


CASE 4

Figure 4a: Presurgical clinical presentation of Case 4.

Figure 4b: Powertome® blade advanced down PDL.

Figure 4c: Atraumatic extraction of brittle maxillary
canine.

Figure 4d: Extracted segments of maxillary canine from
Case 4.

Figure 4e: Immediate dental implant fixture delivery
(facial view).
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Figure 4f: Immediate dental implant fixture delivery
(occlusal view).



Figure 5e: Extracted roots and tooth fragments from Case 5.
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Figure 5d: Powertome® blade advanced further down
PDL.

Figure 5f: Note the preservation of gingival and osseous
structures.
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Figure 6a: Presurgical clinical presentation of Case 6.
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Figure 6e: Extracted roots and tooth fragments from Case 6. Figure 6f: Note the preservation of gingival and osseous
structures.
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Figure 7a: Presurgical clinical presentation of Case 7.

Figure 7c: Powertome® blade advanced down PDL of Figure 7d: Rotational movement allows for simple
additional teeth. extraction of single rooted tooth.

Figure 7e: Additional rotational extractions. Figure 7f: Note the preservation of gingival and osseous
structures.
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continued from page 36
rotational movements allow for extraction of the
tooth with minimal lateral pressure.® This reduces
potential trauma to adjacent bone and associated
gingival structures. Disadvantages of the peri-
otome include provider fatigue and adding a sig-
nificant amount of time to the extraction procedure.
The Powertome® combines the atraumatic
extraction advantages of the periotome with
mechanized speed. The Powertome® is an elec-
tric unit that has a handpiece with a periotome
blade that is controlled by a foot switch (figure
8). The automated periotome blade is controlled
by a solenoid within the handpiece. Power out-
put to the handpiece is regulated by the con-
troller box and may be adjusted to 10 different
power settings. The Powertome® is operated
by selecting a power setting on the controller
unit and inserting the blade into the PDL space.
User experience indicates that it is often easiest
to begin interproximally. After inserting the blade
into the PDL space, the Powertome® is activated
via the foot switch. Keeping the blade parallel
to the long axis of the tooth, the blade should
follow the contours of the tooth in a sweeping
motion, advancing apically in 2-4 millimeter incre-
ments. During activation of the unit, the Power-
tome® blade advances easily with minimal hand
pressure yielding much faster and less fatiguing
results than traditional periotomes. Following use
of the Powertome® the tooth in question should
be gently removed with forceps in a rotational
fashion. In some instances, the authors have
found that simple suction is all that is required
to remove smaller single rooted teeth. Multi-
rooted teeth, on the other hand, may require sur-
gical sectioning to convert the tooth into multiple
“single rooted” teeth. Prior to sectioning multi-
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rooted teeth, it is recommended to use the Pow-
ertome® in the same fashion as applied to single
rooted teeth. In some instances, especially in the
cases of fused or convergent roots, multi-rooted
teeth may be removed without the need for sec-
tioning. If the roots are flared, however, section-
ing the tooth into multiple single rooted teeth will
reduce potential for damage to adjacent bone.

CONCLUSION

Following the recommended protocol for Pow-
ertome® assisted atraumatic tooth extraction
as presented in this article, maximum preserva-
tion of the alveolar housing and related gingival
structures may be achieved. The multiple cases
presented in this article demonstrate the effec-
tiveness of the Powertome® for achieving such. @

Correspondence:
Dr. Jason White
4501 50" Street
Lubbock, TX 79414
USA

Disclosure
The authors report no conflicts of interest with anything mentioned in this article.

References
1. Dym H, Ogle O. Atlas of Minor Oral Surgery. W.B. Saunders Company,
Philadelphia 2001.

2. Hupp J, Ellis E, Tucker M. Contemporary Oral and Maxillofacial Surgery (5%
Edition). Mosby, St. Louis 2008.

3. Seibert J. Treatment of moderate localized alveolar ridge defects: Preventive
and reconstructive concepts in therapy. Den Clin N Amer 1993; 37(2):265-
280.

4. Babbush C. A new atraumatic system for tooth removal and immediate implant
restoration. Implant Dent 2007; 16(2):139-145.

5. Misch CE, Perez H. Atraumatic extractions: A biologic rationale. Dent Today
2008; 27(8):100-101.

6. Otto M. The atraumatic extraction. SADJ 2006; 61(7):320.

7. Levitt D. Atraumatic extraction and root retrieval using the Periotome: A

precursor to immediate placement of dental implants. Dent Today 2001;
20(11):63-57.

8. Garber D, Salama MA, Salama H. Immediate total tooth replacement.
Compend Contin Educ Dent 2001; 22(3):210-218.






