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 PREFACE   
      Dental students are introduced to real live patients at an early stage of their undergraduate course in order to fulfil the requirements for clinical training, with the result that they are expected to absorb a large quantity of information in a relatively short time. This is often compounded by clinical allocations to different specialities on different days, or even the same day. Given the obvious success of the textbook of Differential diagnosis in conservative dentistry  , the extension of the same format to dentistry seems logical. 
The textbook of Differential diagnosis in conservative dentistry  contains those useful facts that were stored in our textbook  as  for students and then postgraduates.
The dental literature already contains a great number of erudite books which, for the most part deal exclusively, in some depth, with a particular branch or aspect of dentistry. The aim of this textbook is not to replace these specialist dental texts, but rather to complement them by distilling together all theoretical information concerning to differential diagnosis of fundamental dental diseases  into a more accessible format. In fact, reference is made to sources of further reading where necessary.
The authors of this book are the specialized authorities usually associated with dental textbooks, therefore, we hope, all information  is  based on sound theory. We were fortunate whilst compiling this textbook in being able to draw on the expertise of many colleagues; the contents, however, remain our sole responsibility. 
     Please let us know of any that should be made available to a wider audience.
We hope that the reader will find this textbook to be a useful addition to their textbooks . 
The textbook  is made up  and revised to keep pace with
current concepts and changes in the field of conservative dentistry. New illustrations have been included and the information from many books  has been modified on several occasions.
New chapters  on idiopatic periodontal  diseases have been composed. 200 illustrations of lesions and clinical
entities affecting the oral cavity, not published in other 
edicational  texbooks  , are  included.
Many  new illustrations of diseases published in the foreign literature   have been added to broaden the spectrum of clinical presentation of these entities. , and they are  higher quality, more representative ones.
We  hope that the textbook  of Differential diagnosis in conservative dentistry is an improvement, and that it
will be as useful  to all of those who are involved in the field of conservative dentistry. Baku ,2012 Editors













               


























           
     

  DIFFERENTIAL DIAGNOSIS OF DENTAL DISEASES .     
Dental diseases  are characterized with wide spectrum of  symptoms , affection of hard dental  'structures and  frequently revealed as a  manifestation of general pathology. These make difficulty for diagnosis and explain the complexity of  dental  problems. The knowledge of normal and pathologic anatomy , thoroughly collection of anamnesis  , methodical examination of the mouth , ability to distinguish  the possible diseases  and conditions by determine  of clinic manifestations and  differential diagnosis  help  in complex  to the  dental patients. Differential diagnosis  is the base  for precise diagnosis and  treatment planning . Listed principles play an important role in the routine treatment and rehabilitation of the patients and are the  guarantee for dentist . In the clinic there are dental diseases distinguished  by their  severity and character and  accompanied with general signs. Most of them not being enough studied embarrasses the treatment , diagnosis and prophylactics  . Not set our choice on a question concerning thoroughly discussion of the  clinical manifestations  and classifications of dental diseases let  thoroughly consider their differential diagnosis (more  information  is described in appropriate chapters of  appropriate textbooks).
I.DIFFERENTIAL DIAGNOSIS  OF SYSTEMIC   HYPOPLASIA
Systemic Hypoplasia should be differentiated with follow diseases :
1.Fluorosis;
2Both initial  and surface caries;
3Local hypoplasia; 
4Acid necrosis;
5. Dental defects caused by both outer agents and disorders of inner organs and systems.
        1. Differential  diagnosis between  systemic hypoplasia and fluorosis:
Same signs:
♦ Presence of multiple , symmetric spots situated on the  non specific for dental  caries areas ; 
♦Same period of  formation (both of diseases develop before eruption of teeth);
Different  signs :
♦In  enamel systemic hypoplasia there are white spots (transparent like the glass' drops)  with bright borders , sometimes situated  on the background of  thinned enamel. In fluorosis there are pearl-white  spots situated on the milky colored  background  of  strong enamel.  In fluorosis the intensity of spot ′coloration is more clinically apparent in its central part. The spot without  any sharp borders gradually crosses toward  the periphery into the enamel .The presence of yellow or brown  pigmentation  spreading  like spots is character  for mild- developed  fluorosis. In  severe forms of fluorosis the enamel of  teeth gets dotty appearance  and  on its surface both  erosions  and pigmentations appear;
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       Fig .1 Systemic hypoplasia                       Fig.2Moderate dental fluorosis                             

♦In  systemic hypoplasia (Fig .1) the spots are situated like  a chain girding  the crown of  the tooth. These “chains ” may be as   a solitary , but may be as multiple ones situated   on the different levels of the crown. 
      In  fluorosis (Fig.2) the spots are multiple and totally situated on the crown , sometimes they cohere  all  dental   surfaces in depend  on severity  of  damage ;
♦Fluorosis is an endemic disease. Fluorosis belongs to the population living in the regions whose  drinking  water contains  high concentration of fluorine. In the  development of  systemic hypoplasia the concentration of fluorine in the  drinking water is useless;
♦By presence of systemic hypoplasia  dental caries also may be presence in contrary to fluorosis  in which the typical resistance for caries is observed .  

    2 .Differential diagnosis of systemic hypoplasia and both initial (spot) and surface caries:
Same signs: 
1. presence of the spots;
2.absence of the pain by irritation;
Different  signs : 
♦ Carious spot is usually solitary . In  hypoplasia the spots are multiple  and situated as a chain girding like a  groove the crown of  the teeth  . These grooves may be situated solitary but may be located as a step;
♦Carious spot  has  chalky –form or  a  dirty-grayish color, and  on probing  the roughness and the defect of the enamel is observed . The spots in  hypoplasia  are smooth and shiny ,have glassy- white color;
♦Carious spots are usually situated  on proximal surfaces of tooth ' crown in the fissures and necks of the teeth .The spots  in systemic hypoplasia(  Fig .3) are situated on the  immune surfaces  of the teeth like   labial , lingual, close-fitting to the cusps and cutting edges of tooth 'crown;

 ♦Carious spots  in contrary to the  spots  in   hypoplasia  are painted by 2%  solution of  blue methylene ;
♦Caries  is a progressive disease(Fig.4) . The defects in  hypoplasia are stabile .
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  Fig .3 Spot form of hypoplasia                       Fig.4 Initial and surface caries

♦Caries is  an acquired disease . Hypoplasia is already revealed during the eruption of the teeth;
♦In systemic  hypoplasia  the teeth , which germs were  simultaneously developed  are damaged , and  several parts of tooth' crown may also  be  affected . Thus , for hypoplasia the presence of symmetric   lesions  is specific;
 Carious spots  even by their  location on the symmetric teeth  are distinguished as  by shape , depth  of the lesion ,as by  their location on the tooth;
♦In initial and surface caries  the patients  may complain of  bitter taste which   is absence In hypoplasia.

3. Differential diagnosis of both  systemic and  local hypoplasia: 
Same signs: 
♦presence of the spots ,situated on immune  dental zones . 
Different  signs : 
♦Local hypoplasia is occurred as a result of mechanical trauma or infection penetrated into the  germ of permanent tooth (Fig.5). 
Systemic hypoplasia  is the alteration of hard dental structure caused by  mineral and protein 'metabolism  disorders  in the organism  of fetus or baby (Fig.6).
♦Local hypoplasia  is  a  disorder of formation of hard  dental tissues of 1 or rarely 2 teeth.
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     Fig.5 Local hypoplasia                                          Fig.6 Systemic hypoplasia

Systemic  hypoplasia  is  the disorder of hard dental structure belongs to all or such  group  of the  teeth, formation time of which  is  same.
♦Local hypoplasia  may be formed only on the permanent teeth which have milky dental  precursors. In other words  , local hypoplasia of  molars never occurs. Systemic hypoplasia may  affect all teeth both of  primary and permanent dentitions.

3. Differential diagnosis of systemic hypoplasia and dental  acid necrosis: 
 Same signs: 
♦presence of spots  , situated  on the immune dental zones. 
Different  signs : 
♦In  systemic  hypoplasia round or oval shaped  pits  or groove- like  defects situated  as one row in a few amount  are observed .These grooves  may be  solitary  but may be situated  like step in a few ones . The enamel surrounding the defects remains  normal. In dental acid necrosis the enamel becomes diffuse thinned  and has small defects and cavities on different surfaces of the tooth.     
♦ In  systemic hypoplasia  (Fig.7)the surface of the enamel is smooth , shiny and solid with bright borders . In  dental acid necrosis the defect  is dim as if  spreading on rough frosted enamel .
♦ In  systemic hypoplasia the teeth can also be destroyed by caries. In this  case the defect  of  tooth has  surface character . The process doesn’t  penetrate into the  deep areas.
The tooth damaged by dental acid necrosis  is  usually not destroyed by caries. However , the tooth affected by dental  acid necrosis  is quickly destroyed. 
♦In systemic hypoplasia there is one or a few grooves change the borders of the tooth.  
The tooth' shape  deformation  observed  in  dental acid necrosis  (Fig.8)  is characterized  by increased attrition  , brittleness and  fragileness , disturbances of the contacts between the teeth , presence of  cracks and erosions.
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     Fig.7 Systemic hypoplasia                             Fig.8Acid necrosis caused by soda 

♦ systemic hypoplasia  is already revealed during  the  eruption of the teeth because of endogen origin influenced in the past.
   Acid  dental necrosis  is occurred under the  influence  of obvious exogenous factors, therefore its peculiarities appear on   the teeth  through the  determined time  after affection  caused by   acid vapors . 
♦In  systemic hypoplasia  the defects are stabile in contrary to acid  dental necrosis  in which  the  process  progresses . 
♦In systemic hypoplasia    chemical, thermal  irritants causes no  pain (with the exception   of enamel aplasia ,  in presence of which the pain is observed).
In dental acid necrosis the presence of pain , bitter taste , numbing  and sensation of “sticking of the teeth” when  biting  is characteristic.  
♦ The spots in  systemic  hypoplasia  are not painted by staining in contrary to the  defects in dental  acid necrosis which are painted by coloration .

5.DIFFERENTIAL DIAGNOSIS  OF  SYSTEMIC HYPOPLASIA  AND DENTAL  DEFECTS MODIFYED BY EXOGEN  FACTORS AND DISORDERS OF INNER ORGANS AND SYSTEMS.   
Same signs: 
Dyschromia (Discoloration of teeth)
Different  signs : 
♦Thus , pink coloration  of permanent  teeth may be  observed  in cholera , typhus, rheumatism, lepromatous leprosy. 
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  Fig.9Discoloration of central incisor                     Fig.10Teeth with orange stain

♦Red  coloration  of teeth  is appeared in dysentery, porphyrinuria , and poisoning caused by carbonic acid.
♦Brown coloration  of teeth may be observed in jaundice , Addison's disease , chronic poisoning  with  sublimate and copper salt .
♦Bluish coloration  of teeth  is presence by use of iron containing drugs  .
♦Yellow coloration   of teeth appears in chronic jaundice , long-term taking of tetracycline by baby or mother in pregnancy(Fig.10,11). 
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Fig.11Discoloration of temporary teet              Fig.12 Discoloration of permanent  teeth                                      

When  treatment  by  use of oxytetracycline the teeth get light- yellow coloration, by tetracycline use  - yellow coloration  , by monocycline – green  or  dark- gray colorations . 
The diagnosis of tetracycline  dyschromia of the teeth is possible by use of  ultraviolet examination  causing the fluorescence of colored teeth.
In  amelogenesis imperfecta(Fig.15a,b)  , dentinogenesis (Fig.14),  and Stayton- 
Capdepon dysplasia (Fig.13) the teeth can get light- yellow , succinic, brown , and light- violet colorations.
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Fig.13Stayton-Kapdepon dysplasia            Fig.14Dentinogenesis imperfect (type II)

Yellow, grayish-yellow , dark- brown , gray , green, blue , scarlet , black discolorations of primary teeth  are observed in children endured  the 'newborn haemolytic  disease'. 
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                          Fig.15(a,b)Amelogenesis imperfecta

The diagnosis of these diseases is based on  history  collection  and  both clinical and laboratory  results.

II.DIFFERENTIAL DIAGNOSIS OF LOCAL HYPOPLASIA 
Local hypoplasia should be differentiated  from  follow diseases :
1.systemic  hypoplasia  of teeth;
2.initiatial and surface caries .
    1.Differential diagnosis of  both local and  systemic  hypoplasia :

Same signs: 
♦presence of the spots ,situated on   immune dental  zones . 
Different  signs : 
♦Local hypoplasia (Fig.16 a,b) is occurred as a result of mechanical trauma or infection penetrated into the  germ of permanent tooth. 
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          Fig.16(a,b)Local hypoplasia 

Systemic hypoplasia  is the alteration of hard dental tissues  caused by  mineral and protein 'metabolism  disorders , occurred  in the organism both of fetus or baby.
♦Local hypoplasia is  formation disorder  of hard  dental  'structures  of one or rarely 2 teeth.
Systemic  hypoplasia  is  the disorder of hard dental structure of all or such  group  of the  teeth ,which formation period is  the same.
♦Local hypoplasia  may be formed only on permanent teeth which have milky dental precursors. In other words  , local hypoplasia of  molars never occurs. Systemic hypoplasia may  affect all teeth both of  primary and permanent dentitions .

2.  Differential diagnosis  between   local  hypoplasia  and   both initial  and surface  caries:
Same signs:
♦presence of the spots;
♦painless clinic manifestation. 
Different  signs : 
♦The spot in local hypoplasia  is situated near the cutting edge  or on the cusps of the teeth .Carious spot is situated on the proximal surfaces , fissures , necks of the 

[image: faq_dd_hypo2][image: C:\Documents and Settings\Lala\Мои документы\mam\new_pa438.gif]





       Fig .17(a,b) Local hypoplasia 
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  Fig.18Initial (white spot)caries                            Fig.19 Surface caries

teeth. The spot in   local hypoplasia (Fig.17 a,b) is formed  before eruption of the teeth , its size and color are   stabile. Caries (Fig.18) is  the disease occurred after eruption of the teeth , the size and shape of its spots may be changed .
♦ The spot  in  local hypoplasia  in contrary to caries, is not colored  by 2% solution of the  methylene blue.
♦ Local hypoplasia is formed on the permanent teeth, which had primary dental precursors . In other words  , local hypoplasia of  molars never occurs.
♦ The tooth affected by local hypoplasia  doesn’t  react to cold and chemical stimulations. In  surface  cervical  caries the (Fig.19)sensitivity of teeth may be observed.

III.DIFFERENTIAL DIAGNOSIS OF DENTAL  FLUOROSIS

  Differential diagnosis of fluorosis should be made   with follow diseases:
1.systemic hypoplasia;
2.initial and surface caries;
3. Kashin-Bek disease( endemic osteoarthritis);
4.dental acid necrosis;
5. dental erosion;  
6.dental abrasion;

[image: untitled]
Fig.20Fluorosis directly depends on fluorine concentration in drinking water

 1. Differential diagnosis of fluorosis and systemic hypoplasia 
Same signs   :
♦ presence of multiple , symmetric spots situated  on the areas which are not  specific for  caries; 
♦the same formation period  (both of diseases are developed before  eruption of the teeth).
Different  signs :
♦In  enamel systemic hypoplasia there  white spots (transparent  like the glass' drops ) with bright borders , sometimes situated on the background of  thinned enamel,are presence. In  fluorosis (Fig.20)  there pearl-white  spots situated  on the background  of  milky colored and   strong enamel are observed .  In  fluorosis the intensity of the spot′ coloration is more clinically apparent in its central part . The spot gradually crosses into the enamel toward  the periphery without  any sharp borders. The presence of yellow or brown  pigmentation,  more spreading    like spots are character   for mild- developed  fluorosis.  In  severe forms of fluorosis the enamel of teeth gets dotty appearance  ,and  on its surface both  erosions  and pigmentations appear .
♦ In  systemic hypoplasia (Fig.22) the spots are situated as  a chain girding  the crown of the  tooth. These “chains ” may be as solitary , but may be  as multiple ones  located  on the different levels of the crown. 
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   Fig.21Dental  fluorosis                                                         Fig.22Enamel hypoplasia
                                                
      In fluorosis  (Fig.21) the spots are multiple and totally situated on the crown , sometimes on all dental  surfaces in  depend on severity  of  damage .
♦Fluorosis is an endemic disease. Fluorosis belongs to the most of population,  who lives  in the regions with high  concentration of fluorine in drinking water. The concentration of fluorine in the  drinking water in the development  of  systemic hypoplasia is useless. 
♦In presence of systemic hypoplasia  dental caries also may occur  in contrary to fluorosis  in  which the typical resistance for caries is presence .  

2. Differential diagnosis of fluorosis  with both  initial and surface caries: 
Same signs:
 ♦presence of the spots;
 ♦ the  irritation causes no pain  .
Different  signs : 
♦Carious spot is usually solitary  ,but in  fluorosis  the spots are multiple.
♦ Carious spot  has chalky or dirty-gray color without shiny ,and is  rough  on probing. In  fluorosis the spots  are pearly –white , smooth , shiny  on  the phone of strong  milky colored 'enamel. 
♦ Carious spot is usually situated on proximal surfaces of dental crown , fissures and necks of the teeth . In  fluorosis the spots are situated on  immune dental zones such as labial , lingual surfaces to be  close – fit  to the  cusps and cutting edge.
♦ In  fluorosis (Fig.24)the spots are strongly  symmetrically located  : they are situated  on the same  teeth belong  to right or left  sides and have  the same shape and color. 
Carious spots(Fig.23) even by their formation on the same symmetric  teeth,  differs as by shapes , depth of the cavity  ,as by their location on the teeth. 
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   Fig.23Caries of teeth                                             Fig.24 Dental  fluorosis

♦Caries occurs after eruption of teeth ,but  fluorosis is already revealed during eruption of teeth.
♦ Caries  is  the progressive process , but the defects of  fluorosis  are stabile.
In  fluorosis  even the completely disappearance of the  spots is possible if  the  use of water with excess  concentration of fluorine be excepted.
♦In  contrary to carious  spots  the spots in  fluorosis are not painted with 2% solution of  methylene blue .
 ♦ Carious spots  are usually  revealed in persons  to be non resistance to caries  . Such  spots are combined with another stages of dental  caries. The spots  in fluorosis are observed also on the teeth, which are  resistance to caries  : on  incisors  and  canines including  lower teeth.
♦The sensitivity of teeth is character for caries , but it is absence in fluorosis.
♦And finally , fluorosis is an endemic disease but caries is not .

 3. Differential diagnosis of  fluorosis and  Ur′ enamel in  Kashin-Bek disease
( endemic osteoarthritis):
Same signs:
♦endemic origination  of both diseases.
Different  signs :
♦In  Kashin-Bek disease (Fig.25) the alteration of the teeth is not considered  as  early sign of this  disease ,and  is manifested  in already developed findings of the  disease. The defects in fluorosis are already revealed during eruption of the teeth.
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Fig.25 Kashin-Bek disease  

♦The involvement of  extremity 'joints and backbone accompanied with development of deforming arthrosis  will confirm  the diagnosis . Dwarfism ,duck step are specific for such patients .They complains of  dysfunction  of joints ,muscles convulsions and paresthesia. In  Kashin-Bek disease  cone-shaped  molars are observed (Phluger teeth). All these  symptoms are absence in  fluorosis .
♦ In  Kashin-Bek disease the patients  tend to be damaged by caries. In  fluorosis  caries practically never  occurs.

4. Differential diagnosis of  fluorosis and  acid  necrosis: 
Same signs:
♦presence of the defects situated on dental  immune surfaces;
♦ the spots  are borderless .
Different  signs : 
♦Painlessness by  irritation is specific for fluorosis. The presence of soreness of the mouth , numbness , “adhere” of teeth by closure of antagonists is specific for acid  dental necrosis.
♦ Presence of symmetric and multiple spots on the phone of  strong milky colored enamel  is  specific for fluorosis. In  fluorosis(Fig.26) the defect of dental tissues  is observed only in heavy cases and is manifested as  solitary erosions combined  with pigmentation and chalky spots on the enamel. In acid  dental necrosis  the enamel of anterior teeth and cusps of chewing teeth with  small defects and cavities on different surfaces of the tooth is revealed.     
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      Fig.26 Destructive form of fluorosis                                  Fig.27Dental necrosis                                        

♦In fluorosis the shape of the crown is rarely deformed. Only by confluence of erosions ,made the appearance of the enamel eroded , and by “chalky regeneration”, the bright  borders of the tooth are lost and the tooth gets friable contours . When  examination tooth ' surface is smooth. The deformation of  the tooth' shape  in acid necrosis (Fig.27) is characterized by increased attrition , brittleness and  fragileness , disturbances of the contacts  between the teeth , presence of  cracks and erosions.
♦ fluorosis  is already revealed  during the eruption of the teeth because of endogen origin influenced in the past.
   Acid  dental necrosis is  occurred  under the influence  of  obvious exogenous factors ,therefore ,its peculiarities appear through determined time  after  affection of teeth by acid vapors . 
♦In  fluorosis  the defects are stabile . Acid necrosis  is the progressive process. 
♦ The spots in  fluorosis  are not painted by 2% solution of methylene blue in contrary to defects in  acid  dental necrosis .
5. Differential diagnosis of  fluorosis   and dental  erosion:
Same signs: 
♦presence of the defects on  immune dental  surfaces;
♦affection of anterior teeth. 
Different  signs :
♦Fluorosis  occurs  before eruption of the teeth, and even in heavy cases  damages only  the teeth of the children . Dental erosion is developed after eruption of the teeth, and is frequently observed at middle age  and in old  persons. 
♦The spots in  fluorosis (Fig.28) are situated  on whole surface of dental  crown . The spots of the erosion(Fig.29) are situated  on vestibular surface in the middle part of dental  crown or even near  the  gingival  margin.

[image: D:\Documents and Settings\Lala\My Documents\repeat det ston\DSC00864.JPG][image: D:\Documents and Settings\Lala\My Documents\repeat det ston\DSC00905.JPG]
   Fig.28 Erosive form of fluorosis                                 Fig.29Dental erosion 

♦The spots in  fluorosis are multiple and may be situated on chalky-changed  enamel. The spots in  erosion  are solitary , roundish and situated  on normal dental surfaces.   
♦ The spots in fluorosis are stabile ,but the erosion of dental tissues is gradually deepening  and its borders are widening .  
♦In fluorosis  the sensitivity  of teeth  is absence in contrary to dental erosion in which the last one is specific. 
 

6. Differential diagnosis of  fluorosis and dental abrasion : 
Same signs: 
♦presence of  the defects , situated  on immune dental  zones ;
♦painlessness of the process.
Different  signs : 
♦ The spots in  fluorosis are multiple(Fig.30) and may be situated on chalky- changed enamel. Dental abrasion has typical  wedge form and  is situated on the necks of the teeth(Fig.31).
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 Fig.30Dental fluorosis                                      Fig.31 Dental abrasion

 ♦Fluorosis occurs  before eruption of the teeth, and even in heavy cases  damages only  the teeth of the children . Dental abrasion occurs  after eruption of the teeth , and is frequently observed at  middle age and in older  persons. 
♦    The spots in  fluorosis are stabile but the dental abrasion is gradually deepening and the fracture  of dental  crown is possible as a result of this .
                    
      DIFFERENTIAL – DIAGNOSTIC SIGNS OF FLUOROSIS. Table 1.

	Sign
	Fluorosis
	Caries
	Hypoplasia
	Acid necrosis
 

	Time of the formation
	Before eruption of the teeth
	After eruption of the teeth
	Before eruption of the teeth
	After eruption of the teeth

	Damaged teeth
	Mainly permanent teeth(rarely primary) 
	equally both primary and permanent  teeth 
	Mainly permanent teeth
	Mainly permanent teeth

	Location 
	All surfaces of the teeth are affected 
	Fissures, proximal surfaces, necks of the teeth 
	Vestibular,lingual (surfaces non typical  for caries)
	Vestibular surface

	Amount of the spots 
	multiple
	Solitary , rarely more
	multiple
	Solitary

	Permeability for the  dye 
	Is not  increased
	Is considerably increased
	Is not  increased
	Is increased

	The destiny of the spot 
	Of ages may be disappeared but frequently remains throughout  the   life 
	is rarely disappeared: surface  сaries often occurs on the place of the spot  
	Is not disappeared 
	Is not disappeared 

	fluorine 'percentage in drinking water 
	Appears in  the regions with increased concentration of fluorine in drinking water 
	An affection is increased when decrease of concentration of fluorine in drinking water
	Valueless 
	An affection is increased when  decrease of concentration of fluorine in drinking water

	Dynamics of the process 
	stability of the affection 
	Slowly and quickly progresses in depend on clinical form. Stability is character .
	stability of  affection 
	progresses

	Feature of the lesion 
	Multiple matte or brown coloured   spots without  lose of enamel ; the surface is smooth 
	Chalky -spot with matte hue  lost of  natural brilliancy without the lose  of enamel 
	Light color spot with normal  enamel the surface of which   is smooth,shiny and  polished 
	Chalky- spot with uneven margins, rough ,without shining  in the center of which  there is  soft enamel and dentin tissues 





IV.DIFFERENTIAL DIAGNOSIS OF DENTAL  ABRASION  
Dental abrasion  should be differentiated with follow diseases:
1.dental erosion; 
2.surface caries;
3.middle caries ;                                                          
4.dental necrosis;                                              
5.dental fluorosis; 
6.dental cervical necrosis. 

                                              [image: abfractions]
                                            Fig. 32 Dental abrasion 

1.Differential diagnosis of  dental abrasion  and dental erosion : 
Same signs :
♦presence of the  defects of hard dental  tissues with smooth bright surfaces ;  
♦ affection of  middle-age and elder  persons . 
Different signs :	
♦ Dental abrasion frequently affects the teeth exposed from dentition,  notably canines and premolars , also first lower molars .In  erosion  firstly upper incisors , canines are affected , rarely premolars . Lower teeth practically are not involved into the process. 
♦ Dental abrasion  is  frequently situated  on  the cervical areas of the teeth  (Fig.33), the shape of the defect reminds the  wedge . In erosion  the defect of the enamel is situated in transversal direction on the  more convex part of the  crown surface. Lesions in  dental erosion  are round or oval shape and  easily depressed.

[image: abfraction_one][image: C:\Documents and Settings\Lala\Мои документы\PHOTO mam 1\2.jpg]
                 Fig.33 Dental abrasion                                         Fig.34 Dental erosion 

♦ Dental abrasion  spreads  inside and preserves  the stability of its shape .
♦In dental   erosion  (Fig.34)  the defect of the enamel gets extension . 
♦In  dental erosion  the solitary lesions never occur . No less than two symmetric teeth are involved into the process in dental erosion .  
♦ In Dental abrasion the sensitivity of the teeth is absence in contrary to dental erosion which is  characterized by sharp  pain caused by thermal  and chemical irritants.
♦ Dental abrasion is rarely complicated by caries . Erosion is frequently combined with caries.
♦ Dental abrasion is frequently combined with periodontosis in contrary to erosion  to which this symptom   is not character.

2.Differential diagnosis of abrasion and surface caries 
Same signs : 
♦presence of the defects on dental surface. 
Different signs :
♦Smooth and brilliance surface of enamel in  dental abrasion is revealed on probing. The enamel  in  surface caries  is rough without shining .
♦ Dental abrasion (Fig.35)   is situated on the necks of the teeth. Surface caries  is situated on  cervical areas , proximal surfaces and in the fissures . 
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        Fig.35Dental abrasion                                                       Fig.36 Dental caries 

♦ In surface caries (Fig.36)  the pain is caused by chemical and thermal irritants in contrary to  dental abrasion  by which  the pain frequently is absence.
♦ Dental abrasion frequently affects the canines and premolars of both jaws and  first lower molars. Surface caries  can damage all teeth not depend  on their group origination.
♦ Dental abrasion is  frequently found at middle-age and elder  persons whenever  surface caries  occurs independently from age.
♦ Dental abrasion slowly develops but  surface caries  quickly progresses.
♦  Dental abrasion not painted by dye but   surface caries is  painted by dye.

 3.Differential diagnosis of dental abrasion and middle caries 
 
Same signs : 
♦presence of the defects on the dental surface. 
Different signs :
♦In middle caries the cavity and its elements (the floor and walls) are observed . 
Dental abrasion is formed  by 2 surfaces convergence at acute angle toward the  inner part of tooth ′ cavity.  
♦ In  middle caries(Fig.37)  roughness of the cavity and presence of soft pigmented dentin is revealed on probing .The walls of dental abrasion are smooth,  durable  and shiny.
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 Fig.37 Middle caries                                                           Fig.38 Dental abrasion

♦ In  middle caries the pain may be caused  by all types of irritants . In  Dental abrasion (Fig.38) the pain is frequently absence.
♦ Dental abrasion often affects the teeth exposed out of the dentition .     
In middle caries all groups of the teeth may be destroyed.
♦ Dental abrasion is  frequently found at the middle-age and  in elderly  persons whenever  middle caries occurs independently from age.
♦ Dental abrasion is situated on the necks of the teeth. Middle caries  is situated on  cervical  areas , proximal surfaces and in the fissures of the teeth . 

4.Differential diagnosis of  dental abrasion and dental acid  necrosis 
Same signs : 
♦localization  of the defects on vestibular  tooth' surface. 
Different signs :
♦ Dental abrasion  is situated on the necks of the teeth. The lesions of  acid  dental necrosis are situated on different thinned  surfaces of the tooth ,but often on vestibular surfaces and cutting edges of the teeth .  
♦ Dental abrasion (Fig.39)  is formed  by 2 surfaces convergence at acute angle toward the inner part of tooth ' cavity , the surfaces of which are smooth as if  be polished and rigid on probing . In acid dental   necrosis  the discoloration of the enamel, lost  the shiny and becomes matte rough and brittle is presence. 
♦ Dental abrasion  often affects the teeth exposed out of the dentition(premolars) . In acid  dental  necrosis firstly upper central incisors and canines are destroyed.    
♦ In  acid  dental  necrosis(Fig.40)  the change of  tooth' shape  is characterized  by increased attrition , brittleness and  fragileness , disturbances of the contacts between the teeth , presence of  cracks and erosions.
 The attrition  of the teeth is specific peculiarity of acid necrosis , which is absence in  dental abrasion the crown of which gets wedge shape and the cutting edge becomes oval .
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        Fig.39 Dental abrasion                         Fig.40 Dental necrosis

♦ The presence of soreness of the mouth , numbness , “adhere”   of teeth by closure of antagonists is specific for acid dental necrosis . All these symptoms are absence in  dental abrasion.
♦ Dental abrasion is frequently combined with periodontosis in contrary to acid dental necrosis  for which it is not character.
♦ Dental abrasion is not  painted by methylene  blue in  contrary to chemical necrosis  the defects of which are painted by methylene  blue.
♦ Discoloration of the teeth  is not  character for  dental abrasion. In  acid dental necrosis the discoloration is presence( depend on  type of the acid ) . 
  
 

5.Differential diagnosis of  dental abrasion and  fluorosis .
Same signs: 
♦presence of defects , situated  on dental  immune zones;
♦painlessness of the process.
Different  signs : 
♦The spots in  fluorosis (Fig.42) are multiple and may be situated on chalky- phone of the enamel. Dental abrasion has typical  wedge form and  is situated on the necks of the teeth.
 ♦Fluorosis occurs  before eruption of the teeth, and even in heavy cases  damages only  the teeth of the children . Dental abrasion (Fig.41) occurs  after eruption of the teeth  and is frequently observed at   middle age and in  elder  persons. 
♦    The spots in  fluorosis are stabile but the dental abrasion is gradually deepening and as a result of this ,the fracture of dental crown is possible .
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    Fig.41 Dental abrasion                                     Fig.42 Fluorosis

             
6.Differential diagnosis between dental abrasion and  cervical dental necrosis:
Same signs: 
♦same localization of the lesions ;
♦spread of disease  among the same age persons; 
♦strip like lesions  in the beginning of manifestation. 
Different  signs : 
♦The surface of the lesion in   dental abrasion is smooth, thick and shiny . The surface of the lesion in  cervical dental necrosis  is rough , matte , the enamel becomes soften and is easily removed by excavator.
♦ In  cervical dental necrosis  there are superficial , big defects . In dental abrasion the demineralization′ lesion is small ,but gradually   becomes deep.
♦ In  cervical dental necrosis  the process is quickly progressed than in  dental abrasion.
♦The lesions in  dental abrasion are not panted by dye in contrary to cervical dental necrosis  the lesions of  which are painted by dye.
♦In cervical dental necrosis  the  sensitivity of teeth to all types of irritants are observed but in  dental abrasion the  sensitivity of teeth is rarely observed .
♦ In  cervical dental necrosis  the lesion is like the spot but  in  dental abrasion the lesion has  wedge-shape with two convergent walls .

 V.DIFFERENTIAL  DIAGNOSIS OF DENTAL EROSION     
Dental erosion should be differentiated with follow diseases:

1. dental abrasion;
2. dental acid necrosis;
3.surface caries;
4.middle caries; 
5. dental fluorosis;
6. cervical dental  necrosis. 

  1.Differential diagnosis of dental  erosion and  dental abrasion.
Same signs :
♦presence of the defects of hard dental  tissues with smooth bright surfaces;   
♦ affection of  middle-age and older  persons.  
Different signs :
♦ Dental abrasion (Fig.43)  frequently affects the teeth exposed out of  dentition , notably canines and premolars , also first lower molars .In dental   erosion  firstly upper incisors , canines are affected , and  rarely premolars are involved into the process  . Lower teeth are practically not involved into the process. 
♦ Dental abrasion is  frequently situated  on  the neck  areas of the teeth , the shape of the defect is like wedge . In dental  erosion  the defect of the enamel is situated in transversal direction on the  more convex part of dental crown surface. Erosion  lesions  are round or oval shape and  easily depressed.
♦ Dental abrasion spreads  inside preserving the stability of its shape .
In  dental erosion  (Fig.44) the defect of the enamel gets extension . 
In dental  erosion  solitary lesions never occur. No less than two symmetric teeth are involved into the process .  
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    Fig.43 Dental abrasion                                         Fig.44 Dental erosion

♦ In  dental abrasion the sensitivity of the teeth is absence in contrary to  dental erosion which is  characterized by sharp  pain caused by thermal and chemical irritants.
♦ Dental abrasion is rarely complicated by caries . Erosion is frequently combined with caries.
♦ Dental abrasion is frequently combined with periodontosis in contrary to erosion  to which this symptom   is not character.

2.Differential diagnosis of dental erosion and dental  acid necrosis 
Same signs : 
♦ affection of  the same group of the teeth;
♦ presence of dental  sensitivity.
Different signs :
♦In dental erosion (Fig.45)  the defect is saucer-shaped with smooth , shining and rigid  surface revealing on probing. Clinical manifestation of  acid dental necrosis begins  with lose of  luster of the enamel ,and appearance  of  chalky spots. The center of the hearth gets soften consistency.The enamel becomes brittle , rough ,and is easily removed by excavator.
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     Fig.45Dental erosion                                                Fig.46 Dental necrosis

♦Discoloration of the teeth is not presence in  dental erosion. In  dental acid necrosis (Fig.46) the   discoloration of the teeth is presence (depend on type of the acid) .
♦ The presence of soreness of the mouth , numbness , “adhere” of teeth by closure of antagonists is specific for acid dental necrosis. All these symptoms are absence in  dental erosion.
♦ Erosion ′spot  is not  painted by methylene  blue in  contrary to chemical necrosis  ,the defects of which are painted by methylene  blue.

3.Differential diagnosis of   dental erosion and surface caries 
Same signs : 
♦ presence of the spots;
♦ sensitivity of teeth.
Different signs :
♦ In  dental erosion the defect of the enamel is situated on dental immune zones  in more convex part of crown' surface in transversal direction. Erosion′ lesions  are round or oval shape  and easily depressed. Surface caries affects cervical  , proximal surfaces of the teeth, and fissures.
♦ Dental erosion (Fig.47)  affects especially upper incisors  and canines , rarely premolars. Molars and lower incisors  practically never be affected. Surface caries (Fig.48) destroys  all  group of the teeth.
♦ In dental erosion no less than two symmetric located teeth are damaged .
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    Fig.47 Dental erosion  caused by frequent vomiting              Fig. 48 Dental caries 

Surface carious spots even by their location  on symmetric teeth, are distinguished  as  by shape , depth of cavity as by location on the teeth.
♦The surface of the lesion in dental erosion is smooth , shiny  and  firm on probing. The enamel in  surface caries is rough  without shiny. 
♦The borders of the lesion in dental erosion tend to be  superficially extension but  in surface caries  the process goes  inside.
♦ Dental erosion is especially  found at a mature and  older persons . Surface caries belongs to all age groups .
♦ Surface carious spots are painted by methylene blue, whereas  the spots in erosion are  not painted by methylene blue .


         4.Differential diagnosis  of dental   erosion and   middle caries             
Same signs : 
♦ presence of defects on tooth surface;
Different signs :
♦In dental  erosion   the cavity is not formed  ,but  only the defect situated within the enamel or dentin occurs in depend on time of the disease. In middle caries  the cavity with all its elements is formed  : the walls and floor of the cavity are  presence.
♦ In dental  erosion the surface of the defect is smooth and shiny. In  middle caries (Fig.49) the rough cavity with soft pigmented  dentin is revealed on probing.
♦Dental erosion affects the  frontal upper teeth, rarely the premolars. Caries process affects all groups of the teeth.
♦ Dental erosion is found at middle-age  persons. Caries appears at any age .
♦ In dental erosion no less than two  symmetrically situated teeth are affected. Carious spots even by their location on  symmetrical  teeth , are distinguished by their  shape and place. 
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          Fig.49(a,b) Middle caries

5.Differential diagnosis  of  dental erosion and  dental fluorosis
Same signs: 
♦presence of the defects situated on dental  immune surfaces;
♦affection of anterior teeth. 
Different  signs :
♦ Dental fluorosis  occurs  before eruption of the teeth ,and even in heavy cases  damages only  the teeth of the children . Dental erosion (Fig.50) is developed after eruption of the teeth and frequently  observed at  middle age  and  in old  persons. 
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        Fig.50 Dental erosion                                      Fig.51 Dental fluorosis

♦The spots in  fluorosis (Fig.51)are situated  on whole surface of dental crown. The spots of the erosion are situated  on vestibular surface in the middle part of dental  crown or even near  to gingival  margin.
 ♦The spots in  fluorosis are multiple and may be situated on chalky phone of the enamel. The spots in  erosion  are solitary , roundish and situated  on normal surface of the tooth.   
♦The spots in  fluorosis are stable  ,but  dental erosion is gradually deepening and its borders are widening .  
♦In fluorosis  the sensitivity  of teeth  is absence in contrary to dental erosion in  which the last sign  is specific. 

6.Differential diagnosis between dental erosion  and cervical dental necrosis :
Same signs :
♦ same location of the lesions ;
♦spreading   among the same age persons; 
♦high sensitivity of teeth caused by all types of irritants; 
♦the  borders of the  defects  tend to be  wide.  Different signs :
♦The surface of  the lesion in dental  erosion  is smooth, thick and shiny . The surface of the lesion  in cervical dental necrosis  is rough , matte , the enamel becomes soften and is easily removed by excavator.
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         Fig.52(a) Dental erosion                                                (b)Dental acid necrosis                                                                  

♦Erosion(Fig.52 a) lesions are situated on visual normal surfaces of the teeth but in  cervical dental necrosis  the spots are situated on the matte hue enamel .
♦The lesions in   erosion   are not  coloured by dye in contrary to cervical dental necrosis (Fig.52 b)the  lesions of  which are painted by dye.

VI.DIFFERENTIAL  DIAGNOSIS  OF SENSITIVITY OF TEETH
Sensitivity of teeth caused by mechanical, chemical and thermal   irritants should be differentiated  from acute local pulpitis.

Same signs : 
♦acute  pain caused by   all types of irritants.
Different signs :
♦Night , spontaneous , periodic,  attack-like  pain  is specific for acute local pulpitis. These types of the pain are not character for the sensitivity of teeth  (Fig.53).
♦In  pulpitis the influence of irritants (chemical, thermal , mechanical)leads to  appearance of durable  pain, which also remains after the removal of the irritation.
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Fig.53 Electronic scanning investigation shows there are 8times more and 2times wider tubules on hypersensitive dentin than normal one

In sensitivity of teeth  the influence of irritants (chemical, thermal, mechanical)leads to  appearance of short –term pain which is  immediately passed  after  removal of the irritation.
♦In acute local pulpitis  electric sensitivity of the pulp is over than 15 mcA but in sensitivity of the teeth this one  is normal – 2-6 mcA.
♦ The presence of gingival recession   and exposure of  dentin  is possible  in  sensitivity of the teeth.


VII.DIFFERENTIAL  DIAGNOSIS  OF ACID DENTAL  NECROSIS
causes no difficulty ,but follow  diseases should be taken into account :
1.dental  abrasion;
2.dental erosion;
3.hypoplasia of the enamel;
4. pathologic dental attrition ;
5.both spot and cervical surface caries;
6.enamel dystrophy  in  Kashin-Bek disease  ;
7.dental fluorosis ;
8.atypical enamel defects .         

     1.Differential diagnosis of  acid  dental necrosis and dental abrasion .
♦ Dental abrasion   is situated  only on the necks of the teeth. The lesions of  acid  necrosis are situated on different thinned  surfaces of the teeth, but often on vestibular surface and cutting edges of the teeth .  
♦ Dental abrasion    is formed  by two  surfaces convergence at acute angle toward the  inner part of tooth ' cavity , the surfaces of which are smooth as if polished and rigid on probing . In  acid  necrosis (Fig.54) the  discoloration of the enamel lost its shining is presence, it  becomes matte, rough and brittle. 
♦ Dental abrasion  (Fig.55) often affects the teeth protruding  out of the dentition(premolars). In acid  necrosis  upper central incisors and canines in the first place are destroyed.    
♦ Discoloration of the teeth  is not  character to dental abrasion .In acid dental necrosis the  discoloration is presence( depends on the   type of the acid);   
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         Fig.54 Acid necrosis                       Fig.55 Dental abrasion
  
♦ In acid  necrosis the change of  dental shape is characterized  by increased attrition, brittleness and  fragileness , disturbances of the contacts between the teeth , presence of  cracks and erosions.
 The attrition  of the teeth is specific peculiarity of acid necrosis  which is absence in  dental abrasion ,the crown of which gets wedge shape and the cutting edge becomes oval .
♦ The presence of soreness of the mouth , numbness , “gluing”   of teeth by closure of antagonists is specific for acid dental necrosis . All these symptoms are absence in dental abrasion.
♦ Dental abrasion is frequently combined with periodontosis in contrary to acid necrosis  ,for which it is not character.
♦The lesion in  dental abrasion  is not  painted by methylene  blue in  contrary to chemical necrosis , the defects of which are painted by methylene  blue.

2.Differential diagnosis of  acid necrosis and  dental erosion

Same signs : 
♦ affection of  the same group of the teeth;
♦ sensitivity of teeth.
Different signs :
♦ In dental erosion (Fig.57)the defect has saucer-shape with smooth , shiny and rigid  surface revealed  on probing. Clinical manifestations  of  acid dental necrosis begin  with lose  of  luster of the enamel and appearance  of  chalky spots(Fig.56). The center of the hearth becomes  soften consistency  .The enamel becomes brittle , rough ,and is easily removed by excavator.

 [image: G:\mam\soda_pop_acid.jpg]  
       Fig.56 Acid necrosis                           Fig.57Dental  erosion

♦Discoloration of the teeth is not presence in  dental erosion. In  dental acid necrosis the  discoloration is presence (depends on type of the acid) . 
♦ The presence of soreness of the mouth , numbness , “adhere” of teeth by closure of antagonists is specific for dental acid necrosis. All these symptoms are absence in dental erosion.
♦ Erosion spot  is not  painted by methylene  blue in  contrary to chemical necrosis  ,the defects of which are painted by methylene  blue.

3.DIFFERENTIAL DIAGNOSIS  BETWEEN ACID DENTAL NECROSIS AND  SYSTEMIC HYPOPLASIA  
Same signs: 
♦presence of  the spots  , situated  on dental immune zones.
Different  signs : 
♦In  systemic  hypoplasia there round or oval shaped pits  or groove like  defects are situated  in a few amount as one row .These grooves  may be  located solitary, but may be situated  in a few ones  like step. The enamel surrounding the defects remains  normal. In acid dental  necrosis  the enamel is diffuse thinned  with  small defects and cavities situated on different surfaces of the tooth.     
♦ In systemic hypoplasia the surface of the enamel is smooth , shiny  and solid ,and has  bright borders . In acid  dental necrosis the defect  is dim ,as if  spreading on rough frosted enamel . 
♦ In systemic dental  hypoplasia the teeth can also be destroyed by caries. In this  case the damage  of  tooth has  surface character. The process doesn’t  penetrate into the deep areas.
The tooth affected by acid dental necrosis  is usually not destroyed by caries. However , the tooth affected by acid dental necrosis  is quickly destroyed. 
♦ In systemic dental  hypoplasia there is one or few grooves changing the borders of the tooth.  
The tooth' shape  deformation  observing by acid dental  necrosis is characterized  by increased attrition , brittleness and  fragileness , disturbances of the contacts between the teeth , presence of  cracks and erosions.
♦ Systemic dental hypoplasia  is already revealed during  eruption of the teeth because of endogen origin influenced in the past.
   Acid dental necrosis  is occurred under obvious exogenous factors influence, therefore its peculiarities appear through the  determined time  after the teeth  were affected by acid vapors . 
♦ In systemic dental hypoplasia  the defects are stabile in contrary to dental  acid dental necrosis  the  process in which is progressing . 
♦ In systemic dental hypoplasia  when  irritation  with  chemical, thermal  irritants the pain is absence (with the exception of  aplasia of the enamel ).
In acid dental  necrosis the presence of pain , bitter taste , numbing  and the sense of “adhere” of the teeth on  biting  is characteristic.  
♦ The spots In systemic  dental hypoplasia  are not colored  by staining in contrary to the  defects in acid dental  necrosis which are painted  by coloring .

4.Differential diagnosis of  acid dental necrosis and dental pathological attrition.
Same signs: 
♦lose  of hard dental  tissues;
♦sensitivity of teeth.
Different  signs : 
♦ In dental acid necrosis the lose of tissues leads to  their  thinning  along the cutting edge of incisors and molars , and sometimes leads to their  completely disappearance .These teeth are gradually being shortened  and have  typical dull or roundish margin ,but the crown gets wedge shape .
In dental pathological attrition the cusps and cutting edges of the teeth are erased with formation of the defects remind   the “bowl” and with rough margins. 
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        Fig.58 Acid dental necrosis                                       Fig.59 Dental attrition

♦ In dental acid necrosis (Fig.58) the enamel of the teeth loses its  natural shiny ,becomes matte, rough and is  easily broken  by excavator  away.
In dental pathological  attrition (Fig.59)the dental  surfaces are smooth and shiny. 
♦ In acid necrosis  the  discoloration of the teeth occurs (in depend on type of acid).  In dental pathological  attrition  the discoloration of the teeth is not presence.               
♦The presence of soreness of the mouth , numbness , “adhere”  of teeth by closure of antagonists is specific for acid dental  necrosis  in contrary to pathological dental attrition ,by which these symptoms are absence.


5.Differential diagnosis of  acid dental  necrosis with initial and surface caries.
Same signs:
♦presence of the spots.
Different  signs : 
♦Usually carious spot is solitary and its  borders are clearly defined . Carious spot  has chalky –form or  dirty-grayish color , the roughness and the defect of the enamel is observed on probing. In acid necrosis the spot is ,as if diffuse  spread on  matte surface of the enamel.
♦Caries usually affects 1 or 2 teeth ,and frequently first molars are involved into the process . Rarely  more teeth are affected. In dental acid necrosis in the first place the  incisors  and canines  are affected ,that is the  group  of the teeth because these teeth are earliest and big than lateral ones , and contact with the stream of breathing air.  The location of the lesion is also bounded with lip shape. The turbidity of the enamel is occurred firstly in the places of maximally influence of acid vapors  to non -protected  enamel surfaces ( in  mouth breathing, open bite ).
♦ In carious spot the color of the tooth has bluish hue , the enamel of the teeth seems to be transparent . If  the color of the teeth of examined patient has yellowish hue the intensity of this one  will be low. In dental acid necrosis  the discoloration of the teeth is presence: In dental necrosis caused by sulphuric  acid the teeth turn  black under the influence of sulfuric substances , In dental necrosis caused by  hydrochloric acid the teeth turn metallic hue , by influence of nitric acid the teeth turn yellow. 

♦ Carious spots are usually situated  on proximal surfaces of dental crown, in the fissures and necks of the teeth .The spots  in dental acid necrosis  are situated on immune dental surfaces such as  labial , lingual, close-fitting to the cusps and cutting edges of dental  crowns.
♦ Carious spots are usually found  in persons with blossoming caries. In this case multiple  cavities of  different depth are observed. In acid dental necrosis  intensive  carious lesions  are absence.
 ♦  Carious spots of lateral teeth  occur on both medial and distal surfaces .              
   The lesions of lateral teeth in dental acid necrosis  especially localize  on  their medial surfaces .              
♦The presence of soreness of the mouth , numbness , “gluing”  of teeth when closure of antagonists is specific for acid  dental necrosis  in contrary to dental caries  by which these symptoms are absence.

    6.Differential diagnosis  of dental acid necrosis and  enamel dystrophy  in  Kashin- Bek disease 
Same signs: 
♦loss of hard dental structure . 
Different  signs : 
♦ In Kashin-Bek disease  (Fig.60,61)  the alteration of the teeth are not presence as an  early sign of the disease,  and  occurs  in already developed  disease. The defects in  acid dental necrosis  begin as a result of  alteration of hard  dental tissues.
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    Fig.60A.Kashin-Bek disease         B.Damaged teeth in Kashin-Bek disease


♦ The involvement of  extremity 'joints and backbone accompanied with development of deforming arthrosis  confirms the diagnosis . Dwarfism ,duck step are specific for these  patients .They complain of  dysfunction  of joints ,muscles, presence of  convulsions and paresthesia.
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     Fig. 61 Kashin-Bek disease  

 In Kashin-Bek disease   the cone-shaped  molars are observed (Phluger teeth). These  symptoms are absence  in acid dental necrosis.
♦In  Kashin-Bek disease the patients  are mainly endured  by caries. In dental acid necrosis the  intensive caries is  practically absence.

7. Differential diagnosis of  acid  necrosis and dental fluorosis
Same signs:
 ♦presence of the defects  situated on dental immune surfaces ;
♦ the spots  are borderless. 
Different  signs : 
♦Painlessness to the irritation is specific for dental fluorosis. The presence of soreness of the mouth , numbness , “gluing” of teeth when closure of antagonists is specific for acid dental necrosis.
♦ Presence of symmetric and multiple spots on the phone of  strong milky colored enamel  is  specific for dental fluorosis. In dental fluorosis the defect of dental tissues  is observed only in heavy cases and is manifested as a solitary  erosions combined  with pigmentation and chalky spots on the enamel. In dental acid necrosis  the enamel of anterior teeth and cusps with  small defects and cavities on different surfaces of the tooth is revealed.     
♦ in dental fluorosis the shape of the crown is rarely deformed. Only the confluence of erosions  makes  the appearance of the enamel eroded  and by “chalky regeneration” the bright  borders of the tooth are lost and the tooth gets friable contours . When examination tooth ' surface is smooth. The deformation of  tooth' shape  in dental acid necrosis (Fig.62,64) is characterized by increased attrition  , brittleness and  fragileness , disturbances of the contact between the teeth , presence of  cracks and erosions.
♦ Dental Fluorosis is already revealed  during the eruption of the teeth because of endogen origin influenced in the past .
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   Fig.62Acid necrosis                                    Fig.63Severe dental fluorosis

   Acid necrosis is  occurred  under the influence  of  obvious exogenous factors, therefore ,its peculiarities appear through determined time  after  an affection of teeth caused  by acid vapors . 
♦ In dental fluorosis (Fig.63) the defects are stabile . Dental acid dental necrosis  is the progressive process. 
♦ The spots in dental fluorosis  are not painted when coloring in contrary to defects in dental  acid necrosis .

8. Differential diagnosis of  dental acid  necrosis and   atypical defects of the enamel. 
Same signs: 
♦presence of the defects situated on vestibular  surfaces of teeth.
Different  signs : 
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                                    Fig.64Acid  dental necrosis 

♦Atypical  defect of enamel is surrounded by normal tissues in contrary to acid dental necrosis.   



VIII.DIFFERENTIAL  DIAGNOSIS  OF DENTAL CERVICAL NECROSIS
Dental cervical  necrosis is differentiated with:

1.multiple cervical caries in  children and pregnant women; 
2.dental abrasion ; 
3.dental erosion . 

1.Differential diagnosis between dental cervical necrosis and multiple cervical dental caries:
Same symptoms :
♦same location of the lesions; 
♦loss  of shining  and   presence of rough surfaces of the lesions ;
♦dye -permeability is presence .
Different symptoms:
♦ In dental cervical necrosis the presence of  surface , big  defects are character. In carious process the demineralization' lesion is small ,but gradually   spreads deep toward inside.
♦ Cervical necrosis is frequently developed at middle age and in older persons by presence of  accompanied somatic diseases . Multiple cervical dental  caries is quite often observed  on primary teeth in children of preschool  ,age  and pregnant women .
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Fig.65Multiple precervical  dental caries                     Fig.66 Dental cervical necrosis 

♦ In dental cervical necrosis  the process is quickly progressed than when  dental caries ;
♦Carious spots are situated on visual normal surfaces of the teeth but in  cervical necrosis  the spots are situated on the matte hue enamel .



2.Differential diagnosis between cervical dental  necrosis and dental abrasion :
Same signs: 
♦same location of the lesions ;
♦spread of disease  among the same age persons; 
♦strip like lesions  in the beginning of manifestation. 
Different  signs : 
♦The surface of the lesion in dental abrasion is smooth, thick and shiny . The surface of the lesion in cervical dental necrosis  is rough , matte , the enamel becomes soften and is easily removed by excavator.
♦ In dental cervical necrosis  there are surface , big defects . in dental abrasion the demineralization′ lesion is small ,but gradually   becomes deeper.
♦ In dental cervical necrosis  the process is quickly progressed than in dental abrasion  .
♦The lesions in dental abrasion are not panted by dye in contrary to cervical necrosis  lesions  which are panted by dye.
♦ In dental cervical necrosis  the  sensitivity of teeth to all types of irritants are observed but in dental abrasion the  sensitivity of teeth is rarely observed .
♦ In dental cervical necrosis    the lesion is like the spot but in dental abrasion the lesion has wedge-shape  with 2 convergent walls .

3. Differential diagnosis between dental cervical necrosis and dental erosion:
Same signs :
♦ same location of the lesions ;
♦spread  among the same age persons; 
♦high sensitivity of teeth to all types of irritants; 
♦ the  borders of the  defects tend  to be  wide.  
Different signs :
♦The surface of  the lesion in dental  erosion  is smooth, thick and shiny. The surface of the lesion  in  cervical dental necrosis  is rough , matte , the enamel becomes soften and is easily removed by excavator.
♦Erosion′ lesions are situated on visual normal surfaces of the teeth cervical dental  necrosis  the spots are situated on matte hue enamel .
♦The lesions erosion   are not  panted by dye in contrary to cervical dental  necrosis  the lesions  which are panted by dye.

VIII.DIFFERENTIAL DIAGNOSIS  OF  PATHOLOGICAL DENTAL ATTRITION. 
Pathological dental  attrition should be differentiated  from dental acid necrosis:
Same signs: 
♦loss  of hard dental  tissues;
♦sensitivity of teeth.
Different  signs : 
♦In dental acid necrosis the loss of tissues leads to  its thinning  along the cutting edge of incisors and molars , and sometimes leads to  its completely disappearance. These teeth are gradually being shortened  ,and have  typical dull or roundish margins but the crowns get wedge shape .
In pathological dental  attrition the cusps and cutting edges of the teeth are erased with formation of the defects reminding the “bowl” and with rough margins. 
♦In dental acid necrosis(Fig.68) the enamel of the teeth loses its  natural shining ,becomes matte, rough and is  easily broken  by excavator  away.
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Fig.67 Pathological dental abrasion                      Fig.68 Acid necrosis

In  pathological dental  attrition (Fig.67) dental  surfaces are smooth and shiny. 
♦In dental acid necrosis  discoloration of the teeth occurs (in depend on type of acid).  In pathological dental  attrition  the discoloration of the teeth is not presence. 
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                          Fig. 69 Brush abrasion of teeth
              
♦ The presence of soreness of the mouth , numbness , “gluing”  of teeth when closure of antagonists is specific for dental acid necrosis  in contrary to pathological  attrition  (Fig.69)of the teeth by which these symptoms are absence.

IX.DIFFERENTIAL DIAGNOSTICS  OF  CARIES
       Dental caries, also known as tooth decay or cavity, is a disease wherein bacterial processes damage hard tooth structure (enamel, dentin and cementum). These tissues progressively break down, producing dental cavities (holes in the teeth). Two groups of bacteria are responsible for initiating caries: Streptococcus mutans and Lactobacilli. If left untreated, the disease can lead to pain, tooth loss, infection, and, in severe cases, death. Today, caries remains one of the most common diseases throughout the world. Cariology is the study of dental caries.
The presentation of caries is highly variable; however, the risk factors and stages of development are similar. Initially, it may appear as a small chalky area that may eventually develop into a large cavitation. Sometimes caries may be directly visible, however other methods of detection such as radiographs are used for less visible areas of teeth and to judge the extent of destruction.
Tooth decay is caused by specific types of acid-producing bacteria that cause damage in the presence of fermentable carbohydrates such as sucrose, fructose, and glucose. The mineral content of teeth is sensitive to increases in acidity from the production of lactic acid. Specifically, a tooth (which is primarily mineral in content) is in a constant state of back-and-forth demineralization and remineralization between the tooth and surrounding saliva. When the pH at the surface of the tooth drops below 5.5, demineralization proceeds faster than remineralization (i.e. there is a net loss of mineral structure on the tooth's surface). This results in the ensuing decay. Depending on the extent of tooth destruction, various treatments can be used to restore teeth to proper form, function, and aesthetics, but there is no known method to regenerate large amounts of tooth structure. Instead, dental health organizations advocate preventive and prophylactic measures, such as regular oral hygiene and dietary modifications, to avoid dental caries. Primary diagnosis involves inspection of all visible tooth surfaces using a good light source, dental mirror and explorer. Dental radiographs (X-rays) may show dental caries before it is otherwise visible, particularly caries between the teeth. Large dental caries are often apparent to the naked eye, but smaller lesions can be difficult to identify. Visual and tactile inspection along with radiographs are employed frequently among dentists, particularly to diagnose pit and fissure caries. Early, uncavitated caries is often diagnosed by blowing air across the suspect surface, which removes moisture and changes the optical properties of the unmineralized enamel.
         Some dental researchers have cautioned against the use of dental explorers to find caries. In cases where a small area of tooth has begun demineralizing but has not yet cavitated, the pressure from the dental explorer could cause a cavity. Since the carious process is reversible before a cavity is present, it may be possible to arrest the caries with fluoride and remineralize the tooth surface. When a cavity is present, a restoration will be needed to replace the lost tooth structure.

At times, pit and fissure caries may be difficult to detect. Bacteria can penetrate the enamel to reach dentin, but then the outer surface may remineralize, especially if fluoride is present. These caries, sometimes referred to as "hidden caries", will still be visible on x-ray radiographs, but visual examination of the tooth would show the enamel intact or minimally perforated.
          Precise diagnosis of caries characterizing the process , its stage(depth of the lesion) and its localization  is based on  main signs of caries, history(pain, food impaction, difficulty by  chewing , estetic defect), fundamental  and additional examination methods.
Initial  chalky spot  caries should be differentiated from follow diseases:
1.arrested  spot caries; 
2.surface caries;
3.dental fluorosis ; 
4.both systemic and local hypoplasia;
5.dental acid necrosis. 

1.Differential diagnosis of chalky (initial ,active caries )and pigmentation (arrested caries) carious spots :
Same signs :
♦presence of the spots .
Different  signs :
   ♦In  active caries  (Fig.70 a,b)the spot has  dirty-gray or chalky colour,  irregular shape , uneven borders  and dull surface , usually covered by dental plaque . In  arrested caries  (Fig.71,72)the spot has yellow-brown or black coloration ,shiny surface  and regular spherical  contours .
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         Fig.70(a,b) Initial caries (white spot) 
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         Fig.71Pigmentation spot caries                               Fig.72Arrested caries

♦ In  active caries the sensitivity of teeth may be presence . In arrested caries this sign isn’t observed. 
♦Localization of  arrested caries on frontal teeth causes an esthetic dissatisfaction of the patient. 
♦ In  active caries the spot is  painted by 2% solution of methylene blue .In  arrested caries the spot isn’t   painted by 2% solution of methylene blue.

2.Differential diagnosis of carious spot and surface caries :

Same signs : 
♦presence of the  spots ;
♦ opacity of the spots.
Different  signs :
   ♦  In spot caries  (Fig.73)the enamel' integrity is not destroyed , enamel is smooth on probing. The formation of enamel 'defect  is typical for surface caries (Fig.74 a,b),therefore  the surface of  enamel is rough on probing. 
♦ By localization of surface caries on proximal surfaces of the teeth the patients  complain of   “food impaction ”  between  the  teeth  and signs of papillitis may be presence, which is absence  in  initial  caries.
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Fig .73 White spots                                                Fig.74(a,b)Surface caries
                     


 3. Differential diagnosis of initial caries and dental fluorosis:
Same signs : 
♦presence of the spots;
 ♦painlessness when  irritation.  
Different  signs :
♦Carious spot is usually solitary , but in dental  fluorosis  the spots are multiple Carious spots even by their formation on the same symmetric  teeth , differ as by shapes , depth of the cavity  as by localization on the teeth. 
♦ Carious spot  has a  chalky or dirty-gray  colour without shining and is rough  on probing. In  fluorosis the spots  are pearly –white , smooth , shiny  and appear on the background  of strong  milky colored enamel. 
♦ Carious spot is usually situated on proximal surfaces of the dental crown  , fissures and necks of the teeth . In  dental fluorosis the spots are situated on the dental immune zones such as  labial , lingual surfaces near the cusps and cutting edges.
♦ In  dental fluorosis the spots are strong symmetrically located: they are on the same  teeth belong  to the  right or left  sides, and have   same shape and color. 
♦ Caries occurs after eruption of the teeth but dental fluorosis is already revealed during eruption of the teeth.
♦ Caries  is  a progressive process  ,but the defects in dental   fluorosis  are stabile.
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           Fig.75 White spots                           Fig.76 Mild dental fluorosis

In dental  fluorosis  even completely disappearance  of the  spots  is possible if  the  water with excess  concentration of fluorine is  excepted  .
♦In  contrary to carious  spots (Fig.75) the spots in dental  fluorosis (Fig.76)are not painted by methylene blue .
♦ Carious spots  are usually  revealed in  persons  non resistance to caries. Such  
spots are combined with another stages of dental caries. Fluorosis spots  are also observed on the teeth which are  resistance to caries  - on  incisors  and  canines including  lower teeth.
♦Sensitivity of teeth is character for caries,  but is absence in  dental  fluorosis.
♦And finally , dental fluorosis is an endemic disease ,but caries is not  .

 4 .DIFFERENTIAL DIAGNOSIS   BETWEEN   INITIAL(SPOT) CARIES AND SYSTEMIC HYPOPLASIA.
Same signs:
♦presence of the spots;
♦absence of the pain when  irritation.
Different  signs : 
♦ Carious spot is usually solitary . In dental  hypoplasia the spots are multiple  and situated as a chain girding the dental  crowns   like a  groove. These grooves may be situated  solitary , but may be located as a step. 
♦Carious spot  is chalky  or has a  dirty-grayish color, is rough and the defect of the enamel is observed on probing .The spots in dental  hypoplasia  are glassy- white color, smooth and shiny.
♦Carious spots are usually situated  on proximal surfaces of dental  crown in the fissures and necks of the teeth .The spots  in  systemic hypoplasia are situated on such dental immune surfaces  of the teeth like as  labial , lingual, close-fitting to the cusps and cutting edges of dental crown.
 ♦Carious spots  in the contrary to the  spots  in dental   hypoplasia are painted by 2%  solution of methylene blue  . 
♦Caries is the progressive disease . The defects of dental  hypoplasia are stabile .
♦Caries is acquired disease . Hypoplasia is disease already revealed during the eruption of the teeth. 
♦In  systemic  hypoplasia  the teeth,  which germs  develop simultaneously, are damaged  and  several parts of dental crown may also  be  affected . Thus , for dental hypoplasia the presence of symmetric   lesions  is specific.
 Carious spots  even by their  location on the symmetric teeth  are distinguished as  by shape , depth  of the lesion ,as by localization on the tooth.
♦In  initial and surface caries  the patients  may complain of  bitter taste what  is absence in dental  hypoplasia.

   5.  Differential diagnosis between   initial  caries and local  dental hypoplasia .
Same signs:
♦presence of the spots;
 ♦painless clinic manifestation. 
Different  signs : 
♦The spot in  local hypoplasia is situated near the cutting edge  or on the cusps of the teeth. Carious spot is located on the proximal surfaces , fissures , necks of the teeth. The spot of  local hypoplasia is formed  before eruption of the teeth , its size and color  is  stabile. Caries (Fig.77) is  the disease occurred  after eruption of the teeth , the size and shape of its spots may be changed .
♦The spot  in  local dental hypoplasia  in contrary to caries is not colored  by 2% solution of  blue  methylene  .
♦Local dental hypoplasia is formed on the permanent teeth which have  primary dental  precursors .In other words  , local hypoplasia of  molars never occurs.
♦ The tooth affected by local dental  hypoplasia  (Fig.78)doesn’t  react to cold and chemical stimulation. In  surface  cervical  caries sensitivity of teeth may be observed.
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Fig.77Caries is  often occurred            Fig.78Local hypoplasia is often    occurred on cusps 
In fissures of molars 

  6.Differential diagnosis of  initial  caries and dental  acid necrosis.
Same signs: 
♦presence of the spots;

Different  signs : 
♦Usually carious spot is solitary and its  borders  are clearly defined . Carious spot  has  chalky –form or  dirty-grayish color , is  rough and the defect of the enamel is observed on probing. In dental  acid necrosis the spot is ,as if diffuse spread on  matte surface of the enamel.
♦Caries usually affects one  or two  teeth, and frequently the first molars are involved into the process . Rarely  more teeth are affected. In dental  acid necrosis in the first place incisors  and canines  are affected ,that is , the group of the teeth, because these teeth are earliest and big than lateral , and contacts with the stream of breathing air.  The localization of the lesion is also bound  with lip' shape. The turbidity of the enamel is firstly occurred in the places of maximally influence of acid vapors  to non -protected  enamel surfaces ( in mouth breathing, open bite ).
♦In carious spot the tooth has bluish hue  color , the enamel of the teeth seems to be transparent . If  the color of the teeth of examined patient has yellowish hue, the intensity of this one  will be low. In  acid  dental necrosis  discoloration of the teeth is presence: thus , in  dental necrosis caused by sulphuric acid the teeth turn  black under the influence of sulfuric substances , in dental  necrosis caused by  hydrochloric acid ,the teeth turn metallic hue , by influence of nitric acid the teeth turn yellow. 
♦ Carious spots are usually situated  on proximal surfaces of dental crown  , in the fissures and necks  .The spots  in  acid dental necrosis  are situated on such dental  immune surfaces like  labial , lingual, close-fitting to the cusps and cutting edges of dental crown .
♦ Carious spots are usually found  in  persons with blossoming caries. In this case multiple,  different depth 'cavities  are observed. In  acid dental necrosis  intensive  carious lesions  are absence.
♦Carious spots of lateral teeth  occur on both medial and distal surfaces .              
   The lesions in  acid necrosis  of lateral teeth   especially localize  on medial surfaces .              
♦The presence of soreness of the mouth , numbness , “gluing”  of teeth by closure of antagonists is specific for acid dental  necrosis  in contrary to dental caries,   by which these symptoms are absence.

 DIFFERENTIAL DIAGNOSIS OF  SURFACE CARIES .
Differential diagnosis of  dental surface caries  should be done with follow diseases :
1.initial caries;
2.dental erosion;
3.dental abrasion;
4.systemic hypoplasia;
5.local hypoplasia;
6.dental fluorosis;
7. dental acid necrosis;

1.Differential diagnosis of  surface  caries and  initial caries:

Same signs : 
♦presence of the  spots ;
♦ opacity of the spots.
Different  signs :
   ♦  In spot caries  the enamel' integrity is not destroyed , the enamel is smooth on probing. The formation of enamel 'defect  is typical for dental  surface caries  (Fig.79),therefore  the surface of  enamel is rough on probing. 
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           Fig.79 Surface caries                                      Fig. 80 White spot

♦By localization of surface caries on proximal dental  surfaces  the patients  complain of   “food impaction ”  between  the  teeth , and signs of papillitis may be presence ,which is absence  in  initial dental  caries (Fig.80).
  
  2.Differential diagnosis of  dental surface  caries and dental  erosion : 
                       
Same signs : 
♦ presence of the spots;
♦ sensitivity of teeth.
Different signs :
♦ In dental  erosion  the defect of the enamel is situated on dental immune zones   in more convex part of crown' surface in transversal direction. Erosion 'lesions  are round or oval shape  and easily depressed. Surface caries affects cervical  , proximal surfaces of the teeth and fissures.
♦Dental erosion affects especially upper incisors  and canines , rarely premolars. Molars and lower incisors  practically never be affected. Surface caries destroys all  group of the teeth.
♦ In dental  erosion  no less than 2 symmetrical  located teeth are damaged .
Surface carious spots(Fig.81) even by their localization  on symmetric teeth are distinguished  as shape , depth of cavity as localization on the teeth.
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      Fig.81 Cavitated proximal lesion                                  Fig.82 Dental erosion

♦The surface of the lesion in dental   erosion (82) is smooth , shiny , and firm on probing. The enamel in surface caries is rough  without shining. 
♦The borders of the lesion in dental  erosion has tendency to be  superficially extension, but  in  surface dental caries  the process goes  inside.
♦Dental erosion is found especially  at a mature and olderly persons . Surface caries belongs to all age groups .
♦ Surface carious spots are painted by methylene blue, whereas  the spots in  erosion are not painted by methylene blue .

3.Differential diagnosis of  dental surface caries and dental abrasion:
Same signs : 
presence of the defects on  dental surface. 
Different signs :
♦Smooth and brilliance surface of enamel in dental abrasion  is revealed on probing. The enamel  in  surface caries  is rough without shining .
♦ Dental abrasion  is situated on the necks of the teeth. Surface caries  is situated on  cervical areas , proximal surfaces and in the fissures . 
♦ In  surface caries (Fig.83) the pain is caused by chemical and thermal irritants ,in contrary to  dental abrasion ,(Fig.84)by which  the pain is  frequently  absence.
♦ Dental abrasion   frequently affects the canines and premolars of both jaws and  first lower molars. Surface caries  can damage all teeth not depend on their group' belonging.
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Fig.83Surface caries                                                Fig.84Dentalabrasion                                

♦Dental abrasion abrasion  is  frequently found at the middle-age and older  persons, wherever  surface caries  occurs independently from age.
♦ Dental abrasion develops slowly, but dental  surface caries  quickly progresses.
♦ Dental abrasion is not painted by dye, but the defect of   surface caries is  painted by dye.

               4 .DIFFERENTIAL DIAGNOSIS OF DENTAL SURFACE CARIES AND SYSTEMIC HYPOPLASIA.
Same signs: 
♦presence of the spots;
♦absence of the pain when  irritation.
Different  signs : 
♦ Carious spot is usually solitary . In dental hypoplasia the spots are multiple  and situated as a chain girding the dental  crown   like a  groove. These grooves may be situated  solitary  ,but may be located as a step. 
♦Carious spot  is chalky –form or has a  dirty-grayish color, and  is  rough and the defect of the enamel is observed on probing . The spots in  dental hypoplasia  are glassy- white color , smooth and shiny .
♦Carious spots are usually situated  on proximal surfaces of dental  crown in the fissures and necks of the teeth .The spots  in  systemic dental hypoplasia are situated on such dental  immune surfaces   like   labial , lingual, close-fitting to the cusps and cutting edges of dental crown.
 ♦Carious spots  in  contrary to the  spots  of   dental hypoplasia are painted by 2%  solution of  blue methylene  . 
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         Fig.85Surface caries                                      Fig.86Enamel hypoplasia

♦Caries is  the progressive disease (Fig.85). The defects in dental hypoplasia are stabile(Fig.86) .
♦Caries is acquired disease . Hypoplasia is already revealed during the eruption of the teeth . 
♦In  systemic dental   hypoplasia  the teeth,  which germs  develop simultaneously are damaged,  and  several parts of dental crown may also  be  affected . Thus , for dental  hypoplasia the presence of symmetric   lesions  is specific.
 Carious spots , even by their  location on the symmetric teeth  ,are distinguished as  by shape , depth  of the lesion as by localization on the tooth.
♦In surface caries  the patients  may complain of  bitter taste ,what  is absence in  hypoplasia.


            5.  Differential diagnosis  between   surface  caries and local dental   hypoplasia.
Same signs:
 ♦presence of the spots:
♦painless clinic manifestation .
Different  signs : 
♦The spot in  local dental hypoplasia is situated near the cutting edge  or on the cusps of the teeth .Carious spot is located on the proximal surfaces , fissures , necks of the teeth. The spot of  local  dental hypoplasia is formed  before eruption of the teeth , its size and color  are  stabile. Caries is  the disease occurring after eruption of the teeth , the size and shape of its spots may be changed .
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        Fig.87 Local hypoplasia                                           Fig.88 Dental caries

♦ The spot  in local dental hypoplasia  in contrary to caries, is not colored  by 2% solution of  blue  methylene(Fig.87)  .
♦ Local dental  hypoplasia is formed on the permanent teeth, which have  primary dental  precursors  . In other words  , local  dental hypoplasia of  molars never occurs.
♦ The tooth affected by local  dental hypoplasia  doesn’t  react to cold and chemical stimulation. In  surface  cervical  caries  the sensitivity of teeth may be observed(Fig.88).


              6. Differential diagnosis of  dental surface caries and  dental fluorosis : 
Same signs:
 ♦presence of the spots;
 ♦painlessness when  irritation.  
Different  signs : 
♦Carious spot is usually solitary , but in dental  fluorosis  the spots are multiple.
♦ Carious spot  is chalky or dirty-gray  color without shining, and rough  on probing. In dental  fluorosis the spots  are pearly –white , smooth , shiny, and situated on  the background  of strong  milky colored enamel. 
♦ Carious spot is usually situated on proximal surfaces of dental crown  , fissures and necks of the teeth . In  dental  fluorosis the spots are situated on such dental  immune zones ,like labial , lingual surfaces close – fitting  to  cusps ,and cutting edges.
♦ In dental  fluorosis the spots are   strong symmetrically situated: they are on the same  teeth belong  to the right or left  sides ,and have  the same shapes and colors. 
Carious spots even by their formation on the same symmetric  teeth  differ as by shapes , depth of the cavity,  as by localization on the teeth. 
♦ Caries occurs after eruption of teeth ,but dental fluorosis is already revealed during eruption of teeth.
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       Fig. 89Three stages of dental caries 

♦Caries (Fig.89) is the  progressive process  ,but the defects of dental  fluorosis  are stabile.
♦In  dental  fluorosis  ,even completely disappearance  of the  spots  is possible in case, if the  use of water with excess  concentration of fluorine is excepted.
♦In  contrary to carious  spots  the spots in dental  fluorosis are not painted by blue methylene .
 ♦ Carious spots  are usually  revealed in  persons  non resistance to caries. Such  
spots are combined with another stages of  dental caries . Fluorosis 'spots  are also  observed  on the teeth resistance to caries  : on  incisors  and  canines including  lower teeth.
♦Sensitivity of teeth is character for dental caries , but is absence in dental  fluorosis.
♦And finally ,  dental fluorosis is an endemic disease , but dental caries is not .

     7.Differential diagnosis of dental  surface caries and dental  acid necrosis.
Same signs: 
♦presence of the spots.
Different  signs : 
♦Usually carious spot is solitary  ,and its  borders are clearly defined . Carious spot  is chalky –form or  dirty-grayish color , the roughness and the defect of the enamel are  observed on probing  .In  dental acid necrosis the spot is as if diffuse spread on  matte surface of the enamel.
♦Caries usually affects one  or two teeth ,and frequently first molars are involved into the process . Rarely  more teeth are affected. In dental  acid necrosis  in the first place ,incisors  and canines  are affected ,that is, the  group of the teeth, because these teeth are earliest and big than lateral  ,and contacts with the stream of breathing air.  The localization of the lesion is  also bound  with lip' shape. The turbidity of the enamel is firstly occurred in the places of maximally influence of acid vapors  to non -protected  enamel surfaces ( in case of  mouth breathing, open bite ).
♦In carious spot the tooth has bluish hue color , the enamel of teeth seems to be transparent . If  the color of the teeth of examined patient has yellowish hue, the intensity of this one  will be low. In dental  acid necrosis  the discoloration of the teeth is presence: In dental necrosis caused by sulphuric acid the teeth turn  black under the influence of sulphuric substances , in  dental necrosis caused by  hydrochloric acid the teeth turn metallic hue , by influence of nitric acid the teeth turn yellow. 
♦Carious spots are usually situated  on proximal surfaces of the crown of the teeth , in the fissures and necks of the teeth .The spots  in  acid necrosis  are situated on immune dental surfaces such as  labial , lingual, close-fitting to the cusps and cutting edges of dental   crown .
♦Carious spots are usually found  in  persons with blossoming caries. In this case multiple , different depth' cavities  are observed. In denta l acid necrosis  intensive  carious lesions  are absence.
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         Fig.90Dental caries                                                Fig.91 Acid necrosis


♦ Carious spots (Fig.90) of lateral teeth  occur on both medial and distal surfaces .              
   The lesions in acid necrosis (Fig.91) of lateral teeth  especially localize  on medial surface .              
♦The presence of soreness of the mouth , numbness , “gluing”  of teeth when  closure of antagonists is specific for acid necrosis  in contrary to dental  caries ,  by which these symptoms are absence.

    
DIFFERENTIAL-DIAGNOSTICS  SIGNS  OF SURFACE CARIES. Table 2.
    

	 sign  
	dental fluorosis  
	surface caries 
	dental hypoplasia 
	Dental abrasion 
	dental erosion
	dental chemical necrosis

	Comp-laints  
	Esthetic defect 
	Short – term pain of chemical, thermal irritants, but may be painless
	Esthetic defect
	Esthetic defect, may be painless
	Esthetic defect, may be short – term pain of any irritants
	soreness of the mouth, short – term  pain of chemical, thermal irritants

	location
	Vestibular ,lingual and occlusion surfaces of the teeth 
	Fissures and other natural pits and grooves , proximal surfaces  and cervical areas  of the teeth 
	Vestibular ,lingual and occlusion surfaces of the  teeth
	Vestibular surface of  cervical areas  of the teeth 
	Vestibular surface of incisors and canines in the middle third part part  or  along  the whole crown 
	may be on any surfaces, but frequently on vestibular surface  and cutting edge of frontal teeth  

	Description of the defect
	Defects as spots or small and big erosions are character,  disappearance  and cleavage of enamel may occur  
	Roughness,
defect within the enamel, the probe is being stuck
	Small deepenings like pits ,grooves with smooth surface 
	Defect like wedge with smooth
walls   
	saucer-shaped defect with smooth, solid floor , sometimes  as a gouge 
	loss  of chalky color ,enamel with rough, scalloped margins on cutting edge and labial (lingual)surfaces of the teeth

	Permeability for  staining agent
	Isn’t increased
	Is considerably increased
	Isn’t increased
	Isn’t increased
	Isn’t increased
	 Is  increased 



DIFFERENTIAL DIAGNOSIS  OF MIDDLE CARIES .
Middle caries should be differentiated with follow diseases :
1.caries profound (deep caries);
2.dental erosion ;
3.dental  abrasion ;
4.chronic apical periodontitis. 

1.Differential diagnosis between middle caries and caries profound .

Same signs:
♦pain reaction caused by  thermal irritants;  
♦localization of the cavities.
Different signs:
♦In middle caries  medium-size ′cavity  without beetle enamel margins is revealed. In  caries profound   a big cavity with narrow entrance  is revealed ,and  brittle “undermined”  enamel , the margins  of which are chalky and form the hangars is observed.
♦In middle caries (Fig.92) the patients  can complain of pain caused by cold irritant. 
♦In caries profound  (Fig.93) side by side  with cold,  hot irritant also causes the pain.
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           Fig. 92Middle caries                                                   Fig. 93Caries profound

♦In middle caries short-term  pain which is immediately passed away after removal of the  irritant is presence . 
♦In caries profound  so called “arch” pain occurs ,that is, after removal of irritant the pain may remain up to  15  minutes .    
♦In middle caries the painfulness of the walls  of the cavity is revealed on probing. In caries profound   the probing causes the sensitiveness  along the  whole floor of the cavity .
♦In middle caries electric sensitivity of the pulp is normal  2-6 mcA , but  
in caries profound    electric sensitivity of the pulp is reduced up to 15 mcA.

  2.Differential diagnosis of  middle caries  and dental erosion  
Same signs : 
♦ presence of the  defects on dental  surface.
Different signs :
♦In dental erosion  the cavity is not formed  ,but  only the defect situated within the enamel or dentin occurs in depend on time of the disease. In middle caries  the cavity with all its elements is formed  : cavity has the floor and walls.
♦In dental erosion the surface of the defect is smooth and shiny. In middle caries (Fig.94) the rough cavity with soft pigmented  dentin is revealed on probing.
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         Fig.94Dental  caries                                               Fig.95Erosion of molar

♦Dental  erosion affects the  frontal upper teeth, rarely  premolars. Caries process affects all groups of the teeth.
♦ Dental  Erosion (Fig.95) is found at middle-age  persons. Caries appears at any age .
♦In Dental   erosion no less than two symmetrically situated teeth are affected. Carious spots even by their localization on  symmetric teeth , are distinguished by shape and localization.      

 3.Differential diagnosis of  middle caries and dental abrasion 	
Same signs : 
♦presence of the defects on dental  surface. 
Different signs :
♦In  middle caries the cavity and its elements (the floor and walls) are observed . 
Dental abrasion is formed  by two surfaces convergence at acute angle toward  the inner part of dental cavity.  

♦In  middle caries roughness of the cavity and presence of soft pigmented dentin is revealed on probing .The walls of  dental abrasion are smooth,  strong and shiny.
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Fig. 96 Dental abrasion                    Fig. 97Severe caries  
                  

 ♦In  middle caries the pain may be caused  by all types of irritants . In dental abrasion   the pain is frequently absence .
♦ Dental abrasion  often affects the teeth protruded  out of the dentition .     
In middle caries all groups of the teeth may be destroyed.
♦ Dental abrasion  is  frequently found at the middle-age and olderly  persons ,wherever  middle caries  occurs independently from age.
♦ Dental abrasion    is situated on the necks of the teeth. Middle caries  is situated on  cervical  areas , proximal surfaces and in the fissures of the teeth . 

4.Differential diagnosis of  middle caries and chronic apical periodontitis :
Same signs :
♦thermal  irritants  cause no pain. 
Different signs :
♦The preparation of the cavity in middle caries causes the pain , in contrary to chronic  apical periodontitis ,when  preparation of which  the pain is absence because of   pulp decomposition.
♦In middle caries sometimes  quickly-passed   pain caused by chemical and cold irritants  may be presence ,  but in  chronic  apical periodontitis  the reaction   to these irritants is not presence .
♦ In  middle caries (Fig.98)the painfulness  of the walls of the cavity is revealed on probing but  in  chronic  apical periodontitis  the probing of the cavity is painless.
♦There is discoloration of the tooth in chronic  apical periodontitis  (Fig.99) ,which is absence in  middle caries.
♦ Percussion  in  middle caries is painless in contrary to chronic  apical periodontitis ,   in  which the percussion is painful or  more sensitive(depends on clinical type) .
♦In  middle caries   the condition of  periodontium and gingival mucous is normal ,but in  chronic  apical periodontitis  these signs are presence. 
♦ In  middle caries an electric sensitivity of the pulp is normal – 2-6 mcA , but in    chronic  apical periodontitis  this one is  over than 100mcA. 
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            Fig.98 Dental caries                                   Fig.99 Chronic apical       periodontitis

DIFFERENTIAL –DIAGNOSTICS SIGNS OF MIDDLE CARIES . Table 3.


	sign
	middle caries 
	profound caries
	Dental abrasion
	chronic apical periodontitis 
	Dental erosion 

	complaints
	May be symptomless, but sort-term pain from chemical and thermal  irritants also may be presence 
	Quickly passed pain from chemical and thermal irritants.
Sometimes ache pain is present 
	Esthetic defect
	ache pain is present on  biting, discomfort and uncomfortable sense  of the tooth 
	Esthetic defect ;Quickly passed pain from chemical and thermal irritants are possible.


	Localization 
	Masticatory, proximal, cervical  surfaces 
	Masticatory, proximal, cervical surfaces
	Vestibular surface, equator and neck of the tooth 
	masticatory proximal, cervical surfaces
	Vestibular surface

	Typifying of the lesion 
	 Middle size carious cavity  within the  mantle dentin 
	Profound carious cavity within the  makintosh
dentin 
	defect of the different depth with smooth,
shining,
convergent  at angle surfaces 
	Profound or middle size carious cavity .Pulp 'chamber sometimes is exposed 
	Saucer-like  defect with smooth, shining floor 

	Electric
Sensitivity of  the pulp 
	2-6 mcA
	8-15 mcA
	2-6 mcA
	Over than 100 mcA
	2-6 mcA

	Alteration of gingival mucous 
	Absence 
	Absence
	Absence
	Swelling, redness of mucous, painfulness on palpation
(depends on clinical type of chronic apical periodontitis) 
	Absence

	Alteration of roentgen 
	Absence
	Absence
	Absence
	Alteration of the periodontium like widening or resorbtion of the bone 
	Absence




    1.Differential diagnosis between caries profound and middle caries .

Same signs:
♦reaction to thermal  irritation; 
♦location of the cavities.
Different signs:
♦ In  middle caries  medium-size cavity  without beetle enamel margins is revealed. In  caries profound   a big cavity with narrow entrance  is revealed , the brittle “undermined” margins  of which are chalky, and form the hangars.
♦ In  middle caries the patients  can complain of pain caused by cold irritant. 
♦ In  caries profound  side by side  with cold irritant also hot irritant causes the pain.
♦ In  middle caries short-term  pain, which is immediately passed away after removal of  the irritant is presence . In caries profound  so called “arch, attack-like” pain occurs, that is after removal of  the irritant the pain may remain up to  15 minutes . 
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         Fig.100 Caries profound                                    Fig.101 Middle caries

♦ In  middle caries the painfulness of the walls  of the cavity is revealed on probing . In  caries profound  (Fig.100) the probing causes the painfulness along the  whole floor of the cavity .
♦ In  middle caries (Fig.101) the electric sensitivity of the pulp is normal  2-6 mcA ,but  in  caries profound    electric sensitivity of the pulp is reduced up to 15 mcA.
    
2.Differential diagnosis between caries profound and acute local pulpitis 
Same signs: 
♦the presence of  pain caused by  all types of irritants (especially of cold );
♦the patient  can exactly indicate  the causal  tooth, the radiation of the pain  is    absence; 
♦There is  deep carious  cavity revealed  by examination . Pulp 'chamber is locked.
Different signs:
♦In  case of acute local pulpit even weak irritants  cause the pain ,and  don’t immediately subside  after removal   of irritants .Frequently spontaneous  night  pain with  long-painless periods  are presence  in contrary to caries profound ,in which  night , spontaneous pain is absence, and after irritation the pain  quickly  subsides no later than 15 minutes.
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Fig.102Extensive dental caries                          Fig. 103 Dentinal tubules are filled with fluid that,  
                                                                                when stimulated,    will cause sensation
                                                                                                     

♦The probing in case  of acute  local pulpit is sharp-painful in  projection of inflammation horn ,but  in  case of  caries profound – the pain  is less-intensively ,and  revealed  along  the dentin-enamel  junction  and whole  surfaces of the floor. 
♦Electric sensitivity of the pulp in  caries profound  is  8 - 15 mcA , but in acute local pulpitis  electric sensitivity of the pulp is 15mcA up  to 25 mcA.


   3.Differential diagnosis  between caries profound and  chronic fibrous pulpitis  
Same signs :
♦ presence  of deep carious cavity;
♦sensitivity to  all types of irritants; 
♦ night ,and attack-like pain is absence .
Different signs :
♦In  case of chronic fibrous pulpitis  painful reaction does not pass immediately after removal of irritants ,but  in caries  profound  painful reaction immediately subsides  ;
♦In  chronic fibrous pulpitis  there is the communication with pulp'  chamber, but in case of caries profound  this one is absence. The probing in chronic fibrous pulpitis  is painful in one or two  points , but in  caries profound  the probing of whole floor of the cavity causes the  pain.
♦in case  of chronic fibrous pulpitis  past sharp   pain is known  from history,  but in  caries profound  the history does not contain any  information concerning the   past acute , independently occurred or ache pain . 
♦The indications of EOD in chronic fibrous pulpitis  is  25-45 mcA , but  in caries profound this one  reaches up  to 8-15 mcA.
♦In  chronic fibrous pulpitis it is possible to detect the presence of communication  between  pulp' chamber and  carious cavity, and  sometimes the extension of periodontium  by X-ray examination  , but  in  caries profound these ones never occur.
♦Dental discoloration in  chronic fibrous pulpitis  may be presence : the color of the crown is gray and opaque, but in caries profound the color of the tooth is normal.


                                    PULPITIS 

   For precise diagnosis  of “pulpitis”  the  leading symptoms like pain, character of its development , duration of the process , attack-like character, intensity and objective examination (examination, probing, thermometry, electroodontometry ) are very important. 
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Fig.104 In case of penetration of microbes through  the enamel and dentin layer inflammation reaction (reversible or irreversible)is developed in pulp

                      DIFFERENTIAL DIAGNOSIS OF ACUTE  LOCAL  PULPITIS
Acute local pulpitis should be differentiated from follow diseases:
1.chronic fibrous pulpitis;
2.caries profound;
3.acute diffuse pulpitis;
4. dental sensitivity;
5.papillitis;
6. concremental  [calculus] pulpitis.

1.Differential diagnosis between  acute  local pulpitis and chronic fibrous pulpitis.

Same signs:
♦presence of  long-term  pain, especially caused by cold irritant; 
♦the probing  of the  cavity is painful in one point.
Different signs :
♦In case of   acute local pulpitis attack-like  pain  spontaneously   occurred  at night  is presence  ,but in case of chronic  fibrous pulpitis  spontaneous  pain  is occurred only  in exacerbation   of  the inflammation process.
♦In case of acute local pulpitis (Fig.104,105) (in exception  of traumatic )the pulp 'chamber is locked  , therefore the bleeding  is absence ,but in case of chronic fibrous pulpitis  the pulp ' chamber is unlocked, and as a result of this  bleeds.
♦ EOD is  25 mcA in   acute local pulpitis , but in chronic fibrous pulpitis  EOD is  25-45 mcA ;
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           Fig.105Reversable pulpitis

♦In case of  acute local pulpitis  spontaneous  past pain was absence  ,but in chronic fibrous pulpitis  spontaneous  past pain was presence.
♦ Acute local pulpitis  lasts 1-2 days ,but chronic fibrous pulpitis  lasts up to  a few  years;
♦ In case of  acute local pulpitis  the condition of the periodntium is normal ,but in  chronic fibrous pulpitis  there is some alteration  of the  periodontium  like  the deformation of periodontal fissure .

2.Differential diagnosis  between  acute  local pulpitis and  caries profound 
Same signs: 
♦the presence of the  pain caused by  all types of irritants (especially of cold );
 ♦the patient  can exactly indicate  the causal  tooth, the radiation of the  pain is    absence ;
♦There is  deep carious  cavity when  examination . Pulp 'chamber is locked.
Different signs:
♦In  case of acute local pulpitis  (Fig.106)even weak irritants  cause the pain ,and  don’t   immediately subside    after removal of irritants .Frequently spontaneous  night  pain with  long-painless periods  are presence , in contrary to caries profound, in  which  night , spontaneous pain is absence ,and after irritation the pain  quickly subsides  no later than  in 15 minutes.
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    Fig.106Cold irritant causes the  long-term pain  in acute local pulpitis 

♦The probing in case  of  local pulpitis  is sharp-painful in  projection of inflammation horn ,but  in  case of  caries profound – the pain  is less-intensively, and  revealed  along  the  dentin-enamel  junction  and all surfaces of the floor. 
♦Electric sensitivity of the pulp in  caries profound is 8 - 15 mkA ,but in  acute local pulpitis  electric sensitivity of the pulp is 15mkA - 25 mkA.
   
        3.Differential diagnosis between  acute  local pulpitis and  acute diffuse pulpitis 
Same  signs:
♦the pain caused by all types of irritants ;
♦spontaneous pain ,especially occurred   at night;
♦ presence  of deep carious  cavity;
♦the pulp ' chamber is locked;
Different signs:
♦In case  of acute local pulpitis  the pain  is  frequently caused by  cold irritant (Fig.107), but in case of  acute diffuse pulpitis  on the pus stage the pain  is especially occurred by hot irritant ,and  is calmed by cold irritant down. 
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Fig.107 Dichlordofluormethan  or carbon dioxide is an effective irritant for cold test.

♦in case of acute local pulpitis  the painless  periods  are  longer than  painful periods, but  in case of acute  diffuse pulpitis  the spontaneous  pain lasts  longer (up to  a few hours )  and  the “light” periods are very short. 
♦acute local pulpitis  lasts  no more than 1-2 days ,but acute diffuse pulpitis  lasts  up to  14 days.
♦The radiation of the  pain in case  of  acute local pulpitis  is absence, but in  acute diffuse pulpitis the   radiation of the pain is character.( Fig.108) 
♦In case of acute local pulpitis  the probing is  painful only in the projection of  an inflammation horn ,but   in acute  diffuse pulpitis   the probing of whole floor of the cavity is  painful.
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Fig.108 Reversible and irreversible pulpitis are distinguished by character of pain  specific for each type of pulpitis

♦The percussion is negative in case of  acute local pulpitis , but in case of  acute  diffuse pulpitis   the percussion  is painful.
♦EOD in case of  acute local pulpitis    is  up to 20 mcA, but  in acute diffuse pulpitis (Fig.109) It reaches to 30-45 mcA.
[image: ] [image: ]
               
 Fig.109 Irreversible pulpitis


                  4.Differential diagnosis  between  acute  local pulpitis and sensitivity of teeth 
Same signs : 
♦acute  pain caused by   all types of irritants.
Different signs :
♦Night , spontaneous  periodic  pulse  pain  is specific for acute local pulpitis. These types of pain  are  not character for the dental sensitivity .
♦In pulpitis the influence of irritants (chemical, thermal, mechanical) leads to  appearance  of long -term pain, which also doesn’t subside  after removal  of  irritation.
In dental sensitivity the influence of  the irritants (chemical, thermal, mechanical) leads to  appearance  of short -term pain ,which immediately passes  after removal of the irritation.
♦In  acute local pulpitis  electric sensitivity of the pulp is over than 15 mcA ,but in dental sensitivity of teeth it is normal – 2-6 mcA.
♦The presence of gingival  recession and dentin 'exposure is possible  in dental dental sensitivity.

    5.Differential diagnosis  between  acute  local pulpitis and papillitis (inflammation of papillae ).
Same signs :
♦acute  pain caused by all types of irritants;
Different  signs:
♦ For papillitis  follow symptoms are character : oedema, redness, painfulness  of the papillae revealed on  palpation. Even gentle probing  of papillae causes the bleeding  . EOD of the teeth is  normal. In case of papillitis  the pain is not  associated  with thermal and chemical irritants . The pain is especially associated with food impaction  in proximal surfaces of the  teeth  ,and  mechanical trauma of papillae. In case of acute local pulpitis   EOD is reduced;
♦In acute local pulpitis  the pain is sharp , attack-like ,but in papillitis  the pain is ache ;
♦ In case of  papillitis  the pain is not caused by thermal and chemical irritants , and depends more on  food impaction and mechanical trauma of inter-dental papillae;
♦ In acute local pulpitis   the alteration of the periodontium  is absence, but in  papillitis  interseptal bone ' resorbtion may be observed;
♦ In acute local pulpitis    percussion is painless, but in  papillitis  there is some sensitivity  caused on lateral percussion .

    6.Differential diagnosis  between  acute  local pulpitis and calculus pulpitis 
Same signs :
♦night , spontaneous , sharp , long  pain caused by   all types of irritants;
Different  signs :
♦In acute local pulpitis   the pain' attack has local character ,but in  calculus pulpitis  the  radiation of the pain along the brunches of trigeminal nerve is presence;
♦In  acute local pulpitis   the  percussion is painless, but in  calculus pulpitis  the percussion is weak painful;
♦In calculus pulpitis   the pain may be appeared even by suddenly  disposition of the body, head,  and  on  turning of dental  armchair  back(“armchair symptom”). All these symptoms are absence in  acute local pulpitis;
♦Final diagnosis of calculus pulpitis    is confirmed by roentgen examination revealed  the presence of  denticle  in pulp 'chamber  ,or in the root of the tooth;
♦ In calculus pulpitis   the pain gradually increases , but in acute local pulpitis     the pain  begins quickly  as a lightning.
                      
DIFFERENTIAL DIAGNOSIS  OF CALCULUS  PULPITIS
Calculus pulpitis should be differentiated from follow diseases:
1.acute local pulpitis;
2. trigeminal neuralgia (prosopalgia).
1.Differential diagnosis  between calculus pulpitis  and  acute local pulpitis 

Same signs :
♦night , spontaneous , sharp , long  pain caused by   all types of irritants;
Different  signs :
♦In  acute local pulpitis  the pain' attack has local character ,but in calculus pulpitis   the radiation of the pain along the brunches of trigeminal nerve is presence;
♦ In acute local pulpitis   the  percussion  is painless but in calculus pulpitis  the percussion is weak painful;
♦ In calculus pulpitis   the pain may be appeared even by suddenly  disposition of the body, head  and  by turning of dental  armchair  back(“armchair symptom”). All these symptoms are absence in  acute local pulpitis;
♦Final diagnosis of calculus pulpitis    is confirmed  on  roentgen examination revealed  the presence of  denticle  in the  pulp 'chamber , or in dental  root;
♦ In calculus pulpitis   the pain gradually increases , but in acute local pulpitis     the pain  quickly begins  as a lightning.
                      
      2.Differential diagnosis  between calculus pulpitis and  prosopalgia (trigeminal neuralgia)
Same signs :
♦presence of  spontaneous attack-like ,  sharp pain ;
♦radiation (spread)of  the pain; 
Different  signs :
♦ In  case of  calculus pulpitis   the pain gradually increases,  but in case of  prosopalgia  the pain  begins quickly  as a lightning ,  is short, sharp ,and occurs in determined hours of the  day;
♦ In case of  calculus pulpitis   the pain may be provoked by thermal irritants, but in case of  prosopalgia  the pain  is occurred  even by touching  to the skin of the face , mucous of the mouth , talking;
♦ In case of  calculus pulpitis   the percussion  is weak-painful in comparison with healthy teeth. In case of  prosopalgia  the percussion of the teeth is painless;
♦The indications of electroodontometry in case of  calculus pulpitis  is 40-60 mcA ,whereas in  prosopalgia  this one  is  not changed; 
♦ In case of  calculus pulpitis  the presence of denticles in the pulp 'chamber, and obliteration of  the root canals is revealed on  roentgen examination . In case of prosopalgia roentgen examination reveals nothing  concerning of intact teeth.
      
 DIFFERENTIAL DIAGNOSIS  OF ACUTE DIFFUSE PULPITIS 
Acute diffuse   pulpitis should be differentiated with follow diseases:
1. acute local pulpitis;
2. exacerbation  of chronic pulpitis;
3.acute apical  periodontitis,  and exacerbation of chronic  apical periodontitis;
4.prosopalgia;
5.acute antritis;
6.alveolitis;
7.difficult eruption of the tooth;
1.Differential diagnosis between both acute  diffuse and acute local pulpitis 
Same signs :
♦the pain caused by of  all types of irritants; 
♦spontaneous pain especially occurred  at night;
♦ presence of  deep cavity ;
♦pulp 'chamber is locked;
Different signs:
♦in case  of acute local pulpitis  the pain frequently is   caused by  cold irritant , but in case of  acute diffuse pulpitis  on the pus stage the pain  is especially caused by  hot irritant (Fig.110),and calmed by cold irritant down. 
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Fig.110 For determination of hot reaction the tooth is isolated and is irrigated from syringe 

♦in case of acute local pulpitis  the painless  periods  are  longer than  painful periods, but  in case of acute  diffuse pulpitis  the spontaneous pain is longer more (up to  a few hours )  ,and  the “light” periods are very short. 
♦ acute local pulpitis  lasts  no more than 1-2 days, but acute diffuse pulpitis  lasts  up to  14 days.
♦The radiation of the  pain in case  of  acute local pulpitis  is absence, but in  acute diffuse pulpitis the   radiation of the pain is  a characteristic  sign. 
♦In case of acute local pulpitis the probing is  painful only in the projection of  an inflammation horn, but   in  acute  diffuse pulpitis   the probing of whole floor of the cavity is very painful.
♦The percussion is negative in case of  acute local pulpitis  ,but in case of  acute  diffuse pulpitis  the percussion  is painful.
♦EOD in case of  acute local pulpitis   is  up to  20 mcA, but  in acute diffuse pulpitis it  reaches to 30-45 mcA.




DIFFERENTIAL-DIAGNOSTIC  SIGNS OF DIFFERENT TYPES OF ACUTE PULPITIS . Table 4.

                      

	Sign 	
	Acute local 
pulpitis 
	Acute serous diffuse  pulpitis 
	Acute purulent  diffuse  pulpitis
	Exacerbation of chronic forms of pulpitis

	History(anamnesis) 
	Pain lasts    no more  than 1-2 days 
	 The tooth falled ill for the  first time ,and  the pain lasts  for a few days 
	The tooth falled ill for the  first time , and pain lasts  for a few days
	Acute   or ache  pain  lasting for a long time (up to  1 month or more) is revealed from  history. Acute pain lasts  for a few days  

	Duration of the  pain 'attack , remission periods, character of the pain

	Short-term ,attack-like pain with long remission periods 
	attack-like pain with short-term remissions  and repeating   during a day 
	Tearing , pulse, almost constant pain, gradually  calming down  ,but not completely passed i.g. remission periods  are  absence 
	Side by side with sharp attack-like spontaneous  pain ,long-term ache pain may be presence 

	Radiation of the pain along the way of  nervus trigeminis 
	Radiation of the pain is absence . The patient exactly indicates the causal tooth 
	May be ,but episodic 
	Is presence 
	May be 

	Reaction to thermal irritants 
	Sharply painful
	Sharply painful 
	Hot and warm irritants promote the pain , cold irritant calms the pain down
	Cold and hot irritants may cause the pain because of type of exacerbation of chronic pulpitis  

	Percussion reaction 
	painless
	May be painful
	painful
	painful

	Electric sensitivity 
	15-25 mcА
	25-35 mcА
	30-45 mcА
	50-90 mcА

	State of mucous in area of causal tooth 
	No change 
	No change
	No change
	No change, but by exacerbation of gangrenous pulpitis  may be redness with bluish hue 

	Probing  of the floor of carious cavity 
	Pulp chamber is locked , painfulness is presence only in one point 
	Pulp chamber is locked , painfulness is presence by whole floor of carious cavity 
	Pulp chamber is locked, the probing is painful or sharply painful in whole floor ,the vault  is easily perforated  with releasing of  a drop  of pus 
	May be communication between pulp chamber and carious cavity. Painfulness on probing depends on exacerbation type of  pulpitis(when  exacerbation of gangrenous pulpit is painful)




2.Differential diagnosis  between acute diffuse pulpitis and exacerbation of  chronic forms  of  pulpitis.
Same signs :
♦spontaneous  pain with “light ” periods  which are promoted by thermal  irritants;
♦radiation of the  pain;
♦the comparative percussion is  painful;
♦presence of deep carious cavity;
Different  signs:
♦Duration of acute diffuse pulpitis  is  up to 14 days. Pain and discomfort in case of different  types of exacerbation of pulpitis  are observed  during a  long term period (6-12 months);
♦In case of  exacerbation of chronic pulpitis  there was spontaneous pain in the past, in contrary to  acute  diffuse pulpitis    in  which the past pain from  history is absence;
♦In exacerbation of chronic fibrous  pulpitis  the communication of carious cavity with  pulp 'chamber is  revealed ,and probing is painful  in one point,  but  in acute diffuse pulpitis  pulp' chamber is locked,  and there is painfulness of whole floor .In exacerbation of  gangrenous pulpitis  the probing is painless;
♦In 30% cases  there is the extension of  the periodontium  observed  by  x- ray  examination in case of exacerbation of chronic  pulpitis ;
All these indications are absence in   acute diffuse pulpitis;
♦In acute diffuse pulpitis  EOD is 25-35 mcA. In  exacerbation  of chronic forms of pulpitis  EOD may be till 50-90 mcA;
♦In acute diffuse pulpitis  there is no  alteration of mucous at the  area of causal   tooth. In  exacerbation  of chronic gangrenous form of pulpitis the  alteration of  the mucosa  is presence. 
3.DIFFERENTIAL DIAGNOSIS  BETWEEN ACUTE DIFFUSE PULPITIS AND ACUTE  APICAL AND EXACERBATION OF CHRONIC PERIODONTITIS.               
                         
Same signs :
♦Presence of long-term  pain;
♦Sharp  pain , radiating  along the brunches of nerve trigeminis ;
Different signs:
♦ In acute  diffuse pulpitis  the pain is periodic ,but in  acute  apical periodontitis   the pain is constantly promoted in time ,because of the secrete  is deposited  in locked  space of periodontal fissure , without  “painless ” periods;
♦ In acute  diffuse pulpitis  the pulp ' camber is locked,  but  in acute apical periodontitis  there is the communication  of cavity  with  pulp chamber which is painless on  probing;
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Fig. 111 Electrical test 

♦In  acute diffuse pulpitis  the palpation of  muco-alveolar fold   is painless ,but  in acute  apical periodontitis  this symptom is painful;
♦In   acute diffuse pulpitis  the percussion is weak-painful,  but  in  acute  apical periodontitis    the patient can not even  touch the painful  tooth by his tongue;
♦In  acute diffuse pulpitis  the patient can not  exactly indicate  his  painful tooth, but  in  acute apical periodontitis  he can do it ;
♦In  acute diffuse pulpitis  the thermal   irritants promote the pain  ,but in  acute  apical periodontitis  the pulp does not  react to these ones;
♦In  acute diffuse periodontitis  the  changes in  the periodontium   are not  revealed  ,but  in acute apical periodontitis   these ones are revealed (in exception  of  acute periodontitis  on toxic  stage);
♦ The indications  of EOD in case of  acute  diffuse pulpitis  always is  25-35 mcA ,but  in case of   periodontitis  it  is more than 100 mcA (Fig.111).
4.Differential diagnosis  between acute diffuse pulpitis and prosopalgia . 
  Same  signs:
♦Presence of  attack-like  pain with “light” intervals;
Different signs:
♦In prosopalgia the chemical and thermal irritants , as a rule , do not  promote the pain .The pain is caused  by different  motions of the  face 'muscles and on  touching  to special zones  called “dolorogenic  zones ” which are  situated an  exit places of  branches of  nerve trigeminus ;
♦ In pulpitis the pain  is especially occurred at night ,but in prosopalgia  the pain occurs especially  by day and may be caused even by pillow or counterpane touch to the affected zone;
♦ in case of prosopalgia  the examination does not  reveal the causal  tooth ;
♦ In pulpitis  the pain  occurs as with lightning speed, and lasts for  hours ,but in  prosopalgia  the pain  lasts 2-3 minutes  ,and then suddenly stops; 
♦ In prosopalgia  the  vegetative  manifestations  like  redness  of the face , lacrimation on affected area , hypersalivation , reflectory  contraction of mastication muscles  may be presence . These symptoms are absence in acute diffuse pulpitis;
♦ In prosopalgia the patient stands still  in suffering pose during the attack, he is afraid   to stir , keeps his breathing  or has tachypnoe , presses or widen painful area.

5.Differential diagnosis between acute diffuse pulpitis and acute antritis . 
Same signs:
♦attack-like  ache  pain in jaw;
♦radiation of the pain along the brunches of nerve trigeminis;
Different signs  :
♦ In antritis  the general  state  of the  patient is injured ,  and symptoms like headache , quickly   tiredness ,  temperature rise  are typical. All these symptoms are absence in  pulpitis ;
♦ In antritis  the pain is  promoted by inclining of head  and harsh disposition;
♦ In antritis  there are secretions out of the nose  in contrary to pulpitis ,in which this  symptom is absence;
♦ In antritis  there is  characterized  X-ray picture  of genyantrum  in contrary to pulpitis ,by which this  symptom is absence;
♦ In antritis  the thermal irritants do not  promote the pain .There is constant,  pouring , ache  moderate intensively pain in contrary to pulpitis, by which this  symptom is absence;
♦ In antritis  the pain is constant , but in  pulpitis  there are  remission periods. 

6.Differential diagnosis  between acute diffuse pulpitis and alveolitis 
  Same signs :
♦The radiation of the pain  along  the ways of nerve trigeninus is specific ;
Different signs:
♦In case of alveolitis  there  always  the alveolus of  extracted tooth filled with blood clot is presence  in contrary to acute diffuse pulpitis ;
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                Fig.112Dry socket

♦ In case of alveolitis  (Fig.112) the pain is constant  and never associated with thermal irritants, in contrary to pulpitis by which  a long- term pain caused by  thermal irritants is  observed  ,and remission periods are presence; 
♦ In case of alveolitis  the palpation of the gum in the projection of alveolus  is sharp – painful in contrary to acute diffuse pulpitis  ,in  which the palpation of the ingiva  is painful;
♦In case of alveolitis  after curettage  and   use of anti-inflammation therapy the pain is passed but in acute diffuse pulpitis  the pain is not stopped by these therapeutic methods.

7.Differential diagnosis  between acute diffuse pulpitis and difficulty eruption of wisdom tooth 
Same signs  :
♦Ache in jaw ;
Different signs :
♦ In the case of pericoronoritis  and difficulty eruption of wisdom tooth the difficulty of mouth opening (trismus) is observed ,but in  acute diffuse pulpitis  trismus is absence ;
♦ In the case of pericoronoritis and difficulty eruption of wisdom tooth the palpation  of this gingival  area  is painful in contrary to acute diffuse pulpitis ,in  which the palpation of the gingiva is painless;
♦ In the case of pericoronoritis and difficulty eruption of wisdom tooth  by examination an  inflammation and swollen gingival  is revealed in the projection of  the tooth, but in  acute diffuse pulpitis the gingival  is normal;
♦ In the case of pericoronoritis and difficulty eruption of wisdom tooth  the roentgen examination  reveals the presence of  wisdom tooth on eruption stage, but in  acute diffuse pulpitis the roentgen examination  reveals nothing .

DIFFERENTIAL- DIAGNOSTIC SIGNS  OF DISEASES  CLINCALLY REMINDING  ACUTE  DIFFUSE PULPITIS. Table 5.



	Sign 
	Acute  diffuse pulpitis 
	Acute  apical periodontitis or  exacerbation of chronic apical periodontitis  
	Acute anthritis
	Prosopalgia 
	Alveolitis  
	Difficulty eruption of wisdom tooth

	Character of the pain 
	Acute spontaneous attack-like pain increasing  at night and radiating along the  branches of nervus trigeminis 
	constant ache or acute pulse like pain
	constant ache and acute pulse like radiating pain  in maxilla 
	attack-like torment  suddenly occurring  and suddenly stoppedpain
	Acute, constant, torment, radiating   pain 
	Ache pain in the jaw 

	Agent provoking the  pain 
	Thermal irritants 
	Touch to the tooth, biting 
	Painfulness  of adjacent to inflammation sinus on biting may be present
	Weak mechanical and thermal irritant acting in area of trigger zones  
	Contamination of dry alveolus of extracted tooth 
	mechanical, Painfulness on biting may be present 

	Additional clinical symptoms 
	Carious cavity the floor of which is sharply painful on probing. In case of purulent  stage of pulpitis may be painfulness on percussion 
	Carious cavity the floor of which is painless on probing, sharply painfulness  on percussion, swelling  and redness of mucous in area of causal tooth  
	Sense of stuffiness in nose, difficulty of breathing through affected  half-side, emission of an exudate out of the nose 
	Vegetative manifestations as redness of the face, lacrimation, increased salivation , reflector contraction of mimic  and masticatory musculature
	The  tooth is absent in alveoli, the walls of alveoli are covered by gray plaque or it is filled with necrotic masses. Inflammation of surrounding the alveoli tissues is observed 

	Mucous is swollen, redness, painful on palpation. Difficulty of opening of mouth may be presence  

	General state of the patient 
	Is not suffered 
	Is not suffered 
	May be headache, indisposition, temperature rise
	temperature rise, general indisposition, headache, promotedby cough, sneezing and inclination of the head ,rapid fatigability 
	Isn’t suffered  .But  at attack period the patient stands in suffering pose , is afraid of any motions still. The patient stops their breathing  or  they have tachypnoe ,press or massage the painful area. On the period of attack the patients are laconic . 
	May be headache, indisposition, low grade fever



           DIFFERENTIAL DIAGNOSIS  OF CHRONIC FIBROUS PULPITIS:
Chronic fibrous pulpitis should be differentiated with :
1.caries profound;
2.acute local pulpitis;
3.chronic gangrenous pulpitis; 

              1.Differential diagnosis between chronic fibrous pulpitis  and caries profound:
Same signs :
♦ presence  of deep carious cavity;
♦sensitivity to  all types of irritants ;
♦night and attack-like pain is absence .
Different signs :
♦In  case of chronic fibrous pulpitis  painful reaction does not subside  immediately after removal of irritants, but  in  caries  profound  painful reaction passes immediately;
♦In chronic fibrous pulpitis  there is the communication with pulp'  chamber ,but in case of caries profound  this one is absence. The probing in  chronic fibrous pulpitis  is in one point  painful, but in  caries profound  the probing of whole floor of the cavity is painful.
♦in case  of chronic fibrous pulpitis  past acute  pain is   revealed from history  ,but in   caries profound  the history  does not contain an information concerning of  past acute , independently occurred or ache pain . 
♦The indications of EOD in  chronic fibrous pulpitis  is  25-45 mcA , but  in  caries profound reaches up   to 8-15 mcA.
♦ In chronic fibrous pulpitis  It is possible to detect the presence of communication  between  pulp' chamber and  carious cavity, and  sometimes the extension of periodontium  by X-ray examination  , but  in  caries profound these ones never occur.
♦the  discoloration of the tooth in chronic fibrous pulpitis  may be presence : the color of the crown is gray and opaque, but in  caries profound the color of the tooth is normal.


2. Differential diagnosis between chronic fibrous pulpitis and acute local pulpitis :

Same signs:
♦presence of  long-term  pain, especially caused by cold irritant ;
♦the probing  of cavity is painful in one point.
Different signs :
♦In case of   acute local pulpitis  attack-like  pain spontaneously   occurred night is presence  ,but in case of chronic fibrous pulpitis  spontaneous  pain occurs  only in    case of                                                                                                                        exacerbation   of an  inflammatory process.
♦In case of acute local pulpitis  (in exception  of traumatic )the pulp 'chamber is locked  , therefore the bleeding is absence, but in case of chronic fibrous pulpitis  the pulp ' chamber is unlocked, and as a result of this bleeds.
♦ EOD is  25 mcA in  acute local pulpitis  ,but  in chronic fibrous pulpitis  is up to 25-45 mcA ;
♦In case of  acute local pulpitis  spontaneous  past pain is absence,  but in  chronic fibrous pulpitis  spontaneous  past pain is presence.
♦ acute local pulpitis  lasts 1-2 days ,but chronic fibrous pulpitis lasts up to  few  years;
♦ In case of  acute local pulpitis  the condition of the periodntium is normal ,but in  chronic fibrous pulpitis there is some alteration  of periodontium  like  the deformation of periodontal fissure .

3. Differential diagnosis  between chronic fibrous pulpitis  and gangrenous pulpitis:
Same signs :
♦ in some cases may be symptomless  ;
♦presence  of pain caused by    thermal irritants;
♦the presence   of  deep carious cavity communicated  with pulp ' chamber;
Different signs :
♦In case of gangrenous  pulpitis  dental crown is more darken  than in  chronic fibrous pulpitis;
♦ In case of gangrenous  pulpitis  the communication with pulp ' chamber is  more wide, but in case of chronic fibrous pulpitis  pulp 'chamber may be opened in one point ;
♦ In case of gangrenous  pulpitis  the probing of the floor of the cavity , perforation hole   and canal 'entrances are  painless or weak-painful without  bleeding in contrary to chronic fibrous pulpitis ,in which the probing is painful and causes the bleeding ;
♦ In case of gangrenous  pulpitis  especially  hot irritant causes the pain ,but  in   chronic fibrous pulpitis   cold irritant causes the pain;
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            Fig. 113 Chronic Pulpitis

♦ In case of gangrenous  pulpitis  (Fig. 113)the indications of EOD  is –60-100 mcA , but  in chronic fibrous pulpitis  is 35 –40 mcA.



DIFFERENTIAL DIAGNOSTIC SIGNS OF CHRONIC FIBROUS PULPITIS. Table 6.

   

	Sign 
	Chronic fibrous pulpitis 
	Caries profound 
	Acute local pulpitis 
	Chronic gangrenous pulpitis 

	Dental history
	Presence of early sharp pain or long ache pain (up to  2 month)
	Past pain is not revealed from history 
	Sharp pain begins  firstly in a day 
	Presence of early sharp pain or long ache pain

	Character of pain 
	Ache pain which is absence at night, cold irritant is as powerful one
	Sharp, short- term caused by irritants 
	Sharp, spontaneous , attack-like pain , promoted by irritants  and occurring at night 
	ache pain , night pain is absence, as powerful irritant may be  hot or warm irritants  

	Duration of pain' attack 
	After the removal of irritants the pain is presence for a long time 
	Short-term pain immediately passing after the removal of irritants 
	Few short-term attacks with long remissions may be in a day 
	After removal of irritants the pain is presence for a long time

	Roentgen results 
	May be alteration as a widening of periodontal fissure  
	There is not alteration of  the periodontium 
	There is not alteration of the periodontium
	May be alteration as a widening of periodontal fissure 

	Probing of the floor of carious cavity 
	Is painful in one point and in case of pulp chamber is opened ,bleeding is presence 
	Whole floor is painful 
	Is painful in one point 
	Painless in the area of entrances of canal, and is  sharply painful in deep areas of the canal 

	Electric sensitivity of the pulp 
	25-45 mcA
	8-15 mcA
	15-25 mcA
	60-90 mcA



DIFFERENTIAL DIAGNOSIS  OF GANGRENOUS PULPITIS.
Gangrenous pulpitis should be differentiated with follow diseases :
1.chronic fibrous pulpitis; 
2.chronic apical periodontitis; 

1. Differential diagnosis  between gangrenous pulpitis and chronic fibrous pulpitis:

Same signs :
♦ in some cases may be symptomless  ;
♦presence  of pain caused by    thermal  irritants;
♦the presence   of  deep carious cavity communicated  with pulp ' chamber;
Different signs :
♦In case of gangrenous  pulpitis  dental  crown is more darken  than in  chronic fibrous pulpitis;
♦In case of gangrenous  pulpitis  the communication with pulp ' chamber is  more wide ,but in case of chronic fibrous pulpitis  pulp 'chamber may be opened in one point ;
♦ In case of gangrenous  pulpitis  the probing of the floor of the cavity , perforation hole and  canal 'entrances  is painless or weak-painful without bleeding in contrary to chronic fibrous pulpitis  ,by which the probing is painful and causes the bleeding ;
♦ In case of gangrenous  pulpitis especially hot irritant causes the pain ,but  in   chronic fibrous pulpitis  cold irritant causes the pain;
♦ In case of gangrenous  pulpitis the indications of EOD  is –60-100 mcA , but  in  chronic fibrous pulpitis is 35 –40 mcA.

2.Differential diagnosis between chronic gangrenous pulpitis and  chronic apical periodontitis :
 Same signs :
♦sometimes the  symptoms are absence (in exception  of  exacerbation of the process );
♦presence of deep carious cavity and halitosis out of the cavity;  
♦the  change of periapical tissue ;
♦the walls and the floor of carious cavity is painless  on probing;
♦presence of the communication between the carious cavity and pulp' chamber;
Different signs:
♦In case of chronic apical periodontitis  the swelling and pain  by   biting  on exacerbation condition  is  revealed  from history, but in chronic gangrenous pulpitis  there was no swelling  revealed from history  ;
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Fig. 114 Use of electrical test helps for diagnosis 

♦ In case of chronic apical periodontitis  the tooth never reacts  to thermal   irritants , but in  chronic gangrenous pulpitis  there especially is reaction to hot irritants ; 
♦By examination  of  muco-alveolar fold  the fistula  or scar of fistula or   haemostasia ,and painfulness on  biting  are observed in  chronic apical periodontitis ,but in  chronic gangrenous pulpitis  there are no  mucous   alterations ;
♦The probing of  whole length  of the canal  is painless in chronic apical periodontitis, but in  chronic gangrenous pulpitis  the deep  insertion  of the files into the canals causes the pain;
♦The indications  of EOD (Fig. 114)is over than 100mcA in  chronic apical periodontitis  ,but in chronic gangrenous pulpitis  is  60-90 mcA;
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Fig.115(A.) Typical radiograph of necrotized pulp and chronic apical periodontitis  and (B)reversible pulpitis  

♦ In chronic gangrenous pulpitis the alterations of periapical tissues may be manifested   only as a widening of periodontium  in contrary to chronic apical periodontitis, by which around the dental apex ,where   resorbtion of the bone (destruction) is observed (Fig.115a,b).


DIFFERENTIAL-DIAGNGNOSTIC SIGNS OF GANGRENOUS PULPIT.
Table 7.


	Sign 
	Gangrenous pulpitis 
	Chronic apical periodontitis 

	Character of the pain 
	Ache ,night  pain is absence 
	Pain is absence, discomfort  on  biting 

	Probing 
	Is  painless  in  the  entrance of the canal ,and  is sharply painful in deep part   of the canal  
	Is painless 

	Electric sensitivity of  the pulp 
	60-90 mcA
	Over  than 100 mcA

	Reaction to the   thermal  irritants 
	Sharp , slowly increased pain  to hot or warm irritants occurs 
	Absence 

	Alteration of mucous in the area of causal tooth 
	Alteration is absence 
	Alteration may be manifested  like swelling, redness of gingival  with cyanosis elements , there is painfulness on palpation  

	Roentgen information 
	May be alteration of the periodontium as a  widening of periodontal fissure 
	alteration as a widening of periodontal fissure or resobtion of the bone tissue  are always presence 

	factors provoking the  pain attack 
	Thermal irritants 
	Tooth biting 



DIFFERENTIAL DIAGNOSIS  OF  HYPERTROPHIC  PULPITIS .
Chronic hypertrophic pulpitis should be differentiated with follow diseases :
1.Hyperplasia of  papillae; 
2.Overgrowth out of the furcation (bi-, tri-).

1.Differential diagnosis between chronic hypertrophic pulpitis  and  papillitis :
Same signs :
The  carious cavity is  filled  with growth  tissue , the probing causes the bleeding  and weak painful reaction (in exception  of polypus );
Different signs:
♦The growth of  papillae  might be moved   by instrument or cotton pellet  aside in contrary to hyperplastic pulp, which can not be separated from carious cavity. The growth of papillae  is joined with gingiva , but  the hyperplastic  pulp  growth goes out of the  canal .
♦In  hypertrophic pulpitis   the  communication  between  both of  carious cavity and pulp ‘ chamber is shown  by X-ray examination  and this symptom  is absence in  papillitis .

2. Differential diagnosis between chronic hypertrophic pulpitis  and granulation overgrowth out of the furcation.
Same signs :
♦the carious cavity is filled with  granulation tissues ;
♦the  probing   causes the bleeding ; 
Different signs :
♦the  probing of  the perforation  hole in  granulation' overgrowth going  out of the furcation is  less painful  (like injection into the gingiva ) than in  pulpitis;
♦The perforation’ level  in  granulation overgrowth out of the furcation is located  below the cervical part of the tooth , but in  pulpitis  it is  situated above  (on the line of  pulp chamber ‘ roof );
♦In case of   perforation  radiographic  examination reveals  the communication  between the  carious cavity and pulp’ chamber,  but  in  pulpitis    it  is absence; 
♦The indications of EOD in  hypertrophic pulpitis  is 30-50 mcA ,but in   granulation overgrowth   out of the furcation  is over than 100 mcA.
♦ In  hypertrophic pulpitis  the pain is caused by thermal  irritants   either , but In  granulation overgrowth   out of furcation  thermal  irritants cause no reaction . 

DIFFERENTIAL-DIAGNOSTIC SIGNS  OF CHRONIC FORMS OF PULPITIS. Table 8.
   

	Sign 
	Fibrous pulpitis
	Hypertrophic pulpitis
	Gangrenous pulpitis

	Condition of the floor of carious cavity
	Pulp’ chamber may be  unlocked  in one point or locked .The floor of  the cavity is soften . 
	Pulp chamber is unlocked . Carious cavity  is filled  with growth 'pulp 
	Pulp 'chamber is widely unlocked .

	The probing of the floor of carious  cavity 
	Painful  in one point and bleeds (in case of unlocked pulp ‘chamber)
	Painful and bleeds 
	Is painless, but deep insertion  of the files is painful .

	Reaction to the thermal  irritants 
	Slowly increasing ache pain caused by  cold and hot irritants (cold irritant is powerful)
	Not constant  
	Slowly increasing ache pain  from cold and hot irritants (hot irritant is powerful)

	Food impaction 
	Provokes the pain 
	Provokes the pain. The patient can not eat on affected side. 
	Does not cause ache pain 

	Percussion 
	Is painless
	Is painless
	Sometimes is weak-painful 

	Electric sensitivity of the pulp 
	25-45 mcA
	30-45 mcA
	50-90 mcA

	Roentgen examination 
	May be widening of periodontal fissure in apical area  
	periodontal fissure without change or is easily widened 
	In 50% cases widening of periodontal fissure  for a distance of  periodontium 




Differential diagnosis  of exacerbation of   chronic  fibrous pulpitis should be differentiated with:
1.acute diffuse pulpitis;
2.exacerbation of  chronic  gangrenous pulpitis; 
3.Acute apical periodontitis  and exacerbation of chronic apical periodontitis ;

1.Differential diagnosis between exacerbation of  chronic fibrous  forms  of   pulpitis and acute diffuse pulpitis.
Same signs :
♦spontaneous  pain with “light , painless ” periods  which are promoted by thermal  irritants;
♦radiation of the  pain;
♦the comparative percussion is  painful;
♦presence of deep cavity;
Different  signs:
♦Duration of acute diffuse pulpitis  is  up to  14 days. Pain and discomfort in case of different  types of exacerbation of pulpitis  are observed  during a  long period if time  (6-12 months);
♦In case of  exacerbation of chronic pulpitis  there was spontaneous pain in the past in contrary to  acute  diffuse pulpitis   , by which the past pain revealed from  history  is absence;
♦ In  exacerbation of chronic fibrous  pulpitis  the communication of carious cavity with  pulp ‘chamber is  revealed, and probing is painful  in one point , but  in  acute diffuse pulpitis  pulp’ chamber is locked   ,and there is painfulness of whole floor .
♦In 30% cases  of exacerbation of chronic  pulpitis there is the extension of  the periodontium  revealed by  x- ray  examination;
All these indications are absence in acute diffuse pulpitis;
♦In  acute diffuse pulpitis   EOD is 25-35 mcA. In  exacerbation  of chronic forms of pulpitis  EOD may reach up to 50-90 mcA;

2.Differential diagnosis  between exacerbation chronic fibrous pulpitis  and  exacerbation of chronic  gangrenous pulpitis:
Same signs :
♦ night , spontaneous  , long –term  pain caused by  all types of irritants ;
♦ presence of opened  pulp’ camber; 
♦♦ alteration of the  periodontium  as an  extension of periodontal fissure;
Different  signs :
♦The  probing of carious  cavity  in  exacerbation   of chronic fibrous pulpitis  is painful  and causes the bleeding . The probing  of cavity  in  exacerbation of  gangrenous  pulpitis  is painless  and causes no  the   bleeding.
♦ In  exacerbation   of chronic fibrous pulpitis  there is no  alteration of mucosa in the area of causal  tooth  ,but in exacerbation of  gangrenous  pulpitis  there may be  alteration of mucosa ; 
♦ In exacerbation   of chronic fibrous pulpitis  cold irritant causes  the sharp pain , in  exacerbation of  gangrenous  pulpitis  hot irritant causes the pain ;  
♦In  exacerbation   of chronic fibrous pulpitis  in contrary to exacerbation of  gangrenous  pulpitis  the  halitosis is absence;
♦The indications  of EOD in  chronic fibrous pulpitis  is 35-45 mcA  in contrary to exacerbation of  gangrenous  pulpitis  , by which the indications of EOD is 60-90 mcA. 

3.Differential diagnosis between exacerbation of chronic  fibrous pulpitis  and acute apical  periodontitis  or exacerbation of  chronic apical periodontitis.
Same signs:
♦presence of long-term pain; 
♦discoloration of causal  tooth;
♦presence of deep carious cavity;
Different signs:
♦In  exacerbation of chronic fibrous pulpitis  there are “light painless ” periods , but in  acute apical or exacerbation of chronic apical  periodontitis the pain is constant; 
♦ In  exacerbation of chronic fibrous pulpitis  the pain is promoted by thermal  irritants , which is absence in  acute apical or exacerbation of chronic apical  periodontitis;
♦In  exacerbation of chronic fibrous pulpitis  the reaction to percussion is weak expressed , but in  acute apical or exacerbation of chronic apical  periodontitis  the percussion is sharply painful , even touching to the tooth causes the pain;
♦ In  exacerbation of chronic fibrous pulpitis  the muco-alveolar fold   is painless on palpation and without alterations , but in  acute apical or exacerbation of chronic apical  periodontitis  muco-alveolar fold   is painful  on palpation ,and is  altered (redness ,swelling , pain is presence);
♦ In  exacerbation of chronic fibrous pulpitis  the EOD is  35-45 mcA, but in  acute apical or exacerbation of chronic apical  periodontitis the indications of EOD  are over than  100 mcA ;
♦ Ii exacerbation of chronic fibrous pulpitis  the alteration of  periapical tissues  is absence, but in  acute apical or exacerbation of chronic apical  periodontitis the alterations like  the extension  of periodontal fissure  and destructive  bone alterations are  presence;
♦ In exacerbation of chronic fibrous pulpitis  the probing of the floor of carious cavity reveals  the pain and bleeding, but in  acute apical or exacerbation of chronic apical  periodontitis the probing and insertion  of  the files into the canals is  painless. 

DIFFERENTIAL-DIAGNOSTIC SIGNS  OF EXACERBATION OF CHRONIC FORMS OF PULPITIS. Table 9 .
                         
              
	 Sign 
	Exacerbation of chronic forms of pulpitis 
	Acute diffuse pulpitis 
	Exacerbation of chronic  apical periodontitis 

	Character of the  pain 
	Attack-like , radiating pain, promoted by thermal irritants 
	Spontaneous , attack-like pain promoted  at night  and radiating 
	Constant , ache pain ,promoting by biting and lasts   3-5 days. From history it is revealed  sharp pain was presence 1-2 years ago

	Duration of disease 
	Acute period is 1-2 days , presence of past pain from history   is revealed 
	Pain lasts 2-3 days, past pain revealed  from history is absence 
	

	Probing of carious cavity 
	Is painful in the area of entrances of the canals in  exacerbation of chronic fibrous pulpitis  , but painless in  exacerbation of chronic gangrenous pulpitis
	Painful along the whole floor 
	Painless 

	The state of gingival  mucous 
	Is not changed  in exacerbation of fibrous pulpitis , but redness  is presence in exacerbation of gangrenous pulpitis
	Is not changed 
	Redness, swelling  painfulness on palpation 

	Electric sensitivity  of the  pulp 
	40-90 mcA
	25-40 mcA
	Over than  100 mcA

	Roentgen examination 
	Some extension  of periodontal fissure in apex area 
	No alterations 
	Destruction of bone’ tissue in depend on types of periodontitis 



EXACERBATION OF  CHRONIC GANGRENOUS  PULPITIS  SHOULD BE DIFFERENTIATED WITH:
1.acute  diffuse pulpitis;
2.exacerbation of chronic  fibrous pulpitis ;
3.acute apical periodontitis  and exacerbation of chronic  apical periodontitis .
1.Differential diagnosis  between   exacerbation of chronic gangrenous  pulpitis and  acute diffuse pulpitis :
Same signs:
♦spontaneous   pain with “light i.e painless ” periods promoting by thermal  irritants;
♦radiation of the  pain;
♦the  comparative  percussion is  painful;
♦presence of deep carious  cavity;
Different  signs :
♦Duration of acute diffuse pulpitis  lasts up to  14 days. Pain and discomfort in  exacerbation of pulpitis  are observed  during a  long –term period  (6-12 months);
♦In exacerbation of chronic pulpitis  there was spontaneous  pain in the past in contrary to  acute diffuse pulpitis , by which  the past pain revealed from history  is absence;
♦ In exacerbatin of chronic  pulpitis  the communication of carious cavity with  pulp chamber is  revealed, but  in  acute diffuse pulpitis  pulp 'chamber is closed  and there is painfulness of whole floor .In exacerbation of  gangrenous pulpitis   the probing is painless;
♦ In 30% cases  of exacerbatin of chronic gangrenus   pulpitis  there is an extension of the   periodontium  observed by  x- ray examination;
All these indications are absence in  acute diffuse pulpitis;
♦In  acute diffuse pulpitis   EOD is 25-35 mcA. In  exacerbation  of chronic forms of pulpitis  EOD is 50-90 mcA.
♦In  acute diffuse pulpitis  there is no  alteration of mucosa in  the  area of causal  tooth. In  exacerbation  of chronic gangrenous form of pulpitis the  alteration of  mucosa  is presence. 

2.Differential diagnosis   between exacerbation chronic gangrenous  pulpitis  and  exacerbation of chronic  fibrous pulpitis:
Same signs :
♦night , spontaneous  , long –term  pain caused by  all types of irritants ;
♦presence of opened  pulp' camber; 
♦ alteration of the  periodontium  as an  extension of periodontal fissure;
Different  signs :
♦The  probing of carious  cavity  in  exacerbation   of chronic fibrous pulpitis is painful  and causes the bleeding . The probing  of cavity  in  exacerbation of  gangrenous  pulpitis  is painless  and causes no  bleeding.
♦ In  exacerbation   of chronic fibrous pulpitis  there is no alteration of mucosa in the area of causal  tooth,  but in exacerbation of  gangrenous  pulpitis  there may be  alteration of mucosa ; 
♦ In  exacerbation   of chronic fibrous pulpitis   cold irritant causes  the sharp pain , in  exacerbation of  gangrenous  pulpitis   hot irritant causes the pain ;  
♦ In  exacerbation   of chronic fibrous pulpitis  in contrary to exacerbation of  gangrenous  pulpitis   the  halitosis is absence;
♦The indications  of EOD in  chronic fibrous pulpit is 35-45 mkA  in contrary to exacerbation of  gangrenous  pulpitis ,  by which the indications of EOD is 60-90 mcA. 

   3.Differential diagnosis  between exacerbation chronic gangrenous  pulpitis  and acute  apical periodontitis and exacerbation of  chronic  apical  periodontitis .
Same signs:
♦presence of long –term ache  pain;
♦pain on  biting , painful percussion;
♦halitosis ;
♦ alteration of periapical tissues in area of causal tooth;
♦there is communication of the cavity with pulp' chamber; 
Different  signs:
♦In  pulpitis  the pain has periodic character  with “light painless ” intervals ,but in  periodontitis  the pain is  constant;
♦In  pulputis   the percussion  is painful. In periodontitis  even  the  touching  to the tooth  causes the  sharp pain;
♦In pulpitis an insertion of the files  causes sharp pain . In  periodontitis the  insertion of the files  into the canals  is painless;
 ♦ In  pulpitis  the  pain is caused as a response to  thermal irritants ,but in   periodontitis  the  causal tooth  does not react to thermal  irritants.
♦The indication of EOD in  pulpitis  is 60-90 mcA but in periodontitis  it  is over  than 100 mcA.

               Differential diagnosis of periodontitis (Fig.116) is based  on clinical , roentgen  database , indications of EOD and  thermal tests.
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Fig.116 In case of necrosis of pulp part the inflammation spreads behind the apex leading to the development of apical periodontitis




DIFFERENTIAL DIAGNOSIS OF ACUTE APICAL PERIODONTITIS .
Acute apical periodontitis should be differentiated  with follow diseases:
1.between both of  toxic stage  and exudation stage;
2.acute diffuse pulpitis; 
3. exacerbation of chronic forms of  pulpitis;
4.exacerbation of chronic  apical periodontitis;
5.acute odontogenic  osteomyelitis ;
6.periodontal abscess;
7.  cyst suppuration;
8.periostitis ;

1.Differential diagnosis between toxic  and exudation stages of acute apical periodontitis:
Same symptoms:
♦presence of constant pain .
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 Fig.117 Palpation                             Fig.118Percussion

Different symptoms:
♦Ache localized pain is character for toxic stage of acute apical periodontitis . Sharp, pulsating , tearing radiating along the brunches of nervus trigeminis  pain is  character for exudation stage of acute apical periodontitis .

♦Percussion of the tooth (Fig.118)is weak painful on toxic  stage of acute apical periodontitis . On exudation stage of acute apical periodontitis  percussion is sharply painful  as in vertical as in horizontal directions ;

[image: ]
Fig. 119 Collateral oedema on exudate stage 

♦On exudation stage of acute apical periodontitis  the sense  of ‘elongation’ of the tooth, and pathological  mobility of this tooth appears. On  toxic stage of acute apical periodontitis these symptoms are not observed;
♦ On exudation stage of acute apical periodontitis  the alteration of mucous  along  the mucous -alveolar fold  , its painfulness on palpation occurs(Fig.117)  . On toxic stage of acute apical periodontitis mucous has no alterations;
 ♦ On exudation stage of acute apical periodontitis  the face of the patient in most of cases  is deformed because of  collateral oedema , there is the septic state  with character headache , perspiration ,depression, weakening of cardiac activity(Fig.119)   ;
    On toxic  stage of acute apical periodontitis these symptoms are not observed.


  2.Acute apical periodontitis should be differentiated  with acute diffuse pulpitis :
Same signs :
♦Presence of long-term  pain;
♦Sharp  pain , radiating  along the brunces of nervus trigeminis ;

Different signs:
♦ In  acute  diffuse pulpitis  the pain is periodic, but in  acute  apical periodontitis   the pain is constantly promoted  in time because of the secrete  is deposited  in locked  space of periodontal fissure , without  “light i.e painless  ” periods;
♦In acute  diffuse pulpitis   the pulp ‘ camber is locked,  but  in   acute apical periodontitis  there is the communication  with  pulp chamber, which is painless on  probing;
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Fig.120 Dental canals through 4 years after filling with silver points.

♦In   acute diffuse pulpitis  the palpation of  mucous -alveolar fold  is painless ,but  in   acute  apical periodontitis  this symptom is painful;
♦In   acute diffuse pulpitis  the percussion is weak-painful ,but  in  acute  apical periodontitis    the patient can not even  touch the painful  tooth with  his tongue;
♦In  acute diffuse pulpitis  the patient can not  exactly indicate  causal tooth ,but  in   acute apical periodontitis   he can do it;
♦In  acute diffuse pulpitis  the thermal   irritants promote the pain , but in   acute  apical periodontitis  the pulp does not  react to these ones (Fig.120);
♦In   acute diffuse periodontitis  the  changes in  the periodontium   are not  revealed  ,but  in  acute apical periodontitis   these ones are revealed (in exception  of  acute periodontitis  on toxic  stage);
♦ The indications   of EOD in case of  acute  diffuse pulpitis  is always  25-35 mcA, but  in case of   periodontitis  is more than 100 mcA.

3.Acute apical periodontitis should be differentiated  with exacerbation of chronic forms of pulpitis :
(a) Differential diagnosis  between acute  apical periodontitis and exacerbation of chronic  fibrous pulpitis  .
Same signs:
♦presence of long-term pain; 
♦discoloration of causal  tooth;
♦presence of deep carious cavity;
Different signs:
♦In  exacerbation of chronic fibrous pulpitis there are “light painless ” periods , but in acute apical or exacerbation of chronic apical  periodontitis the pain is constant; 
♦ In  exacerbation of chronic fibrous pulpitis  the pain is promoted by thermal  irritants , which is absence in  acute apical or exacerbation of chronic apical  periodontitis;
♦In  exacerbation of chronic fibrous pulpitis the reaction to percussion is weak expressed , but in  acute apical or exacerbation of chronic apical  periodontitis  the percussion is sharply painful , even touching to the tooth causes the pain;
♦ In  exacerbation of chronic fibrous pulpitis  the mucous-alveolar fold   is painless on palpation, and has no  alterations , but in acute apical or exacerbation of chronic apical  periodontitis the mucous-alveolar fold  is painful  on palpation and is altered (redness ,swelling , pain is presence);
♦ In  exacerbation of chronic fibrous pulpitis  the EOD is  35-45 mcA,  but in  acute apical or exacerbation of chronic apical  periodontitis these  indications  are over than  100 mcA ;
♦ In  exacerbation of chronic fibrous pulpitis  the alteration of  periapical tissues  is absence ,but in  acute apical or exacerbation of chronic apical  periodontitis the alterations like  the widening of periodontal fissure  and destructive  alterations of the bone  are  presence;
♦ In exacerbation of chronic fibrous pulpitis  the probing of the floor of carious cavity reveals  the pain and bleeding, but in acute apical or exacerbation of chronic apical  periodontitis the probing and inserting of  the files  into the canals is  painless. 
b) Differential diagnosis   between acute apical  periodontitis and exacerbation of  chronic gangrenous  pulpitis.
Same signs:
♦presence of long –term ache  pain;
♦pain on  biting , painful percussion;
♦halitosis ;
♦ alteration of periapical tissues in area of causal tooth;
♦there is communication of the cavity with pulp’ chamber; 
Different  signs:
♦In pulpitis  the pain is  periodic  with “light painless ” intervals ,but in  periodontitis  the pain is  constant;
♦In pulput is   the percussion  is painful. In  periodontitis  even  the  touching  to the tooth  causes the  sharp pain;
♦In pulpitis  an insertion of the files  causes sharp pain . In periodontitis the  insertion of the files  into the canals  is painless;
 ♦ In pulpitis  the  pain is caused as a response  to  thermal  irritants ,but in   periodontitis  the  causal tooth  does not react to thermal irritants.
♦The indication of EOD in  pulpitis  is 60-90 mcA ,but in periodontitis  is over  than 100 mcA.

               Differential diagnosis  of periodontitis is based  on clinical , roentgen  database , indications of EOD and  thermal tests.

4.Differential diagnosis  between acute apical periodontitis  and exacerbation of chronic apical periodontitis :
Same symptoms:
♦presence of constant pain;
♦alteration of mucosa in the  projection of root 'apex ;
♦presence of pain both  on  biting and percussion; 
♦mobility of the tooth;
♦sense of “elongation” of the tooth;
♦ growth of regional lymph nodes and their painfulness on palpation; 
♦EOD is over than 100 mcA;
Different  signs:
♦In  exacerbation of chronic apical periodontitis  clinical symptoms are not sharply expressed (because of presence of fistula, scars of fistula (Fig.121) , new fistula may be  appeared , that is exudates always can find the exit)in comparison with acute apical periodontitis ;
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Fig.121Fistula is observed in periodontitis.

♦General state of the patient  on  exacerbation of chronic apical  is always suffered because of  toxic influence  to   the organism . General state of the 
patient  in  acute apical periodontitis is suffered only in case of  weakened immunity ;
♦In  exacerbation of chronic apical periodontitis  the  fistula, scars  of  old  fistulas on the gingival  in area of causal tooth always are  presence, the new ones may be appeared ,the  fistula of  the  face ‘skin may be formed .In acute apical periodontitis these symptoms are not presence;
♦ In  exacerbation of chronic apical periodontitis (Fig.122) bone destruction is presence   in area of periapical tissues , but in acute apical periodontitis only widening of apical fissure  may be presence . 
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Fig.122 Chronic apical periodontitis 

5.Differential diagnosis  between acute apical periodontitis and acute odontogenic osteomyelitis .
Same signs:
♦mobility of the teeth;
♦painful percussion of the teeth;
Different signs :
♦In  acute periodontitis  mobility of tooth and  its painful percussion is observed. In  osteomyelitis  a few teeth belong to affected area  are observed;
♦Osteomyelitis  in contrary to apical periodontitis  quickly is complicated with  phlegmona;
♦ In  osteomyelitis the general state of  the patient is always suffered (fever, temperature rise, headache).
6.Differential diagnosis  of acute apical periodontitis  and periodontal  abscess:
Same signs:
♦presence of all inflammatory  signs ;
♦mobility of the tooth;
♦ regional lymph nodes ‘ growth and their painfulness;

  Different symptoms :
♦In  periodontitis  an abscess is situated  along the mucous-alveolar fold  in the area of the root from vestibular surface. In  periodontal abscess ,  the lesion is frequently situated from oral surface ;    
♦In  periodontitis  the pulp of the tooth is necrotized . In  periodontal abscess the pulp is alive;  
♦ In  periodontitis  the  periodontal pockets are absence. In periodontal abscess there are deep pockets , and on  pressing of which  pus is secreted ;
♦ In  periodontitis   the percussion of the tooth  is painful as in vertical  as in horizontal directions. In  periodontal abscess the horizontal percussion is more sensitive;
♦ In periodontitis    the  alteration of periapical tissues like the  widening of  periodontal fissure is presence. In  periodontal abscess there is alteration  as resorbtion of alveolar bone. 

7.Differential diagnosis  between  acute periodontitis and cyst suppuration :
Same signs:
♦mobility of teeth;
♦painfulness on percussion and biting;
♦sense of “elongation” of the tooth;
♦growth of regional lymph nodes and their painfulness on palpation; 
♦EOD is over than 100mcA;
Different signs:
♦In  periodontitis mobility and painful percussion of  only  causal  tooth is observed, but in cyst suppuration the  mobility and painful percussion of   few teeth is observed;
♦ In  cyst suppuration  general state of the patient is altered ,but this one is  not  observed in  periodontitis ;
♦ In  cyst suppuration  oedema and infiltration of soft tissues of the face spreads  more  behind of inflammation hearth ;
♦ In  cyst suppuration   round form defect with indistinct fuzzy borders along the margins of which signs of bone destruction  is observed on  roentgen examination;
♦In cyst suppuration   loss of sensation(Vincent  symptom) of jaw ‘bone and appropriate mucous in the area of  causal and neighbor teeth is presence.

8.Differential diagnosis  between acute apical periodontitis and periostitis .
Same signs:
♦constant pain;
♦alteration of the mucous;
♦painful percussion and mobility of the tooth;
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Fig.123 Periostitis
 
Different signs:               
♦ intensity of all signs of inflammation  are character  for periostitis (Fig.123), increased mobility of causal tooth , decrease of the  pain , flatness of mucous-alvolar fold , fluctuation along  the  mucous-alveolar fold revealing  on palpation , face asymmetry  because of odema of soft tissues.                                                                       



DIFFERENTIAL- DIAGNOSTIC SIGNS OF ACUTE FORMS OF PERIODONTITIS . Table 10.

	Sign 
	Acute serous periodontitis 
	Acute purulent  periodontitis 
	Exacerbation of chronic periodontitis 

	History 
	The tooth firstly  failed ill ,the pain lasts for a day  
	The tooth firstly  failed ill ,the pain lasts for a  few days  
	Constant ache or acute spontaneous pains in the past may be presence. The pain lasts for a few day  now 

	Character of the pain 
	Pain is occurred on  biting , is slowly increased 

	Constant , pulsate pain , promoting by  touching to the tooth. Radiation of the pain may be presence. The tooth seems to be as “ an elongated” 
	Constant ache pain increasing in such  sequence   as by acute periodontitis 

	Mobility of causal tooth 
	Absence 
	presence
	presence

	Alteration of mucous of gingiva in area of causal tooth 
	Absence
	Redness of mucous , painfulness on palpation 
	Oedema and redness of mucosa ,and not infrequently of the skin, flatness and painfulness of mucous-alveolar fold. By presence of fistula all these symptoms are weak expressed, but there is the secretion of the pus out of the fistula.

	General state of the patient 
	Is not suffered 
	May be indisposition, headache , weakness,
temperature rise 
	indisposition, headache , weakness, temperature rise ,leukocytosis ,increased erythrocyte sedimentation rate, (ESR) 

	Radiation of the pain 
	Absence 
	presence
	May be presence



CHRONIC APICAL PERIODONTITIS SHOULD BE DIFFERENTIATED WITH FOLLOW DISEASES :
1.Middle caries;
2.Chronic gangrenous pulpitis;
3. three forms of chronic apical periodontitis between  themselves;
4.granulematous periodontitis with radicular cyst; 
1.Differential diagnosis  between  chronic apical periodontitis and middle caries
Same signs :
♦ thermal  irritants cause no pain ; 
Different signs  :
♦The preparation of the cavity in case of  middle caries causes the pain  in contrary to chronic  apical periodontitis by preparation of which  the pain is absence because of   pulp is necrotized ;
♦ Sometimes in   middle caries (Fig.124)quickly-passed   pain caused by chemical and cold irritants  may be presence,  but in   chronic  apical periodontitis  the reaction   to these irritants is not presence ;
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Fig. 124 Hystological  picture of ideal recovering in apex area 

 ♦In middle caries painfulness  of cavity 'walls  is revealed on probing ,but  in  chronic  apical periodontitis  the probing of the cavity is painless;
♦There is discoloration of the tooth in  chronic  apical periodontitis   which is absence in  middle caries;
♦Percussion  in  middle caries is painless in contrary to chronic  apical periodontitis    by which the  percussion is painful or  more sensitive(depends on clinical type) ; 
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Fig.125A. Upper premolar with large carious damage , B. Radiograph of this tooth 

♦In  middle caries   the condition of  the  periodontium and mucous of the gingiva  is normal, but in  chronic  apical periodontitis (Fig.125) these signs are presence;
♦ In  middle caries electric sensitivity of the pulp is normal – 2-6 mcA , but in chronic  apical periodontitis    over than 100mcA. 

2.Differential diagnosis  between chronic apical periodontitis and chronic gangrenous pulpitis :
Same signs :
♦sometimes is symptomless (out of  exacerbation of the process );
♦ presence of deep carious cavity ,and halitosis out of the cavity; the  change of periapical tissues ;
♦the walls and the floor of carious cavity is painless  on probing;
♦presence of the communication between both  carious cavity and pulp' chamber;
Different signs:
♦In case of chronic apical periodontitis  the swelling and pain on  biting  is  revealed  from history,  but in  chronic gangrenous pulpitis  there was not  swelling  from history;
♦ In case of chronic apical periodontitis  the tooth never reacts  to thermal   irritants , but in chronic gangrenous pulpitis  there is reaction especially to hot irritants ; 
♦By examination  of  mucous -alveolar fold  the fistula  or scar of fistula or   haemostasis and painfulness on  biting  are observed in chronic apical periodontitis (Fig.126),but in chronic gangrenous pulpitis  there are not these  alterations ;
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Fig.126 A. Fistula in projection of incisor ′root. B. Radiograph of this tooth 

♦The probing of  whole canal  is painless in  chronic apical periodontitis, but in  chronic gangrenous pulpitis  the deep  insertion  of the files into the canals causes the pain;
♦The indications  of EOD is over than 100mcA in  chronic apical periodontitis ,but in  chronic gangrenous pulpitis  is  60-90 mcA;
♦In  chronic gangrenous pulpitis  the alterations of periapical tissues may be  manifested only as a widening of periodontium  in contrary to chronic apical periodontitis, in which around the apex of the tooth there is the  resorbtion of the bone (destruction).

3.Differential diagnosis  of fibrous , granulate and  granulematous periodontitis :
Same symptoms :
♦symptomless clinic manifestation;
♦discoloration of the crown of causal tooth;
♦mucous in the area of causal  tooth is without alteration, but may be redness ;
♦growth of  lymph    nodes and their painfulness on affected side on palpation;
♦fistula may be presence; 
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Fig.127A.Pathological hearth  in apex,B.Pathological  hearth immediately after obturation of root canals , C, Control radiograph made in 25 months after the treatment .
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Fig .128Typical radiograph of apical periodontitis 

Different symptoms :  look  table 11

4.Differential diagnosis between granulematous  periodontitis and  radicular cyst:
Same  symptoms:
♦ some painfulness on percussion;
♦absence of alterations of mucous;
Different signs : 
♦small evagination of bone tissue  is observed in radicular cyst;
♦symptom of “parchment crunch” is observed in  radicular cyst;
♦round formation with bright borders in which the roots of the teeth are flabellate  situated.


DIFFERENTIAL DIAGNOSTIC SIGNS OF CHRONIC TYPES OF APICAL PERIODOTITIS . Table 11


         

	SIGN
	FIBROUS APICAL PERIODOTITIS
	GRANULATE  APICAL PERIODOTITIS
	GRANULOMA 

	pain symptom , its character 
	Absent 
	Ache pain on biting , discomfort  in the tooth 
	Sharp pain  in causal tooth on biting 

	Alteration of gingival  mucous in area of causal tooth 
	Absence
	Swelling and redness of the gingiva , painfulness on palpation, presence of the fistula
	May be presence, but rarely

	Mobility of causal tooth 
	Absence
	May be presence 
	May be presence

	Roentgen examination  
	Alteration as a widening of periodontal fissure 
	Resorbtion of bone with rough borders (like flame)
	Round form resorbtion of bone with bright  borders 

	“vasoparesis ”symptom 
	Absence
	Is observed 
	Absence

	Evagination of bone 
	Absence
	Absence
	May be presence



DIFFERENTIAL DIAGNOSIS  OF EXACERBATION OF  CHRONIC PERIODONTITIS :
Differential diagnosis  of exacerbation of chronic apical periodontitis should be done with:
1.acute apical periodontitis;
2.acute diffuse pulpitis;
3.exacerbation of  chronic apical periodontitis with  exacerbation of  chronic pulpitis ;
1.Differential diagnosis  between exacerbation of chronic apical periodontitis and acute apical periodontitis  :
Same signs:
♦presence of constant pain;
♦alteration of mucosa in projection of apex; 
♦pain on  biting and percussion; 
♦mobility of the tooth;
♦sense of “elongation” of the tooth;
♦growth of regional lymph nodes and their painfulness on palpation; 
♦EOD is over than 100 mcA;
Different signs :
♦In  exacerbation of chronic apical periodontitis  clinical symptoms are not sharply expressed (because of presence of fistula, scars of fistula , new fistula may be  appeared , that is exudates  always can find the exit)in comparison with acute apical periodontitis ;
♦General state of the patient  in  exacerbation of chronic apical periodontitis  is always suffered because of toxic influence to the  organism .General state of the patient  in  acute apical periodontitis is suffered only in case of  immunity to be weakened ;
♦ In  exacerbation of chronic apical periodontitis   in the gingiva  in area of causal tooth  always fistula is presence , scars  of  old  fistulas (Fig.129), new ones may be appeared , fistula of  the  face 'skin may be formed .
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Fig. 129 Sinus  in apical periodontitis.

In  acute apical periodontitis these symptoms are not  character;
♦ In  exacerbation of chronic apical periodontitis  the destruction of the bone is presence   in area of periapical tissues , but in  acute apical periodontitis only widening of apical fissure  may be presence .

3.DIFFERENTIAL DIAGNOSIS   BETWEEN EXACERBATION OF CHRONIC PERIODONTITIS AND ACUTE DIFFUSE PULPITIS.               
                         
Same signs :
♦Presence of long-term  pain;
♦Sharp  pain , radiating  along the brunches of trigeminal nerve;
Different signs:
♦In  acute  diffuse pulpitis  the pain is periodic, but in  exacerbation of   apical periodontitis   the pain is constantly promoting in time because of the secrete  is deposited  in locked  space of periodontal fissure , without  “light ,painless ” periods;
♦ In  acute  diffuse pulpitis  the pulp ' camber is locked , but  in  exacerbation of   apical periodontitis there is the communication  with  pulp' chamber which is painless on  probing;
♦In   acute diffuse pulpitis  the palpation of  the  muco-alveolar fold  is painless, but  in   exacerbation of   apical periodontitis this symptom is painful;
♦In  acute diffuse pulpitis  the percussion is weak-painful, but  in  exacerbation of   apical periodontitis the patient can not even  touch the painful  tooth with his tongue;
♦In acute diffuse pulpitis  the patient can not  exactly indicate  the causal  tooth ,but  in  exacerbation of   apical periodontitis he can do it;
♦In  acute diffuse pulpit the temperature  irritants promote the pain , but by  exacerbation of   apical periodontitis the pulp does not  react to these ones;
♦In   acute diffuse periodontitis  the  changes in  the periodontium   are not  revealed , but  in  exacerbation of   apical periodontitis these ones are revealed (in exception  of  acute periodontitis  on toxic stage);
♦ The indications  of EOD in case of  acute  diffuse pulpitis  is always  25-35 mcA but  in case of   exacerbation of   apical periodontitis  is more than 100 mcA.

3.Differential diagnosis  between exacerbation of chronic apical periodontitis  and exacerbation of  chronic  pulpitis :
Same  signs :
♦presence of long-term ache pain;
♦ pain on biting and painful percussion ;
♦there is the communication between carious cavity and  pulp ' chamber;
♦ hallitosis ;
Different signs :
♦The pain in   exacerbation of chronic apical periodontitis  is constant, but in exacerbation of  chronic  pulpitis is periodic  with “light, painless” intervals;
♦The percussion in  exacerbation of  chronic  pulpitis is  weak-painful  in contrary to exacerbation of chronic apical periodontitis   , by which even the touching to the causal  tooth is impossible , the percussion is sharply painful;
♦ in  exacerbation of  chronic  pulpitis the probing  of the entrances of canals  or  inserting of the files into the canal causes  sharp pain .In  exacerbation of chronic apical periodontitis  the probing  of the entrance or  inserting of the files into the canal is painless(Fig.130);
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Fig.130 Inserting of the files into the canals  by exacerbation of chronic periodontitis is painless

♦ In  exacerbation of  chronic  pulpitis thermal  irritants cause the pain ,but in  exacerbation of chronic apical periodontitis  thermal  irritants are useless;
♦The indication of   EOD in  exacerbation of  chronic  pulpitis is 60-90 mcA ,but in   exacerbation of chronic apical periodontitis  is more than 100 mcA;
♦In  exacerbation  of  chronic  pulpitis  there is not alteration of mucous  in the area of causal tooth(in exception  of exacerbation of  gangrenous pulpitis,  in which the alteration of mucous is presence).In  exacerbation of  chronic apical periodontitis mucous in area of causal tooth is  swollen , redness , painful on palpation , sinus  is presence .

DIFFERENTIAL  DIAGNOSIS   OF PERiODONTAL DISEASES.
I.Differential diagnosis  of catarrhal gingivitis.
Catarrhal gingivitis should be differentiated with follow diseases:
1.Easy  stage of periodontitis;
2.Catarrhal gingivitis related to cardio-vascular and gastro-intestinal disorders;
3.Atypical  form of lichen planus;
4.Bismuth gingivitis;
5.Mercury gingivitis;
6.Gingivitis caused by  lead   poisoning ;
7.HIV- related gingivitis.

  1.Differential diagnostics between catarrhal gingivitis  and easy stage of periodontitis:
Same signs :
♦presence of bleeding caused by eating and brushing;
♦Halitosis;
♦Presence of microbial plaque and dental calculus;
♦Pathological mobility of teeth.
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        Fig.131 Catarrhal gingivitis                                        Fig.132 Light periodontitis
Different signs:
♦In easy periodontitis in contrast to gingivitis(Fig.131) attachment loss and clinical pocket (periodontal)are observed ;
 ♦ In easy periodontitis(Fig.132) in contrast to gingivitis beginning or first  level  of alveolar  bone loss is observed; In presence of  gingivitis all these symptoms are absence;
2. Differential diagnosis  between catarrhal gingivitis  and catarrhal gingivitis  related to cardio-vascular and gastro-intestinal disorders:
Same signs:
♦Gingival bleeding;
♦Discomfort;
♦Presence of dental sediments;
♦Odema and redness of gingiva;
♦Presence of periodontal pockets;
♦Absence of pathological mobility of teeth;
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Fig.133Chronic catarrhal gingivitis

Different signs:
♦In presence  of gastro-intestinal disorders such as gastritis ,colitis and other ones  changes of gingival like  “histamine  collar ” are observed. In case of catarrhal gingivitis this sign is absence;
♦ In presence  of gastro-intestinal  and cardio-vascular disorders  side by side with occurred catarrhal gingivitis(Fig.133) the presence of   pathology of  one of these systems is necessary factor;
♦ In presence  of gastro-intestinal  and cardio-vascular disorders , catarrhal gingivitis is being occurred not as a result of bacterial origin, but redness and  cyanosis is caused by increase  release of biological active mediators ;
♦ In presence  of gastro-intestinal  and cardio-vascular disorders  occurred   catarrhal gingivitis in contrast to catarrhal gingivitis  is resist to local anti-inflammatory treatment ;
♦ In presence of gastro-intestinal  and cardio-vascular disorders the treatment of catarrhal gingivitis should be made together  with treatment of base disease; 
3. Differential diagnosis  between catarrhal gingivitis  and atypical form of lichen planus:
Same signs:
♦Gingival bleeding on brushing;
♦Gingival odema and redness;
Different signs:
♦In atypical  form of lichen planus , in teeth  of  upper jaw and frontal teeth of lower jaw gingival bleeding,burning, pain is presence ;
♦ In atypical  form of lichen planus expressed gingival   redness is observed;
♦ In atypical form of lichen planus the pockets are absence  ;
♦ In atypical form of lichen planus treatment causes the reduce  or  even disappearance  of redness and character for lichen planus  white , red papules appear ;
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Fig.134 Lichen planus
♦ In atypical  form of lichen planus (Fig.134)expressed desquamation, gingival redness ,and  at the same time  the  damage of  lip mucosa  sometimes may be observed ;
♦ In atypical  form of lichen planus some hormonal disorders  may be revealed from history;
4. Differential diagnosis between catarrhal gingivitis  and  bismuth  gingivitis:
Same signs:
♦ gingival bleeding;
♦presence of dental sediments;
Different signs:
♦In case of gingivitis related to  bismuth poisoning   the   redness, dark grayish-black color collar along the gingival margin   appeared as a result of  formation of bismuth sulfide by its   secretion with saliva , is observed ;
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       Fig.135 Bismuth deposition within the gingival papillae.

♦ In case of bismuth origin gingivitis (Fig.135) it is known, the patient receives the  bismuth remedies  for the  treatment of  complications of  diseases like hemiplegia ,syphilis and other ones (bismaverol, bletoxistol  etc.) ;
♦ In case of bismuth origin gingivitis  presence of gastro-intestinal disorders and change of different parts of oral cavity is possible;
5. Differential diagnosis  between catarrhal gingivitis  and mercury gingivitis:
Same signs:
♦ gingival bleeding;
Different signs:
♦ In case of mercury  gingivitis  black color collar along the gingival margin is observed (as a result of mercury sulfide sedimentation) ;
♦ In case of mercury  gingivitis  appearance  ulceration is possible;
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           Fig.136Amalgam tattoo
♦ In case of mercury  gingivitis the patient  may complain of metallic  taste, hypersalivation (because of irritation of salivary glands by mercury)  ;
♦ In case of mercury  gingivitis  the patient may be high nervous and other general signs appear;
♦In case of mercury  gingivitis  it is known the patient works at mercury manufacture;
6. Differential diagnosis  between catarrhal gingivitis  and gingivitis caused by lead' poisoning:
Same signs:
♦gingival redness;	
♦presence of dental sediments;
Different signs:
♦ Gingivitis caused by lead ' poisoning  is observed in persons working at typography  or other lead manufactures ;  
♦the heaviness of  gingivitis caused by lead poisoning  depends on the time of mercury contact ;
♦ gingivitis related to  lead poisoning  is  caused by aseptic inflammation of vascular walls  as a result of  lead sedimentation  in  them ;
♦ In gingivitis caused by lead poisoning gray  color collar along the gingival margin is observed ;
♦ In gingivitis caused by lead poisoning   appearance of skin manifestations , anemia, renal colic , peripheral paralysis and neurosis  is possible;
7. Differential diagnosis  between catarrhal gingivitis  and gingivitis caused by HIV :
Same signs:
♦gingival bleeding; 
♦discomfort; 
Different signs:
♦In HIV origin gingivitis  redness of free gingival margin , petechial  haemorrhages are observed. 
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Fig. 137HIV-gingivitis                            Fig.138 Localized HIV-periodontitis
                                                              
These changes especially appear  in area of frontal teeth;
♦In HIV origin gingivitis (Fig.137,138) lymphadenopathy , oral candidiasis, and other opportunistic  infections may be  observed;
♦ In HIV origin gingivitis  viral molecular –genetic , serologic  laboratory diagnostics methods are positive.
II.EXACERBATION OF  CHRONIC CATARRHAL GINGIVITIS.
Exacerbation of chronic catarrhal gingivitis should be differentiated with :
1.Inflammatory gingival overgrowth(inflammatory form);
      2. gingivitis related to medication  origin;
      3.Exacerbation of  chronic periodontitis.
1. Differential diagnosis  between exacerbation of catarrhal gingivitis  and gingival enlargement (inflammatory form):
Same signs:
♦overgrowth  and odema  of gingival papillae ;
♦Bleeding on brushing;
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Fig.139 Exacerbaton of chronic catarrhal gingivitis  in area 22, 23 teeth
Fig.140 Easy stage of inflammatory hypertrophic gingivitis
Different signs:
 ♦In presence of gingival enlargement  (Fig.139,140)acute symptoms are absence;
♦ gingival enlargement is especially observed in children, juvenile period  and in pregnancy;
♦ gingival enlargement  is slowly developed but exists for a long time ;
2. Differential diagnosis  between exacerbation of catarrhal gingivitis  and gingivitis related to drugs :
Same signs:
♦pain, burning sensation ;
♦gingival bleeding;
Different signs:
♦In case of gingivitis  related to medications the receive of remedies is  known;
♦ In case of gingivitis  related to medications the constitutional  symptoms are absence;
♦ In case of gingivitis  related to medications different areas of oral mucosa may also  be  damaged;
♦ In case of gingivitis  related to medications the odema  is not  expressed;
♦ In case of gingivitis  related to medications he redness of free gingival  sometimes accompanied with  haemorrhage is observed.
3. Differential diagnosis  between  exacerbation of chronic periodontitis and exacerbation of chronic catarrhal gingivitis:
Same signs:
♦Pain in gingiva;
♦Dental sediments;
♦Odema and gingival bleeding;
♦general weakness;
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              Fig.141 Radiograph in chronic catarrhal gingivitis
Different signs:
♦Differential diagnosis is based on the absence of periodontal pockets in case of catarrhal gingivitis and their  presence in periodontitis .In case of gingivitis there are no  signs  of inflammatory destruction of bone observing  on radiograph(Fig.141) .

III.DIAGNOSIS  OF ULCEROUS-NECROTIC GINGIVITIS.
Ulcerous-necrotic  gingivitis  should be  differentiated with follow diseases:
1.Acute leucosis;
2.Agranulocytosis;
3.HIV;
4.Secondary syphilis;
1.Differential diagnosis   between ulcerous-necrotic gingivitis  and acute leucosis:
Same signs:
♦This disease belongs to young age persons;
♦Before appearance  of  gingival symptoms the previous infection disease (ARVI, flu) accompanied with general weakness, temperature rise  occurs ;
♦Necrotic  change of gingival;
♦The presence of pain;
♦oral halitosis; 
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Fig.142Ulcerous –necrotic  gingivitis      Fig. 143Acute myelocytic leukemia,
easy stage in area 14-16 teeth                  marked gingival enlargement.
                                                                 

Different signs:
♦In presence of acute leucosis mucosa is pale and on its background the  haemorrhage  to be appear;
♦In presence of acute leucosis spontaneous bleeding  is observed;
♦ Acute leucosis  (Fig.143)is accompanied with ulcerous-necrotic alterations of pale mucosa :specific leukemic infiltrates (leukemids), necrotic lesions appear  on non inflammatory oral mucosa;
♦ In presence of acute leucosis  change of blood' formula (leukocytosis) is revealed;
♦Acute leucosis  is long-term disease  to be  resist  to the treatment. In presence of ulcerous-necrotic gingivitis(Fig.142) the prognosis  of disease is good.  The disease recovers in 5-14 days;
2. Differential diagnosis  between ulcerous-necrotic gingivitis  and agranulocytosis :
Same signs:
♦presence of pain;
♦ulcerous-necrotic changes of oral mucosa;
♦ halitosis.
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Fig.144 Local ulcerous-necrotic gingivitis                Fig.145 Agranulocytosis, severe
                                                                                               periodontal destruction.
Different signs:
♦In presence of agranulocytosis (Fig.145)  the necrosis may  spread  to  other areas  of mucosa(soft palate,tongue and etc.);
♦ In presence of agranulocytosis  critically change of blood occurs (rise of  leucocyte amount, presence of immature forms ,anemia ,and etc.) are detected ;the amount of granulocytes is sharply decreased , thrombocytopenia is manifested;
♦ Agranulocytosis  exists for a long period of time  in contrary to necrotic gingivitis (Fig.144);
♦In presence of agranulocytosis  medical history  is character: taking of medications , radiation treatment and etc.;
3. Differential diagnosis  between ulcerous-necrotic gingivitis  and HIV:
Same signs:
♦ This disease belongs to young age persons;
♦Necrotic-ulcerous  change of gingival;
♦The presence of pain;
♦oral halitosis; 
♦increase of regional lymph nodes;
Different signs:
♦In case of HIV at the same time with ulcerous-necrotic changes  the other findings of  opportunistic  infections may be observed (candidiasis, herpes, hairy leukoplakia and etc.);
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                   Fig. 146 Severe necrotizing
                   gingivitis in a 32-year-old HIV-seropositive
                        homosexual man
♦ In case of HIV (Fig.146) before appearance  of oral changes the lymphadenopathy (2V HIV) is observed;
♦ In case of HIV oral manifestations become apparent only after 5-6 years of  infection  on the stage of  secondary diseases (III stage); 
♦ In case of HIV weight loss is manifested;
♦In case of HIV serologic laboratory  tests are positive:  decrease of СD4 lymphocytes, increase of СD8  leucocytes.  
4. Differential diagnosis  between ulcerous-necrotic gingivitis  and secondary syphilis:
Same signs:
♦on the background of  ulcerous-necrotic gingivitis   the gingival breaking is observed;
♦increase of regional lymph nodes;
Different signs:
♦In presence of secondary syphilis  , papule  is very  rarely appeared in gingiva; 
♦ In presence of secondary syphilis  the formation is painless;
[image: ][image: ]
      Fig.147 Mucous patches on the                             Fig.148Mucous patches on the
        palate and gingiva.                                                    gingiva and alveolar mucosa.

♦ In presence of secondary syphilis (Fig.147,148)  the surface of erosion has  grayish color;
♦In presence of secondary syphilis  an  poisoning  of the organism is absence;
♦ In presence of secondary syphilis  bacteriologic examination revealed treponema pallidum bacteria;
♦ In presence of secondary syphilis  serologic reactions are positive.
IV.DIAGNOSIS OF CHRONIC GINGIVAL ENLARGEMENT.
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Fig. 149Inflammatory gingival enlargement   Fig.150Fibrotic type of gingival enlargement


Chronic gingival enlargement should be differentiated with follow diseases:
1.Gingival fibromatosis;
2.Medicamentous gingival hyperplasia;
3.Hyperplasia related to leucosis- leucemides.
1.Differential diagnosis between gingival enlargement and gingival fibromatosis:
Same signs:
♦Gingival overgrowth;
Different signs:
♦In case of gingival fibromatosis gingival overgrowth  is not  related to inflammation;
[image: ][image: ]
      Fig.151(a,b)Hereditary gingival fibromatosis
Gingival overgrowth (Fig.151 a,b) is  based  on dysplastic processes,  and  may even be  formed by the overgrowth of coarse fibers'  tissue  occurred as a result of  developmental  disturbances ;
♦ In case of gingival fibromatosis  the formation has pale –pink color;
♦ In case of gingival fibromatosis  not only free  gingiva ,but also attached gingiva are damaged;
♦ In case of gingival fibromatosis bone ' affection also may be observed.
2. Differential diagnosis  between gingival enlargement and gingival hyperplasia related to the drugs  :
Same signs:
♦Gingival overgrowth;
♦Deformation of gingival margins;
♦Gingival bleeding;
♦Presence of dental sediments.
Different signs:
♦ gingival hyperplasia related to the medications is caused by receive of some medicines: gidantoin– in case of epilepsy , nifedipine (korinfar, kordipin)-in treatment of hypertonia and  cardial ischemia , cyclosporine (cytostatic used as immunesuppressant  drug in case of organs transplantation);
♦ gingival hyperplasia related to the medications  occurs not depend on  both patient ' sex ,and age;
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Fig.152 Gingival overgrowth caused by ciclosporin.Fig.153 Phenytoin gingival hypertrophy 

♦ gingival hyperplasia related to the medications there is direct relationship between heaviness of  clinical symptoms  , the time of treatment ,and  dose of medication;
♦ In case of gingival hyperplasia related to the medications (Fig.152,153) the discontinuance of medicine  or its reduce  leads to regression of gingival changes;
♦ In case of gingival hyperplasia related to the medications the formation of collagen , connective tissue  is occurred as a result of  fibroblast activity ' intensification ;
♦ In case of gingival hyperplasia related to the medications an overgrowth of epithelium, acantosis, parakeratosis, odema (in presence of microbial irritant), vascular extension are observed;
3. Differential diagnosis  between gingival enlargement  and gingival hyperplasia  related to leucosis(leucemides):
Same signs:
 ♦Gingival overgrowth;
♦Deformation of gingival margins;
Different signs:
♦Leukemides suddenly  appear on the  background  of constitutional symptoms: weakness, temperature rise, increase of lymph nodes;
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Fig. 154Acute myelomonocytic
leukemia, severe gingival
enlargement.
♦ Leukemides may be formed at the same time in soft palate;
♦ Leukemides  are specific leukemic infiltrates(Fig.154);
♦ For the confirmation of leucosis diagnosis the making of  blood  clinical analysis is necessary.
V.DIFFERENTIAL DIAGNOSIS  OF LOCAL GINGIVAL ENLARGEMENT  SHOULD BE  MADE WITH  FOLLOW DISEASES:
1.Epulis (angiomatous form);
2.Traumatic gingival overgrowth;
3.Gingival overgrowth accompanying the periodontitis.
1.Differential diagnosis between local gingival enlargement and epulis:
Same signs:
♦gingival overgrowth in small section of 1-2 teeth;
♦bleeding;
♦spreads among the persons  of 20-30 age;
Different signs:
♦Epulis in contrary to localized hypertrophic gingivitis  has mushroom or leaf -like form situated on the  pedicle;
♦Epulis has bluish-red color(Fig. 155,157) .Localized gingivitis(Fig.156)has  bright-red or pale-pink color(in depend on its  form);
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  Fig.155Peripheral giant cell epulis    Fig. 156 Pyogenic granuloma of the gingiva.
                                                                                        
♦ Epulis in contrary to localized hypertrophic gingivitis  is frequently occurred among the  young women , especially in  pregnant ones.
♦ In case of epulis localized osteoporosis of alveolar crest in area of pedicle  is observed in contrary to hypertrophic gingivitis  ;
♦Epulis in contrary to localized hypertrophic gingivitis  is  painless formation.
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Fig.157 Angiomatous epulis. Overgrowth syptom,pseudopocket

2. Differential diagnosis  between local hypertrophic  gingivitis and traumatic gingival overgrowth:
Same signs:
♦local gingival overgrowth;
♦Discoloration of gingivae;
♦Gingival bleeding.
Different signs:
♦Traumatic gingival overgrowth is caused by both inflammatory and proliferation processes occurring as a result of  trauma of gingivae  caused by sharp margins of carious cavity, stopping, prosthesis and etc.
3. Differential diagnosis between local gingival overgrowth  and gingival hyperplasia in periodontitis:
Same signs:
♦Gingival overgrowth;
♦ Gingival bleeding;
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     Fig.158 Chronic periodontitis Fig.159Local gingival hypertrophy in area of lower incisors.
Different signs:
♦ Gingival hyperplasia (Fig.158)accompanying the periodontitis  is formed as a result of chronic mechanical trauma: (prosthesis,acute margins of carious cavity);
♦Radiograph reveals the changes appropriate to level of bone loss in case of periodontitis in contrary to local gingival overgrowth(Fig.159) .
VI. Periodontitis.
Clinical  manifestation of periodontitis is variable, and depends on its spread, stage and heaviness. Revelation and expression of the symptoms of disease  in most cases is made  by accumulation of destructive changes  in periodontium through life , influence of other chronic inflammatory diseases , age of the patient. Long- term  chronic inflammatory process in oral cavity is not accepted by patient as pathology  ,and  that is why ,he postpones  the  addressing   for a medical help.
DIFFERENTIAL DIAGNOSIS  OF PERIODONTITIS  ON  CHRONICAL  CONDITION.
Chronic periodontitis should be differentiated with follow diseases:
1.Chronic catarrhal gingivitis;
2.Chronic gingival overgrowth;
3.Periodontosis
1.Differential diagnosis between chronic periodontitis  and chronic catarrhal gingivitis:
Same signs:
♦Bleeding,odema;
♦Dental plaque and calculus
Different signs:
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Fig. 160 Chronic diffuse catarrhal gingivitis, easy stage chronic local periodontitis in area 18,17,16,13,12,11,22 teeth.
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Fig.161 Chronic diffuse easy periodontitis.
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Fig.162Chronic diffuse middle stage periodontitis.
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Fig.163 Chronic diffuse heavy  stage periodontitis.

♦In periodontitis  the pocket is determined .On radiograph  the signs of  inflammatory bone resorbtion of interdental  septums are observed(Fig.160-163).
2. Differential diagnosis between chronic periodontitis  and chronic gingival overgrowth :
Same signs:
♦Gingival bleeding, odema;
♦discomfort , pain by eating;
♦Dental sediments, local factors of inflammation(carious cavity, overhang  margin of stopping, dental crowns);
♦Clinical pocket;
Different signs:
♦ On Radiograph  in case of periodontitis(Fig.164,165) the signs of inflammatory resorbtion of alveolar bone (cortical lamina loss on the tops of interalveolar septums) are determined;
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Fig.164Chronic easy stage periodontitis Fig. 165Chronic middle  stage periodontitis
In  gingival overgrowth the  cortical lamina is preserved ,and clearly visible on radiograph;
♦Clinical pocket in case of periodontitis is accompanied with attachment  loss in contrast to gingival overgrowth  by which  pseudo pockets are observed .
3. Differential diagnosis between chronic periodontitis  and periodontosis:
Same signs:
♦Exposure of root surfaces of the  teeth;
♦Sensitivity of teeth;
♦Presence  of non -carious diseases ;
♦Dental sediments; 
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   Fig.166Middle periodontitis                                     Fig.167 Resorbtion of bone 
   Different signs:
♦In presence of periodontosis (Fig.168,169) all signs of inflammation are  absence, (redness, odema, gingival bleeding, periodontal pocket)in contrast to chronic periodontitis to which all these signs are character(Fig. 166,167);
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Fig.168Easy periodontosis                                                  Fig.169 Periodontosis 
♦ Equal bone loss is determined  on radiograph  in case of periodontosis ,but in case of periodontitis unequal bone loss is observed .
DIFFERENTIAL DIAGNOSIS OF EXACERBATION OF CHRONIC PERIODONTITIS.
Differential diagnosis of exacerbation of chronic periodontitis should be made with follow diseases:
1.Exacerbation of catarrhal gingivitis:
2.Ulcerous-necrotic gingivitis;
3.Exacerbation of inflammatory chronic gingival overgrowth;
4. Exacerbation of chronic periodontitis and acute purulent periostitis;
5.Acute leukosis;
6.HIV
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Fig.170Chronic  severe periodontitis.Exacerbation stage
Fig.171 Chronic  mild  periodontitis.Exacerbation stage

1. Differential diagnosis  between  exacerbation of chronic periodontitis and exacerbation of chronic catarrhal gingivitis:
Same signs:
♦Pain in gingival;
♦Dental sediments;
♦general weakness;
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Fig.172.Chronic  severe periodontitis. (a)before the treatment,(b)7 days after treatment 
Different signs:
♦Differential diagnostics is based on the absence of periodontal pocket in case of catarrhal gingivitis ,and its presence in periodontitis(Fig.172 a,b) .In case of gingivitis there are not the signs  of inflammatory destruction of bone revealed on radiograph .
2. Differential diagnosis  between  exacerbation of chronic periodontitis and ulcerous-necrotic  gingivitis:
Same signs:
♦Pain, general weakness;
♦plentiful microbial plaque and calculus;
♦necrotic changes of gingival;
♦arterial hyperemia;
♦gingival bleeding;
Different signs:
♦In case of ulcerous-necrotic gingivitis there is no periodontal pocket. On radiograph the cortical lamina  on the top of interalveolar septums is preserved. This difference of the  gingivitis from exacerbation of chronic periodontitis related to presence of    fuso-spirochetosis phone .
3. Differential diagnosis  between  exacerbation of chronic periodontitis and exacerbation of inflammatory(odematous) form of   gingival overgrowth:
Same signs:
♦Pain, general weakness;
♦dental sediments;
♦gingival bleeding ,redness and odema;
♦clinical pocket.
Different signs:
♦In case of gingival overgrowth there are pseudo-pockets , and  the attachment is preserved.  Bone loss is not observed on radiograph; Periodontitis  is accompanied with inflammatory resorbtion  of alveolar bone and periodontal attachment loss; 
4. Differential diagnosis  between  exacerbation of chronic periodontitis and both  exacerbation of chronic apical periodontitis and acute purulent periostitis:
Same signs:
♦General weakness;
♦Mobility of teeth;
♦inflammation , bleeding  on probing and odema of gingival ;
[image: D:\Documents and Settings\Lala\Desktop\parodont photo\Picture 033.jpg]
Fig.172 Periodontal abscess .Periodontal pocket with depth 12 mm
Different signs:
♦In case of periostitis and exacerbation of chronic apical periodontitis  the periodontal pocket is absence , The tops of interdental septums are  not changed , in area of root  apex inflammatory destruction focus  with  eroded  borders is observed . In case of periodontitis (Fig.172) radiographic  alterations of bone  are determined in area of alveolar crest.
5. Differential diagnosis  between  exacerbation of chronic periodontitis and acute leucosis:
Same signs:
♦Acute infection disease  (ARVI, flu), general weakness ,temperature rise precedes  the  gingival changes;
♦Necrotic changes of gingival;
♦Pain;
♦Halitosis;
Different signs:
♦In case of acute leucosis the  mucosa is pale , and  haemorrhages are observed;
 ♦ In case of acute leucosis spontaneous bleeding of gingiva ,ulcerous-necrotic changes of mucosa on  pale  base are observed; 
♦In case of acute leucosis  the specific  leukemic infiltrates (leukemides) appear; Necrotic lesions on non-inflammatory mucosa  occur. Blood  alterations(leukocytosis) are presence.
♦ In case of acute leucosis the  treatment causes difficulty.
♦ In case of acute leucosis  differential diagnosis  is made on the base of blood analysis;
♦In exacerbation of periodontitis  the prognosis is good in contrast to acute leucosis;  Exacerbation  calms down  as a result of  treatment  in contrast to acute leucosis. 
6. Differential diagnosis  between  exacerbation of chronic periodontitis and HIV:
Same signs:
♦Pain in the  mouth;
♦Presence of infiltrates in hyperemic gingiva;
♦Presence of necrotic focuses;
♦Increase of lymph nodes.
Different signs:
♦In case of HIV at the same time with ulcerous-necrotic changes  the manifestations of other opportunistic infections are possible (candidiasis, herpes, hairy leukoplakia and etc.);
♦Lymphadenopathy precedes to oral manifestations(2V HIV stage).Oral manifestations are developed on the stage of secondary disease (III stage) after 5-6 years of infection.;
♦ In case of HIV weight loss  is observed;
♦ In case of HIV Laboratory  examinations such as  reduce of SD4 lymphocytes, increase of SD8 leukocytes, serologic reactions to AIDS/HIV infection are positive .
DIFFERENTIAL DIAGNOSIS OF PERIODONTITIS ON THE STAGE OF TERAPEUTIC REMISSION.
Differential diagnosis  of periodontitis on the stage of therapeutic remission should be made only with periodontosis.
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Fig.173 Mild periodontosis                          Fig.174Mild periodontitis 
DIFFERENTIAL DIAGNOSIS  OF PERIODONTOSIS.
Differential diagnosis of periodontosis  should be made only with  periodontitis on the stage of therapeutic remission:
Same signs:
♦complaints of exposure of  dental roots;
♦Pain caused by thermal ,mechanical, chemical irritants;
♦difficulty on  brushing;
♦The presence of the spaces  between the teeth;
♦Treatment  made in the past because of non-carious diseases , removal of dental calculus , correction of oral hygiene, splinting of mobile teeth  have  being  known from history ;
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Fig.175(a,b) Light Periodontosis 
♦By examination  all inflammatory symptoms are absence;
♦The  signs of inflammatory resorbtion of alveolar bone determined  on radiograph are absence, reduce of the height of interalveolar septums is observed;
Different signs :
♦In case of periodontitis  the presence of gingival bleeding on brushing ,repeated exacerbations periods, pain in gingivae,elimination of teeth made as a result of pathological mobility of teeth, done long- term  local anti-inflammatory  treatment, and  long period of surgical treatment  are  known from history;
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Fig.176 resorbtion of bone
♦Before the surgical treatment  splinting of mobile teeth was done in case of periodontitis;
♦In case of periodontosis clear  signs of inflammation  are not revealed from history, medical treatment was short-term, surgical treatment of periodontal  pockets was not  rendered;
♦In case of periodontitis it is possible to reveal the traces of early- performed surgical treatment(post-operational scars),local manifestations of inflammation  may be observed;
 ♦In case of periodontitis the level of  interalveolar septums is unequal , vertical bone defects may be detected in contrast to periodontosis.
DIFFERENTIAL DIAGNOSIS OF IDIOPATIC PERIODONTAL DIASEASES.
I.Papillon-Lefèvre syndrome should be  differentiated with follow diseases:
♦Juvenil periodontitis;
♦Histiocytosis X(Letterer-Siwe syndrome, Schüller-Christian syndrome, eosinophilic granuloma – Taratinov disease);
♦acatalasia;
♦hypophosphatasia (Ratban syndrome);
♦hypohydration ectodermal  dysphasia;
♦focal palm- plantar and oral hyperkeratotic syndrome ;
♦hereditary neutropenia ; 
♦cyclic neutropenia ;
♦agranulocytosis;
♦Shediac  Chigashi syndrome;
♦leukemia;
♦diabetus mellitus

1.Differential diagnosis  of Papillon-Lefèvre syndrome (PLS) and juvenile periodontitis :
Same signs:
♦resorbtion of alveolar process;
♦wide-spread in  the children;
♦mobility and  falling of the  teeth;
Different signs:
♦PLS  in contrary to juvenile periodontitis  is accompanied  with palm-plantar hyperkeratosis(Fig.177);
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     Fig.177 PLS 


♦in PLS in contrary to juvenile periodontitis(Fig.178) pain in gingivae  is absence;
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        Fig.178Generalized juvenile periodontitis

2. Differential diagnosis  of Papillon-Lefèvre syndrome (PLS) and Histiocytosis X(Letterer-Siwe syndrome, Schüller-Christian syndrome, eosinophilic granuloma – Taratinov disease):
Same signs:
♦generalized periodontitis;
♦ bone destruction of  the jaw;
♦dystopia , mobility and falling of teeth;
♦are wide-spread among the children.
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  Fig.179 Letterer-Siwe disease
                                                                 
Different signs:
♦ PLS in contrary to hystiocytosis X is accompanied  with palm-plantar  and oral hyperkeratosis(Fig.179);
♦In histiocytosis  X in contrary to PLS multiple defects in cranium bone, dermal rush, diabetes insipidus , hepatomegaly ,splenomegaly ,both weight and appetite loss , exophthalmus  are observed .

3. Differential diagnosis of Papillon-Lefèvre syndrome (PLS) and acatalasia:
Same signs:
♦damage of gingivae;
♦resorbtion of  bone of alveolar process ;
♦ Falling of teeth.
Different signs:
♦ PLS is found among  both in children and adults. Acatalasia is spread among  the persons of juvenile  period age (often  in the Japanese , Takachkar disease).
♦Frequently  repeated infections , ulcerous stomatitis , persistent pyorrhea, gangrene of alveoli  are observed in patient suffering by acatalasia. All these symptoms are absence in the patients with PLS. 
♦In presence of acatalasia in contrary to PLS the blood test  with hydrogen peroxide  plays  an important role  for diagnosis (as a result of the contact between blood and hydrogen peroxide  an ample foaming is occurred in healthy persons, but in patients with acatalasia  foam formation is  absence   , dark-brown coloration of the blood  and   yellow precipitation  is observed);
♦ PLS in contrary to acatalasia is accompanied with palm-plantar  hyperkeratosis (keratinization, dryness, peeling hyperemia of palms, feet, knees, elbows ),oral hyperkeratosis (in adults) ;
♦In PLS patients in contrary to patients with acatalasia   the gingivae is being normalized after completely  falling of teeth;

4. Differential diagnosis  of Papillon-Lefèvre syndrome (PLS) and hypophosphatasia (Ratban syndrome):
Same signs:
♦resorbtion of  bone of alveolar crest ;
Different signs:
♦In contrary to PLS in patients suffering by hypophosphatasia  the presence of character rickets-like change of musculoskeletal system are observed;
♦In patients with PLS  in contrary to hypophosphatasia the presence of palm-plantar and oral hyperceratosis is character (in adults);
♦In case of PLS the falling of teeth occurs in 2-3 years after eruption of teeth and the gingivae  becomes normal;
♦In presence of hypophosphatasia in children small brown or black color  teeth , in adults the  fragility of all skeletal system is observed.
5. Differential diagnosis of Papillon-Lefèvre syndrome (PLS) and hypohydrotic ectodermal  dysphrasia (HED):
Same signs:
♦damage of gingivae;
♦spread  among the children;
Different signs:
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Fig.180(a)Hypohidrotic ectodermal dysplasia ,characteric face,(b)anodontia


♦ In patients with PLS  in contrary to HED the presence of palm-plantar and oral hyperkeratosis is character (in adults);
♦The  patients with HED have unique appearance :pale  skin , sparse hair on  the head and  body,  big black eyes , presence in the mouth only acute canines, the patients are afraid of direct sun rays (they are called as ‘children of  Dracula’).In patients with PLS these signs are not presence.
♦In HED (Fig.180a,b) patients congenital absence of teeth is character (except of canines). In PLS patients the permanent  teeth are lost   in 2-3 years after their eruption. 
6. Differential diagnosis of Papillon-Lefèvre syndrome (PLS) and focal palm- plantar and oral hyperkeratotic syndrome:
Same signs:
♦presence of palm-plantar hyperkeratosis;
[image: ] [image: ]
Fig.181(a,b)Focal palmoplantar and oral mucosa hyperkeratosis syndrome,hyperkeratosis of the palm.
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Fig.182 Focal palmoplantar and oral mucosa hyperkeratosis syndrome,hyperkeratosis of the attached gingiva
Different signs:
♦In PLS patients in contrary to patients with focal palm- plantar (Fig.181,182) and oral hyperkeratotic syndrome affection of oral mucosa , alveolar  bone resorbtion , falling of  teeth both primary and permanent  dentition are observed;
♦Prognosis in case of focal palm- plantar and oral hyperkeratotic syndrome in contrary to PLS is unfavorable.

7. Differential diagnosis of Papillon-Lefèvre syndrome (PLS) and hereditary neutropenia:
Same signs:
♦Periodontitis, periodontosis and falling of teeth;
♦spread  among the children;
♦ susceptibility to infections.
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Fig.183 Congenital neutropenia , lip mucosa ulceration and swelling , and periodontitis 
Different signs:
♦In patients with PLS in contrary to patients with hereditary neutropenia palm –plantar and oral hyperkeratosis is observed (in adults);
♦ In patients with hereditary neutropenia(Fig.183) in contrary to patients with  PLS infections tend to be  repeated (causal agent is frequently staphylococcus ), furunculosis , pulmonary abscess, perforation of intestine, after inflammatory processes in skin the defects  like smallpox scar remain;
♦Precise diagnosis of hereditary neutropenia is confirmed  by both  blood and marrow  analysis (decrease of  neutrophil granulocytes  amount  in periphery blood ).
8. Differential diagnosics of Papillon-Lefèvre syndrome (PLS) and  cyclic neutropenia:
Same signs:
♦ spread among the children;
♦gingival damage ;
♦damage of alveolar crest ;
Different signs:
♦In PLS patients  in contrary to patients with cyclic neutropenia palm-plantar  hyperkeratosis  is observed;
♦in patients with cyclic neutropenia in contrary to patients with PLS cutaneous  infection , mucous ulceration, pharyngitis , fever , furuncles , abscesses, rectal inflammation , lymphadenitis, splenomegaly  are observed;
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Fig.183Cyclic neutropenia,ulcer on the labial mucosa 

♦Diagnosis of cyclic neutropenia is confirmed by blood analysis (per 5-7 days  disappearance  of polynuclear  neutrophilic cells  out of the peripheral blood each 21 days ).
♦ In contrary to PLS in cyclic neutropenia the prognosis is unfavorable.

  9.Differential diagnosis  of Papillon-Lefèvre syndrome (PLS) and  agranulocytosis :
Same signs:
♦Gingival damage;
♦destruction of alveolar crest;
Different signs:
♦In contrary to patients suffering by  agranulocytosis  palm-plantar and oral hyperkeratosis is observed;
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Fig. 184 Agranulocytosis

♦ In patients suffering with agranulocytosis  (Fig.184) septic complications like fever ,weakness, temperature rise, impairment of consciousness , adynamy,  and also abscesses, flegmons , skin affection, increase  of lymph nodes , spleen, and liver, haemorrhage  are observed;
♦ In patients suffering with agranulocytosis   in contrary to  PLS patients  the ulcerous-necrotic affection of oral mucosa  up to appearance  of necrosis of muscle and bone layers , gullet, gastro-intestinal tract, necrotic angina are observed;
♦ In contrary to PLS patients  the prognosis in  agranulocytosis is unfavorable (letal exodus).
10. Differential diagnosis  of Papillon-Lefèvre syndrome (PLS) and  Chediak-Higashi syndrome:
Same signs:
♦ Gingival damage;
♦ susceptibility to infections.
Different signs:
♦ In contrary to Chediak-Higashi syndrome   ,in patients with   PLS palm-plantar and oral hyperkeratosis is observed;
♦In Chediak-Higashi syndrome patients   in contrary to PLS patients  character  albino appearance  is observed;
♦ In PLS patients  in contrary to Chediak-Higashi syndrome patients  ,the resorbtion of alveolar crest is observed;
♦The patients suffering by Chediak-Higashi syndrome in contrary to PLS patients   suffer with photophobia, hepato-splenimegaly, lymphadenopathy , pigmentation dystrophy of iris, sinusitis, otitus, reduce of tendinous reflexes, paresthesia, ulceration of oral mucosa ;
♦Prognosis in Chediak-Higashi syndrome  in contrary to PLS is unfavorable.
11. Differential diagnosis  of Papillon-Lefèvre syndrome (PLS) and  leukemia:
Same signs:
♦ Gingival damage;
♦susceptibility to infections;
♦resorbtion  of alveolar crest ;
Different signs:
♦ In contrary to leukemia in PLS patients palm-plantar and oral hyperkeratosis (in adults) is observed;
 ♦In patients with  leukemia  in contrary to  PLS hyperplasia and  gingival necrosis  with ulceration is observed ;
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     Fig.185(a,b)Acute myelomonocytic leukemia	
                        
♦ In PLS syndrome  in contrary to leukemia (Fig.186) gingival pain is absence;             
♦ In patients with  leukemia (Fig.185 a,b,186) in contrary to  PLS  causeless temperature rise , night perspiration, haemorrhage, bruises, pain in bones, joints, increase of lymph nodes , spleen, weight loss, paleness and pastoseness of the skin are observed;
♦ In PLS syndrome  in contrary to leukemia gingivae  is normalized after the falling of the  teeth.
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Fig. 186 Chronic  lymphocytic leukemia, ulcer on the palate

12. Differential diagnosis of Papillon-Lefèvre syndrome (PLS) and  diabetes mellitus:
Same signs:
♦ Gingival damage;
♦resorbtion  of alveolar crest ;
Different signs:
♦ In contrary to  diabetes mellitus (Fig.187) in PLS patients palm-plantar and oral hyperkeratosis (in adults) is observed;
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    Fig. 187Diabetes mellitus , severe periodontitis.

♦For the patients suffering by diabetes mellitus follow symptoms are character:
profuse  urine discharge, unquenchable thirst  and hunger, weight loss, trophic ulcers of oral mucosa, dryness of mouth , abnormalities of eyesight , itching  of cutis and mucosa, spasms in sural muscles.
♦ Diagnosis of diabetes mellitus is confirmed on a base of blood and urine 
analyses.

II.HISTIOCYTOSIS X (Hand- Schuller-Christian disease , Letterer-Siwe syndrome,eosinophilic granuloma(Taratinov disease)) should be differentiated with follow diseases:
♦acatalasia;
♦hypophosohatasia;
♦juvenile periodontitis;
♦multiple myeloma;
♦ Papillon-Lefèvre syndrome (PLS);
♦osteomyelitis;
♦leukaemia;
♦ osseous form of tuberculosis;
1.Differential diagnosis   between histiocytosis  X and acatalasia:
Same signs:
♦ alveolar bone destruction and falling of teeth out;
♦ damage of oral mucosa;
Different signs:
♦In presence of histiocytosis X (Fig.188) in contrast  to acatalasia the bones of  skull are  affected;
♦For precise diagnosis of acatalasia  in contrary to histiocytosis X an important role belongs to  blood test with hydrogen peroxide (in healthy persons  as a result of contact between blood and hydrogen peroxide ,the abundant  foam is  formed, but in case of acatalasia the form is not formed  , only dark-brown coloration of blood and  yellow deposition is observed);
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Fig.188 Hand-Shuller –Christian disease,large ulcer on the gingival and palatal mucosa

♦In case of histiocytosis X in contrary to acatalasia  hepatomegaly ,splenomegaly , cutaneous rush, exophthalmus , diabetes insipidus  ,and  adynamy  are observed .

2.Differential diagnosis  between histiocytosis X and hypophosphatasia (Ratban syndrome):
Same signs:
♦damage of  both  bones  of jaws and skull;
Different signs:
♦Histiocytosis X is wide spread among the   children; hypophosphatasia is spread both among children and adults;
♦  in presence of   histiocytosis X displacement, allotopia , and  falling of teeth out  are specific .In case of hypophosphatasia  there is small  brown or black discoloration of the teeth , in adults - fragility and osteoporosis of  sleleton bones are observed .
♦ In contrary  to histiocytosis X  in presence of hypophosphatasia the patients  have  character  rachitis-like  alteration  of  osteo-muscular system.
3.Differential diagnosis   between histiocytosis X and juvenile periodontitis:
 Same signs:
♦spreads  among  the children; 
♦resorbtion of alveolar bone , mobility and falling of teeth;
♦damage of oral mucosa
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Fig.189 Eosinophilic granuloma,ulcer,and bone
destruction of the periodontal tissues between 
the central and lateral incisor teeth.

Different signs:
♦In presence  of histiocytosis X in contrary to juvenile periodontitis there is damage of skull bones leading to headache appearance;
♦ For histiocytosis X in contrary to juvenile  periodontitis  appearance of exophthalmus , diabetes insipidus  , cutaneous rush , fever, adynamia , hepatomegaly, splenomegaly is character;
♦For the diagnosis of eosinofilic granuloma(Fig.189) (disease out of histiocytosis X triad) from juvenile periodontitis it is important  due to mark   that in  presence  of deep pockets by granuloma  the suppuration is  absence ,and elimination of mobile tooth doesn’t  lead to liquidation  or  calm  of pathological  process. 

4.Differentiatial diagnosis of histiocytosis X and multiple  myeoma:
Same signs:
♦damage  of both jaws and skull bones;
Different signs:
♦Histiocytosis X is spread in child's population; Multiple myeloma (Fig.190)belongs  to the persons older than 50 age;
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Fig. 190Multiple myeloma

♦In presence of multiple myeloma in contrary to histiocytosis X damage of skeleton (tumor, fractures), nervous system (paraplegia ,hemiplegia ,hemiparesis ,encephalopathy ), blood system, and inner organs are observed.

5.Differential diagnosis between Histiocytosis X and Papillon Lefevre syndrome :
 Same sins:
♦generalized periodontitis;
♦destruction of  bone of the jaw;
♦dystopia , mobility and falling of teeth;
♦wide-spreads  among the children
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  Fig.191(a,b) Letterer-Siwe disease


Different signs:
♦PLS in contrary to hystiocytosis X is accompanied  with palm-plantar  and oral hyperkeratosis;
♦in histiocytosis  X (Fig.191a,b) in contrary to PLS  the multiple defects in cranium bone, dermal rush, diabetes insipidus , hepatomegaly ,splenomegaly ,weight and appetite loss , exophthalmus  are observed .
6.Differential diagnosis between Histiocytosis X and osteomyelitis.
Same signs :
♦Gingival damage;
♦Bone damage;
♦Worsening of constitutional state;
Different signs:
♦In osteomyelitis  sequesters , face asymmetry are observed, fistula is formed, symptoms like sensibility loss  of both skin and mucous on affected  side ,and  radiating pain appear  in contrast to Histiocytosis X ;
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Fig.192 (a,b)Osteomyelitis 

♦ in contrast to osteomyelitis (Fig.192 a,b) in Histiocytosis X  an exophthalmos , cutaneous rash are observed;
  ♦ In osteomyelitis an inflammation is observed in the blood(leukocytosis ,ESR rise).
    7. Differential diagnosis  between Histiocytosis X and leucosis.
Same signs:
♦damage of bone tissue;
♦damage of oral mucosa, indisposition, paleness of skin, weight loss ,asthenia;
♦ cutaneous  rush.
Different  signs:
♦In presence of Histiocytosis X in contrary to leucosis the  exophthalmos, diabetes insipidus ,hepatomegaly, splenomegaly are character.
♦In leucosis in contrary to histiocytosis  the gingival hyperplasia , haematoma, haemorrhage , bleeding  and necrotic affection of  gingiva are observed;
♦In leucosis in contrary to histiocytosis X the patients complain of sharp pain  caused by eating, swallowing;
♦Diagnosis of leucosis is confirmed  by the results of examination of peripheral blood and the marrow punctate .
8.Differential diagnosis of Histiocytosis X and osseous  form of tuberculosis .
Same signs:
♦spread among the children; 
♦bone destruction;
♦mobility of teeth ;
Different signs :
♦In contrary to Histiocytosis X ,in tuberculosis the skin above the lesion becomes red up to dark-blue color ,one or few cold abscesses are formed ,and ruptured with formation of fistula, after which remains the drawn scars in and contracture  of  jaw are left .
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Fig.193 Histiocytosis X        
                   
♦In contrary to tuberculosis in Histiocytosis X (Fig.193)the multiple defects in cranium bone, dermal rush, diabetes insipidus , hepatomegaly ,splenomegaly ,weight and appetite loss , exophthalmus  are observed .

   DIFFERENTIAL DIAGNOSIS OF PERIODONTOME:
EPULIS  IS DIFFERENTIATED WITH FOLLOW DISEASES:
♦pyogenic granuloma;
♦localized hypertrophic gingivitis;
♦hemangiopericytoma;
♦ Caposhi sarcoma;
♦hemangioendothelioma.

1.Differential diagnosis between epulis and pyogenic granuloma:
 Same signs:
♦ bluish red  color mushroom formation  with stalk;
♦ have some mobility of tooth;
♦have painless, bleeding surface;
Different signs:
♦Epulis is referred to periodontal neoplasms (Fig.194) .Pyogenic  granuloma (Fig.195)is infection disease.
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Fig.194 Epulis                                                        Fig.195 Pyogenic granuloma

♦Epulis is occurred only in presence of tooth (or root of tooth).Pyogenic  granloma is localzed on red lip  border and mucosa of lip , tongue, cheek, palate ;
♦Epulis in contrary  to pyogenic granuloma may have   dense consistency;  
♦The pedicile  of pyogenic granuloma  is surrounded  by peeled epithelium  collar;
♦In  epulis  in contrary to pyogenic granuloma localized  bone osteoporosis of alveolar crest is observed;
♦Epulis is frequently occurred among the   young women , especially pregnant ones . Pyogenic granuloma   affects the children  and adults up to  30 age .
♦Final diagnosis of epulis is confirmed only after histologic examination.
2.Differential diagnosis between epulis   and localized    gingival overgrowth:
Same signs:
♦gingival proliferation  in small  1-2 teeth section ;
♦ bleeding;
♦spreads among  the persons of 20-30 age;
Different signs:
♦Epulis in contrary to localized gingival overgrowth  has  mushroom  or leaf like form on pediculi;
♦Epulis is bluish-red coloration; Localized gingival overgrowth is bright-red colour or pale-pink  (depends on form);
♦ Epulis in contrary to localized gingival overgrowth is  frequently occurred in pregnancy;
♦ In presence of  epulis in contrary to localized gingival overgrowth resorbtion of bone in area of pediculi location is observed;
♦ Epulis in contrary to localized gingival overgrowth is painless formation;

3.Differential diagnosis between epulis and hemangiopericytoma:
Same signs:
♦bluish- red formations;
♦slow growth;
Different signs:
♦Epulis is frequently met in  young women especially in pregnant ones. Hemangiopericytoma is equally  found in both sexes at mature age;
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Fig.196 Hemangioperycitoma 

♦ Epulis is mushroom or  leaf  like shape formation located on pedicle of soft or hard consistency; Hemangiopericytom a is formation like  the nodes , soft consistency , has tendency to ulceration;
♦ Epulis is occurred only in presence of  tooth or even its root ; Hemangiopericytoma  is situated on the skin of head , extremities;
♦ In contrary to Hemangiopericytoma   in presence of epulis  little resorbtion of bone  in area of pedicle is observed;
♦Finally diagnosis is confirmed after histologic examination.

4.Differential diagnosis between epulis and sarcoma Caposhi :
Same signs:
♦ bluish-red colour formations;
♦destruction of jaw bone;
Different signs:
♦Epulis is occurred only in presence of  tooth or even its root ; Sarcoma is localized on palate, mucosa of gingival, nose tip;
♦Epulis is painless mushroom formation located  on pedicle , without  tendency to ulceration; Sarcoma (Fig.197) is like plain , painful spots or nodules which then become divided  into the lobules or ulcerated;
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Fig.197Sarcoma Kaposhi

♦Finally diagnosis is made only  on a base of histologic examination;
♦ Epulis is  spread among  the young women . Sarcoma is spread among homosexuals , expatriate  Africa ,  in persons with transplant  organs;

5.Differntial diagnosis between epulis and hemangioendothelioma:
Same signs:
♦spread among young women;
Different signs:
♦Epulis is  benign  formation. Hemangioendothelioma is malignant formation.
♦ Epulis is occurred only in presence of  tooth or even its root ; Hemangioendothelioma is  situated  on the skin of head , trunk ,soft tissues of extremities ;
♦   Epulis is painless bluish-red colour  mushroom or leaf like formation located  on pedicle , soft or hard consistency;   Hemangioendothelioma is  like nodes (Fig.198) , red or pink color  formation  with necrosis focus or cyst;
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Fig.198 Hemangioendothelioma

♦ Hemangioendothelioma  in contrary to epulis growths quickly;
♦ Hemangioendothelioma  in contrary to epulis is	frequently become apparent  by haemoptysis.



II.GINGIVAL FIBROMATOSIS SHOULD BE DIFFERENTIATED WITH:
♦drug-related hyperplasia (phenytoin ,nifedipine, cyclosporine);
♦genetic syndrome related fibromatosis;
1.Differential diagnosis  between gingival fibromatosis and drug-related  hyperplasia:
Same signs:
♦abnormal appearance of gingivae;
♦presence of dense elasticity consistency  hilly formations ;
Different signs:
♦Gingival fibromatosis is often met in children  of 11-15 age; Drug-related hyperplasia  is met at any age not depend  on sex;
♦Etiology of fibromatosis is still unknown; Etiology of drug-related hyperplasia is  related to receive of remedies;
♦In Gingival fibromatosis  the  deformations of jaw 's bones ,interdental, alveolar  gingivae  of  both vestibular and lingual surfaces, bleeding absence, mobility of teeth are observed;
♦ In Drug-related hyperplasia there is overgrowth of interdental gingivae, more often  expressed from vestibular surface, and  bleeding is presence; 
♦Gingival fibromatosis in contrast to drug-related hyperplasia is revealed as osteoporosis on radiograph , adentia of both  primary and permanent teeth is determined. 
2. Differential diagnosis  between gingival fibromatosis and fibromatosis related to  genetic syndrome:
Same signs:
♦gingival overgrowth;
Different signs:
♦ Hereditary Gingival Fibromatosis is a unique gingival enlargement caused by collagenous proliferation of the fibrous connective tissue of the gingivae;
♦ Hereditary Gingival Fibromatosis is transmitted as an autosomal  dominant or rarely as an autosomal recessive trait.
♦In  Hereditary Gingival Fibromatosis (Fig.199) the disorder usually begins before age 15 years in both sexes;
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         Fig.199 Hereditary gingival fibromatosis.                   

 ♦In  Hereditary Gingival Fibromatosis Delay or failure in teeth eruption may also be seen;
♦ In  Hereditary Gingival Fibromatosis the maxillary gingiva are more frequently and severely affected;
♦  In Hereditary Gingival Fibromatosis The diagnosis is mainly based on the history and the clinical features.
For precise diagnosis  histopathological examination is recommended.

III.PERIODONTAL CYST IS DIFFERENTIATED WITH:
♦retention cyst , filled with mucin;
♦periodontal abscess;
♦osseous peripheral fibroma;
♦traumatic fibroma;
1.Differential diagnosis between periodontal and retention cysts :
Same signs:
♦extrusion  on oral mucosa;
Different signs:
♦ periodontal cyst (Fig.200)is formed in presence of  chronic base disease; retention cyst is formed as a result of  corking of excretory ducts of mucosa  and salivary glands;
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Fig.200Periodontal cyst                                    Fig.201 Retention cyst 

♦ periodontal cyst is situated in gingivae,  and is  clinically revealed as painful  extrusion ; retention cyst (Fig.201)is situated on palate, lips , mucosa of cheek , sublingual area and is revealed like painless , bluish color , ball form formation , dense elasticity  consistency  element; 
♦in   periodontal cyst in  contrast to retention cyst  round form destruction of bone  with bright borders  is observed.
2.Differential diagnosis between periodontal cyst and periodontal abscess:
Same signs:
♦roundish extrusion  in gingivae;
♦desrtuction of bone;
♦the pulp is vital, and this is confirmed  by  electric test; 
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   Fig.202Periodontal abscess                           Fig. 203Ball shape periodontal cyst


Different signs:

♦in periodontal abscess (Fig.202)in  contrast to periodontal cyst (Fig.203) painfulness intraoral  oedema in gingival margin is  presence, deep periodontal pockets with pyorrhea are determined.
3.Differential diagnosis between periodontal cyst and osseous peripheral fibroma:
Same signs:
♦ destruction of  jaw bone with  bright borders;
Different signs:
♦ periodontal cyst  (Fig.204) is formed at  any age , not depending on sex. Osseous fibroma is often observed in women of  30-40 age.
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Fig.204Periodontal cyst                                Fig. 205Perypheric odontogen fibroma

♦In  periodontal cyst  (Fig.204)the   pathological changes in apical periodontium  of teeth th may be absence  which is confirmed  by electric test;  Osseous fibroma  (Fig.205 )looks like to marble, growths and destroys  the healthy bone , leading to resorbtion of dental roots in area of tumor;
♦In  osseous fibroma  in contrast to periodontal cyst asymmetry of face is observed ; 
♦Diagnosis of osseous fibroma  is histologically confirmed (presence of dense fibrous capsule along the periphery of focus, but  in the center of which the growth of fibrous tissue with presence of osteoclasts and osseous zones are observed).
4.Differential diagnosis  of periodontal cyst and traumatic fibroma:
Same signs:
♦ extrusion in gingivae;
♦Periodontal cyst is formed  in present of base chronic disease . Traumatic  fibroma is formed by trauma;
♦Periodontal cyst is situated in gingivae and clinically is revealed  as painful extrusion; Traumatic fibroma  is situated on the mucosa of cheek , lips, gingivae, or  tongue ,and is clinically revealed  like  painless pale- pink or whitish  papule  situated  on wide base , dense consistency , with bright borders , and tend to be  ulcerated;
♦ In  periodontal cyst in contrast to traumatic fibroma  the  round  form destruction of bone  with bright borders is observed .
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NAPOJOHTA/IbHbIE KAPMaHbI 4—5 MM, 0DHAKEHHe KOpHEil 3yDoB,
3yOHOM KaMeHb.

Puc. 114. Xpounueckuii reHepan30BaHHbIi NAPOJIOHTHT Cpe/IHeH
crenenn. CTaams XPOHHYECKOTO TEYEHHS: IHAHO3 KPasi 1€CHbl,
JleCHeBbIe COCOYKH CIIAXKEeHbI, HA MOBEPXHOCTH 3YDOB H B MeXkK-
3yOHBIX IPOMEKYTKAX HAIET W KAMEHb, KADMAHBI 10 5 MM.
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Puc. 119. TTapoaonTo3 jerkoi creneny. 3aTpyiHennoe ouunie- Puc. 120. Iapononto3. ObHaxenue noBepxXHOCTH KOPHEeit 3y00B,
Hue 3y00B B pe3yJbTaTe runepecTesuu KJIHHOBH/IHBIE 1e(DEKThI, 3UAIONIHE NPOMEKYTKH MeAKLy 3yDamu,
JecHa 0.1e/1H0-PO30BOT0 1BETA 0e3 NPU3HAKOB BOCNAIEHHS
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Puc. 115. Xponuyeckuii renepaan30BanHblil 1apoaoHTHT TsKe-  Puc. 116. XpoHuueckuit napoJoHTHT cpeHeii cTenenn, CTaaus
J10ii cTenenn, cTaaus odocTpenns. Jlecna runepemuposana, 1e-  odoctpenus. [lecHenbie COCOMKH YBEIHUEHbI, THIIEPEMHPOBANDI,
CHEBbIE COCOYKH OTCTOSIT OT NOBEPXHOCTH 3yDOB, OTEK. Kapman 7 MM,
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Puc. 117. Xponuyeckuii reHepan30BaHHbIH NAPOJOHTHT TsKe-
210ii cTenenu, craaus odoctpenns. [lo navana revenus.
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Puc. 30.8. Ilepuoponranbupiit abenece: nepuogonTal
HbII kKapMan 11yonHoi 12 mm.
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Puc. 121. ITapononTo3 cpeaneii crenenn. lecna 6aennas, kop-
HH 3y00B 00HAKEHbI, MUKPOOHbIH HAJIET, 3USIOLIHEe NPOMEKYT-
KH Mex1y 3yDamu
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Fig. 31. Focal palmoplantar and oral
mucosa hyperkeratosis syndrome,
hyperkeratosis of the soles.
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Severe Hypoplasia of
Front Teeth
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Puc. 21.6. Iposns {MOHOB.
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Kapyiec 4acTo B03HUKAET Ha KOpeHHbIX 3y6ax
B OBnacTy chriccyp; Criesa 3A0POBKIN 3Y6,
cnpasa KapiecHbit 3y5.
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