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ASE REPORT 

 A 46 year old male patient reported to the 

department of Conservative dentistry and 

Endodontics with the chief complaint of pus 

discharge from maxillary right central incisor. 

History of trauma 6 years back was positive on 

examination. On clinical examination cervical aspect of the 

central incisor appeared discoloured (Figure 1). The tooth 

was slightly mobile and tender to percussion with abundant 

exudate. Periodontal examination revealed 9 mm deep 

pocket on the distal and vestibular aspect of the root. 

Clinical attachment loss was around 13mm.  

Radiographic examination revealed radio transparent 

lacuna on the middle third of the root (Figure 2). A mesio 

angular deep intra-bony periodontal defect was also seen. 

Based on the clinical findings a diagnosis of sub-epithelial 

external root resorption was made.  

The patient was informed about the condition and the 

treatment procedures to be performed. 

Access opening was done using Endo access bur (Dentsply 

Tulsa, UK) to allow access into the pulp chamber and 

preparation of the chamber walls, in one operation.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 1: Pre operative picture showing discoloured of 

cervical aspect of the central incisor. 

 

Working length was established using an apex locator 

(Root ZX mini, J. Morita, USA) which was confirmed 

using a radiovisiography (Kodak RVG 5100, Care stream 

dentals LLC, North America). Calcium hydroxide was used  
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ABSTRACT:   

This case describes a successful management of external resorption combined with endodontic periodontic lesion. The combined use 

of periodontal surgery, mineral trioxide aggregate (MTA) and EMDOGAIN is a good approach to repair lesions with periodontal 

communication. It also describes the importance of diagnosis of such type of lesions and a need for a better classification of such 

conditions. 
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To stop new resorptive tissue from growing into the root a 

barrier membrane was used. EMDOGAIN was used as it 

contains enamel matrix proteins which mediate formation 

of acellular cementum to cover the intra-bony defects 

(Figure 5). The resorptive defect was filled with MTA 

(Mineral Trioxide Aggregate). Suturing was done and after 

a week follow up was scheduled.  

After a week sutures was removed, the tooth was 

asymptomatic and the patient was comfortable.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 2: Radiographic examination revealed radio 

transparent lacuna on the middle third of the root. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: Endodontic treatment was performed 

 

 

 

 

as an intracanal medicament for a week. Obturation was 

done after a week and the surgical procedure was 

performed (Figure 3). A full thickness mucoperiosteal flap 

was raised, lacunar root resorption and defect was exposed 

(Figure 4). A deep intra-bony mesial two wall defect with 

lack of vestibular cortical plate was seen. Thorough 

curettage of granulation tissue was done and trichloroacetic 

acid was used topically on the resorptive defect to control 

hemorrhage. 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure 4: A full thickness mucoperiosteal flap was raised, 

lacunar root resorption and defect was exposed. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5: EMDOGAIN was used to cover the defect which 

mediate formation of acellular cementum. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6: Follow up after 18 months  
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Figure 7:  Radiographic examination showed that the 

defect was filled by about 80 % 

 

The patient returned back after 18 months for a follow up 

(Figure 6). Periodontal examination revealed a reduction in 

pocket depth from 9 mm to 3 mm and a clinical attachment 

loss from 13mm to 10 mm. No exudate or discoloration 

was found. Radiographic examination showed that the 

defect was filled by about 80 % (Figure 7).  

 

DISCUSSION  

Root resorption is the physiologic or pathologic loss of 

dental hard tissue (dentin and cementum) due to 

odontoclastic action [1]. Resorptive defects present a great 

challenge to the clinician as well as the patient. The basic 

aim of treating the resorptive lesions is the complete 

removal of resorptive tissue and restoration of the defect.  

The case was described as of cervical root resorption with a 

resorptive lesion seen below the epithelial attachment of 

the tooth but not exclusively in the cervical area of the 

tooth. The characteristic feature of this case was that pulp 

was normal to vitality testing. Localised medium sized 

defect was located in coronal and mid root dentin [2]. The 

anatomic location, pulpal and periodontal status often leads 

to diagnostic dilemma of such type of conditions so many 

attempts have been made to rename them. Looking at the 

associated history Martin trope in 2002 described it as sub-

epithelial external root resorption of traumatic origin 

associated with combined endodontic periodontic lesion [2, 

3].  

 

 

Calcium hydroxide was used as a potent inflammatory 

stimulator, alkalizes ph in the surrounding dentinal tubules 

thus killing bacteria and neutralizing endotoxin. 

Trichloroacetic acid was used to control haemorrhage thus 

achieving a clean space for restoration of the defect [2,4].  

To stop new resorptive tissue from growing into the root a 

barrier membrane was placed.  

Certainly such types of cases have lengthy and costly 

procedures with an unpredictable outcome. In our case two 

treatment options was provided to the patient; extraction 

followed by an implant or efforts to save the tooth [3,4]. 

The patient’s preference was to save the tooth irrespective 

of the prognosis. The endodontic literature lacks long term 

follow up of such type of cases treated by surgical 

intervention. So a long term follow up was planned with a 

favorable outcome. 

 

CONCLUSION 

Clinicians should understand the importance of endodontic, 

periodontal, and restorative aspects of treating perforating 

root resorption.  

The endodontic treatment is incomplete if the resorptive 

defect is not eliminated and the restorative aspects are not 

managed properly. Adequate management requires 

knowledge and skills in endodontics, surgery, and 

restorative dentistry. A new classification system should be 

developed to include such type of lesions for their proper 

management.  
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