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This Townie tried 
extracting a tooth but 
ended up referring to 
an oral surgeon. He 
asks for your advice 
on how he could’ve 
tackled it in his own 
operatory

An excerpt from one of Dentaltown’s busiest message boards begins on the next page.
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I did a full thickness flap for access, sectioned mesial and distal. I thought I would be in a 
decent position when I was able to remove the distal root, but couldn’t get any leverage on the 
mesial root. 

 

I knew this was going to be difficult. The cowhorn didn’t do anything for me.

 

I split the roots, was removing bone around the mesial root. It became more difficult to 
access the bone on the mesial and with my slow going, I reached the next X-ray and couldn’t go 
further. I sent to the oral surgeon after spending far too long with it.

 

Any suggestions on approaching this better? n

Looks like you didn’t even attempt removing buccal bone. This tooth looks like a PITA to 
begin with. I would refer out. But I have done enough of these to know that you would need to 
remove buccal bone to get these guys out. 

Simply put, be more aggressive next time with the handpiece. You are nowhere near the IA 
and the mesial has a lot of room to go to trough before you endanger 19 distal root. n

After you referred, be sure to ask your OMFS for tips. He/she having just done it, will tell 
you exactly what would have worked.

Difficult Extraction
This Townie expected a challenging extraction, but ended up referring to an oral surgeon.  

Was he missing something that could’ve let him tackle this in his operatory?
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I’d remove bone where the red lines are, then elevate the root out. n

 

Even with an East-West or a Cryer, look at how thin the apical roots are. Pre-op assessment is 

important in a case like this. High likelihood of apical root tip fracture. As others have observed, 

this one was a PIA. 

It sure looks like it would be hard to get a handpiece in there without dinging 19. Look at 

the angle of the mesial root compared to the crown of 19. n

We all agree that the crown was going to break. The hard part was getting the first root 

out. You did the hard part. To get the mesial root out use the Cryer elevators properly. Don’t 

ever use a T-Bar elevator. Don’t ever (almost never) drill buccal bone. It doesn’t grow back. 

Don’t worry about your elevators being sharp, I have broken ones, bent ones, some over 40 

years old. They will all get the root out if used properly. Techniques are more important than 

the instruments. n

Good loupes and light. Section like you did. Long spindly roots are tough. Good job on 

distal root. Try using a Spade proximator and/or the straight thin proximator. Keep carefully 

wiggling the best shaped proximator down the PDL around the mesial root. Sometimes even 

a very light tapping of a mallet to drive the tip between the root and bone. Good assistant 

with the surgical suction tip so you can be certain where the tip of your instrument lies. It 

will eventually give and come out. Be patient and keep displacing the root by getting the 

proximators deeper. n

Many suggested removing buccal bone. This isn’t a great approach as the bone doesn’t grow 

back. Trough the root to the apex. This is also where a straight handpiece will shine. The reason 

this tooth should be less involved is because of the granuloma at the apex. Someone suggested 

that a 23 wouldn’t help but the 23 can “section” the mesial roots from the distal root which is 

what you would accomplish with the handpiece. In my hands I would have approached this as 

a normal elevator/forceps extraction and see what the tooth gives me. Once things start falling 

apart I would trough the buccal as deep as possible then use a 301 elevator into the trough and 

start moving the roots. This would be done without an FTMG flap. If the roots continue to 

break and if visualization becomes difficult I would raise the flap and continue to work the case 

and “listen to the tooth.” It will tell you what is needed to get the tooth out. n

Trough root to apex … and no flap?
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 Yes. Reflection of a flap does not help. Keeping the blood supply intact is a good thing. n

After the distal root take out the interseptal bone with a Cryer or east/west or handpiece. 

Dentalree makes an ultrathin diamond on a surgical shank finally after a couple of years of 

convincing them to make it. This bur is a one-time use to serve as a poor man’s piezosurgery 

unit to cut into the PDL. One can also use a piezo unit with two options. One is a real surgical 

unit, or the other option is taking a g4 tip, sharpening the end and using it with power on high 

with lots of coolant. I have done all of these options successfully. n

Excellent idea! Although I use a lot of thin proximators for this kind of thing, getting 

things started it tough sometimes. A thin diamond definitely would help to give a path for 

the proximator. n

It is a new item and not on their website as of last week. You have to ask for it. n

If I am having trouble getting an instrument started down the mesial when I am working a 

root like this out, I will take a tapered diamond on a normal length shank and stick the tip into 

the pdl space. I like fine grit because it gives more feel to when I am still in the ligament space. 

I can usually work it down 2 or 3mm then I can start with a luxator/proximator/periotome/301 

and move the root to the distal. n

It’s easier to visualize when a flap is made. I don’t feel comfortable troughing around a 

root without a flap especially when you are troughing near adjacent root tips. To each their 

own I guess. n

Now that really doesn’t make any sense; when you flap, you are exposing bone. You still 

cannot see through the bone to see the root tip, so the flap is meaningless except to increase 

bleeding, trauma and time doing an unnecessary procedure. Just look into the socket, find the 

root, and then drill around it, poke and pry around it, until it comes out. n

Absolutely! Do it all the time. In fact, last night at the local Calaboose I cut out #14 DB and 

palatal roots almost to the apex without a flap. The patient actually lived and everything! My 

thinking is least invasive to most invasive. That is what I would want if someone were doing it to 

me. You just have to develop a repeatable technique that you can depend on. n

The main problem with troughing and removing the interradicular bone in this case is the 

length of the roots. Look at the distance from the occlusal table down even to the top of the 

remaining fragment and bone you are suggesting cutting away. Way longer even than most 

surgical length burs, in the back, in the dark, down the hole. n
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Wrong bur and wrong handpiece?

 

FG 559, FGSL 559, HP559 will boldly go where the rest can’t. n

Those extra-long surgical burs are awesome. They allow you to actually see what you’re 
doing when you’re down in a dark hole. I really don’t understand how flapping would help with 
interradicular bone removal—just seems like an added step. I can’t even remember the last time 
I had to remove buccal bone. n

Everyone has the same fears in dentistry. For extractions it is:
1.  Can I finish or will I have to refer to the OS?
2.  Nerve damage.
3.  How long will it take me?

Those are the big three that I hear all the time. n

4.  My aching back, I gotta finish this in 5 mins. I am getting too old for this crap. n

When presented with a patient like that (especially if they are in pain,) it is a huge practice 
builder to learn how to remove teeth like this quickly and painlessly. The patient is in your office 
asking for your help. Right or wrong, they certainly expect that a dentist can remove the tooth. 

Patients understand GPs not tackling WT but not “regular” teeth. Are you going to practice 
for 30 years and never learn how to tackle tougher extractions and how to remove root tips? 
The OS has two eyes and two hands just like you. Even most of the same instruments. The big 
difference is experience.

If you refer patients like this in pain, where they have to wait a week to see the OS, don’t 
be surprised if they end up in another GP office that same day and get the tooth out. Pain is a 
powerful motivator. 

For what it’s worth, this happens regularly at my office. A patient in pain has been put off 
by another office for any number of reasons. The response when they ask if we can see them is, 
“How soon can you get here?” Patients really appreciate you seeing them, and that patient will 
switch doctors if treated better at the new office. They don’t even mind waiting a little longer 
than normal in the waiting room or chair to be seen. n

This is what I call the “hassle factor.” Is it worth the hassle to get it out? Like David just 
posted, it is a practice builder when you have the skill set and indeed a big ZERO-star Google 
review when you don’t. How do you get the skills? Practice correctly with a mentor that you 
would want treating you or your family. They should be available to offer suggestions and jump 
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The conversation continues online!
Search: “Difficult Extraction”
This popular message board received more than 3,600 views in 
four days! To read the entire thread and weigh in, go to  
dentaltown.com and under message boards search for “Difficult 
Extraction.” This thread will be one of the top results.

11/21/2018

in to help if needed. Develop a step-wise process that you 
can go to every time you are going to extract a tooth. Least 
invasive to more and more invasive. No one commented 
on my question from earlier about removing buccal bone. 
If you are removing bone as I depicted I believe that you 
should put the handpiece down and learn to do it in a 
way that is less destructive. All too often on these threads 
I see cases where the patient’s head is half ripped off. In 
my opinion that is not really understanding how the case 
could be handled without the gross iatrogenic damage. 
Find a mentor and start your process.

This case, though not a straightforward extraction, 
is not at the upper end of the difficulty scale. I believe 
the reason for the aborted attempt was because the OP 
did not have a clear plan to success which can come with 
more experience. The old adage “if you only have a ham-
mer everything starts to look like a nail” fits perfectly in 
cases like this. n

I prefer to bore an elevator 
into the furcation or mesial 
and get one root out. Then use 
another elevator for the other root. I prefer to not pick up 
the drill until plan D or E. n

Many times the roots will 
be loose with just plan A. 
Murphing the furcation. So no 
need to jump to plan G. n

Another thing that makes 
this tooth a tough one is that it 
is a second molar with a vertical 
impacted third next to it which may be an indication of a 
super thick buccal plate that may be confirmed on clini-
cal exam. If the mandible is short, the area of the second 
and third can have super thick buccal bone allowing for 
little to no expansion of the socket during elevation or 
anything else for that matter. n
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