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Alveolar osteitis (AO), also known as dry socket, continues to be a complication of tooth removal.

Platelet-rich plasma (PRP) can be used to accelerate both soft and hard tissue healing. This paper is a

retrospective review of the benefits of PRP in AO prevention. PRP was obtained from patients for use in

the postremoval alveolar sockets of mandibular molar extraction sites. Statistical analysis of 904

extraction sites with and without PRP use was examined. PRP significantly reduced the incidence of AO

by 62.1%, from 9.57% in patients not receiving PRP to 3.63% in patients who received PRP (P¼ .00043).

PRP use had benefits in all subpopulations. The odds of AO occurring in patients not receiving PRP

treatment following tooth extraction was 2.81 times greater than in patients receiving PRP treatment

immediately following tooth extraction. Four statistically significant risk factors for AO were identified:

complete impaction, oral contraceptive use, bruxism, and failure to administer PRP. The application of

PRP can significantly reduce the incidence of AO even in patients with risk factors for AO, such as removal

of impacted teeth, bruxism, and oral contraceptive use. PRP may be of benefit because it helps initiate

clot formation, provides growth factors to facilitate the healing process, and contains concentrated

white blood cells to inhibit infection. The use of PRP following tooth extraction is a simple, cost-effective

technique that can be used to decrease the incidence of AO and therefore decrease postoperative pain.

Key Words: platelet-rich plasma, PRP, alveolar osteitis, AO, dry socket

INTRODUCTION

A
lveolar osteitis (AO) is a complication that
occurs with variable frequency (0.5%–
68.1%) following the removal of perma-
nent teeth.1–9 AO is characterized by
severe throbbing pain that begins within
3 to 5 postoperative days and is usually

refractory to NSAIDs and narcotic analgesics.10,11 The

clinical presentation of AO demonstrates a partial or
total disintegration of the intra-alveolar sanguine clot,
resulting in a denuded bony crypt with surrounding
debris.12,13 Suppuration is not evident but the patient
usually complains of an acute throbbing pain ema-
nating from the extraction site, frequently radiating to
the ipsilateral ear and side of the head. Although rare,
AO can affect the jugulodigastric lymph glands on the
affected side as well.

A definitive etiology for AO has not been
universally accepted but is commonly thought to
include clot fibrinolysis as a result of bacterial
invasion.14,15 Smoking, female gender, oral contracep-
tive use, surgical trauma, operator experience level,
poor oral hygiene, gingivitis, periodontitis, and
pericornitis have all been reported in the literature
to be associated with AO formation.16–25 Increased
age and systemic conditions, such as diabetes and
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