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Rhodes’ Referrals: Case 1

A case of disassembly

OVER the last 18 years I have 
enjoyed the challenge of 
delivering consistently good 

endodonti cs on referral. I hope 
that Rhodes’ Referrals will highlight 
my enthusiasm for the specialism, 
excite interest in budding young 
endodonti sts and spark discussion 
among like-minded practi ti oners.

I will explore the diversity of 
endodonti c treatment through case 
studies, emphasising the importance 
and relevance of quality endodonti cs 
as one of the cornerstones to 
excellence in dental practi ce.

The endodonti st’s work may not 
be visible but invariably provides 
foundati ons for the functi onal, 
creati ve and arti sti c dental 
superstructures that it supports. 

A 50-year-old lady was referred 
for assessment of her maxillary right 
canine tooth (13). On presentati on 
she described tenderness on the 
skin adjacent to her nose. The 
tooth had been root-fi lled and a 
canti lever bridge constructed at least 
10 years previously. The tooth had 
never been comfortable and three 
att empts at root end surgery had 

been completed. When assessing 
any potenti al endodonti c case, I 
always like to cover some key points: 

1. Restorability – is the existi ng 
restorati on defecti ve; is the tooth 
restorable; are there obvious 
routes of potenti al coronal micro-
leakage?
2. Endodonti c infecti on – is there 
a sinus tract, buccal swelling, 
tenderness on palpati on or 
darkening of the tooth?
3. Periodontal status – is there 
any pocketi ng that may indicate 
a crack, or evidence of marginal 
periodonti ti s? 
4. Occlusion – is the tooth in 
occlusion; are there premature 
contacts or mobility; is there 
evidence of bruxism or TMJ 
problems?  
5. Radiographic assessment of 
root length, curvature, presence 
of apical pathology and quality of 
previous treatment.
6. Technical assessment of 
hurdles that will have to be 
overcome in completi ng root 
treatment, disassembly or 

negoti ati ng root morphology.
7. Sensibility testi ng with more 
than one sti mulus if possible 
and with a sti mulus that will 
mimic the symptoms a pati ent is 
complaining of.

In this case, the tooth was eminently 
restorable as the existi ng restorati on 
was functi oning well and appeared 
to have good coronal marginal seal 
aft er 10 years of service.

There was no sinus tract present 
but the buccal mucosa was tender 
when palpated over the apex of 
13. A scar could be seen on the 
alveolar mucosa in the region of 
tooth 12 reminiscent of a semi-lunar 
incision (Figure 1). This approach is 
not recommended for endodonti c 
microsurgery as it is associated with 
limited surgical access, poor wound 
healing, scarring and disrupti on of 
the blood supply1.

The periodontal status was good 
with no increased probing depths or 
bleeding on probing. This suggested 
that there was unlikely to be a 
verti cal root fracture; something 
that always has to be considered 
with a failed post crown and the 
pathognomonic sign being a deep, 
narrow pocket running adjacent 
to the crack. There was canine 
guidance on the palatal aspect of the 
abutment and neither the tooth nor 
bridge were mobile.

Radiographic assessment 
showed a cast post and core with 
a technically good att empt at 
root fi lling with gutt a percha. The 
canal had been well prepared and 
obturati ng material extended to 
within 2mm of the radiographic 
terminus.

There was no evidence of a 
root end fi lling or any att empt to 
prepare the canal from a retrograde 
approach. A periapical radiolucency 
of approximately 3mm in diameter 
was present. There appeared to be 
signifi cant coronal tooth substance 
remaining on the abutment tooth 13 
(Figure 2).

A diagnosis of failed root canal 
treatment and chronic periapical 
periodonti ti s was made.

Treatment opti ons in this case 
include:

  •   Non-surgical re-treatment
  •   Repeat root end surgery
  •   Extracti on and replacement 

Extracti on and replacement with 
implants would require further 
assessment of the bony quality and 
quanti ty. This may be parti cularly 
relevant in the region where 12 has 
been extracted.

Bone graft ing may add to the 
cost of treatment and long-term 
aestheti cs could be diffi  cult to 
predictably manage. Conventi onal 
bridgework or removable prostheses 
were considered inappropriate.

Repeat root end surgery would be 
feasible and there are documented 
guidelines for endodonti c 
microsurgery for which this case 
would seem to apply1.

However, it would be very 
challenging to thoroughly disinfect 
the enti re root canal to the ti p of the 
post without signifi cantly reducing 
the root length and doing so could 
increase the risk of root fracture.

Importantly, the root fi lling was 
carried out many years ago, and 
a radiograph belies the biological 
status of the root canal system, 
which was most probably infected.

Non-surgical re-treatment gives 
an opportunity to disinfect the root 
canal system in its enti rety. It does, 
however, come with the technical 
challenge of disassembly but the 
existi ng restorati on has functi oned 
extremely well for over 10 years and 
should conti nue to do so.

Treatment would be completed 
in a single visit as the lesion is small 
and temporary post crowns are 
notorious for leaking.

Non-surgical disassembly 
and re-treatment

The canti lever bridge was removed 
from the palatal aspect using a thin 
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flat plastic inserted under the metal 
margin. This revealed the cast post 
and a ferrule of 3-4mm in sound 
dentine2. At this point a rubber dam 
was fitted using an EW clamp on the 
abutment with a second hole over 
11 to enable cementation of the 
bridge.

A groove was cut in the buccal 
aspect of the core so that an 
ultrasonic post-removing tip could 
be inserted. Intermittent ultrasonic 
vibration at full power with water 
spray was used to try to loosen the 
core. Water spray is essential as 
the tip gets extremely hot and it’s 
not great to cook the periodontal 
ligament!

After about five minutes it was 
apparent that the cast post and 
core were not going to be dislodged 
easily with ultrasound. A post puller 
would be required. The Ruddle or 
Gonon kit is useful in this situation. 
The core material has to be milled 
to fit the self-tapping trephine of 
the remover. Placing the jaws of the 
remover between the head of the 
trephine and rubber stops placed 
on the tooth prises the two apart 
(Figure 3).

Once the root filling was exposed, 
a waft of well-established bacterial 
infection hit the nostrils, confirming 
diagnosis! The gutta percha was 
removed with a Gates-Glidden bur 
size 3 and Hedstroem file ISO size 
30. A working length estimation 
was made using an apex locator and 
the root canal refined to this length 
with a large Wave.One (Dentsply) 
instrument.

Disinfection was carried out over a 
period of approximately 30 minutes 
using 3% sodium hypochlorite and 
20% citric acid for smear removal. 
The irrigant was replenished every 
two minutes and agitated with 
passive ultrasonic irrigation in 20 
second bursts.

Once the canal was dry, it could be 
obturated with vertically compacted 
gutta percha. A post-hole was 
prepared leaving at least 4-5mm of 
gutta percha for apical seal3 and a 
glass-fibre post cemented with dual-
cure composite.

The cantilever bridge was 

cemented with the same material, 
the occlusion checked, and a final 
radiograph taken.

We will revisit the case later in the 
series, after review.
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The endodontist’s work 
may not be visible but 

invariably provides 
foundations for the 
functional, creative 
and artistic dental 

superstructures 
that it supports
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The first rotary Ni-Ti instrument with 2 cutting
surface configurations manufactured using an
electro erosion process for maximum
efficiency and control.

has 2 cutting surface configurations: frontal
and lateral. Guarantees a highly efficient and controlled
cutting power.

is used to open the root canal to facilitate
access to deep preparations or to reposition and reshape the
canal opening         

is used in the coronal third 

adapts to tooth anatomy and shapes and
improve root canal surface.

differs from currently available instruments.
First part enters semi prepared canal, stabilising the tip whilst the second
part cuts and widens the coronal third. 

Efficient cutting part
of the Endopener,
limits the ‘screwing
in’ effect.

Finds the apical
portion of the opening
already started by the
‘K’ file.

}
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See video on
Panadent.co.uk

Call Panadent 01689 88 17 88 to claim your FREE instrument or visit www.panadent.co.uk

Dr William Poulter says:
“I find Endopener far more
convenient than using the
traditional Gates Glidden
system which requires 6
files - With Endopener, I
need only one to get to a
better result faster!”
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Dental expertise key to new start for CQC, says BDA
THE Care Quality Commission must properly understand the reality of 
primary care dentistry if it is to make a fresh start in regulating the sector, 
the British Dental Association has warned. Responding to the consultation, A 
new start, the BDA has said that the absence of a dental lead clinician at CQC, 
with dental responsibility sitting instead under an overall primary care lead, 
could limit the organisation’s understanding. The BDA response also says that 
proposals for ratings and the establishment of “fundamentals of care” need 
re-consideration. Proposals for rating are likely to duplicate activity emerging 
from the development of a dental quality and outcomes framework and 
many of the draft “fundamentals of care” are already subject to contractual 
or regulatory requirements, the BDA points out.

A proposal to move to a risk-based inspection regime wins the BDA’s 
support. Dentistry has performed strongly against the CQC’s standards 
according to a report published by CQC in December 2012. 
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