The Endodontologic—Implantologic

Dilemma

This great steps towards rasing the longtermclinical
outcame results places big question marks around
treatment decisions and selections. Literature reviews
proove similarsyearsresultsforRCTsand forImplants—
when to perform and RCT and when to indicate an ex-
traction? What are the decision making trees for the dif-
ferent treatment indications. This article would like to
offer some compilations of current available literature
consequences and help the General Practitioner find a
way out of the labyrinth.Before even starting toanalyse
deeper the questions one must review the differences
between a natural tooth and an implant (Fig.1). Exertis-
ingamedical professionthedental practitionerneedsto
understandthatteethareadifferententitycomparedto
implants.The osseointegrated implant replaces a miss-
ing tooth identifying reduced protective reflexes and

notallowing foradaptive changes oreven bioreparative
approaches (Fig.2).

Different papers have been publishedintherecentyears
trying to solve the dilemma. Most important are the
compilations of the American Association of Endodon-
tists in the US. The AAE has furnished the Endodontic
profession with several position papers helping General
Practitioners as well as Specialists to offer the patient
the best treatment they need—deserve or can afford.To
offer an endodontic service to a patient implies consid-
ering several conditions out of the different dental spe-
cialities (Fig. 3). Let me try to exemplify this just reflect-
ing on restorative dentistry as indicated by the AAE
(Fig. 4).

Before being eligible to use the above introduced deci-
sion tree the dental practioner needs to posses accord-
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Fig.1: Differences between a natural tooth and an implant.—Fig. 2: Protective reflexes.—Fig.3: The endodontic service is based on several condi-

tions.

Restorability decision tree

Reslorabilty | | Fractures | Corono-spical] | Cfownlo | Blctoghc:
of e ) [ievetorerown | | foctratio | | widih
caries L destruction | l.-"'

RCT & Restoration
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Prerequisities for the modern
Dental Clinician I

+ Does the clinician have the traning and
skill to disassemble the tooth?

+ Does the clinician have the training and
skill to find additional canals, treat
perforations, negotiate ledges, remove old
endodontic filling materials and blockage
such as files?"

Endodontics Colieguos for Excellence -
Disassembly of Endodantically Treated Teeth
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Prerequisities for the modern Dental
Clinician II — Available technology

.Does the clinician have the optical
magnification with enhanced illumination,
ultrasonics and specialized instruments
that may be needed?

Endodontics Cobegues for Excellence —
Disassembly of Endodontically Treated Teelh
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Fig.4: Restorability decision tree.—Fig.5: Prerequisites for the Modern Dental Clinician part 1.—Fig. 6: Prerequisites for the Modern Dental Clini-

cianpart 2.
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