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Abstract: Root resorption is a dental complication caused by dental trauma, surgical procedures, excessive 

pressure or irritation from bleaching agents that can lead to loss of tooth. This paper presents a case of internal 

resorption in maxillary central incisor and demonstrates the use of MTA as filling material 

 

I. Introduction: 
Internal root resorption is a  resorptive defect of the internal aspect of the root following necrosis of 

odontoblasts as a result if inflammation. It is caused by transformation of normal pulp tissue into granulomatous 

tissue with giant cells, which resorb dentin. This transformation is thought to stem from   chronic inflammation 

of the coronal pulp [1] caused by continuing bacterial stimulation [2]. Trauma, caries, and restorative procedures 

have been suggested to be contributory factors, but it also occurs as an idiopathic dystrophic change [3]. 
Internal root resorption is usually asymptomatic and is detected through routine radiographs or by clinical signs 

of pink spot on the crown. Radiographic examination usually reveals a fairly uniform radiolucent area with 

disrupted outline of the root canal [4]. Tissue loss can be extensive and often unrestorable. 

The progress of internal resorption depends on vital tissues [5]. After considering the differential 

diagnosis, including external root resorption, treatment must aim at complete removal of the resorptive tissue 

from the root canal system, in an attempt to prevent further loss of hard tissue. However, selecting a suitable 

restorative material for these cases remain a challenge, especially if tooth loss is extensive, extraction is the only 

realistic option in some cases.  

MTA was proposed by Torabinejad et al [6]  and has been indicated in the literature for the treatment 

of resorption, specially when there is a communication with the periodontium; these are the communicating or 

perforating resorption.This is due to the fact that MTA has properties such a good capacity of sealing [7], 
biocompatibility[8], radioopacity and ability to set in presence of blood[9]. 

The purpose of this paper is to present an internal resorption case report using MTA as apical root filling 

material.  

 

II. Case Report 
A thirty year old female with a non contributory medical history was referred to the department of 

Conservative dentistry and Endodontics , Hitkarini dental college and hospital, Jabalpur, with pain in her 

maxillary right central incisor. Clinical examination revealed a composite restoration in the same tooth with 

marginal leakage. The tooth was tender to percussion with absence of sinus tract. Radiographic examination 
revealed an oval radiolucent area within the canal in the apical third suggestive of internal resorption along with 

periapical radiolucency (Fig 1). Vitality testing with a pulp tester showed a delayed response suggestive of 

degenerating pulp. The case was diagnosed as chronic irreversible pulpitis with internal resorption. Hence it was 

decided to carry out endodontic treatment using MTA as the apical filling material. An informed oral and 

written consent was obtained from the patient. 

 

 
FIG 1- PREOPERATIVE RADIOGRAPH 
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After anaesthesia with 2% lidocaine, a rubber dam was placed. A conventional   access cavity was prepared and 

the root canal length was measured using an apex locater (Root ZX; Morita) and confirmed on a radiograph (Fig 

2). Biomechanical preparation was performed by crown down technique using gates glidden drills (Mani) in the 
cervical third. The middle and apical third was instrumented using flexofiles( Dentsply Maillefer) . Irrigation 

was carried out using normal saline and 2% Chlorhexidine solution. An intracanal dressing of calcium 

hydroxide ( Vitapex)   was placed and the canal orifice was sealed with a temporary dressing ( Cavit). 

 

 
FIG 2- Working length radiograph 

After two weeks the dressing was removed and and it was decided to fill the apical third of the canal with MTA 

( Proroot MTA). MTA was mixed according to manufacturer’s instructions and carried to apical third using 

MTA carrier (Fig 3).  The MTA was condensed using root canal pluggers taking care to seal the resorptive area. 

After confirming the placement of MTA using a radiograph (Fig 4)  a moist cotton pellet was placed in the canal 

and the canal sealed with a temporary dressing (Cavit) .  The dressing was removed after 48 hrs and the 
hardness of set MTA was checked. As the tooth was aymptomatic the remainder of the canal was filled with 

gutta percha using lateral condensation technique with AH Plus (Dentsply) as sealer . A temporary dressing was 

given and a radiograph (Fig 5) taken to evaluate the obturation. After a week the patient was recalled back and a 

permanent restoration was placed. 

 

 
FIG 3- MTA CARRIER 

 

 
FIG 4- RADIOGRAPH AFTER MTA PLACEMENT 
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FIG 5-POST OBTURATION RADIOGRAPH 

III. Discussion 
Internal inflammatory root  resorption  is  an insidious  pathologic  process ,  initiated within the pulp 

space and associated with loss of dentine. It is an oval shaped enlargement of the root  canal  space  , usually 

asymptomatic and detectable by radiographs. Internal root resorption can be either transient or progressive 

according to a study by Wedenberg et al [1]. According to Culbreath et al [10] , the treatment for internal 

resorption can include several mateials such as gutta percha, zinc oxide   and amalgam alloy. However these 

materials do not provide strength to the tooth structure and may be responsible for considerable tooth 

discolouration. The use of a root canal dressing with a material based on calcium hydroxide between sessions 

was aimed at dissolving remaining pulp debris, alkalinizing the environment and controlling the periodontal 

bleeding [11]. Hsien et al [12]  reported a a case of internal resorption with a buccal perforation in a  maxillary 

central  incisor.The apical third was obturated with gutta percha and the perforated lesion was repaired  with 
MTA .  Success was seen after one year of clinical and radiographic follow up .Sari and Sonmez [13] carried out 

a study on the treatment of internal resorption  in deciduous molars using MTA. Their results revealed that MTA 

seems to be an adequate material for the treatment of internal resorptions of deciduous teeth. Meire and De 

Moor [14] when treating  a perforating internal resorption in the maxillary second molar using MTA , observed  

a complete recovery of the alveolar bone and periodontal ligament. Holland et al [15] in their experiment on 

dog’s teeth showed that when lateral perforations were sealed with MTA immediately, the results were 

favourable even showing healing of periodontal ligament. However not so favourable results were seen when 

these perforatons were sealed after 7 days. Favieri et al [16] reported that MTA is a material that induces 

osteogenesis , being indicated  as a retrograde filling material due to its excellent marginal sealing  and due to 

the fact that it stimulates the osteoblasts adherence. 

 

IV. Conclusion 
It is necessary to offer our patients the best solution in complicated situation. On the basis of review of 

literature and clinical and radiographic outcome hereby presented, it can be said that teeth with large internal 

root resorption should be treated in an attempt to salvage the tooth. Because of its excellent marginal sealing and 

the property to stimulate osteoblastic adherence to the root surface, MTA has been considered as a good filling 

material to be used in communicating or perforating internal root resorption. However more clinical studies with 

long term follow up are required to confirm these findings. 
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