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ABSTRACT  
During emergency care, when the patient has pain, it is one of the main duties of the dental 
surgeon to promote pain relief to the patient. Acute apical abscess (AGA) is one of the most 
common causes found in urgent care. They are odontogenic infections, consisting mainly of 
anaerobic microorganisms, which lead to pain and/or edema, and have the potential to 
diffuse through the cortical bone, with eventual lethal consequences. The present study 
aims to describe the case report of drainage of an evolved acute periapical abscess and its 
respective treatment at the Primary Care Clinic II (CAB II) of the Faculty of Dentistry of 
Pernambuco - University of Pernambuco (FOP/UPE). Where the patient complained of 
spontaneous, pulsatile, localized pain and edema. Endodontic intervention is essential for 
immediate symptom relief, and there is no consensus in the literature that establishes a 
care protocol in these cases. Even though there is no requirement for standardization of the 
protocol for emergency care, we conclude that it is of great importance to conduct a 
procedure that performs the drainage of the abscess to avoid systemic compromise.  
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INTRODUCTION 

Dental emergencies are related to clinical conditions associated with discomfort and 

significant pain, requiring immediate treatment (DE PAULA et al, 2014). These conditions 

include infectious diseases such as apical or periodontal abscesses and periocoronitis. In 

most cases, treatments are carried out through local measures associated or not with the 

prescription of antimicrobial (DE PAULA et al, 2014). 

In the care of a dental emergency, it is possible to observe that most cases are due 

to diseases of the pulp and periapex, with pain being the most relevant symptom 

(MUNERATO, 2005). Pulp and periradicular pain correspond to 90% of emergency cases in 

dental offices. (LOPES, 2013). 

De Paula et al (2014) conducted a survey of the medical records of a university 

dental emergency service. The authors observed that endodontic pain corresponds to 

72.6%, and the most frequent diagnosis was acute apical abscess (12.6%), followed by 

total inflitrative pulpitis (12.2%), pulp necrosis (10.5%), pulp hyperemia (9.7%) and acute 

apical periodontitis (6.7%). 

Acute periapical abscess arises as a result of the extension of an inflammatory 

process from the pulp to periapical tissues, accompanied by a purulent exudate (DE DEUS, 

1976). Clinically characterized by spontaneous, localized, pulsatile, high-intensity pain; 

where the accumulation of pus, in addition to pressing on the periapical structures, can 

seek a drainage route through the periodontal ligament, the root canal or can do it 

intraosseously, often externalizing through a fistula. The presence of intraoral or extraoral 

edema can be observed and can also cause tooth mobility (CAMPOS, 1985; SILVA, 1989; 

DUARTE, 1992; TORTAMANO, 2004; BERGUER, 2002). 

The primary treatment in the case of urgency of this lesion is the drainage of the 

purulent collection, requiring local and systemic measures. Opening of the coronary 

chamber, immediate neutralization, odontometry, foraminal overflow and filling with 

intracanal antiseptic medication are steps that consist of local treatment. For a good 

prognosis of local treatment, the tooth should be sealed with temporary cement (VIER-

PELISSER, 2008). But in some cases where the root canal is not allowed to dry, some 

authors propose leaving the tooth open (DE DEUS, 1976; BERGER, 2002). 

Considering the importance of the subject addressed, this study aims to perform a 

literature review on the definition, classification and treatment of acute periapical abscess, 

and to describe the case report of the drainage of an evolved acute periapical abscess and 

its respective treatment at the Primary Care Clinic II (CAB II) of the Faculty of Dentistry of 

Pernambuco - University of Pernambuco (FOP/UPE). 
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OBJECTIVES 

OBJECTIVE: To present a case report on the drainage of an evolved acute periapical 

abscess and its respective treatment at the Primary Care Clinic II (CAB II) of the Faculty of 

Dentistry of Pernambuco - University of Pernambuco (FOP/UPE). 

 

METHODOLOGY 

The present study consists of a clinical case report in a patient of CAB Il (Primary 

Care Clinic Il), all the necessary terms were clarified and authorized by the patient, as well 

as it was necessary to obtain consent through the signing of the term of authorization for 

diagnosis and/or execution of the treatment of the University of Pernambuco - Faculty of 

Dentistry of Pernambuco (Appendix 1). Because it is an individual report arising from a care 

observation and not from a planned situation, where there is a project or previous 

objectives, there is no way to obtain approval from the Research Ethics Committee prior to 

its realization. However, the author must verify the ethical adequacy of the issues related to 

obtaining consent and preserving the patient's privacy (GOLDIM 2010).  The information 

will be confidential, respecting the participant's privacy during and after the conclusion of 

the report (Annex 2). Such information may be disclosed in events or scientific publications, 

but preserving the identity of the same (Annex 3). 

 

CASE REPORT 

Patient H.J.G.S., male, 25 years old, single, born in Camaragibe, sought dental care 

at the Faculty of Dentistry of Pernambuco - FOP/UPE with the main complaint of "toothache 

and swelling". The patient reported that he did not remember the last time he had gone to 

the dentist. Then the evaluation was carried out at the Primary Care Clinic II. The patient 

signed a term of commitment allowing the care and publication of the clinical case. The 

patient was informed that he would not be identified by disclosing his name or by 

photographs that showed his full face. 

During the anamnesis, vital signs were measured, with blood pressure of 120x100 

mm Hg, heart rate of 95 beats/minute, respiratory rate of 20 breaths/minute and axillary 

temperature of 38° C.  In the intraoral evaluation, a volumetric change was observed in the 

region of the upper central incisor on the right side (tooth 11). The alveolar mucosa of tooth 

11 region was swollen and palpation was painful, characterizing a fluctuating edema and 

was diagnosed with an evolved acute dental alveolar abscess. 

The pulp sensitivity test was performed with a cotton pellet sprayed with Endo Ice, 

applied to teeth 21 and 11. In tooth 21 the response was positive and proving tooth vitality, 
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while in tooth 11 the patient presented a negative response and could be diagnosed as pulp 

necrosis. In the palpation test, an edema in the alveolar mucosa of the region of tooth 11 

caused by the lesion is observed, which presents a painful symptomatology on palpation. In 

the percussion test, it presents a positive response, and can relate the inflammation that the 

injury causes to the periodontal ligaments. With these answers to the tests, a diagnostic 

hypothesis of a periapical abscess is led.  

The treatment plan referred to an emergency case, as it required immediate 

treatment since the patient had pain, swelling and was unable to perform his normal 

activities. The treatment performed was a drainage of the acute intraoral periapical abscess 

and through the tooth, seeking relief from the patient's pain. 

 

FIRST PHASE OF TREATMENT 

The pre-surgical procedure performed was the use of medications, 01 (one) hour 

before surgery: 2 g of amoxicillin (Amoxil®) and 500 mg of sodium dipyrone (Anador®). 

This was followed by infiltrative anesthesia by anterior superior alveolar nerve block with 

2% lidocaine and adrenaline 1:100,000 at the bottom of the vestibule of the right upper 

central incisor region 11.  

 

Photograph 1: Infiltrative anesthesia due to superior alveolar nerve block 

 
 

After anesthesia, absolute isolation and coronary opening were performed with a 

number 1015 spherical drill, and irrigation was performed with 2.5% sodium hypochlorite. 

The cervical and middle preparation was performed with Gates Glidden drills numbers: 6-5-

4 and following, the apex crown preparation with K-File type files numbers: 80-70-60-55-50. 

The latter arrived at the apparent length of the tooth and odontometry was performed and 

the actual length of the tooth was determined: 24 mm and the actual working length: 23 

mm. The foraminal instrument was used with the following files: 40-45. Once this stage was 
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completed, the root canal was filled with Ultrcal - ULTRADENT - (calcium hydroxide) and 

the coronary sealing was performed with Glass Ionomer. 

 

SECOND PHASE: SURGICAL DRAINAGE 

In the local treatment, we made an incision with a 15c scalpel blade at the most 

fluctuating point of the alveolar mucosa, with the buccal of tooth 11 (Figure 3). With curved 

hemostatic forceps of the Halstead type, mucosal divulsion was performed followed by 

drainage of the site for pus leakage.  

 

Photo 02: Absolute isolation and coronary opening 

 
 

Photographs 3 and 4: Incision at the most floating point 

 
 

After the extravasation of all the pus, a flexible rubber drain was placed inside the 

soft tissues and fixed with suture in the alveolar mucosa by simple interrupted stitches with 

3-0 silk thread.  
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Figure 5: Drain suture 

 
 

The patient was recommended to continue the systemic medication in the 

postoperative period: 500 mg of Amoxicillin (Amoxil®) every 8 hours for 7 days, and 500 mg 

of sodium dipyrone (Anador®) every 4 hours for 2 days and gentle mouthwash 3 times a 

day with 0.12% chlorhexidine digluconate for 7 days. 

The patient was referred to return one week after the emergency room to the Primary 

Care Clinic II, for suture removal and after 20 days for root canal filling and definitive 

restoration with composite resin.  

 

DISCUSSION 

Acute dental abscesses originate from chronic odontogenic infections such as caries, 

pulp necrosis, periodontal disease, periapical injury, postoperative surgery, trauma or after 

manipulation of the root canal (SILVÉRIO, 2002; SIQUEIRA, 2002; ROSSI, 2002; RICIERI, 

2007). The origin and location of abscesses are criteria taken into account to classify them 

into periapical (endodontic) abscesses or periodontal abscesses; and by its evolution in 

acute or chronic (ROSSI, 2002). Acute periapical abscesses are the result of when an 

infection of the pulp extends to the periapical tissues, being characterized by spontaneous 

and pulsatile pain, edema, tooth mobility and the accumulation of pus pressing on the 

adjacent periapical structures.  The abscess becomes chronic when drainage occurs via the 

canal, the periodontal ligament or the transosseous route, often externalizing through fistula 

(CAMPOS, 1985; SILVA et al, 1989; DUARTE et al, 1992; TORTAMANO et al, 2004). In 

relation to acute periodontal abscess, it is a purulent collection located within the gingival 

wall of a periodontal pocket, resulting from an acute destructive inflammatory process. As a 

clinical characteristic, it presents pulsatile pain, increased tooth mobility, reddish, smooth 

and shiny swelling. It is also considered a chronic when drainage occurs through a fistula or 

through the periodontal pocket itself (SILVÉRIO, 2002; ROSSI, 2002; DURO et al, 2000). 
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It should therefore be considered that the endodontic microbiota normally changes 

according to the time of infection and may also differ according to the type of periapical 

disease. Since chronic periapical lesions have a greater variety of bacterial species, 

symptomatic periapical lesions such as acute apical periodontitis and acute periapical 

abscess are associated with a smaller number of species (NAIR, 2004; RÔÇAS et al, 2001; 

SIQUEIRA et al, 2001). The microorganisms present in acute periapical abscesses are 

complex, with a predominance of approximately 90% of gram-negative anaerobic bacilli and 

gram-positive anaerobic cocci (Sousa, 2000, 2003; Montagner, 2010). The concomitant 

presence of facultative anaerobes will aggravate the clinical picture of acute to severe 

abscesses, due to facultatives using oxygen, preparing the ecosystem for the installation of 

strict anaerobic abscesses (Gomes, 1995; Sousa, 2000, 2003; Montagner, 2010; Sousa et 

al., 2003. Among the species found in acute periapical abscesses are the anaerobic 

species Prevotella spp., Porphyromomas spp., Parvimonas micra, Fusobacterium 

nucleatum, Fusobacterium necrophorum, Tannerella forsythia, Dialister pneumosintes, and 

facultatives belonging to the genus Streptococcus (Montagner, 2010; Gomes et al., in 

press). The species of Porphyromonas, Prevotella, Peptostreptococcus, Fusobacterium and 

Eeubacterium are associated with increased incidence of symptoms (BERGENHOLTZ, 

2003). Another factor related to the worsening of the acute condition is host resistance 

(LOPES, 2013). 

According to the degree of evolution of odontogenic infections, the treatment may be 

only a conventional endodontic treatment or when the patient delays seeking the dentist, 

they become more complex and require the administration of antibiotics and procedures 

such as incision and/or drainage, often extra-oral (CORRÁ et al., 2010). By identifying the 

cause and removing it as soon as possible, it is possible to obtain a considerable 

improvement in the signs and symptoms of the infection, suggesting that it should always 

be followed by drainage of the purulent collection (PETERSON, 2000). Surgical drainage is 

a form of intervention with the purpose of promoting the relief of abscess symptoms through 

the drainage of purulent exudate (DE DEUS, 1976). The incisions can be intraoral or 

extraoral, trying to choose areas where aesthetics are not so compromised, so it is of great 

value that the professional obtains anatomical knowledge of the area to be operated on and 

the minimum tensions of the face. Drainage should be performed at the point of greatest 

fluctuation and as esthetic as possible, always following the divulsion of vascular and 

nervous tissues, muscles and structure (PETERSON, 2000). 

In the case reported as stowage swelling in the intraoral region, an incision is made 

in the mucosa. The incision was made after the intervention in the canal, because the pain 
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that bothers the patient will be reduced with the reduction of existing pressure, thus making 

the patient more comfortable to perform the coronary access and chemical-mechanical 

preparation procedures. The incision, according to the protocol, can only occur if the tissues 

are soft and floating, and the incision site is at the most central point. 

Clinically characterized by spontaneous, localized, pulsatile and high-intensity pain; 

where the accumulation of pus, in addition to pressing on the periapical structures, can 

seek a drainage route through the periodontal ligament, the root canal or can do so 

intraosseously, often externalizing through fistula. The presence of intraoral or extraoral 

edema can be observed and can also cause tooth mobility (CAMPOS, 1985; SILVA, 1989; 

DUARTE, 1992; TORTAMANO, 2004; BERGUER, 2002). As the cause of periapical pain is 

of infectious origin, it is necessary to immediately remove the cause of the infection and 

eliminate the presence of bacteria from inside the root canal system. Thus, the coronary 

chamber was opened, immediate neutralization, odontometry, foraminal overflow, filling with 

antiseptic intracanal medication and sealing of the dental element were performed. For a 

good prognosis of local treatment, the tooth should be sealed with temporary cement. After 

the acute phase of periapical abscess is overcome, conventional endodontic treatment is 

performed. 

 

CONCLUSIONS 

The clinical case described here demonstrates that the proper management of 

periapical abscess can avoid systemic impairments. 
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