Lecture : Periodontitis in children. Etiology, clinic. Prognosis.

Abscess formation

Acute abscess

Once the pulp dies the pulpal space is invaded by bacteria which progress to the apical tissues. Early changes involve localised tissue response to the bacteria and their

by-products. Unless the carious lesion is large and associated with extensive tissue breakdown, the only exit pathway for necrotic tissue in the pulp is through the apical

foramen and into the supporting bone. The potential exists for this to increase to produce an area which contains  predominantly dead cells from the bacteria, bone and inflammatory cells. Accumulation of these cells in an enclosed space produces greater tissue destruction and the formation of pus, a liquid containing large numbers

of polymorphonuclear cells, necrotic tissue and bacterial toxins. The pus increases in amount until tissue expansion  results in a breakout, usually along the line of least

resistance into the soft tissues, either via the periodontal ligament or directly into the mouth. It may also spread into the soft tissues to create a cellulitis. Such spread can

be dictated by the related anatomical structures. Infection via fascial planes can be rapid and extend some distance from the original abscess site, occasionally resulting in

occlusion of the airway by oedema, e.g. Ludwig’s angina. Rarely it may also spread into the deeper medullary space of the alveolar bone producing a spreading osteomyelitis.

There can also be an indirect spread of infection, either via the lymphatics to the regional lymph nodes in thehead and neck (the submental, submandibular, deep cervical,

parotid or occipital), which can become enlarged and tender, or more rarely, via the blood vessels to other organs, e.g. the heart or brain. The onset of an abscess is usually characterised by a severe throbbing pain, often easily localised by the patient. The tooth is normally very sensitive to biting and percussion because of the inflammation of the supporting structures. Due to the increase in pressure in the periapical region with a periapical abscess, the tooth is usually elevated in the socket which results in increased

mobility and causes the patient to experience additional pain due to a premature contact on occlusion. A periapical abscess will give a negative response to electrical or

hermal pulp testing (unlike a periodontal abscess where  the tooth can also be sensitive to biting or percussion).

Chronic abscess

When the abscess bursts through the bone into the adjacent soft tissues, there is usually an immediate reduction in the symptoms and, providing the abscess can continue

to maintain drainage, it will tend to go into a chronic phase which is frequently asymptomatic. In the chronic phase, a sinus links the main abscess cavity with the skin

or mucosal surface and allows further drainage to take place. This process can be associated with both primary and permanent teeth. In both cases the progression from

a carious lesion to a chronic abscess may be completely asymptomatic and visual examination will reveal a discharging sinus usually adjacent to the carious tooth. The

sinus drainage pathway may become blocked, resulting in an elevated lesion or gum boil at the gingival margin. As the pressure increases this will intermittently burst

and discharge into the oral cavity. A dentoalveolar abscess is usually polymicrobial

consisting of predominantly anaerobic organisms which include Streptococcus sanguis, milleri-group streptococci, Actinomyces spp.

