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EDITORIAL

Bacteria: The Evil of All Root

Steven Cohen, DDS, Cert. Endo, Gary Glassman, DDS, FRCD(C)

the Wild West Frontier. The

street is deserted, it's high
noon, and the sun is beating
down on this dust bowl of a town.
Two gunfighters square off for a
showdown, each at one end of the
main street. At one end is the
lawman, wearing the white hat,
defending all that is good and
honourable for the people. At the
other end is the villain, wearing
the black hat, who feeds on the
weaknesses, and fears of these
same people. Hanging in the bal-
ance is the moral health of this
small outpost of civilization.

Picture this: A small town in

This struggle is classic to our
species. It can be played over and
over in almost every facet of
human life. We enjoy a greater
quality of life because of the
advances we have made in bio-
logic research, in technology, and
in understanding our bodies and
the processes of disease and
aging. The status of our oral
health is not any different.

At one end of the street, wear-
ing the white hat is the dentist.
Traditionally, he/she was armed
with a handpiece, a toothbrush,
some floss, some fluoride and a
pair of forceps. Over time, the
handpiece artillery expanded to
include higher speed turbines,
sonics, ultrasonics, and even
lasers. Restorative materials
evolved to better adapt and bond.

Dr. Steven Cohen is an endodontist on
staff at Sunnybrook Hospital Dental
Clinic and clinical instructor in the
graduate programme of Endodontics at
the University of Toronto. He maintains
a private practice limited to endodon-
tics in Mississauga, ON, Canada.

Dr. Gary Glassman is a fellow and
examiner for the Royal College of
Dentists of Canada, is the endodontic
contributing consultant for Oral Health
Journal and maintains a private prac-
tice limited to endodontics in Toronto,
ON, Canada.

Joining the chemical warfare front
with fluoride are sodium hypochlo-
rite, EDTA, calcium hydroxide,
chlorhexidine, citric acid, mineral
trioxide aggregate, and many
other agents. The single solitary
dentist has become a team leader,
delegating specific battlegrounds
to different specialists, each with a
specific niche. Replacing the pulps
of teeth is one battleground. Re-
generating and /or grafting the
periodontal support structures are
another. Replacing the battle-
fatigued tooth (soldier) with an

implant is yet another.

At the other end of the street,
wearing black, is the bacteria.
Primitive, and very, very small,
this adversary has been around
since the beginning of time. What
it lacks in size, it makes up for in
huge numbers. It defines the
term “opportunistic”. The bacte-
ria also have an armoury of
weapons, but these weapons are
not quite as tangible. First, there
is the huge number of them and
their ability to reproduce rapidly.
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Then there is resistance that
develops and evolves and chal-
lenges all the dentist’s chemical
antimicrobials. Mother Nature
then throws in the wild card of
genetic mutation, and new strains
and species develop. And if, just
for an instant, the dentist appears
to be gaining a foothold in this
battle; there is the one advantage
that bacteria have always made
the most opportunity out of. That
is the weakness of being human...
the human body, a variable
immune system, and at times a
non-compliant healing response.

Decay can and will happen.
Probing depths can get deeper.
Gingival tissue will recede. Pulps
can get inflamed and turn necrot-
ic. Crown margins will leak after
a certain amount of time. Root
canal treatments can fail. When
asked how long a root canal treat-
ment will last, probably the most

EDITORIAL

correct answer is: “as long as the
coronal restoration of that tooth
stays sound”. Coronal microleak-
age and recurrent contamination
is the most common cause for root
canal failure.

If a patient could not master
oral hygiene when there were
teeth present, what would change
when an implant is placed? The
added challenge with implants is
that there is an entire issue of the
health of the host and the health of
the recipient site that has to be
contended with. It doesn’t matter
to the bacteria. They are oppor-
tunistic! They will go where the
microscopic space allows them,
and set up shop. It doesn’t seem to
matter to the bacteria whether the
pocket they are thriving in is the
gingival-root cementum interface,
or the gingival-titanium interface.

To some degree, we are too crit-

ical of ourselves. When we discuss
procedures and materials and
quote a “success rate”, we must
not forget that the other side of
that coin is “failure rate”. Of
course there are failure rates. We
are human beings treating other
human beings.

Throughout any battle, time
should be taken to stop and appre-
ciate the victories and the gains
that have been made. The
“weapons” we use now to complete
basic and complex dentistry are
fantastic. Qur arsenal has expand-
ed tremendously, and the quality
of oral health in our country is
ranked one of, if not the highest in
the world. We should just be wary
of that same old enemy. The vil-
lain in the black hat is still wait-
ing at the edge of town...and the
clock seems to be stuck at five
minutes before noon. OH
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Rips, Strips and Broken Tips:
Handling the Endodontic Mishap
PART II: The Perforation

Steven Cohen, DDS, Cert. Endo, Gary Glassman, DDS, FRDC(C), Richard Mounce, DDS

Terms (T edition, 2003) pub-

lished by the American Asso-
ciation of Endodontists, the term
“perforation” is defined as: “the
mechanical or pathologic commu-
nication between the root canal
system and the external tooth sur-
face”.! Within this explanation
there is an almost endless list of
clinical situations where this aber-

In the Glossary of Endodontic

FIGURE 1—Retention or Extraction and
Implant replacement. At consultation,
pain was identified from tooth 3.6.
Noted on this tooth were a full crown,
cast metal core and post in the mesial
root very close to, if not perforating, the
inner root wall; carbon fiber post very
far down the distal root to where the
apical seal has been compromised;
lesion at the distal root apex; canals
were “zipped” or transported from the
true mesial canal apices. Extraction was
advised for this tooth, with implant sug-
gested for replacement.
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rant “communication” can lead to
root canal treatment, retreatment,
corrective surgery and/ or extrac-
tion. Considering the technical
advances in dentistry over the
past 20 years, and specifically in
the discipline of endodontics, dis-
sembling complex restorations,
creating barriers, and sealing
these communications is now a
treatment option with some deg-

’ Oy

FIGURE 2—NeoCote™, NeoPlug™, and
NeoTape™ synthetic wound barrier
(Citagenix Inc., Laval, QC) are absorb-
able collagen wound dressings used to
provide a matrix to conirol the place-
ment of MTA at the perforation site. It
controls bleeding, stabilizes blood clots,
fully absorbs in 10-14 days and accel-
erates the wound healing process.

ree of predictability.

Pathologic situations (such as
root resorption) aside, the mech-
anical or iatrogenic perforation is
a procedural mishap that can
wreak havoc on any dentist who
performs endodontic treatment.
From the inexperienced, recently-
graduated dentist who simply
encounters a calcified pulp cham-
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FIGURE 3—MTA ProRoot™ material. Pro-
Root MTA is compositionally formulated
to have the physical properties, setting
requirements and characteristics neces-
sary for a clinically effective root repair
material. Each pack of ProRoot MTA
powder comes with a premeasured unit
dose of water for convenience in mixing
— simply pour the powder onto a pad,
add the water and mix. Upon mixing,
ProRoot MTA reaches a working consis-
tency rapidly and is ready to be applied
to the prepared site. Because ProRoot
MTA creates a good seal, allows less
leakage, is biocompatible and sefs in
the presence of moisture, root repairs
performed with this material result in
more predictable results.



ber and has no traditional text-
book “landmarks” to guide him/
her to canal orifices, to the well
seasoned endodontist who may
perforate the canal wall in the
apical third in the course of
freeing up a separated rotary
file, the more difficult that a
case may be, the higher the inci-
dence that problems may occur.

Tackling the problem is easi-
er if it is broken down into com-
ponent parts: the patient, the
canal system, and the perfora-
tion. Patient management in-
cludes informed consent about
what happened and advising
about the treatment options.
Perhaps referral to a specialist
would be in the best interest of
the patient. Perhaps the pa-
tient may prefer to have the
tooth extracted, and plan for a
prosthetic replacement (Fig. 1).

In the most general terms,
the more rapidly a perforation
can be sealed, the better. Ideally,
if treatment is performed under
a surgical microscope and a rub-
ber dam, and all of the needed
repair materials are available,
it has value to correct the defect
at the same appointment. Al-
ternatively, if this is not the case
as outlined below, the overrid-
ing key value to the patient and
clinician to promote healing is
to keep bacteria from contami-
nating the perforation to the
greatest extent possible from
the time of occurrence to the
time of the repair. Coronal seal
between visits is critical.

The canal system, the in-
flamed or necrotic pulp which
was the reason why the tooth
was entered, still needs to be ad-
dressed. Depending on the case, it
may be more efficient to wall off
the perforation with a barrier
material, and then finish the
endodontic therapy... leaving the
handling of the perforation as the
final step in that one appoint-
ment. In other cases, it may be

ENDODONTICS
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FIGURE 4—MTA ProRoot™ is available in
grey or white as shown in this photo
(DENTSPLY Tulsa Dental).

FIGURE 5—Dovgan MTA Carriers (Quality
Aspirators, Duncanville, Texas). Avail
able in 3 diameter sizes, with one size
being “bendable” to adapt to a particu-
lar clinical situation. Available from
Obtura Spartan Canada.

P

FIGURE 6A-D—Perforation during access. 6A) Initial access into tooth 1.4 displays bur

penetration through the mesial wall. 68) Walling off the perforation, and negotiat-
ing the true canal spaces. 6C) Obturation of the canals, followed by sealing of the
perforation with MTA. 6D) Five month recall; no symptoms; no abnormal periodon-

tal probing depths.

best to complete the pulpectomy,
place a dressing of calcium
hydroxide in the canal system,
and then deal with the perfora-
tion as the priority. At a second
visit, the endodontic therapy can
be completed.

The advent of recent materials

has facilitated treatment of perfo-
rations to a significant degree.
Synthetic collagen wound dress-
ing, such as Neocote™ (Citagenix
Inc. Lava, QC) (Fig. 2), allow
walling off the perforation site,
and provide a matrix to pack the
final restorative material ag-
ainst. The root repair material,
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FIGURES 7ABC & 8AB(—Two cases of perforation into the furcation. 7A) & 8A) Pre-oper-
ative film, as patient was referred. 78) & 8B) Conventional root canal freatment fol-
lowed by MTA repair at the perforation site. 7€) Three month recall and 8C) One
year recall. Apical and furcation lesions resolving, and teeth have been perma-

nently restored.

Mineral Trioxide Aggregate
(ProRoot™) (Fig. 3) has been
shown in numerous studies to
allow significantly less leakage,
better adaptation to root canal
walls, less bacterial migration®
5 and formation of new cemen-
tum over the restored root
interface.® First developed as a
grey cement material, a white,
tooth coloured MTA has been
developed for use in anterior
teeth where aesthetics may be a
concern (Fig. 4). The powder
component mixes with sterile
water, and there is an initial set
at approximately five minutes.
Complete setting is reported to
be over a four to eight hour peri-
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od. Placement of the MTA into a
specific site has been made eas-
ier with the development of
Dovgan MTA carriers (Quality
Aspirators, Duncanville, TX)
(Fig. 5), available in three dif-
ferent diameters, and one being
“bendable” to adapt to fit into
the furcation or down a canal
space.

The most common locations
where perforations occur are
through the exterior root wall
during access, the furcation floor
in molars when searching for a
canal orifice, progressing straight
through a curved root once in the
canal, and enlarging the canal to

FIGURES 9A-D—Furcation perforation re-
pair in two appointments on tooth #27.
9A) Pre-operdtive film. Patient indicating
chronic pain in this tooth since the com-
plefion of endodontic therapy. Furcation
floor looks suspect. 9B) Removal of ll
canal and chamber material. Perforation
discovered on furcation floor. Calcium
hydroxide placed info canals, and perfo-
ration treated with Neocote™ and MTA.
90) At second appointment, patient re-
ported symptoms had resolved. Canal
refreatment was completed. 9D) Three
month recall, with chamber permanently
restored. No symptoms reported.
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FIGURES 10A-D—Speeding through a curve. 10A) Trial cone film sent with patient on refer-
ral. Straight path of cone noted in curved MB root, and perforation. 10B) Perforafion
closed off with MTA, and a frial file negotiating frue MB canal space on check film. 10€)
Second check film displaying perforation repair, and calcium hydroxide in the palatal
and DB canal spaces. 10D) Three month recall. Canals sealed, no apparent disruption
of the PDL space along the MB root, and temporary crown in place. No symptoms
reported. Patient advised fo proceed with permanent core and crown.

create a post space resulting in a
“strip”perforation.

ACCESS

During access into a tooth with a
narrow mesial-to-distal direction,
the bur can be directed slightly
off line and though the exterior
root wall (Fig. 6). In a case like
this, the perforation can be
walled off with a barrier, and
access can be corrected. The canal
system can then be treated in the
usual manner, with placement of
Neocote™ into the perforation
site and sealing with MTA at the
end of treatment. The MTA will
set by the time the patient
returns for the permanent res-
torative appointment.

FURCATION

Looking for a canal orifice on the
chamber floor of molars can lead
to perforations into the furcation
area. Once the canal systems
have been treated, the final step
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is placing the barrier for a
matrix, and sealing with root
repair material (Figs. 7 & 8). In
some particular cases, it may be
better to locate the canals and
place calcium hydroxide to get
the endodontic component under
control. The perforation site can
then be cleaned, packed with
Neocote™ to form a matrix, and
then sealed off with MTA (Fig. 9).
At the next appointment, the
MTA is permanently set, and the
endodontic therapy can be com-
pleted without risk of washing
out of the MTA.

MISSING THE CURVE

With the advent of engine dri-
ven files, more rapidly complet-
ed treatment can be a positive.
However, with speed comes an
increase risk of problems. An in-
strument progressing straight
where the canal curves can
result in contact with the root
wall, the ligament and the api-

cal or radicular bone (Fig.
10). The use of the Dovgan
carrier is most advantageous
in a case like this, where
access half way up the root
requires very narrow diame-
ter instruments and precision
placement. Because the MTA
material is easily washed out
until it has set, sealing the
perforation would be the pri-
ority in the first appoint-
ment. Endodontic therapy
would be completed at the
second appointment.

STRIPPING THE WALLS
Overzealous coronal shaping or
post space preparation can lead
to what is called a “strip” perfo-
ration. Recalling root anatomy,
in cross sectional view there is
often a subtle concavity to the
distal root on the mesial (furca-
tion) side. Coronal flaring can
encroach upon this concave
surface. Widening the space for
a post space can cause the
same result. Suddenly, hemor-
rhage can be found in the canal
space! Using the same strategic
approach, under medium to high
power magnification, a soft com-
pressible barrier can be placed
into the defect (Neocote™). The
canal treatment can be carried
out, with obturation finishing just
apical to the defect. After replac-
ing the barrier with fresh
Neocote™, the MTA can be placed
to obturated the coronal third
of the canal — including the per-
foration site — right up to the
chamber floor. In Figures 11 &
12, four different cases are
shown with this kind of repair
and healing.

Utilizing a repair material with
greater clinical and histological
success than ever before, coupled
with magnification, fibre optic illu-
mination, and the use of precision
instruments for placement, the bar
has been raised on what can be
treated and restored to full function
in a patient’s natural dentition. OH

continued on page 94
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Continued from page 18

FIGURES 11A-H—Two cases of mesial root
“stripping” and treatment. 11A, B) Canal
treatments, with post space allowances,
and teeth ready tfo restore. 11 D) Inad-
vertent post space creation in the mesial
canals, resulfing in furcation perforations.
11E, F) Clearing of chamber and post,
sealing the mesial wall defects with MTA.
116, H) Six month and twelve month
recalls, with osseous healing noted.
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FIGURES 12A-F—Two cases of Distal root “stripping” and treatment. 12A) Overzealous flaring of the distal root. 12B) Sealing of
the coronal third of the distal canal with MTA. 12€) Twelve month recall; lesion resolved; tooth permanently restored. 12D) Post
placement in the distal root with resultant furcation lesion developing; no apical lesion apparent. 12E) Decision made to only
retrieve post, and seal perforation with MTA. 12F) Three month recall, no symptoms, and furcation lesion reduced in size.
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