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ABSTRACT

Internal root resorption is described as a resaptiefect of the internal aspect of the root wibhnfation of
granulation tissue or deposition of metaplastisuésas a result of chronic inflammation and baaité@mnvasion of the
pulp tissue. It is generally discovered in teethhwirevious history of trauma and the affected Hoiet usually
asymptomatic. Proper history, good diagnosis amly é)atment improve the overall prognosis of stedth. The
present report demonstrates a progressive, noo¥pérfg, inflammatory internal resorption involvirtige middle
third of permanent maxillary left central incisohieh was treated by non-surgical orthograde meadsoaurated
with thermoplastized gutta percha technique.
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Introduction

Resorption is defined as a condition associateth wit The etiological factors proposed for the loss of
either a physiologic or a pathologic process resyiin predentin, includes trauma, caries, periodontal
loss of dentin, cementum or bone.[1] Based on theinfections, dystrophic changes in vital pulp inddidsy
location, root resorption can be internal or exéfA] calcium hydroxide, the heat generated during
Internal resorption (IR) is rare in permanent teeth restorative procedures on vital teeth.[4-10 ] Traum
Rather external resorption is more common & often found to be the most common predisposing factor(45%
misdiagnosed as internal resorption[3]. The exactcases) for IR followed by carious/periodontal lesio
pathogenesis of IR is unknown. The most acceptec(14% cases).[11]Clinically, internal root resorptics
explanation states that the chronic inflammationhef usually asymptomatic and it is often coincidently
coronal pulp caused by continuous bacterial diagnosed on periapical radiograph which was tatjet
stimulation triggers transformation of normal pulp for some other teeth in the area. Internal resonptan
tissue which is relatively apically situated into be found in all areas of the root canal but wheis it

granulation tissue with multinucleated giant cellbis located in the cervical part of the canal, a chihic
granulation tissue accompanied by damage to priedent aspect of “pink spot” which is pathognomonic of IR
layer initiates the resorption of underlying de[8in can observed. The pink colour is related to thélkig
vascularized granulation tissue. As the pulp becsome
*Correspondence necrotic this colour turns dark grey.[12]
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from Oral & Maxillofacial Surgery Department 9 years back. On clinical examination, tooth no 21
regarding radiolucency involving mid-root portiofi o (Federation Dentaire Internationale) was discoldure
upper left central incisor evident on a orthoperapd and showed proximal surface caries involving mesial
which was shot regarding the disimpaction of surface of the tooth. No fracture was evident Iatien
mandibular third molars. The patient's medicaldrist  to the tooth. [Fig 1 & 2]The vertical and the axial
was absolutely non-contributory. No episode of pain  percussions were unproductive. No swelling, sinus
relation to upper left central incisor but the patidid tract or erythema was detected.

give history of minor trauma to his anterior teatiout

Figure 2: Pre-operative photograph — palatal view +tooth # 21

The tooth 21 responded normally to thermal andthe middle third portion of the canal. The outliok
electric pulp testing.Intra-oral periapical radiagh root canal wall was distorted in the area of reteep
revealed a well-defined, radiolucent, round to oval defect. [Fig 3]

enlargement of the root canal space mainly invglvin

Figure 3: Pre-operative intra-oral periapical radiograph showing internal resorptive defect in the midroot
portion of tooth # 21
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No radioopacity indicating deposition of any conservative access opening was done & the caral wa
metaplastic tissue was evident in the resorptifeae  negotiated with precurved no 10 K-File upto thexape
Based on history, clinical and radiographic findirg  The coronal pulp was non-vital while the bleedingsw
diagnosis of an internal inflammatory root res@pti induced on negotiation of middle third of the canal
was established. As the diagnosis was done, vitaspace. Coronal flaring of the canal was carriedlyut
pulpectomy followed by completion of root canal Gates—Glidden drills (sizes 3&4).The working length
treatment was the treatment planned for thewas established with an electronic apex locatoro{Ro
patient.Tooth no 21 was isolated under rubber dach a ZX-2 J-Morita, USA).Radiograph was taken to
it was disinfected with 5.2 % sodium hypochlorife.  reconfirm the working length. [Fig 4]

Figure 4: Working length determination

The root canal shaping & cleaning was performedh wit EndoActivator ,Dentsply Maillefer] The master apica
manual stainless- steel hand files which wasfile was ISO 0.50.The canal was dried with paper
accompanied by copious irrigation of 5.2% sodium points and calcium hydroxide [ Ca(OH) intracanal
hypochlorite [ NaOCI ] .The NaOCI irrigation was medicament was placed in the canal.[Fig 5]

passively activated using ultrasonic  files.[

-\

= —

Figure 5: Placement of calcium hydroxide intracanamedicament in tooth # 21.

After 1 week, sterile water was used to flush the verticle compaction technique [System B and Obtura
calcium hydroxide from the canal. After drying the Il gun].Post-endodontic restoration was done with
canal, obturation was done with AH-Plus sealer composite resin restoration. Root canal filling was
(Dentsply, Maillefer) and gutta percha using warm verified with the postoperative radiograph. [Fig 6]
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Figure 6: Post obturation intra-oral periapical radiograph—tooth # 21

Discussion

is completely distorted in resorption area [Fig 3]JA

The case report demonstrates inflammatory internaconservative acess cavity preparation was done.
resorption of a permanent maxillary central incisor Rather, in IR cases the access cavity preparatould
which was progressive and non-perforating. Internalbe as conservative as possible to preserve tooth

root resorption can be either inflammatory resonpti
or replacement resorption.[3] The current
examplifies ‘inflammatory ‘internal
radiographically the resorptive defect is appeadsg
well-defined radiolucent area distorting the orain

structure and avoid further weakening of the tooth

casewhich is already weak due to the resorptive defect.
resorption as in present IR case the tooth was still vital incapi

portion, the treatment of choice was pulpectomy and
thorough debridement of the candlhe resorptive

outline of root canal with no trace of radiopaque process of root canal walls is immediately stopaftelr

metaplastic tissue deposition in the area of rdgorp
[Fig 3] Internal inflammatory resorption can be
transient or progressive. [1, 13] In progressiverimal

removal of the chronically inflamed pulp tissue,tias
resorbing cells are cut off from the blood supphda
nutriments.[15]Thus the successful outcome of IR

resorption , the pulp tissue which is apical to the depends completely upon the removal of all chronic

resorptive lesion is usually vital. A vital pulprcanly
provide clastic cellsto the resorptive defect sat the
resorption can continue[1,14].The present
demonstrates a progressive internal resorptioredime
pulp was vital in middle third portion as indicatbg

inflamed or necrotic pulp remnants from the roatata
However in IR case this therapeutic objective canno

casebe achieved within the boundary of the oval-shaped

resorptive defect simply with manual or rotary file
instrumentation. Ultrasonic activation of irrigantsa

pulp vitality tests and confirmed during shaping & very effective method to remove debris lodged in

cleaning of the root canal .The differential diagjisoof

inaccessible resorptive sites.[16] Hence for the

the current case of internal root resorption mainly complete debridement of the resorptive defect, the

includes external root resorption which is nothimg
the external form of pathological root resorptidhese
two types of resorptions can be easily differeptiat
radiographically by changing the horizontal angalat
of X-ray exposure.[3]In external resorption, theida
moves in opposite direction (mesial or distal )as t
horizontal angulation of X-ray exposure is changed
current case the IR lesion is located next torta
canal outline with no change in lesion position reve
after the change of the exposure angle. In exteoul
resorption the lesion
surrounding bone resorption which s
radiographically on the lateral aspect of the rddo.
such bone loss is evident radiographically in pmese
case.[Fig 3]Unlike in external root resorption wder

manual instrumentation was accompanied
ultrasonically activated NaOCL irrigation.[17]Ca(}QH
was placed as intracanal medicament for 1 weekes t
use of calcium hydroxide as an intracanal dreskamy
proven to necrotize residual pulp tissue & maximize
the effect of disinfection procedures.[18-20] Iregent
case the obturation was completed with warm vdrtica
compaction and thermoplasticized gutta-percha
techniques.The resorptive defects are found to be
efficiently sealed with the warm vertical compaatio

by

is always associated with and thermoplasticized gutta-percha techniques.[21]
evident

Conclusion

Inflammatory internal root resorption (IRR) is ubya

root canal outline can be seen running undistortecasymptomatic and is commonly detected during reutin

through the defect area,in current case the carbhe

radiographic examination. As far as management is
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concerned, root canal treatment remains the only
treatment of choice for such teeth. Recent advaimces
endodontic diagnostic techniques, ultrasonic atitiva

of chemical irrigants, thermoplastic root canalirfi
techniques etc. offer high opportunities for the
complete rehabilitation of even severely resorlesdht
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