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EDITORIAL

Endodontic
Junkyard Dog

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

club meeting, we had the

opportunity to discuss what
endodontists often chat about.
Included in the discussion were
levels of busyness, new tech-
niques and technologies being
used, and the different types of
procedures that we are seeing in
our day-to-day practices. Before
long, it became obvious that the
pattern of cases looked incredibly
similar and strangely unsettling.
The next week’s schedules at
these two different offices in com-
pletely separate areas of the city
were almost identical. Three bro-
ken instrument cases, two perfo-
rations, four “blocked canals—
couldn’t get any further”, and six
retreatments resulting from pre-
vious failing treatments per-
formed within the past year. How
did it get this way? Judging from
other conversations at our spe-
cialty meetings with our endodon-
tic colleagues all of us have been
experiencing the same profile of
cases being referred to our offices.

A t a recent endodontic study

Clinicians are feeling pressured
to start endodontic cases in situa-
tions where the odds may be
stacked against them to reach suc-
cess. Canals appearing calcified
on radiographs, severe root curva-
tures, difficult canal anatomy, and
failing ancient silver point treat-
ments seem to be on the menu of
items that are selected for “Well,
we'll give it a try, I don’t know if I
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can do it, but....let’s see!”

There is often pressure from
the patient’s themselves, in that
they want all the work done with
their family dentist and not have
to travel to a specialist’s office. Of
course, that is all forgotten, when
the case ends in a complaint to
the regulatory College.

Procedural accidents such as
perforations, ledges and broken
files will occur. Ouch. There, we
said it, files can break—stainless
steel files as well as rotary files!
Here’s a little secret. They break
in our hands too. But yes, there
are ways to minimize these unfor-
tunate procedural misadventures.

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.

Separating an endodontic file is
one of the worst endodontic night-
mares that can occur. The clini-
cian starts to sweat. The stomach
starts to ache, and nights become
sleepless. But have no fear: these
procedural accidents can be pre-
vented. Remedies, however, are
available but may be complicated
and technically difficult.

Properly taught continuing
education programmes by skilled
and experienced clinicians need
to be attended in order to master
the techniques adequately to pro-
vide our patients with predictable
success. Judging from the snail
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mailings and e-mailings arriving
on a daily basis, there are an
abundant amount of accredited
programmes to choose from.

Once learned, one must have
patience in order to master con-
ventional techniques successfully
and predictably. Repetition is the
mother of skill. With practice
comes confidence. With confidence
come efficiency, efficacy and ulti-
mately predictability.

In 1995, we went to San Diego for
micro-endodontic training using the
surgical operating microscope. Ten
years and six microscopes later, we
find very little that phases us in
what we see on the pre-operative
radiographs during consultations.
But what is still amazing is how
the cases are referred. The re-
sponse to a procedural mishap is a
real study in human nature, for
both the patient and the referring
clinician. We are here to help. We
are here to help the patient and
here to help our referring dentists.
All specialists are here to help!

The majority of dentists are
extremely competent, conscien-
tious, document carefully, honest
with their patients, honest with
their referring endodontist and
appreciate their individual prac-
tice limitations. They are often
surprised what a “practice builder”
it is when the appropriate referral
is made and all information is
revealed honestly to the patient.
Why not spread the responsibility
to the endodontist and other spe-
cialists involved in the particular
case to maximize predictability?

There are a few clinicians who
experience procedural mishaps
that can be divided into different
categories. There is the “jumper”,
the clinician who is so upset; it
sounds like he/she is out on the
window ledge of his/her office
tower, ready to take that problem
solving leap. There 1s the “hiber-
nating bear”, who is annoyed at
having to be woken up to deal
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with the problem. There is the
“hide’'n’seeker”, who doesn’t even
acknowledge that an instrument
has separated, does not inform
the patient, and sends a blank
referral form with the tooth num-
ber circled and a preoperative
radiograph BEFORE access is
prepared and BEFORE the
instrument had separated. And
then of course, there is the
snarling patient who presents to
our office waving the insurance
benefits handbook in one hand,
and his/her attorney’s business
card in the other.

Like everything else in den-
tistry, it’s all about control and case
selection. Control of the operatory,
control of anaesthesia, control of
salivary contamination, control of
the access cavity, and control of the
9mm. of space; the average canal
length from orifice to apical termi-
nus. Case selection includes treat-
ing those cases that are within
your own realm and own scope of
treatment. This will vary among all
practitioners. If you feel you don’t
have control of the above factors
and the case seems to be beyond
your limitations, then please con-
sider referral. It will save you and
your patient future grief and psy-
chological torment.

So, as caring endodontic spe-
cialists, we protect our referring
dentists and want to provide the
patients with the best treatment
possible and have them sent back
immediately to their referring
dentist for a post endodontic
restoration.

So we talk the jumper down
off the ledge, we give the angry
bear something to eat and some
time to wake up, and we drag
the hide'n’seeker from his/her
hiding spot.

We find out the pulpal status of
the case before it was started
(vital or necrotic - has a bearing
on success!), when the perforation
occurred (timing is important!)

and if and what dressing was
placed. The canal the problem
occurred in is identified, how
clean it was before the incident
occurred, what size and what sys-
tem the broken instrument came
from, and what has the patient
been told by the referring dentist.

The snarling patient is then de-
fanged and de-clawed; the mishap
is explained to them along with
the technical difficulty of the cor-
rective procedure, the prognosis,
the cost and the treatment alter-
natives are all discussed. While
some endodontists feel threatened
by implants, this alternative
should be embraced. It's a get out
of jail free card, when recommend-
ed in the right situations. Here's a
second little secret. Implants fail
too... ouch (but this is a whole
other discussion)!

The objective is to neutralize
all the external factors and bring
everything down to ground zero.
Because when you get right down
to it...its all about determination,
the tooth, and three hours under
a microscope. As endodontists, we
want the patient in our corner. We
want the referring dentist to suc-
ceed. We want the patient to want
us to succeed.

Some days, it’s like being a

junkyard dog...slowly picking and

scratching away, not giving up
until we get that piece of instru-
ment out, negotiate that nasty
curve, seal that unfortunate per-
foration or unblock that dentin
laden apex to ensure clinical suc-
cess and predictability and allow
our patients the opportunity to
retain what nature has created.

So, stop kicking that junkyard
dog. He will either get meaner,
gnaw through the chain link
fence, or grab on and not let go.
But with some patience and some
time, we can tame that wild dog
and walk away unscathed, with-
out even a scratch!
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Rips, Strips and Broken Tips:
Handling the Endodontic Mishap
PART I: THE SEPARATED INSTRUMENT

Steven J. Cohen D.D.S., Cert. Endo.; Gary D. Glassman, DDS, FRCD(C);

THE MIND SET: “BETWEEN

A ROCK AND A HARD PLACE”

The separation of an endodontic
instrument instantly trans-
forms a case, from whatever
level of difficulty it was pre-
operatively, to a new level of
severity. Given the variants of
anatomy that Mother Nature
may have placed in the canals,

and Richard Mounce, DDS

roots and/or jaw of that particu-
lar patient, we now have added
an iatrogenic factor. In the quest
to develop better instruments
and techniques to improve our
quality of care, we have devel-
oped a “double-edged sword”, an
instrument that can cut and
shape the dentin wall efficiently,
and in the blink of an eye, cut

into the peace of mind of the
operator when it separates.

We may have 10 or 12 varia-
tions of nickel-titanium files
available to drive our way into
the canal system, but no sure-fire
“antidote” to back out, once sepa-
rated. Prevention of file separa-
tion is always more desirable

FIGURES 1A,B & C(—DANGEROUS CURVES A) Failure to recognize that the mesio-lingual canal has a slight buccal curvature in addi-
tion to the obvious distal curve, resulted in file separation in tooth #37. Note the separated files in tooth #38 as well. B) Refined
access design, and ulirasonics loosened the file for removal. €) Obturation of the canal system with sealer and thermoplastic
injection of gutta percha.
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than attempted removal as is the
prevention of any procedural
misadventure.!2 The conse-
quences of file separation are sig-
nificant as separation may lead
to accompanying uncleaned and
unfilled spaces within the root
canal system as well as unneces-
sary removal of excess dentin
during removal procedures,
which otherwise would not be
required had separation not
occurred in the first place.
This removal of dentin can
predispose a clinical case to
perforation, root fracture, and
difficulty in locating canals
even if the file fragment is
removed.

There are three possible out-
comes that may be encountered
when treating these cases: (i)
Retrieval, (ii) Bypass and seal-
ing the fragment within the
root canal space, (iii) True
blockage.

Success of retrieval depends
on the canal anatomy, what
type of metal the piece is made
out of, the location in the canal
of the fragment, the plane in
which the canal curves, the
length of the separated frag-
ment, and the diameter of the
canal itself. As an aside, if a file
should separate, do not place
another rotary nickel titanium
file into the canal in an attempt
to bypass the first.

ENDODONTICS

The odds of the second file sep-
arating are very high and the
chances for bypassing the first,
correspondingly is very, very
poor. Whatever sliver of canal
space was available, is now occu-
pied by metal—the “rock”. This is
wedged against dentin walls—
the “hard place”. The properties
that make a nickel-titanium
instrument desirable can also be
part of its greatest weakness.

Rotation through a curve is
great, but rotation through more
than one curve in the same canal
can be lethal, in terms of the life
of the instrument (Figs. 1-4).

Why is it so common to see
separated instruments at the
middle or apical thirds of the
mesial canals of mandibular
molars, and at the same location
in the mesio-buccal roots of max-

FIGURES 2A & B—DANGEROUS CURVES A) Separated file midroot in tooth #36. B) Refined
access design, the file segment liberated, and a trial file displaying the double curve

in this mesial canal.

FIGURES 3A & B—DANGEROUS CURVES A) A two-rooted maxillary 2nd molar, tooth #27,
with a separated file noted in the apical third of the buccal root. B) Obturation
reveals the nature of the “S” curve in the apical third of this root.

.y <

FIGURES 4A, B & (—DANGEROUS CURVES A) Four pieces of broken instrument noted in this mandibular bicuspid, tooth #45. B)
Removal of three pieces, with the stubborn fourth piece stuck at the the apical third where the canal curves to the lingual. Trial
file bypassed the last fragment. €) Bypass and sealing the fragment into place, around the apical curve.
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FIGURES 5A, B & C—THE “RUNAWAY GATES-GLIDDEN” BUR A) Improper access design has left a large triangle of dentin narrowing the
entrance fo the mesial canals. The Gates-Glidden was stressed to the point where the head separated in the middle third of the
canal. B) Because of the flute design on the bur head, a #10 Hedstrom file could negofiate by the blockage. Sequentially larg-
er files, and minimal ultrasonics would loosen and dislodge the file head. Lengths verified by film. €) The cleared canal paths
are cleaned, shaped and obturated with sealer and thermoplastic injection of gutta percha.

FIGURES 6A-F—ISOLATION, TROUGHING AND RETRIEVAL A & B) File located in the mesial root of mandibular molars, or the mesio-buc-
cal root of maxillary molars. C& D) Trial file lengths with the segments removed. E & F) Completion of endodontic therapy.

illary molars? It is because of root
canal curvatures! These roots not
only characteristically curve dis-
tally (in the two dimensional
view, on a periapical film), but
often the MB canal curves lin-
gually, and the ML canal curves
slightly to the buccal. These lin-
gual and buccal curves are not
visible on the film.

The first clue to treatment is to
look at the location of the file seg-
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ment—and at that point, some
force acted to cause fracture of the
instrument. If the canal appears
straight, assume there is a curve
in the plane of the radiographic
beam. If there is a visible curve in
the canal, assume there is a sec-
ond curve that is not visible. This
of course does not account for
manufacturers’ error. Anecdotal
reports are many, where the clini-
cian states that the file was taken
from a brand new package and

put into its first use where it
immediately separated.

Although it is possible to have
manufacturing defects, we be-
lieve that file separation usually
occurs with how the file is used. If
a glide path is created with stain-
less steel instruments prior to a
crown down sequence of rotary
NiTi file use, engagement of the
file on the root canal wall will be
minimized thereby reducing
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FIGURES 7A & B—SURGICAL RETRIEVAL A) Two separated files, apical to the curve in the
mesial root, and part way through the apical constriction in the distal root. B) The
canals were freated conventionally first, then apical surgery was performed at the
same appointment to remove these fragments and seal the apices.

stress and fatigue and therefore
preventing fracture.

Some devices and/or systems
are available, designed for frag-
ment retrieval, based on a “tube-
sleeve-fit” principle. The sepa-
rated fragment is identified, and
the coronal end is liberated from
surrounding dentin via ultrason-
ic tips. The “tube” is placed over
the end, and a locking mecha-
nism or an adhesive is applied.
The fragment is then with-
drawn. Although some systems
are workable, the main disad-
vantage of this technique is that

a large, dense root is required to
work in, as the diameter of the
tubes can be quite large. Getting
into the apical third of a smaller,
curved root may be next to
impossible for this type of device.
For these cases, getting between
the “rock and the hard place”, and
loosening the “rock” with mini-
mal distortion to the hard dentin
walls is a better strategy.

TECHNIQUE

Step 1: Optics and Staging
Under the operating microscope,
access is made into the tooth. At

FIGURES 6G-K—ISOLATION, TOUGHTING AND
RETRIEVAL G) CPR™ fitanium fips (Obtura
Spartan, Fenton, MO|. H) CPR™ dia-
mond coated fips (Obtura Spartan,
Fenton, MO). 1) UT-4-5™ and the SP-2-
S™ (SybronEndo, Orange, CA). J) Mini
Endo Ultrasonic Unit (SybronEndo, Or-
ange, CA). K) Spartan-MTS Unit {Fent-
on, MO).

this point, some special atten-
tion should be paid to the
access design. Attempted re-
moval without an operating
microscope is a low yield oper-
ation. Conversely, using an
operating microscope greatly
increases the chances for re-
trieval. Attempting to remove
a fragment without adequate
visualization highly risks per-
foration as root curvatures,
even though not radiographi-
cally visible can easily mislead
the clinician to remove dentin
where it will have little bene-
fit toward file removal.?

The “runaway Gates-Glidden” is
an example of the instrument
being asked to do more than its
design could handle (Fig. 5).
There was an overhanging den-
tinal ledge at the chamber roof
level, another triangle of dentin
at the mesial canal orifice, and no
true glide path was established.
Although rare, this Gates-Glid-
den bur separated at the head,
and not at the shaft as per usual.
This is a factor of the stress put
on that instrument in that canal.
A rush to use rotary instruments
without establishing a proper
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straight-line access and a true
glide path is a major contribut-
ing factor to separation.

Access is redefined, from the
occlusal surface to the level of
the pulp horns, to the orifice,
straight down as far as practi-
cal into the canal space. This
canal space coronal to the frag-
ment can then be “staged”,
where blunted Gates Glidden
burs are used in a crown-down
fashion to open the canal space
to the limit of the broken
instrument. At this point, visu-
alization of the coronal end of
the fragment should be possi-
ble under medium to high power
on the microscope.

Step 2: Troughing (Fig. 6)
A selection of ultrasonic tips is
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FIGURES 8A-G—THE “BOUNCE” A & B) Two mandibular molars, #36 and #37, with sep-
arated file fragments in the mesial roots, below the level of the curvature. C& D) After
staging, ultrasonic energy was applied, alternating titanium and zirconium fips. The
fragments “bounced” out of the mesial root, and landed in the distal canals of each
tooth! E & F) The pieces were floated out of the distal canals (not binding there), and
the cases were completed. G) Three month recall of the treatment on tooth #36.

FIGURES 9A, B & C—DISTORTION OF THE
ROOT WALL A) Large piece of instrument
in the mesio-buccal root of tooth #26. B)
Troughing around the segment, and
location of a second MB canal aided in
the refrieval of this piece. C) Excessive
flaring of the MB canal necessary to re-
trieve the file is evident on the obtura-
tion film.

available to use at this stage. A
long, thin CPR™ #8 titanium tip
(Obtura Spartan, Fenton, MO)
(Fig. 6G) can be used at lowest
power, with the tip applied to cir-

L(

cumferentially remove dentin
around the free end of the in-
strument. This is a slow, careful
removal of dentin, with intermit-
tent water and air coolant used.
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FIGURES 10A, B & C—BYPASS AND SEALING INTO PLACE A) Small fragment located in the apical third of the MB root of tooth #26;
small fragment also noted in the midroot level of the DB root. B) Removal of the DB fragment. Reduction of the size of the piece
in the MB canal, and bypassing to the apex. €) Obturation incorporating the remaining segment into the fill.

FIGURES 11A-D—BLOCKAGE, SEALING AND FOLLOW-UP A) Tooth #36, referred for refreat-
ment, with a fragment noted at the apex of the mesial root. A small piece of instru-
ment also noted beyond the apex, within the lesion of the mesial root. B) Trial file
film, showing the true blockage in the ML canal. €) Post Obturation film. D) One-
year recall, lesion reduced in size, asymptomatic, tooth restored.

This is continued until some
length of the file is standing free
within the canal space, and some
movement of the fragment is
noted. Once some movement is
seen, a second diamond coated
zirconium tip, such as the CPR-
5D (Obtura Spartan, Fenton,
Missouri) (Fig. 6H), the UT-4-S™
or the SP-2-S™ (SybronEndo,
Orange, CA) (Fig. 6I), can be
applied with the tip activated
once in contact with the metal
fragment only.

The diamond coating makes
this a very aggressive cutting tip
if it comes into contact with the
dentin walls. The application of
two different types of metal tips at
two different frequencies can pro-
duce a jarring effect that can
“bounce” the metal fragment coro-
nally within the canal. Care
should be taken here, to only
remove dentin along the outer
safe wall of the canal.

Twin ultrasonic units such as

the Mini Endo Unit (Sy-
bronEndo, Orange, CA) (Fig
6J) or the Spartan-MTS Unit
(Fenton, Missouri) (Fig. 6K)
can be most efficient for this,
where the two different tips
are loaded and ready to go.
Also, one unit can be pro-
grammed to run with water,
while the adjacent ultrasonic
handpiece can run dry. The
intermittent water and air
coolant from the Stropko™
(SybronEndo, Orange, CA) de-
vice on the air/water syringe,
and two different metal sur-
faces activated on the frag-
ment, in many cases, can
loosen and even dislodge the
metal piece. Unfortunately,
this process is very tedious
and can often take one whole
working appointment (60 to 90
minutes). The ultrasonic tips
often wear out or break during
this procedure. In a difficult
case, this should be an expect-
ed event.

The difference in metals (the
fragment) is most notable during
this stage. A stainless steel frag-
ment absorbs the ultrasonic ener-
gy bodily, and will show move-
ment early on. It also distorts eas-
ily. A nickel-titanium fragment
absorbs the energy at and/or near
the point of contact with the tip,
and can result in the fragment
gradually getting smaller, as the
flutes are worn away by the ener-
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gy applied. The property of “mem-
ory”, where the NiTi file tends to
return to its straight shape when
removed from the canal, is a
major drawback in trying to re-
move this fragment.

When dentin is removed to
free up a binding point, the file
straightens even further and
binds again. Sometimes, the
NiTi fragment is seen to be
reduced flute by flute as the
process continues, and may re-
sult in a non-retrievable smaller
piece lodged in the canal below
the level of the curve. These
cases have the poorest prognosis
(true blockage) and that frag-
ment may only end up being lib-
erated by surgery (Fig. 7).

It is important to not touch the
fragment as much as possible, but
rather to remove dentin selec-
tively around the fragment such
that the file resists breakage that
usually results from touching the
nickel titanium metal directly. In
addition, ultrasonic energy is
relayed upon the file fragment
through the thin dentin surround-
ing the file increasing the possibil-
ity that the entire fragment will
be removed in total.

Step 3: Bypass,

Loosen, Bounce

With the fragment showing move-
ment when ultrasonic energy is
applied, a small (.06 or .08) carbon
steel hand file (SybronEndo,
Orange, CA) can be utilized to try
and bypass the loose piece. The car-
bon steel is end-cutting, and a
harder metal that either stainless
or nickel-titanium. Once bypassed,
you have now regained the canal
space lost on the initial separation
of the instrument. This should be
repeated with gradually increasing
diameter sizes of files. As the canal
space opens around the fragment,
ultrasonic energy again (diamond
coated tip) will help to jar the frag-
ment and can cause a “bounce”
where it will move coronally within
the canal space (Fig. 8).
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With enough movement, the
file should be able to be retrieved.
It is important to realize that
once bypassed, maintaining the
patency achieved is the key to
success. It would be easy to sim-
ply push the loosened fragment
back down into the canal if too
much force was used and or
increasingly larger K files were
advanced too quickly in succes-
sion. In practical terms, it may be
necessary to use a large number
of #6-#10 K files (SybronEndo,
Orange, CA) to achieve patency
and create a space alongside the
fragment such that the path of
the canal can be reproducibly
entered and enlarged.

As mentioned earlier, it is ill
advised to place another rotary
nickel titanium file alongside the
first separated fragment espe-
cially if the fragment has not
been removed. It may have clini-
cal value to gently use a Hed-
strom file to try and engage the
file fragment and tease it upward
using a straight up and down ver-
tical motion. The Hedstrom can
often engage the fragment and
produce its release when a K file
cannot. If the file fragment cannot
be removed either with ultrason-
ics or removal via the Hedstrom
as mentioned (and the canal is
negotiable with hand files), it has
value to shape the canal space
beyond the fragment by hand and
not introduce a rotary nickel tita-
nium file.

Even though the path of the
canal is negotiable, the likelihood
of another separation in this clin-
ical situation is very high.

LIMITATIONS

A severe curve in the root will
limit the amount of dentin that
can be removed along the “safe”
wall (Fig. 9). Perforation through
the side of the root is not uncom-
mon, and knowledge of root anat-
omy and experience dictate when
the clinician must stop before
pushing the ultrasonic dentin

removal too far. Not all cases will
end in retrieval.

Bypass and sealing the frag-
ment into place can be very suc-
cessful, if the canal is thoroughly
cleaned around the obstacle, and
the apical terminus is sealed
(Figs. 10 & 11). True blockage also
does not mean automatic failure.
If the bulk of the canal space has
been soaking in full strength sodi-
um hypochlorite, and the critical
concentration of bacterial conta-
minants within the canal are suf-
ficiently reduced, the body may
heal around this root as well.

The above notwithstanding,
the vast majority of separated
instruments can be removed if
done so with care, time and the
right experience and armamen-
tarium, irrespective of which
third of the canal the separation
has occurred. OH
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