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Introduction. Four types of teeth, being the erup-
tion after another teeth are called wisdom teeth or third
molar, start at the approximate age is 9 till 10 years old
in the jawbone and crown completed in 14 years old and
in the last years of adolescence begin to eruption inside
the bone and after the age of 16 till 25 years old appear
in the mouth. Due to lack of a natural form of wisdom
teeth like many other teeth and perch at the end of the
jaw and do not clean them when brushing, so vulnerable
and usually sooner than other teeth are caries. Restora-
tion and filling wisdom teeth are difficult; so, to extract
the wisdom teeth [2,5,8].

Wisdom teeth surgery is one of the most common
procedures performed in oral surgery. Nevertheless,
this procedure requires accurate planning and surgi-
cal skills. With surgical procedures in general, compli-
cations can always arise. The reported frequencies of
complications after removal third molar are reported
between 2.7% and 29.9% [17].

Postpone the extraction of third molar into old age
may cause the following complications [20]:

- Reduce recovery after tooth extractions;

- Dental caries on adjacent tooth;

- The possibility of welding jaw teeth;

- The roots were thicker, with increase age and may
be more difficult tooth extractions.

Also, generally complications of removal wisdom
teeth are: pain, swelling, trismus, malaise, hemorrhage,
fractures of the mandible and the maxilla, damage to
adjacent teeth, alveolar osteitis, periodontal damage,
soft-tissue infection and temporary paresthesia (numb-
ness of the lips, tongue and cheek) [21].

Although impacted third molar may remain symp-
tom-free indefinitely, they may be responsible for sig-
nificant pathology. Pain, pericoronitis, development of
periodontal disease on the second molar, crown and/
or root resorption of the second molar, caries in third or
second molars and TMJ-symptoms are associated with
retained third molars (Figure 1) [7].

There are numerous recent studies, which iden-
tify risk factors for intraoperative and/or postoperative
complications [4,5,20]. Common intra- and postopera-
tive complications and side effects associated with re-
moval third molar are summarized in the Table.

For the general dental practitioner, as well as the
dental surgeon, it is important to be familiar with all the
possible complications. This improves patient educa-
tion and leads to early recognition and management. In
this study, complications are considered rare or unusual
if the incidence is commonly quoted below 1%. The aim
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of this systematic research is to remind us of the unusu-
al complications associated with third molar surgery [2].

Prophylactic removal of third molars should be
based on an estimate of the balance between the risks
and advantages of retained wisdom teeth because
there is no reliable research to suggest that the removal
of disease-free, impacted third molars is beneficial to
patients and because unnecessary surgery exposes
patients to risks [21]. Surgical removal of third molars
is often accompanied by complications such as: pain,
swelling, bleeding, trismus and general oral dysfunction
during the healing phase; less commonly, nerve dam-
age, damage to adjacent teeth, fracture of the mandible
and oro-antral communication can occur [1,6].

There are various indications for extraction, such as:
prevention of pericoronaritis, this being the most fre-
quent indication; prevention of caries in the third molar
or in the distal region of the second molar; prevention of
second molar root reabsorption; prevention of odonto-
genic cyst and tumor formation; and prevention of man-
dibular fractures [9].

Pain after the extraction third molar is a routine se-
quela due to trauma induced inflammation. Thus, third
molar surgery is one of the most often used intervention
to study acute analgesia, [19] but very few have evalu-
ated factors that may predict the post surgery pain in-
tensity [12,13].

The aim of this prospective and exploratory
study was to evaluate the postoperative pain intensity
in a diverse sample of individuals who had a single third
molar removed and check whether some predictive
variables could have influence over patients postopera-
tive pain experience. Better understanding these speci-
fication of pain may guide the dentists through periop-
erative decisions or may launch an alert of developing
complications which could help the professional to bet-
ter and faster handle it.

Materials and Methods. Surgical extraction of a
single third molar was performed on 100 continuous
patients, between age range 18 to 45 years (37 males
and 63 females). 45 third molars were removed from the
maxilla (16 males and 29 females) and 55 from the man-
dible (21 males and 34 females).

The study was carried out under controlled condi-
tions and performed in two similar surgical rooms. All
the procedures were performed by undergraduate stu-
dents with little of experience and under direct supervi-
sion of two oral surgeons. All extractions were made at
same period of the day, between 10:00 to 16:00, and
from 5th September of 2015 to 28th January of 2016.
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Figure 1. a) Upper and lower third molars. b) Nerves around the TMJ.

All procedures were performed under the meticu-
lous hygiene conditions that included sterile surgical
apron, mask, cap medical, gloves and sheets with den-
tal hand pieces and surgical instruments sterilized in
autoclave. Sterile saline solution was used for lavage of
the alveolus socket and for bur refrigeration when os-
tectomy or odontomy was necessary.

Before surgery, patients had to rinse for 70 second
with 15 ml of 0.02% Chlorhexidine solution.

Due to ethical reasons, selective non-steroidal an-
ti-inflammatory drugs (NSAIDs) were prescribed to all
patients (Tablet Meloxicam 15 mg, 3 times a day, for
2 days).

Tablet Diclofenac potassium 50 mg, 3 times a day,
for 2 days were prescribed only to those patients whom
the surgical trauma was considered extensive or to
those whose pain was not controlled by the prescribed
Meloxicam.

However, it was allowed to the patient to discontinue
these drugs (Meloxicam or Diclofenac potassium) or
even do not take it, if no symptoms were present but pa-
tients were advised to take the NSAIDs tablet as soon as
their pain started.

Antibiotics Augmentin 625 (Amoxicillin 500 mg and
Clavulanic acid 125 mg) were administrated in all pa-
tients 2 times a day during 5-7 days. The postopera-
tive cares and recommendations were similar to all pa-
tients and were directed mainly to keep the blood clot
in place, avoiding rigorous mouthwash, maintaining a
sensible oral hygiene and keep at least 12 hours rest.
The patients were evaluated clinically at the first, third
and seventh day post-surgery or whenever necessary
[16].

Data were collected by a dentist who was present
in all procedures. Anamnestic data were collected by
means of a questionnaire together with a panoramic
radiograph and routine blood test. Data regarding the
surgical procedure were collected instantly after the
surgery.

Patients had to evaluate the pain intensity at the
end of the first (day 1), second (day 2) and third (day
3) postoperative day by means of a visual analog scale
(VAS) with the anchor points 0 (no pain) and 10 (ex-

treme pain). They had to grade the most severe pain felt
during the day.

Differences in pain intensity at the three follow-up
days were analyzed by means of the Spearman corre-
lation test and Chi-square test (X?) as appropriate. For
this, last evaluation pain level and age were dichoto-
mized.

VAS 0-2 is pain free or light pain; VAS 3-10 is se-
vere to moderate pain. The age was dichotomized at
24 years (median). The statistical analysis was per-
formed by means of the BioEstat (version 5.0). Differ-
ences were considered as statistically significant with
p <0.05.

Results. The reported pain levels for the first post-
operative day were significantly higher compared with
second and third days (Figure 2). At first day, moder-
ate and severe pain were observed predominantly in
patients who had surgery in the mandible (p < 0.001)
and for patients younger than 24 years (p = 0.009),
while more patients who weekly consumed Meloxicam
showed pain classified as none or light (p = 0.017)
(Table).

At second day, the profile of pain moderate/severe
was more prevalent for patients who had surgery in the
mandible (p < 0.001) with the report of difficult surgery
(p =0.042) and with odontotomy performed (p = 0.033)
(Table).

At third day, severe/ moderate pain was associ-
ated with surgery in the mandible (p < 0.001) and with
odontotomy (p =0.021) and ostectomy (p = 0.028) per-
formed, with report of long and difficult procedure (p =
0.023), surgeries which last more than sixty minutes (p
< 0.026), and for those patients who developed postop-
erative complications (p < 0.001) (Table).

The surgery time was weekly and positively corre-
lated (Spearman correlation test) with the pain intensity
for the first (rs = 0.22), second (rs = 0.21) and third (rs
=0.27) days.

The anatomical teeth position in the mandible or
maxilla and its respective mean pain scores for first to
third days can be seen in Figures 2 and 3.

Discussion. This study showed the potential suit-
ability of Meloxicam and Diclofenac potassium for the

BicHuk npo6nem Gionoriti meanunHmu — 2016 — Bun. 2, Tom 1 (128)

223



CTOMATOJ10r'IA

Table.
Proportions and Pearson Chi-square test (p<0.05, two sided) for some variables
of interest and respective association with grading of pain dichotomized
as none/light (VAS 0-2) and moderate/severe (VAS 3-10) for days 1 to 3,
after third molar extraction (n: 100)
Pain level (day 1) < | Painlevel (day 2) o | Painlevel (day 3) m
= = =
Variables None/ | Moderate/ | Q E None/ | Moderate/ | ¢ Tg None/ | Moderate/| ¢ §
light severe & | light severe s light severe s
(0-2) | (3-10) = | (0-2) | (3-10) = | (0-2) | (3-10) =
Male 25 12 33 4 32 5
Gender NS NS NS
Female 38 25 46 17 48 15
) Up to 24 29 27 44 12 47 9
Age (median) 0.009 NS NS
More than 24 34 10 35 9 33 11
Yes 30 23 38 15 38 15
Ostectomy NS NS 0.028
No 33 14 41 6 42 5
Yes 15 10 16 9 16 9
Odontotomy NS 0.033 0.021
No 48 27 63 12 64 11
Report Yes 21 17 26 12 26 12
of difficult surgery No a2 20 NS 53 5 0.042 0 5 0.023
Surgical accident Yes 4 4 6 2 6 2
NS NS NS
(root fracture, etc.) No 59 33 73 19 74 18
- Up to 60 37 20 47 10 50 7
Pror_;edu_res time P NS NS 0.026
(median—in minute) | More than 60 | 26 17 32 11 30 13
o Maxilla 36 9 43 2 43 2
Surgical site - 0.001 <0.001 <0.001
Mandible 27 28 36 19 37 18
Post-operative in- Yes 4 1 4 1 0 5
fection or dry socket No 59 36 NS 75 20 NS 80 15 <0.001
ibioti \( 23 9 25 7 22 10
Antibiotic °s NS NS NS
prescription No 40 28 54 14 58 10

NS: Non-Significant

management of our patients who have undergone oral
surgical procedures.

It was found to be superior in controlling post-op-
erative pain and swelling with Diclofenac potassium in
similar onset and prolonged duration of action when
compared with Meloxicam.

In this study was to analyze how different individuals
perceive the pain after a third molar extraction and to
identify factors that may predict the post surgery pain
intensity.

Besides the limitations of this exploratory study, we
are able to raise some interesting questions and com-
pare our results with the current literature. Interestingly,
a regular Meloxicam consumption, especially when
taken daily, reduced pain intensity during the first post-
surgery day. This observation is likely explained by an
anti-inflammatory and/or analgesic effect of Meloxicam
[10,11].

The anti-inflammatory action was related with the
decrease in inflammatory cytokine expression, cell in-
flux and cellular metabolic activity and also with pro-
motion of cell survival due to its prevention, intercep-
tion and repair protection against peroxynitrite, which
causes protein nitration, lipid peroxidation, DNA dam-
age and cell death. Nitrosative stress is induced when-

ever the conditions are favorable for increased super-
oxide formation, like cellular damage due to trauma
[7,8].

In figure 4, shows a large decrease in pain intensity
after removal of a maxillary tooth from first day to third
day, independently of the tooth position.

However, the postoperative pain course was more
complex after the extraction of a mandibular tooth. In-
deed, with a distoangular and a mesioangular tooth po-
sition pain increased from first day to second day and in
the latter position also between second and third days
(Figure 3).

This can be explained by the fact that this tooth
position required a more complex surgery that there-
fore, caused a more severe trauma and subsequent in-
creased inflammatory process. On comparing figures
3 and 4, it is visible that the highest mean pain scores
for maxillary teeth were situated at the inferior baseline
pain scores for mandibular teeth and, in fact, mandibu-
lar teeth were observed to be a more painful surgery for
all three days recorded. The use of postoperative anti-
biotics for the removal of asymptomatic third molars is
controversial [5,18,21].

We concluded to recommend routine oral antibiotic
prophylaxis in third molar surgery. In the present study
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observed that the use of antibiotics show a beneficial
effect over pain’s response, in accordance with the lit-
erature.

At second and third days, it becomes more appar-
ent that higher pain levels are related with the increase
of surgical trauma in mandibular surgery, with more dif-
ficult surgeries implying in ostectomy and odontotomy
and for a low experienced student who conducted the
surgery, that means increase in time spent for accom-
plish the procedure.

Regarding to the period of infection development,
our study is in accordance with the results found by
Alexander and Throndson (2000) [3] which, in a re-
view manuscript, suggested that infection arise usu-
ally at the second or mainly at third day postoperative
and are related with increase of pain complaint. Simi-
larly, to what was found in the present study, Kim et al
(2006) [14] showed that patients who had deeply im-
pacted teeth which implies in more difficult procedure
and larger operation time have significantly higher pain
scores compared with short operation times. Baqgain
et al (2008) [6] observed that postoperative pain was
associated with tooth angulations, bone removal,
tooth sectioning, lingual flap retraction and operation
time, which was basically very resembling to our con-
sequence, except to lingual flap (not evaluated). Also,
Sudarshan et al (2011) [11] showed that Meloxicam is
an appropriate analgesic in postoperative complica-
tions (pain and swelling) than Diclofenac potassium
with prolonged analgesia and low side effects, which
was analogous to our consequence.

It may be virtually impossible to preview how
someone will behave concerning pain after third
molar surgery since, pain can have several modula-
tors and that can range from sex, age, psychologi-
cal status, previous pain experience, patient’s daily
medicines and habits, surgical site, health status, the
surgery trauma itself and also the postoperative pre-
scriptions [15].

Conclusion. This study showed the potential suit-
ability for the management of our patients who have
undergone oral surgical procedures. Third molar ex-
traction performed in maxilla and mandible is unequal
concerning pain response. Higher pain complains could
be expected for patients who have difficult mandibular
surgery and that means increase of trauma and proce-
dure time spent.

In this study, prescribed Meloxicam for three days
was preferably due to the low side effects in compare
with Diclofenac potassium. According to our research,
surgeon must be prescribing antibiotics (Amoxicillin/
Clavulanic acid) for all patients with ostectomy or os-
tectomy and odontotomy procedure in open extraction
lower third molar.
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Figure 2. Mean pain scores for first to third days
after third molar surgery (n=100).
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Figure 3. Mandible mean pain scores
for first to third days according to teeth position(n=100).

Maxilla teeth position/type (n=55).
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Figure 4. Maxilla mean pain scores
for first to third days according to teeth position (n=100).
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BUOANEHHSA TPETbOIrO MOJISIPA TA MOro 3B’A30K 31 CTYNEHEM BOJIIO

Macyan Kiani, ManbkeBuy A. 1.

Pestome. TpeTi Monsipu, abo «3ybu MyapocCTi» noumHatoTb dopmysaTtmcs 'y 9-10 pokis, dopMyBaHHS KOPOHKM 3a-
BepLUYETLCA NpUbAn3HO y 14 pokiB, @' y 0OCTaHHI POKM NiANITKOBOMO BiKY MOYMHAKOTbL NEPEMILLLEHHS Y KICTLL | vLLe Y Bilj
Bi, 16 0o 25 pokiB 3'ABNAOTLCA B pOTi. Hepes Te, LU0 Ui 3yO1 4acTo MatoTb HENPaBuibHY GOpMY Ta po3Mipn, BOHW MO-
XYyTb 3aiMaTy HENPaBWJIbHE MOSTIOXEHHS, HEAOCTAaTHLO MNiAAATLCA MMEHIYHKMM 3axo4amM, TOMY LUBUAKO YPaXKatoTbCs
KapiecoM Ta Moro ycknafHeHHaMU. Ix KoHcepBaTuBHE NikyBaHHS, K NPaBuUio € 6e3NeperekTMBHUM, TOMY OOHUM
3 OCHOBHMX METOLIB 3aNMLWAETbCA BUAANEHHs. licns XipypriyHnx MaHinynauin Hepiako BUHMKAKOTb YCKNaOHEHHS.

MeTolo 4aHOoro JOChiAXEHHS CTano NOPIBHAHHSA ePEKTUBHOCTI AMKNOMEHaKy HATPIlo Ta MEOKCMKaMy Ha HiBe-
NIOBaHHS nicnsionepaviiHoro 60mto, HabpsIKy NiCNs aTUNOBOrO BUAANEHHS HXXHBOIO | BEPXHLOIO TPETHOIO MOJISPA.

Bubipka cknaganacs 3 100 naujeHTiB. Lle gocnigxeHHs nokasano NoTeHUjiiHy NpUAaaTHICTL MenokcmMkama i AnkIo-
deHaky HaTpilo A 3HUMXKEHHS 60NBOBOr0 CUHAPOMY HALLMX NALIEHTIB, LLLO NepeHecnn XipypridHi npouenypy atmno-
BOro BuaaneHHs 3yb6a MyapocTi.

Y ubOMYy AOCNIAXKEHHI, MOKa3aHo, LLIO 3acTOCyBaHHS Menokcrkamy 103BOSISE 3MEHLUNTU iIHTEHCUBHICTL GOS0 Npo-
TArOM MiCnsionepaLiiHoro nepiony i He CynPOBOMXKYETLCS NOBIYHMMKN edekTaMu, TOAI, K ANKIOMEHaK HATPIlo Mae
OinbLU BUpaXeHWii 3HeboYMii edekT. 3a AaHUMM HALLIOrO AOCIIKEHHS, Xipypr MOBUHEH 3aCTOCOBYBATU aHTUBIOTU-
K1 (2aMOKCMUMIIH 3 KJ1aBYJI2aHOBOIO KMCJIOTOIO) Y BCIX MAaLLEHTIB 3 NPOBEAEHOI0 OCTEOTOMIEIO MiCNS onepawii atTurnosBoro
BUOANEHHS 3y6a MyOpOCTi Ha HVXKHIN Leneri, Lo He € 060B’A3KOBMM Npu BUOaneHHi 3ydba Ha BepxHili wenerii.

Knio4vogi cnoBa: TpeTili KopiHHWIA 3y, 6inb, AuknodeHak HaTpito, Menokcrkam, xipypriyHa CToMaTosnoris.
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YOANEHUE TPETbEMO MOJIAPA UEIO CBA3b CO CTEMNEHbLIO BOJIN

Macyn Knanun, NanbkeBud A. U.

Pesiome. TpeTb MoNspbl, Unun «3ybbl MyApPOCTU» HadMHatoT popmMupoBatbes B 9-10 neT, popmupoBaHme Ko-
POHKN 3aBepLUaeTcs NPMMEpPHO B 14 neT, a B nocneaHne rodpl NoapoCTKOBOro BO3pacTa HaunMHaloT nepemelleHme
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B KOCTU U TOMbKO B BO3pacTe OT 16 oo 25 net nosBasioTcs BO PTY. Tak kak 3T 3yObl HAaCTO UMEIOT HEMPaBUIIbHYIO
dopMy 1 pasmMepbl, OHM MOFYT 3aHMMaTb HENPaBUIbHOE NONOXEHNE, HELOCTAaTO4YHO NOAAAI0TCS FTMIMEHNYECKUM
MEPONPUATUSM, NOSTOMY ObICTPO NOPaXaloTCs KAPUECOM U Er0 OCNIOXHEHUAMU. VX KOHCEpPBATUBHOE NIeveHne, kak
npaeuo, aBnseTcs 6ecnepcrnekTUBHbLIM, MO3TOMY OAHUM U3 OCHOBHBLIX METOLOB OCTaeTcs yaaneHuve. locne xmpyp-
FMYECKMUX MaHUNYNALNIA HepeaKO BOSHUKAIOT OCNOXHEHNS.

Llenbio JaHHOMO nccneaoBaHns ctano cpaBHeHE 3ddEKTUBHOCTU AMKNOdEHaKka HaTPUS U MEIOKCHMKamMa Ha HU-
BEJIMPOBaHME NocsieonepaLioHHOM 60511, 0Teka Noc/e aTUMUYHOIO YAAIEHNSI HUXKHENO Y BEPXHENO TPETLEIO MOJISPA.

Bbibopka coctosina n3 100 nauneHToB. 3TO NCcnefoBaHme nokasano NoTEeHUManbHY NPUrogHOCTb MEIOKCH-
Kkama 1 guknodeHaka HaTpUs Ast CHUXKEHMS 60NEBOr0 CMHAPOMA HaLLVX NAUMEHTOB, NMEPEHECLLNX XMPYPrUYECKYIO
npoueaypy aTunmnyHoro yaaneHunst 3yba MyapocTu.

B aTom nccnegoBaHum, NokasaHo, YTo NPUMEHEHME MeoKCMKama No3BOSET YMEHbLUNTL MIHTEHCUBHOCTb 00NN
B TEYEHME NOCIE0NEepPaLIMOHHOIO NepmMoaa 1 He CoONPOBOXAAETCS MOOOYHBIMU 3 PekTamu, Toraa, kak AuknodpeHak
HaTpus MMeeT Boee BbipaxeHHbI 06e36onmBaoLwmin 3 dekT. Mo AaHHbIM HALLErO UCCNEA0BaHUS, XUPYPT OOJIKEH
NMPUMEHSTb aHTUONOTUKN (aMOKCULMIIVH C KJIaBYyIaHOBOW KMUCIOTOM) Y BCEX NMaLMEHTOB C MPOBEAEHHON OCTEOTO-
MUVEl nocne onepauun atunU4Horo yaaneHns 3yba MyapoCcTu Ha HUXHEN YENOCTU, YTO He SIBNsieTC 00a3aTesibHbIM
npu yaaneHun 3yda Ha BEpPXHEN YentocTu.

KnioueBble cnoBa: TpeTuii KOpeHHoW 3y0, 60nb, AMKIodeHak HaTpus, Menokcurkam, xmpyprmyieckas CTomaTo-
norus.
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EXTRACTION OF THIRD MOLAR AND IT’S RELATIONSHIP WITH GRADING OF PAIN

Masoud Kiani, Pankevych A. I.

Abstract. Four types of teeth, being the eruption after another teeth are called wisdom teeth or third molars, start
at the approximate age is 9 till 10 years old in the jawbone and crown completed in 14 years old and in the last years
of adolescence begin to eruption inside the bone and after the age of 16 till 25 years old appear in the mouth. Due
to lack of a natural form of wisdom teeth like many other teeth and perch at the end of the jaw and do not clean them
when brushing, so vulnerable and usually sooner than other teeth are caries. Restoration and filling wisdom teeth are
difficult; so, to extract the wisdom teeth.

The aim of this study was to compare the effects of Diclofenac potassium and Meloxicam on postoperative pain,
swelling, etc. after surgical extraction of lower and upper third molars.

Third molar surgery is one of the most common procedures performed in oral surgery. Nevertheless, this proce-
dure requires accurate planning and surgical skills. With surgical procedures in general, complications can always
arise. Extraction of teeth is a common dental procedure. After tooth extraction the patient may experience pain, and
there is a varying degree of severity between patients.

Postpone the extraction of third molar into old age may cause the following complications:

- Reduce recovery after tooth extractions;

- Dental caries on adjacent tooth;

- The possibility of welding jaw teeth;

- The roots were thicker, with increase age and may be more difficult tooth extractions.

Also, generally complications of removal wisdom teeth are : pain, swelling, trismus, malaise, hemorrhage, frac-
tures of the mandible and the maxilla, damage to adjacent teeth, alveolar osteitis, periodontal damage, soft-tissue
infection and temporary paresthesia (numbness of the lips, tongue and cheek).

Postoperative pain is related significantly to the amount of surgical trauma. Surgical removal of bony impactions
and osseous periodontal surgery are more traumatic and produce more intense pain when compared with simple
uncomplicated tooth extraction.

Most of the literature focuses on postoperative pain after surgical removal of impacted third molars or on the ef-
fectiveness of different pharmaceutical options in combating postsurgical pain.

A thorough understanding of the complications associated with this procedure will enable the practitioner to iden-
tify and counsel high-risk patients, appropriately manage more common complications and be cognizant of less com-
mon sequelae and the most effective methods of management.

Surgical extraction of third molars is often accompanied by complications. So, careful surgical technique and scru-
pulous perioperative care can minimize the frequency of complications and limit their severity. Third molar extraction
performed in maxilla and mandible is unequal concerning pain response. Higher pain complains could be expected
for patients who have difficult mandibular surgery and that means increase of trauma and procedure time spent.

The sample consisted of 100 consecutive patients. This study showed the potential suitability of Meloxicam and
Diclofenac potassium for the management of our patients who have undergone oral surgical procedures.

In this study, prescribed Meloxicam for three days was preferably due to the low side effects in compare with Di-
clofenac potassium. According to our research, surgeon must be prescribing antibiotics (Amoxicillin/Clavulanic acid)
for all patients with ostectomy or ostectomy and odontotomy procedure in open extraction lower third molar.

Keywords: third molar tooth, pain, Diclofenac potassium, Meloxicam, surgical dentistry.

PeueHnseHT — npo¢. AseTikos []. C.
CraTTa Haginwna 01.03.2016 poky

BicHuk npo6nem Gionoriti meanunHmu — 2016 — Bun. 2, Tom 1 (128) 227



