
 
International Journal of Current  

Medical and Pharmaceutical  
Research 

 

Available Online at http://www.journalcmpr.com  
 

DOI: http://dx.doi.org/10.24327/23956429.ijcmpr20170103 

 
 

 

 

                                                                                                                                       RESEARCH ARTICLE  
 

EVALUATION OF COMBINATION OF ANTIBIOTIC AND ANTI-INFLAMMATORY INTRA-SOCKET 
MEDICATION ON POST-OPERATIVE COMPLICATIONS FOLLOWING MANDIBULAR THIRD MOLAR 

SURGERIES 
 

Shamik Gope1*., Jeevan prakash V2., Raghavendra Kurdekar3., Rajeev Mahajan4 

and Manjunath Bijapur5 

   

1,2,3,Department of Oral and Maxillofacial Surgery, VYAS Dental College & Hospital,  
Jodhpur, Rajasthan 

4Department of Public Health Dentistry, VYAS Dental College & Hospital, Jodhpur, Rajasthan 
5KIMS, Hubli, Karnatka 

 
 

     

ARTICLE INFO                                         ABSTRACT 
 

 
 
 

Aim: To evaluate the efficacy of combined antibiotic and anti-inflammatory intra-socket medication 
(ophthalmological combination medications containing dexamethasone-neomycin and 
chloramphenicol) on post-operative pain, swelling and dry socket following mandibular third molar 
surgeries. 
Material and methods: The study was conducted among 60 subjects randomly divided into two 
groups of 30 each. Control group received only gelfoam and study group received eye /ear drops 
containing chloramphenicol (Chlorocol) & dexamethasone with neomycin (Dexacort N) along with 
gelfoam as an intra-socket medication after mandibular third molar removal procedure, both followed 
by suturing of extraction site. The surgeries and follow up examinations were performed by the same 
surgeon. The follow upvisits were performed at 24 hours and on day six, post-surgery where presence 
or absence of dry socket was evaluated and pain intensity by Visual Analogue Scale (VAS) 0 - 10 
was observed. Obtained data was analyzed using SPSS 16 for comparison of pain experience, 
swelling and dry socket incidence among both the groups. 
Results: In the present study, subjects in study and control groups suffered from moderate to severe 
pain 24 hrs after third molar extraction procedure (p<0.05), whereas after 6 days, subjects in both the 
groups suffered from mild to moderate pain (p<0.05). After 6 days of surgery, no swelling was seen 
in study group whereas 9 patients in the control groups had swelling. 4 subjects (13.3%) in the study 
groups suffered from dry socket as compared to 10 subjects (33.3%) in control group (p<0.05). 
Conclusion: The application of combined antibiotic and anti-inflammatory intra-socket medications 
significantly reduced the incidence of post-operative complications following third molar extraction. 
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INTRODUCTION 
 

One of the most common post-operative complications 
following tooth extraction is dry socket (DS) or alveolar 
osteitis (AO) [1]. Previous studies have reported the incidence 
of dry socket between 1-4% after routine extraction and 
between 5-30% after surgical extraction of mandibular third 
molars [2,3]. Risk of occurrence of dry socket after extraction 
of mandibular third molars is ten times more than maxillary 
third molars [4]. Apart from dry socket, removal of third 
molars is also frequently associated with considerable 
postoperative discomfort such as pain, trismus and edema 
[5,6]. 
 

Pain generated following extraction is of short duration and 
moderate intensity and frequently gets relieved by analgesic 
medication. Swelling is correlated to extensive soft tissue 
manipulation, reflection of mucoperiosteum and duration of 
surgery. Dry socket most commonly occurs the removal of 
impacted lower third molar and is characterized by: constant 
radiating pain beginning 2 to 4 days post-operatively which is 
not relieved by analgesics; partial or total absence of blood 
clot; tenderness to palpation; pain relieved by placement of 
eugenol iodoform dressing and malodour [7]. The etiology of 
dry socket is not completely known but fibrolysis albeit 
bacterial or as a result of release of local acute inflammatory 
mediators is thought to play major role in dry socket formation 
[7]. 
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Risk factors that have been associated with the formation of 
dry socket include gender (Female>Male), oral contraceptive 
use, smoking, surgical trauma and the difficulty of extraction, 
age(most common in third and fourth decades), systemic 
diseases, bacterial infection, experience of surgeon, etc [8].The 
morbidity related with dry socket formation has led to a 
rigorous effort in the literature to demarcate treatment 
modalities that help in prevention of this complication which 
include intra-operative irrigation, placement of clot stabilizing 
factors, anti-fibrinolytics, topical medications in socket, anti-
microbial rinse and systemic antibiotics [9-13]. 
 

The use of antibiotics as intra-socket medications for 
prevention of post-extraction complications has been well 
reported in the literature [14-16]. However, combination of 
antimicrobial and anti-inflammatory intra-socket medication 
has not been explored previously. Hence the presence study 
was designed with an aim to evaluate the efficacy of combined 
antibiotic and anti-inflammatory intra-socket medication 
(ophthalmological combination medications containing 
dexamethasone -neomycin and chloramphenicol) on post-
operative pain, swelling and dry socket following mandibular 
third molar surgeries. 
 

MATERIAL AND METHODS 
 

The randomized double blind study (Table/Fig-1) was 
conducted in the Department of Oral and Maxillofacial 
Surgery, Vyas Dental College and Hospital, Jodhpur, 
Rajasthan in the period of January 2016 through June 2016. 
Before scheduling the present study, the required ethical 
clearance was obtained from institutional ethical committee of 
Vyas Dental College and Hospital and permission to conduct 
the study was obtained from the head of the department. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Study Sample 
 

The study was conducted on total of 60 subjects who met 
inclusion criteria. The sample size for the study was derived 
using GPower 3.1 software based on the data obtained from 
the previous study [17]. Sample size of 60 was calculated 
based on data obtained from previous studies considering 
effect size f = 0.8, α = 0.05 and 90% power of the study. 
 

Inclusion criteria 
 

Subjectsin the age range of 16-32 years with no pericoronal 
infection preceding the surgery, no antibiotics in the period 

leading up to the surgery, no anti-inflammatory medication 
leading up to the surgery, unilateral impactions which were 
determined from clinical and radiological examination, 
subjects with no associated co-morbidity were included. 
 

Exclusion criteria: 
 

Subjects with history of hypersensitivity to any of the 
components of the medicine, medically compromised subjects, 
with acute purulent infections (may be masked or enhanced by 
the presence of steroid), mentally retarded subjects who were 
unable to communicate, subjects with smoking history, who 
were taking any medication or oral contraceptives, those using 
antibiotics or requiring antibiotics 10 days prior to surgery 
were excluded from the study. 
 

Surgical procedure 
 

All the subjects were asked to read and sign an informed 
consent to be included in the study. 60 subjects were divided 
randomly using lottery technique into two groups of 30 each 
which were: 30 subjects in the control group who were treated 
with gel foam and 30 subjects in the study group who were 
treated with eye/ear drops containing chloramphenicol 
(Chlorocol) & dexamethasone with neomycin (Dexacort N) 
along with gelfoam. The subjectss were blinded to the type of 
medication. Surgery was performed in the operating theater 
following the standard infection control guidelines for surgery 
using 1% and 10% betadine for intra- and extraoral surgical 
field disinfection, respectively, and covered with sterile 
surgical drapes. All the surgeries and follow up visits were 
performed by the same operating oral surgeon. 
 

Appropriate local analgesia was secured for all surgeries using 
4 ml of 2% Lidocaine with 1:800,000 Adrenaline to give 
Inferior Alveolar Nerve Block (IANB) injections. Where 
indicated a standard mucoperiosteal flap was raised and the 
necessary bone removal and/or tooth sectioning was carried 
out. Once the tooth was removed, the surgical field was well 
irrigated with normal saline solution and surgical debris was 
removed. In the control group, the socket was then closed with 
standard manner using free silk suture following application of 
plane gelfoam in the surgical side and in the study group, eye 
/ear drops containing chloramphenicol (Chlorocol) & 
dexamethasone with neomycin (Dexacort N) along with 
gelfoam was introduced into the surgical side followed by 
closure. The inert gelfoam carriers are resorbable and were left 
in situ. Dexacort N ointment®, which is a commercially 
prepared ophthalmological combination medication, was 
chosen for the this study. It contains Dexamethasone Sodium 
Phosphate (0.1 %W/w), Neomycin Sulphate (0.5 %W/w) of 
preparation. 
 

Scoring pattern 
 

The post-operative pain was scored using a visual analogue 
scale for each side with 0 indicating no pain and 10 the worst 
pain imaginable (0 = no pain; 1-3 = mild pain; 4-6 = moderate 
pain; 7-10 = sever pain). The pain scores were recorded 24 
hours after the surgery and on the 6th day after surgery. In the 
post-operative phase, the subjects were asked to note the 
occurrence of the swelling, the time of onset and 
disappearance of post-operative swelling and the time when 
the swelling reached the maximum. The subjects were 
examined clinically on 6th day by an independent surgeon 
blinded to the side of intra-socket medication. The subjects 
were assessed for postoperative complications including dry 

 
 

Tables/Fig 1 Flow chart of the study 

 



International Journal Of Current Medical And Pharmaceutical Research, Vol. 3, Issue, 06, pp. 1849-1853, June, 2017 

 

 1851

socket and post-operative infection. Dry socket was diagnosed 
if the following criteria were met: i) constant radiating pain 
beginning 2 - 4 days postoperatively which was not relieved by 
analgesics, ii) partial or total absence of a blood clot, iii) 
tenderness on palpation and iv) pain relieved by the placement 
of eugenol iodoform dressing. Post-operative infection was 
assessed using the following criteria: i) presence of cellulitis ii) 
presence of fluctuance iii) presence of purulent or non-purulent 
drainage from the socket iv) pain and swelling that failed to 
improve 48 hours after surgery v) hyperpyrexia > 37.8°C, 48 
or more hours after surgery without local signs or symptoms if 
no other source of infection can be found. 
 

Statistical analysis 
 

The data obtained was compiled and subjected to statistical 
analysis using SPSS 16 software. Subject characteristics such 
as age-wise distribution, gender distribution, pain score, 
swelling and dry socket scores were presented as frequencies 
and percentages. To analyze and determine, the differences 
between the two groups (control and study), Chi square test 
(X2) was used for comparison of qualitative variables. 
Significance was assessed at 5% level of significance 
(p<0.05). 
 

RESULTS 
 

Table/Fig - 2 shows age-wise distribution of subjects among 
control and study groups who had undergone mandibular third 
molar surgeries. 
 
 
 
 
 
 
 
 
 

 
Table/Fig - 3shows frequency of study subjects having pain 
among control and study group after 24 hrs and after 6 days of 
third molar surgery. Among control group subjects6 hrs after 
surgery, 18 (60%) subjects had moderate pain, 12 (40%) 
subjects reported severe pain score and after 6 days of surgery, 
19 (63.3%) subjects had mild pain whereas 11(36.7%) subjects 
reported moderate pain. Among study group subjects6 hrs after 
surgery, 19 (63.3%) subjects had moderate pain score, 11 
(36.7%) subjects had severe pain score and after 6 days of 
surgery, 19 (63.3%) subjects had mild pain score, 11 (36.7%) 
subjects had moderate pain score. Differences seen in the pain 
score among study and control groups 24 hrs after surgery and 
after 6 days were statistically significant (p<0.05) 
 
 
 
 
 
 
 
 
 
 
 
 
 

(Table/Fig -4). 
 
 
 
 
 
 
 
 
 
 
 
Table/Fig – 5 shows frequency of incidence of swelling 
among study and control groups. Statistically significant 
difference was seen for the presence of swelling after 24 hrs 
and after 3 days in study subjects as compared to control 
subjects (p<0.05). It was observed that there were no swelling 
in study group on 6th day whereas 9 subjects from control 
group were still having swelling. 
 
 
 
 

 
 
 
 
Table/Fig - 6shows frequency of incidence of dry socket 
among study and control groups. 4(13.3%) subjects in the 
study group suffered from dry socket as compared to 
10(33.3%) subjects in the control group. This difference was 
statistically significant (p=0.008). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DISCUSSION 
 

Extraction of impacted lower molars perpetually causes some 
degree of pain, swelling and trismus. The mechanism of pain 
has been characterized as consisting of four distinct 
physiologic processes: transduction, transmission, modulation, 
and perception. For the purposes of this discussion, it is 
appropriate to consider the therapeutic modalities that affect 
transduction as it is at this station along the pain pathway that 
the topical application of dexamethasone is probably effective. 
Agents that serve to alter peripheral transduction include the 
glucocorticosteroids and the non-steroidal anti-inflammatory 
agents. The glucocorticosteroids have the capacity to 
dramatically reduce the manifestations of inflammation and 
exert their effects in the periphery by a number of mechanisms 
[18, 19]. Previous studies have proven the efficacy of pre-
operative or post-operative administration of corticosteroids 
such as dexamethasone, prednisolone, etc. by different routes 
in third molar extraction surgeries in reducing incidence of 
pain, swelling, trismus, etc. [20-22]. Hence, the use of local 
glucocorticosteroid therapy may provide means of delivering 
large amounts of steroid to the diseased tissue with reduced 
systemic effects. However, data on efficacy of topical 
application of corticosteroids to the surgical site in reducing 

Table/Fig -2 Distribution of study subjects age-wise and 
gender-wise 

 

Variables Control Group n(%) Study Group n(%) 
Age 

16-20 years 15(50%) 13(43.3%) 
21-25 years 9(30%) 15(50%) 
26-32 years 6(20%) 2(6.7%) 

Gender 
Male 13(43.3%) 16(53.3%) 

Female 17(56.7%) 14(46.7%) 

 

Table/Fig 3 Frequency of study subjects having pain 
among control and study group after third molar surgery 

 

Variables After 24hrs n(%) After 6 days n(%) 
Control Group 

Mild 0(0%) 19(63.3%) 
Moderate 18(60%) 11(36.7%) 

Severe 12(40%) 0(0%) 
Study Group 

Mild 0(0%) 19(63.3%) 
Moderate 19(63.3%) 11(36.7%) 

Severe 11(36.7%) 0(0%) 

 

Table/Fig 4 Comparison of pain among study and control 
groups 

 

Pain 
Control 
Group 

Study 
Group 

Chi square 
value 

p-
value 

After 24 hrs 
Moderate 18 19 

26.053 0.001* 
Severe 12 11 

After 6 days 
Mild 19 19 

26.053 0.001* 
Moderate 11 11 

 

    Chi-square test; * significant at p<0.05 

 

Table/Fig 5 Comparison of incidence of swelling among 
study and control groups 

 

Day 
Control 
Group 

Study 
Group 

Chi-square 
value 

p-value 

1st Day 8(26.7%) 16(53.3%) 9.545 0.003* 
3rd Day 13(43.3%) 14(46.7%) 26.218 0.001* 
6th Day 9(30%) 0(0%)  -- 

 

Fisher exact test; * significant at p<0.05 

 

Table/Fig  6 Comparison of incidence of dry socket 
among study and control groups 

 

Day 
Control 
Group 

Study 
Group 

Chi-square 
value 

p-
value 

Absent 20(66.7%) 26(86.7%)  
9.231 

 
0.008* Present 10(33.3%) 4(13.3%) 

 

Chi-square test; * significant at p<0.05 
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post-operative complications is lacking. Hence the present 
study evaluated the combined efficacy of a corticosteroid 
along with an antibiotic on post-operative pain, swelling and 
dry socket following mandibular third molar surgeries. 
 

Dry socket is another frequently reported complication of third 
molar removal and usually follows the extraction of impacted 
lower third molars. Although exact mechanism behind 
occurrence of dry socket is not completely understood, 
researchers attempt to explain number of risk factors 
associated with dry socket such as age, gender, use of oral 
contraceptives, smoking, traumatic extraction and infections 
[8]. Investigators who favour the use of antibiotics for 
management of dry socket include those stressing on direct 
application within sockets as well as those favouring systemic 
antibiotics. Antibiotics placed directly into the socket 
including tetracycline, metronidazole and both lincomycin and 
oxytetracycline have been shown to be very effective in 
reducing significantly the incidence of alveolar osteitis (dry 
socket)[23-26]. Since it has been shown that 
glucocorticosteroids stabilize cellular lysosomal membranes 
with subsequent inhibition of the release of vasoactive kinins 
and destructive enzymes it was inevitable that the efficacy of 
steroids in the prevention of dry socket would be tested. Julius 
and his co-workers were unable to demonstrate any benefit by 
the addition of a topical glucocorticosteroids to an antibiotic 
dressing in the incidence of dry socket formation [27]. 
Furthermore Chapnick et al. in their review of dry socket 
report that although glucocorticosteroids decrease immediate 
post-operative complications they fail to reduce the occurrence 
of dry socket after extractions [23]. 
 

Chloramphenicol is a broad spectrum antibiotic with gram 
positive, gram negative and anaerobic activity. The systemic 
use of chloramphenicol is indicated only in certain life 
threatening infections, because of its potential toxicity and the 
availability of other effective drugs. It is however used 
topically in the treatment of eye infections because of its wide 
antimicrobial activity and its penetration of ocular tissues and 
aqueous humor [28]. Neomycin is an aminoglycoside antibi-
otic active against gram negative organisms including 
Escherichia coli, Proteus, Klebsiella and Enterobacter. Its topi-
cal use rarely results in detectable serum concentrations.          
A study reported the use of Neomycin-bacitracin cones in 
impacted third molar sockets and found the topical application 
of neomycin to effectively reduce the incidence of post-
operative infection and associated pain [29]. The addition of 
this agent thus improves the gram-negative spectrum of any 
preparation without significantly compromising the safety of 
the preparation. 
 

In the present study, it was found that on the day of extraction, 
pain experience for both the groups was almost similar i.e. in 
the range of moderate to severe; but on the 6th day, the pain 
became mild in nature in both the groups. The similar findings 
were also found by various authors Neupert et al. [30] and 
Schultze et al. [31]. The co-administration of topical 
combination of dexamethasone with neomycin and 
chloramphenicol postoperatively, produced a clear reduction in 
postoperative pain and cheek swelling. Subjects in the study 
group showed reduction in swelling from 1st day to 6th day 
after surgery as compared to control group. Similar results 
were obtained from the studies conducted by Neupert et al 
[30], Huffman GG [32]. Sortino et al also recommended use of 

corticosteroids to inhibit postoperative swelling following 
removal of impacted lower third molar [33]. 
 

The results from this study indicate an overall dry socket 
incidence of 13.3% among study group, whereas it was 33.3 % 
among the control group. The reported incidence of dry socket 
formation varies greatly from one study to another which is 
probably due to the criteria used for making the diagnosis, the 
teeth involved, and the incidental treatment of the socket at the 
time of surgery. It is difficult to determine which of the 
ingredients in the combined intra-socket medication is 
responsible for the improvement in the dry socket incidence 
but if the literature is accurate it would seem as though the 
primary effect resides with the antimicrobial agents [34].           
It would thus seem that the wide spectrum of chloramphenicol 
with the reinforced gram negative cover of neomycin ef-
fectively reduces or alters the microbial environment within 
the extraction socket in such a way as to reduce the incidence 
of dry socket formation. Moreover different methodological 
approaches have been described employing different 
antimicrobials such as topical Chlorhexidine gel along with 
gelfoam and they have been shown to be effective in reducing 
post-extraction complications such as pain, swelling, dry 
socket, etc. [17, 35] 
 

CONCLUSION 
 

It can be seen from the results that the common post-operative 
complications of lower third molar removal such as pain, 
swelling and dry socket may be effectively minimized by 
topical application of combination of dexamethasone, 
neomycin and chloramphenicol in the socket. Moreover, when 
surgical removal of the third molar is performed under local 
anesthesia, it is convenient for both the surgeon and the patient 
to use the submucosal route, as effectiveness of the oral 
administration route depends on patient compliance, and 
repeated dose is required to maintain adequate blood levels 
during the postoperative period. However, further research 
employing large samples are required to establish the best 
treatment practices to prevent these highly uncomfortable post 
extraction complications. 
 

References 
 

1. Haug R H, Perrott D H, Gonzalez M L, Talwar R M. 
The American Association of Oral and Maxillofacial 
Surgeons age-related third molar study. J Oral 
Maxillofac Surg 2005; 63: 1106-1114. 

2. Blum IR. Contemporary views on dry socket 
(alveolar osteitis): a clinical appraisal of 
standardization, aetiopathogenesis and management: 
a critical review. Int J Oral Maxillofac Surg 2002; 31: 
309-317. 

3. Noroozi AR, Philbert RF. Modern Concepts in 
Understanding and Management of the “Dry Socket” 
Syndrome: Comprehensive Review of the Literature. 
Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 
2009 Jan; 107(1):30-5. 

4. Alling C C III, Helfrick J F, Alling R D. Impacted 
teeth. Philadelphia: W B Saunders, 1993. 

5. Bouloux GF, Steed MB, Perciaccante VJ. 
Complications of third molar surgery. Oral 
Maxillofac Surg Clin North Am. 2007; 19(1):117-128. 

6. Baqain ZH, Karaky AA, Sawair F, Khraisat A, 
Duaibis R, Rajab LD. Frequency estimates and risk 
factors for postoperative morbidity after third molar 



International Journal Of Current Medical And Pharmaceutical Research, Vol. 3, Issue, 06, pp. 1849-1853, June, 2017 

 

 1853

removal: a prospective cohort study. J Oral 
Maxillofac Surg. 2008; 66(11):2276-2283. 

7. Sands T, Pynn BR, Nenninger S. Third molar 
surgery-current concepts and controversies. Part 
1.Oral Health. 1993 May; 83(5):11-4, 17.  

8. Kolokythas A, Olech E, Miloro M. Alveolar osteitis: 
a comprehensive review of concepts and 
controversies. Int J Dent. 2010; 2010:249073. 

9. Danda A K, Krishna Tatiparthi M, Narayanan V, 
Siddareddi A. Influence of primary and secondary 
closure of surgical wound after impacted mandibular 
third molar removal on postoperative pain and 
swelling - a comparative and split mouth study. J 
Oral Maxillofac Surg 2010; 68: 309-312. 

10. Shepherd J. Pre-operative chlorhexidine mouthrinses 
reduce the incidence of dry socket. Evid Based Dent 
2007; 8: 43. 

11. Burgoyne CC, Giglio JA, Reese SE, Sima AP, Laskin 
DM. The efficacy of a topical anesthetic gel in the 
relief of pain associated with localized alveolar 
osteitis. J Oral Maxillofac Surg 2010; 68: 144-148. 

12. Swanson AE. A double-blind study on the 
effectiveness of tetracycline in reducing the incidence 
of fibrinolytic alveolitis. J Oral Maxillofac Surg 
1989; 47: 165-167. 

13. Trieger N, Schlagel GD. Preventing dry socket: a 
simple procedure that works. J Am Dent Assoc 1991; 
122: 67-68. 

14. Sorensen DC, Preisch JW. The effect of tetracycline 
on the incidence of post extraction alveolar osteitis. J 
Oral Maxillofacial Surgery, 1987, 45, 1029-1033. 

15. Sisalli U, Lalli C, Cerone L, et al. Amoxicillin and 
clavulanic acid vs ceftazidime in the surgical 
extraction of impacted third molar: a comparative 
study. Int J Immunopathol Pharmacol 2012; 25: 771-
774. 

16. Arteagoitia I, Diez A, Barbier L, Santamaria G, 
Santamaria J. Efficacy of amoxicillin/ clavulanic acid 
in preventing infectious and inflammatory 
complications following impacted mandibular third 
molar extraction. Oral Surg Oral Med Oral Pathol 
Oral Radiol Endod 2005; 100: e11-e18. 

17. Ahmedi J, Ahmedi E, Agani Z, Hamiti V, Recica B, 
Tmava-Dragisha A. The Efficacy of 1% 
Chlorhexidine Gel on the Reduction of Dry Socket 
Occurrence Following Surgical Third Molar 
Extraction - Pilot Study. Open Journal of 
Stomatology.2014; 4:152-160. 

18. Grossi GB, Maiorana C, Garramone RA, Borgonovo 
A, Beretta M, Farronato D, Santoro. Effect of 
submucosal injection of dexamethasone on 
postoperative discomfort after third molar surgery: a 
prospective study. J Oral Maxillofac Surg. 2007; 
65(11):2218-26. 

19. Nordenram A, Grave S. Alveolitis sicca dolorosa 
after the removal of impacted molars. Int J Oral surg, 
1983; 12:216-31. 

20. Sabhlok S, Kenjale P, Mony D, Khatri I, Kumar P. 
Randomized Controlled Trial to Evaluate the Efficacy 
of Oral Dexamethasone and Intramuscular 
Dexamethasone in Mandibular Third Molar 
Surgeries. J Clin Diagn Res. 2015 Nov; 9(11):ZC48-
51. 

21. Chaurand-Lara J, Facio-Umana J A. 
Methylprednisolone injection following the surgical 
extraction of impacted lower third molars: A split-
mouth study. Open Journal of Stomatology. 2013; 
3:192-196. 

22. Vegas-Bustamante E, Micó-Llorens J, Gargallo-
Albiol J, Satorres-Nieto M, Berini-Aytés L, Gay-
Escoda C. Efficacy of methylprednisolone injected 
into the masseter muscle following the surgical 
extraction of impacted lower third molars. Int J Oral 
Maxillofac Surg. 2008 Mar; 37(3):260-3. 

23. Chapnick P, Diamond LH. A review of dry socket: a 
double-blind study on the effectiveness of 
clindamycin in reducing the incidence of dry socket. J 
Can Dent Assoc. 1992 Jan; 58(1):43-52. 

24. Hall HD, Bildman BS, Hand CD. Prevention of dry 
socket with local application of tetracycline. J Oral 
Surg. 1971; 29(1):35-7. 

25. Swanson AE. A double-blind study on the 
effectiveness of tetracycline in reducing the incidence 
of fibrinolytic alveolitis. J Oral Maxillofac Surg. 
1989 Feb; 47(2):165-7.  

26. Reekie D, Downes P, Devlin CV, Nixon GM, Devlin 
H. The prevention of 'dry socket' with topical 
metronidazole in general dental practice. Br Dent J. 
2006; 200(4):210-3. 

27. Julius LL, Hungerford RW, Nelson WJ, McKercher 
TC, Zellhoefer RW. Prevention of dry socket with 
local application of Terra-Cortril in gelfoam. J Oral 
Maxillofac Surg. 1982 May; 40(5):285-6. 

28. Lam RF, Lai JSM, Ng JSK, Rao SK, Law RWK, Lam 
DSC. Topical chloramphenicol for eye infections. 
Hong Kong Med J. 2002; 8(1):44-47. 

29. Nordenram A, Sydnes G, Odegaard J. Neomycin-
bacitracin cones in impacted third molar sockets. Int J 
Oral Surg. 1973; 2(6):279-83. 

30. Neupert EA , Lee JW, Philput CB, Gordon JR. 
Evaluation of dexamethasone for reduction of 
postsurgical sequelae of third molar removal. J Oral 
Maxillofac Surg. 1992; 50(11):1177-82. 

31. Schultze MS, Schmelzeisen R, Frölich JC, Schmele 
H. Use of ibuprofen and methylprednisolone for the 
prevention of pain and swelling after removal of 
impacted third molars. J Oral Maxillofac Surg. 
1995;53(1):2-7 

32. Huffman GG. Use of methylprednisolone sodium 
succinate to reduce postoperative edema after 
removal of impacted third molars. J Oral Surg. 1977 
Mar; 35(3):198-9. 

33. Sortino F, Cicciù M. Strategies used to inhibit 
postoperative swelling following removal of impacted 
lower third molar. Dental Research Journal. 2011; 
8(4):162-171.  

34. Goldman DR, Kilgore DS, Panzer JD, Atkinson WH. 
Prevention of dry socket by local application of 
lincomycin in Gelfoam. Oral Surg Oral Med Oral 
Pathol. 1973 Apr; 35(4):472-4. 

35. Requena-Calla S, Funes-Rumiche I. Effectiveness of 
intra-alveolar chlorhexidine gel in reducing dry 
socket following surgical extraction of lower third 
molars. A pilot study. J Clin Exp Dent. 2016 Apr 
1;8(2):e160-3. 

 
 


