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Letters to Editor
C‑shaped root canal

Madam,
A successful endodontic treatment very much depends 
on the endodontist’s ability to recognize unusual root 
canal anatomy. Most teeth have shown accessory 
canals, multiple foramina, fins and deltas.

In 1984, Vertucci[1] reported that the clinician must 
treat the tooth by assuming that there is presence 
of accessory root canals unless proven otherwise. 
In 1979, Cooke and Cox[2] first described the term 
C‑shaped root canal. They reported three cases where 
the root canals were like the English capital letter ‘C’, 
in which canals were connected by a continuous slit. 
C‑shaped canals are commonly found in permanent 
mandibular second molars. A  great deal of variations 
can present, especially in the canal configuration of 
the mandibular second molar. Mandibular second 
molars usually have two roots and three root canals 
but variations in the number of roots as well as canal 
morphology are not uncommon. The mandibular 
second molars with C‑shaped root canals vary in their 
configurations and many methods have been used to 
classify such canals.[1]

C‑shaped root canal was classified into three 
categories by Melton (1991) [Table 1].[3]

A C‑shaped canal appears when fusion of either the 
buccal or lingual aspect of the mesial and distal roots 
occurs. This fusion remains irregular and the two roots 
stay connected by an interradicular ribbon.[4] Two or 
three canals may be found in the C‑shaped groove, or 
the C‑shape may be continuous throughout the length 
of the root. The floor of the pulp chamber is deep and 
has an unusual anatomical appearance.[4]The report of 
teeth with C‑shaped canal has drawn the attention of 
dental practitioners, especially endodontists due to the 
lower success rate of root canal therapy. Clearly, the 

root canal anatomy cannot always be predicted, and 
this can be the source of failure. A solid understanding 
of the tooth anatomy including the number and 
course of various root canals represents the basis 
for successful endodontics’ therapy. Zheng, et  al.,[5] 
showed almost equal occurrence of C‑shaped canal 
among different age groups which implies that age 
is not a strong determinant of the occurrence of a 
C‑shaped canal. Melton, et  al.,[3] found that Type  III 
C‑shaped canal has the highest frequency followed 
by Type II and lastly Type I. Melton also commented 
on the large amount of debris in instrumented canal 
space found in histological sections of these teeth, for 
which many authors agree on using ultrasonic files to 
facilitate their removal.

C‑shaped canal appears when fusions of either the 
buccal or lingual aspect of the mesial and distal 
roots occur. These fusions remain irregular, and two 
roots stay connected by an interradicular ribbon.[4] 
C‑shaped root canals may occur among Malaysian 
people especially Chinese racial. There is a very 
high occurrence in Chinese racial  (14.6%) compared 
to that of non‑Chinese racial  (1.04%). Among the 
C‑shaped canal that were found, there are 7 out of 
9  cases or 77.8% in Chinese racial, and this finding 
is consistent with what was reported in a previous 
study by Yang, et  al.,[6] where a high prevalence of 
C‑shaped canal was found in the Chinese population 
in a study conducted in China. Besides, all the teeth 
that possess C‑shaped root canal configurations are 
lower molars. Hence, such an unusual configuration 
of the root canal should be recognized earlier and 
precaution should be taken during management or 
referral to endodontist should be made. It is important 
to be familiar with variations in tooth anatomy and 
characteristic features in various racial groups since 
such knowledge can aid location and negotiation of 
canals, as well as their subsequent management.
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Table 1: Types of C‑shaped root canal[3]

Type Description
I Continuous C‑shaped canal
II Semicolon‑shaped canal, orifice in which dentine 

separates a main C‑shaped canal from one 
mesial distinct canal

III Two (2) or more separate canals
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Status of Oro‑Dental health 
problems and treatment needs 
among urban population of 
South‑West Delhi

Madam,
Oral health is an integral part of general health.[1] 
Two most common oral diseases, dental caries and 
periodontal diseases are strongly age related; exist in 
all population; varying only in severity and prevalence; 
and are irreversible. According to WHO Oral Health 
Report 2003, oral diseases are fourth most expensive 
disease to treat in most industrialized countries.[1] 
Present study was conducted in Raj Nagar part  1 of 
South West Delhi, between Nov. 2005 and Dec. 2006 
to assess the status and pattern of oro‑dental health 
problems and treatment needs among residents of this 
area.

The study population was categorized into 5‑15, 
35‑44 and  >60  years, based WHO Oral Health 

Survey  (4th  Edition), Basic Methods.[2] A total of 
418 subjects were covered  (10% of the eligible 
population). Self made, semi structured interview 
schedule adopted from WHO was used for data 
collection. Individual signed consent was taken before 
data collection and oral examination procedure. For 
quality assurance, investigator had undergone two 
month training in Dept. of oro‑dental surgery of the 
institution.

Out of 418 subjects who were interviewed 214 (51.1%) 
were in 5‑15  years; 141  (33.7%) in 35‑44  years and 
63  (15.2%) in  >60  years age group, respectively. 
Females were 55.9%, illiterate  (78, 18.7%); and 
Hindu were  (406, 97.1%). Majority of study subjects 
were of middle socio‑economic class  (397, 95%) 
and belonged to general category  (219, 52.4%) 
followed by SC  (99, 23.7%); OBC  (82, 19.6%); and 
ST (18, 4.3%) category.

Periodontal disease found to be commonest oro‑dental 
morbidity [Table 1]. Mean number of the sextants per 
person showing calculus and bleeding on touching 
probe were 3.3 and 3.8 respectively, severity of 
which increases with age. Mean number of excluded 
sextants  (sextant without teeth or less than two teeth 
without disease) among 35‑44 and  >60  year were 
0.23 and 2.05, respectively. Edentulousness was 
present in  (2, 1.4%) and  (9, 14.5%) among 35‑44 
and >60 year of age groups.

Mean DMFT  (decayed, missed and filled teeth) 
index was 1.8, 4.81 and 13.4 among 5‑15, 35‑44 
and  >60  years, respectively. It was a decayed 
component 175  (82%) in 5‑15  year and missed 
component 52  (83%) in  >60  years which contribute 
maximum and filled component least. Dental 
fluorosis was present among 207  (49.5%) subjects. 
Enlarged lymph nodes were commonest extra oral 
lesion 107  (25.5%). Commonest mucosal lesion 
was ulceration on buccal mucosa of nutritional 
and traumatic origin. Precancerous condition like 
leukoplakia, lichen planus and Oral sub mucosal 
fibrosis (OSMF) constituted around 15  (3.5%) and it 
was more common in >60 year 7 (11.1%) as compared 
to 35‑44 year 7 (4.9%).

Treatment needs were highest for filling 205  (49.8%) 
followed by preventive care 160  (38.3%) and other 
care. Almost one‑fifth of study subjects of  >35  years 
require extraction of their teeth. Out of 41  (65%) 
in  >60  year who need prosthesis, only 11  (17.4%) 
were using any type of prosthesis.


