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Differential Diagnosis of Pain 

• LDET (HEE) DF Induction 3rd Sept 2015 

• Speaker: Peter Briggs  

Course aims: a quick refresher on Differential Pain 
Diagnosis and management of Acute pain in Dental 
practice that hopefully will be valuable as DFs 

Oral diagnosis - the clinician's guide, W. Birnbaum, S. M. Dunne 



A little about me 

• I trained in London, MSc at EDH in 1988, 
worked in residential surgical jobs and NHS 
practice before higher training 

• I was a NHS Consultant in Restorative 
Dentistry and Implantology at St. George’s 
Hospital SW17 for 20 years 

• I have owned a Specialist referral practice 
since 1995 (www.hodsollhousedental.co.uk) 

• I recently  moved from SGH to QMUL in 
2015 

• I started with Liz Jones a HE London (LDET) 
taking with responsibility for Specialty 
training in London (225 trainees) in 2015  



A ‘no blame’ environment 



Remember that we were all  
at your stage once 

• Most things change and evolve in dentistry – but not pain 
diagnosis – it is still the same as I was taught 



I was very lucky – I was well trained 
- people spent time on me and never gave up -   



The English word 'pain' probably comes from 
Old French (peine), Latin (poena - meaning 

punishment pain), or Ancient Greek (poine - a 
word more related to penalty), or a 

combination of all three.  
Only the person who is experiencing the pain 

can describe it properly. Pain is a very individual 
experience 



Neuro-physiology 

• Action potential 

 



Types of pain 
 

Acute pain - this can be intense and short-lived, in which case we call it acute 
pain.  Acute pain may be an indication of an injury.  When the injury heals the 
pain usually goes away.  
 
Chronic pain - this sensation lasts much longer than acute pain. Chronic pain 
can be mild or intense (severe).  
 

 



How do we classify pain?  
• Nociceptive Pain - specific pain receptors are stimulated. These receptors sense temperature (hot/cold), vibration, stretch, 

and chemicals released from damaged cells.  

• Non-Nociceptive Pain 
- Neuropathic 
- Sympathetic 

• Somatic Pain - a type of nociceptive pain. Pain felt on the skin, muscle, joints, bones and ligaments is called somatic pain. 
The term musculo-skeletal pain means somatic pain. The pain receptors are sensitive to temperature (hot/cold), vibration, 
and stretch (in the muscles). They are also sensitive to inflammation, as would happen if you cut yourself, sprain something 
that causes tissue damage. 
 
Pain as a result of lack of oxygen, as in ischemic muscle cramps, are a type of nociceptive pain. Somatic pain is generally 
sharp and well localized - if you touch it or move the affected area the pain will worsen.  
 
Visceral Pain - a type of nociceptive pain. It is felt in the internal organs and main body cavities. The cavities are divided into 
the thorax (lungs and heart), abdomen (bowels, spleen, liver and kidneys), and the pelvis (ovaries, bladder, and the womb). 
The pain receptors - nociceptors - sense inflammation, stretch and ischemia (oxygen starvation).  

• Dental  = mostly Somatic Nociceptive – although other types may occur in 
H & N to include – Neuropathic / neurogenic / Ischaemic      



2014 – How big is the problem? 

• The British Pain Society quoted England's Chief 
Medical Officer, who said that annually more 
than five million people in the UK develop chronic 
pain.  

• Unfortunately, one third of them do not recover.  

• 11% of adults and 8% of children in the UK suffer 
severe pain 



Dental pain history & history of 
presenting complaint 



Listen, Watch & Observe 

 



What do you see and hear? 

Eyes 
Sweating 
Movements 
Expressions 
Colour 
Swelling 
discharge 



TCUP 

• Logical thought processes 

• Holding up under pressure 

• Coping with stress 

• Right decision making 



Listen and look 



Start with open questions- like Can you tell me 
about this pain? 



• What pain killers are you 
using? 

• Do you sleep? 
• Any swelling? 
• When is it worse / better?  
• What makes it better or 

worse? 



Tell me about your  
communication style?  

• Empathy 

• Sympathetic 

• Thorough 

• Logical 

• Trustworthy 

• Open and informed 



Tell me about your  
communication style?  

• Verbal  

• Non-verbal  

• Listening skills 

• Respect personal space 

• Eyes at same level as patient 



How do you make sure  
that you do not miss anything when 

asking about any pain? 



SOCRATES (pain assessment) 
• Site - Where is the pain? Or the maximal site of the pain. 
• Onset - When did the pain start, and was it sudden or gradual? 

Include also whether if it is progressive or regressive. 
• Character - What is the pain like? An ache? Stabbing? 
• Radiation - Does the pain radiate anywhere?  
• Associations - Any other signs or symptoms associated with the 

pain? 
• Time course - Does the pain follow any pattern? 
• Exacerbating/Relieving factors - Does anything change the pain? 
• Severity - How bad is the pain? 



Dental Pain  

 



 



 



 



 



Past Dental & Medical History  

• Regular attender or poor? 

• Motivated or poorly motivated? 

• Anxious or relaxed 

• Have they had the problem before – previous 
Abs and what painkillers? 

 



Medical History  

• Need to go through the systems 
• What medication are they taking (and what are 

hey for?) 
• Operations etc 
• Mental health issues 

 



Surgical Sieve aids Differential 
Diagnosis (cause) 

• Metabolic 
• Endocrine 
• Degenerative 
• Infective 
• Congenital 
• Haematological 
• Autoimmune 
• Trauma 
• Psychological 
• Inflammatory 
• Neoplastic 

 



Pathologic Basis Of Disease: 
Robbins Pathologic Basis Of Disease is an internationally used reference 
textbook in. Its chapters under the heading 'General Pathology' can be 
considered to be a version of the surgical sieve: 
 
Acute and chronic inflammation 
Tissue Repair 
Hemodynamic Disorders 
Genetic Disorders 
Diseases of Immunity 
Neoplasia 
Infectious Diseases 
Environmental and Nutritional Pathology 

 



Patient examination – General / Extra-oral and Intra-
oral soft tissues / Cranial nerves 



Can you give examples of Dental / Facial Pain from the 
following causes: 

• Idiopathic/Iatrogenic: ??? 
• Vascular: ?? 
• Inflammatory: ?? 
• Traumatic: ?? 
• Autoimmune: ??? 
• Metabolic: ?? 
• Infective: ??  
• Neoplastic: ??  
• Degenerative ??  

 



Clinical diagnosis hasn’t changed…... 

…..and it’s the key to all that we do ! 



Diagnosis will involve:  

• History 

• Examination 

• Special Tests 

• Investigation  



The most important reason for managing pain is 
patient safety – remember this HEE’s no1 concern   



History 

A dental history obtained from the family revealed that the 
patient had been complaining for several weeks of severe 
dental/jaw pain, particularly in the right mandibular region. As 
emergency dentists had not been able to resolve her  problems 
she was taking analgesics (2.6 g ibuprofen and 2.0 g 
paracetamol per day) and continuously holding iced cold water 
in her mouth - which was then swallowed. This went on for 
several weeks  



History 

• She eventually collapsed at home. Her young child 
rang 999 an he was admitted to hospital  

• She was admitted via casualty  

• She was transferred to a specialist intensive neuro 
ICU in SWL (AM)  



Acute management 

• The neurologists diagnosed psychogenic polydipsia 
caused by the excessive water consumption.  

• This led to dilution hyponatraemia and 
encephalopathy. 

• Under their care, she made a steady recovery and her 
serum sodium normalised after eight days.  

• The patient was discharged with a short course of 
phenytoin. 



Examination and history after 
discharge from neuro ITU  

• Unfortunately her dental pain was still present. She complained of a 
several week history of sharp pain initiated by hot fluids which 
outlasted removal of precipitating stimuli.  

• Cold water held against the LR5 offered the most effective pain 
relief. The patient confirmed that she then swallowed the water 
and that this pattern had been repeated many times throughout 
the day.  

• She had not been able to sleep normally for several weeks and she 
estimated that she consumed up to 10 litres of water each day.  

• She complained of a mild dull ache affecting other quadrants. 



Examination 
• The patient had good mouth opening with no evidence 

of temporomandibular joint problems. Multiple 
amalgams were present in the posterior teeth. The LR5 
was restored with a disto-occlusal amalgam.  

• The tooth was mildly tender to percussion and acutely 
hypersensitive to heat. The pain outlasted the presence 
of hot stimuli and was causing severe spontaneous 
pain.  

• Caries was also visible at UR6 and LL6. 



From what you have heard - what do 
you think is wrong with her and what 

would you do next & what type of 
treatment might she need? 



Acute irreversible pulpitis (AIP) is an 
intensely painful condition; which 

requires prompt intervention by dental 
professionals to provide appropriate 

treatment 



• Reaching a diagnosis can prove difficult 
& squeezing emergency patients into 
busy schedules can reduce the time 
available for history taking, special tests 
and diagnosis. 



AIP has characteristics particular to 
it which should facilitate reaching a 

diagnosis 



Previous history 

The patient had tried to register with a state funded dentist when her 
symptoms began.  
This proved problematic as she was advised that the dentists she 
contacted would only accept new patients on a self-funded basis.  
Eventually she did find and register with a state funded dentist who 
suggested that her pain was related to her jaw joint and would ‘clear 
up in time’. 
She was given a soft bite guard to wear and prescribed a course of 
antibiotics of which the details are not known.  
She also recollected that intra-oral radiographs were taken 



What special tests would you take? 

 



Special tests 

Bitewings and periapical films confirmed that extensive caries 
was present beneath the restoration in LR5 (Fig. 1).A diagnosis of 
acute irreversible pulpitis of LR5 and several other carious 
lesions was made. 



Bender (AIP) 

The division of pulpitic symptoms into reversible or irreversible pulpitis has been 

described by several authors Bender (2000) suggested that AIP is commonly associated 

with the following pain characteristics: 

• Spontaneous and severe typically described as an ‘agonising throb’ 

• Thermal sensitivity – particularly to hot fluids 

• Prolonged pain following the removal of an exacerbating factor 

• Sleep interference 



Acute Pulpal Pain   

• Pulpal pain can be modulated by a number of factors which 
include inflammatory mediators and vascular changes (blood 
flow, volume and pressure). 

• The acute pain felt by patients with acute irreversible pulpitis 
is rarely the first episode of discomfort. Typically 60% of teeth 
become hypersensitive to thermal stimuli during pulpal 
damage. 

• Fortunately for the dental profession 40% of pulps which 
become necrotic may do so without symptoms.6 



What happened to this patient? 

• In retrospect, the symptoms described by this 
patient were likely to have related to acute 
irreversible pulpitis from the LR5.  

• Either pulpal extirpation or extraction would 
have resolved the problem. 



Why cold water / ice helped pain? 

• Anecdotal evidence suggests that patients 
may find acute inflammatory conditions may 
be helped by holding cold liquids or objects 
adjacent to the affected site.  

• This is likely to relate to vasoconstriction and a 
transient reduction of vascular flow within the 
pulp. 



What are our problems? 

Treating a patient in acute pain can be a 
stressful experience for the practitioner as well 
as the patient and prescribing oral antibiotics 
may often be seen as a convenient option. 



Role of antibiotics 

• Current evidence would not support the prescribing of 
systemic antibiotics for the management of AIP. Also 
they should be used rarely in the management of 
periapical infection. Their use should be reserved for 
control of spreading infection.  Despite this, surgical 
intervention for pulpitis is not always the fi rst 
treatment choice by the dental profession  (Thomas D W, 
Satterthwaite J, Absi E G et al. Antibiotic prescription for acute dental conditions 
in the primary care setting. Br Dent J 1996; 181: 401-404)  

X 



LA for AIP 

• It is imperative that dentists receive training 
and are adequately skilled in the management 
of AIP.  

• Conventional local anaesthetic techniques are 
sometimes unsuccessful in obtaining profound 
anaesthesia for endodontic procedures 



Honest benchmarking - where am I? 
• Am I prepared to get stuck in well out of my comfort zone? 



Honest benchmarking - where am I? 
• Am I prepared to get stuck in well out of my comfort zone? 

• Anatomy of teeth and root canals, LA top up techniques 

• Consider using Piezon Ultrasound to go into the pulp 

 



Thinking and thought-processes for dentists  
• Enquiring thinking – trying it out and practising and reflecting 

 

 

 

 



What about feedback of others about this case 
report? 

 



What do you think others  
thought of this case? 

• Irrespective of the vagaries of the NHS system in which we work, we 
owe it to people in pain to try and see them, do our best to diagnose 
their problems and even if we are unable to provide the definitive 
treatment, at least relieve them of pain no matter how the new NHS 
contract appears to relieve us of this obligation. We at least owe 
that to the public we serve from an ethical, professional and moral 
perspective.  

Len D’Cruz Woodford Green 



What do you think others  
thought of this case? 

• ‘…To see this lady, take medical and dental histories, 
carry out a clinical examination, take appropriate 
radiographs, develop review and report on these, 
diagnose, anaesthetise and carry out treatment 
having obtained informed consent, is rewarded with 
1.2 UDAs. ...’  

P. N. Burnell 



What do you think others  
thought of this case? 

‘…criticise the system he has to work under, if you like — but 
answer, honestly, could you, safely and reliably, diagnose and 
treat this lady’s pain in 12 minutes?   Would you also be 
comfortable completing this RCT, possibly carrying  out an RCT in 
the LL6 and providing permanent restorations in those teeth and 
the UR6 in the 30 minutes you have for your 3 UDAs?...’  

P. N. Burnell 



Reflective Learning Cycle - P. N. Burnell probably not 

someone you want training DFs I might suggest 

 



Common things occur commonly  
You will be dealing with the following 

conditions: 

• Reversible Pulpitis 
• Irreversible Pulpitis 
 
• Chronic Apical Periodontitis 
• Acute Apical Periodontitis 



Acute Ir/reversible Pulpitis (AIP) 

• What are the symptoms of AIP? 

• What are the causes? 

• What are the differences with AIP & ARP? 

• What is the management of AIP? 

• What are the clinical challenges and problems 
of dealing with AIP?  



Acute / Chronic Apical Periodontitis 

• What is the likely history from the patient AAP? 
• What are you likely to find on examination? 
• What are the differences with AAP & CAP? 
• What special tests might you use to aid diagnosis? 
• What is the basis of management for both? 
• What are the clinical challenges and problems of dealing with 

AAP?  
• What is the role of antibiotics in AAP 
• How do you tell if the patient is unwell 



Extra – Oral Examination  

• What are you looking for? 

• What are you feeling / examining 

• How can you tell if someone is not well or 
right? 

• Swellings – what types? 



Case 1 - what’s do you make of this 42 year 
old female patient? 

• Idiopathic/Iatrogenic 
• Vascular: 
• Inflammatory 
• Traumatic 
• Autoimmune 
• Metabolic 
• Infective 
• Neoplastic 
• Degenerative:  

 



• Idiopathic/Iatrogenic 
• Vascular: 
• Inflammatory 
• Traumatic 
• Autoimmune 
• Metabolic 
• Infective 
• Neoplastic 
• Degenerative:  

 

Case 2 - what’s going on here? 



‘Never let the sun go down on pus’ 



Case 3 - Extra-Oral Examination 

What could be going on here? 

• Idiopathic/Iatrogenic 
• Vascular: 
• Inflammatory 
• Traumatic 
• Autoimmune 
• Metabolic 
• Infective 
• Neoplastic 
• Degenerative:  



 • Idiopathic/Iatrogenic 
• Vascular: 
• Inflammatory 
• Traumatic 
• Autoimmune 
• Metabolic 
• Infective 
• Neoplastic 
• Degenerative:  

Case 4 - Extra-Oral Examination 



Case 5 - what do you think has gone on here?  

• Idiopathic/Iatrogenic 
• Vascular: 
• Inflammatory 
• Traumatic 
• Autoimmune 
• Metabolic 
• Infective 
• Neoplastic 
• Degenerative:  

 



What do you think is being done and why?  



Why do we need to drain?  



Case 6 - EO Examination – what do you 
see? 

Idiopathic/Iatrogenic 

Vascular: 

Inflammatory 

Traumatic 

Autoimmune 

Metabolic 

Infective 

Neoplastic 

Degenerative  

 



Avoid Hypochlorite Accident 



Case 7 - EO Examination – What do you see?  

Idiopathic/Iatrogenic 

Vascular 

Inflammatory 

Traumatic 

Autoimmune 

Metabolic 

Infective 

Neoplastic 

Degenerative:  

 



Case 8 – What do you think has been 
going on wit this chap?  





Case 9 - Quick decisions need to be made 
about teeth – do they stay or do they go? 



Clinical examination 
• Examine the face, lips and oral muscles for soft tissue lesions. 
• Palpate the facial skeleton for signs of fractures. 
• Inspect the dental trauma region for fractures, abnormal tooth 

position, tooth mobility, and abnormal response to percussion. 
Furthermore registration of direction of displacement in case of 
luxation injuries. In case of fractures their relation to the gingival 
sulcus area is noted as well as possible pulp involvement. 

• Pulp testing (usually electrometric) completes the clinical 
examination. 
 

Idiopathic/Iatrogenic 

Vascular: 

Inflammatory 

Traumatic 

Autoimmune 

Metabolic 

Infective 

Neoplastic 

Degenerative:  

 



• Young female patient 
with ‘dished’ in and flat 
face 

• Poor natural lip support 

• Flangeless partial 
denture   

Idiopathic/Iatrogenic 

Vascular: 

Inflammatory 

Traumatic 

Autoimmune 

Metabolic 

Infective 

Neoplastic 

Degenerative  

 

Case 10 -  EO Examination – What do you see?  



Case 10 – Soft tissue management and facial 
support 

 



Attempted Suicide – serious facial and maxillo / facial 
injuries – large asymmetry of left cheek and loss of 

many teeth 
 



Assess how much support does she lack? 



Secure the anteriorly repositioned palatal flap using healing 
abutments (small vertical incisions through soft-tissue) and two 

short bone screws    



Final Result – planned from extra-oral 
examination  



Post op analgesia - what’s best 



800mg  Ibuprofen TDS better than Pethidine, Morphine 
and other opiates. I normally suggest 600mg unless very 

severe pain 

• Pt’s should not exceed 2.5gms of Ibuprofen 
per day 

• Not suitable for asthmatics 



• Intra-Oral Examination 
• Special Tests 
• Clinical Investigation 



Digital examination: feel for swelling and tenderness 
over the labial/buccal & lingual/palatal apical soft 

tissues.  Sometimes there can be hard boney swelling 
opposite chronically infected teeth – why and what’s 

the process? 



Always check probing depths around any tooth you 
suspect endodontic problems. The results should be 

interpreted within the general periodontal susceptibility 
of the patient 



What do you think may be going on here in 
this 12 year old? 

Idiopathic/Iatrogenic 

Vascular: 

Inflammatory 

Traumatic 

Autoimmune 

Metabolic 

Infective 

Neoplastic 

Degenerative  

 



Intra-Oral Examination: 
Soft tissue 

 



What is going on here and why?  
 



Why is the UL1 painful? 

 



Diagnosis and treatment plan please? 

 



What factors have been proven to make a difference 
to endodontic clinical outcome? 



Hopefully most are aware of this critical review on 

Endodontics  Ng et al. (2008 a & b) Int Endod J 41: 6-31 

• Pre-operative apical area  

• Root filling ending within 2 mm of radiographic apex 
(instrumentation and obturation) 

• Voids within the root-filling (obturation quality) 

• Satisfactory restoration coronal seal (post-Rx Rest 
Dent) 



Mrs L 

•  Pain and infection for the last nine months.  
•  /2 lost several years ago and an adhesive bridge /1P3 
placed to restore the space  



Mrs L 

•  Pain and infection for the last nine months.  
•  Soft intermittent swelling opposite UL2 
•  /2 lost several years ago and an adhesive bridge /1P3 placed to 
restore space  

Idiopathic/Iatrogenic 

Vascular: 

Inflammatory 

Traumatic 

Autoimmune 

Metabolic 

Infective 

Neoplastic 

Degenerative  

 



9/2/2015 10:47:51 PM 

Mrs L 

• Without examining the patient - what do you think the problem 
is likely to be? 

• What’s the likely solution? 



Mrs L 
• What do you think was the dental history of the missing /2? 



Recurrent swelling and 
pain of gum between 
LL56 
• Take me through the 

diagnostic process of this 
patient  

• What do you think we are 
looking at?  



Soft tissue intra-oral examination 



Clinical Tip;  
Use soft tissue sinuses to help diagnosis with special tests. 

Use a big GP point and secure with ribbon wax so it does not 
move. Check that it’s not old and brittle! 



Hard-Tissue Examination 

• Any mobility? 
• How is the tooth restored? 
• Crown intact?  
• Any trauma to crown? 
• Discolouration of crown? 
• Caries or coronal leakage? 
• If crown / bridge – de-cemented? 



• Examination 
• Special Tests 
• Clinical Investigation 



Vitality 
Electronic Pulp Tester- a great tool 
Get the patient to hold the pulp tester and let go when they feel something 



Presence of pre-operative area 
• Why do you think this is important? 

• How long will it take to heal after treatment? 



If no sign of healing or radiographic improvement at 24 months 
then NSRCT not likely to have worked   

 

www.hodsollhousedental.co.uk 



We want to see an radiographic improvement or 
resolution of CAP by 24 months 

 

2011-2012 www.hodsollhousedental.co.uk 



Know where you are all the time 
Electronic Apex Locator 

always use the pronge tip (not the clip) - your nurse can put hold it on  
the head of the hand-piece it doesn’t need to be on the file 



For teeth with apical areas you will get an approx 12% 
drop-off in outcome (healing) per mm short of ideal 

length 

www.hodsollhousedental.co.uk 



Gauging & Diagnostic radiographs in a digital age 

• Learn to use and trust an EAL – it’s 
right as long you can get 
predictable Zero readings and it is 
not ‘jumping’  

• Prepare the root canals with tip of 
EAL placed on the hand piece as 
you work 



Diagnostic Radiographs in a Digital Age 

www.hodsollhousedental.co.uk 

• Final fit GP points 
• Cut them off to reference points 
• RD quickly off 
• Take normal LCPA digital radiograph 
• RD back on and flush out with hypochlorite 

 



Need standardised technique when assessing 
change over time  

Paralleling devices e.g. Hawe bite, Endo-Ray, 
Rinn System etc. All very cheap & accurate 

2003 
2001 2001 



Basic improvement of diagnostic radiographic 
length yield 

The use of an Endo-
Ray film holder  

cheaply & simply 
eliminates this error! 



Endo-Ray is cheap & easy to use 
it guarantees a positive outcome  



Place different file patterns in multi 
rooted teeth 



Diagnosis - Beware of relying on Periapical views alone  
Bitewings are extremely useful 



The size of a radiographic lesion is not a 
good indicator as to whether conventional 

endodontics will work  
 

The vast majority (90%) of dental cysts are 
invaginated by the apex of the tooth 

(False Periapical Cysts)  
 

Rather than non-invaginated (True 
Periapical Cysts) 

  
(Nair 1997) 



What about this? 

The patient is a 35 year old dentist - What do you think 
he wanted done for his symptomatic UR2 & why?  



Does an apical cyst mean surgery? 

True and false cysts 

1998 NO 



Is the Lamina Dura intact and if lost has it 
returned after treatment? 

2004 



Cannot avoid Risk  

You will sometimes make the 
wrong call – as long as you have 
thought about it an done it for the 
very best reasons – you will be fine   



Peter Briggs BDS (Hons) MSc MRD RCS FDS RCS (Eng) 

Consultant & Specialist in Restorative and Implant Dentistry 

www.hodsollhousedental.co.uk  



A little about me 

• I trained in London, MSc at EDH in 1988, 
worked in residential surgical jobs and NHS 
practice before higher training 

• I was a NHS Consultant in Restorative 
Dentistry and Implantology at St. George’s 
Hospital SW17 for 20 years 

• I have owned a Specialist referral practice 
since 1995 (www.hodsollhousedental.co.uk) 

• I recently  moved from SGH to QMUL in 
2015 

• I started with Liz Jones a HE London (LDET) 
taking with responsibility for Specialty 
training in London (225 trainees)   



I was very lucky – I was very well trained 
- people spent time on me and kept the faith -   



Honest benchmarking - where am I? 

• What are my strengths? 

• What are my weaknesses? 

• What are my goals? 

• How am I going to get better? 

• How good can I get?  

• Am I going to coast? 

• Am I going to give it everything I have got? 

 



Developing competence 

MATTHEW SYED  

• Sign up to the mission and 

criticism  

• Learn from mistakes (reflective 

learning) 

• Learn form others better than 

you  

 

Early UG years 

Late UG / DF /DCT years 
DCT 2/3  and early  
Practice years 

5 -10 years of experience  
and training 



I know that I have a lot of clinical (craft skill) gaps to fill  

‘…the more that I practise the luckier I get….’ 



MATTHEW SYED 

believes that innate talent is not always 

necessary if you are prepared to put in the 

work and the hours 

This should be a very empowering 

prospect for anyone at the start of their 

dental career  

Early UG years 

Late UG / DF /DCT years 
DCT 2/3  and early  
Practice years 

5 -10 years of experience  
and training 

So how do I develop my Clinical Skills? 



Honesty 
• Where did I finish in my U/G year? 

• What frightens me? 

• Have I dealt with many patients with 
acute pain? 

• Do I understand the basics of how 
they should be managed? 

• Where are my knowledge and skill 
gaps? 



Have I seen much of this? 

 



Why is managing pain for patients so 
important? 

• The most important thing that we can do for 
people 

• Infections of the head and neck can be very 
dangerous 

• Practice builder – they will always remember you 
in a very positive if you can sort out their 
problems – completely the opposite if you do not  

• Very rewarding  
 



The most important reason – patient safety 



History 

A dental history obtained from the family revealed that the 
patient had been complaining for several weeks of severe 
dental/jaw pain, particularly in the right mandibular region. As 
emergency dentists had not been able to resolve her  problems 
she was taking analgesics (2.6 g ibuprofen and 2.0 g 
paracetamol per day) and continuously holding iced cold water 
in her mouth - which was then swallowed. This went on for 
several weeks  



History 

• She eventually collapsed at home. Her young child 
rang 999 an he was admitted to hospital  

• She was admitted via casualty  

• She was transferred to a specialist intensive neuro 
ICU in SWL (AM)  



Acute management 

• The neurologists diagnosed psychogenic polydipsia 
caused by the excessive water consumption.  

• This led to dilution hyponatraemia and 
encephalopathy. 

• Under their care, she made a steady recovery and her 
serum sodium normalised after eight days.  

• The patient was discharged with a short course of 
phenytoin. 



Examination and history after 
discharge from neuro ITU  

• Unfortunately her dental pain was still present. She complained of a 
several week history of sharp pain initiated by hot fluids which 
outlasted removal of precipitating stimuli.  

• Cold water held against the LR5 offered the most effective pain 
relief. The patient confirmed that she then swallowed the water 
and that this pattern had been repeated many times throughout 
the day.  

• She had not been able to sleep normally for several weeks and she 
estimated that she consumed up to 10 litres of water each day.  

• She complained of a mild dull ache affecting other quadrants. 



Examination 
• The patient had good mouth opening with no evidence 

of temporomandibular joint problems. Multiple 
amalgams were present in the posterior teeth. The LR5 
was restored with a disto-occlusal amalgam.  

• The tooth was mildly tender to percussion and acutely 
hypersensitive to heat. The pain outlasted the presence 
of hot stimuli and was causing severe spontaneous 
pain.  

• Caries was also visible at UR6 and LL6. 



From what you have heard - what do 
you think is wrong with her and what 

would you do next & what type of 
treatment might she need? 



Acute irreversible pulpitis (AIP) is an 
intensely painful condition; which 

requires prompt intervention by dental 
professionals to provide appropriate 

treatment 



• Reaching a diagnosis can prove difficult 
& squeezing emergency patients into 
busy schedules can reduce the time 
available for history taking, special tests 
and diagnosis. 



AIP has characteristics particular to 
it which should facilitate reaching a 

diagnosis 



Previous history 

The patient had tried to register with a state funded dentist when her 
symptoms began.  
This proved problematic as she was advised that the dentists she 
contacted would only accept new patients on a self-funded basis.  
Eventually she did find and register with a state funded dentist who 
suggested that her pain was related to her jaw joint and would ‘clear 
up in time’. 
She was given a soft bite guard to wear and prescribed a course of 
antibiotics of which the details are not known.  
She also recollected that intra-oral radiographs were taken 



What special tests would you take? 

 



Special tests 

Bitewings and periapical films confirmed that extensive caries 
was present beneath the restoration in LR5 (Fig. 1).A diagnosis of 
acute irreversible pulpitis of LR5 and several other carious 
lesions was made. 



Bender (AIP) 

The division of pulpitic symptoms into reversible or irreversible pulpitis has been 

described by several authors Bender (2000) suggested that AIP is commonly associated 

with the following pain characteristics: 

• Spontaneous and severe typically described as an ‘agonising throb’ 

• Thermal sensitivity – particularly to hot fluids 

• Prolonged pain following the removal of an exacerbating factor 

• Sleep interference 



Acute Pulpal Pain   

• Pulpal pain can be modulated by a number of factors which 
include inflammatory mediators and vascular changes (blood 
flow, volume and pressure). 

• The acute pain felt by patients with acute irreversible pulpitis 
is rarely the first episode of discomfort. Typically 60% of teeth 
become hypersensitive to thermal stimuli during pulpal 
damage. 

• Fortunately for the dental profession 40% of pulps which 
become necrotic may do so without symptoms.6 



What happened to this patient? 

• In retrospect, the symptoms described by this 
patient were likely to have related to acute 
irreversible pulpitis from the LR5.  

• Either pulpal extirpation or extraction would 
have resolved the problem. 



Why cold water / ice helped pain? 

• Anecdotal evidence suggests that patients 
may find acute inflammatory conditions may 
be helped by holding cold liquids or objects 
adjacent to the affected site.  

• This is likely to relate to vasoconstriction and a 
transient reduction of vascular flow within the 
pulp. 



What are our problems? 

Treating a patient in acute pain can be a 
stressful experience for the practitioner as well 
as the patient and prescribing oral antibiotics 
may often be seen as a convenient option. 



Role of antibiotics 

• Current evidence would not support the prescribing of 
systemic antibiotics for the management of AIP. Also 
they should be used rarely in the management of 
periapical infection. Their use should be reserved for 
control of spreading infection.  Despite this, surgical 
intervention for pulpitis is not always the fi rst 
treatment choice by the dental profession  (Thomas D W, 
Satterthwaite J, Absi E G et al. Antibiotic prescription for acute dental conditions 
in the primary care setting. Br Dent J 1996; 181: 401-404)  



LA for AIP 

• It is imperative that dentists receive training 
and are adequately skilled in the management 
of AIP.  

• Conventional local anaesthetic techniques are 
sometimes unsuccessful in obtaining profound 
anaesthesia for endodontic procedures 



Honest benchmarking - where am I? 
• Am I prepared to get stuck in well out of my comfort zone? 



Honest benchmarking - where am I? 
• Am I prepared to get stuck in well out of my comfort zone? 

• Anatomy of teeth and root canals, LA top up techniques 

• Consider using Piezon Ultrasound to go into the pulp 

 



What about feedback of others about this case 
report? 

 



What do you think others  
thought of this case? 

• Irrespective of the vagaries of the NHS system in which we work, we 
owe it to people in pain to try and see them, do our best to diagnose 
their problems and even if we are unable to provide the definitive 
treatment, at least relieve them of pain no matter how the new NHS 
contract appears to relieve us of this obligation. We at least owe 
that to the public we serve from an ethical, professional and moral 
perspective.  

Len D’Cruz Woodford Green 



What do you think others  
thought of this case? 

• ‘…To see this lady, take medical and dental histories, 
carry out a clinical examination, take appropriate 
radiographs, develop review and report on these, 
diagnose, anaesthetise and carry out treatment 
having obtained informed consent, is rewarded with 
1.2 UDAs. ...’  

P. N. Burnell 



What do you think others  
thought of this case? 

‘…criticise the system he has to work under, if you like — but 
answer, honestly, could you, safely and reliably, diagnose and 
treat this lady’s pain in 12 minutes?   Would you also be 
comfortable completing this RCT, possibly carrying  out an RCT in 
the LL6 and providing permanent restorations in those teeth and 
the UR6 in the 30 minutes you have for your 3 UDAs?...’  

P. N. Burnell 



Reflective Learning Cycle - P. N. Burnell probably not 

someone you want training DFs I might suggest 

 



Case 1 - case example 

 



Examination 

• You are asked to assess a 43 year old patient 
with a 2 week history of a swelling of his left 
face that included the upper lip and nose. 

• He complains that the swelling is increasing 
and painful 

• He is a little concerned about things    

 



Look, Listen, Touch & Feel 



Extra-Oral Examination – always look first what 
do you see? 



• Swelling of the Left upper lip 
• Also involves left base of nose 
• No redness – skin the same colour in the area of 

swelling and no swelling  
• There is something not right about this 



What questions would you ask? 

• Health – how well does he look? 

• Duration and history of problems 

• Type of pain 

• Discharge  

• Previous treatment  

 



Intra-Oral Examination 



Differential Diagnosis 

• Traumatic 
• Infective  
• Metabolic 
• Neurogenic 
• Inflammatory 
• Neoplastic 
• Auto-immune 
• Vascular 
• Degenerative 
• Environmental   



Diagnosis: Myeloma (recurrence) 

 



Special Tests?  

 



Case 2 

• You are asked to see this young male patient in your 
practice 

• Mother has been takin him to another dentist who 
has no been willing to help   



Diagnosis? – 15year boy with ‘boil’ on 
the left side of his face 



Diff diagnosis? 

• Traumatic 
• Infective  
• Metabolic 
• Neurogenic 
• Inflammatory 
• Neoplastic 
• Auto-immune 
• Vascular 
• Degenerative 
• Environmental   



Diagnosis?  

• Traumatic 

• Infective  

• Metabolic 

• Neurogenic 

• Inflammatory 

• Neoplastic 

• Auto-immune 

• Vascular 

• Degenerative 

• Environmental   



Diagnosis = CAP with external suppuration 

• Traumatic 

• Infective  

• Metabolic 

• Neurogenic 

• Inflammatory 

• Neoplastic 

• Auto-immune 

• Vascular 

• Degenerative 

• Environmental   



Case 3  

 



Localised pain LR6 – past buccal swellings 

 



What would you want to know from the 
history and gain from the examination?  



• Duration of problems – when was the crown 
placed and why? 

• Family history of gum disease, smoker etc 



In the absence of periodontal disease 
elsewhere 

• What additional tests would you want? 

• Diff diagnosis? 

• Rx options? 



Localised pain LR6 – past buccal swellings 

 



The Perio - Endo Lesion 

• Simon  

• Abbott 



What is going on here  
and what would you do? 

• RCT? 

• XLA? 

• Regenerate? 

• Tunnel 

• Hemisect? 

• Root amputation? 

• Watch and monitor 
www.hodsollhousedental.co.uk 



Is the patient periodontally susceptible 
elsewhere or not?  

 



Do you think it will heal? 



Case 4 - Conventional Dentistry 
 



Pain LRQ 

• 67 year old male 

• Acute pain LRQ 

• Hot and cold sensitive 

• Worsening difficult to localise 

• Existing bridge 15 years old 



Take us through the process of 
making a diagnosis and treating the 

problem 

 



LCPA 

• Shows?  



Right BW – why important 

• Shows? 

• Would you prefer 
for the bridge to 
be partially de-
cemented at LR6 
or not & why?  



What is your differential diagnosis? 

 



What would you need to do to manage the 
problem and why? 

• Role of Antibiotics? 

• Role of Analgesia? 

• Extraction? 

• Extirpation / Restoration 

 



Coronal material & Coronal Seal  

 



Rx options 

• Removal of bridge remove decay and decide 
restorability 

• Coronal tooth tissue  - decides +/- restorability 

• How to restore? – core / coronal restoration  

• How will it perform? 

 



Long term cuspal protection  
and tooth looking after itself 

 



Dealing with dental disease / failure of 
strategically important posterior teeth 

 

Strategic Teeth 



• Bitewing & PA 

• Strip down 

• Remove caries 

• Assess restorability in context with plaque, caries activity, periodontal 
ability, pulpal status and ability of patient to tolerate the Rx 

• Consider most simple plastic restorative option first – composite not likely 
to be the best choice for significantly damaged posterior teeth  

• Be careful with composite in such teeth – amalgam goes much better and 
is much more forgiving  & less damaging to the pulp in sub-optimal 
circumstances 

Strategic Teeth 



Objectivise decision - making 

When are they best extracted and replaced?  
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Restorability & Restoration – Coronal Seal 

Post-operative: 

 Ray HA, Trope M. Periapical status of 

endodontically treated teeth in relation to the 

technical quality of the root filling and the 

coronal restoration. Int Endod J 1995; 28: 12–
18 

 Good coronal restoration (Eleven-fold increase in 
odds of success) Ng et al (2011) 

Ng, Mann & Gulabivala; International Endodontic Journal, 2011 

Tooth Restorability 
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Can you objectivise decision – making on restorability? 
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Tooth Restorability 



Case 5 

 



37 year old male 

• C/O gum swelling on the inside of UR4 

• Can taste pus 

• Can feel the tooth move 

• Very tender to pressure, cannot eat on that side 

• Filling recently fell out of tooth leaving hole 

• Tooth has been RCT’d in the past 



What do you see? 

 



Diagnosis and management? 

 



Vertical Root Fracture with associated 
Periodontal Infection 



Case 6 



What has happened here – I can move the MP cusp away from 
the amalgam restoration? 



Ummm…. Diagnosis? 



Case 7  

 



UR6 - history  

• The tooth has been associated with multiple 
infections (x3 antibiotic courses) – buccal swelling 

• TTP, cannot eat on the right side or on the tooth  

• Remembers the problem started after eating 
something hard 

• No perio disease 

• UR6 TTP, slightly loose 



Special tests and Diff Diagnosis? 

• Strip down 



Diagnosis? 

 



Rx Options? 

• Watch and monitor 

• Extract 

• Investigate endodontically and then access for 
restorability 

• Endo / Core / Cuspal Protection  



Clinical Stages & Steps 
• Band & protect against further damage 
• Investigate – remove pulpal roof and carefully 

assess the propagation of the cracks  
• Is there coronal movement of across the cracks? 
• Do the cracks extend to (and across) the pulpal 

floor?  
• Can you control endodontic infection, leakage 

and restore the tooth? 





 



Prognosis affected by: 

• Presence of multiple cracks 
• Presence of pre-RCT periodontal pocketing  
• The tooth is terminal tooth of the arch 
• Limited evidence – but overall survival for 

#’d non-vital teeth at 24 months was 85.5% 
(Tan et al 2006)  



Additional things that I look for 

• Is there any fluid seeping through the cracks into the 
access chamber? 

• What are the implications to the patient of the loss of 
the tooth? 

• How easy will the tooth be to restore if extracted? 



For the KCL graduates  

 



How would you restore this molar? 

 



Case 8 

• Pt referred following 
trauma by ODS 

• Hit by lathe cover in face 
• Knocked out – serious max-

fac injuries 
• UL23 ‘knocked back’ by 

impact 
• Several tooth avulsions 



12 months after accident 



ICP – 12 months later 



• No IO space R posterior 
• Good perio levels 
• No caries 
• Labial composite UL2 and 

composite UR2 – both teeth 
instanding 

• Large and wide AF UL6 – niggly  
• Wide space LR1 (8mm)  
• Vertical tissue loss LR1 space 

visible 



• Avulsion of LR1 with loss of 
alveolar process vertical and 
horizontal 

• Loss (fracture & Avulsion) of 
UR45, LR4567 & UR 45 and 
LL45 

• Favourable lower lip line 

• Hospital unsuccessfully 
attempted to make Upper 
Chrome denture 

 





• UL23 were re-positioned in 
A&E day of accident 

• Patient # ‘d mandible  

• Patient monitored by ODS 

• ODS concerned by cervical 
radiolucency of UL2 – some 
crown discolouration  



UL23 
• Localised pain from UL23 
• Both TTP 
• UL2 discoloured with sore gum  
• What is our diagnosis and why?  
• What injuries do you think the 

teeth sustained? 
• What special tests? 
• How would you treat? 



Questions UL23 

• How would you treat UL2? 

• Outline your treatment plan 
and plan of treatment for UL23 

• What materials would you use 
and why? 

• What is the prognosis? 



 



 



• What material would 
you use to repair UL2 
and why? 

 



 



Question UL6 

• Tooth niggling pain since 
accident – cannot put 
pressure on tooth 

• Previously RCT’s and 
restored with AF 

• What diagnosis would you 
undertake? 

 



Question UL6 

• Is the tooth strategic? 

• Outline you Rx and plan of 
treatment for UL6 – what 
are the challenges? 

• What is the likely 
prognosis? 

 



 





 



 







Why do you think that 
secondary care struggled 
with the maxillary 
Chrome? 



Prosthodontics Questions 

• Outline the 
challenges and 
problems of 
providing 
prosthodontic 
replacement of 
UR45, LR456(?7) , 
LR1, UL45 & LL45? 



Prosthodontic - questions 

• Patient has a significant legal settlement 

• He ideally wants to have fixed restorations 

• What would you do and why?  



Peter Briggs BDS (Hons) MSc MRD RCS FDS RCS (Eng) 

Consultant & Specialist in Restorative and Implant Dentistry 

www.hodsollhousedental.co.uk  


