
Dental Press Endod. 2012 Oct-Dec;2(4):65-9© 2012 Dental Press Endodontics 66

Healing of an extensive periapical lesion by means of conventional endodontic treatment [ original article ]

Introduction
The radicular cyst currently represents the most 

common odontogenic cysts, this lesion predominates 
in adults between the third and sixth decade of life.1-5 
Also called peripheral cysts, are inflammatory cysts 
of the jaws, formed in the dental apices, with necrotic 
and infected pulps, thus they are considered as direct 
consequences of apical granulomas.3,6 Its etiology 
generally come from the root canal infections caused 
by caries. It is known that the immune-inflammatory 
process is the basis of formation of dental granulo-
mas and radicular cysts.7

The radicular cyst represents a pathological cavity, 
internally coated by epithelium and externally by a 
fibrous that contains, inside a semi-fluid or fluid ma-
terial.8,9 The formation of the radicular cyst has three 
distinct phases: initial phase, the phase of cyst forma-
tion and growth stage. In the first phase the epithelial 
rest of Malassez are continuously proliferate when 
stimulated by chemical mediators released during the 
inflammatory process, forming a epithelial net inside 
the apical granuloma. In the last phase, the existing 
micro cavity characterizes a cystic lesion that may be 
microscopically diagnosed. The cystic growth occurs 
slowly and continuously.5

Radiographically, the radicular cyst presents a pic-
ture which is radiolucent homogeneous density uni-
locular, circumscribed, round, oval, associated with an 
intact root apex, a devitalized tooth with rupture of the 
hard lamina at the apex,10 very familiar to granuloma, 
as a circumscribed peripheral bone rarefaction may 
present a radiopaque line delimiting the lesion.11

According to World Health Organization the ra-
dicular cyst is classified as an inflammatory odon-
togenic cyst and represents a major cause of bone 
destruction of the jaws. Therefore and the frequent 
incidence of these lesions in the clinics that provide 
dental care, researches are developed in this area.12,13 
The recommended treatment for periapical lesions, 
with or without the involvement of periapex, has 
been the root canal treatment. A discussion regarding 
the efficacy of one and two-visit treatment of infected 
root canals has been going on among scientists for 
a long time.14 Currently strong scientific evidence 
indicates regression of cystic lesions after conven-
tional endodontic therapy with periodic changes of 
the medication based on calcium hydroxide with 

or without paramonochlorophenol camphor or 2% 
chlorhexidine gel, with a very high success rate.15-20

The endodontic surgery should only be given 
when the conventional endodontic treatment fails to 
restore the integrity of the peripheral tissue.11,21

case report
The patient, age 49, female, Caucasian, ought den-

tal endodontic referred by a dentist oral maxillofacial, 
who found the presence of a radicular cyst between 
teeth #33 and #34, near the region of the mental fora-
men. The patient complained of pain and mobility in 
the region of tooth #34. Anamnesis was conducted, 
clinical examination, radiographic examination and 
testing of pulp vitality in teeth #33 and #34. Pulp ne-
crosis and mobility was observed only on tooth 34. In 
peripheral radiograph (Fig 1), the panoramic (Fig 2) 
and tomography (Fig 3), observed the presence of ra-
diolucent, unilocular, located in the anterior mandible 
between the elements #33 and #34. By the clinical 
and radiographic characteristic, the hypothetical di-
agnosis was inflammatory peripheral cyst associated 
with the first pre-molar, tooth #34. The necropulpec-
tomy endodontic treatment was performed using the 
crown-apex technique. The channel was modeled ir-
rigated with solution sodium hypochlorite 1%, the in-
strument memory was #45 K-file. After biomechanical 
preparation complete was used as canal dressing cal-
cium hydroxide paste, made with calcium hydroxide 
pro-analysis and propylene glycol. The dressing with 
calcium hydroxide paste was renewed on a monthly 
basis for 10 months. The coronal sealing was carried 
out with light-curing glass ionomer cement type IV 
(Vitremer, 3M ESPE, U.S.A). After 10 months through 
periapical radiographs was observed significant re-
gression of lesions with significant new bone forma-
tion and no symptoms in the patient and performed 
the root canal filling using thermoplastic technique us-
ing gutta-percha cones and Endofill cement with the 
help of a thermo compactor 60 (Mc Spadden), after a 
week was made final restoration of the tooth 34 with 
composite resin (Filtek- 3M ESPE- U.S.A).

results
After one year of conventional endodontic treat-

ment the patients without signs of recurrence, the 
endodontic treatment provided a favorable clinical and 
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Figure 1. Periapical radiograph showing exten-

sive periapical lesion of endodontic origin, sug-

gestive of periapical cyst between teeth #33 

and #34.

Figure 2. Panoramic radiograph showing ex-

tensive periapical lesion of endodontic origin, 

suggestive of periapical cyst between teeth 

#33 and #4.

Figure 4. Periapical radiograph after 1 year of endodontic obturation of 

the tooth #34. Note advanced repair in the periapical region between 

teeth #33 and #34.

Figure 5. Panoramic radiograph after 1 year root canal illing of the 

tooth #34. Note advanced repair in the periapical region between teeth 

#33 and #34.

Figure 3. Cone beam volumetric tomography 

with shooting in small volumes the jaw teeth 

#33 to #36.

periapical (Fig 4) and panoramic radiographic (Fig 5), 
without pain symptoms with the signs of regression of 
lesions, no need for additional surgery in the periapical 
region. The case remains being accompanied.

discussion
In this case was observed a significant regression 

of a cystic lesion associated with tooth #34 after con-
ventional endodontic treatment associated with the 
medication a paste of calcium hydroxide monthly re-
newed for 10 months.

The results of this study is in agreement with other 
studies22-28 which observed regression of non-surgical 
radicular cysts after conventional endodontic treat-
ment, allowing tissue reactions and immunological 
and inflammatory nature, consistent with the repair. 

Was inferred that the endodontic treatment non-
surgical can be successfully implemented in a high 
percentage of cases of radicular cysts and that its 
success doesn’t depend on the nature of the lesion, 
but appears to be influenced by individual variations 
of host ’t immune response.22 Proper preparation of 
biomechanics followed by calcium hydroxide medi-
cation periodically renewed represents a nonsurgical 
approach to resolve extensive inflammatory periph-
eral lesions.28 The regression of the cystic lesion with 
conservative treatment (based on successive changes 
of dressings Ca(OH)

2
 basic, could occur due to col-

lagen deposition generated by the healing process. 
Such a deposit would compress the capillaries in-
volved in nutrition of the epithelial cystic line, which 
is degenerate being phagocytized by macrophages.29



Dental Press Endod. 2012 Oct-Dec;2(4):65-9© 2012 Dental Press Endodontics 68

Healing of an extensive periapical lesion by means of conventional endodontic treatment [ original article ]

It has been shown that treatment with calcium hy-
droxide as an intracanal dressing in the presence of 
large and chronic peripheral lesions can create and 
environment more conducive to healing and start 
bone repair. Calcium hydroxide is an effective intra-
canal antibacterial agent because of its high pH 12.5, 
with bactericidal and bacteriostatic.20

In the literature, some authors believe that direct 
contact with calcium hydroxide to the peripheral 
tissue benefits the osteoinduction, others have sug-
gested that calcium hydroxide in the apical region 
has anti-inflammatory activity of neutralizing acidic 
products, stimulates alkaline phosphatase and also 
has antibacterial action.30 The bacterial activity of 
various pastes of calcium hydroxide was confirmed 
with different vehicle.28

The success rate of endodontic treatment has in-
creased significantly, explained fact by the develop-
ment of techniques and instruments used for model-
ing and root canal filling and also related to pathol-
ogy installed.31-34

In this clinical case, as in other studies, because it is 
an extensive peripheral lesion, in a region close to the 
mental foramen with clinical and radiographic charac-
teristics, suggestive of periapical cyst, Panoramic, peri-
apical and tomography radiographs were performed. 
Although the panoramic radiographs and periapical 
acceptable reproduce details in the mesiodistal, the 
observation in the bucco-lingual is inadequate, being 
important a tomography that provides three-dimen-
sional visualization of pathologic lesions and their re-
lationship to important anatomic structures.35

conclusions
After one year of conventional endodontic treat-

ment the patient is without signs of recurrence, the 
endodontic treatment provided a favorable clinical 
and radiographic response, without pain symptoms, 
with evidence of regression of the lesion, with sig-
nificant bone formation without the necessity for ad-
ditional surgical in the periapical region. The case is 
being accompanied.
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