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ABSTRACT

Case Report

Management of A Rare Case of
Communicating Internal-External

Inflammatory Resorption

SURAJ ARORA', GURDEEP SINGH GILL?, PRIYANKA SALUJAS3, VIKAS SETIA*

The present case describes the successful management of a rare case of communicating internal-external resorption in which both
internal and external resorption seem to develop independent of each other. The case report highlights the importance of correct
diagnosis and need of revision of classification system of resorptive defects.
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CASE REPORT

A 28-year-old female patient reported to the Department of
Conservative Dentistry and Endodontics with complaint of pus
discharge since last 6 months and broken front tooth. Patient
had trauma some 3-4 years back. Clinical examination revealed a
discoloured 11 (FDI system) and fractured 21 with sinus openings
in the apical area of both teeth [Table/Fig-1]. Both teeth were tender
on percussion and 11 was grade 2 mobile. On probing pockets
were noted on 11(10 mm buccal, 5mm mesial, 7mm distal) and
21(5mm mesial and distal) [Table/Fig-2]. Overall patient had poor oral
hygiene. Radiographic examination [Table/Fig-3] revealed widened
periodontal ligament and periapical radiolucency w.r.t. both 11 and
21. Internal and external resorption was present w.r.t. 11. Based on
clinical and radiographic examination it was tentatively diagnosed as
a case of communicating internal-external inflammatory resorption
with apical periodontitis w.r.t. 11 and apical periodontitis w.r.t. 21.

After proper isolation, access opening was done, working length
was taken and cleaning and shaping of the root canal was done
w.r.t no. 11 & 21. Calcium hydroxide as intracanal medicament was
placed in the canal. After 1 week surgery was performed. On flap
elevation a large J-shaped bony defect [Table/Fig-4] was found
w.rt. 11 with buccal plate completely denuded. Trichloroacetic
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(TCA) acid was applied topically (with a small cotton pellet with
slowly increasing pressure) on the resorptive defect to control the
haemorrhage. Afterthorough curettage of the granulation tissue
from the resorptive defect and apical part, retrograde filling of root
canal was done. External resorptive defect was filled with MTA (Pro
Root MTA-Dentsply Tulsa Dental) [Table/Fig-5]. An artificial bone
graft (Ossifi, Equinox medical technologies, Holland) was placed to
cover the bony defect [Table/Fig-6] and suturing of flap was done
[Table/Fig-7]. After one week sutures were removed. Temporary
crown was placed on 21 and teeth were splinted with Ribbond for
3 weeks [Table/Fig-8,9].

DISCUSSION

Root resorption is a complex process and is defined as the loss
of hard dental tissue (i.e. cementum and dentin) as a result of
odontoclastic action [1]. Resorptive defects can be challenging to
diagnose and incorrect diagnosis can lead to improper treatment.
Present case was a diagnostic dilemma as internal resorption was
evident from the diagnostic radiograph, but cause of external root
resorption presented a challenge. It could have been a sequel of
internal root resorption perforating the root. But owing to history
of trauma and taking in consideration the periodontal condition of

[Table/Fig-1]: Pre-operative photograph of the patient [Table/Fig-2]: Periodontal probing [Table/Fig-3]: Diagnostic radiograph showing internal and external resorption [Table/Fig-4]: BJ-shaped bony
defect visible after incision [Table/Fig-5]: Inmediate post-operative radiograph [Table/Fig-6]: Bone graft placed over the defect [Table/Fig-7]: After suturing [Table/Fig-8]: Teeth splinting with Ribbond
[Table/Fig-9]: Post-operative photograph

Journal of Clinical and Diagnostic Research. 2015 May, Vol-9(5): ZD39-2D40




Suraj Arora et al., Management of a Rare Case of Communicating Internal-External Inflammatory Resorption

tooth it could well have been developed independently of the internal
resorption defect i.e. a true combined endo-perio lesion. Authors
failed to find a diagnostic term for such lesion and classified it as
per Lindskog’s classification [2] as Communicating Internal-External
inflammatory resorption but with independent causes for both.

The selection of proper treatment in resorption cases is related to
control of stimulation factors i.e. control of intrapulpal infection,
removal of granulation tissue and filing of resorptive defect [3].
In the present case root canal treatment was done to control the
intrapulpal infection, granulation tissue was removed with thorough
curettage and MTA was used to fill the external resorptive defect.
J-shaped bony defect in the case was found to be of Class F
category of surgical classification by Kim &Kratchman [4]. Such
defects have the poorest prognosis and require concurrent bone
grafting and membrane barrier techniques. Splinting was done for
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stabilization of tooth during healing phase after bone grafting and to
reduce patient discomfort.

CONCLUSION

A newer classification system or update of the older system is
needed to include cases such as the present one in the classification
system to aid in the proper management of such lesions.
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