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Predictable 
post removal

CPD

DURING an already busy 
Friday aft ernoon, a pati ent is 
squeezed in to re-cement a 

crown. On arrival, the pati ent hands 
you the off ending arti cle in a wrap 
of cling fi lm and states, “I was only 
eati ng a soft  roll!”

It soon transpires that a post 
crown has fractured with the 
majority of the post retained in 
the root and the crown left  with 
insuffi  cient retenti on to get them 
through the weekend! There is no 
need to resort to cyanoacrylate 
cement (super-glue). In this case a 
simple and predictable soluti on is 
discussed that allows rapid removal 
and temporisati on.

A 55-year-old man was referred 
for removal of a fractured post from 
his UL1. The post crown was only 
a few years old but had fallen out 
on several occasions (Figure 1). The 
buccal surface of the root stump was 
sub-gingival and hyperplasti c gingiva 
covered it. The post-hole was fi lled 

with food debris and the post was 
not visible.

A paralleling radiograph (Figure 
2) revealed that the UL1 had been 
well root-fi lled and a small piece of 
parallel, serrated post was retained 
in the canal approximately 2-3mm 
below the coronal tooth substance.

Anterior teeth restored with post 
crowns can functi on extremely well 
and this treatment modality should 
be considered predictable; however, 
there are several factors that must 
be considered to maximise the 
chance of an anterior post crown 
restorati on being successful:

1Is there suffi  cient supra-gingival 
tooth substance remaining 

to provide a ferrule? There is 
unanimous agreement in the 
literature that a 1.5 to 2mm ferrule 
has a signifi cant and positi ve 
eff ect on the fracture resistance 
of endodonti cally treated teeth1. 
If a circumferenti al ferrule is not 
feasible, an incomplete ferrule is 
bett er than none. When insuffi  cient 
tooth substance remains, crown 
lengthening, orthodonti c extrusion 
or extracti on and replacement 
should be considered2 and planned 
prior to endodonti c treatment.

2Radicular and coronal denti ne 
should be preserved, especially 

in the cervical region to improve 
long-term survival and reduce 
failure.

3Post length should at least equal 
crown height and end between 

crestal bone and root apex. Using 
a post that fi ts with resistance in 
the canal rather than enlarging the 
space excessively will reduce the 
chance of root fracture.

4At least 3-5mm of gutt a percha 
should remain apically to provide 

an endodonti c seal.

5Bonded fi bre posts have been 
shown to functi on well and 

reduce the risk of root fracture 
in endodonti cally treated teeth. 
Failure is oft en the result of 
micro-movement of the core aft er 
repeated fl exure with concomitant 
coronal leakage and potenti al 
caries. Because of the unfavourable 
confi gurati on factor, bonding 
between the post and root canal 
wall is challenging, so retenti on of 
fi bre posts actually relies in a large 

part on mechanical resistance, 
certainly in the apical region. As with 
any adhesive denti stry, rubber dam 
is preferable to control moisture and 
eliminate salivary contaminati on of 
the operati ve fi eld. 

6There is some evidence that 
inserti ng a fi bre post through 

existi ng crown and bridge abutments 
aft er root canal treatment can 
improve resistance to fracture3.

In this case there was insuffi  cient 
supra-gingival tooth substance 
to provide an adequate ferrule, 
and therefore it was perhaps not 
surprising that the restorati on had 
repeatedly failed (Figure 3).

It would be possible to carry 
out crown lengthening but this 
could result in compromise of 
aestheti cs to achieve adequate 
biological width. As the lateral 
incisor has been restored with a post 
replacement, a three-unit bridge 
may be contra-indicated; there is 
probably insuffi  cient ferrule and post 
crowns don’t make the best bridge 
abutments (but that is a whole other 
story).

Having considered all these 
factors, the most favourable long-
term soluti ons are either crown 
lengthening and a new post-crown 
or replacement with an implant-
supported crown. 

This obviously requires planning 
and further investi gati on, and in the 
meanti me the pati ent was without 
his front tooth.

A quick and simple split-dam 
technique was used to isolate 
the tooth. This improves access, 
prevents inhalati on of any fragments 
as they are removed and allows 
disinfecti on of the post space prior 
to re-cementi ng the restorati on.

It is important to preserve 
coronal tooth substance (see 2 
above) and however tempti ng, a 
bur should never be used to expose 
the fractured post as this will 
undoubtedly lead to unnecessary 
removal of tooth substance and 
even perforati on of the root.

A Masserann trephine is the 
instrument of choice for selecti vely 
and conservati vely removing a small 
amount of cement and minimal 
tooth substance from around the 
head of a cylindrical post (Figure 4). 

These can be purchased individually 
and sizes 2.1 to 2.3 are probably 
the most useful. They cut in an 
anti clockwise directi on and are best 
rotated manually for safety.

Once space has been created 
around the post, ultrasound is used 
to loosen the fragment. 

In this case a Dentsply Pro-Ultra 
ti p number 3 was used in a piezon 
ultrasonic unit on high power and 
with waterspray coolant (Figure 5).

Alternati vely, a fi ne ultrasonic 
scaler ti p could be used. Apply the 
ti p to the side of the post and it 
should start to wobble or rotate. 

If the fragment is not dislodged 
with ultrasound, take the next 
smallest Masseran trephine, engage 
the fragment and remove it.

Figure 1
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Figure 2

14march.indd   6 26/02/2014   13:43:48



7

March 2014

The excess gingival ti ssue 
was simply removed with an 
electrosurgery unit and the post 
space disinfected with hypochlorite 
(Figure 6).

The restorati on was re-cemented 
with a new temporary post (Figure 
7), allowing the pati ent to enjoy 
their weekend and the denti st ti me 
for future treatment planning.

References

1. Juloski J, Radovic I, Goracci C, Vulicevic 
Z. Ferrule Eff ect: A Literature Review. 
Journal of Endodonti cs 2012; 38: 11-19.
2. Sorensen JA, Engelman MJ. Ferrule 
design and fracture resistance of 
endodonti cally treated teeth. J Prosthet 
Dent 1990; 63: 529-536.
3. Salameh Z, Sorrenti no R, Ounsi HF et 
al. The eff ect of diff erent full-coverage 
crown systems on fracture resistance 
and failure patt ern of endodonti cally 
treated maxillary incisors restored with 
and without glass fi ber posts. Journal of 
Endodonti cs 2008; 34(7): 842-846.

Figure 6

Figure 7

Read the editor’s blog at 2020dentistry.com
WE hear a great deal 

from the NHS and the 
Department of Health 

about how well the new NHS 
contract pilots are progressing, but 
word from the profession itself is 
patchy to say the least.

Anecdotally the reviews are mixed, 
we are told: the government’s record 
on investi ng in new IT has been 
poor across the board and these 
pilots are no excepti on. Soft ware is 
deemed “clunky” and its operati on 
ti me-consuming. Examinati on ti mes 
are too long, meaning fewer pati ents 
can be seen in a day. Pati ents like the 
more “personal service” when they 
do get to see the inside of a surgery, 

but they don’t like the way the 
appointment book gets fi lled so fast 
that it causes longer waiti ng ti mes 
before a denti st can be seen.

Capitati on schemes have been 
proven for years and well-known 
brands of this type of fi nance 
system have been taken up and 
enthusiasti cally supported by 
the private sector, but how will it 
operate under the NHS?

“We fear we will be working 
harder and longer for less return” 

is the mantra from a signifi cant 
number of NHS denti sts who believe 
the new contract will be designed as 
a money-saving operati on. “Pati ent-
centric or savings-centric?” “Bett er 
for the dental professional or bett er 
for the budget?”

I want to report the truth from the 
front lines. You have a voice, so why 
not use it? Visit www.2020denti stry.
com or e-mail derek@aemorgan.
co.uk. It’s ti me to have your say.

Derek Pearson
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VITA SUPRINITY ® – Glass Ceramic. Revolutionized.
The new zirconia-reinforced high-performance glass ceramic.

VITA SUPRINITY material belongs to the new generation 

of CAD/CAM glass ceramics. Now for the first time this in-

novative, high-performance material is reinforced with zirco-

nia. This results in a high-strength material and processing 

safety coupled with an extraordinary degree of reliability. It 

features a particularly homogeneous structure that ensures 

simple processing and reproducible results. And what's 

more, VITA SUPRINITY offers the benefit of a very wide 

range of indications. For more information visit:

www.vita-suprinity.com            facebook.com/vita.zahnfabrik

reliab
le

dependable

SiO2

Li2O

34
48

 E

Tel: 08700 10 20 43  www.henryschein.co.uk Tel: 01689 881788  www.panadent.co.uk

Suprinity/Schein ad A4_Layout 1  31/01/2014  11:20  Page 1

14march.indd   7 26/02/2014   13:43:54


	dp-march-2014-page-6
	dp-march-2014-page-7

