








4-14% children in the USA will have 
dental trauma.



1/3 injuries 
in primary 
dentition

Luxation 
(More 

common)

Males more 
frequent 

than females

Epidemiology
Children 5 years of age



20 al 30% will 
suffer dental 

trauma

Uncomplicated 
crown fracture 

(More common)

Males more 
frequent than 

females

Epidemiology
Adolescents 12 years of age



More common 
lesions in 

permanent teeth

Falls Traffic accidents Violent acts Sports



Crown 
infraction

Uncomplicated 
crown fracture

Complicated 
crown fracture

Uncomplicated 
crown-root 

fracture

Complicated 
crown-root 

fracture

Root Fracture

Concussion Subluxation
Intrusive 
luxation



Traumatic injuries classification

Concussion Subluxation Intrusion Extrusion

Lateral 
luxation

Avulsion
Crown 

fracture
Crown-root

fracture

Root
fracture

Bone 
fracture











Concussion

• Less severe

• No displacement or 
mobility

• Tooth is sore

• No  radiographic changes

• Check sensibility at 2 weeks 
and follow up 8, 12 weeks, 
6 y 12  months



Subluxation

• Tooth is sore to the touch, mobility +1 
with out displacement.

• Hemorrage in the gingival sulcus

• No  radiographic changes

• Injury to the tissue?

• Check sensibility at 2 weeks and 
follow up 8, 12 weeks, 6 y 12  months

• Remove splint (if it was necessary) in 
two weeks.



Lateral Luxation

• Root displacement . Tooth was 
trapped inside the alveolus.

• No sensitivity to percussion 
and no mobility.

• Alveolar bone fx
• Percussion test sounds 

metallic.
• PDL space enlarged
• Treatment reposition and 

flexible splint placement for  4 
weeks.

• Check sensibility at 2 weeks 
and follow up 8, 12 weeks, 6 y 
12  months  up to 5 years.



Extrusive Luxation

▪Elongated tooth

▪ Mobility class l,  II  or more

▪ Radiographically the PDL space is 
enlarged

▪Manual reposition 

▪Flexible splint MANDATORY for 

two weeks if bone fx, then 4w.

▪Check pulp sensibility (BL) then  at 2 
weeks and follow up 8, 12 weeks, 6 y 
12  months  up to 5 years.



Intrusive Luxation

▪ Most severe of the luxations.***

▪ Tooth seems to be shorter: Tooth is 
displaced inside to bone

▪ Alveolar destruction

▪ Pulpal Necrosis in mature 
teeth.***
▪ No sensibility to percussion or mobility

▪ Radiographic images are not very 
conclusive.

▪ Treatment: If immature tooth, allow 
spontaneous eruption.  If less than 
3mm in mature root, allow 
spontaneous eruption. 4-7 mm try 
ortho extrusion more than 7mm 
surgical extrusion. Reposition and 
splint.

▪ RCT will be necessary in the majority 
of the cases two weeks later(mature 
teeth)



Uncomplicated crown fracture
No pulp exposure(only enamel and dentin)

IF VITAL, NO ROOT CANAL IS NECESSARY

ONLY BAND-AID OR FINAL RESTORATION

RECALL VISIT 6-8 WEEKS AND 12 MONTHS





Complicated crown fracture(pulp exposure)

TREATMENT:

- Direct pulp cap

- Pulpotomy partial or total

- Root canal therapy if  mature tooth



















Horizontal Root Fracture

The horizontal FX is often easily 
visualized on the radiograph

Tends to be Readily Apparent –
especially after separation

Seldom if ever occurs on 
posterior teeth.

XS Mobility also a good clue

Is this salvageable?



HRF Treatment Decisions: Multifactorial

- Level of FX

- Restorability

- Periodontal Health

- Vitality of Pulp

- Stage of Root Development

Treatment Options are determined on a Case by Case Basis

Option Selection &

Prognosis with HRF depends upon:



HRF Treatment Decisions: Multifactorial

Time since injury

Age of  patient

Cooperation of  patient

Availability for follow-up

Approximation opportunities

Stabilization options

Treatment Options are determined on a Case by Case Basis

Option Selection &

Prognosis with HRF depends upon:



Healing by
calcification

Healing with  
interproximal 

connective tissue

Healing with  
interproximal 

connective 
tissue and bone

No healing. 
Presence of

inflammatory tissue



Avulsion

Tooth is knocked 
completely out of 

mouth

Viability of the PDL 
must be preserved for 

success

Extra-oral dry time is 
CRITICAL 15-30 

minutes for survival of 
PDL***

Must be replaced in 
socket immediately or 
ASAP (15-20”) in order 

to..



Replant?

TX is aimed at minimizing the inflammation from the two main
consequences of avulsion:         

1. attachment damage

2.  pulpal necrosis & infection that usually results 

The SINGLE most important factor in achieving a favorable outcome is the 
SPEED at which a clean tooth is properly replanted (viable PDL) 15”

Keeping the attached PDL moist is paramount*



First Aid Instructions



First Aid Instructions

Be PROACTIVE: Provide instructions & transport media to area 

schools and sports facilities – Practice Builder*

http://www.thejcdp.com/issue028/al_nazhan/02al_nazhan.htm

If not, transport in appropriate medium:

J of Contemporary dental practice











Lateral Luxation





What is a flexible splint?

-Allows physiologic movement of the 

teeth in order to minimize ankylosis

-In the past, .020 gauge ortho wire 
bonded to tooth for 1-2 weeks unless 
alveolar FX had occurred. Then 4-6 
wks

OR: 4-6# fishing line bonded to teeth

Alternately, titanium trauma splint 
(TTS) is recommended *

Von- Arx



EDUCATION
• Our professional responsibility 

includes educating our patients 
and the community  regarding 
the dangers of trauma as well 
as appropriate preventive 
measures such as mouth 
guards and therapeutic  
opportunities:

– Talk to school nurses

– Coaches

– Youth groups, Scouts, etc. 



Tooth Resorption -
Diagnosis and Management





Dent Traumatol  2022; 38: 267-285Dent Traumatol  2022; 38: 253-266



Classification of Tooth Resorption

◆ At least 16 different classifications have been 

published in the dental literature

◼ From 1970  - 2018

◆ These classifications have been based on:

◼ Aetiology

◼ Combined aetiology and trauma

◼ Location and type of resorption

◼ Trauma  (as the only aetiology)

◆ The inconsistencies in terminology have led to 

confusion within the profession

Dent Traumatol  

2022; 38: 267-285



Classification of Tooth Resorption

Internal

1. Surface

2. Inflammatory

3. Replacement

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic

(Infection-related)

(Ankylosis-related)

(Cervical)

(Surface)

11!
(Internal)

Dent Traumatol  

2022; 38: 267-285



Tooth Resorption

Internal

1. Surface

2. Inflammatory

3. Replacement



Dent Traumatol  

2022; 38: 253-266

5 different terms

7 different terms

5 different terms

8 different terms

3 different terms

3 different terms

External Surface Resorption

External Inflammatory Resorption

External Replacement Resorption

External Cervical Resorption

Internal Inflammatory Resorption

Transient Apical Breakdown

Others



Internal Surface Resorption

Features

◆ Minor areas of resorption of the root canal wall

◆ Possibly self-limiting if the irritant is removed

◆ ?? precursor to internal inflammatory resorption

◆ Possible causes:

? Trauma

? Caries  - Necrosis + infection of coronal pulp

? External bleaching / whitening

◼ BUT  - unknown in most cases

3 days

15 days

Seale et al  -

J Dent Res  1981

From:  Patel et al  -

J Endod   2010; 36: 1107-21



Tooth Resorption

Internal

1. Surface

2. Inflammatory

3. Replacement



Internal Inflammatory Resorption

Features

◆ Oval-shaped radiolucent increase of the pulp space

◼ Can occur anywhere along the root canal 

◼ Clastic cells resorb dentine towards the periphery

◼ Shape can vary  - not always oval

◆ Possible causes:

? Trauma

? Caries  ➔ Necrosis + infection of coronal pulp

◼ Unknown in some cases



Interesting Observation

◆ All of these cases had caries and/or restorations breaking down

◆ No history of trauma (and trauma is unlikely) in these cases 

Internal Inflammatory Resorption



Internal Inflammatory Resorption

Features

◆ Coronal to the resorption area

◼ Necrotic and infected pulp tissue

◆ In the resorption site

◼ Pulp changes to granulation tissue 

➔ Similar to “apical periodontitis” 

but occurring within the tooth root

◆ Apical to the resorption area

◼ Pulp is inflamed 

➔ i.e.  Chronic Irreversible Pulpitis



Internal Inflammatory Resorption

Features

◆ Over time:

◼ The apical part of the pulp will necrose as the 

bacterial front moves apically

◼ Then the entire canal becomes pulpless & infected

◼ And the resorption is no longer active

◼ Chronic apical periodontitis develops

➔ Eventually will become secondary 

acute apical periodontitis

 i.e.  Symptoms!



Internal Inflammatory Resorption

1. Active Phase

2. Inactive Phase

Necrotic & infected 

pulp tissue

Granulation tissue 

with clastic cells

Irreversible pulpitis

Pulpless & Infected 

Root Canal System

Apical Periodontitis 

or Abscess 

(Acute or Chronic)

Caries, crack, fracture, 

restoration breakdown



Internal Inflammatory Resorption

Clinical Findings

◆ No symptoms and no clinical signs

◆ Until the 2° acute apical periodontitis stage

◼ i.e.  Resorption no longer active

Diagnosis

◆ Based on:

◼ Pulp sensibility tests

➔ No responses

◼ Percussion

➔ May be tender or different

◼ Radiographs

➔ Increase in pulp space  - varying shape



Internal Inflammatory Resorption

Management

◆ Root canal treatment

◆ Ca(OH)2 dressings

◆ Thermoplastic gutta percha technique



Tooth Resorption

Internal

1. Surface

2. Inflammatory

3. Replacement



Features

◆ Irregular enlargement of pulp space

◼ A rare condition

◆ Pulp and dentine replaced by bone

◼ Eventually entire root replaced by bone

◆ No symptoms

◆ No clinical signs

Internal Replacement Resorption

3 years earlier



Internal Replacement Resorption

Diagnosis

◆ Usually an incidental finding

◆ Based on:

◼ Radiographs

◼ Percussion

Management

◆ Monitor 

◼ Radiograph every 2-4 years

◆ Extraction likely  - eventually
Review:  2 years



External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic

Tooth Resorption



External Surface Resorption

Features

◆ Small areas of resorption of 

cementum 

◼ May extend slightly into dentine

Cause

◆ Localized injury to cementum

and the periodontal ligament



External Surface Resorption

Clinical Findings

◆ No symptoms

◆ No clinical signs

Diagnosis

◆ Cannot diagnose clinically

◆ Can not see it radiographically

➔ Hence no management required



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic



External Inflammatory Resorption

Features

 Dentinal tubules exposed by external root 

surface damage or by surface resorption

 PLUS: bacteria in the root canal

Radiographically

◼ Loss of external tooth substance   

PLUS

◼ Radiolucency in the adjacent bone



Mechanism

◆ Bacteria and/or their endotoxins diffuse 

through dentine and cause inflm in the PDL 

◆ Clastic cells become activated

◼ Resorb tooth and bone

Typical occurrence

◆ After trauma - e.g.  luxation, avulsion 

- begins within 2-3 weeks

◆ With long-standing infected root canals

External Inflammatory Resorption





PREVENTIVE MANAGEMENT

Reduce chances of external inflammatory resorption developing



External 
infection-

related 
resorption

• Preventive management



INTERCEPTIVE MANAGEMENT

Teeth where external inflammatory resorption is 
already occurring.



External 
infection-

related 
resorption

• Interceptive approach



External Inflammatory Resorption

Apical Lateral

TWO types



External Inflammatory Resorption

Features

◆ Long-standing infected root canal system

◼ May be a pulpless, infected root canal system

◼ Or may be a root-filled & infected root canal system

◆ Symptoms and signs depend on the periapical condition

◼ Chronic apical periodontitis

➔ No pain or occasional mild symptoms

◼ Chronic apical abscess

➔ Draining sinus, no pain or occasional mild symptoms

◼ Secondary acute apical periodontitis / abscess

➔ Aching, pain to biting or light touch, tender to percussion, etc.

Apical



External Inflammatory Resorption

Features

◆ History of trauma

◼ With damage to the tooth root and PDL
➔ e.g. lateral luxation, extrusion, intrusion, avulsion

◆ Symptoms

◼ May be symptoms if acute apical periodontitis / abscess

◆ Clinical signs

◼ Typical signs of an infected root canal system

◼ Depends on the apical periodontitis / abscess stage

Lateral



External Inflammatory Resorption

Diagnosis

◆ Pulp sensibility tests

◼ No responses

◆ Percussion

◼ May be tender or “different”

◆ Radiographs

◼ Loss of external tooth substance   

PLUS

◼ Radiolucency in the adjacent bone

LateralApical +



PREVENTIVE MANAGEMENT

Reduce chances of external inflammatory resorption developing



Systemic antibiotics

Immediately after replantation, 

repositioning or stabilization

Finish RCT and place patient on 

recall visits up to 5 years



Systemic antibiotics

Immediately after replantation, 

repositioning or stabilization

Start revascularization or 
apexification and place patient on 

recall visits up to 5 years



1 week

Tooth 8:  Avulsed
⚫ Replanted within 5 minutes
⚫ Flexible splint
⚫ Immediate Endodontics 

– Ledermix
⚫ Systemic Doxycycline 

– 1 week

3 years 5 years



INTERCEPTIVE MANAGEMENT

Teeth where external inflammatory resorption is 
already occurring.



Start root canal therapy. Place 
CR/AB intracanal paste. 

Replace the CR/AB paste after 6 
weeks.  Place Ca(OH)2 6-9 months 

Finish RCT and place patient on 

recall visits up to 5 years



Two differences to the Preventive Management approach:

1. Systemic antibiotics are NOT indicated and they will 

not stop the inflammatory resorption
◼ Only prescribe if the patient presents with an acute apical abscess 

with systemic signs, or if facial cellulitis / spreading infection

2. Long-term Ca(OH)2 intracanal dressings WILL BE required to 

stimulate hard tissue repair 

◼ Since hard tissue (bone, cementum, dentine) has been lost

➔ e.g. may be an open apical foramen

Interceptive Management

External Inflammatory Resorption



Strategies to Minimize the 
Consequences of Trauma 

to the Teeth

Abbott PV, 
Castro Salgado J.

J Oral Health & Dental Management

2014; 13: 229-42.

Prevention and Management 
of External Inflammatory 

Resorption following Trauma 
to Teeth

Abbott PV. 

Aust Dent J

2016; 61 (1 Suppl): 82-94. 



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic



◆ Loss of tooth structure from root

◆ Root is replaced by bone
 Also have ankylosis - since loss of PDL

⚫ Caused by damage to the root surface and PDL

➔ Especially drying / death of PDL cells

External Replacement Resorption



Ankylosis

◆ Loss of the periodontal ligament

⚫ “Fusion” of bone & root

➔ Can occur  WITHOUT any resorption

➔ Can occur after ALL forms of resorption

⚫ Depends on the healing response

◆ Ankylosis will be FOLLOWED BY

external replacement resorption



External Replacement Resorption

Two Types

 Transient
 Not commonly seen

◼ Minor areas of damage

◼ Later disappear  - normal PDL forms

 Progressive
 The most common type

◼ Associated with drying time or removal of the 

PDL 

◼ Gradually involves the whole root



External Replacement Resorption

Features

◆ History

◼ Trauma with damage to the tooth root and PDL

➔ Especially  - intrusion and avulsion

◆ Symptoms

◼ Usually no symptoms

◼ May be symptoms if also an infected root canal 

system and acute apical periodontitis

◆ Radiographic

◼ Bone replacing the lost tooth structure



External Replacement Resorption

Diagnosis

◆ Clinical signs:

◼ Appearance

➔ Some teeth may appear to be “submerging”

◼ Percussion

➔ Different sound  - dull

➔ Not tender

◼ Mobility

➔ Decreased, or not mobile at all

◼ Pulp sensibility tests

➔ Often no responses - as usually also an 

infected root canal system

 Due to the injury 

(not due to the replacement resorption)



External Replacement Resorption

Management

 Transient

◼ No treatment needed

◼ Monitor

➔ Can only retrospectively diagnosis this type 

of resorption when it heals

 Progressive

◼ No treatment will arrest this resorption

◼ Monitor

➔ Regular radiographs and clinical follow-up

◼ Extraction needed  - eventually



External Replacement Resorption

Management

◆ Prevention is the best form of management!

◆ Factors that lead to Ext. Replacement Resorption:

◼ Extra-alveolar time

➔ Keep as short as possible

◼ Storage conditions

➔ Milk, saliva, save a tooth- OK

➔ NOT water  and NOT dry

◼ Damage during injury and repositioning

➔ Avoid mechanical damage  

◼ Splinting

➔ Flexible splint preferred (i.e. Not rigid)   

◼ Endodontic treatment

➔ Avoid toxic materials; use CS-AB’s 



External Replacement Resorption

Management

◆ Endodontic treatment can  NOT arrest or treat 

external replacement resorption 

◼ Since this resorption is due to damage to the PDL 

and root surface

◼ i.e.  It is NOT due to pulp disease

◆ Only do endodontic treatment to prevent or treat 

external INFLAMMATORY resorption

◼ Some added benefits from using intracanal 

medicaments that inhibit clastic cells

➔ Corticosteroid / Antibiotic paste 



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic





GS Heithersay

Quintessence International 1999; 30

Pages: A. 27-37 B. 83-95   C. 96-110

A.  Clinical, radiologic and histopathologic features

B.  Potential predisposing factors

C.  Treatment with TCA, curettage and restoration

External Invasive Resorption

ALSO:  Endodontic Topics 2004; 7: 73-92



External Invasive Resorption

➔ Fibro-vascular tissue

 Dentine protects pulp

 Fibro-vascular tissue + 

ectopic calcifications

➔ Extensions into PDL & 

further into root

 Fibro-osseous tissue

➔ Ging. communication 

and inflammation

Heithersay 1999

*

*

*





External Invasive Resorption

Class 1 Class 2 Class 3 Class 4

Heithersay 1999



External cervical resorption: a three-dimensional classification

Patel et al.  - Int Endod J 2018;51:206-214

◆ For use with CBCT scans  - based on 3 aspects:

Height
Circumferential 

Spread

Proximity to the 

Root Canal

1. At the CE-J or coronal to 

crestal bone (supra-crestal)

2. Extends into the coronal 

third of the root (sub-crestal)

3. Extends into the middle third 

of the root

4. Extends into the apical third 

of the root

A. Less than 90º

B. 90º - 180º

C. 180º - 270º

D. More than 270º

d. Confined to 

dentine

p. Probable pulp 

involvement



External Invasive Resorption

Often Referred 

as “Caries”
Often Referred as 

“Internal Resorption”

Abbott PV. 

J Endod  

1994; 20: 93-96. 

36% referred as 
“internal resorption”



External Invasive Resorption

“PINK TEETH” - are most likely due to external invasive resorption

- i.e. NOT internal inflammatory resorption

- Since internal inflammatory resorption needs necrotic & infected 

pulp tissue coronal to the resorbing area to stimulate the resorption

- But there is insufficient space for this in the crown of the tooth



External Invasive Resorption

Features
◆ History 

◼ Patient may have noticed some pink discolouration

◼ Defect may have been found during a scale and clean

◼ May have been an incidental finding on a radiograph

◼ May or may not have potential predisposing factors

➔ e.g.  Orthodontic treatment, trauma, bleaching, RCT, 

restoration, surgery, periodontal disease, etc.  

◆ Symptoms

◼ Usually asymptomatic  

◼ May be symptoms if the tooth also has pulpitis

➔ Reversible or irreversible  - acute or chronic

◼ Or may be symptoms if the tooth also an infected root canal 

system and acute apical periodontitis



External Invasive Resorption

Diagnosis
◆ Clinical signs

◼ May be no clinical signs

◼ Periodontal probing

➔ May be bleeding

➔ May or may not be able to probe the resorptive defect

◼ Percussion

➔ Not tender;  May be a different sound  - if ankylosis

◼ Mobility

➔ Decreased  - if ankylosis

◼ Pulp sensibility tests

➔ Depends on pulp status  - normal, pulpitis, pulpless/infected

◼ Tooth may appear to be “submerging”

➔ If also ankylosis present



External Invasive Resorption

Diagnosis
◆ Radiographs

◼ Loss of tooth structure with external origin

➔ A wide variety of radiographic appearances

➔ Usually quite diffuse area of tooth loss

➔ Appearance depends on stage and extent of resorption

 Mainly radiolucent  - varying shapes and sizes

 May be radiopacities within the radiolucency

➢ Especially in the more advanced cases 

➔ Tube shift views can help to localize the defect

➔ 3D scanning can also help

 Location, extent / size, proximity to the pulp, etc.



External Invasive Resorption

Management  - Classes 1, 2, 3

◆ Cauterise  - with trichloroacetic acid (90%)

◼ Kills clastic cells

◼ Haemostasis

◼ Helps visualisation

◆ Curette the resorption cavity

◆ Restore with glass ionomer cement

◼ Later may need more comprehensive restoration

Heithersay 1999

1

3

2



External Invasive Resorption

Management  - Class 3

Some cases may also require:

◼ Root canal treatment

➔ When pulp exposed during curettage 

➔ For an internal approach to the resorptive area

 Advantageous to preserve the interdental papilla

➔ When needed to restore the tooth (e.g. with a post)

◼ Orthodontic extrusion

➔ When required to expose / restore margins

Heithersay 1999

3



External Invasive Resorption

Management  - Class 4

◼ Leave & observe

➔ If not causing any symptoms

➔ If no concurrent pulp disease

➔ If no periodontal problems

◆ Extraction eventually required

 But may survive for a long time!

4



External Invasive Resorption

Management  - Class 4

◼ But advise the patient of the potential problems that 

may develop  - such as:

➔ Pulpitis / Pulp Necrosis / Apical Periodontitis

➔ Periodontal Pocketing / Abscess

➔ Root Fracture  - transverse / horizontal

➔ Ankylosis

4



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic



Features

? Due to forces applied during orthodontic treatment

◆ Shortened tooth root with rounded or blunt apex 

◆ More common & more severe in upper incisors 

◆ NOT related to the pulp or the PDL

Orthodontic Resorption



Orthodontic Resorption

Diagnosis

◆ History of orthodontic treatment
◼ Or currently undergoing treatment

◆ Symptoms  - asymptomatic

◆ Clinical signs  - Usually not present

◼ May have increased mobility if resorption severe

➔ Roots very short

◼ Pulp sensibility tests

➔ Normal  - unless concurrent pulp disease

◆ Radiographs

◼ Shortened root with rounded or blunt apex



Orthodontic Resorption

Management

◆ Cease orthodontics
◼ But this may not be possible!

➔ Occlusion and teeth may be unstable

◼ Consider an “orthodontic holiday”

◆ Monitor radiographically

◆ Good oral hygiene to avoid periodontal disease

◆ Advise to use a mouthguard for sports



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic



Features

◆ Associated with:

◼ Impacted teeth, or 

◼ Other pathosis  - such as cysts or tumours

◆ Resorption caused by pressure on the tooth root 

◆ PDL and pulp are normal (unless concurrent disease)

Pressure Resorption



Pressure Resorption



Pressure Resorption

Diagnosis

◆ History

◼ Usually asymptomatic

◆ Symptoms

◼ Often not present 

◼ But depends on cause

➔ e.g. impacted tooth, cyst, tumour, etc.

◆ Clinical signs

◼ Varies  - may be NIL

◼ Depends on cause

➔ e.g. impacted tooth, cyst, tumour, etc.



Pressure Resorption

Diagnosis

◆ Radiographs

◼ Loss of tooth structure

➔ Associated with an impacted tooth, or a 

cyst, tumour, etc.

◆ Mobility

◼ May be increased if resorption advanced

◆ Pulp sensibility tests

◼ Normal  - unless concurrent disease



Pressure Resorption

Management

 If caused by a cyst or tumour  -

➢ Curette the lesion (and biopsy to confirm diagnosis!!)

➢ May also need to extract the resorbing tooth

➢ Sometimes - elective RCT prior to removing lesion

➔ If the neurovascular bundle is likely to be severed

 If caused by an impacted tooth  -

➢ Extract the impacted tooth

➢ OR: Extract the resorbing tooth

➢ OR:  Extract both the resorbing & the impacted teeth

➢ OR: Orthodontically reposition the impacted tooth

◆ If the resorbing tooth is NOT extracted:

➢ Watch & reassess - esp. the pulp status



Pressure Resorption

July 2022
5 months post-surgery

December 2021

Adenomatoid 

Odontogenic 

Tumour

February 2022



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic



Features

◆ Resorption of primary teeth during exfoliation

◆ Occurs with or without permanent successor present

◼ But rate may be very slow if no successor

Physiological Resorption



Physiological Resorption

Diagnosis

◆ History / Presentation

◼ Age, dental development, etc.

◆ Mobility

◼ May be increased if resorption advanced

◆ Radiographs

◼ Primary tooth 

◼ Loss of apical root structure



Physiological Resorption

Management

◆ Usually no treatment required 

◆ OR  Extract:

◼ If affecting eruption of the permanent tooth

◼ If pulpitis

◼ If infected root canal system



Tooth Resorption

External

1. Surface

2. Inflammatory

3. Replacement

4. Invasive

5. Orthodontic

6. Pressure

7. Physiological

8. Idiopathic



Idiopathic Root Resorption

Features

◆ External resorption of numerous teeth

◼ Causes and mechanisms are unknown

➔ Apical resorption creating short roots

 Usually no symptoms and no clinical signs

 Only seen radiographically  – usually an incidental finding

Diagnosis

◆ History / Presentation

◆ Radiographs

◼ Loss of apical root structure

➔ Noted with sequential follow-up radiographs



Idiopathic Root Resorption

1st examination

18 months later

- NO treatment



Idiopathic Root Resorption

Management

◆ History & blood tests

➔ To check for possible systemic causes

◆ Monitor rate of resorption  - regular radiographs

◆ Good oral hygiene to avoid periodontal disease

◆ Advise to use a mouthguard for sports

◆ May eventually need extractions ± prostheses 









Rebeca Weisleder D.D.S, MEd
Clinical Professor and Chair
Department of Endodontics

University of Missouri Kansas City
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