CRC #3: traumatic and inflammatory lesions of the jaws
Case 1:

· PA Rx showing 2 central incisors, one of them has wide pulp canal the other has obliterated one.

· So which one is normal and which isn’t? is the one with wide pulp canal exhibiting internal root resorption? No it is not because internal root rosorption doesn’t coincide with the shape of the canal, it should be a focal expansion not a defined one to be an internal root resorption.
· Regarding the left central, is this obliteration a congenital anomaly seen in all other teeth? No it isn’t. So it is environmental issue like trauma was the reason behind this obliteration, multiple endo treated teeth and fractured incisal edges. All of those are chronic sequelae of trauma (cuz the acute one has only slight widening of PDL space, fracture line through the tooth or through the tooth and the alveolar process, avulsion or intrusion).
Another evidence for being an old trauma is the open apex of the right central

Notes:
1. A radiolucent area in the upper right lateral canine projection is the lateral depression.

2. A possible dilaceration exists in the lower left canine due to another trauma in a different stage happened to the previous primary canine.

                   *********************************************

Case 2:
Radiolucency in the right central incisor on its mesial side of the root, so it seems to be an external root resorption.

DDx: 

1. external/internal root resorption, it could be internal although the pulp seems to be normal, but remember that it is a 2D Rx so there could be a communication with the pulp from the third dimension .
We may say that there is widening of the PDL space with the other central incisor cuz internal/external root resorption can be sometimes associated with trauma that could be the reason for that widening.
There is a band of radiolucency around the 2 centrals, this is most probably due to periodontal disease caused bone loss at the buccal or palatal side so the radiopacity got reduced as if there is a band of radiolocency .

2. root caries especially if you can prove the presence of pockets clinically.

It is not cervical burn out because this feature is covered with bone and by definition cervical burn out is located between the CEJ and the bone.
CT scan was taken, it proves that it is external root resorption.

                            ***********************************
Case 3:
An old lady with long list of diseases and medications, with osteoporosis.

**her full mouth series in 2008, shows multiple missing teeth, restorations, moderate bone loss,,, but nothing that is very strange.

Later on in 2011 she came to the emergency clinic complaining of severe pain in the lower right area at the premolar/canine area. Her dental history was extraction of the lower right canine.

** there is a periosteal reaction before and after taking of the canine, as a calcified stuff at the lower border of the mandible taking its shape.
· The periosteal rxn comes with osteomyelitis and malignancy, so this pt needs a biopsy to know which one she’s complaining of.

So osteomylitis is a good thought especially that she’s on bisphosphonate, although you have to make sure that it isn’t osteosarcoma and it got super-infected, especially that this periosteal rxn did exist before the ectraction took place.
So no matter what it is, you have to realize how much big deal it is when a dentist look at such radiograph and don’t pay attention to this periosteal rxn and simply take the tooth out cuz it is painful!!! **misdiagnosis leads to mistreatment **
Look at the mandible again; there is an ill defined radiolucency from the crestal bone level to the lower border of the mandible from the right to left premolar area, which is associated with periosteal rxn suggesting osteomyelitis vs malignancy.
Case4:
Full mouth series, by looking at the PA Rx of the upper centrals, you can recognize the periapical radiolucency.

· Caused by perio-endo lesion, which is simply severe periodontitis spreads to the pulp.

· Lower incisors have an abundant amount of calculus that can be detected radiograpically.

· Lower right 6 have an endo lesion only cuz it has a normal bone level.

                           *************************************
Case 5:

Panoramic radiograph showing loss of continuity of the right lower border of the mandible which is indication of a fracture connecting to the lower 8, so it’s a compound fracture which means from a treatment perspective that you probably will took that tooth out with prescription of antibiotics.
                           *************************************
Case 6:

**PA RX of upper central projection showing an apical radiolucency around the left incisor that is suggestive for external root resorption, it has also an internal root resorption, that are linked to a truma.
Trt: repair with MTA, or extraction if it isn’t responding.

                          **************************************
Case 7:

Panoramic radiograph with condylar fracture on the **left side (as  I remember the doctor pointed to it without determining its position).

· So immediately after you have diagnosed a condyler fracture, look for any other fracture at the parasympheseal area. Which is the case in this Rx, as well as a fracture  in the 5.
                             *************************************
Case 8:

Remodeling of the floor of the sinus caused by an apical disease around the molar area.

· This remodeling changes the shape of the floor of the sinus causes it to elevate around the apices of the affected teeth which is called radiographicaly halo sign.
Case 9:

Axial cut of a CBCT , reconstructed panoramic (not coronal cut cuz u can’t get the sinus and condyles in the same cut), and cross sectional cuts of the left condyle corresponding to the six green lines on the axial cut showing an asymmetry between the right and left sides at the condyle level.
· The glenoid fossa is abnormal as well, so a deformed condyle with a flat glenoid fossa suggest a childhood trauma caused a deformity of the condyle so the glenoid fossa didn’t follow the condyle in its growth to take its shape.
                              *****************************
Case 10:

*** panoramic radiograph showing an abnormal left mandible with areas of radiolucency and others with radopacity.

· The continuity of the lower border is affected.

· So u have to think of sth aggressive, it is either malignancy or osteomyelitis.

What type of osteomyeltitis does have this opacity? It is sclerosing osteomylitis.

· It could be sth else that we gonna talk about in the next CRC which is osteosarcoma or chondrosarcoma. But from an inflammatory point of view it looks like sclerosing osteomylitis.

                        *****************************************
Case 11:
Right condyle isn’t in its place in the glenoid fossa. So it is fractured and displaced.

· Displacement per se can be caused by many reasons as if the pnt is opening his mouth, but here he is not. Dislocation, which is not the case here cuz it must be bilateral. So it is definitely a fracture caused by a trauma then this fragment has been pulled by the muscles and displaced.

Another Rx was taken for more details which is reverse town view where the pnt leans his head downward and opens his mouth for better visualization of the condyles.

So we saw the anterior displacement on the panoramic, and the medial one on the town view .
Note that this pt is too young for this type of fractures where he should normally have a green stick fracture; this tells you that it was a very severe trauma.

                        ************************************
Case 12:

Sings of fractures here are open bite, telescoping appearance on the left side (as I remember it was on the left) caused by the overlapping between mesial and distal segments and a radiolucent line.
Note the piece of tooth that has been displaced but without loss of continuity of the floor of the sinus, so it could be an earlier trauma or iatrogenic trauma. It is a piece of tooth cuz “hopefully” we can see enamel, dentin and pulp :P 

Another posteroanterior Rx with this huge overlap, big fracture and an open bite.
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