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Patient Evaluation

Medical

Clinical

Record Keeping

Dentoalveolar Surgery

Basic Armamentarium

         Local anesthesia

Suction

Mirror

Retractor- Minnesota

Periosteal elevator or Woodson elevator 

         HOURIGAN MODIFIED WOODSON 
         PERIOSTEAL 
        Luxator 
        Forceps – Upper and lower universal

   Flap Armamentarium

   Needle Holder Crile-Woo

   Scissors  Curved Kelly

   Scalpel handle  

  #15 blade



   Irrigation syringe

    Surgical handpiece  

          Surgical bur –701 ,702, 703

     Miscellaneous Armamentarium

Silicone bite blocks

Elevators ("Root", aka root tip picks, “East-West” aka Cryers 

           Curette

 Bone file

Principles of Exodontia
Parallel/Axial Motion (new concept) versus Lateral Motion (traditional concept)

     1. Separation of Sulcus Connective Tissues.

     2. Luxation of Periodontal Attachment Apparatus.

     3. Application of Rotational (Torque) Forces with Forceps to the Periodontal Attach       
ment  apparatus

      Slow clockwise-counterclockwise…feel the resistance & hold.

          Steady pressure disrupts fibers…bone doesn’t expand – it fractures.

Special universal and anatomic universal forceps have excellent "fric-
tional values" and are designed for positioning on solid tooth and root 
structure.

  Access

        Principles of Flap Design

        Large enough to see

         Full thickness



            Margins on bone

            No tension with retraction 

            Release one tooth away

       “Forces of Exodontia” ...“It’s all about  feel”

        Apical

        Facial (Buccal/Labial)

        Lingual/Palatal

        Rotational

 Traction ("PULL")

                                 

Routine Extraction

      1. Separation of Sulcus Connective Tissues with Woodson.

       2. Luxation of Periodontal Attachment Apparatus with luxator...parallel NOT per   
pendicular!

        3. Application of Rotational (Torque) Forces with Universal  Forceps 

         Slow clockwise-counterclockwise…feel the resistance and hold.

Special universal and anatomic forceps have excellent "frictional val-
ues" and are designed for positioning on solid tooth and root structure.

        4. Application of Forces with appropriate forceps. 

         Facial-Lingual/Palatal…Apical…Rotation…Facial-Lingual/Palatal…Traction.

          Steady pressure disrupts fibers - bone doesn’t expand, it fractures!

        5. Inspect root(s).

        6. Debride socket(s).

        7. Place gauze pad.



         8. Have patient read post-op instruction sheet during initial 5 minutes of biting 
pressure.

         9. Apply moist gauze pad.

          Surgical Extraction

         1. Separation of Sulcus Connective Tissues with Woodson.

         2. Luxation of Periodontal Attachment Apparatus with luxators...parallel NOT per-
pendicular!

          3. Application of Rotational (Torque) Forces with Forceps. 

          Slow clockwise-counterclockwise…feel the resistance and hold. 

           Special universal and anatomic forceps have excellent frictional values and are  
designed for positioning on solid tooth and root structure.

          4. Application of Forces with appropriate forceps. 

Facial-Lingual/Palatal…Apical…Rotation…Facial-Lingual/Palatal…Traction

          5. Section molars…Flap elevation and reflection if necessary.

          6. Root luxation with woodson and/or luxators

          7. Root forceps.

           8. Inspect root(s).

           9. Debride socket(s)…3-0 Plain Gut Suture.

          10. Place gauze pad.

           11. Have patient read post-op instruction sheet during initial 5 minutes of biting       
pressure.

           12. Apply moist gauze pad. 

       Implant Site Considerations

            Alveolar Bone Loss…

            First few months following extraction



1-3 mm loss of height

3-5 mm of width

     Questionable density

Soft tissue issues

     Socket Management…SocketPreservation - Graft 

               

              Pain Control and Analgesia -

              Current protocols

              Suturing Techniques – back to basics

              Coronectomy – Viable alternative

              Missing Buccal Plate   -How to restore

              Bisphosphonates - Protocols

               Local Anaesthesia – techniques,      maximum dose, etc



�

The following are the the most common antibiotics for surgical patients:

#1 Penicillin V Potassium, (PEN VK)

250 mgs in USA 300mgs in Canada

Rx: Pen VK 300mgs or 250mgs

Dispense: 28 tabs

Sig: Take 1 tab Q6H until gone

About 95% of surgical patients can be effectively treated using this drug

because we are usually dealing with gram positive(+) organisms in the mouth.

There is no need or reason to utilize or prescribe any others under these circumstances.

However, if the patient is allergic  to penicillin, then I prescribe :



Rx: Erythromycin 250mgs

Dispense: 28 tabs

Sig: Take 1 tab Q6H until gone

OR:

Clindamycin (Dalacin-C) 150 mgs

Dispense: 28 Caps

Sig: Take 1 cap Q6H until gone



   

 AN AIDE MEMOIRE FOR THIRD MOLAR AND MINOR ORAL SURGERY  

All surgical procedures carry an inherit risk, and no absolute guarantee can be provided in 
any circumstance.  The greater the degree of difficulty generally increases the risks of 
complications.  The need for appropriate radiographs and the ability to assess ones own 
experience, leading to the need for referral to a specialist is an essential aspect of the 
diagnosis and duty of care owed to the patient. 

The Surgical Technique 
The surgical technique for third molars and other teeth will often involve: 

• Provision of anaesthesia, either general or local with or without sedation 
• Incisions and raising of mucosal flaps to gain access to the tooth or teeth 
• The removal of bone 
• The dissection of teeth to facilitate their removal 
• The closing of wounds with sutures 
• The prescription of analgesics and occasionally antibiotics prior to, during and 

after the surgery 

Common Minor Oral Surgery Complications 

• Pain  
• Swelling 
• Hemorrhage 
• Trismus 
• Bruising 

Less Common Minor Oral Surgery Complications 

• Paraesthesia 
• Damage to the temporomandibular joints 
• Jaw fracture 
• Damage to adjacent teeth, including restorations and periodontal tissues 
• Retained roots 
• Displacement of roots and teeth into the maxillary sinus, pterygoid, sub-lingual 

and sub-mandibular spaces 
• Oro-antral fistula 
• Infections 
• Dry Sockets 
• Osteomyelitis 



The need to refer to a specialist may become apparent throughout the course of surgery 
due to one or more of these complications, or you may refer the patient from the outset.  
The responsibility for payment of the specialist’s fees is that of the patient. 

Alternative Treatment 

1. Nothing – Sometimes a preference by patients based on prognosis.  The risks of 
non-treatment including recurrent infections, more serious health complications 
and further pathology should be noted in the patients treatment record including 
and refusal to be referred to a specialist. 

2. Endodontics 
3. Decoronation and submersion of vital roots 

Further Explanatory Notes: 

Common Complications 

1. Pain – A normal consequence of tooth extraction which usually climaxes within 
48 hours of the surgery and subsides as swelling reduces and healing is 
completed. 

2. Swelling – Occurs immediately after extraction and reaches a maximum usually 
within 48 hours and is usually self-limiting.  Most swelling has subsided after a 
week to ten days and is minimized by rest and the use of ice packs on a two 
hourly basis for the first 24-48 hours after surgery. 

3. Hemorrhage – It is not usual for a small oozing of blood to occur over ensuing 
days after surgery.  Trauma to wounds (i.e. toothbrush abrasion or the ingestion of 
hard foods) is the most common cause.  If occult bleeding occurs, the patient 
should be advised to firstly bite down on a clean gauze swab and apply ice pack 
for ten minutes.  If bleeding does not abate the patient should seek immediate 
assistance from their dental or oral surgeon. 

4. Trismus – Initial inability to open the jaw is a normal sequelae of oral surgery 
and may last until two to three weeks before normal jaw opening is attained,  It is 
due primarily to muscle spasm and swelling, and is usually resolved without any 
further intervention. 

5. Bruising – May develop in the cheeks, lips, neck and rarely the chest and 
shoulders.  It is generally self-limiting and resolves naturally in about two weeks. 
It, along with swelling is abated to some degree with the use of ice-packs. 



Less Common Minor Oral Surgery Complications 

1. Paraesthesia – Damage to sensory nerves is possible, but generally rare.  In the 
case of mandibular molar and premolar extractions, the inferior alveolar dental 
nerve (supplying feeling to the lip, mental region and teeth of that side), the 
lingual nerve (supplying feeling to the lateral aspects of the tongue), and the long 
buccal nerve (supplying feeling to lower cheek and gums) may be damaged and 
symptoms include total numbness, burning, itching, tingling and pins and needles 
sensations.  In regard to maxillary teeth, the greater palatine (supplying sensation 
to the posterior two thirds of the palate) and the lesser palatine nerve (supplying 
sensation to the anterior third of the palate) may have similar symptoms within 
their distributions.  Fortunately, most of these skills and taste is not a consequence 
of damage to theses nerves.  Damage to the lingual nerve may also cause altered 
taste perception. 

2. Damage to the temporomandibular joints – Whilst rare, some patients may 
complain of jaw joint pain, clicking and altered occlusion.  In severe cases the 
need for further treatment and jaw joint surgery may be required. 

3. Jaw fracture – Whilst very rare this may occur both pre and post-operatively.  It 
may be associated with underlying and undiagnosed medical treatments or a 
consequence of the tooth and bony anatomy of the patient.  Further surgical 
intervention including jaw wiring and pinning and plating is sometimes 
warranted. 

4. Damage to adjacent teeth, including damage of existing restorations and 
periodontal tissues – The complication of damage to adjacent teeth is generally 
rare and usually occurs in teeth that have been extensively restored, ensuing in the 
need for further restorative work being required.  Periodontal problems may 
eventuate when extensive associated pathology like recurrent infections, cyst or 
bone resorption caused by an impacted tooth, or when dry sockets have occurred 
post operatively.  Periodontal problems will include recurrent periodontal abscess 
and tooth hypersensitivity to temperature, air, occlusal contact and masticatory 
force, sometimes requiring further dental treatment. 



5. Retained roots – Occasionally roots of teeth to be extracted may fracture, 
especially in the case of very curved and fine root types.  Whilst most are easily 
retrieved, occasionally they cannot be found, or the task of removal increases the 
risk of more serious complications.  Rarely, so retained roots cause further 
complication, but if so, their removal at a later date and referral to a specialist 
maybe warranted. 

6. Displacement of roots and teeth into the maxillary sinus, pterygoid, sub-
lingual and sub-mandibular spaces – Maxillary molars may be displaced into 
either the pterygoid space or the maxillary sinus.  In the case of either of these 
events occurring, and the inability to retrieve them at the time of surgery, referral 
to a specialist is imperative.  Similarly, the other maxillary molars and premolars 
and their roots maybe displaced into the maxillary sinus requiring further surgery.  
The greatest risk of not retrieving displaced teeth in the circumstances is 
infection.  In regard to mandibular teeth, especially third molars, there is a very 
rare risk of displacement into the sub-lingual and sub-mandibular spaces with 
very similar risks of post operative infection. 

7. Oro-antral fistula – A rare complication of maxillary posterior tooth extractions, 
symptoms include chronic sinusitis and regurgitation of foodstuffs and drink 
through the nose , as well as air escaping into the mouth when blowing the nose,  
Whilst many may heal spontaneously, further surgery is often warranted. 

8. Infections – Post operative infection occurs from time to time and may take 
several weeks or months to evolve. They may be due to previous infections of the 
surgical site, dead bony spiculums, tissue reaction to suture materials, and food 
impaction.  Normally a course of antibiotics and drainage is curative. 

9. Dry sockets – These occur more commonly in lower jaw extractions and in 
female patients, as well as those who smoke tobacco.  Generally, the more 
difficult the extraction, the greater the risk of this complication occurring.  Whilst 
the exact etiology is unknown, what occurs is that the blood clot that normally 
fills the extraction socket is lost within the first 24 to 48 hours after surgery.  
Symptoms include feta oris, a bad taste and pain that are recalcitrant to normal 
analgesia.  Healing is delayed and may take several weeks to months prior to a 
satisfactory outcome.  Pain is controlled by the placement of an analgesic dressing 
directly into the extraction socket.  There is a very small risk of a permanent 
defect or loss of periodontal tissue occurring with adjacent teeth, which may 
require further surgical treatment. 



10. Osteomyelitis - An exceptionally rare complication of minor oral surgery, but is a 
potential problem with immuno-suppressed patients and those that have 
undergone head and neck radiotherapy or take medications such as 
bisphosphonates.  Surgical treatment, hospitalization and extensive antibiotic 
therapy are often warranted. 


