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The purpose of the lesson:
To introduce main signs of specific inflammatory processes in: the maxillofacial area (TB, aktynomycosis, syphilis etc), principles of differential diagnostics and main tasks of oral surgeon in detecting these disorders.
The plan of the lesson:
1. Definition of the concept specific infectious processes.
2. Aktynomycosis - its clinic, classification, diagnostics and treatment

3. TB and its manifestations in the maxillofacial area. Syphilis and its manifestations in the maxillofacial area.

4. Brief characteristics of other specific processes of the maxillofacial area.

Specific inflammatory process is regarded as an inflammatory' process which origin and development are caused by typical microorganisms determining these features. Specific inflammatory processes in the maxillofacial area account up to 6 % of all inflammatory diseases. It is first of all aktynomycosis, being the commonest among all the processes of this group. Further in descending order come TB, syphilis and other venereal disorders, leprosy and AIDS.

Statistic data of these disorders vary greatly as time passes, depending upon the type of human activity, social and ecologic conditions, level of culture etc.

Aktynomycosis in human was first observed and described in the middle I9th century (Langenbeck — 1895 h Israel - 1878), but its pathogenicity in the oral cavity was first proven only in 1925 (Naslund). The most extensive investigations were done by Suteev, Berdygan, in maxillofacial surgery — T.G. Robustova (as long as 40 years).

Aktynomycosis is caused by aktynomycetes - fungi living in animals, plants and humans. There are two forms - aerobic, usually non pathogenic and anaerobic, according to most authors, pathogenic.

Commonly aktynomycetes are localized in carious cavities, necrotic pulp, paradental sockets and other chronic lesions - tonsils, mucosa of sinuses etc.

Rarely is aktynomycosis a primary process. As a rule, it develops against the background of decreased systemic and local responsiveness, immunodeficiency, concomitant chronic processes. It usually spreads from the primary focus by three ways: contact, lymphogenic and hematogenic.

The process usually develops according to chronic or subacute type of hypergic inflammation. Formation of specific granuloma surrounded by polynuclears, lymphocytes, giant cells is typical. The granuloma can drain spontaneously discharging pus with druses (bodies of aktynomycetes). The skin in this area is hyperemic up to cyanosis, densed up to woody density. Typical for an earlier time “symptom of counterpane”, i.e. fistula openings and scars against the background of cyanotic infiltrate, is now much less common. Besides granulomatous form, erosive-ulcerous, pustulous, nodular, abscessing, gummatous forms are possible.

Among many classifications - Berdygan, Suteev, Asnin - the most common: the last version of Robustova classification (1983), based upon anatomical topographical principle. Robustova distinguishes 10 possible locations of various forms of aktynomycosis, including locations ranging from skin lesion to intraosseous manifestations and manifestations in the organs of the oral cavity and salivary glam Each location has its individual clinical picture determined by the type of the affected tissues (skin, cellulose, lymph nodes etc), individual features of the microorganism, immunity level, type of background microflora.

In the context of variability of aktynomycosis course, its diagnosis is complicated and consists of several aspects: clinical, microbiologic (cytologic),  morphologic, serologic, immunologic. Specific markers are present mycelium or druses, tests with specific sera (aktynolysatum, aktynomycotic polyvalent vaccine) complement-consumption assay, leukocyte migration inhibition assay.

Aktynomycosis should be differentiated primarily from other inflammatry specific and odontogenic processes and tumors.

Differential diagnosis is based on microbiologic, morphologic, immunology identification of the agent.

Treatment of aktynomycosis due to its chronic course, tendency to relapse is somewhat complicated and includes several combined methods:

1. Surgical stage aimed at sanation of the lesions, incision and drainage of purulent lesions removing granulations, sanation of the osseous tissue in its contamination and removal of affected lymph nodes.

2. Specific therapy using aktynolisate or polyvalent vaccine according to the standard schemes.

3. Increasing systemic immune response by using immunostimulants and immunomodulators.

4. Antibacterial therapy aimed at fighting background microflora.

5. Anti-inflammatory hyposensibilizing, symptomatic therapy.

6. Rehabilitation therapy - remedial gymnastics, physiotherapy.

Terms of treatment vary according to severity, extension and duration of the process from 3-4 weeks to 6-8 months.

Tuberculosis is the disease caused by bacillus Kochii (1882) belonging to the group of mycobacteria of Aktynomycetes family. Signs of tuberculosis described by Homer and Hippocrates were found in Homo heidelbergensis 5000 BC. TB is a medical and social problem and, according to the WHO, is observed in 20% earth population. In the CIS the incidence has increased more than 2-2.5 times during the last 10-15 years.

The source of the infection is a sick person and products of his life activity. In maxillofacial location primary and secondary lesions are distinguished: primary is direct penetration of the mycobacteria into the tissues and organs of the oral cavity, pharynx, sinuses, skin (the last is rare); secondary lesion is spread of the process from other organs mainly from the respiratory organs or bones.

Proliferating themselves in the tissues and damaging them, the bacilli cause a tvnical swelling (nodule) giving rise to the name of the disease: tuberculum - a knoll. The nodule can range from the size of a millet seed (miliary tuberculosis) to quite a significant one. The nodule is quickly necrotized and disintegrated forming a typical caseous discharge. Around it granulation tissue with macrophages and Langhans giant cells typical for tuberculosis is formed. The disease can affect any tissues and organs of the maxillofacial area, but most prone are the lymph nodes of the cervical and submandibular areas. According to the latest data, up to 70% of tuberculosis of the maxillofacial area, affect the cervical lymph nodes forming a typical clinical picture. More rare types include affected salivary glands, jaws. Now a rare type is lupus affecting the mucosa of wings of the nose and lips.

Diagnosis of tuberculosis, as well as that of other specific processes, is mainly based on the data of microbiologic, serologic and immunomorphologic investigations. The main being Mantoux test, Pirquet’s reaction, Koch’s reaction, pure culture, detecting typical cellular elements.

Tuberculosis is treated in special medical institutions, where oral surgeons take supportive role of surgery concerning sanation of the oral cavity, excision of affected lymph nodes, purulent lesions etc.

Syphilis (Lues) is caused by Treponema Pallidum discovered by Shaudin and Hofmann in 1905.

There are sexual and other methods of syphilis transmission. Frequent victims of the latter are the doctors neglecting elementary safety precautions, the first of them being dentists.

There is also congenital syphilis. After incubation period (3-4 weeks) on the spot of Treponema invasion, a primary sign is formed - hard chancre, a typical ulcer with hard margins of oval shape. In 2-3 weeks secondary syphilis, then recurrent syphilis as roseolae, papulae, pustules and condylomas occur. The most contagious is the second period. Signs of the disease are clearly seen on the mucosa of the lips, cheeks, tongue and palate. Increased regional lymph nodes densed and slightly tender are typical. If left untreated, in 4-5 years gumma occurs — a typical sign of the tertiary syphilis. Dense and slightly painful node tending to disintegrate is followed by a crateriform ulcer with the floor covered by granulations. Location varies: from the periosteum of the jaws to osseous base of the hard palate, nose, frontal bones. These changes have typical signs as clear foci of resorption with peripherally manifested osteosclerosis.

From the point of view of oral surgeon, syphilis manifestations in the oral cavity require surgery to eliminate the defect of tissues only at the stage of gummous disintegration. The patients are treated in the special medical institutions. Today awareness of doctor investigating patients is very important for, according to the data of Ministry of Health of Russia (1997), the number of these patients increased scores of times.

Among other specific processes, leprosy caused by Hansen's bacillus (1871) is worth mentioning. Leprosy manifests as developing dense, painless nodes, disfiguring the face. Tissues lose pain sensitivity, prone to disintegration. At present this disease is practically absent in the CIS. 

AIDS should be regarded separately, because this disease is multifarious, but as for surgeons, their main concern lies in observing preventive measures and recognizing main signs of this disease on the mucosa of the mouth.
Actinomycosis
Actinomycosis is a relatively uncommon infection of the soft tissues of the jaws. It is usually caused by Actinomyces israelii but may also be caused by A. naeslundii or A. visco-sus. Actinomyces is an endogenous bacterium of the oral cavity that was once thought to be an anaerobic fungus. However, it has now been clearly established that actino-mycetes are anaerobic bacteria. 

Actinomycosis is a relatively uncommon disease, because the bacteria have a low degree of virulence. For the infection to become established, the bacteria must be inoculated into an area of injury or locally increased sus-ceptibility, such as areas of recent tooth extraction, severely carious teeth, or minor oral trauma. The infec- 

tion is primarily one of soft tissue and progresses by direct extension into adjacent tissues. 

Unlike other infections, actinomycosis does not follow usual anatomic planes but rather burrows through them and becomes a lobular "pseudotumor." If the infection erodes through a cutaneous surface, which is common with orofacial actinomycosis, multiple sinus tracts typi-cally develop. Once drainage is established, the patient has minimal pain, although the sinus tracts will continue to drain spontaneously until the infection is brought under control (Fig. 16-16). 

A definitive diagnosis depends on laboratory identifi-cation. Actinomyces is an anaerobic bacterium and there-fore must be incubated in an anaerobic environment, usually on brain-heart agar or blood agar, for 4 to 6 days. In up to 50% of all actinomycotic infections the organism is not grown. However, the clinical presentation of the patient with actinomycosis is characteristic. The patient has an atypical infection of the jaws that responds well to antibiotic therapy initially; however, after the antibiotic is stopped, the infection recurs. The patient with this dis-ease has frequently had multiple episodes of recurrent infection in the same area. 

Therapy of actinomycosis includes surgical I&D and excision of all sinus tracts. This portion of the treatment is important to ensure that adequate amounts of antibi-otic are actually delivered to the infected area. 

The antibiotic of choice for actinomycosis is penicillin in the nonallergic patient. The dose varies with the seri-ousness of the disease. The usual recommended dose is 500 mg 4 times a day for at least 3 months. The reason for the prolonged administration of the antibiotic is to pre-vent the recurrence of the infection. If the patient has had a serious infection or the bone of the jaws is involved, high doses of penicillin should be given parenterally while the patient is hospitalized. IV administration of 10 million units of penicillin daily in divided doses is continued until the disease is clinically cured; this ranges from 3 to 14 days. The patient is then discharged from the hospital, and a course of oral penicillin is begun. 

The drug of second choice is tetracycline, with doxy-cycline being the preferred drug, because it can be admin-istered once per day during the long-term antibiotic administration. 

In summary, actinomycosis is an indolent infection that tends to erode through tissues rather than follow typical fascial planes and spaces. Jt is difficult to eradicate using short-term antibiotic regimens. Therefore I&D of any accumulation of pus and excision of chronic sinus tracts must be accomplished. Finally high-dose antibiotic administration is recommended for initial control of the infection, with long-term antibiotic therapy to prevent recurrence of actinomycosis.
Answer the questions:
1. Pathogenesis of aktynomycosis, types and forms of the agent. Classification and characteristics of morphologic signs of aktynomycosis.

2. Robustova classification of aktynomycosis.

3. Principles of complex treatment of aktynomycosis, patterns of speci treatment.

4. Typical signs of tuberculosis in the oral cavity and tissues of the maxillofacial area.

5. Principles of differential diagnostics of aktynomycosis and tuberculosis.

6. Role and tasks of maxillofacial surgeon in specific inflammatory processes.
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