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Abstract

Background: Alveolar Osteitis (AO) is one of the most frequently encountered complications following mandibular
third molar extraction. This study assessed the incidence and risk factors of dry socket following surgical removal of
impacted mandibular third molar.

Material & methods: 120 patients planned for mandibular third molar extraction in the department of Oral &
Maxillofacial surgery. Patients were recalled regularly and the prevalence of dry socket was recorded.

Results: Out of 120 patients, males were 70 and females were 50. Out of 70 males, 8 (11.4%) and out of 50 females,
6 (12%) had dry socket. 12 patients suffering from systemic diseases developed dry socket and 2 healthy patients

had DS.

Conclusion: Incidence of dry socket formation are commonly seen in mandibular third molar extraction.
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Introduction

Dry socket (DS) or Alveolar Osteitis (AO) is
one of the most frequently encountered
complications following mandibular third
molar extraction. It has been reported that the
incidence of AQO after the extraction of
mandibular third molars is 10 times more than
maxillary third molars.1 The incidence of AO
after mandibular third molar surgery varies
between 5 to 30 percent in different studies.
The two most common explanations as to why
the mandibular third molar site is the most
affected by dry socket are increased trauma
and increased risk of bacterial contamination.2
The exact etiology of AO is not well
understood. Birn suggested that the etiology of
AO is an increased local fibrinolysis leading to
disintegration of the clot. However, several
local and systemic factors are known to be
contributing to the etiology of AO.3

Severe, debilitating, constant pain that
continues through the night, becoming most
intense at 72 hours post-extraction are
common symptoms in patients. It can be
associated with foul taste and halitosis. The
pain responds poorly to over-the-counter
analgesic medication. Clinically, an empty
socket (lacking a blood clot) with exposed
bone is seen. Other symptoms include low

grade fever and regional lymphadenopathy.4
This study assessed the incidence and risk
factors of dry socket following surgical
removal of impacted mandibular third molar.

Material & methods

This study was conducted among 120 patients
planned for mandibular third molar extraction
in the department of Oral & Maxillofacial
surgery. All enrolled patients were informed
regarding the study and their written consent
was obtained.

Data such as name, age, gender etc. was
recorded. Third molar extraction was
performed following all standardized
procedures. After procedure 4 mg of
corticosteroid was administrated
intravenously and all patients were given
combination of 50 mg Diclofenac sodium and
500 mg Paracetamol and 500 mg Amoxicillin
TID for 5 days. They were instructed strictly
to bite firmly for 30 minutes, on sterile gauge
placed over the wound, to avoid rinsing for the
next 24 hrs, to take cold liquids for the first 24
hrs followed by warm saline rinses and 0.2 %
chlorhexidine rinses intermittently after 24 hrs
to keep the area clean of any debris and to
avoid tobacco intake for at least 7 days after
the surgery. Patients were recalled regularly
and the prevalence of dry socket was recorded.

Vol. 1, No. 1, Jan-June, 2021

Page 22



International Journal of Dental Science & Research

Results

Table I Distribution of patients
Total- 120
Gender Males Females
Number 70 50

Table I shows that out of 120 patients, males were 70 and females were 50.

Table Il incidence of Dry socket

Total Incidence DS Percentage
Males 8 11.4%
Females 6 12%

Table II shows out of 70 males, 8 (11.4 %) and out of 50 females, 6 (12 %) had dry socket.

Table III Association between medical status and incidence of DS

Systemic status With DS Without DS P value
Medically fit 2 46 0.01
Systemic disease 12 60

Table III, graph I shows that 12 patients suffering from systemic diseases developed dry socket
and 2 healthy patients had DS.

Graph I Association between medical status and incidence of DS
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Discussion

Dry socket is the most common complication
after surgical removal of impacted mandibular
third molars. The incidence of AO is 10 times
more in mandible when compared to maxilla
ranging from 1 to 4% of extractions, reaching
45% for mandibular third molars. AO may
affect women in ratio of 5:1 with respect to
males.5 Due to changes in endogenous
estrogens during the menstrual cycle since
estrogens activate the fibrinolytic system in an
indirect way in females. On average, a time
period of 7 to 10 days is required for exposed
bone to become covered with new granulation
tissue, and efforts must be made to relieve
patient discomfort during this period.6 Turner
used reflection of flap, removal of bone
particles, curettage and removal of granulation
tissue with irrigation and found that this
method required fewer visits than ZOE pack.
Research recommended gentle irrigation with
warm saline under local anesthesia before
application of ZOE dressing with iodoform
ribbon gauze.7 The packing should be changed
every 2 to 3 days and removed once pain is
reduced. Choice of analgesics varies from
short course of NSAID'S drugs to
narcoticbased preparations such as
acetaminophen with codeine, hydroxycodone
or oxycodone.8 This study assessed the
incidence and risk factors of dry socket
following surgical removal of impacted
mandibular third molar.

In present study, out of 120 patients, males
were 70 and females were 50. We found that
out of 70 males, 8 (11.4%) and out of 50
females, 6 (12 %) had dry socket. Qadus et al9
assessed the prevalence of dry socket in
association with gender, site and age. This
study includes hundred consecutive patients
with dry socket coming to the OPD at Oral
Surgery Department. A comprehensive
proforma was formulated and filled for
comparison of gender, age and site in relation
to dry socket. The results of this comparative
study were analyzed through chi-square test.
Females were 2.37 times more prone to dry
socket as compared to males. Whereas, dry
socket was found 2.94 times more common in
mandibular extractions as compared to

maxillary. It was less common in young age
group (18%) as compared to older patients
(67%).

We observed that 12 patients suffering from
systemic diseases developed dry socket and 2
healthy patients had DS. Blum I. R10 found
that dry socket patients had at least two of the
following signs and symptoms: that is empty
socket, pain in or around the socket, with or
without halitosis. Akinbami et alll in their
study on one thousand, one hundred and eighty
two patients with total of 1362 teeth extracted
during the 4-year period of the study were
analyzed, out of which 1.4% teeth developed
dry socket. The mean age (SD) was 35.2
(16.0) years. Most of the patients who
presented with dry socket were in the fourth
decade of life. Mandibular teeth were affected
more than maxillary teeth. Molars were more
affected. Retained roots and third molars were
conspicuous in the cases with dry socket. The
incidence of dry socket in our centre was lower
than previous reports. Oral hygiene status,
lower teeth, and female gender were
significantly associated with development of
dry socket. Treatment with normal saline
irrigation and ZnO eugenol dressings allowed
relief of the symptoms.

Conclusion

Authors found that incidence of dry socket
formation are commonly seen in mandibular
third molar extraction.
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