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Letter to Editor

Dear Sir,
Third molar popularly called as wisdom tooth has been a prime concern 
for oral and maxillofacial surgeons owing to its associated problems.  
The failure to erupt in oral cavity, because of mechanical obstruc-
tion leads to impaction (fusion) of tooth with jaw bone. Conservative 
care of the impacted tooth is not feasible, considering its unfavour-
able anatomy. Thus surgical removal of tooth remains the gold stan-
dard for impacted teeth. Furthermore, a host of factors such as oc-
currence of pericoronitis (localised infection surrounding wisdom 
tooth), secondary caries and debris lodgement complicate the sce-
nario thereby requiring prompt service. Irrespective of the strict pro-
tocols undertaken, post-operative complications (alveolar osteitis and 
wound infection) have been reported in candidates.1 In order to con-
trol the wound infection, oral clinicians have been pushed to admin-
ister antibiotic via oral or intravenous route. Literature contains ample 
evidence on the former mode of delivery with an unclear summary.1  
Meanwhile, neither a controversy prevails nor do valid documents exist 
on intravenous antibiotics. Less has been discussed on the impact of IV  
antibiotics in dental tributaries. This could be the possible reason for 
being unpopular among oral physicians. Current letter addresses the in-
dications of IV antibiotics during third molar surgery to restore its un-
supported preference. 
In emergency circumstances (critical illness), oral delivery is restricted 
and demand prompt service for patients with severe infections. The 
potential alternative for oral route in such crisis is IV antibiotics. Indi-
cations of IV antibiotics are more applicable to immune compromised 
patients considering their increased risk to bacteremia. Oral intake is 
mutually affected because of ill- health and preference of IV route serves 
the purpose. At the same time, antibiotic prescription should be at re-
serve for high-risk candidates which include indwelling central venous 
catheter, prosthetic joint and compromised health.2-5 Earlier researches 
have preferred Penicillin (1g IV/ 1 hr pre-op), Clindamycin (300 mg IV/ 
1 hr pre-op) and Metronidazole (1g IV/ 1 hr pre-op) in the clinical tri-
als.1 Former historical drug is popular among health care professionals 
because of improved performance over the Streptococci and long half-

life. Candidates allergic to Penicillin could benefit from Clindamycin 
which is equally effective against anaerobes and Streptococci. The con-
centrations of Clindamycin reach peak level in tissue, thus enabling it 
to be indicated before minor oral surgical procedures.6 Metronidazole’s 
impelling resistance against the anaerobes responsible for majority of 
odontogenic infection enrol it among the standard IV drugs.
Unique feature of IV antibiotic being quick absorption helps to attain 
peak level in surgical site immediately after the onset of injection. Hence 
forth, maintaining its potency throughout the surgical manoeuvre. A vi-
tal concern during their delivery is dosage timing which indirectly influ-
ences the treatment prognosis. Delayed administrations hinder the drug 
potential and fail to reduce the post-surgical infection. Bottom line of 
antibiotic prophylaxis is to choose the right drug and maintain drug lev-
el in tissue prior\after surgical procedure. IV antibiotic satisfy the stated 
principles and minimise post-operative infections when administered 
two hours prior the procedure.7 Additional elements which influence in 
choosing IV administration are its associated risk for bacteremia and 
involved expenses. Even though post-operative bacteremia sustains less 
than quarter hour after bleeding, clinical prognosis relies on degree of 
trauma, duration consumed to recover with the least evidence of infec-
tions at surgical site. 
On a general note, periodic maintenance of drug-kit is essential to avert 
the usage of expired medication and contaminated needles. Later error 
could transport pathogens of infectious diseases like Hepatitis B, C and 
Human Immunodeficiency Virus (HIV). The well utilised short-term 
benefits of IV antibiotics could metamorphose to long-term conse-
quences on abuse. Inessential prescription of antibiotics may endanger 
the prevailing medical status and rather induce anti-microbial resis-
tance.8-10 In the interest of patient’s well-being, performing the dento-
alveolar surgery in medical hospital would be still secure. Though dental 
literature has not fed us with recent inputs on IV antibiotic for more than 
a decade, the rapid bio-availability in bloodstream reminds its superior 
efficacy over the oral route. It’s on good belief that our communication 
would motivate the oral physicians to reconsider IV antibiotics and un-
dertake new tasks in near future
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