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CASE REPORT

Hence a diagnosis of non-vital pulp was made, and 
endodontic intervention was suggested. Splints were 
removed after four weeks. Both of maxillary central 
incisors were stable. Soft tissue injuries had healed. 
Teeth were stable, and the patient was completely 
asymptomatic one month postoperatively. 

DISCUSSION

Intrusive luxation is one of the most severe types of 
traumatic dental injuries.7 Intrusion is considered 
to have the poorest prognosis of all dental traumas 
because it significantly damages the periodontal 
ligament (PDL), the pulp, or the alveolar bone.8 

In the management of intrusive luxation, 
extra‑ and intra‑oral lacerations and wounds should 
be cleaned and sutured as appropriate. Systemic 
antibiotic treatment and tetanus boosting may be 
required if external contamination has occurred.10 
The severity of intrusion and treatment method 
used for an intruded permanent tooth, have been 
reported as important predictors of pulp necrosis 
and subsequent tooth survival. The strategy of 
treatment depends on the stage of root develop-
ment, the severity of intrusion, presence of alveolar 
fracture, single or multiple tooth/teeth intrusions, 
and must be focused on the elimination of post-
injury complications.11 The possible treatment 
modalities could be: passive repositioning (PR), to 
allow the tooth to re-erupt. For a long time, it has 
been known that intruded primary teeth usually 
re-erupt spontaneously; this may also take place 
in cases of permanent intruded teeth, especially in 
instances with immature root formation.16,17 Thus, 
conservative management should always be tried as 
one of the treatment options.11

Active repositioning of the tooth including 
immediate surgical repositioning (SR) or ortho-
dontic repositioning using removable or fixed 
appliances (OR).11 The main advantage of surgically 
repositioning approach is that it will remove the 
bacteria contaminated crown surface from its posi-
tion in the socket, the periradicular compression 
areas are released thereby osteoclast activity around 
the tooth may be reduced.16

The repositioning of the tooth using an ortho-
dontic appliance eliminates the trauma elicited by 
surgical repositioning.16 The term spontaneous 
eruption gives a false optimistic impression, as 
tooth movement after injury is unpredictable and 
pathological rather than developmental. Another 
imprecise term is orthodontic repositioning as 
the traction forces used to move intruded incisors 
exceed those of conventional orthodontic treat-
ment and completely intruded teeth do not have 

Figure 3 � Both of maxillary central incisor after replacement and splinting

Figure 4  Occlusion and Orthopantomographic view after nine days follow up

Figure 5  Intraoral appearance of the patient at the four weeks recall visit
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