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Somebody save me...
Rhodes’ Referrals – Case 18

A 50-year-old man was 
referred for surgical 
extraction of his mandibular 

right second molar tooth (LR7). 
The tooth had been root-filled 

in a single visit after becoming 
irreversibly pulpitic. The tooth 
remained symptomatic and 
prescription of antibiotics made no 
difference. Extraction was attempted 
but after a lengthy period of 
manipulation with forceps this was 
aborted as the tooth did not want to 
be separated from its owner!

On examination, two weeks later, 
the tooth was slightly mobile and 
tender to percussion (which is 
perhaps not surprising). There was 
a composite restoration in-situ with 
a relatively large access cut in the 
occlusal surface. 

The occlusal height had been 
reduced to relieve any contacts 
in centric occlusion or lateral 
excursions.

The bond interface around the 
composite had failed possibly as 
a result of extraction forces, but 
perhaps also because the distal 
margins were subgingival and could 
easily have become contaminated 
with saliva during restoration. The 
tooth was restorable but a full 
coverage crown would be advisable 
to prevent fracture.

The periodontal status was good 
with no significant pocketing, 
bleeding on probing or plaque 
deposits. There was no evidence of 
buccal swelling or a sinus tract. 

A paralleling periapical radiograph 
was exposed and showed a 
moderately large disto-occlusal 
restoration in LR7, with a different 
material sealing the access. Three 
long root canals had been located 

and there was gutta percha root 
filling material in them extending to 
the apices.

A single cone and sealer 
obturating technique had probably 
been used. The canals were 
underprepared and the distal 
canal under-filled with voids visible 
alongside the gutta percha. 

The bone around the tooth 
looked normal as did the ligament 
space and there was no periapical 
radiolucency. There was no evidence 
of a crack or fractures (that could 
have occurred during extraction).

The dentine under the distal 
box of the composite restoration 
was darker in contrast and could 
potentially be demineralised.

A diagnosis of failed root canal 
treatment with mild iatrogenic sub-
luxation injury was made.

Treatment options in this case 
include:
•   Non-surgical re-treatment
•   Extraction and nothing 
•   Extraction and replacement 

In this case root treatment of an 
irreversibly pulpitic tooth may have 
failed because:
1. By not using rubber dam, bacteria 
could be inoculated from the oral 
cavity and peripheral pulp tissue 
deeper into the inflamed apical pulp 
tissue during treatment.
2. Underpreparing the canals 
would have made it much more 
difficult to achieve adequate irrigant 
interchange throughout the root 
canal system to kill bacteria and 
remove necrotic pulp tissue. This is 
particularly pertinent in teeth with 
long narrow roots. 

Non-surgical re-treatment gives 
an opportunity to disinfect the root 
canal system in its entirety. The 

technical challenge of removing the 
existing root filling material would 
not be great in this case. Crown 
lengthening would be required to 
provide supra-gingival margins for 
any restoration distally1.

The concomitant sub-luxation 
incurred during attempted extraction 
should not affect the prognosis2.

Although extraction had proved 
difficult for the previous operator, it 
should be quite feasible to remove 
the tooth. Sectioning a multi-
rooted tooth (particularly when the 
roots are long) and elevating it in 
pieces can be less traumatic and 
manageable.

Extraction and replacement with 
an implant, although feasible, could 
not be justified purely on the basis 
of the history and would probably 
not provide a significantly better 
outcome.

After discussing the various 
options it was agreed that non-
surgical re-treatment would 
be carried out. Surgical crown 
lengthening was required3 and 
because of the history of trauma a 
two-visit strategy was adopted.

Non-surgical 
re-treatment
With adequate local anaesthesia, the 
existing restoration was removed, as 
was stained and soft dentine in the 
distal box to reveal sound margins.

A rubber dam was fitted using a 
number 14 clamp to achieve good 
isolation for endodontic treatment.

Gutta percha was simply removed 
with a Gates-Glidden bur size 2 
and Hedstroem file ISO size 30. The 

coronal aspect of each root canal 
was flared with a Protaper SX file, 
the pulp floor and canals flooded 
with 3% sodium hypochlorite at all 
times.

Working length estimation was 
made using an apex locator and 
showed root lengths between 24 
and 26.5 millimetres.

Confirming patency and a glide 
path with a size 10 Flexofile, the 
canals were tapered with Primary 
and Large Wave.One (Dentsply) 
instruments.

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 and an Endo-
activator.

The canals were dried with sterile 
paper points and calcium hydroxide 
paste used as an inter-appointment 
medicament. This was dispersed 
throughout the canal system with 
a lentulo spiral filler. The coronal 
aspect was sealed with Cavit and 
Fuji IX.

Figure 1. The paralleling pre-operative radiograph
Figure. 2 Post-operative radiograph showing obturated root canals and composite 
core build-up

continued on page 10
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Surgical crown lengthening 
was carried out distal to LR7. It is 
uncommon to find that a simple 
gingivectomy will allow healthy 
establishment of biological 
width and normally bone has to 
be removed in order to expose 
sufficient tooth substance.  

Four weeks later the tooth was 
symptom-free and the gingiva 
healing well interproximally. The 
tooth was obturated with a vertically 
compacted gutta percha technique 
and a core constructed with a glass 
fibre post in the distal canal and dual 
cure composite.

A review will be carried out 
in three months, after which 
permanent restoration of the tooth 
can be carried out.

Conclusions
Successful endodontic treatment 
generally requires the elimination of 
bacteria from the root canal system. 
When a pulp is irreversibily pulpitic, 
bacteria are only likely to be present 
in the superficial pulp tissue. In 
emergency treatment only inflamed 
tissue from the pulp chamber need 
be removed.

Do not be tempted to enter the 
root canals unless there is sufficient 
time to complete preparation and 
disinfection as bacteria could be 

Rhodes’ Referrals from page 8
inoculated into remaining pulp tissue 
and cause a flare-up.

Antibiotics are not required, and 
prescription without treatment 
will only prolong the poor patient’s 
suffering. Equally, isolation with 
rubber dam will help prevent 
contamination of the root canals 
with bacteria from the oral cavity 
during treatment.

Non-surgical root canal re-
treatment appears to offer a better 
long-term result than a surgical 
approach certainly when the 
previous root filling has failed for 
technical reasons. For this reason 
non-surgical re-treatment is usually 
the preferred first line treatment for 
a failed root filling
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Advertorial

The sky’s the limit in Watford
Gulshan Murgai and Morné 

Bresler have been working 
together for over seven 

years. In that time they have 

established a close bond that not 
only increases the satisfaction each 
derives from doing a job well, but 
tangibly improves the end product.

In plain English that means the 
patient gets better dentistry.

Gulshan graduated from the 
University of Birmingham in 2001 
and purchased the long-established 
Whippendell Dental Clinic in 
Watford in 2004. The practice was 
expanded over eight years and then 
incorporated and launched as Skin & 
Smiles in 2012.

Morné is a clinical dental 
technician who trained as a 
dental technician in South Africa, graduated as a CDT in the UK in 

2007 and set up his own laboratory 
in Hertfordshire in 2008. Plans 
are under way to incorporate the 
laboratory as well as crown and 
bridge production into the Watford 
practice so that clinical and technical 
will operate under one roof. In what 
Gulshan and Morné acknowledge 
is a highly competitive market 
environment, this amalgamation of 
skills will unquestionably provide a 
very positive advantage.

Both Gulshan and Morné are big 
fans and firm believers in offering 
patients real benefits that give 
them the high ground when choices 
have to be made. Gulshan cites 
the Bredent same day implant 
restoration system as a case in 
point: “We use the SKY Fast & 
Fixed teeth system because, in our 
view, it is the best on the market. 
It was developed by surgeons and 
technicians together with a real 
understanding of the variables that 
are ever present when undertaking 
oral surgery. As a result it gives the 
dental team flexible options and 
solutions that no other system gets 
near. That gives us a head start when 
we talk to patients and try to match 
their aspirations.”

Are two heads 
generally better 
than one?
Sit down and talk to Gulshan and 
Morné and you would be hard 
pressed to think otherwise. They 
bubble with enthusiasm and 
demonstrate clearly why, whatever 
sort of dentistry you may be doing, 
a close union between clinician 
and technician works to everyone’s 
advantage. They are not slow to tell 
you precisely why…
1. Patient confidence is enhanced 

(particularly in complex procedures 
such as same day implants) when 
they meet the technician who is 
actually going to be the person 
responsible for the “bit above the 
gum line that everyone sees”.
2. Clinical and technical skills are 
required in many dental procedures 
but very often, frequently for 
budgetary reasons, technical 
considerations are hardly taken into 
account. When you see a crown 
advertised on the web for £20.00 
you cannot fail to recognise that 
corners are being not just cut, but 
hacked off big time. The patients 
believe they are getting a bargain. 
More likely than not they are 
simply getting a cheap problem. 
In combination a dentist and a 
technician are better placed to 
explain good procedural protocol 
and its benefits than when they are 
working alone.
3. Complex procedures, such 
as placing same day implants, 
frequently present unforeseen 
problems, no matter how thorough 
and painstaking planning has been. 
In such circumstances, one needs to 
“think on one’s feet”. In which case 
four feet are usually better than two.
4. To a great extent, systems 
are predictable, but people 
aren’t. Particularly in protracted 
procedures, patients’ physical and 
mental conditions can change. When 
the clinician and the technician 
both have an understanding of the 
patient and work in close harmony 
together, then changes can be more 
objectively assessed and addressed.
5. Sometimes a patient has to be 
told that something they have set 
their heart on is not really best for 
them. Again Gulshan and Morné 
give Fast & Fixed as an example. 
In most cases, the sheer flexibility 
of the system, and the options it 
offers, make it a cost-effective and 

Gulshan Murgai Morné Bresler

15may.indd   10 07/05/2015   13:00:23


	DP-May-2015-page-8
	DP-May-2015-page-10

