Endo Study Objectives: Lecture-1,  April 8,1999


Chapters 1 & 2.





Thorough, accurate dental history


identifies patient chief concern and main concerns


allows patient to record esperiences in a meaningful way


gives patient a voice in diagnostic process


gives dentists the patient’s signs and symptoms


reconfirm patient’s own descriptions


start with general questions, then move to specifics: inception, attenuating factors, provoking factors, frequency, intensity, etc.


with patient who is symptomatic, ask for location, duration, postural, spontaneous or non-, quality, etc


active listening to develop trust.





Pulp vitality tests:


Palpation- tactile skill using fingers


Percussion- reveals inflammation of PDL in PA region


                    does not tell about pulp vitality


                    start w contralateral side for normal reaction


                   start w finger percussion (less painful), than mirror


                   select teeth randomly to avoid anticipation of pain


                   degree of response is proportional to degree of inflammation


                   Positive responses—inflammation beyond apex


rapid ortho movement


recently placed restoration in hyperocclusion


                               Negative responses—chronic PA inflammation


	Mobility- proportional to integrity of attachment apparatus as well as the extent of inflammation in the PDL.


		Ratings    1 -  <1 mm horizontal movement


                                        2 - = 1 mm horizontal movement


			    3 - > 1 mm horizontal  and vertical movement


		Causes: pus from acute apical abscess, horizontal root fracture, trauma, 


			 bruxism, ortho treatment.


	X-Rays- cannot be used alone to make diagnosis.


		  if in doubt, take x-ray of contralateral side


		 use 2 films at same vertical angualtion, but change horizonal angulation 


                         by 10-15O to avoid errors in diagnosis. 


		 look for -  intact lamina dura


any demineralization


root canal WNL


where art the normal landmarks?


are these films clear?


                        necrotic pulp will not cause radiographic hcangs until the metabolic                


                        breakdown products demineralize cortical plate. Therefore bone    


                        destruction               before x-ray changes. 


Cold test – use water bath(most accurate), ethyl chloride (most common), CO2 sticks (cause most damage,


	Causes pain in pulpitis (rev and irrev)


	Relieves pain in partial necrosis, acute apical perio,


	Apical osteosclerosis, acute apical abscess, phoenix abscess


Heat test – use heat sticks


All thermal tests – tests pulp vitality/inflammation responses


		 4 possible responses 1) none- not vital (total necrosis)


				       2) pain that leaves – normal


				       3) lots of pain, then leaves – reversible pulpitis


				       4) lots of pain, lingers, - irreversible pulpitis





electric pulp tests – tests sensory fibers within pulp to see if vital or not


		does NOT tell about health/integrity of pulp.


		Does NOT tell about vascularity of pulp.


		Used w probing and thermal testing to distinguish between perio, pulp or non-iatrogenic


		Causes.


		Contraindicated w pacemakers


False positive – pulp necrotic, yet patient responds


		Reasons – electrode on gingiva


			   Patient anxiety


			   Failure to isolate


False negative – pulp vital, patient unresponsive


		Reasons – meds


			-recent trauma


inadequate conductance


partial necrosis


excessive calcification


Probings – increase pocket depth w/o perio disease—possible vertical root fracture


w perio disease, could go through lateral canal to pulp


used in combo w other tests


selective anesthesia – 0.2 ml into sulcus


used when residual pain is a problem to help identify source ( odont. Vs non-odont)


fiberoptics- reveals fracture lines


tooth slooth – reveals fracture lines (aka – wedging)


staining – reveals fracture lines (use methylene blue dye)





3 ) PA involvement – evidence for PA involvement includes palpation (+), percussion (+) tests


		Use x-rays to look for radiolucencies. Look for inflamed PDL and broken lamina dura


		Sometimes spontaneous pains depending upon degree of involvement.





 4) Diagnostic significance of Dental Pain


      A delta fibers – larger myelinated, translates sharp quick pain (low threshold)


on pulpal/dentin border


heat/cold provokes pain, but goes away after removal


sensitivity warrants consideration of pulpal preservation


aka – “dentinal pain”


   C fibers – smaller, unmyelinated, translates dull, steady, prolonged


centrally located in the pulp


heat alone provokes pain


sensitivity means do RCT


aka – “pulpitis pain”





5) nondental vs dental signs and symptoms


	nondental  1) acute jaw pain


trigeminal neuralgia- “trigger points”  med: tegretol


myocardial pain – mostly on left side


2) acute tooth pain


maxillary sinusitis - ++ to pain, thermal, percussion


atypical facial pain – (vague)


phantom tooth pain – pain even post-ext, RCT


Herpes Zoster – unilateral, genuine pulpal pain


Neoplastic disease- develop parasthesia


                                3) Fabricated


Munchausen’s syndrome (fake, chemical related)


Dental 1) acute pain – from A delta, so tooth is vital


            2) chronic pain – from C- fibers, so RCT





6) See handout from Propes


7) “    “        “         “      “


8) Clinical Categories of Endo Pathology


	Hyperplastic pulpitis:


reddish cauliflower – like growth of pulp tissue around caries


a variation of assymptomatic irreversible pulpitis


cause mild pain during mastication


Internal resorption:


painless expansion of pulp due to trauma, destroys dentin


will show as apink spot clinically


RCT indicated


Canal calcification:


excessive deposits of dentin


caused by trauma, restoration stresses, attrition or abrasion


9) Cracked tooth syndrome


sharp, momentary  pain upon chewing


oral fluids enter crack and pushed in pulpal direction upon chewing


treatment: reduce occlusal contacts, full coverage in order to prevent


pulpal involvement





10) Sinusitis


dull to moderate, aching pain


hypersensitivity to thermal and sensitivity to pulp, percussion


may involve entire quad  or be referred to mandibular teeth


felt in face, tenderness of skin


treatment: antibiotics  (usually amoxicillin, sometimes flagyl is added to


cover anaerobes)


11) see # 5. I wrote as much info down as I could find in Ch 1 & 2





Other Stuff from 1 and 2


 stressed pulp syndrome


occurs in aging persons w extensively restored teeth


leads to ischemic necrosis


C-fiber pain of stressed pulp mimics pulpal inflammation


Hypersensitive dentin


Exposed cervical dentin can lead to disturbance of dentinal fluid in the tubules and receptors in pulp


Recurrent Decay


large multisurface restorations may feel sharp pain when eating


redo and place filling with zinc oxide and eugenol


Recent Restoration


inflammatory pain in both A delta  and C fibers


reduce occlusion, if necessary 


allow tooth time to recover from restoration


using sharp burs, ample water, and bases/liners, all decrease the chance of sensitivity.
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Toothaches:


	Most teeth that become symptomatic are previously treated teeth with 2 exceptions,


ortho moved teeth 2) cracked teeth. “Burning” pain not a typical description of dental pain.





Dental Hx:


	Inception, provoking factors, attenuating factors, frequency, intensity, location, quality and duration.





Nerves:


A delta – larger, myelinated, translate quick, sharp pain


on pulpal/dentin border


heat/cold provokes pain


C fiber – smaller, unmyelinatd translate dull, steady, prolonged


centrally located in pulp


C fiber pain means do endo


Heat alone provokes pain





Classes of Pulpal and PA diseases:


In blue manual





Pulpal environment:


Low compliance, collateral circulation,


Vital pulps – symptomatic or asymptomatic





Irreversible pulpitis: symp or unsymp.


                                Spontaneous or prolonged


		   Severe, sharp or dull


                                Localized or referred


		    Intermittent or constant





AAP: extension of irreversible pulpitis


	Apical ext of disease


	Occlusal trauma





Total necrosis: no response





Stressed pulp syndrome:


In aging persons w extensively restored teeth( ischemic necrosis; C-fiber pain


Pulpal degeneration proportional to age (^ decay), trauma (e.g.: ortho), restorations





Cracked tooth syndrome:


probe, fiberoptics, tooth sleuth, staining, x-rays(only when it splits root)


trigger, Hx, location,  pulpal pathophysiology, trtmnt options


dental Hx, watch for occlusal adjustment, perio disease , or previously cracked tooth


cracked root – explore surgically, possible hemisection


types:


1) craze lines


                                                  2) fractured cusp – pain to release of pressure, inconclusive x-ray, pulp                                                


                                                                                 undamaged 


                                                  3)        split tooth – separate segment, usually after endo and post 


                                                                                 trtmnt: usually ext., occassionally endo


                                                  4) vertical root fracture – previous endo, limited perio pocket


                  5) cracked tooth – acute pain, brief pain to cold, endo treat, tell pt crack 


                                                may progress, full coverage.





Non-carious pathways (pulpal degenerations)


Trauma, perio disease, ortho movement, anatomical defects in pulp, radicular grooves etc


Tattoos: amalgam, silver cone.


