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Abbreviated Case Report
Internal Resorption

G. $. BAVIRLI, ()

A — 37 - year old man wanted, in 1962, the silicate filhng of
his maxillary left central incisor to be changed.

Clinical examination revealed that the maxillary left central
incisor had a silicate filling on the imesial side. The pulp was found
to be vital at the pulp tester. The tooth in question was normal in
color. The patient stated that the silicate filling was inserted three
years ago following a trauma.

The patlent’s dentition was in good repalr. The buccal mucosa
and gingivae presented normal tone and coloring. No calculus was
present on the frontal teeth. The depth of the periodontal pockets
did not exceed more than 2 mm.

Radiographic examination revealed a round, central radiolucent
area in the middle third of the root canal. The lesion was sharply
defined and homogeneously radiolucent, without trabeculation or
presence of denticies (Fig : 1). The case was diagnosed as an in-
ternal resorption. The root canal was found to be very narrow as
compared with the maxillary right central incisor.

‘The initial treatment plan consisted of root canal treatment and
filling. A coronal cavity was prepared to gain entrance into pulp
chamber according to endodontic principles. The pulp tissue was
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Fig. 1.
Internal resorption .of maxillary left ceatral incisor.

removed from the pulp chamber. Despite the use of different types
of root canal instruments, the canal orifice beyond the internal re-
sorption was not to be found. The root canal instruments could
reach but the terminal border of the internal resorption (Fig: 2),

This eventually was the result of a misfortune or else the rema-
inder of the canal portion was indeed narrow. An attempt was made
to find out the remaider of the root canal in three successive visits.
At last, the internal resorption was filled with iodoform paste (Fig :
3). The patient was invited for follow-up examinations with intervals
of 6 months, but he did not appear again.

in 1972, the patient was finally found. The patient had no comp-
laint at all. The tooth was hrown in color. At once, an X - ray was
taken. The iodoform paste which was filled in the internal resorption,
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Fig. 2.
The instrument in the root canal, Although & vest canal is just
apparent radiographically, it could not bhe found.

Fig. 3.
The internal resorption was filled with jodoform paste.




as seen in fig : 3, had completely been resorbed (Fig : 4). The rema-
ining root canal and periapical tissue were in normal aspect. The
proposal of refilling the root canal wals refused by the patient.

Fig. 4.
The mexillary left central incisor after ten years.

DISCUSSION

The etiology and pathogenesis of internal resorption are poorly
understood. Acute trauma to the tooth and apical blood vessels, (6-
8) inflammation (3. 5, 7), direct and indirect pulp caping (1, 2], pul-
potomy (2) may be followed by internal resonption (4). The internal
resorption conceriiing this particular case is due to travma.

As stated above, the remainder of the root canal could not be
reached, in the course of the initial treatment, since it was excee-
dingly narrow. In spite of this state of things, not a periapical lesion
had occured in the ocourse of 10 years. The indoform paste which
had been filled into the internal resorption had completely been
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resorbed {Fig : 4). A protracted slow course, usually extending over
months or even years, is observed (4, 8). The lesion remained
unchanged within 10 years. There does not appear to be a case pa-
rallel to this one in the dental literature.

SUMMARY

This case report deals with an internal resorption clinically followedup for a
petiod of 10 years. The jodoform paste filled within the internal resorption was
completely resorbed. At the end of this 10 - year - perlod, no change was
chserved in the internal resomption, the periapical tissues were normal and the
patient without any complaint.
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