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ABSTRACT

Determining the causative factors of periodontal abscess continues to tax the diagnostic skills of clinicians.

This case report describes a complication of periodontal disease affecting the vestibular site of the mandibular

first molar presenting with features of a periodontal abscess. Treatment options are varied, the most predictable

surgical treatment. In this case, the surgical therapy of periodontal abscess was done.
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Introduction

The periodontal abscess has been recognized as

a distinct clinically entity and is defined as a

localized purulent inflammation of the periodontal

tissues [1]. It can be present either as an acute or

chronic abscess but is usually an acute exacerbation

of chronic periodontal disease [2]. Among several

acute conditions that can occur in periodontal tissues,

the periodontal abscess deserves special attention.

Besides requiring immediate attention to relieve pain,

systemic complications can also be avoided with the

implementation of adequate treatment. The presence

of a periodontal abscess can modify the prognosis of

the involved tooth and, in many cases, be responsible

for its removal [3].

The abscess may occur as a direct response to

an increase in virulence of the commensal organisms

and the release of their associated toxins.

Alrternatively, it may occur secondary to reduced

host resistance [4].

The most common cause of periodontal abscess

is occlusion of the orifice of the periodontal pocket.

This may be due to trauma to the pocket, or

impaction of food, calculus or foreign body into the

opening of the pocket [5]. Such blockage prevents

drainage of exudate which results from the

inflammatory reaction and is frequently seen in

pockets having narrow, tortuous paths associated with

furcations and deep infra-bony defects.

A periodontal abscess is defined as: "An acute,

destructive process in the periodontium resulting in

localised collections of pus communicating with the

oral cavity through the gingival sulcus or other

periodontal sites and not arising from the tooth pulp"

[6]. A periodontal abscess is located in the gums, not

the bone, and it is caused by periodontal disease. If

untreated, it can destroy the underlying bone by

creating craters in the bone around the teeth [7].

An abscess forms when the pocket deepens to

the point that plaque bacteria, tartar and food become

trapped within it, and the body's immune system

cannot adequately combat the infection. A large

swelling develops on the gums as a result of this

uncontrolled, rapid growth of bacteria, bacterial

products and infected gum tissue. As a result, what

occurs is a fast, painful destruction of the supporting

connective tissue and bone that surround the tooth

[8].
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Case description

A 44 year old male patient was referred from

Private practice of Endodontics to the Department of

Periodontology and Oral Medicine of Dental Clinic

in Nis, for opinion regarding the persistent gingival

swelling and pain in relation to lower right first

molar. A comprehensive medical and dental history

was taken. The patient was found to be a Type II

diabetic, under medication for the past five years. 

The patient, for the first time, came to Dental

Clinic four years ago, with active and advanced

periodontal disease. At this time, it was predicted

that the long term prognosis of the remaining teeth

was guarded. Initial phase therapy, comprising oral

hygiene instruction, scaling and polishing was

commenced. The patient responded well and

subsequently he has been under six-mounths

maintenance care. 

This time on clinical examination, he presented

with a red, soft, diffuse gingival swelling involving

the facial and lingual aspect of the mandibular right

first molar. A purulent exudate was elicited on digital

pressure The tooth was tender on percussion and

exhibited grade II mobility. A localized probing

depth of 8mm (mid- buccal) was recorded. The

above clinical features were consistent with the

diagnosis of a periodontal abscess. 

Fig. 1: Periodontal abscess before treatment

To alleviate the symptoms of the patient, an

immediate drainage of the purulent exudate through

the pocket was done, following which the patient

was placed under an antibiotic regimen for five days.

To make the site more amenable for surgery,

clindamycin-gel were placed locally in 46. Three

days after the initial visit, a thorough oral

prophylaxis and periodontal surgery – flap surgery in

46 was performed.

At the recall visit one week later, a sufficient

resolution of the clinical signs of inflammation was

not present, but a reduction in mobility to grade I

was evident.

Two weeks following surgical treatment, the area

was healing satisfactory with no evidence of

reccurrent infection. Three weeks following surgery,

complete healing in the surgical site was observed.

At the three-mounthly review, the area had healed

well and no problems were identified.

Fig. 2: Incision of periodontal abscess

Fig. 3: Periodontal abscess after surgery

Fig. 4: Periodontal abscess on the control after

three mounths

Discussion

A case of chronic periodontal abscess tracking to

a site distant from the origin has been reported. The

case demonstrated that the diagnosis of deep

infrabone periodontal pocket can be challenging for

a clinician. The prognosis of such a tooth depends on

the nature of the abscess and the extent of bone loss.

Chronic periodontal abscesses, which are usually long

standing, suffer slow progressive loss of bone [9].

They are more difficult to treat especially when the

furcation is involved. In the case described, the bone

loss was quite extensive.
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A lateral periodontal abscess is a result of

rapidly-growing within a periodontal pocket. A

periodontal pocket forms in the presence of

periodontal disease, as the gums become infected and

pull away from the surface of the teeth. This deepens

the sulcus - the space between the teeth and gums -

to a space greater than three millimeters [10].

The case described here is a deep infrabone

periodontal pocket masquerading as a periodontal

abscess. Early diagnosis of the deep infrabone

periodontal pocket is based on clinical findings. They

include discomfort and pain while biting and

chewing, and noticeable gingival swelling around the

tooth. Once a periodontal abscess has been

diagnosed, emergency treatment needs to be provided

to resolve the infection. Drainage is usually achieved

through the pocket as part of the root planing

procedure to clean the plaque and calculus deposits

from the root surfaces [11]. After adequate

anaesthesia has been achieved, drainage can be

started by inserting a sharp curette to the base of the

abscess [12]. 

Some authors [13,14], studied the behaviour of

abscesses after therapy. They studied 62 periodontal

abscesses. In 22 of them, the acute phase was treated

surgically by incision and drainage, along with the

administration of systemic metronidazole (200 mg, 5

days). At a later stage, periodontal therapy was

carried out, including oral hygiene procedures with

the help of clorhexidine, scaling and root planing,

and if necessary, periodontal surgery. Out of the 22

treated teeth, 14 were extracted for periodontal

reasons within the 3 years of follow-up, while only

8 teeth were still in place.

In the treatment of chronic periodontal abscesses,

surgical therapy (either gingivectomy or flap

procedures) has also been advocated, [6]  mainly in

abscesses associated with deep vertical defects, where

the resolution of the abscess may only be achieved

by a surgical operation [15]. Surgical flaps have also

been proposed in cases in which calculus is left

subgingivally after the treatment. The main objective

of the therapy is to eliminate the remaining calculus

and obtain drainage at the same time [16,17].

In the past, periodontal abscess and tooth who’s

involved were considered to have a hopeless

prognosis and were extracted. In recent times, several

treatment options have been tried out including use

of surgical procedures [18], topical administration of

antibiotics [19,20] and laser therapy [21,22]. The

above mentioned treatment methods have good

success rate in the presence of a weakened

periodontium. The most predictable treatment

alternative is modified Widman flap 16 followed by

fixed prosthesis. Therefore, early and correct

diagnosis is imperative, as delay will result in rapid

loss of supporting bone and eventually tooth loss.
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