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A 19-year-old boy with intra-oral discharging sinus for 28 days
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Presentation of the case

Dr. Panna Das (MS Resident): A 19 years old
boy came to the OPD of Conservative Dentistry
& Endodontics Department of BSMMU with the
complaint of discharging sinus & dislodgement
of full veneer crown. He reported previous
traumatic history of teeth and treatment from
the local doctor. The extraoral examination
found no facial swelling and palpable lymph
nodes. On intraoral examination, there is a sinus
present between the right upper central incisor
& lateral incisor. Coronal restoration present on
the palatal surface right upper central incisor
was smaller than the left incisor due to crown
preparation. Palate, tongue, and the floor of
mouth buccal and palatal mucosa appeared
normal. His oral hygiene condition was
average. There was, however, the presence of
mild plaque and calculus. Thermal and
electrical vitality tests were performed for right
maxillary central and lateral incisors, which did
not elicit responses in the latter central incisor
teeth, but vital lateral incisor. On palpation,
mild tenderness was there in the labial mucosa
adjacent to the right upper central incisor tooth.
All anterior maxillary teeth were painless on
percussion testing except the right upper
central incisor tooth, which was tender on
percussion.

Radiological findings

Dr. Mozammal Hossain (Associate Professor):
Coronal restoration involving pulp chamber,
large periapical lesion with bone loss, and
around the root of the left central incisor and
root resorption was also present. There was
the widening of periodontal ligament and
interrupted lamina dura.

Provisional diagnosis

Chronic  periapical  periodontitis ~ with
discharging sinus on upper right central

incisor tooth.

Differential diagnosis

Periodontal abscess

Dr. Das: Periodontal abscesses often appear as
focal or diffuse and visible as red, fluctuant
swelling of the gingiva.! It is also extremely
tender to palpation. They have a
communication with a periodontal pocket
from which pus can be readily expressed after
probing. However, this condition was not
seen in the present case and was discarded
from the provisional diagnosis.

Gingival abscess

Dr. Das: It occurs due to the presence of a
foreign body between gum and tooth tissue.?
So, the conditions are discarded from
provisional diagnosis.

Radicular cyst

Dr. Das: Histopathological examination was
needed to confirm the diagnosis.®

Treatment procedure

The procedure
explained to the patient and consent was
taken. After mouth preparation, 25 no
gutta-percha was inserted through the sinus
tract and a radiograph was taken to identify
the sinus tract. The temporary restoration was
removed to establish a proper access cavity.
The canal orifice was explored by DG-16. The
access cavity was washed with 0.9% normal
saline. The patency of the canal was checked
by the patency file (Dentsply). After
establishing the Glyde path, the working
length was determined as 18 mm. The root
canal was derided up to no 80 k file. During
the use of each instrument, the canal was
irrigated with 2.5% sodium hypochlorite
(NaOCl) and then washed with 0.9% normal
saline. Irrigation activation was done by
gutta-percha pumping, followed by 2.5%
NaOCl, washed with 0.9% normal saline, then
with 17% EDTA for 1 minute, and washed
with 0.9% normal saline.

whole treatment was
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Figure - 1 : Clinical Procedure (Preoperative photograph of the tooth (A), Initial x-ray indicates a sinus tract (B), Gutta percha

D

point was inserted to the root canal to determine the working length (C), Obturation of the root canal (D), Follow-up x-ray (E)

The canal was dried by corresponding 80 no sterile paper
points. Calcium hydroxide paste (Ultracal D) was placed 2mm
short of working length, and the access cavity was closed with
zinc oxide eugenol paste. The patient was recalled after seven
days. Then calcium hydroxide was removed by Hedstrom file
and washed with normal saline. Again, debridement and
irrigation were repeated in the same way. Afterward, the
canal was soaked with 2% chlorhexidine for 2 min. The canal
was dried with sterile paper points. Master cone fit and tug
back were checked. Then the canal was obturated with
corresponding gutta-percha with sealer (sealapex, Kerr) by
lateral condensation technique. The access cavity was restored
with permanent restoration by composite resin, and the
patient was advised for follow-up at 3, 6, 9, and 12 months
intervals.

Discussion

Regarding etiology and incidence

Dr Md Ali Asgor Moral (Professor): Intraoral discharging
sinus is one of the main manifestations of the presence of
infected pulpal tissue due to dental trauma or endodontic
treatment failure. Periapical tissue involvement occurs due to
microbial assumptions, and they are by-products that
infiltrate the peri radicular tissues and activate the host's
immune reaction. Peri radicular lesion is not self-limiting,
although periradicular tissue has defensive action. These
lesions are usually found during routine radiographic
examinations, followed by swelling and discharging sinus.
Periapical lesions are mostly classified as radicular cysts,
dental granulomas, or abscesses. Incidences of radicular cysts
in these lesions have been reported to be in the range of 6-55%.
Moreover, the prevalence of periapical granuloma varies from
9.3 to 87.1%, and periapical abscesses from 28.7 to 70.7%. It
seems that when the radiographic size of the lesion becomes

larger than 200 mm?2, the occurrence of the cysts is more than
92%.4

Regarding treatment procedure

Dr. Das: The large periapical lesion can be treated by
non-surgical endodontic treatment with or without peripheral

ostectomy and extraction of the tooth. Effective
chemo-mechanical preparation minimizes the microbial load
from the pulpal system.> When the lesion has direct
communication with the root canal system, the non-surgical
approach would possess a better outcome, followed by pus
drainage and access cavity preparation.® Therefore, proper
anatomical knowledge and preoperative radiograph are
important factors in achieving desirable outcomes. The
following case report describes nonsurgical management of a
large maxillary cyst-like periapical lesion involving central
incisors.

Various treatment options for large periradicular lesions may
range from root canal therapy to surgical interventions.*”
Adequate cleaning of the root canal system and minimizing
microbial load are essential for achieving the desired outcome.
Previous studies have indicated that nonsurgical RCT should
be done at first which, according to reports, has shown that
42-74% of these lesions healed after RCT.8-11 However, there is
controversy about the differences between the prognosis of
conventional RCT of large and small lesions.”!! Manual
irrigation technique was used by lateral vented irrigation
needle. Ultrasonic irrigation was more effective than manual
irrigation. But the manual irrigation technique was more
convenient. An antibacterial calcium hydroxide-based paste
dressing was placed in this case. It is recommended that
calcium hydroxide paste improve periapical repair and
eliminate  residual = microorganisms  handling  the
inflammation, stimulating calcification, nullifying acidic
products of osteoclasts, and endotoxin neutralization.!?15
Moreover, it has been shown that calcium hydroxide dressing
strongly promotes periapical healing, notably in young
adults.®17 In agreement with these studies, periapical bone
healing occurred three months after endodontic treatment in
this case and continued over the next nine months.
Radiographic evaluations demonstrated bone regeneration
according to increasing density, trabecular reconstruction,
and lamina dura forming. Permanent restoration after
endodontic treatment affects the prognosis and sufficient
coronal restoration should be placed as soon as possible.'81% In
this case, immediately after obturation, composite restorations
on the tooth were placed.
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Regarding invasive nonsurgical treatment

Dr Shuvendu Saha (MS Resident): The number of visits for
RCT is also one of the most controversial topics in
endodontics.”? This case as a two-visit treatment confirms
that two-visit RCT can result in successful healing. The
benefits of less invasive nonsurgical treatment of extensive
periapical lesions include minimum psychological trauma
and are more acceptable for patients. It seems that the
periapical lesion was completely resolved due to rich blood
supply, ample undifferentiated cells, and drainage through
the lymphatic system. Thus, the lesion was rehabilitated to
eliminate the causative factors by endodontic therapy and the
healing potential of periradicular tissues.

Follow-up

In the present case, an extensive periradicular lesion with
discharging sinus was treated with calcium hydroxide
intracanal paste and two-visit root canal therapy. This
confirms that large inflammatory periapical lesions can heal
approvingly by nonsurgical therapy.

References

1. Meng HX. Periodontal abscess. Annals of Periodontology.
1999; 4(1): 79-82.

2. Sousa D, Pinto D, Araujo R, Rego RO, Moreira-Neto ].
Gingival abscess due to an unusual nail-biting habit: a case
report. ] Contemp Dent Pract. 2010;11(2):085-91.

3. Latoo S, Shah AA, Jan SM, Qadir S, Ahmed I, Purra AR,
Malik AH. Radicular cyst. JK Science. 2009; 11(4):187.

4. Moshari A, Vatanpour M, EsnaAshari E, Zakershahrak M,
Jalali Ara A. Nonsurgical management of an extensive
endodontic periapical lesion: A case report. Iran Endod J.
2017;12(1):116-9.

5. Kimmelman BB. Teaching two tooth brushing techniques:
Observations and comparisons. ] Periodontol. 1968; 39(2):
96-100.

6. Eversole LR. Clinical outline of oral pathology: diagnosis
and treatment. USA: PMPH; 2001.

7. Eleazer PD, Eleazer KR. Flare-up rate in pulpally necrotic
molars in one-visit versus two-visit endodontic treatment.
J Endod. 1998;24(9):614-6.

8. Broon NJ, Bortoluzzi EA, Bramante CM. Repair of large
periapical radiolucent lesions of endodontic origin
without surgical treatment. Aust Endod ]. 2007;33(1):
36-41.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

BSMMU ] 2022; 15(2): 138 - 140

Caliskan M. Prognosis of large cyst-like periapical lesions
following nonsurgical root canal treatment: a clinical
review. Int Endod J. 2004;37(6):408-16.

Asgary S, Ehsani S. Endodontic treatment of a large
periradicular lesion: A case report. Iran Endod ].
2008;3(4):134.

Sood N, Maheshwari N, Gothi R, Sood N. Treatment of
Large Periapical Cyst Like Lesion: A Noninvasive
Approach: A Report of Two Cases. Int ] Clin Pediatr Dent.
2015;8(2):133.

Farhad A, Mohammadi Z. Calcium hydroxide: A review.
Int Dent J. 2005;55(5):293-301.

Tronstad L, Andreasen ], Hasselgren G, Kristerson L, Riis
I. pH changes in dental tissues after root canal filling with
calcium hydroxide. ] Endod. 1981;7(1):17-21.

Safavi KE, Nichols FC. Effect of calcium hydroxide on
bacterial lipopolysaccharide. ] Endod. 1993;19(2):76-8.

Seux D, Couble M, Hartmann D, Gauthier J, Magloire H.
Odontoblast-like cytodifferentiation of human dental pulp
cells the presence of a calcium
hydroxide-containing cement. Arch Oral Biol. 1991; 36(2):
117-28.

in vitro in

Caliskan MK, Tiirktiin M. Periapical repair and apical
closure of a pulpless tooth using calcium hydroxide. Oral
Surg Oral Med Oral Pathol Oral Radiol Endod.
1997;84(6):683-7.

Saatchi M. Healing of large periapical lesion: A
non-surgical endodontic treatment approach. Aust Endod
J. 2007;33(3):136-40.

Kayahan MB, Malkondu 0, Canpolat C, Kaptan F, Bayirlt
G, Kazazoglu E. Periapical health related to the type of
coronal restorations and quality of root canal fillings in a
Turkish subpopulation. Oral Surg Oral Med Oral Pathol
Oral RadiolEndod. 2008;105(1):e58-e62.

Siqueira JF, Rocas IN, Alves FR, Campos LC. Periradicular
status related to the quality of coronal restorations and
root canal fillings in a Brazilian population. Oral Surg Oral
Med Oral Pathol Oral Radiol. 2005;100(3):369-74.

Figini L, Lodi G, Gorni F, Gagliani M. Single versus
multiple visits for endodontic treatment of permanent
teeth: a Cochrane systematic review. ] Endod. 2008;
34(9):1041-7.




