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Berlin Masters
is June 26–27

Berlin Masters — featuring the an-
nual Roots Summit and Implants
Summit — will be held in Berlin
June 26 and 27, 2009. Both summits,
which will run parallel to one anoth-
er, will feature hands-on training
and lectures from the top names in
dentistry worldwide.
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The emergency
implant procedure

Sometimes patients present with un-
scheduled emergency conditions that
require immediate tooth removal.
Unrestorable crown and root frac-
tures are often ideal clinical scenar-
ios for immediate implant placement.
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Profound anesthesia
with the STA System

Thanks to the Computer Controlled
Local Anesthesia Delivery System
(CCLAD) known as the STA Anes-
thesia System by Milestone Scientif-
ic, endodontic procedures can be
stress-free for practitioners and
their patients.
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By Robin Goodman, Group Editor

Get ready to sink
your teeth into the Big
Apple in a way that
only the Greater New
York Dental Meeting
can provide.

With a myriad of new
programs on and off the
exhibit floor as well as
seminars and workshops, you’ll
want to plan your time carefully.

You definitely won’t want to miss
the first Dental Tribune Symposia, to
be held from Sunday, Nov. 30, to
Wednesday, Dec. 3, where you can
learn all you need to know about
“getting started in” endodontics, im-
plantology, cosmetic dentistry or
digital dentistry.

You can also witness “Live Den-
tistry” on the exhibition floor,
where you can watch procedures
that showcase the latest in dental
technologies and materials. Also on

the exhibit floor, in glass-enclosed
areas, you can attend workshops
that will present a broad spectrum
of up-to-date, hands-on proce-
dures. You can even earn one
hour of C.E. credit for walking the

expanded exhibition floor, home to
more than 1,500 booths overflow-
ing with information and demon-
strations on the latest innovations
in dentistry.

Dental Tribune America is the offi-
cial media partner of the meeting, so
look for our show daily editions as
you enter the convention center
from Nov. 30 to Dec. 3.

For more information about the of-
ferings of the Dental Tribune Sym-
posia, please look inside this issue of
Endo Tribune.
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By Richard E. Mounce, DDS

It has always been a strong bias of
mine that great endodontic results
are the outcome of a process that is
planned and well organized from the
start. Planning in this context in-
cludes assessing that the given clini-
cian is the best person to tackle the
case at hand and bring the needed
experience, equipment, training and
time to the case. As part of the need-
ed preoperative planning, prior to
starting any endodontic procedure,
the case should be carefully as-
sessed for iatrogenic risk factors and
strategies should be developed to
avoid these possible problems.

For example, an examination of
the case shown in Figure 1a (#18),
demonstrates a risk of perforation on
the mesial root, though not an ex-
treme one. The mesial root is also at
risk of rotary nickel titanium file

fracture, especially if a large
rotary nickel titanium instru-
ment is inserted into the root
with too much force in the
absence of an adequate glide
path. Figure 1b shows the
completion of treatment.

All treatment should be
carried out under the rubber
dam after profound anesthe-
sia has been obtained. Ac-
cess should be straight line
with the cervical dentinal tri-
angle removed. All unsup-
ported tooth structure is re-
moved and all canals located
before proceeding below the
orifice. Ideally, treatment is
performed under a surgical
operating microscope (SOM) (Glob-
al Surgical, St. Louis, Mo.) for not
just optimal visualization but opti-
mal tactile control over the treat-
ment process.

The choice of a rotary nickel tita-
nium file (brand, design, taper, tip

Take a bite of New York’s education apple

Treatment planning for
optimal endodontic results
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Figs. 1a, 1b: The clinical case mentioned.

Dr. Mounce will perform a live endodontic demonstration
at the Greater New York Dental Meeting on Dec. 2 and 3.
He has written an introductory piece to discuss some of
the exciting technology (the Twisted File and the RealSeal
One Bonded Obturator, SybronEndo, Orange, Calif.)
that attendees will see in the demonstrations.



Dental Tribune recently an-
nounced that Berlin Masters
— featuring the annual Roots
Summit and Implants Summit
— will be held in Berlin on
June 26 and 27, 2009.

As the cultural hub of mod-
ern Germany, Berlin ranks
with London, New York and
Paris as one of the great cities
of the world. Berlin is one of
the most important cities in
Europe and can cater to the
most diverse tastes during the
day and certainly provide
enough highbrow entertain-
ment to fully justify indulging in
the city’s nightlife later. Also rank-
ing among the worldwide top inter-
national conference locations,
Berlin will be the perfect destina-
tion for dentists to enjoy the tradi-
tion of the Summit. Located in the
center of the city, the event will
take place in the Hotel Palace
Berlin, one of the most renowned

hotels in the German capital.
Both the Roots Summit and the

Implants Summit, which will run
parallel to one another, will feature
hands-on training as well as lecture
presentations from the top names in
dentistry worldwide.

Dental Tribune International in-
vites you to join clinicians from all
over the world as they come togeth-

er and learn about the latest tech-
niques, products and innovations in
the fields of endodontics and im-
plantology.

Program details will follow in
futrure issues of Endo Tribune.

In the meantime, if you have any
questions, please contact Julia
Wehkamp at (416) 907-9836 or
j.wehkamp@dtamerica.com.
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Tell us
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size, etc.) for any given tooth should
be made with the following consid-
erations, among others:

• Final apical taper size, which
can be created to the apex.

• Flexibility.
• Cutting ability.
• Resistance to fracture.
• Centering ability, lack of trans-

portation.
• Final master apical diameter,

which can be created.
• Ease of sequencing.
• Tactile control (lack of screwing

in being one measure of tactile con-
trol).

With regard to the final criterion, I
have selected the Twisted File (TF)
(SybronEndo, Orange, Calif.) as my
RNT file. It possesses the ability to:

• Instrument approximately one
third of the canals encountered with
a single file.

• Instrument approximately one
third of the canals encountered with

two single TFs.
• Instrument the remaining cases,

other than those above, generally
with three TFs.

• Create greater tapers than ever
before to the apex. Clinically, the
mesial root of a lower molar can
easily be enlarged to a 0.08 taper
from the orifice to the apex. Even
the most severe 90-degree curva-
ture can be treated to a minimum
0.06 taper, and likely a 0.08 taper, if
done correctly.

• Perform the above functions
without clinically relevant trans-

portation and with ex-
cellent tactile control
and minimal insertions
per canal, usually three
to four.

The TF is simple to
use and master. There
are five files — 0.12,
0.10, 0.08, 0.06 and 0.04,
with a fixed #25 tip size
(at this time, larger
sizes are planned for in-
troduction). The TF is
used after the achieve-
ment of patency in the
given portion of the
canal being enlarged
and after a glide path is
created. A glide path
means that the canal
has been enlarged to a
minimum #15 hand K-
file. The TF is used
crown down from larg-
er TFs to smaller. The
TF is inserted to resistance in a sin-
gle continuously controlled inser-
tion that usually takes two to three
seconds. The TF is never pumped
up and down in the canal. Irriga-
tion and recapitulation should be
carried out after every TF insertion.
The TF is rotated at 500 to 900 rpm,
with higher speeds used for retreat-
ment, 1,200 rpm or higher. The TF
can remove the plastic carriers of
warm carrier-based obturation
techniques easily and rapidly. If the
clinician wishes to create larger
apical diameters than a #25, he or
she may do so any way desired with
additional files. It should be re-
membered that the final prepared
taper with a TF is usually 0.08 or
higher, and this mitigates to some
extent the #25 tip size if larger api-
cal diameters are not created.

In my empirical opinion, canal
preparation should be taken to the
minor constriction (MC) of the api-
cal foramen. The position of the MC
can be determined and verified pre-
cisely by the following means:

• Electronic apex locator.
• Bleeding point determination.
• Confirmation with a tactile pop

of a hand file as it passes out of the
MC.

Irrespective of whether the canal
is prepared to larger apical diame-
ters or not, the correct size of the

RealSeal One Bonded Obturator
(RS1) that will be used to obturate
the canal can be selected with an
RS1 size verifier before obturation.
The RS1 technique allows the clini-
cian to obturate canals efficiently
and predictably with a warm obtura-
tion technique using a carrier that is
dissolvable in chloroform as well as
easily removed with the TF. More
importantly, the RS1 can create a
bonded obturation from orifice to
apex as described below.

RS1 obturators:
• Are available in 0.04 taper and

tip sizes of 20-90.
• Are used with a chemically

compatible sealer. There are
methacrylates in the RealSeal core
material as well as the sealer.
There is a chemical coupling of the
methacrylates between the core
filling material (i.e., the RealSeal)
and the self-etching RealSeal seal-
er. Obturation with either RealSeal
master cones or RS1 obturators al-
lows impregnation of the tubules
with sealer. The hybrid layer that
is created in this process reduces
coronal leakage relative to gutta-
percha in a statistically significant
manner giving it clinical signifi-
cance.
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Fig. 2: The Twisted File (SybronEndo, Orange, Calif.) Fig. 3: The RealSeal One Bonded Obturator (SybronEndo, Orange, Calif.)

Fig. 4: The RealSeal One Bonded Obturator Oven (SybronEndo,
Orange, Calif.)
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Treatment
planning
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RS1 Clinical Application:
1) After TF preparation, a plastic

size verifier is used to determine the
correct RS1 size.

2) RealSeal self-etching sealer is
then applied.

3) The RS1 is heated in a RS1 oven
and placed to length within six sec-
onds to the true working length.

4) After placement, the RS1 can be
cut off at the orifice with a heat
source, such as the Elements Obtu-
ration Unit (SybronEndo, Orange,
Calif.)

5) The RealSeal system is a dual
cure system. The sealer will self-
cure in approximately 40 minutes
or the obturation can be cured in
the coronal third with a light. Post
space can be made using a post
drill after first curing the obtura-
tion with a light and again curing
the preparation after post space
preparation.

A common question is asked with
regard to matching the RS1, which
is 0.04 taper, and the TF canal
preparation, which is 0.08 or 0.10.
Much as a smaller cup fits into a

larger cup and both are tapered, a
smaller taper (smaller cup) fits
into a larger taper (larger cup).
Any discrepancy of taper size be-
tween the RS1 and the taper of the
prepared canal is filled with the
RealSeal material around the obtu-
rator core. It is noteworthy that the

RealSeal material physi-
cally adheres to the obturator core
and that gutta-percha does not ad-
here to any significant degree to
the plastic core of other warm car-
rier-based devices. This adherence
of RealSeal to the core can only im-
prove the hydraulics of the move-
ment of the RealSeal into the nar-
rowing cross-sectional diameters
of the prepared canal.

The clinical case (#18) shown in
Figure 1b was obturated with RS1 in
canals that had been prepared with a
TF. The final taper of both roots was
0.08. Due to the enhanced taper of the
preparation relative to that which
might have been created with ground
files, it is a consistent finding that the
0.08 and 0.10 TF preparations consis-
tently require a #35 obturator.

Past objections to warm carrier-
based products were related to a
lack of bonding, difficulty in retreat-
ment and cost. Aside from cost,
these objections have been over-
come. Aside from bonding, which
could not be accomplished with past
warm carrier-based devices, RS1 ob-
turators are dissolvable in chloro-
form and also can be removed very
easily with the TF at higher rota-
tional speeds, such as 1,200 rpm and
above (Figs. 2–6).

� page 4ET
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Figs. 5, 6: Clinical cases treated with the Twisted File and RealSeal One Bonded
Obturators.

Presented by Richard Mounce, DDS
at the Greater New York Dental Meeting

Live Dentistry Theater
Tuesday, Dec. 2 and Wednesday, Dec. 3, 2008, 2–5 p.m.

This multi-media LIVE patient demonstration is designed for general
practitioners to improve their daily endodontic skills. Topics include: diag-
nosis, case selection, the latest endodontic instrumentation, and the cleans-
ing, shaping and packing of the root canal system in three dimensions with
warm bonded obturation techniques. The program also includes an intro-
duction to the surgical operating microscope as well as discusses the im-
portance of coronal seal and the role of endodontics in treatment planning.

Attendees will learn the following:
• The biologic objectives of root canal therapy.
• The importance and methods of effective biomechanical cleansing of

the root canal system.
• Endodontic diagnostic decision making, case selection and organiza-

tion of armamentarium
• Optimal obturation of root canal systems with warm filling techniques

All equipment and supplies are provided courtesy of SybronEndo
and the Greater New York Dental Meeting.

Increase Your Endodontic Efficiency

Richard E. Mounce, DDS

Dr. Richard E. Mounce lec-
tures globally and is widely pub-
lished. He is in private practice
in endodontics in Vancouver,
Wash. He offers intensive cus-
tomized endodontic single-day
training programs in his office
for groups of doctors.

For more information, contact
Dennis at (360) 891-9111 or
RichardMounce@MounceEndo.com.

About the author
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By Drs. Nicholas Caplanis and Jaime Lozada

Patients often present to the office
with unscheduled emergency condi-
tions that require immediate tooth
removal.

These situations have become in-
creasingly complex to deal with
given the myriad available treat-
ment options, which impact the
treatment approach and methodolo-
gy of both tooth extraction as well as
provisionalization.1

Unrestorable crown and root
fractures are often ideal clinical
scenarios for immediate implant
placement given the frequent lack
of overt infection and alveolar
bone damage, which is often asso-
ciated with other emergency con-
ditions such as endodontic and pe-
riodontal abscesses. Failure to per-
form immediate implant place-
ment or site preservation during
the emergency visit often leads to a
loss of alveolar bone, which great-
ly impacts dental implant treat-
ment success. When comparing
the excellent long-term success
rates of implants with the guarded
long-term prognosis of a badly
fractured tooth requiring endodon-
tic treatment, crown lengthening
surgery, and a post and core
buildup, extraction and site preser-
vation or immediate implant place-
ment is frequently the ideal treat-
ment approach.

A clinical study of 534 fractured
teeth reported a 20 percent failure
rate when conventional therapy
was performed, specifically, en-
dodontic treatment, post and core
buildup and a tooth-supported
crown.2 Immediate implant place-
ment following an emergency ex-
traction should therefore be an in-
tegral part of emergency treat-
ment.

Strategies to manage the extrac-
tion defect have been previously
published providing algorithms to
help guide implant treatment pro-
cedures, including immediate im-
plant placement following tooth ex-
traction.3 Guidelines for predictable
immediate provisionalization of
immediate implant have also been
previously established.4

A one-year prospective study re-
ported a 100 percent implant suc-
cess rate and also suggested im-
proved esthetic outcomes are
achieved following this approach
when compared to extraction
alone without implant placement.5

The ability to quickly and effec-
tively treat these emergency sce-
narios improves patient satisfac-
tion, facilitates patient manage-
ment and is a tremendous clinical
service.

Therefore, the dental office and
team should be well-equipped, or re-
ferral guidelines be effectively estab-
lished, to allow for efficient and pre-
dictable dental implant placement
during these types of emergency ap-
pointments. The following two clini-

cal case reports describe a simple
and effective process to treat hope-
lessly fractured teeth using dental
implants and either a bonded
restoration as a provisional or a pro-
visional placed immediately on the
implant.

Patient 1

A 65-year-old Asian female pres-
ents for a new patient emergency
exam, with an oblique crown and
root fracture affecting her maxil-
lary right central incisor. The frac-
ture occurred spontaneously while
eating, involved the entire facial
surface of the tooth and extended

to the alveolar crest (Figs. 1a, 1b).
The clinical crown exhibited se-

vere mobility and was painful
upon palpation and percussion.

AD

Fig. 1a: Emergency
presentation of
unrestorable
crown and root
fracture of
tooth #8.

Emergency dental implant procedures
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The prognosis was poor and ex-
traction was advised.

Treatment options to replace the
tooth were discussed and included
a fixed partial denture as well as an
implant supported crown. Given
the excellent condition of the adja-
cent teeth as well as the patient’s
prior history of having successful
dental implant-supported restora-
tions, she elected to have an im-
plant placed.

The crown portion of the tooth was
easily removed and, given its excel-
lent condition, was retained to be
used as a bonded provisional (Fig.
1c). The tooth root was extracted
atraumatically without flap elevation
and the socket debrided, irrigated
and evaluated with a periodontal
probe. The extraction defect had
minor horizontal bone loss associated
with a reduced periodontium second-
ary to a prior history of periodontitis,
but the adjacent socket walls includ-
ing the buccal crest were otherwise
intact. Therefore the defect appeared
amenable for immediate implant
placement. A 4.3 x 16 mm Replace®

Select implant (Nobel Biocare™) was
placed and utilized the entire length
of the alveolus and engaged the nasal
floor, in order to achieve effective pri-
mary stability (Fig. 1e). After implant
placement, the residual socket defect
was grafted with a composite anor-
ganic bovine bone matrix (Bio-Oss®

Osteohealth®) and a demineralized
cortical bone allograft (OraGraft®

LifeNet®). Composite was bonded to
the fractured surface of
the clinical crown in
order to develop an
ovate surface to main-
tain soft tissue esthetics.
The modified clinical
crown was then bonded
to the adjacent teeth and
served as a primary pro-
visional restoration (Fig.
1d). The patient was
then referred back to
her restorative dentist
the next day to fabricate
an immediate provision-
al supported by the im-
plant. The emergency

appointment including the extrac-
tion, placement of the implant, graft-
ing of the residual socket defect and
bonding of the primary provisional
restoration took approximately one
hour of clinical time.

Patient 2

A 35-year-old female presented
at the emergency clinic of Loma

Linda University School of
Dentistry and was immedi-
ately referred to the Center
for Implant Dentistry. She
complained of trauma to her
maxillary anterior dentition
after an alleged assault, a
“blow to the face,” two days
previously. Upon examina-
tion, the maxillary left cen-
tral incisor was partially
fractured at mid root and
exhibited grade III mobility
(Fig. 2a). The left lateral in-
cisor was tender to percus-
sion and exhibited grade 1
mobility, but it recorded a
negative response with ethyl
chloride and electronic pulp
testing.

The patient was then
scheduled to undergo an
emergency procedure at the
clinic consisting of atrau-
matic extraction of the af-
fected tooth and immediate
implant placement with im-
mediate provisionalization.
The fractured tooth was ex-
tracted and the remaining
root fracture was removed
utilizing a periotome in-
strument (Fig. 2b). The
alveolus was curetted and
no bone fenestration was
noted. A Nobel Active den-
tal implant was used to re-
place the extracted tooth
(Fig. 2c). The osteotomy
was performed palatal to
the alveolus in order to ob-
tain maximum stabilization
for the implant.

The implant was seated at
35 nc stability, which made
the clinical situation viable
for immediate provisional-
ization. A prefabricated
abutment was placed and
hand torqued to provide the
support for the acrylic resin
restoration. The provisional
crown was then relieved
from all occlusal contacts
(Fig. 2d). Intraoperative ra-
diographs revealed ade-
quate position of the implant
in relation to the adjacent
dentition and bone implant
level.

The emergency dental im-
plant procedure should be
considered a viable and often
preferable treatment ap-
proach to treat emergency
situations that ultimately lead to
tooth loss such as root fractures.
When appropriate, immediate pro-

visionalization or bonding of the
fractured crown can be used as a
provisional restoration.

Fig. 1b: Radiograph of oblique crown and root
fracture tooth #8.

Fig. 2a: Trauma to the maxillary left central incisor with
horizontal root fracture.

Fig. 2b: Periotome and forcept extraction of fractured
root.

Fig. 2c: Immediate implant is placed achieving excellent
primary stability.

Fig. 2d: An immediate acrylic restoration is used as a
provisional.

Fig. 1c: Intact clinical crown to be used as
bonded provisional.

Fig. 1e: Radiograph of immediate implant in
place with bonded provisional.

Fig. 1d: Fractured crown bonded to adjacent dentition serving as
primary provisional.
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Catch Dr. DiGiallorenzo’s lecture at the Dental Tribune Symposia
at the Greater N.Y. Dental Meeting at 1:30—2:30 p.m. on Dec. 1.

This lecture will provide a systemic, biologic and evidence-based approach to ensure
success in the class 1 to class 4 case utilizing the “Tissue Care Concept by Ankylos,”
PRGF, lasers and piezo surgery. Learn about:

• Diagnosis of patient biotypes and its affect on treatment decisions.
• Immediate or staged?
• Surgical management: incisions, atraumatic extraction, periodontal plastics, bone

grafting (PRGF), overcorrection, site preparation, and 3-D implant placement.
• Prosthetic management: abutment selection, provisionalization, restorative materials

and methods.
Earn C.E. credits! Attendance is free for all GNYDM visitors!
For more information and registration, please contact Julia Wehkamp at j.wehkamp@dtamerica.com.

Tissue care in the maxillary anterior:
Ankylos — a new paradigm
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