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Fig. 2. Panoramic view and periapical view. : Periapical lesion was
observed on Mx.left lateral incisor with Oehler's classification type II1
dens invaginatus.
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Fig. 3. Periapical view. (A) post-operation, endodontic treatment with
Vitapex® was tried only for the invagination, not for the pulp and restored
with glass ionomer cement, (B) after 6 months, (C) after 15 months,
radiopacity of periapical area of upper left lateral incisor increased.

Fig. 4. Panoramic view and periapical view. Periapical lesion and patho-
logic root resorption was observed on Mx.left lateral incisor with Oehler's
classification type III dens invaginatus.



Fig. 5. Periapical view. (A) post-operation, endodontic treatment with
Vitapex® was tried both for the invagination and the pulp, (B) after 9
months, (C) after 2 years, radiopacity of periapical area of upper left later-

al incisor increased.
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Abstract

ENDODONTIC TREATMENT OF A PERIRADICULAR LESION
ON AN INVAGINATED TYPE Il MAXILLARY LATERAL INCISOR

Ki Rim Kim, Jae Ho Lee, Seong Oh Kim, Je Seon Song, Byung Jai Choi, Seung Hye Kim, Hyung Jun Choi
Department of Pediatric Dentistry, College of Dentistry Yonsei University

Dens invaginatus is a developmental anomaly resulting in a deepening or invagination of the enamel organ
into the dental papilla prior to calcification of the dental tissues. The most widely used classification of dens in—
vaginatus is the system described by Oehler categorizes invaginations into three classes as determined by how
far they extend radiographically from the crown into the root. Oehler s classification type III is that the invagi-
nation extends through the root and communicates with the periodontal ligament. There is usually no commu-
nication with the pulp. In Type III lesions, any infection within the invagination can lead to an inflammatory
response within the periodontal tissues giving rise to a ‘peri-invagination periodontitis .

In the cases presented here, we treated two patients who were refered for ‘peri-invagination periodontitis on
maxillary lateral incisor with Oehler s type III invagination by different approaches each, and they have shown
satisfactory outcomes.

Although there are several approaches to the management of dens invaginatus, the most important objective
is to preserve the health of the pulp, which can be achieved by early diagnosis and the prophylactic treatment
regardless of severity. When disease has developed, decision has to be made whether to treat the invagination
and the pulp separately.

Key words : Maxillary lateral incisor, Dens invaginatus, Endodontic treatment, Oehler s classification
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