
· Clinical management of dry socket : 
- dry socket which have other names like : 
1-Fibrinolytic alveolitis .
2-Dry alveolagia .
3-Necrotic socket .
4- Postoperative Osteitis  .

· dry socket its an Early sign of infection of the alveolar bone , so we have infection in the bone  after the extraction the bone that surround the tooth become necrotic , there will be like a socket of necrosis . 
- its common localized in one area . 
-if its not treated probably , or the patient has his immune system not working probably , the infection might spread and if it  goes to the soft tissue it causes Cellulites , and if it goes to the bone it might cause Osteomyelitis . 

·   what happen ? 
-  mainly its related to blood clot ,it’s not related to infection , we know about healing , healing depends on blood supply and blood clot , if this blood clot become destructive because of systematic factors like hormones (estrogen) , or local factors like local truma ,this bone will be exposed to the oral cavity , and the oral cavity has a lot of microorganism and bacteria so this region become infected . 


· Incidence : 
         1- more in females , especially in females whose taking contraceptive , there will be hormonal changes, the estrogen will increase  .
         2- it happens around 3-5% of extraction cases .
         3-- we see it at age from 20-40 years,  because at this age usually the extraction of the wisdom teeth happens , and dry socket happen in wisdom teeth because  usually most of the time  we need  a surgical extraction to it , if we took two patients one is 20 years old and other in 40 years old and we do surgical extraction , we expect to have dry socket in the 40 years patient more because the bone become thicker with age so the blood supply decreases . 
        4- in the mandible more than in the maxilla ,  and in the posterior area of the mandible more than anterior area  , because always the bone in the mandible is thick , and when we are moving posteriorly bone become much thicker this mean the blood diffusion decrease . 



· We make diagnosis of dry socket usually clinically , the diagnosis depends on signs and symptoms the patient will come with : 
    1- Severe Neuralgic Pain , doesn’t start immediately after extraction usually it appears  in the 1st 24-48hrs after extraction , after local anesthesia effect goes their will be some sort of pain but its not the pain of the dry socket , because dry socket pain will be more sever and doesn’t respond to painkillers . 
    2- Bad taste and smell because the bone is exposed . 
    3- Socket wall is extremely tender once the patient touches the area with his tongue or his finger . 
    4- we look to it , it will be empty socket and exposed bone or grayish/yellowish tissue.  
    5-Less frequently; swelling and lymphadenopathy  , but in common it appears after the third day of extraction because the infection will spread in  3-4 days of extraction . 

· Sign and symptoms might last from 10-40 days , means than when the patient comes with dry socket and high signs and symptoms , we must tell him the condition and explain the treatment and the time needed to be treated , so we will decrease his stress . 
· if we take radiograph  we will not see anything , we can see some thickening in the cortex but not a sign to depend  on , we take radiograph for excluding remaining roots or foreign body existence but nothing important to see . 

·  etiology is unknown but its multifactorial like : 
1-  decrease vascularity  in patient with system and local factors . 
2- trauma .
3- Infection it will decrease blood supply and affect healing .
 4-fibrinolysis .
5- Smoking.
6-Contraceptive pills .
7- Higher risk in patients with history of alveolar osteitis .

-  if the patient have dry socket once in his life , this mean that he can have other one after extraction , so we can tell him that he have higher risk of developing it again , and make some precautions we can give some medication or make our surgry atrumatic surgical extraction , so the patient once he have it he will relax more , so its important to take good history . 


· why does vascularity decrease : 
1- massive use of LA .
2- anatomical considerations , mandible more than maxilla and posteriorly more than anteriolrly.
 3 - general conditions; systemic conditions that increase bone density , like patient with Paget disease .
4 - chronic infection like chronic peridontitis , so chronic infection will affect the blood supply to the area , then the vascularity will decrease , so infection is a cause so we have to pay attention toSterility, if the patient have already infection like Recurrent pericorinitis and a foreign body enter and their was systemic cause of the infection . all these can make it worse
5- traumatic action like  : 
-Traumatic extraction
-thermal trauma
6-excessive curettage, if we have foreign body we want to make curettage but not excessive , coz we don’t want to destroy the socket and blood supply , we know that the blood that come to the socket comes through very small holes in the bone itself , so if we do excessive curettage we will close these small opening , so we wont have blood supply coming to the socket . 

· Management:

- we will take radiograph to exclude any foreign body and remaining caries but its not necessary .  
-Irrigation with warm saline , because worm saline will make less pain , and any exposed bone if we irrigated with cold saline it will make more pain , some studies talks about florohexidine instead of normal saline , but it’s the same result , so irrigation with normal saline will be enough . 
-Inspection of the socket to see any foreign body . 
-Curettage is not advised . just irrigation will be enough. 
-Socket is packed with obtundent and antiseptic dressing .
· dressing a material have an obtundent substance and an antiseptic substance to decrease the existing infection and a substance that can accelerate blood clot formation and accelerate healing . 
·  alveotin , very popular in dry socket , it’s a mixture of materials to decrease the pain severity and accelerate healing .
· Its like” el qaash “ with a liquid like zinc oxide and we give the patient good painkillers , and give antibiotic if needed if there is a signs of cellulites or lymphadenitis  , then we have to see him every other day and remove the previous dressing with tweezer  then irrigate and put a new dressing , repeat this from seeing the patient to put a new dressing until the sgn and symptoms goes .


·  how this dressing work ? 
      - first this socket coz no blood clot formation happen , once theirs is infection the socket wont close it will remain open , so this material will help as isolation so it will cover the exposed area of bone and decrease the pain and its antiseptic material will act locally on the infected area and decrease the infection , once infection have decreased , epithilization will start over and it could have fibronytic effect , blood supply make blood clot and then decrease the infection . 
-We can give local anesthesia if its painful but not excessively .


· Preventive measures: 
-we have to Control local and systemic factors of infection ,that’s why the patient have predontal disease coz of poor oral hygiene and uncontrolled systemic disease , we have to control this first then do our extraction . 
- irrigate probably 
-Proper postoperative instructions will be very helpful .
-Antimicrobial rinses before and after extraction by 24-48 hr 
-Systemic antibiotics or topical antibiotics for high risk patients with repeated dry socket we can give him some topical antibiotic as paste we put it inside the socket or systemic antibiotics or put dressing . 

               Periapical surgery

-Mainly we are talking about Apicectomy a surgical procedure we simply go to the apex of the tooth and cut it off and clean the infected area 
-The indication for this procedure become less and less because the success rate become lower and with the new intervention in root canal treatment . 

· Indications : 
 1-Anatomic problems like calcification canals and very sever curved canal preventing complete debridement/obturation 
2-Restorative considerations that compromise treatment , like post and if we want to redo the endo treatment , so to reach the apex we should remove the post and we might break the tooth or if we have acrown . 
3-Horizontal root fracture with apical necrosis
4- If an instrument have been broken inside preventing canal treatment or re-treatment
5-Procedural errors during treatment like overextension gutta-percha 
6-Large periapical lesions that do not resolve with root canal treatment
7- Cyst that need for biopsy

· Contra-indications : 
1- Unidentified cause of root canal failure which needs a specialist .
2-   When conventional RCT is possible.
3-   Anatomic structures problems like having the mental foramen close to the root that we want to make apicictomy , if we are afraid from damaging the nurve . 
4-   compromise of crown/root ratio , like if the crown is long and the root is short , and we make apicictomy and we remove part of the root structure it will be more and more shorter . 
5-   Medical systemic complications like sever hypertension and uncontrolled diabetes. 

· Technique: 
1-Access flap to reach the apical area .
2-Apical curettage.
3-Apicectomy .
4- Retrograde root filling to make a seal and prevent the communication between the oral cavity and the tissue inside the socket .

· Access flap: 
-  full mucoperiostioum flap ( three sided flap and two releasing  incisions then to periostiom then to mucoperiostiom . )
- in Semi lunar flap we make a “helal” shape , we go away from the cervical margin by 3-4 mml , then make a small  incision we do that in an esthetic area , because we know when we make any flap retraction we expect bone resorbtion and gum recession to avoid these complications in an esthetic area we can go 3-4mml from the cervical margin and do our flap.
- three sided flap will give us good access , but the esthetic result we will get it from Semi lunar flap and Submarginal flap .
- Semi lunar flap it’s a very small incision over the area that I want to make my surgery , it might  make fenestration so no good healing  in this situation we will have good esthetic but bad access and bad healing  . 
- if we want to have good healing when doing flap , the bone underneath should be intact , that’s why the Semi lunar flap is contradicted these days . 
- normally the dr advice us to do three sided flap or Submarginal flap ( its like the normal flap but instead of start our cut in the cervical margin we go away 3-4 mml and make horizontal incisions then two releasing  incisions ) depend on location and esthetic considerations . 

· Apical curettage :
- we should remove the infected tissues it could be granulation tissue or cystic lesion , then send it to the lab . 

· Apicectomy : 
- we should remove 3mml not less of the root , because the first 3 mml of the apex we have lateral canals and accessory canals , and the usually reasons of failure of endo treatment is lateral canals . 
- previously they cut it with anterior bevel to make good opening access  for the operator , later they advice to make horizontal cut to remove all the granulation tissue that it could be hided behind the bevel area in cause of anterior bevel . 
- the tooth should be endo treated ( have gutta-percha ) .


· Retrograde Filling : 
- sealing from above  , like class 1 filling material . 
- the best material to be used is MTA (mineral trioxide aggregate) because it’s the only material that will induce new cementum formation also its a radio-opaque material . 
- Amalgam ,Super EBA (ortho ethoxy benzoic acid)  and IRM  still used .
- the worse material to be used is amalgam because its scattering in the tissue and difficult to clean , and it could make foreign body reaction or gum tattoo not contradicted but it’s the worse .

· By the end procedure we will haveplease refere to slide 26  : 
- d : crown 
-c: calcium hydroxide 
-b: gutta-percha 
-a: retrograde filling 

· Success rate :
- Success rate range from 34%-99%
-   Mean 82.5
 - Best success rate when apicectomy is performed for the first time , but  Repeated surgery has a lower success rate (about 35%)., that means that apecictomy have many little indication , we don’t do it very often we do it in causes where we really need it , and we try to solve our problem with   more conservative way but we have to way the damage because not all our procedure need to be conservative , and told the patient about the procedure . 

-very difficult to do apecictomy to the palatal root of upper 4,5 , its not impossible its possible but its difficult , sometimes we go from the sinus and perform our surgery . 

· Complications : 
1- Failure.
2-Trauma to adjacent roots so you need to locate the root apex carefully it needs experience .
3-Trauma to vital structures.
4-Inflammatory reaction to amalgam retrograde filling. 
5-Apex dislodgment  especially in upper teeth and we are close to the  sinus .
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