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Endodontic surgery has now evolved into [ Biopsy ] [ Root
endodontic microsurgery. By using state-of-the-art

equipment, instruments and materials that match
biological concepts with clinical practice,
microsurgical approaches produce predictable
outcomes inthe healing of lesions of endodontic
origin.
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OBJECTIVE How Much Should be Resected?

* To establish a definitive diagnosis for a histologic
evaluation by oral pathologist

TECHNIQUE o
* 10% neutral buffered formalin or alcohol i
[ Curettage ]
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* Strip the tissue from its bone attachment, with Periapical Pathology
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When there is resistance to lesion tissue removal [ Aplcoeclom\(.o
 Granulation tissue is firmly attached to the : Rl .‘..
lingual aspect of the root surface: widening the OBJECTIVE ol ‘..',
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osseous window

* The lesion tissue has perforated the lingual plate
of bone: Allison forceps or Kramer-Nevins,
scalpel blade

* the area to be re anesthetized in such cases

* To expose tr
sectioning
beveling it
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must be extended beyond what would be : "I RIS RN bevells
i e 45 degree surgica associated with more exposed
considered the normal range. a4 . 0 dentinal tubules
Lindemann burs \J | ! . on the cut root surface

e Microexcavators
e Methylene blue dye

long axis of the root.
* Root resection should be done at a midrange
magnification (e.g., x10). _ |
Granulation tissue is removed to the extent * The bevel angle of root resection should be e under a high magnification of the microscope (x16-26).

where the root apex is clearly identified. shallow,from 0 to 10 degrees. od MM canal and unprepared isthmus;
0) vertical root fracture;
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. Gilheany PA, Figdor D, Tyas |

Informing - Represenling - Serving

Ultrasonic Root-end Preparation

a Class | cavity at least 3 mm into
root dentine after the apical root
tip of 3 mm is resected, with walls
parallel to and within the
anatomic outline of the root canal

Clinical presentation o
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