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| NVASIVE CERVICAL RESORPTION
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Fig.1: AHeithersayClassificatiorB. Note the large amount of
granulation tissue C. Schematic diagram representing ICR

Predisposing factors
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developmental defects, systemic diseases

External cervical resorption (ECHs a form of externa
resorption that occurs immediately below the epithel
attachment of the tooth at the cervical region & hence -
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to its aggressive & invasive nature.

HeithersayClassification of ICR

Heithersay classified ECR according to the extent of
lesion within the tooth Fig.1 A:

Class 1A small invasive resorptive lesion near the cervi
area with shallow penetration into dentin;

Class 2:A welldefined invasive resorptive lesion that ha
penetrated close to the coronal pulp chamber but sho
little or no extension into radicular dentin;

Class 3A deeper invasion of dentin by resorbing tissue, ng
only involving the coronal dentin buiso extending at leas|
to the coronal third of the root.;

Class 4A large invasive resorptive process that has exten(
beyond the coronal third of the root canal.

While classes B are treatable, Class IV defects in genel
needs extraction due to pooprognosis

Even though the exact etiology unknown, it is thought that
the damage to or deficiency of cementum layer below t
epithelial attachment exposes the root surface
osteoclasts, whiclthen resorbthe dentin.

It is important to understand thatthe pulp tissue plays
no role in the etiology of ECR. RCT is not requir
unless the external resorption defect invades the pulp
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Common Clinical and Radiographic Signs

CASEREPORT Clinical signs

x  Located ircervical region of tooth

A 76 year old male was referred to our office f@sorption | * Pink spot might be noted by patient/dentist

x  Tooth usually responds positively to vitality tests

defect intooth # 27. He complained of pain for the past 3 we unless there is pulpal involvement (in very advanceg
cases)

x  Spontaneous and profuse bleeding on probing

but not lingering. Havasneither sensitive to cold nor to hot. TI | * Sharp, thinned out edges arouttide resorptive cavity

Pain was described as sharp, radiatimpmentary and shootin

pain was increased by touching the gum are@eneral healtt Radiologic signs

wise, patient takes medications for hypertension & acid reflux o
x  Detected as chance radiologic finding because tootH

usually asymptomatic
x  Varies from asymmetrically located radiolucency wit
irregular margins in cervical/proximal region of tooth
negative but the tender of palpation especially on the corc to utnlformly roundradioluceny centered over the
roo
third. The coronal gingival mgin was edematous & bled x  Early lesions are usually radiolucent in appearance
x  Advanced lesions might have mottled appearance
because of fibrensseous nature of the lesion
explorer. X Root canal should be visible and intact (indicating
lesion is external

#27 responded within normal limits to colét was percussiol

probing. | was able to probe the resorption cavivith the
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Fig. 3: CBCshowing the extent of resorption defect. Fig.2: PreOp xray. Note the root canal outline within the
defect indicating the resorption is external




Fig. 4. Intra oral picture I Fig. 5: Probing the defect

Fig. 6: Surgical exposure of the defect. Note the
pulpal exposure.
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Fig. 7: Post Opray
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A fulkthickness priosteal flap
was raised to allow complete
access and removal of the EC
lesion from the root. All the
granulomatoustissue from the
adjacent  periodontium  was
curetted away to sever the
blood supply to the resorhinc
cells, thereby decrmsing the
chances of recurrence. It wa
then treated with Trichloroacetic
acid to cause the coagulatiol
necrosis of the resorptive tissue
The root defect was restorec
with Geristore.Due to large &
visible pulpakxposureupon flap
retraction, non-surgicalRCT was
performedon #27

Postop healing wasuneventful
andhealedwithin normal limits.

Fig.8: Post Op CBCT view
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