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Abstract  Original Research Article 
 

Objective: To study the efficiency of two different routes of administration of dexamethasone in controlling the main 

postoperative sequelae after mandibular third molars surgery. Patients and methods: 44 patients with 60 surgical 

extractions of impacted lower third molars were enrolled in a randomized, double blind study. Patients either received 

a submucosal injection of 8mg of dexamethasone and intramuscular injection of saline solution or vice versa. 

Procedure was carried out under local anesthesia. The assessment of postoperative edema and trismus was based on 

four facial measurements and the width of mouth opening, taken prior to surgery and on two and seven days, 

postoperative. To evaluate pain, the number of analgesic (paracetamol) tablets consumed and the visual analog scale 

score were used. Results: Due to their inability to complete data collection procedures, six patients were ruled out 

from the final statistical analysis. The mean surgery duration was 26.93 ± 9.74 minutes. No statistically significant 

difference was noted between the two groups regarding the three outcomes. Conclusion: The study findings suggest 

that the administration of 8mg of dexamethasone via the submucosal route is an effective approach to limit pain, 

edema and trismus following mandibular third molars surgical extraction. 
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INTRODUCTION 
As an oral surgeon, surgical extraction of 

lower third molars is a frequently performed operation 

on daily basis. It is often associated with postoperative 

discomfort such as facial swelling, pain, and trismus. 

These postoperative complications may cause 

dysfunction and affect the patient’s quality of life [1, 2]. 

 

Corticosteroids have been commonly used to 

reduce these sequelae due to their role in inhibiting the 

body’s inflammatory response to surgical trauma [3].
 

 

Although many studies assessed the 

effectiveness of steroids in reducing edema, trismus and 

pain, no clear consensus has been established [4]. 

 

This trial aims to study the efficiency of two 

different routes of administration of 8 mg of 

dexamethasone, the submucosal (SM) route versus the 

intramuscular (IM) route, in minimizing the 

postoperative complications after lower third molars 

surgery. 

 

PATIENTS AND METHODS 
Sample Collection 

A randomized, double-blind, parallel-group, 

single center controlled study performed at the ―Oral 

Medicine, Oral Surgery‖ department, University Clinic 

of Dental Medicine, Monastir, Tunisia. This study 

involved 44 patients, aged between 18 and 36 years. All 

patients needed surgical extraction of an impacted 

lower third molar for various reasons. 

 

The local ethic committee had provided its 

approval to the research protocol. Written informed 

consent was received from all patients. The trial was 

carried out in conformity with the protocol and the 

Declaration of Helsinki and the author vouch for the 

completeness and accuracy of the data and analyzes. 

 

Oral Surgery  
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The age limit was set at 18. Patients must not 

have any systemic disease. A dental panoramic 

radiograph was used to classify impacted mandibular 

third molars. Only Class II or III of Pell and Gregory’s 

third molar classification were included. 

 

Exclusion criteria taken into account were: 

History of allergic or adverse reactions to test drugs, 

amoxicillin and paracetamol; Any signs of 

inflammation or infection at the time of the operation; 

Antibiotics or anti-inflammatory drugs taken at least 10 

days before surgery; If female, pregnancy, lactation or 

contraceptive pill intake; procedure extending beyond 

60 min. 

Measurements 

Preoperatively, 4 facial distances were 

measured on the operated side using flexible tape 

(Figure 1): 

 S1: lateral cantus of the eye - mandibular 

angle. 

 S2: ala of the nose - mandibular angle. 

 S3: corner of the mouth - mandibular angle. 

 S4: pogonion - mandibular angle. 

 

The maximal distance, separating the tips of 

upper and lower central incisors and considered as the 

width of the mouth opening, was taken by a clipper. 

 

 
Fig-1: Anatomical distances used for the measurement of facial edema: S1: lateral cantus of the eye-mandibular angle, S2: Ala of the nose-

mandibular angle, S3: Corner of the mouth-mandibular angle, S4: pogonion-mandibular angle 

 

Allocation 

The randomization was conducted by the 

surgeon through a computer-generated random number 

table. Patients were randomly assigned to the 

submucosal dexamethasone or the intramuscular 

dexamethasone group in blocks of ten. Then, the 

assigned treatment was masked using sequentially 

numbered sealed envelopes. 

 

Blinding 

Since we compared the efficiency of 

dexamethasone in different administration routes, the 

patients and the operator blinding was done by dummy 

technique. Each patient received two injections; one 

group received submucosal injection of 8mg of 

dexamethasone and intramuscular placebo injection of 

saline solution, the other one received submucosal 

placebo injection of saline solution and intramuscular 

injection of 8mg of dexamethasone. 

 

One of the investigators, who did not take part 

in the patients’ recruitment and evaluation processes, 

opened the envelope and prepared the two injections in 

the immediate preoperative period. The operator 

received two syringes; one with 8mg of dexamethasone 

and one with saline solution. These syringes were 

identical in size, shape, color, and appearance, with 

indicators of each injection location (―S‖ for 

submucosal and ―I‖ for intramuscular). 

 

Interventions 

In order to keep the variations due to different 

operators to minimum, all patients were operated by the 

same surgeon using a standard technique. 

 

Prior to surgery, all patients were submitted to 

extra-oral antisepsis with povidone iodine 10% and 

intraoral antisepsis with 0.12% chlorhexidine gluconate 

for 1 minute. Mepivacaine 3% (Médis®, Nabeul, 

Tunisia) was used for inferior alveolar nerve block, and 

mepivacaine 2% (Médis®, Nabeul, Tunisia) with 

epinephrine 1:100.000 were used for buccal and lingual 

infiltrations. 
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Surgical access was done by a standard 

envelope mucoperiosteal flap with a number 15 scalpel 

blade. Bone was then removed to expose the tooth. If 

needed, the tooth was divided and then extracted. The 

rough bony margin was smoothened; the socket was 

revised and copiously irrigated with normal saline 

solution. Then patients received the submucosal 

injection.  

 

Interrupted 3/0 silk sutures (Vicryl® Ethicon, 

Somerville, NJ) were used to secure the flap in place. A 

gauze pad was placed over the site to assure local 

hemostasis and the standard postoperative instructions 

were explained to the patients. The surgery duration 

was measured from the first incision made until 

completing the last suture. Any cases in which surgery 

extended beyond 60 min were ruled out. 

 

In the immediate postoperative period, patients 

had received the intramuscular injection and were 

instructed to take 1g of amoxicillin every 12 h for seven 

days, and 500 mg of paracetamol required as ―rescue‖ 

analgesia and to use a 0.12% chlorhexidine mouth rinse 

three times per day for ten days. 

 

Data Collection 

Facial Edema 

The evaluation of facial edema was based on 

the four facial distances. The preoperative four values 

were taken at the baseline for the operated side and 

checked on the second postoperative day (POD2) and 

the seventh postoperative day (POD7). 

 

Pain 

Pain assessment was based on: 

 A visual analogue scale (VAS), 10 cm length, 

that vary from 0 = ―no pain‖ to 10 = ―the worst 

possible pain‖ on POD2. 

 The number of analgesic tablets consumed 

until the seventh postoperative day (patients 

were instructed not to take tablets if they did 

not experience any pain, one or two tablets if 

they experienced moderate or severe pain 

respectively every 8 hours). 

 

Trismus  

To assess trismus, the width of the mouth 

opening was measured prior to surgery and on POD2 

and POD7.  

 

Data Collection Methods 

Data collection was performed using a 

standard form. Only patients who were present in all 

follow-up appointments were taken into account in the 

final data analysis. 

 

Statistical Methods 

The significance of differences between the 

groups was calculated by IBM (SPSS) Statistics, 

version 18.0 (NY, USA).  

 

The analysis of variance with T Student test 

was used to estimate the significance of differences 

among groups. The limit of significance was set at 0.05. 

 

RESULTS  
Forty four patients with sixty extracted teeth 

were enrolled in the study. Six patients were ruled out 

from the final statistical analysis due to their inability to 

complete data-collection procedures. Four patients were 

from the submucosal group and two patients were from 

the intramuscular one (Figure-2).  

 

 
Fig-2: Flow diagram: Screening, enrollment and follow-up of the study patients 
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The mean surgery duration was 26.93 ± 9.74 

min. No significant difference in age, tooth impaction, 

tooth-ramus relationship and surgery duration between 

the two groups was noted. On the contrary, gender was 

considered to be a confounding variable as there was a 

female predominance (72.2%).  

The left mandibular third molar (53.8%) was 

more extracted than the right one (46.2%) in the 

submucosal group. Conversely, in the intramuscular 

group, the right mandibular third molar was (67.9%) 

more extracted than the left one (32.1%) (Table-1). 

 

Table-1: Baseline data: Clinical and demographic characteristics 

Variable SM group IM group Total 

Age, mean ± SD, yr 22.31 ± 3.1 23.64 ± 3.53 22.22 ± 2.75 

Gender, n    

Male 3 12 15 

Female 23 16 39 

Impaction depth, n    

A 17 15 32 

B 9 10 19 

C 0 3 3 

Ramus relationship, n    

Class II 3 5 8 

Class III 23 23 46 

SM: submucosal; IM: intramuscular; SD: standard variation; yr: years 

 

Outcomes 

Facial Edema  

The four facial distances and their total sum 

increased on POD2, then decreased on POD7 nearing 

the preoperative measurement, with no statistically 

significant difference between the submucosal and 

intramuscular groups (p>0.05) (Table-2). 

 

Table-2: Edema assessment in the study groups (millimeters): Mean values and differences from preoperative 

values (total sum) 

 SM group 

Mean (SD) 

IM group 

Mean (SD) 

P-value 

Preoperative 

Day 2 

Day 7 

Differences 

Preoperative - day2 

Preoperative - day 7 

406.30 (23.27) 

417.15 (23.20) 

408.30 (22.40) 

 

10.84 (9.17) 

1.76 (2.99) 

417.10 (29.22) 

430.60 (28.67) 

419.42 (29.24) 

 

13.50 (12.46) 

1.92 (4) 

0.14 

0.06 

0.12 

 

0.38 

0.87 

SM SM: submucosal; IM: intramuscular; SD: standard variationDay 

 

The four measurements and their total sum 

were greater in males than in females. No statistically 

significant difference was detected between the two 

sides in the distances’ augmentation on POD2 and 

POD7 (p>0.05). 

 

The ">30-min" group had a statistically 

significant augmentation of the mandibular angle-Ala of 

the nose distance (S2) and the total sum on POD2 

(p=0.04 and p=0.01 respectively). 

 

Pain Evaluation 

VAS Score 

A not significant difference was noted 

regarding the mean of VAS score as the ―> 30-min‖ 

group recorded a higher VAS score than the ―≤ 30-min‖ 

group (mean VAS=3.26 and mean VAS=4.1 

respectively) (p=0.07). 

 

Analgesic Consumption 

No statistically significant difference in the 

amount of analgesic tablets consumed by the 

submucosal and the intramuscular groups and the 

female and male groups was found (p=0.55 and p=0.77 

respectively). 

 

The mean of analgesic tablets consumed by the 

―≤ 30-min‖ and the ―>30-min‖ groups was 9.87 and 16 

respectively. The ―≤ 30-min‖ group had consumed less 

analgesic than the ―>30-min‖ group with a statistically 

significant difference (p=0.03) (Table-3). 
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Table-3: Total of analgesic tablets consumed  

 Mean SD Variance Median P-value 

SM group 10.85 9.53 90.93 7  

IM group 12.46 10.56 111.51 9 0.55 

Female group 11.44 9.28 86.14 10  

Male group 12.33 12.06 145.52 8 0.77 

0-30 minutes group 9.87 8.9 79.3 7  

> 30 minutes group 16 11.43 130.8 15.5 0.03
*
 

SM SM: submucosal; IM: intramuscular; SD: standard variation 
* 
P <0.05, statistically significant 

 

No statistically significant difference in the 

analgesic consumption per day was found between the 

submucosal and intramuscular groups. It remained 

evident for the male and female groups. 

 

The ―>30-min‖ group consumed more 

analgesic per day than the ―≤ 30-minute‖ group on the 

third and fourth postoperative days with a statistically 

significant difference (p=0.009 and p=0.04 

respectively). For the other days, no difference was 

noted (p>0.05) (Table-4). 

 

Table-4: Number of analgesic tablets consumed per day by the surgery duration groups 

 Day 0 Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 

≤ 30 minutes group 2.87 2.5 1.84 1.18 0.79 0.47 0.32 

> 30 minutes group 3.5 3 2.88 3 1.81 0.75 0.38 

P-value 0.19 0.44 0.12 0.009
*
 0.04

*
 0.52 0.88 

SM SM: submucosal; IM: intra-muscular 
* 
P <0.05, statistically significant 

 

Trismus Measurement 

The mouth opening decreased on POD2 day 

then increased on POD7 and got close to the 

preoperative measurement. No statistically significant 

difference was noted between the submucosal and 

intramuscular groups in the amount of trismus on POD2 

and POD7 (p=0.57 and 0.86 respectively). 

 

The amount of trismus was greater in females 

than in males on POD2 with a statistically significant 

difference (0.0006). 

 

There was a statistically significant difference 

between the ―≤ 30-minutes‖ group and the ‖> 30-

minutes‖ group in the amount of trismus on POD7 

(p=0.01) (Table-5). 

 

Table-5: Measurements of mouth opening (millimeters): mean values and differences from preoperative values in 

the male and female groups 

 Male group 

Mean (SD) 

Female group 

Mean (SD) 

P-value 

Preoperative 

Day 2 

Day 7 

Differences 

Preoperative - day2 

Preoperative - day 7 

40.47 (6.63) 

35.8 (9.18) 

39.47 (7.71) 

 

4.67 (6.33) 

1 (2.44) 

38.85 (4.48) 

27.36 (8.26) 

36.21 (6.25) 

 

11.49 (8.29) 

2.64 (4.77) 

0.30 

0.002
* 

0.11 

 

0.006
* 

0.21 

SM SD: standard variation 
* 
P <0.05, statistically significant 

 

DISCUSSION 
Corticosteroids are often prescribed after 

surgical removal of lower third molars to limit 

postoperative edema. But no clear recommendations 

regarding different molecules, dosages, time and 

administration’s routes were established. 

Dexamethasone and methylprednisone are among the 

most studied corticosteroids [5, 6]. 

 

 

Dexamethasone was first tested in 1965 to 

reduce postoperative complications in oral surgery. As 

from then, it has been widely used especially following 

surgical extraction of third molars due to its potent anti-

inflammatory effect and extended half-life [7]. Various 

routes of administration have been proposed including 

intravenous, intramuscular, submucosal, endo-alveolar 

and oral routes [8]. 
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Facial Edema 

The main anti-inflammatory effect of 

Corticosteroids is reducing the fluid transudation and 

hence edema [3, 9]. In this study, we have focused on 

the efficiency of two administration routes of 8mg of 

dexamethasone; the submucosal versus intramuscular. 

The results showed no significant difference in the 

reduction of postoperative edema between the two 

groups on POD2 and POD7. These results are in 

agreement with the results of Majid et al. who found no 

significant difference between the submucosal and the 

intramuscular injection of 4mg of dexamethasone in the 

reduction of edema. Although, both routes showed a 

highly significant reduction of edema when compared 

to the control group [9]. Furthermore, Antunes et al., 

proved that the dexamethasone in the submucosal route 

was as efficient as the oral route in reducing edema 

[10].
 

 

Grossi et al.,
 
studied the efficiency of different 

doses of dexamethasone i.e 4mg and 8mg given 

submucosally immediately after anesthesia. They found 

no significant difference of edema reduction with the 

use of a higher dose of dexamethasone and concluded 

that with an increased dose 8mg no additional benefits 

were given [11]. On the contrary, Filho et al., 

concluded that rising the dose to 8 mg enhance the 

effectiveness of dexamethasone in reducing edema after 

surgical extraction of mandibular third molars [12]. In 

this study, since we have compared the submucosal 

with the intramuscular route, the most effective dose of 

dexamethasone for the two routes which is the 8mg 

dose was chosen. 

 

Two systematic reviews with meta-analysis of 

randomized clinical trials were performed aiming to 

study the effeciency of submucosal injection of 

dexamethasone to reduce the postoperative 

complications after surgical extraction of third molars 

[13, 14]. Maraschini et al.,
 
had included 476 patients in 

their meta-analysis and concluded a moderate level of 

evidence that dexamethasone administered via the 

submucosal route is effective in limiting postoperative 

edema after surgical third molars extraction [13]. The 

second meta-analysis of Chen et al., included 368 

patients and showed that dexamethasone significantly 

reduced edema (p<0.00001) [14]. 

 

In this study, females were more exposed to 

postoperative edema than males with no statistically 

significant difference (p = 0.09). This could be 

explained by the fact that sexual hormone regulate the 

body fluid and osmotic pressure [15]. Our results were 

in disagreement with the results of other descriptive 

studies which aimed to identify the risk factors for 

postoperative sequelae following surgical removal of 

third molars. In fact, de Santana-Santos et al. found that 

edema was greater in females with a statistically 

significant difference [16]. 

 

Contrary to Yuasa et al., who noted that males 

were more exposed to postoperative edema than 

females [17].
 

 

Moreover, we have assessed the influence of 

the surgery duration on the onset of postoperative 

edema. In fact, we have concluded that the surgery 

extend beyond 30 minutes was a risk factor for greater 

edema on the second postoperative day (p=0.01). These 

results seem to be logical since a longer surgery is 

usually associated with more surgical trauma, thus with 

more postoperative complications and are consistent 

with those of Santana-Santos et al., [16].
 

 

It’s quite impossible to precisely quantify the 

postoperative swelling since it involves three 

dimensional areas with irregularities and convexities.  

 

In this study, edema was assessed using five 

facial landmarks to evaluate four distances. This 

method qualifies the changes in soft tissue by numbers. 

Most of authors used this linear measurement that is 

directly made onto the skin surface because of its 

simplicity and reliability [11, 18]. 

 

For the timing of edema measurement, we 

chose POD2 and POD3. As the edema has a peak in the 

24-48 postoperative hours, this timing would be 

informative. Many authors assessed edema on POD1 

POD3 and POD7 [9].
 

 

Pain 

The importance of surgical trauma influences 

significantly the postoperative pain perception. The 

effectiveness of corticosteroids in reducing 

postoperative pain is still a subject of controversy [18]. 

  

In this study, we could not make a clear 

conclusion about this fact since we have no control 

group without dexamethasone administration. 

 

We found no significant difference between 

the submucosal and the intramuscular groups in the 

VAS score (p=0.99) and in the number of analgesic 

tablets consumed (p=0.55). Our results were in 

concordance with the result of other studies that 

reported no difference between the submucosal and the 

intramuscular groups in minimizing postoperative pain 

[9, 19]. 

 

Moraschini et al., reported a statistically 

significant lower postoperative pain in favor of the 

dexamethasone group in comparison to control (p=0.02) 

[13]. 

 

No statistically difference between the males 

and females in pain perception in VAS score (p=0.99) 

and in the number of analgesic tablets consumed 

(p=0.77) was noted. In a review of clinical and 

experimental studies about the relation between sex and 
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pain, Fillingim et al., found that females perceived 

more oral pain than males. This could be explained by 

the influence of sexual hormone in pain perception or in 

responses to pain treatment [20].
 

 

Moreover, we have studied the influence of the 

surgery duration on the postoperative pain. No 

significant difference in pain perception was noted 

when the surgery extended beyond 30 minutes 

(p=0.07). But the number of analgesic tablets consumed 

decreased significantly when the surgery duration was 

less than 30 minutes (p=0.03). These findings seem to 

be logical, since the more surgical trauma is important 

the more will be the postoperative pain. De Santana-

Santos et al. have drawn the same conclusion that the 

surgery duration influences significantly the 

postoperative pain [16]. 

 

Trismus 

Trismus, measured as a reduction in width of 

the mouth opening, is a major postoperative 

complication following mandibular third molars 

extraction. It is due to fluid accumulation in the fascia 

of masticatory muscles which compresses the neural 

structure. This may explain the fact that trismus seems 

to follow the postoperative edema [13, 18]. The 

occurrence of trismus may alter the patient’s quality of 

life since it affects basic functions essentially eating and 

talking [13, 21]. 

 

In this study no significant difference in the 

reduction of trismus between the submucosal and the 

intramuscular groups on the second and the seventh 

postoperative days (p=0.57 and p=0.86 respectively) 

was noted. These results are in agreement with that of 

Majid et al., [9] 

 

When comparing the efficiency of 

dexamethasone received submucosally with control (no 

injection or saline solution injection) in the reduction of 

early and late trismus, the results differ between the 

studies [11, 13, 14, 22]. In fact, Grossi et al., reported 

no difference in the reduction of trismus between the 

submucosal injection of 4mg and 8mg of 

dexamethasone with the control group [11]. However, 

Warraich et al., found a significant limitation in the 

mouth opening in the control group in comparison to 

the submucosal group [22]. 

 

Moraschini et al.,
 

reported no statistically 

significant difference between the two groups (p=0.17)
 

in reducing trismus
 
[13].

 
In the contrary, Chen et al., 

concluded that that the dexamethasone group had less 

early and late trismus than the control group (p=0.0003) 

(p=0.01) [14]. 

 

In this study, we have noted that females were 

significantly affected with trismus than males on POD2 

(p=0.006). However, on POD7 no difference was found 

(p=0.21). 

Moreover, we concluded that extend of the 

surgery beyond 30 minutes did not affect the onset of 

the trismus on POD2 (p=0.31). But, this is true on 

POD7 (p=0.01). 

 

The main limitation of this study is that males 

and females were not equally distributed within the two 

groups. We noticed a preponderance of females 

(72.2%).  

 

A split-mouth design should have been 

adopted. Its main advantage consists in eliminating 

many of the inter-individual variability from the 

assessment of the treatment effect [23]. Certainly, this 

method will increase the power of the study in 

comparison to parallel group design, but it will hamper 

the patients’ recruitment process as a symmetrical 

disease patterns is needed [24, 25]. 

 

CONCLUSION 
In summary, 8mg of dexamethasone injected 

submucosally is in fact effective in controlling the 

postoperative complications following third molars 

surgery and can be a good alternative to the 

intramuscular route.  

 

The submucosal route is beneficial for the 

surgeon because the treatment is administered near the 

operative site and more comfortable for the patient as 

the drug is injected in an already anesthetized field.  

 

REFERENCES 
1. Savin J, Ogden G. Third molar surgery—a 

preliminary report on aspects affecting quality of 

life in the early postoperative period. British 

journal of oral and maxillofacial surgery.1997; 

35(4):246-253. 

2. McGrath C, Comfort M, Lo EC, Luo Y. Changes 

in life quality following third molar surgery–the 

immediate postoperative period. British dental 

journal. 2003; 194(5), 265-268. 

3. Markiewicz MR, Brady MF, Ding EL, Dodson 

TB. Corticosteroids reduce postoperative 

morbidity after third molar surgery: a systematic 

review and meta-analysis. Journal of Oral and 

Maxillofacial Surgery. 2008; 66(9):1881–94. 

4. Neupert III EA, Lee JW, Philput CB et Gordon JR. 

Evaluation of dexamethasone for reduction of 

postsurgical sequelae of third molar removal. 

Journal of oral and maxillofacial surgery. 

1992;50(11):1177–82 

5. Sortino F, Cicciù M. Strategies used to inhibit 

postoperative swelling following removal of 

impacted lower third molar. Dental research 

journal. 2011;8(4):162. 

6. Zandi M. The role of corticosteroids in today’s 

oral and maxillofacial surgery. In: 

Glucocorticoids-new recognition of our familiar 

friend. IntechOpen; 2012. 



 
 

Bagga Jamila et al., Sch J App Med Sci, Feb., 2020; 8(2): 685-692 

© 2020 Scholars Journal of Applied Medical Sciences | Published by SAS Publishers, India                        692 

 

 

7. Linenberg WB. The clinical evaluation of 

dexamethasone in oral surgery. Oral Surgery, Oral 

Medicine, Oral Pathology. 1965; 20(1):6–28. 

8. Ngeow WC, Lim D. Do corticosteroids still have a 

role in the management of third molar surgery? 

Advances in therapy. 2016; 33(7):1105–39. 

9. Majid OW, Mahmood WK. Effect of submucosal 

and intramuscular dexamethasone on 

postoperative sequelae after third molar surgery: 

Comparative study. British Journal of Oral and 

Maxillofacial Surgery. 2011; 49(8):647-652.  

10. Antunes AA, Avelar RL, Neto ECM, Frota R, 

Dias E. Effect of two routes of administration of 

dexamethasone on pain, edema, and trismus in 

impacted lower third molar surgery. Oral and 

maxillofacial surgery. 2011; 15(4):217–23. 

11. Grossi GB, Maiorana C, Garramone RA, 

Borgonovo A, Beretta M, Farronato D et al. Effect 

of submucosal injection of dexamethasone on 

postoperative discomfort after third molar surgery: 

a prospective study. Journal of Oral and 

Maxillofacial Surgery. 2007; 65(11):2218–26. 

12. Laureano Filho JR, Maurette PE, Allais M, 

Cotinho M, Fernandes C. Clinical comparative 

study of the effectiveness of two dosages of 

dexamethasone to control postoperative swelling, 

trismus and pain after the surgical extraction of 

mandibular impacted third molars. CEP. 2008; 

54753:220. 

13. Moraschini V, Hidalgo R. Effect of submucosal 

injection of dexamethasone after third molar 

surgery: a meta-analysis of randomized controlled 

trials. International journal of oral and 

maxillofacial surgery. 2016; 45(2):232–40. 

14. Chen Q, Chen J, Hu B, Feng G, Song J. 

Submucosal injection of dexamethasone reduces 

postoperative discomfort after third-molar 

extraction: A systematic review and meta-analysis. 

The Journal of the American Dental Association. 

2017; 148(2):81–91. 

15. Stachenfeld NS. Sex hormone effects on body 

fluid regulation. Exercise and sport sciences 

reviews. 2008; 36(3):152. 

16. de Santana-Santos T, de Souza-Santos JA, 

Martins-Filho PR, da Silva LC, de Oliveira E Silva 

ED, Gomes AC. Prediction of postoperative facial 

swelling, pain and trismus following third molar 

surgery based on preoperative variables. Medicina 

oral, patologia oral y cirugia bucal. 2013; 

18(1):e65-70. 

17. Yuasa H, Sugiura M. Clinical postoperative 

findings after removal of impacted mandibular 

third molars: prediction of postoperative facial 

swelling and pain based on preoperative variables. 

British Journal of Oral and Maxillofacial Surgery. 

2004; 42(3):209–14. 

18. Boonsiriseth K, Latt M, Kiattavorncharoen 

S, Pairuchvej V, Wongsirichat N. RETRACTED: 

Dexamethasone injection into the 

pterygomandibular space in lower third molar 

surgery. International journal of oral and 

maxillofacial surgery. 2017; 46(7):899–904. 

19. Bhargava D, Sreekumar K, Deshpande A. Effects 

of intra-space injection of Twin mix versus 

intraoral-submucosal, intramuscular, intravenous 

and per-oral administration of dexamethasone on 

post-operative sequelae after mandibular impacted 

third molar surgery: a preliminary clinical 

comparative study. Oral and maxillofacial surgery. 

2014; 18(3):293–6. 

20. Fillingim RB, King CD, Ribeiro-Dasilva MC, 

Rahim-Williams B, Riley JL 3rd. Sex, gender, and 

pain: a review of recent clinical and experimental 

findings. The journal of pain. 2009; 10(5):447–85. 

21. Miller FG, Wendler D, Swartzman LC. Deception 

in research on the placebo effect. PLoS medicine. 

2005; 2(9):e262. 

22. Warraich R, Faisal M, Rana M, Shaheen 

A, Gellrich NC, Rana M. Evaluation of 

postoperative discomfort following third molar 

surgery using submucosal dexamethasone–a 

randomized observer blind prospective study. Oral 

surgery, Oral medicine, Oral pathology and Oral 

radiology. 2013; 116(1):16–22. 

23. Nemli S, Güngör M, Aydın C, Yılmaz H, Türkcan 

I, Demirköprülü H. Clinical evaluation of 

submerged and non-submerged implants for 

posterior single-tooth replacements: a randomized 

split-mouth clinical trial. International journal of 

oral and maxillofacial surgery. 2014; 

43(12):1484–92. 

24. Lesaffre E, Philstrom B, Needleman I, 

Worthington H. The design and analysis of split-

mouth studies: What statisticians and clinicians 

should know. Statistics in Medicine. 2009; 

28(28):3470-82. 

25. Hujoel PP. Design and analysis issues in split 

mouth clinical trials. Community dentistry and 

oral epidemiology. 1998; 26(2), 85-86. 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Borgonovo%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
https://www.ncbi.nlm.nih.gov/pubmed/?term=Beretta%20M%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
https://www.ncbi.nlm.nih.gov/pubmed/?term=Farronato%20D%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cotinho%20M%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
https://www.ncbi.nlm.nih.gov/pubmed/?term=Fernandes%20C%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
https://www.ncbi.nlm.nih.gov/pubmed/?term=Feng%20G%5BAuthor%5D&cauthor=true&cauthor_uid=27816069
https://www.ncbi.nlm.nih.gov/pubmed/?term=Song%20J%5BAuthor%5D&cauthor=true&cauthor_uid=27816069
https://www.ncbi.nlm.nih.gov/pubmed/?term=da%20Silva%20LC%5BAuthor%5D&cauthor=true&cauthor_uid=23229245
https://www.ncbi.nlm.nih.gov/pubmed/?term=de%20Oliveira%20E%20Silva%20ED%5BAuthor%5D&cauthor=true&cauthor_uid=23229245
https://www.ncbi.nlm.nih.gov/pubmed/?term=de%20Oliveira%20E%20Silva%20ED%5BAuthor%5D&cauthor=true&cauthor_uid=23229245
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gomes%20AC%5BAuthor%5D&cauthor=true&cauthor_uid=23229245
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pairuchvej%20V%5BAuthor%5D&cauthor=true&cauthor_uid=28318872
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wongsirichat%20N%5BAuthor%5D&cauthor=true&cauthor_uid=28318872
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rahim-Williams%20B%5BAuthor%5D&cauthor=true&cauthor_uid=19411059
https://www.ncbi.nlm.nih.gov/pubmed/?term=Riley%20JL%203rd%5BAuthor%5D&cauthor=true&cauthor_uid=19411059
https://www.ncbi.nlm.nih.gov/pubmed/?term=Shaheen%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23453611
https://www.ncbi.nlm.nih.gov/pubmed/?term=Shaheen%20A%5BAuthor%5D&cauthor=true&cauthor_uid=23453611
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gellrich%20NC%5BAuthor%5D&cauthor=true&cauthor_uid=23453611
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rana%20M%5BAuthor%5D&cauthor=true&cauthor_uid=23453611
https://www.ncbi.nlm.nih.gov/pubmed/?term=Y%C4%B1lmaz%20H%5BAuthor%5D&cauthor=true&cauthor_uid=25199862
https://www.ncbi.nlm.nih.gov/pubmed/?term=T%C3%BCrkcan%20I%5BAuthor%5D&cauthor=true&cauthor_uid=25199862
https://www.ncbi.nlm.nih.gov/pubmed/?term=T%C3%BCrkcan%20I%5BAuthor%5D&cauthor=true&cauthor_uid=25199862
https://www.ncbi.nlm.nih.gov/pubmed/?term=Demirk%C3%B6pr%C3%BCl%C3%BC%20H%5BAuthor%5D&cauthor=true&cauthor_uid=25199862
https://www.ncbi.nlm.nih.gov/pubmed/?term=Worthington%20H%5BAuthor%5D&cauthor=true&cauthor_uid=19536744

