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INCIDENCE, ETIOLOGY AND DIAGNOSIS OF ALVEOLAR OSTEITITIS 

*MOHAMMAD SAJJAD AKHUND, BDS, MSc 

Alveolar osteitis or dry Socket is a complication of 
dental extraction. Its incidence varies from 0.9 to 2.3% 
of all extraction (Heasman1). It is reported most com-
monly after the extraction of mandibular teeth where 
bone is dense and drainage is poor (Goldberg, H.H)2. 
According to Krogh6 92% of all dry sockets occur in 
this region and the frequency is highest in the 1st and 
2nd molar region (Turner)2 while upto 37% (Osborne)7 
follow removal of 3rd molars. According to Goldberg8 
dry socket occurred in 15 of mandibular 3rd molar 
extraction sites. Complications were more numerous 
after the removal of third molar classified as partial 
bony or complete bony impactions (Sick)9. 

Various aetiological factors have been proposed to 
this condition, to first, poor clot and originally satisfac-
tory clot. Another cause suggested for poor clot 
formation is the presence of vasoconstrictor in oral 
anaesthetic solution (Meechan5), or poor blood supply 
to bone as is found in osteoporosis, Paget's disease of 
bone or after radiotherapy. 

Forceful infiltration of an extra 2 mls of local 
anaesthetic solution with adrenaline is believed by 
some investigators to bring diminished blood supply 
to the socket giving rise to dry socket. Lehner3 in his 
study found that the incidence of dry socket was 
twice as high when infiltration anaesthesia was used 
as that occurs with general anaesthesia. According to 
Meechan5, the incidence of dry socket was 
significantly greater after the use ofXylocaine 
compared to Citanest and that the use of repeated 
injections or intra ligament techniques increased the 
likelihood of dry socket. 

Some investigators do not believe that local 
anaesthetics with vasoconstrictors have a signifi  

cant role in aetiology of dry socket Nitzan4 claims 
the vasoconstrictors can have no effect on dry 
socket production as there is no difference in inci-
dence following local and general anaesthesia' 
although Meyers results dispute this suggestion. 
Birn states that any vasoconstrictor effect is un-
proven. 

In cases where an adequate blood clot forms, it 
may be washed away by excessive mouth rinsing or the 
patient sucking on the wound or may disintegrate 
prematurely due to the local proteolytic activity of 
bacteria or due to local factor (MacGregor4). Particu-
larly the release of increased levels of fibrinolysins from 
damaged cells (Gustafson and Nilson). Birn have 
reported that fibrinolysis is greater in dry sockets than 
normally healing extraction wounds. Adrenaline and 
other vasoactive agents present in local anaesthetic 
solution possess fibrinolytic activity. 

During the first 24 hours of normal post 
extraction healing there is polymerization and 
shrinkage of the clot while folding of the marginal 
gingival prevents a cleft from occurring between clot 
and alveolus. Over the next 48 hours there is an 
inflammatory reaction that includes surrounding 
marrow followed by invasion of the clot by fibroblasts 
and capillary loops to form granulation tissue. If there 
is fragmentation of the clot before the invasion of 
fibroblasts a dry socket may develop (Birn)1. 

Dry sockets occurred more frequently in difficult 
extraction cases as compared to routine extractions. 
However, when teeth in difficult extraction cases were 
removed by the open surgical method there were no 
cases of dry socket (Turner)2. 
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Most authors have implicated trauma during ex-
traction to be an important factor in the pathogenesis of 
dry socket (Hansen)10. However there are few who do 
not believe that trauma has a role in the aetiology of dry 
socket (Swanson)7. 

The occurrence of dry socket does not seem to be 
related to operative technique or ability or to the degree 
of sepsis in some studies (Thoma)2 but according to 
Sisk inexperienced surgeons had a significantly higher 
incidence of such complications. 

Removal of mandibular third molar teeth during 
teenage years resulted in decreased operative and post 
operative morbidity (Osborn et al.)6 

Teeth removed principally due to periodontal in-
volvement did not give rise to a single case of dry 
socket (Turner)2. 

It is believed that the general condition of the 
patient does not influence the incidence of dry socket 
(Birn)12

. 

On radiographical examination the lamina dura 
appears sclerotic and sharply defined and is ultimately 
shed usually in the form of crumb like sequestra. 
Microscopically these sequestra show the typical frag-
ments of dead bone without osteocytes but often coated 
with or infiltrated by bacteria. The sequestra have 
irregular margins where they have been separated by 
osteoclastic activity (Cawson and Evenson). 

Clinically there is an obvious socket without blood 
clot and foul smell. There is often an associated foul 
taste, swelling and lymphadenitis. The clinical appear-
ance of the socket and time since extraction usually 
make the diagnosis easy. A partly healed, partly cov-
ered dry socket can continue untreated for months 
causing pain which occasionally lasts for several hours 
as a dull ache. 

Pain in dry socket is said to vary from moderate to 
severe. It is constant and diffuse occurring spontane-
ously or following application of external stimuli prob-
ing or pressing onto the socket or pressing on the  

surroundings gingival produces very serve pain. In 
some cases the pain is throbbing and there may be 
earache from a lower molar dry socket. 

Pain presumably occurs because nerve endings have 
been sensitized by endogenous algogenic agents such a 
5-hydroxtryptamine. 

CONCLUSION 

The etiology of dry socket is not absolutely clear, 
leading to difficulty in managing the pain. Although 
prevention of the dry socket require that the surgeons 
minimize trauma and bacterial contamination in the 
surgery area. 

Treatment: Socket should be irrigated with normal 
saline and a suitable size piece of sterilized gauze 
soacked in engenol be placed in the socket. Patient 
should receive diathermy on the effected side for 20 
minutes daily for 3-4 days. Suitable antibiotics and 
analgesics may also have to be prescribed. 
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