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ABSTRACT:

Internal root resorption is uncommon and involve resorption defect of the pulp cavity resulting in loss of dental hard tissues. The
prognosis for treatment of small lesions of internal resorption is good. However, if the tooth structure is greatly weakened and
perforation has occurred, the prognosis is poor and tooth extraction must be considered. In this article we report a case of internal

resorption in a 26-year-old male patient managed with endo-restorative procedure.
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INTRODUCTION:

According to American association of endodontics,
resorption is defined as “a condition associated with
either physiologic or a pathologic process resulting in loss
of dentin, cementum or bone'. Physiologic tooth
resorption is a natural process during exfoliation of
deciduous tooth, while pathologic process is seen in
orthodontic movement, traumatic injuries, chronic
infection of pulp and periodontal structure'.

Root resorption can be external or internal. Internal root
resorption is described as a resorptive defect within
internal aspect of the root due to necrosis of odontoblasts
resulting from chronic inflammation and bacterial
invasion of the pulp tissue”. Internal resorption is further
classified as internal inflammatory resorption and internal
replacement resorption. Complex interaction between
inflammatory and resorbing cells and formation of
multinucleated giant cells lead to resorbtion of internal
root surface’.

It is a rare lesion with prevalence reported ranging from
0.01% to 1%*. Males are more affected than females and
most commonly affected teeth are upper incisors’. Most
cases of root resorption are aymptomatic, often detected
as routine radiographic finding. However management of
should be started as soon as possible to limit the
progression of resorption.

The defect seen on radiograph is usually circumscribed
and oval in shape. Clinically the tooth may be
discoloured. Presence of “Pink spot” is also reported seen
clinically over the crown of the affected tooth®.

This paper reports case of maxillary lateral incisor with
internal resorption and its management with conventional
nonsurgical endodontic therapy combined with calcium
hydroxide medication, irrigation with ultrasonic
(Endoactivator) and obturation with calcium hydroxide
based sealer (sealapex) and thermoplasticised gutta-
percha (BeeFill) with regular follow up for one year.

CASE REPORT:

A 26 year old Patient reported to department of
conservative dentistry and endodontics with chief
complain of recurrent pain since last 15 day with respect
to upper front tooth. Patient also gave history of trauma to
anterior teeth during childhood in a road accident.
Clinical examination revealed discoloration with
maxillary right central incisor. IOPA radiograph of 11
showed periapical radiolucency with 11 with apical third
calcified and well defined ballooned out radiolucency in
the root canal at middle third region with 12. Thus Root
canal treatment (RCT) with themoplasticized obturation
of the root canal was planned as a suitable treatment
modality for lateral incisor and RCT For central incisor.
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Figure 2: pre operative clinical view:

Fi 1: pre- ive IOPA
igure 1: pre-operative [0 discoloured central incisor

Figure 3: pre operative palatal view Figure 4: access opening: notice bleeding from 12
suggesting pulp is still vital with active resorption

..

Figure 5: Working Length IOPA of 12 Figure 6: master cone IOPA  Figure 7: obturation of 12 with backfill
and negotiation of canal with 11 technique and obturation with 11

Figure 8 : follow up IOPA
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Local anesthesia was administered and tooth was isolated
using rubber dam. Access cavity preparation was done
with tooth 11 and 12. Canal was negotiated with tooth 11
to its full working length. WL was determined using
CanalPro apex locator (coltene) and confirmed with 20 no
k file and IOPA radiograph. Mechanical preparation upto
55 no k file was done. More attention was kept on lateral
filling to reduce the size of internal resorption defect. Due
to presence of defect more attention was kept towards
chemical disinfectant over mechanical. Canal was
irrigated regularly during filing using 2% chlorhexidine
solution and sodium hypochlorite activated with
endoactivator (dentply). Final irrigation using 17% EDTA
was done. After thorough cleaning and shaping, calcium
hydroxide was placed as intra canal medicament and
patient was recalled after one week. High ph of calcium
hydroxide is known to limit the progression of resorption
defect.

Canal was re-entered and irrigated to flush out calcium
hydroxide from the canal and then obturated using
downpack technique (beefill). IOPA radiograph was done
to confirm the sealing of internal resorption defect. Cavity
was then sealed with GIC and composite restoration.
Patient was kept for follow up at 6 and 12 month. Patient
was symptom free for the follow up visit.

Source of support: Nil
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