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Abstract

Background. Endodontic therapy within dentinal dysplasia conditions represents an overly complex clinical
domain that integrates both diagnostic challenges and technical limitations. Understanding these challenges
is essential for optimizing treatment strategies, preventing iatrogenic complications, and improving long-
term outcomes in affected patients.

Objective. To assess and systematize practical diagnostic, technical and treatment considerations that
potentially may optimize endodontic procedures provided within the conditions of dentinal dysplasia, and
stratify evidence-based impact of such considerations taking into account their origin within the pool of
available literature data.

Materials and Methods. Comprehensive literature review was based upon broad search strategy, which was
adopted to maximize sensitivity and inclusiveness. The primary database used for the search was PubMed
with the use of Medical Subject Headings (MeSH), while to enhance coverage and minimize the risk of missing
pertinent articles not yet indexed or published in lower-impact outlets, supplementary searches were also
performed via the Google Scholar platform.

Results. Following the exclusion of non-relevant records, duplicates, and articles that, upon content
analysis, were determined to be unrelated to the defined research aim, final study cohort was refined to 10
publications, all of which consisted exclusively of case reports. Analysis of available evidence demonstrated
substantial heterogeneity in the reported outcomes of endodontic treatment among patients affected by
dentinal dysplasia. Overall, the evidence demonstrates temporal transition from consistently poor outcomes
with conventional methods, through a period dominated by extractions and restorative strategies, to the
emergence of guided endodontics as the potential reliably successful modality for the management of dentinal
dysplasia. Nevertheless, the majority of published cases reported high rates of treatment failure.

Conclusion. Provided analysis revealed that endodontic treatment of teeth with signs of dentinal dysplasia
representssignificant clinical challenges related with difficulties toidentify root canal orifices, obtain apical patency,
retain anatomically-driven trajectory of instrumentation and prevent complications linked with unreasonable loss
of dentine structure, perforations, ledges and instruments fracture. Conventional instrumentation approaches,
which previously have been applied for the teeth with obliterations and curvatures, while also for management of
ledges, may serve as first line treatment options, considering their conservative nature.

214



l.Yavuz, O.Adiglizel, M.Goncharuk-Khomyn, A.Bilei, M.Baleha, V. Baranets

Introduction

Dentinal dysplasia is a rare hereditary disturbance of dentin
formation with prevalence rate of nearby 1:100000 characterized
by abnormal root development, pulp space obliteration, and
progressive calcification of endodontic system [1, 2, 3].

Three theories of dentinal dysplasia development are relevant
nowadays: presence of several degenerative foci in dental papilla,
too soon invagination of the root sheath with the defect within
epithelial component causing attempts of self correction which
ends up in non-physiological dentine deposition pattern, and
displacement of developing dental organ’s inner cells with further
proliferation at their non-usual position as prerequisite for
ectopic dentine formation [1, 4, 5, 6, 7, 8].

In the context of endodontics type I of dentinal dysplasia
represents more clinical relevance, since this type is linked with
root dentine changes, while type II linked with crown dentine
disturbances, and usually endodontic treatment of such do not
present too much challenges, even though sometime clinician
should deal with denticles and pulp chamber obliterations of
significant matter [3, 4, 8, 9, 10]. Luder et al. proposed to consider
dentinal dysplasia type I as disorder of root development
associated with general tooth dysplasia [1].

Although dentinal dysplasia prevalence in the general
population is relatively low, the condition presents considerable
clinical challenges, particularly when endodontic intervention is
required [1, 3, 5]. Affected teeth frequently exhibit normal coronal
morphology but demonstrate extremely short, malformed, or
dilacerated roots (or even complete deficiency of root formation
in general), often accompanied by obliterated or crescent-
shaped pulp chambers, and typical organization of root dentine
is generally typically lost [5]. These structural anomalies
substantially compromise both diagnosis and treatment,
positioning dentinal dysplasia as one of the most complex clinical
entities in contemporary endodontics [1, 3, 5]. Even though there
are several approaches available to classify cases with dentinal
dysplasia, it should be kept in mind that different subtypes of such
anomaly may be registered among different teeth simultaneously
at the same patient [5, 6, 9]

Survey provided among 64 dentists revealed that even though
most of them have heard about dentinal dysplasia before, if cases
of such will be linked with multiple radiolucency and necrotic
teeth 90.6% of clinicians would rather monitor the condition,
than provide any intervention [12].

Despite technological advances, treatment outcomes remain
uncertain, as high-level evidence regarding endodontic prognosis
in dentinal dysplasia cases is scarce [3, 5]. Teeth affected
by dentinal dysplasia possess inherently fragile roots due to
shortened length, thin dentinal walls, and abnormal histological
composition. Any attempt at aggressive canal negotiation or
dentin removal heightens the probability of weakening the root,
potentially predisposing it to vertical root fracture or catastrophic
structural failure under functional load in future [3, 8]. This
problem is further exacerbated by the presence of multiple
curvatures and constrictions within the root, which concentrate
mechanical stress during instrumentation.

Thus, endodontic therapy within dentinal dysplasia conditions
represents an overly complex clinical domain that integrates both
diagnostic challenges and technical limitations. Understanding
these challenges is essential for optimizing treatment strategies,
preventing iatrogenic complications, and improving long-term
outcomes in affected patients.

Objective

To assess and systematize practical diagnostic, technical
and treatment considerations that potentially may optimize
endodontic procedures provided within the conditions of
dentinal dysplasia, and stratify evidence-based impact of such
considerations taking into account their origin within the pool of
available literature data.
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Materials and Methods

Literature Search and Data Collection

Comprehensive bibliographic search was undertaken to identify
publications relevant to the objectives of the present investigation,
which was primarily focused on the diagnostic and therapeutic
considerations associated with endodontic treatment in teeth
affected by dentinal dysplasia type 1. Recognizing the rarity of this
condition and the consequent scarcity of high-quality evidence,
broad search strategy was adopted to maximize sensitivity and
inclusiveness. Primary database used for the search was PubMed
(https://pubmed.ncbi.nlm.nih.gov/), which remains the most
authoritative repository for biomedical literature indexed with
Medical Subject Headings (MeSH). To enhance coverage and
minimize the risk of missing pertinent articles not yet indexed or
published in lower-impact outlets, supplementary searches were
also performed via the Google Scholar platform (https://scholar.
google.com/).

For PubMed, the search algorithm employed a combination of
MeSH terms and free-text keywords designed to capture the full
spectrum of relevant literature. The Boolean query was constructed
as follows: ("dentin dysplasia’[MeSH Terms] OR ("dentin"[All Fields]
AND "dysplasia"[All Fields]) OR "dentin dysplasia"[All Fields]) AND
("endodontics"[MeSH Terms] OR "endodontic treatment"[All Fields]
OR "root canal therapy'[All Fields]). Such strategy allowed for
inclusion of both classical and contemporary terminology while
accommodating the variability in indexing across different time
periods and journals. No temporal restrictions were applied to
ensure that historical as well as recent reports were captured,
reflecting the evolution of diagnostic and therapeutic paradigms.
Only publications written in English, or those providing at minimum
an English-language abstract, were considered for inclusion to
facilitate reliable data extraction and interpretation.

Given the extremely limited body of evidence in this niche field,
exclusion of studies based on strict methodological quality criteria
(e.g., randomized controlled trial design, sample size thresholds)
was deliberately avoided. Instead, all accessible reports, including
clinical case reports, case series, observational studies, and review
articles, were considered eligible. Heterogeneity of the literature
was acknowledged, and the subsequent synthesis was therefore
structured around thematic and descriptive content analysis rather
than meta-analysis.

Data extraction was oriented toward several predefined domains:

1. Technical challenges, such as difficulties in orifice localization,
apical patency acquisition, and maintenance of canal trajectory in
the presence of obliteration or abnormal curvatures.

2. Treatment approaches, with special focus on the comparative
application of conventional manual and rotary instrumentation,
adjunctive use of ultrasonic tips, guided endodontics, and periapical
microsurgery as alternative or salvage procedures.

3. Treatment outcomes, including rates of procedural complications,
success rates of conservative orthograde treatment, and indications
for surgical or extraction-based management.

All numerical values, categorical data, and descriptive observations
were systematically tabulated and organized using Microsoft Excel
(Microsoft Corporation, Redmond, WA, USA). The extracted data
were grouped according to study design, type of intervention,
and clinical outcome, which enabled comparative appraisal and
facilitated structured synthesis. Functions within the spreadsheet
software were employed to categorize cluster, and cross-reference
variables, allowing for the identification of trends, recurring
patterns, and knowledge gaps. This structured approach was
intended not only to summarize the available evidence but also to
highlight methodological deficiencies in the literature and to outline
directions for future research.

Results
Primary pool of publications identified using pre-formed Mesh-

terms algorithm within PubMed database included 26 items,
distribution of which by the year of publication presented on Figure 1.



L.Yavuz, O.Adiglzel, M.Goncharuk-Khomyn, A.Bilei, M.Baleha, V. Baranets

2,5

o]

1,

L

[

0

w

o

Ukrainian Dental Journal, UDJ - 3 - 1-2 (2024) - 214-221

202520242023 20222021 20202019 2018 2014 2008 2007 2006 2000 1999 1984 1981 1979 19781972

Figure 1. Distribution of relevant publications found within PubMed database by the year of publication

Additional search conducted through the Google Scholar
database yielded 16 further publications relevant to the research
objective, which had not been identified during the initial
PubMed screening. Following the exclusion of non-relevant
records, duplicates, and articles that, upon content analysis, were
determined to be unrelated to the defined research aim, the final
study cohort was refined to 10 publications, all of which consisted
exclusively of case reports.

Analysis of available evidence demonstrated substantial
heterogeneity in the reported outcomes of endodontic treatment
among patients affected by dentinal dysplasia. In several case
reports, conventional endodontic access was either unachievable,
unsuccessful or resulted in iatrogenic complications such as
perforations, highlighting the technical limitations of traditional
approaches [13, 14, 15]. In cases where root canals were accessible,
the outcomes varied widely, ranging from successful obturation
and preservation of teeth to the necessity for extraction due to
progressive pulp necrosis, periapical pathology, or excessive root
canal obliteration [13, 14, 15, 16].

Advanced techniques, including guided endodontics supported
by CBCT-based planning and intraoral surface scans, provided
improved precision in canal localization and instrumentation, and
were associated with more favorable treatment outcomes compared
to conventional methods [3]. Nevertheless, the majority of published
cases reported high rates of treatment failure. In several reports,
extraction with subsequent prosthetic rehabilitation remained the
only viable option [16, 17].

Also analysis of the included case reports revealed clear time-
dependent changes in the management of dentinal dysplasia.
Between 1979 and 1984, treatment strategies relied predominantly
on conventional endodontic access, straight-line preparations, and
surgical interventions with retrograde amalgam fillings [8, 13, 14, 15].
These approaches were largely unsuccessful, with incomplete canal
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obturation, perforations, and progression to extraction being the
most frequent outcomes. During the 1990s and early 2000s, clinical
practice shifted toward extraction and prosthetic replacement in
cases where endodontic access was not feasible. Although isolated
attempts at conventional endodontics (e.g., step-back preparation
and warm lateral obturation) achieved partial success, the overall
prognosis remained unfavorable, and extractions were common [17,
18, 5]. From 2020 onward, a significant improvement in outcomes
was observed with the introduction of digitally guided endodontics
[3]. Integration of cone-beam computed tomography (CBCT),
intraoral scanning (IOS), and customized drill paths facilitated
precise canal localization and predictable instrumentation [3].
These innovations enabled successful obturation and reduced the
risk of iatrogenic complications, representing a major advancement
compared with all previously reported approaches.

Overall, the evidence demonstrated temporal transition from
consistently poor outcomes with conventional methods, through
a period dominated by extractions and restorative strategies, to
the emergence of guided endodontics as the relatively reliable
successful modality for the management of dentinal dysplasia.

Detailed information regarding endodontic treatment approaches
realized for the cases with diagnosed dentinal dysplasia type 1,
which were described in previous publications presented in Table 1.

Discussion

Endodontic management of dentinal dysplasia cases hindered
by several interrelated factors [12, 13, 14, 15]. Obliteration of the
pulp chamber and root canals frequently impedes canal orifice
localization, while the absence of a continuous and predictable
canal trajectory complicates instrumentation and compromises
apical patency [7, 18]. Additionally, aberrant root morphology with
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Table 1. Detailed information on endodontic treatment approaches provided for the cases of dentinal dysplasia

Authorship (Year) Study design

Patient characteristics

Endodontic treatment approach

Outcome/Remarks

Tidwell et al. (1979)
(8]

Case report

23-year-old male, signs of both
Type I and Type II dysplasia;
abnormal root morphology,
chevron-shaped pulp chambers,
obliterated canals, apical
radiolucencies

Conventional access + straight-through
preparation of root with #2 carbide bur to the
estimated canal length (estimated by X-ray),
NaOCl (2.75%), GP vertical compaction +
Grossman'’s sealer; apical curettage + amalgam
retrofill

Only coronal chamber obturated
in some cases, while straight-
through preparation of root does
not always coincide with canal
trajectory; poor overall prognosis

Coke et al. (1979)
[13]

Case report

24-year-old female; mandibular
central incisors with periapical
radiolucencies

Attempted orthograde via lingual access;
unsuccessful - periapical surgery with
amalgam retrofill

Orthograde attempt failed,;
surgical approach necessary

Steidler et al. (1984)
[14]

Case report

3 patients (13-15 yrs); several
teeth affected

Temporary dressings, retrograde obturation,
periapical curettage

Unsuccessful; necrosis
progression, extractions required

Rankow et al. (1984)
[15]

Case report

2 males (15-17 yrs); mandibular
premolar and lateral incisor

Attempted conventional access (#6 round bur,
canals accessible only on limited depth); flap
reflection, curettage, amalgam retrofill

Endodontic access impossible;
surgical retrofill with limited
success

Shankly et al. (1999)
[16]

Case report

7-year-old male; maxillary
incisor, complete chamber
obliteration, periapical swelling

Extraction; immediate partial denture

Extraction inevitable

Ozer et al. (2004)
[17]

Case report

2 patients (10 and 16 yrs); several
teeth affected

Teeth extracted due to mobility/caries; no
detailed endodontics

Endodontic therapy not
attempted

Ravanshad et al.
(2006) [18]

Case report

22-year-old female; multiple
periapical lesions (11, 12, 14-17,
22, 25-27, 31, 34-35, 37, 45, 47)

Step-back preparation, NaOCl (2.5%), warm
lateral condensation GP + Roth’s 801 sealer;
if the root canals were non-accessible,
penetration attempt was made and then root
canal was obturated to established depth of
penetration

Mixed: some teeth successfully
treated; some teeth required
extraction

Alhilou et al. (2018)
(19]

Case report

23-year-old female; multiple
teeth affected

Restorative approach, extractions of teeth
with pulpal involvement; no endodontic
therapy

Restorative focus; no conventional
endodontics provided

Buchanan et al.
(2020) [5]

Case report

20-year-old female; mandibular
canine & lateral incisor;
generalized pulp stones; “stream
around boulders” X-ray pattern
of representation

DOM, long-shank burs, ultrasonic tips, C+
files, WaveOne Gold, ProTaper Gold, NaOCl
(3.5%), EDTA (17%), GP + GuttaFlow Bioseal

Endodontic access extremely
challenging; prognosis limited

Krug et al. (2020) [3] Case report

12-year-old female; multiple
teeth with apical radiolucencies

Guided endodontics: CBCT + IOS planning,
customized drill, NiTi files, sonic irrigation,
NaOCl (3%), warm vertical GP + AH Plus

Successful outcome; guided
approach enabled precise access,
minimized perforation risk

severe curvatures and constrictions elevates the risk of procedural
complications such as perforations, ledge formation, and instrument
separation. Ranjitkar S. et al. using 3D micro-computed tomography
revealed that tooth affected by dentinal dysplasia characterized with
complex root canal system with fine portals interconnecting vertical,
oblique and horizontal canals, which limits possibilities for its 3D
instrumentation and obturation [7]. Also because of deficiency of
regular tubular morphology dysplastic dentine is softer, and thus
more prone to the perforation even during the usage of endodontic
instrument conventional for root canal scouting [3]. Preservation of
the already fragile dentin structure is another critical consideration,
as excessive dentin removal in an attempt to negotiate obliterated
canals may precipitate structural failure or vertical root fracture
[1,2,3]

Characteristics of different subtypes of dentinal dysplasia type I
presented in Table 2 [1, 2, 3].

Mechanism of pulp involvement in cases of dentinal dysplasia may
be linked with classical pathways of pulpal bacterial penetration,

217

however in case report of Buchanan et al. it was highlighted that
periapical lesions in the projection of teeth affected by dentinal
dysplasia sometime found accidentally on the X-rays, even though
crown part of tooth does not demonstrate any signs of deep
restoration or advanced caries [5]. “Stream flowing around boulders”
X-ray representation pattern may be noted among teeth with
dentinal dysplasia accompanied with severe calcification present in
some teeth [1, 2]. Present dentinal islands, or “floating” pulp stones,
which may compromise perfusion of pulp tissue of teeth affected by
dentinal dysplasia also may be interpreted as cause of non-bacterial
pulp necrosis in cases of dental dysplasia [1, 2]. Disturbance in
pulpal blood circulation and inadequate nutritional support of the
dental pulp, on the other hand predisposing it to bacterial invasion
and subsequent bacteremia in cases of dentinal dysplasia [18]. So, it
may be resumed, that dentinal dysplasia itself creates a structural
environment that is particularly favorable to microbial penetration.
Moreover, pulp chamber is often distorted by abnormal dentin
apposition, while the absence of intratubular fluid weakens the
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Table 2. Classification and radiographic feature of dentinal dysplasia type I
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Subtype Radiographic characteristics Periapical radiolucencies

DD-Ia Complete absence of root formation; pulp chambers not visible Frequent

DuD-Ib Severely shortened roots; one crescent-shaped pulp chamber Frequent

DD-Ic Shortened roots; two crescent-shaped pulp chambers surrounding a central dentinal Variable occurrence
island

DD-Id Normal root length; generalized pulp stones with characteristic “stream flowing around Variable occurrence

boulders” appearance; possible localized root bulging around enlarged stones

enamel, increasing its susceptibility to fracture [7]. Microstructural
defects, such as enamel microcracks and irregular dentin
morphology, may provide direct pathways for bacterial infiltration
and further compromise the enamel-dentin interface [7]. In the case
report of Buchanan et al. authors presented an interesting finding
regarding several teeth have been affected by pulp pathoses one by
one (pulpitis in one tooth was occurring sometime after finishing
endodontic treatment in previous tooth) without any clinically
relevant causes of such [5].

Several previous cases mostly published within the period of
1970-1990’s contained assumption that teeth with dentinal dysplasia
which characterized with full absence of visualized root canal on
the X-ray image and presence of and/or periapical lesions should
be extracted, because attempts to provide endodontic treatment
may cause significant complications [16, 20]. Modern imaging
modalities, particularly cone-beam computed tomography, have
become indispensable in the diagnostic phase, allowing clinicians
to visualize root architecture in three dimensions and anticipate
the presence of curvatures, dilacerations, or canal obliteration
[3]. However, the translation of radiographic information into
predictable treatment remains problematic. Conventional
approaches relying on tactile sensation and radiographic guidance
often prove insufficient.

In previously presented case report by Tidwell et al. kind of
aggressive approach was used for the endodontic treatment: authors
have provided canal preparation on the full length with # 2 carbide
bur and irrigate such with 2.75% sodium hypochlorite solution [8].
Obtained results were variable: some teeth demonstrated apical
healing, while another - not. Nowadays this kind of procedure may be
provided with much higher precision due to the guided endodontic
approach. Guided endodontic technique represents an advanced
modality for the management of teeth affected by dentinal dysplasia,
in which conventional access is complicated by pulpal obliteration
and aberrant dentin morphology [3]. By integrating cone-beam
computed tomography with intraoral scanning, virtual treatment
plan can be generated to design three-dimensional printed templates
that accurately direct bur orientation and penetration depth [3]. This
workflow enables highly conservative dentin removal, minimizes the
risk of iatrogenic complications, and facilitates the localization of
calcified canals [21]. Consequently, guided endodontics improves
treatment predictability and structural preservation in cases
where conventional methods frequently prove unsuccessful [22].
Nevertheless, even though usage of navigation guide may facilitate
access to the apical portion of root, final stage of treatment apically
should be held with conventional endodontic instruments, which
was described in the case report of Krug et al. [3].

The identification and negotiation of root canals in teeth affected
by dentinal dysplasia present significantly greater clinical challenge
compared to cases of canal obliteration secondary to trauma, caries,
vital pulp therapy or age-related changes [1, 2, 23, 24]. In all of
mentioned scenarios obliteration of pulp canal have some specific
trajectory and progressing from coronal to apical part [23, 24], while
in dentinal dysplasia case obliteration of pulp spaces coincides
with tooth eruption, so it is not following typical coronal-to-apical
progression, but rather demonstrates highly variable expression,
ranging from complete obliteration of the endodontic space to
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localized calcifications potentially occurring at any region of root
portion with different level of manifestation and progression [2, 3,
5, 8]. Thus paradigm of “always present” of at least histologically
minimal residual narrow canal, at least at apical portion of root,
frequently described in teeth with classical pulp canal calcifications,
may not be applicable to teeth affected by dentinal dysplasia [1, 2, 3].

Guideline on dental management of heritable dental
developmental anomalies presumed that targeted endodontic
negotiating besides present pulp stones and through whorls of
tubular dentin may be interpreted as treatment modality for the
cases of dentinal dysplasia [25]. But such statement is applicable
for the teeth without extra shorts roots. Endo-targeted treatment
options for the short roots of teeth affected by dentinal dysplasia
includes periapical curettage and retrograde filling, but such
options could not be effectively implemented for the too short roots
[26]. Intentional replantation option in cases of dentinal dysplasia
may be limited due to the deficient bone support, shortened root
length and risk of tooth fracture while providing surgical extraction
phase of replantation [8]

It should be highlighted that even with obtainment of good quality
obturation supported by effective instrumentation and meticulous
irrigation final prognosis of endodontically treated teeth affected by
dentinal dysplasia in long term perspective remains unpredictable [3].
Such unpredictive outcome related with the fact that teeth affected
by dentinal dysplasia characterized with increased permeability and
structural irregularities of hard dental tissues, which in turn makes
them more prone for bacterial invasion, ingress and colonization, so
even well treated root canal may become recontaminated in the future
by the mechanism of secondary infection [3]. Some perspective relies
on using highly permeable adhesive-like materials for the obturation
of root canals, so such can seal dentine structure in sufficiently deep
manner and fill dentinal defects with polymeric matrix.

Another limitation of providing conventional endodontic
treatment for the teeth affected by dentinal dysplasia is the length of
the roots from biomechanical point of view: if roots are too small, or
the case may be interpreted as rootless tooth, endodontic treatment
is prohibited due to the critically increased pathological mobility,
and any kind of forceful intervention in this scenario may cause
iatrogenic avulsion [8, 26]. On the other hand, shorter roots limits
possibility to obtain high quality instrumentation and obturation due
to the higher chance of abnormal ramifications of the vascular pulpal
channels being present, so in this case another than conventional
endodontic approach should be considered [14].

Present review is limited primarily by the nature and quality of
the available evidence, which consists exclusively of case reports
and small case series. Such publications are inherently subject
to selection bias, incomplete reporting, and lack of standardized
outcome measures, making comparison across studies difficult.
The heterogeneity of patient presentations (age, subtype of dentinal
dysplasia, number and type of teeth involved) further restricts
generalizability. In addition, variability in treatment protocols,
ranging from conventional instrumentation to guided endodontics,
precludes meta-analytical synthesis and limits conclusions to
descriptive trends. Finally, the absence of long-term follow-up data
in most reports prevents reliable assessment of treatment durability
and prognosis.
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Consequently, cliniciansoftenfaceuncertaintyregardingprognosis,
complication rates, and long-term survival of endodontically treated
teeth affected by dentinal dysplasia. Considering that periapical
lesions may develop silently within the teeth with dentinal dysplasia,
while also in cases of compromised tooth structure’s organization on
the background of different anomalies, it may be recommended that
person with any kind of hereditary developmental pathologies which
potentially may be related with dentinal dysplasia should undergo
preventive X-ray diagnostics periodically for the early verification of
potential periapical radiolucencies [27, 28].

Conclusion

Endodontic treatment of teeth exhibiting dentinal dysplasia is
inherently complex, owing to the difficulty of identifying canal
orifices, attaining apical patency, preserving an anatomically
appropriate trajectory of instrumentation, and mitigating iatrogenic
risks such as excessive dentin sacrifice, perforations, ledge formation,
or instrument separation. Dentinal dysplasia is characterized by
profound canal obliteration, accentuated curvatures, and root
dilacerations, all of which compromise the efficacy of conventional
approaches. Cone-beam computed tomography remains an
indispensable modality for delineating root architecture and
tracing canal pathways within dysplastic dentin. Digitally-enhanced
approaches, such as guided endodontics, which require the use of
either static or dynamic navigation, seem to be a reliable option
for the endodontic treatment of teeth with dentinal dysplasia.
Nonetheless, conservative conventional strategies, long applied
in the management of canal obliterations, curvatures and ledges,
continue to represent viable first-line modalities, considering their
conservative nature. In cases where orthograde therapy proves
inadequate, periapical microsurgery offers an alternative, whereas
extraction should be regarded as the terminal therapeutic recourse.
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AnoTranis

Bemyn. EHIOIOHTHYHE JIIKYBaHHSI B yMOBaX JEeHTUHHOI AUCILIA3i] SIBJIsIE COO0I0 HAZITO CKIIATIHY
KJIiHiUHYy cdepy, sika 06'eJHye K JAiarHOCTUYHI TPO6IEMHU, TaK i TEXHIYHI 06MesKeHHs. PO3yMiHHS
IUX MpobjeM Mae BaXKJMBE 3HAYeHHs U1 ONTHMi3arii cTpareriii yikyBaHHs, 3amobiraHHs
ATPOTr€HHUM YCKJIAJHEHHAM i TOKPALleHH BilJaJIeHUX PE3yJIbTATiB y TAKUX Ialli€HTiB.

Mema. OuiHMTM Ta CUCTEMATU3yBaTU MPAKTUYHI [ialrHOCTUYHI, TEXHiYHI Ta JIKyBasbHi
MipKyBaHH4, SIKi IOTEHLiIHO MOXYTb ONITUMi3yBaT/ €HJ0JOHTUYHI IPOLIEIyPH, IO IPOBOISATHCS
B yMOBaxX JEHTUMHHOI AMcrnasii, i cTpatudikyBaTy [OKa30BUU BIUIMB TakKUX MipKyBaHb,
BPaXOBYI04HU IXHE NOXOPKEHHS B CYKyITHOCTI HasIBHUX JIiTepATyPHUX JAHUX.

Mamepianu ma memoou. KOMIZIEeKCHHMU OrJsiy JiTepaTypu TPYHTYBaBCS Ha CTparerii
IIMPOKOTO TMOIIYKY, sKa Oysna NpuiHATa 75 MaKCUMi3allii 4YyTJMBOCTI Ta BCEOCSIKHOCTI.
OCHOBHOI0 6a3010 JIaHUX, 10 BUKOPUCTOBYBAajIacs 1Jis Nouyky, 6yna PubMed 3 BUKopucraHHIM
MeIUYHUX MpeIMeTHUX pyopuk (MeSH), Tomi sk [J1s MOKpaljeHHs OXOIJIeHHs Ta MiHimizarii
PUBUKY IIPOIYCKY BiJIIOBIIHUX CTaTeH, sKi e He MPOoiHAeKCoBaHi abo Ony6sIiKoBaHi y BUJaHHSIX
3 MEHIIMM iMIaKT-(aKTOpOM, 3[iIICHIOBABCS [IOAATKOBUI mouyk depes maatdopmy Google
Scholar.

Pesyavmamu. Tlicsis BUKIIOYEHHS HEPEJIeBAaHTHUX CTaTel, Ay6sikaTiB i crareil, ski 3a
pesyJibTaTaMy aHaslizy KOHTEHTY OyJi BU3HAU€Hi 5K Taki, 110 He TI0B'S3aHi 3 BU3HAUE€HOI0 METOI0
JOCTIKEHHSI, OCTaTOYHY KOTOPTY JOCTIKeHb Oysio ckopodeHo no 10 my6oikariii, yci 3 sKux
CKJIaJIa/IMCS BUKJIIOYHO 3 ONMKCIB KJIiHIYHMX BUIIAJKiB. AHAJIi3 HasBHUX JAHUX [TPOJEMOHCTPYBaB
CyTT€BY HEOJHOPIIHICTh Y MOBIIOMJIEHUX PE3yJIbTaTaX €HIOJOHTUYHOrO JIIKyBaHHS IAlli€HTIiB
3 JIGHTMHHOIO JMCIUIasielo. 3arajom [0Kasu AEMOHCTPYIOTh IEpeXil Bii He3MiHHO NOraHux
pe3ybTaTiB 3BUYAiHUX METO/iB, KOJM IOMiHyBaIi BUIaJieHHs 3y6iB Ta pecTaBpalliiiHi cTparerii
IO TOSIBA CIIPSIMOBAHOI €HJOJMOHTII, SIK MOTEHLiHO HAAiHO YCIILIHOIO METOAY JiKyBaHHs
nucniasii meHtuHa. TMM He MeHmI, GinbIICTh OMyG6JIKOBAaHWX BUIMAZKIB TOBILOMIISIIN TIPO
BHUCOKUI piBeHb Hee(EKTUBHOTO a60 HEBJIAJIOTO JIIKyBaHHSL.

Buchosxu. IIpoBeneHunii aHasi3 roxasas, WO €HIOJOHTUYHE JIKyBaHHS 3y6iB 3 O3HaKaMu
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NeHTUHHOI AWCIIasii CTaHOBWUTh 3HAYHI KIIiHIYHI Tpo6Gnemu, MOB's3aHi 3 TPyJHOIAMU
inenTudikauii OTBOpPiB KOPEHEBUX KaHAJiB, JOCATHEHHS amikaJbHOI MPOXiAHOCTI, 36epeskeHHs
aQHATOMIiYHO OPIE€HTOBAHOi TPA€KTOPii iHCTPYMEHTIB Ta 3amo6iraHHs YCKJIaJHEHb, MOBSI3aHUX
i3 HEOOI'PYHTOBAHOIO BTPATOIO CTPYKTYPU [E€HTHHY, leppopalisiMu, yCTyIIaMu Ta [1€PEIOMOM
iHcTpymeHTiB. TpaguiiiiHi iHCTpyMeHTambHi MigXonu, sIKi paHille 3acTOCOBYBanuCs sl 3y6iB
3 obsiTepalisMyU Ta BUKPUBJIEHHSMM, a TaKOX [Jisl JIKYBaHHSI YCTYIIB, MOXYTb CIJIYXKUTU
BapiaHTaMu JIiKyBaHHS [1€pIOi JIiHii, BpaXOByl04M X KOHCEPBATMBHUI XapaKTep.

3asiBa npo KoHPIIKT iHTEpeciB

LM aBTOp MiATBEPIIKYE BiICYTHICTD 3B'I3KY 3 OyIb-sIKOI0 OpraHizalieio Yi KOMIaHi€elo, sIka MOXe
Matu 6ynb-sKuii piHaHCOBUI a60 HeiHaHCOBUI iHTEpec 10 MaTepiasliB JOCTiIKEeHHSI, PO3TTISTHYTHX
B LIili CTaTTi.

3asBa npo ¢iHaHCyBaHHS
He 6y710 0TprMaHoO K0AHOTO (piHaHCYBAHHS 11J151 JOTIOMOT'Y B IiATOTOBLIi Ta [TPOBEI€HHI L[bOTO
TOCJIiKEHHS], a TAKOXK JIJIsT HATTMCAHHS ITi€l CTaTTi.
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