “back calculation” from urinary concentration are 
about 0.05 µg/kg body-weight/day for people 6 years and older 
[6]. For infants and children 6 years and younger, the estimated 
daily intakes based on source of exposure are from 0.04 to 14.7  
µg/kg body-weight/day [1].

BPA is considered weakly estrogenic, which can mimic the 
actions of the hormone estrogen and has some other negative 
human health effects [7,8]. Studies suggest that BPA has potential 
effects on obesity [9], fetal and infant brain development [1], 
dopaminergic system [10], and reproductive system and sexual 
behavior  [11,12].

Although the United States Environmental Protection 
Agency’s (EPA) maximum safe dose of BPA is 50 µg/kg body-
weight/day, animal studies indicate that even low-dose exposure 
(0.025 – 2.5 µg/kg body-weight/day) could have long-term 
adverse reproductive, carcinogenic, and other effects [13-15].

A National Toxicology Program (NTP) report concludes that 
NTP has “negligible concern that exposure to bisphenol A will 
cause reproductive effects” and has negligible concern “that 
exposure of pregnant women to bisphenol A will result in fetal or 
neonatal mortality, birth defects” [1]. The NTP has “some concern 

for effects on the brain, behavior, and prostate gland in fetuses, 
infants, and children” [1].

BPA release from dental materials

Modern resin-based dental materials play an important role 
in preventing tooth decay and in promoting oral health [16,17]. 
They include resin composites (also known as “white fillings”), 
dental adhesives, dental sealants, resin-modified glass ionomer 
cements and other resin cements, liners, and pulp-capping 
materials. They can be immediately polymerized or hardened 
with a light treatment (LED light or other visible light). Resin-
based dental materials are composed of organic resins and some 
other components such as solvents or reinforcing inorganic 
fillers, depending on the type of product. The organic resins are 
formulated with a variety of mixture of monomers and, most 
importantly, BisGMA. In addition to BisGMA, other monomers 
are generally included to modify the viscosity, handling and 
other properties, such as the BisEMA, BisDMA, triethylene glycol 
dimethacrylate (TEGDMA), and 2-hydroxyethyl methacrylate 
(HEMA).

Modern resin-based dental materials are not composed of pure 
BPA. The sources of BPA that leach from dental materials includes 
trace levels of BPA from the impurity of BPA-derivatives, and the 
degradation/hydrolysis of dental resin restorations (Table 1). 
The amount of BPA from the impurity of BPA derivatives (such 
as BisGMA or BisEMA) is usually very low and not detectable (<2 
ppm) [3]. Some older dental resin materials might contain 1.5-20 
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ppm of BPA in their unpolymerized resin [18,19]. Therefore, a 
typical dental restoration (0.25 gram material) contains less than 
5 µg of BPA for older materials and less than 500 ng of BPA for 
current materials. Even if all of the BPA is leached out in 1 year, 
the annual release is still less than 1% or 0.1% of the baseline of 
BPA intake in the United States (from air, dust, water, and food), 
and is 100,000 ~ 1,000,000 times lower than the EPA maximum 
safe dose of BPA. The degradation/hydrolysis of BisDMA and 
polycarbonate could lead to a much higher amount of BPA 
release. Studies showed no BPA could be detected for BisGMA 
sample under any hydrolytic conditions chosen (in methanol at 
pH values of 0-11 for 30 minutes/50ºC,  porcine liver esterase 
for 24 hours, or in saliva for 24 hours) [3]. However, there is 
a significant amount of conversion of BisDMA to BPA under 
those conditions (100% conversion at pH11, 82.5% when 
subjected to esterase, and 81.4% in saliva) [3]. Other studies 

demonstrated similar results. For instance, one study showed 
an 89% conversion of BisDMA to BPA in saliva within 24 hours 
[4]. Another study showed BisDMA was completely converted to 
BPA in sodium hydroxide solution within 1 day and was partially 
converted to BPA in an acidic solution, while BPA was not formed 
by BisGMA monomer through those chemical-induced hydrolysis 
[5].

Many in vivo and in vitro studies show dental restorations 
release a small amount of BPA, as shown in Table 2 and Table 3. 
The BPA concentration in saliva was found to peak over the first 
several hours after restoration with resin materials but returned 
to baseline levels within 24 or 30 hours [20,21]. The urinary BPA 
concentration started to increase 9-30 hours after restoration 
placement [21]. BisDMA-based sealant (Delton LC) released a 

BPA Source Dental Products BPA level

Pure BPA as an ingredient None N/A

Trace level BPA from the impurity of BPA-derivatives Resin-based dental products containing BisGMA, BisEMA, 
etc. 

Less than detection limit (2ppm) in raw chemicals 

[3]

Degradation/hydrolysis of dental materials
Dental products containing BisDMA, polycarbonate. 
Examples include Delton LC sealant (Dentsply) and 
polycarbonate bracket

80-90% conversion of BisDMA to BPA in the 
presence of saliva or esterase after 24hrs [3,4]

Table 1: Source of BPA that leaches from dental materials.

Restoration/Products Reported data of BPA Release

Resin composite restoration

Saliva (172 participants) [21] :
0.43 ng/mL (before restoration); 
0.64 ng/mL (1 hour after restoration); 
0.4 ng/mL (after 1-30 hours).

Urine (172 participants) [21]: 
1.67 ng/mL (before restoration);  
2.38 ng/mL (9-30 hours after restoration).

Pit & Fissure Sealant/Composite

Urine (495 children) [23]: 
2.67 µg/g creatinine (children with 11 or more sealant surfaces).

Saliva (Delton LC, Dentsply; 30 participants) [20]: 
3.98 ng/mL (3 hours after 1 sealant restoration); 
9.08 ng/mL (3 hours after 4 sealant restorations); 
Returned to baseline levels (0.07-6 ng/mL) within 24 hrs. 
No BPA in the blood serum.

Saliva (Delton LC):
5.8-105.6 ppb (1hrs, 3hrs after placements) [24]
0.3-2.8 ppm (immediately after placement) [25]
< 0.1 ppm detection limit (1 hrs and 24 hrs after placement) [25]

BPA exposure (14 participants) [22]:
110 µg BPA (Delton LC, a BisDMA based sealant); 
5.5 µg BPA (Helioseal F, Ivoclar Vivadent) 

Saliva [26]:
90-931 µg BPA (1 hour after placement)

Orthodontic bonding resin
Saliva [27]:
0.8-20.88 ng/mL

Polycarbonate bracket
Saliva [28]:
38-60 µg /g material (18 months);
324-697 µg /g material (40 months).

Lingual retainer bonding 
Saliva (22 participants): 
20.9 ng/mL (30 minutes after placement) [29]

Table 2: Reported values of BPA release from dental materials (in vivo studies).
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significantly higher amount of BPA (110 µg) than other sealants, 
such as Helioseal F (5.5 µg), due to the hydrolysis of BisDMA [22].

Potential human health risks of BPA from dental 
materials

BPA content in modern dental materials is very low (less than 
several ppm). Even if all of the BPA is released into saliva, the 
BPA-release is still far lower than the baseline of BPA intake from 
other sources (air, dust, water). For instance, a study showed the 
maximum BPA release is less than 1/1000 of the reported dose (2 
micrograms/kg body weight/day) required for xenoestrogenisity 
in vivo [18]. However, dental materials containing BisDMA and 
polycarbonate release a much higher amount of BPA, due to 
the hydrolysis reaction in saliva. A recombinant yeast cell assay 
study showed significantly increased estrogenic activity in 
saliva samples collected immediately after placement of Delton 
LC Sealant (a BisDMA-based sealant) [25]. However, even a 
restoration with BisDMA-based resin, the BPA level in saliva 
returns to baseline levels within several hours or a couple days 
[20,25]. An animal study with pregnant mice confirmed that BPA 
did not accumulate in the body and was discharged within 5 days 
[30]. BPA was not transferred to the newborn mice, either [30]. 
Many other studies demonstrated that human exposure to BPA 
from dental materials was minimal, and posed no known adverse 
health effects [31-34].

CONCLUSIONS
Modern dental materials contain BPA-derivatives, not pure 

BPA. There are two types of BPA-derivatives: ones that cannot 
be hydrolyzed into BPA, such as BisGMA and BisEMA, and others 
that can be hydrolyzed into BPA in saliva, such as BisDMA 
and polycarbonate. Dental materials containing BisDMA or 
polycarbonate have not been found to have any adverse human 
health risks, but more studies should be conducted to evaluate 
the potential adverse effects of BisDMA or polycarbonate-
based dental materials, since they can be converted into BPA in 

the oral environment. Dental materials containing BisGMA or 
BisEMA release BPA far below (0.1%) the daily BPA intake from 
the environment (dust, air, water) and far below (100,000 ~ 
1,000,000 times lower) the EPA maximum safe dose of BPA (50 
µg/kg body-weight/day), and pose no human health risks. On 
the basis of the huge benefits of resin-based dental materials and 
negligible BPA-release after resin application, we recommend 
continuing application of resin-based dental materials. 

REFERENCES
1.	 Shelby MD. NTP-CERHR monograph on the potential human 

reproductive and developmental effects of bisphenol A. NTP CERHR 
MON. 2008; 22: vii-ix.

2.	 Fleisch AF, Sheffield PE, Chinn C, Edelstein BL, Landrigan PJ. Bisphenol 
A and related compounds in dental materials. Pediatrics. 2010; 126: 
760-768.  

3.	 Schmalz G, Preiss A, Arenholt-Bindslev D. Bisphenol-A content of resin 
monomers and related degradation products. Clin Oral Investig. 1999; 
3: 114-119.  

4.	 Atkinson JC, Diamond F, Eichmiller F, Selwitz R, Jones G. Stability 
of bisphenol A, triethylene-glycol dimethacrylate, and bisphenol A 
dimethacrylate in whole saliva. Dent Mater. 2002; 18: 128-35.

5.	 Kadoma Y, Tanaka M. Acid and base-catalyzed hydrolysis of bisphenol 
A-related compounds. Dent Mater J. 2000; 19: 139-52.

6.	 Lakind JS, Naiman DQ. Bisphenol A (BPA) daily intakes in the United 
States: Estimates from the 2003–2004 NHANES urinary BPA data. 
Journal of Exposure Science and Environmental Epidemiology 
2008;18:608–615.

7.	 Okada H, Tokunaga T, Liu X, Takayanagi S, Matsushima A, Shimohigashi 
Y. Direct evidence revealing structural elements essential for the high 
binding ability of bisphenol A to human estrogen-related receptor-
gamma. Environ Health Perspect. 2008; 116: 32-38.  

8.	 vom Saal FS, Myers JP. Bisphenol A and risk of metabolic disorders. 
JAMA. 2008; 300: 1353-1355.  

9.	 Nadal A. Obesity: Fat from plastics? Linking bisphenol A exposure and 
obesity. Nat Rev Endocrinol. 2013; 9: 9-10.

Restoration/Products Reported data of BPA Release

Resin composite restoration
Silux Plus (3M) [18]:
6.4 µg /g in unpolymerized resin;
released 91.4 ng/g material in phosphate buffered saline (24 hours).

Pit & Fissure Sealant/Composite

Concise (3M) [18]:
15.4 µg /g in unpolymerized resin;
released 19.8 ng/g material in phosphate buffered saline (24 hours).

Teeth Mate A (Kuraray) [18]:
20.2 µg /g in unpolymerized resin;
released 55.5 ng/g material in phosphate buffered saline (24 hours).

Dental Bonding Agent
Clearfil Photo Bond (Kuraray) [18]:
18.5 µg /g in unpolymerized resin

Orthodontic bonding resin less than detection limit 0.1 ppm (in ethanol) [35]

Polycarbonate bracket
697 µg/ g material (40 months in water) [25]
37.4 µg / g material (34 months in water) [28]
0.01-0.4 µg / g material (1 hrs in water) [36]

Polycarbonate denture plate 2.2 µg /gram (34 months in water) [28]

Polycarbonate temporary crown 2.8 µg /gram (34 months in water) [28]

Lingual retainer bonding 
Transbond XT (3M ESPE) [37]:
2.9 µg/mL (1 month in water), and the control (tooth only) was 0.16 µg/mL

Table 3: Reported values of BPA release from dental materials (in vitro studies).

http://www.ncbi.nlm.nih.gov/pubmed/19407859
http://www.ncbi.nlm.nih.gov/pubmed/19407859
http://www.ncbi.nlm.nih.gov/pubmed/19407859
http://www.ncbi.nlm.nih.gov/pubmed/20819896
http://www.ncbi.nlm.nih.gov/pubmed/20819896
http://www.ncbi.nlm.nih.gov/pubmed/20819896
http://www.ncbi.nlm.nih.gov/pubmed/10803121
http://www.ncbi.nlm.nih.gov/pubmed/10803121
http://www.ncbi.nlm.nih.gov/pubmed/10803121
http://www.ncbi.nlm.nih.gov/pubmed/11755591
http://www.ncbi.nlm.nih.gov/pubmed/11755591
http://www.ncbi.nlm.nih.gov/pubmed/11755591
http://www.ncbi.nlm.nih.gov/pubmed/11219095
http://www.ncbi.nlm.nih.gov/pubmed/11219095
http://www.ncbi.nlm.nih.gov/pubmed/18414515
http://www.ncbi.nlm.nih.gov/pubmed/18414515
http://www.ncbi.nlm.nih.gov/pubmed/18414515
http://www.ncbi.nlm.nih.gov/pubmed/18414515
http://www.ncbi.nlm.nih.gov/pubmed/18197296
http://www.ncbi.nlm.nih.gov/pubmed/18197296
http://www.ncbi.nlm.nih.gov/pubmed/18197296
http://www.ncbi.nlm.nih.gov/pubmed/18197296
http://www.ncbi.nlm.nih.gov/pubmed/18799451
http://www.ncbi.nlm.nih.gov/pubmed/18799451
http://www.ncbi.nlm.nih.gov/pubmed/23147575
http://www.ncbi.nlm.nih.gov/pubmed/23147575


Central

Chen and Suh (2013)
Email:  lchenchem@yahoo.com

JSM Dent 1: 1004 (2013) 5/5

10.	Jones DC, Miller GW. The effects of environmental neurotoxicants on 
the dopaminergic system: A possible role in drug addiction. Biochem 
Pharmacol. 2008; 76: 569-581.

11.	Smith CC, Taylor HS. Xenoestrogen exposure imprints expression of 
genes (Hoxa10) required for normal uterine development. FASEB J. 
2007; 21: 239-246.

12.	Li D, Zhou Z, Qing D, He Y, Wu T, Miao M, et al. Occupational exposure 
to bisphenol-A (BPA) and the risk of self-reported male sexual 
dysfunction. Hum Reprod. 2010; 25: 519-527.

13.	Muñoz-de-Toro M, Markey CM, Wadia PR, Luque EH, Rubin BS, 
Sonnenschein C, et al. Perinatal exposure to bisphenol-A alters 
peripubertal mammary gland development in mice. Endocrinology. 
2005; 146: 4138-4147.

14.	Newbold RR, Jefferson WN, Padilla-Banks E. Prenatal exposure to 
bisphenol a at environmentally relevant doses adversely affects the 
murine female reproductive tract later in life. Environ Health Perspect. 
2009; 117: 879-885.  

15.	Murray TJ, Maffini MV, Ucci AA, Sonnenschein C, Soto AM. Induction of 
mammary gland ductal hyperplasias and carcinoma in situ following 
fetal bisphenol A exposure. Reprod Toxicol. 2007; 23: 383-390.   

16.	Ferracane JL. Resin composite--state of the art. Dent Mater. 2011; 27: 
29-38.

17.	Ferracane JL, Stansbury JW, Burke FJ. Self-adhesive resin cements 
- chemistry, properties and clinical considerations. J Oral Rehabil. 
2011; 38: 295-314.  

18.	Manabe A, Kaneko S, Numazawa S, Itoh K, Inoue M, Hisamitsu H, et al. 
Detection of bisphenol-A in dental materials by gas chromatography-
mass spectrometry. Dent Mater J. 2000; 19: 75-86.

19.	Imai Y, Watanabe M, Ohsaki A. Analysis of major components and 
bisphenol A in commercial Bis-GMA and Bis-GMA-based resins using 
high performance liquid chromatography. Dent Mater J. 2000; 19: 
263-269.

20.	Zimmerman-Downs JM, Shuman D, Stull SC, Ratzlaff RE. Bisphenol A 
blood and saliva levels prior to and after dental sealant placement in 
adults. J Dent Hyg. 2010; 84: 145-150.

21.	Kingman A, Hyman J, Masten SA, Jayaram B, Smith C, Eichmiller F, 
et al. Bisphenol A and other compounds in human saliva and urine 
associated with the placement of composite restorations. J Am Dent 
Assoc. 2012; 143: 1292-302.

22.	Joskow R, Barr DB, Barr JR, Calafat AM, Needham LL, Rubin C. Exposure 
to bisphenol A from bis-glycidyl dimethacrylate-based dental sealants. 
J Am Dent Assoc. 2006; 137: 353-362.

23.	Chung SY, Kwon H, Choi YH, Karmaus W, Merchant AT, Song KB, et al. 
Dental composite fillings and bisphenol A among children: a survey in 
South Korea. Int Dent J. 2012; 62: 65-69.

24.	Fung EY, Ewoldsen NO, St Germain HA Jr, Marx DB, Miaw CL, Siew C, 
et al. Pharmacokinetics of bisphenol A released from a dental sealant. 
J Am Dent Assoc. 2000; 131: 51-58.

25.	Arenholt-Bindslev D, Breinholt V, Preiss A, Schmalz G. Time-related 
bisphenol-A content and estrogenic activity in saliva samples collected 
in relation to placement of fissure sealants. Clin Oral Investig. 1999; 3: 
120-125.

26.	Olea N, Pulgar R, Pérez P, Olea-Serrano F, Rivas A, Novillo-Fertrell A, 
et al. Estrogenicity of resin-based composites and sealants used in 
dentistry. Environ Health Perspect. 1996; 104: 298-305.

27.	Kloukos D, Pandis N, Eliades T. Bisphenol-A and residual monomer 
leaching from orthodontic adhesive resins and polycarbonate 
brackets: a systematic review. Am J Orthod Dentofacial Orthop. 2013; 
143: S104-S112.e2.

28.	Watanabe M. Degradation and formation of bisphenol A in 
polycarbonate used in dentistry. J Med Dent Sci. 2004; 51: 1-6.

29.	Kang YG, Kim JY, Kim J, Won PJ, Nam JH. Release of bisphenol A from 
resin composite used to bond orthodontic lingual retainers. Am J 
Orthod Dentofacial Orthop. 2011; 140: 779-789.

30.	Tanaka M, Kawamoto T, Matsumoto H. Distribution of 14C-bisphenol 
A in pregnant and newborn mice. Dent Mater. 2010; 26: 181-187.

31.	Johnson R, Anderson D, Bakko D. Bisphenol-A exposure from dental 
sealants is minimal and does not cause increased morbidity or 
mortality (UT CAT# 2313). Tex Dent J. 2013; 130: 214.

32.	Watanabe M, Hase T, Imai Y. Change in the bisphenol A content in a 
polycarbonate orthodontic bracket and its leaching characteristics in 
water. Dent Mater J. 2001; 20:353-358.

33.	Imai Y, Komabayashi T. Elution of bisphenol A from composite resin: a 
model experiment. Dent Mater J. 2000; 19: 133-138. 

34.	ADA Council on Scientific Affairs position statement: estrogenic 
effects of bisphenol A lacking in dental    sealants. J Gt Houst Dent Soc. 
1998; 70: 11.

35.	Eliades T, Hiskia A, Eliades G, Athanasiou AE. Assessment of 
bisphenol-A release from orthodontic adhesives. Am J Orthod 
Dentofacial Orthop. 2007; 131: 72-75.

36.	Suzuki K, Ishikawa K, Sugiyama K, Furuta H, Nishimura F. Content 
and release of bisphenol A from polycarbonate dental products. Dent 
Mater J. 200; 19:389-395.   

37.	Eliades T, Voutsa D, Sifakakis I, Makou M, Katsaros C. Release of 
bisphenol-A from a light-cured adhesive bonded to lingual fixed 
retainers. Am J Orthod Dentofacial Orthop. 2011; 139: 192-195.    

Chen L, Suh BI (2013) Bisphenol A in Dental Materials: A Review. JSM Dent 1: 1004.

Cite this article

http://www.ncbi.nlm.nih.gov/pubmed/18555207
http://www.ncbi.nlm.nih.gov/pubmed/18555207
http://www.ncbi.nlm.nih.gov/pubmed/18555207
http://www.ncbi.nlm.nih.gov/pubmed/17093138
http://www.ncbi.nlm.nih.gov/pubmed/17093138
http://www.ncbi.nlm.nih.gov/pubmed/17093138
http://www.ncbi.nlm.nih.gov/pubmed/19906654
http://www.ncbi.nlm.nih.gov/pubmed/19906654
http://www.ncbi.nlm.nih.gov/pubmed/19906654
http://www.ncbi.nlm.nih.gov/pubmed/15919749
http://www.ncbi.nlm.nih.gov/pubmed/15919749
http://www.ncbi.nlm.nih.gov/pubmed/15919749
http://www.ncbi.nlm.nih.gov/pubmed/15919749
http://www.ncbi.nlm.nih.gov/pubmed/19590677
http://www.ncbi.nlm.nih.gov/pubmed/19590677
http://www.ncbi.nlm.nih.gov/pubmed/19590677
http://www.ncbi.nlm.nih.gov/pubmed/19590677
http://www.ncbi.nlm.nih.gov/pubmed/17123778
http://www.ncbi.nlm.nih.gov/pubmed/17123778
http://www.ncbi.nlm.nih.gov/pubmed/17123778
http://www.ncbi.nlm.nih.gov/pubmed/21093034
http://www.ncbi.nlm.nih.gov/pubmed/21093034
http://www.ncbi.nlm.nih.gov/pubmed/21133983
http://www.ncbi.nlm.nih.gov/pubmed/21133983
http://www.ncbi.nlm.nih.gov/pubmed/21133983
http://www.ncbi.nlm.nih.gov/pubmed/11219092
http://www.ncbi.nlm.nih.gov/pubmed/11219092
http://www.ncbi.nlm.nih.gov/pubmed/11219092
http://www.ncbi.nlm.nih.gov/pubmed/11218846
http://www.ncbi.nlm.nih.gov/pubmed/11218846
http://www.ncbi.nlm.nih.gov/pubmed/11218846
http://www.ncbi.nlm.nih.gov/pubmed/11218846
http://www.ncbi.nlm.nih.gov/pubmed/20579427
http://www.ncbi.nlm.nih.gov/pubmed/20579427
http://www.ncbi.nlm.nih.gov/pubmed/20579427
http://www.ncbi.nlm.nih.gov/pubmed/23204083
http://www.ncbi.nlm.nih.gov/pubmed/23204083
http://www.ncbi.nlm.nih.gov/pubmed/23204083
http://www.ncbi.nlm.nih.gov/pubmed/23204083
http://www.ncbi.nlm.nih.gov/pubmed/16570469
http://www.ncbi.nlm.nih.gov/pubmed/16570469
http://www.ncbi.nlm.nih.gov/pubmed/16570469
http://www.ncbi.nlm.nih.gov/pubmed/22420473
http://www.ncbi.nlm.nih.gov/pubmed/22420473
http://www.ncbi.nlm.nih.gov/pubmed/22420473
http://www.ncbi.nlm.nih.gov/pubmed/10649872
http://www.ncbi.nlm.nih.gov/pubmed/10649872
http://www.ncbi.nlm.nih.gov/pubmed/10649872
http://www.ncbi.nlm.nih.gov/pubmed/10803122
http://www.ncbi.nlm.nih.gov/pubmed/10803122
http://www.ncbi.nlm.nih.gov/pubmed/10803122
http://www.ncbi.nlm.nih.gov/pubmed/10803122
http://www.ncbi.nlm.nih.gov/pubmed/8919768
http://www.ncbi.nlm.nih.gov/pubmed/8919768
http://www.ncbi.nlm.nih.gov/pubmed/8919768
http://www.ncbi.nlm.nih.gov/pubmed/23540625
http://www.ncbi.nlm.nih.gov/pubmed/23540625
http://www.ncbi.nlm.nih.gov/pubmed/23540625
http://www.ncbi.nlm.nih.gov/pubmed/23540625
http://www.ncbi.nlm.nih.gov/pubmed/15137459
http://www.ncbi.nlm.nih.gov/pubmed/15137459
http://www.ncbi.nlm.nih.gov/pubmed/22133942
http://www.ncbi.nlm.nih.gov/pubmed/22133942
http://www.ncbi.nlm.nih.gov/pubmed/22133942
http://www.ncbi.nlm.nih.gov/pubmed/20202676
http://www.ncbi.nlm.nih.gov/pubmed/20202676
http://www.ncbi.nlm.nih.gov/pubmed/23734545
http://www.ncbi.nlm.nih.gov/pubmed/23734545
http://www.ncbi.nlm.nih.gov/pubmed/23734545
http://www.ncbi.nlm.nih.gov/pubmed/11915629
http://www.ncbi.nlm.nih.gov/pubmed/11915629
http://www.ncbi.nlm.nih.gov/pubmed/11915629
http://www.ncbi.nlm.nih.gov/pubmed/11219094
http://www.ncbi.nlm.nih.gov/pubmed/11219094
http://www.ncbi.nlm.nih.gov/pubmed/9796524
http://www.ncbi.nlm.nih.gov/pubmed/9796524
http://www.ncbi.nlm.nih.gov/pubmed/9796524
http://www.ncbi.nlm.nih.gov/pubmed/17208109
http://www.ncbi.nlm.nih.gov/pubmed/17208109
http://www.ncbi.nlm.nih.gov/pubmed/17208109
http://www.ncbi.nlm.nih.gov/pubmed/11816369
http://www.ncbi.nlm.nih.gov/pubmed/11816369
http://www.ncbi.nlm.nih.gov/pubmed/11816369
http://www.ncbi.nlm.nih.gov/pubmed/21300247
http://www.ncbi.nlm.nih.gov/pubmed/21300247
http://www.ncbi.nlm.nih.gov/pubmed/21300247

	Bisphenol A in Dental Materials: A Review
	Abstract
	Introduction
	Materials and methods 
	Results and discussion
	Chemistry of BPA and BPA-derivatives
	Baseline level of BPA in human and potential health risks 
	BPA release from dental materials
	Potential human health risks of BPA from dental materials

	Conclusions
	References
	Figure 1
	Figure 2
	Table 1
	Table 2
	Table 3

