SWELLINGS OF THE JAW
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Jaw swellings can be classified thus

Inflammatory

Epulis


Odontomes

Tumours

Alveolar abscess 

Granulomatous epulis
Dental cyst

Fibrous dysplasia

Ac. Osteomylitis

Fibrous (fibroid) epulis
Dentigerous cyst

Osteoclastoma

Ch. Osteomylitis

Giant cell (myeloid) ep.
Adamantinoma

Giant cell repa.Granuloma

Actinomycosis

Sarcomatous epulis
Dentinoma

Osteosarcoma




Carcinomatous epulis
Cementoma

CA. Maxillary antrum







Composite odontomes
Secondary deposits

Inflammatory swellings:

Alveolar abscess: Seen mostly in childhood and early adult life, alveolar abscess in first dentition can occur in either jaw, but with second dentition it is particularly seen in association with the molars of the lower jaw. The pathology starts usually with dental caries. Carbohydrate material clinging to the teeth is subjected to the activity of bacterial enzymes (sucrases), forming dental plaque of dextran. This is later on broken down into lactic acid, which is capable of dissolving dental enamel (Stage 1). Once the enamel is breached, proteolytic enzymes produced by other bacteria disintegrate the dentine (Stage 2). This is painless till the pulp is reached, when there is hot and cold sensations. Part of the crown now collapses due to undermining and a cavity is more easily seen. Pressure of debris in the cavity causes pain, that may be referred to a sound tooth of the same side (Stage 3). Further progress leads to acute pulpitis, pain is throbbing and intermittent and thermal changes cause pain (Stage 4). Pulpitis terminates in disintegration of pulp and left untreated the putrefying pulp generates gases that generate pressure through the root canal into the osseous tissue around the apex of the root. This results in localized osteitis and apical abscess formation. Almost all abscesses except the ones association with upper lateral incisors and impacted molars, point towards the labial aspect. This is an alveolar abscess. If left untreated this will burst externally and cause Osteomylitis of the jaw.

Clinically there is pain and swelling of the cheek, redness and oedema of gum and tender lymphadenopathy in the regional lymph nodes. Abscesses from upper lateral incisors present as palatal swellings and those from impacted molars can burst through the medial wall of the alveolus and cause Ludwig’s Angina.

Radiography is performed to demonstrate the aetiology – dental caries, retained roots, impacted wisdom molars or a dead tooth. Rarification around the root will appear only after 2 weeks.

Treatment – An abscess must be drained. Antibiotics alone are only of use in the stage of indurated cellulites; later they are a supplement to surgery. A broad-spectrum antibiotic along with metronidazole is used. Cold compresses externally and not hot intra-oral irrigations are useful adjunct. Drainage should be done intra-orally and dental extraction of the offending tooth should be done after ten days of antibiotics postoperatively. Drainage by extraction of the offending tooth is an accepted procedure in primary dentition. In secondary dentition G.A. is mandatory, as rough dentistry and L.A. may cause osteomylitis.

Acute Osteomylitis: In infants it is a complication of acute specific fevers – measles or scarlet fever. Both the jaws can be affected. In children infection may spread from antrum, lachrymal sac or dental sac of first molar. Pressure over maxilla may cause pus discharge from nostril or a sinus. D/d – Dacrocystitis. Treatment is antibiotics + Antral lavage with saline for week to ten days.

Sub acute osteomylitis: The aetiological factors are apical dental infection alveolar abscess, fracture jaw and dental extraction in poor oral hygiene. The offending organism is Staph. aureus. The mandible is usually affected, probably because it has a single, rather tenuous blood supply, running in the long axis of the bone, which gets easily obstructed, by infection or trauma. Clinically there is pain, swelling, tenderness persisting after dental extraction or treated alveolar abscess. This results in bone necrosis and formation of sequestrum. There may be a sinus discharging internally or externally and thus relieving the pain. Increased tension in dental canal compresses the inferior alveolar nerve and causes numbness in the chin in the distribution of mental nerve and this is diagnostic. D/d Alveolar Abscess, Actinomycosis, Sarcoma of the jaw. Treatment is antibiotics, surgical sequestrectomy and subsequent reconstruction.

Chronic osteomylitis: Again the mandible is more frequently affected and bone necrosis is secondary to apical dental infection, alveolar abscess or peridental suppuration, non-healing fractures, radiation and chemical necrosis (e.g. Phossy jaw), tuberculous, syphilitic and actinomycotic necrosis. X-Ray will reveal osteitis with sequestrum formation or localized abscess (Brodie’s abscess). Radiation necrosis though primarily non-bacterial, gets secondarily infected from apical dental infection. Treatment is dependent drainage, sequestrectomy, open dressing of wound and antibiotics – both systemic and local.

Actinomycosis: Presenting similar to Chronic osteomylitis, the cervico-facial actinomycosis is suspected when there is swelling of soft tissue with sinuses with or without pain. The swelling is more brawny than osteomylitis and the overlying skin is bluish. Eternal sinuses are common, being uncommon in osteomylitis. Sulphur granules may be seen I the sinus discharge. It is very difficult to grow steptothrix actinomyces but sulphur granules under microscope are seen to consist of Gram +ve mycelia. A swelling like osteomylitis with persistent negative X ray should be treated as Actinomycosis with Lincomycin, Cephalosporines and Penicillin as per culture sensitivity for a prolong period.

Odontomes:
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These are cysts, tooth malformations or tumours arising from the epithelial or mesothelial element of the tooth or sometimes from both.

A. From epithelial cells or Ameloblasts

· Dental cyst

· Dentigerous cyst or Follicular Odontome

· Ameloblastoma or Adamantinoma

B. From mesenchymal cells or Odontoblasts

Cementoma

Dentinoma

Fibroma

Chondroma

Myxoma

Osteoid osteoma

C. Mixed Epithelial and Mesenchymal

Ameloblastic fibroma / sarcoma

D. Calcified dental tissue

· Compound Composite odontome

· Complex composite odontome

Dental cyst: This occurs in connection with a normally erupted but chronically infected, usually pulp less tooth. Epithelial cells of enamel organ origin proliferate and degenerate forming this painless cyst. As the cyst enlarges the alveolus expands and most of the epithelial lining disappears. Usually seen in the upper jaw in all ages, on expansion they encroach the antrum or nasal fossa but never opening into them. It contains sterile clear fluid with cholesterol crystals and can get secondarily infected and painful. Treatment is pre operative dental hygiene, treatment of caries, surgical exploration by intra-oral approach, raising a mucoperiosteal flap, excision of the entire epithelial lining of the cyst and obliterating the cavity with bone graft or hydroxyapatite.

Dentigerous cyst: or follicular odontome is usually seen in young adult in connection with an unerupted permanent tooth. The swelling consists of a cyst containing a tooth, mostly the upper or lower 3rd. molar, often well developed, except for truncated roots, lying obliquely in a cavity filled with viscid fluid. There is expansion of the outer table with eggshell crackling. Ridges of bone on the walls cause a pseudo-trabacular or soap bubble appearance on X ray. Treatment is same as in Dental cyst, except the unerupted tooth needs removal and on occasions, in the lower jaw, the per-cutaneous approach may have to be used.

Adamantinoma: or ameloblastoma is an epithelial tumour possibly arising from ameloblasts or enamel forming cells. Unlike the Dental and Dentigerous cysts these are locally invasive solid tumours which undergo multicentric cystic degeneration. So the loculi are separated by true bony trabaculae. An ameloblastoma will recur if simply curetted but do not metastasize to regional lymph nodes. Seen in the 3rd.decade and involving usually the mandible near the molars it causes expansion of both tables but mainly the outer table with egg shell crackling and can reach massive proportions. The cysts are filled with haemorrhagic brownish fluid, which have cholesterol crystals. X ray shows the classical multi-locular cystic picture though uni-locular ones are also seen at times. Large loculi with fine honeycombing are characterestic. Treatment is segmental mandibulectomy with mandibular reconstruction using vascularized fibula or iliac crest bone graft, followed by osteo-integrated implants and dentures.

