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Rhodes’ Referrals – Case 7

Two out of four 
ain’t great! CPD

THERE are very few instances 
where a root-fi lled tooth 
will conti nue to respond to 

sensibility testi ng aft er treatment 
and the pati ent reports pain on 
thermal sti muli.

Very commonly such pain is 
referred from a neighbouring 
tooth in which there is an infl amed 
pulp, but if a root fi lling has been 
completed recently in a vital tooth, 
a missed canal containing infected 
or infl amed pulp ti ssue could be the 
cause of persistent pain.

A few minutes spent listening 
to the pati ent describing their 
symptoms can pay dividends in the 

long run, avoiding oft en complicated 
and potenti ally unnecessary 
treatment that does not help.

A 56-year-old man presented 
with a recently root-fi lled 46 that 
was tender to bite on and painful 
when drinking hot coff ee. The tooth 
had been root-fi lled by his general 
denti st aft er becoming pulpiti c but 
had never sett led.

There was abundant tooth 
substance remaining (despite a 
reasonably extensive temporary 
restorati on) for the tooth to be 
restored with a cusp-coverage 
restorati on – a factor that is deemed 
important for the long-term survival 

of root-fi lled molar teeth1 and, 
especially, as in this case a terminal 
molar (tooth 47 was missing). 

There was no buccal swelling 
nor sinus tracts but the tooth was 
tender when biti ng on a tooth 
slooth. Periodontal probing revealed 
no bleeding or pocketi ng and 
microscopic assessment showed no 
evidence of microcracking. The 45 
was restored with a DO amalgam 
restorati on. 

Positi ve responses were obtained 
to sensibility testi ng of 45 and 
46 using a foam pellet soaked in 
Endo-Ice. Radiographic assessment 
showed gutt a percha in the two 
roots of 46. The mesial root was 
longer than the distal and in both 

roots the fi lling material was 
displaced laterally, suggesti ng that 
there may be unprepared and 
unfi lled root canals.

Careful assessment showed a dark 
line running alongside the gutt a 
percha in the distal canal that was 
undoubtedly unfi lled root canal 
space. The root fi lling in the mesial 
root was underprepared, underfi lled 
and short. The periodontal ligament 
space and pulp chamber of 45 
looked normal (Figure 1).

Figure 1. Pre-operati ve radiograph

Figure 2. The pulp fl oor with obturati ng material in two canals and pulp ti ssue 
remaining in the disto-buccal canal

Figure 3. The canals prepared

Figure 4. Post-operati ve radiograph
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A diagnosis was made of failed 
root canal treatment and missed 
canals that were unprepared and 
unfilled.

Sensible treatment options 
therefore include:
•   Non-surgical re-treatment 
     followed by restoration with cusp 
     coverage 
•   Extraction and replacement with 
     an implant
Extraction and replacement with an 
implant should be feasible, but the 
tooth was definitely restorable and 
revision of the root filling combined 
with a cusp coverage restoration 
could be expected to function as 
well as an implant-supported crown, 
for significantly less cost, complexity 
and surgery time2.

Root end surgery would be 
completely inappropriate as the root 
filling was technically poor.

Non-surgical 
disassembly 
and re-treatment
A two-visit strategy was preferable 
for this case to allow re-assessment 
of symptoms at the obturation 
appointment.

Good local anaesthesia would 
be required as there was likely to 
be inflamed pulp tissue remaining 
in the root canals. Consequently 
an inferior dental nerve block 
and buccal infiltration were 
administered.

The 46 was isolated with rubber 
dam retained with a plastic molar 
clamp. Access was created through 
the temporary restoration using 
a long-tapered diamond bur with 
direct visualisation under the 
operating microscope. A Pro-ultra 
ultrasonic tip was then used to 
explore laterally to the boundaries 
of the pulp floor (which tend to be 
darker).

Examination of the pulp floor 
revealed gutta percha in the mesio- 
and disto-lingual canals, pulp tissue 
present in the disto-buccal canal 
orifice and the orifice of the mesio-
buccal canal, which was unprepared 
(Figure 2).

This highlights the importance of 
good illumination and magnification 
in endodontics and is why 
endodontic specialists use an 
operating microscope.

The operator is also looking for the 
canal orifices in mandibular molars 
to have symmetry equidistant of the 
midline. If for example a distal canal 
has been located that does not lie on 
the centre line of the tooth, there is 
probably another to mirror it.

Gates Glidden burs sizes 2 and 
3 and a Hedstroem file size 30 

were used to rapidly remove bulk 
gutta percha. After gauging with 
a size 10 Flexofile, the orifices of 
the unprepared canals were flared 
with a Protaper SX instrument and 
the working lengths of all canals 
estimated with an electronic apex 
locator.

Preparation and tapering was 
efficiently completed and refined 
with Wave.One primary and large 
instruments, always working through 
a puddle of sodium hypochlorite in 
the access and irrigating frequently 
(Figure 3).

At this point the canals were dried 
with matched paper points and a 

small drop of chloroform introduced 
to remove any gutta percha that 
may have been forced into lateral 
anatomy before disinfecting.

The irrigation phase comprised 
using 3% sodium hypochlorite, 
activated with passive ultrasonic 
irrigation in 20-second bursts over 
a total time of about 30 minutes. 
Smear layer was removed with 20% 
citric acid.

Following this calcium hydroxide 
paste was introduced into the 
prepared canals with a Lentulo spiral 
filler and the access sealed with 
Cavit and compomer. 

One week later, the patient 

reported that all symptoms had 
subsided and the case was obturated 
using a vertically compacted gutta 
percha technique and the access 
sealed with IRM and compomer.

A final radiograph showed the 
completed re-treatment (Figure 4).
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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
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