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INTRODUCTION 

Pathway of alveolar socket healing is divided 

into three overlapping phases, the inflammatory, 

proliferative, and remodeling stages. During the 
inflammatory stage, blood clot is formed and 
numerous inflammatory cells migrate to the socket. 
A granulation tissue is then formed by angiogenesis 
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ABSTRACT

Objective: The purpose of this research was to compare the effectiveness of intra-alveolar 
platelet rich fibrin (PRF) and chlorhexidine gel for pain relief and quality of socket healing 
(Epithelialization) with prevention of dry socket after the surgical removal of impacted third molars.

Patients and methods: A total of 30 patients (17 males and 13 females; with a mean age of 30 
years). who required extraction of impacted third molars were randomly divided into three groups: 
PRF group ; PRF were placed in the extraction sockets ,chlorhexidine CHX gel 0.2% group ; 1 ml 
CHX were placed in the extraction sockets and control group, while the sockets remained empty. 
All the patients were evaluated for Pain (VAS), degree of inflammation, healthy granulation tissue 
formation and number of exposed socket walls (socket epithelialization) , dry socket incidence and 
maximum interincisal mouth opening MIO at 1st  , 3rdand 7th, post-operative day. 

 Results: In the PRF group, a significantly less pain was recorded in the third and seventh 
postoperative days (P = 0.003, 0.04) respectively. Group (PRF) showed better soft tissue and socket 
healing than chlorhexidine gel and control groups but non-significant difference was observed. PRF 
reduced the incidence of alveolar osteitis. .

Conclusion: PRF in this study illustrates the promising results to be used effectively in the 
prevention of alveolar osteitis. PRF treated cases showed better response to postoperative pain, 
better clinical socket healing with reduction of inflammation and more improvement of maximum 
interincisal mouth opening MIO than chlorhexidine gel 0.2% after the removal of third molars.

KEY WORDS: alveolar Osteitis, Dry socket, (PRF), Third molar surgery, chlorhexidine gel. 
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and the migration of immature fibroblasts. In the 
proliferative stage, the granulation tissue becomes 
rich in collagen fibers and cells, which provide a 
connective tissue matrix for rapid tissue formation. 
In this stage, several vessels and osteogenic cells 
are present and woven bone formation is initiated. 
In addition, the oral epithelial cell migration begins 
from the marginal gingiva to form the epithelial 
coverage. During the bone remodeling stage, the 
woven is replaced with lamellar bone and bone 
marrow. Choukroun et al.3 indicated that the most 
important aspects of healing include angiogenesis, 
immunity, the recruitment of circulating stem cells, 
and wound protection by epithelial coverage.1-3

Angiogenesis is one of the essential processes 
during wound healing. It is responsible for 
providing immunity as well as the regenerative 
cells, nutrition, and oxygen needed for the healing 
of the alveolar socket following tooth extraction. 
The healing process of extraction socket is 
affected by multiple local or systemic factors. 
The inappropriate removal of formed blood clots 
causes alveolar osteitis (AO) or dry socket. It 
is beneficial if strategies for preventing AO are 
directed toward more proangiogenic materials and 
modalities. Acute alveolar osteitis (AO) is one of 
the most common postoperative complications 
following teeth extraction. AO causes a sharp pain 
so temporarily reducing the quality patients of life 
. prevention remains the main therapeutic shield, 
there have been significant efforts to achieve an 
effective protocol aimed to reduce the prevalence 
of the alveolar osteitis. alveolar osteitis (AO) was 
defined by Blum 4 as “The presence of postoperative 
pain in and around the site of extraction which 
increases in severity between 1 and 3 days after the 
extraction, accompanied by a partially or totally 
disintegrated blood clot within the alveolar socket, 
with or without halitosis.5-8

 Exact etiology of AO is not fully clarified, but 
the fibrinolysis of the the blood clot as a result of 

bacterial invasion is the most common cause. It 
has been theorized that traumatic extraction or the 
presence of a bacterial infection hastens the release 
of plasminogen tissue activators resulting in the 
plasmin induction of fibrinolysis that disintegrates 
blood clot leading to alveolar osteitis. Alveolar os-
teitis AO has been considered a socially significant 
disorder as it requires extra time for its treatment.  
Majority of intervention for AO focus on prevention 
rather than treatment. Current preventive measures 
include anti-inflammatory agent, clot support agent, 
topical antibiotics, chlorhexidine, and tranexemic 
acid have been proposed to assist in the preven-
tion of AO. Antiseptics such as chlorhexidine have 
proved to be efficient in AO prevention.  Utilization 
of 0.2% chlorhexidine bioadhesive gel has resulted 
in new lines of research in dry socket prevention. 
Recently, good results have been reported, with us-
ing PRF, for prevention of dry socket after remov-
ing lower third molars. 9-12

Platelet-rich fibrin (PRF) is considered as a revo-
lutionary step in regenerative dentistry. The use of 
platelet concentrates for the improvement of soft and 
hard tissues regeneration has been reported. Plate-
let-rich fibrin (PRF) a second- generation aggregate 
was developed in 2001 in France by Prof. Dr. Joseph 
Choukroun3 which prepared by a simple procedure 
without need for anticoagulant factors. It has re-
generative properties and considered as autologous 
source for growth factors which are important in tis-
sue restoration and wound healing. PRF is an autolo-
gous fibrin matrix rich in platelets, leucocytes and 
monocytes that induce a cascade of multiple growth 
factors release. The PRF clot is achieved through a 
natural polymerization process during centrifugation 
and its natural and stable fibrin matrix is responsible 
for tissue regeneration. 13-17

There are assorted opinions regarding 
chlorhexidine CHX as an effective preventative 
measure of AO. The emerge of 0.2% CHX in the 
form of a bioadhesive gel has resulted in new lines 
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of research in AO prevention. Chlorhexidine gel can 
be placed within the alveolus, enabling a more direct 
and prolonged action on the socket. Chlorhexidine 
gel could be applied as a prophylactic approach, 
especially in patients with high risk of developing 
dry to aid in reducing the risk of dry socket 
development.  Although a significant reduction in 
dry socket incidence has been detected when using 
the CHX gel however a recent study, reported that 
there was relative risk of developing dry socket in 
sockets received chlorhexidine gel. The placement 
of CHX gel in an intra-alveolar fashion could 
potentially have an adverse effect on the clotting 
formation process within the surgical site. The local 
placement of the gel could interfere mechanically 
with the clot formation process. 18-22

There was an attention for a novel application of 
PRF in extraction sockets. This present prospective 
clinical research was designed to assess and compare 
the effectiveness of PRF and chlorhexidine gel 
placed directly into the surgical socket after removal 
of the mandibular third molar on acceleration of 
tissue healing and reducing potential postoperative 
complications, pain, trismus and the rate of alveolar 
osteitis

PATIENTS AND METHODS

This study was done on thirty patients (17 
male and 13 female) who required the removal of 
impacted third molars with difficulty score between 
7 and 10 on the basis of Pederson difficulty index23  
were included in the study.  Patients were treated at 
the Department of Oral and maxillofacial Surgery, 
Dental College, Ahram Canadian University. After 
obtaining approval from the ACU research and 
ethical committee, both genders, between 18 and 
47 years were enrolled in this study. Exclusion 
criteria included conditions such as pregnancy,  
immunocompromised disorders, smokers, diabetics 
and patients on steroid therapy. Those patients with 
incomplete follow‑up were excluded from the study.

After obtaining the history of each case, patients 
were clinically examined. Then, the procedure for 
the treatment, its complications, and follow‑up peri-
od was explained to patients. Patients joined for the 
study signed written consent. Preoperative and post-
operative panoramic x-ray view and intraoral peri-
apical (IOPA) radiographs were taken. The patients 
were randomly distributed into three groups, each 
consisting of 10 patients (sample size = 10/group): 
• PRF ‑treated group: Comprised patients having 
extraction socket filled with PRF before closure of 
the socket (Fig. 1). • Chlorhexidine gel 0.2‑treated 
group: Comprised patients having an extraction 
socket filled with CHX before closure of the socket 
(Fig. 2). • Control group: Involved patients having 
an extraction socket closed without any dressing.

Surgical procedure  

Surgical removal of mandibular third molars was 
done under local anesthesia (using 2% mepivacaine 
hydrochloride with 1:20,000 levonordephrine) 
(Alexandria Company for Pharmaceuticals and 
Chemical Industries, Alexandria, Egypt.) in 
atraumatic manner Figure 1. A triangular full-
thickness flap has been raised; buccal guttering 
was done using a surgical carbide bur. the socket 
was irrigated with 0.9 saline after removal of the 
tooth and achieving hemostasis. Before suturing 
of the mucoperiosteal flap incorporation of PRF or 
chlorhexidine gel 0.2% within the socket was done 
in the study groups. Platelet-rich fibrin buffy was 
applied in the extraction socket within 15 minutes 
after preparation and secured in position with 
sutures as in Figure 2 B and C. All extraction sockets 
(control and study groups) were sutured with a 3/0 
black silk suture. pharmacological treatments were 
the same for three groups;  antibiotics Amoxicillin 
500 mg 4 times/day for five days(Biomox, 
Sedico Company), analgesics (paracetamol 500 
mg, ADWIC Company) for 3 days with regular 
instructions. Outcomes were assessed for control 
and study groups.  Evaluation was done at 1st, 
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3rd and 7th day after extraction, all the procedures 
were done comfortably under local anesthesia on an 
outpatient basis without complication  except one 
case of CHX group who suffered from lip numbness 
that vanish within two weeks. On 1st, 3rd and 7th 
post-operative day: The patients were evaluated 
for signs of dry socket, pain, inflammation, and 
restriction in mouth opening (trismus). 

Method of preparation of platelet‑rich fibrin

PRF preparation was performed according 
to Dohan 13. The procedure was explained to the 
patients. Also, the patients were informed about 
the accidents of phlebotomy, hematoma, edema, 
or the doctor can’t find the vein. The area of the 
anticubital region was prepared with alcohol wipes 
and 10 ml of blood for two tubes was drawn from 
the patients’ cephalic or basilic veins using a safety 
blood collection set+ Luer adapter (Greiner Bio-
One GmbH, Austria) (Fig. 1B). The blood was 
then transferred to a centrifugal vial without any 
anticoagulant and centrifuged immediately using 
a tabletop centrifuge for 12 minutes at 2700 rpm. 
The resultant product consists of three layers :(1) 

Topmost layer consisting of acellular plasma  
(platelet poor plasma) (2) PRF clot in the middle 
which it is used clinically and (3) Red Blood Cells 
at the bottom that are discarded  (Fig. 1D)(Fig. 2A). 

Intra-alveolar PRF Application 

PRF clot was withdrawn from the centrifugal 
vial using Adson forceps. Most of the attached red 
blood cell was removed from the bottom of the PRF 
using scissors, and then the PRF plug was condensed 
using special PRF processing box (Nichrmnox Co.) 
to squeeze serum out of the Platelet-rich fibrin clot 
as described by Dohan 13, 14. The PRF plug was then 
placed in the socket then suturing was done (Fig 2).

Intra-alveolar Chlorhexidine Gel 0.2% Application

After the operation a chlorhexidine bioadhesive 
gel 0.2% (Sigma-Aldrich, st.loais, USA) was 
applied to same-sized dressings of gelatin sponge 
(Catanplast, Mascia Brunelli S.P.A., Italy).  
Impregnated dressing was pushed gently into the 
sockets. It was made sure that they had reached 
the socket floors and that there was no observable 
excess material.

Fig. (1) A. preoperative panoramic x ray view of bilateral 
impacted lower wisdom B. Preoperative clinical 
photograph C. buccodistal guttering D. PRF clot in 
middle of centrifuge vial

Fig. (2) A. Segregation of PRF plug B. PRF placement in 
extracted socket C. black silk suture closure D. One 
week postoperative healing
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Postoperative monitoring and variables 

Pain: The subjective feeling of pain assessment 
based on visual analogue scale VAS which was 
recorded from score 0 (no pain) to score 10 which 
revealed (worst pain) which was completed by the 
patient. The pain was evaluated post-operatively at 
day 1, 3, and 7. 

Socket healing and Granulation tissue 
formation: Clinical examinations of socket 
healing were performed on 1st, 3rd, and 7th day 
and assessed by the the number of exposed socket 
walls. Evaluation of soft tissue healing was based 
on the standard method.24 socket treated with 
PRF, Chlorhexidine gel and control groups were 
assessed clinically by the coverage of the exposed 
bone by soft granulation tissue formation and 
socket epithelialization which can be graded as: 0 
‑ no bony walls exposed, 1 ‑ only one bony wall 
exposed, 2 ‑ two bony walls exposed, 3 ‑ three bony 
walls exposed, and 4 ‑ four bony walls exposed. The 
granulation tissue was divided into healthy (pink in 
color and does not bleed on probing) and unhealthy 
granulation tissue (dark red in color and often bleeds 
on probing). Criteria for dry socket assessment were 
based on Blum’s method. 25 

The degree of inflammation: Inflammation 
was assessed clinically by gentle probing of the 
extraction socket to ensure presence or absence 

of gingival bleeding and recorded as no, mild, 
moderate, and severe bleeding.

Data collection and Statistical Analysis

Readings for each parameter was recorded post-
operatively on 1st, 3rd, and 7th day. Data from the three 
groups were collected, tabulated and statistically 
analyzed using a SPSS statistical package. The data 
were summarized as means and standard deviations 
for continuous outcomes (age, difficulty score, pain, 
mouth opening). ANOVA used to compare between 
the mean values of the three groups and repeated 
measures ANOVA used to evaluate the change by 
time in each group. The data were summarized 
frequency for qualitative data  inflammation and 
exposed socket wall scores) Chi square test used 
to compare between the mean values of the three 
groups. The level of significance was set at 5% 
for all statistical analyses and confidence interval 
at 95% (95% CI). The level of significance was 
concluded at P < 0.05.

RESULTS

Out of thirty patients, seventeen were males 
(64.4%) and thirteen were females (35.6%). Patient 
age ranged from 18 to 47 years. The mean degree 
of surgical difficulty was 7.38 ± 1.22. Out of 30 
patients, 3 patients had dry socket, 2 patients out 

Fig. (3) A. Preoperative photo of impacted lower wisdom. B. Surgical guttering. C. Absorbable gelatin sponge. D. Impregnation of 
CHX gel with gelatin sponge. E. CHX dressing placement. F.  CHX gel with gelatin sponge in socket 
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of 3 belong to control group. while single case was 
among the CHX study group

The sample of ten patients with a mean age of  
30 years were included in this study, the age and 
difficulty score (DS) distribution of the included 
cases at baseline  showed  non-statistically significant 
differences between the three groups table 1.

TABLE (1): Age and difficulty score (DS) distribution 
of the patients

Mean Std. Deviation P value 

AGE PRF 30.4 9.1433 0.73

CHX 31 7.61577

Control 28.5 4.55217

DS PRF 7.8 1.47573 0.95

CHX 8 1.24722

Control 7.9 1.52388

PAIN SCORE

 Three groups showed statistically significant 
decrease in pain scores (VAS values) after 1, 3, and 
7 days. However, there is statistically significant 
less pain for PRF group compared to other groups at 
3rd and 7th days. (table 2, fig 4)

Inflammation score:
The three groups showed statistically significant 

improvement in inflammation score after 1, 3, and 7 
days. However, there is more improvement for PRF 
group compared to other groups. On comparison of 
three groups there is a statistically non-significant 
difference. table 3 .

Socket healing

Exposed socket wall score:

Regarding Exposed bony socket walls score 
at 1st, 3rd and 7th days there are statistically non-
significant differences between groups. However, 
there is more improvement for PRF group compared 
to other groups. table 4 .

Maximum interincisal opening 

The three groups showed statistically significant 
increase in mouth opening after 1, 3, and 7 days. 
At different follow up periods, there is statistically 
significant more improvement for PRF group 
compared to other groups (table 5 , fig 5 ) .

TABLE (2): Pain scores (VAS values) after 1, 3, and 7 days of study and control groups

Group
P valuePRF CHX Control

Mean Std. Deviation Mean Std. Deviation Mean Std. Deviation
1 day 6.1 0.73786 6.6 0.5164 6.7 0.82327 0.12
3 days 2.1 0.99443 3.3 0.94868 3.6 0.84327 0.003*
7 days 0.4 0.5164 0.75 1.3 1.4 1.17379 0.04*
P value ˂0.0001* ˂0.001* ˂0.001*

*P < 0.05 mean statistically significant differences

Fig (4): Comparison of pain scores index of patients in three 
groups
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TABLE (3): Inflammation score after 1, 3, and 7 days for study and control groups

Group
P valuePRF CHX Control

Count  % Count % Count %

1 day 

Nil 0 0.00% 0 0.00% 0 0.00% 0.06
Mild 2 20.00% 0 0.00% 0 0.00%

Moderate 6 60.00% 3 30.00% 2 22.20%
Severe 2 20.00% 7 70.00% 7 77.80%

3 
days

Nil 4 40.00% 0 0.00% 0 0.00% 0.09
Mild 4 40.00% 4 40.00% 5 55.60%

Moderate 2 20.00% 4 40.00% 2 22.20%
Severe 0 0.00% 2 20.00% 2 22.20%

7 
days

Nil 10 100.00% 6 60.00% 5 55.60% 0.15
Mild 0 0.00% 3 30.00% 2 22.20%

Moderate 0 0.00% 1 10.00% 2 22.20%
Severe 0 0.00% 0 0.00% 0 0.00%

P value ˂0.0001* ˂0.0001* ˂0.001*

* P < 0.05 mean statistically significant differences 

TABLE (4): socket walls score at first 3rd and 7th days for study and control groups

Group

P valuePRF CHX Control

Count  % Count % Count %

1 
day 

0 wall 10 100.00% 10 100.00% 8 80.00% 0.11

1 wall 0 0.00% 0 0.00% 2 20.00%

2 walls 0 .0% 0 .0% 0 .0%

3 walls 0 .0% 0 .0% 0 .0%

4 walls 0 .0% 0 .0% 0 .0%

3 
days

0 wall 7 70.00% 4 40.00% 4 40.00% 0.55

1 wall 2 20.00% 3 30.00% 4 40.00%

2 walls 1 10.00% 2 20.00% 0 0.00%

3 walls 0 0.00% 0 0.00% 1 10.00%

4 walls 0 0.00% 1 10.00% 1 10.00%

7 
days

0 wall 10 100.00% 7 70.00% 6 60.00% 0.27

1 wall 0 0.00% 2 20.00% 2 20.00%

2 walls 0 0.00% 1 10.00% 2 20.00%

3 walls 0 .0% 0 .0% 0 .0%

4 walls 0 .0% 0 .0% 0 .0%

*P < 0.05 mean statistically significant differences 
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DISCUSSION

Regenerative dentistry is in continuous progress 
to improve the clinical outcomes and to reduce 
surgical complications. From this view, there was 
an attention toward the assessment of a novel 
technique in post-extraction phase by using the PRF 
to improve soft tissue healing and to reduce post-
extraction complications. The key compositions 
of PRF which enhance the healing process are: the 
fibrin structure which serving as a supporting matrix 
for angiogenesis, the platelets which release growth 
factors that promote regeneration and the presence of 
leukocytes and stem cells which have (antibacterial, 
angiogenesis, and regenerative properties). PRF also 

reported to enhance the coverage of injured tissues 
through its positive effect on epithelial cells and 
fibroblasts. Dohan et al. 15 suggested that PRF can 
correct destructive reactions in the natural process 
of healing; Thus PRF has immune regulatory 
mechanism rather than inflammatory modulation. 
The present study is an attempt to assess the healing 
potential of PRF in comparison with CHX. The 
rationale for using PRF in our study was based on 
previous studies, which showed the potential of 
PRF in the process of soft and hard tissue healing.  
In the present study efficacy of PRF and CHX was 
evaluated on the basis of capability to provide pain 
relief and clinical evidence of socket healing.

In this study, PRF and CHX gel had positive 
effects regarding postoperative pain in the study 
group compared with control group as shown in 
Table 2, this reduction in pain level considered 
statistically to be significant as P value was 0.003 
and 0.04 at 3rd and 7th day respectively. This was 
in agreement with a study published by Singh et 
al22. The results of the present study disagree with 
Ozgul et al26. Current study revealed that PRF 
significantly reduced postoperative pain following 
surgical removal of impacted third molars. This 
could reflect a better healing of the extraction 
sockets. VAS scores for pain improved gradually 
during the follow-up period and the intensity of 

TABLE (5): Maximum interincisal mouth opening for study and control groups

Group

P valuePRF CHX Control

Mean Std. Deviation Mean Std. Deviation Mean Std. Deviation

1 day 35.5 3.97911 32.8333 32.2 31.3 4.02906 0.042*

3 days 40.4 2.41293 37 3.39935 34.3 2.58414 ˂0.0001*

7 days 45.5 2.50555 40.5 2.3214 38.8 2.48551 ˂0.0001*

P value ˂0.0001* ˂0.001* ˂0.001*

*P < 0.05 mean statistically significant differences 

Fig (5): Comparison of Maximal interincisal mouth opening of 
patients in three groups
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pain decreased in study groups over a period of 
time. This decrease was significantly more in PRF 
group (Table 2, Fig 4). Reductions in pain level by 
the use of PRF might be due to PRF action as an 
immune regulator and may decrease the deleterious 
effects of inflammation as described by the Dohan 
et al. 21 It has been suggested that the fibrin matrix 
results in angiogenesis, therefore it provides natural 
resurfacing of the socket wound, which results in 
the covering of the exposed nerve endings in the 
socket leading to a marked decrease of associated 
pain. 

PRF and CHX gel enhanced the quality of soft 
tissue healing as recorded by (healing index of 
Landry et al24) and reduced signs of inflammatory 
process including (bleeding) within the study 
group compared with control group at the 3rd. 
and 7th day after extraction.  However, there is 
more improvement for PRF group compared to 
CHX group. This was in coincidence with a study 
published by Marenzi et al27 and Kumar et al28. 
Platelet-rich fibrin and CHX gel showed positive 
effects on acceleration of epithelialization among 
study group compared with control group but it was 
statistically non-significant as P value equaled 0.27 
(Table 4) at the 1st week after extraction. 

In this study, alveolar osteitis AO was developed 
in 2 patients among control group 20% while it 
was 10 % and 0% for CHX & PRF respectively 
among study group, but this was not statistically 
significant to prove the effects of PRF on dry socket 
prevention. PRF is a healing biomaterial; perhaps 
this could explain the significant difference in the 
incidence of AO encountered in the PRF group 
compared with the control group. The positive role 
of PRF in the prevention of AO was also reported 
by Hoaglin and lines29 and Eshghpour et al30.  It has 
been reported that PRF can act as scaffolding and 
reservoirs for angiogenic factors during the wound-
healing period.

Regarding measures to prevent post-extraction 
complications our results are similar to Abu-

Mostafa et al31, Haraji and Rakhshan32, Barbar et al33 
that noted the positive effect of 0.2% chlorhexidine 
and reported that 0.2% CHX gel was a good 
prophylactic agent and it can reduce edema and 
AO incidence where it applied in the intra-alveolar 
site after impacted third molar removal regarding 
the effectiveness of a single-dose of intra-alveolar 
placement of 0.2% CHX gel. Requena-Calla and 
Funes-Rumiche18 reported no relationship between 
CHX gel and the reduction of AO incidence. The 
bio-adhesive 0.2% chlorhexidine gel could improve 
the action of chlorhexidine since placement of 
chlorhexidine gel directly into the socket will allow 
a more direct action on the alveolus, and also we can 
see the long lasting effect of the gel placed. 0.2% 
chlorhexidine bioadhesive gel was impregnated on 
dressings of gelatin sponge and pushed gently into 
the sockets. The compressive effect on the alveolar 
walls may facilitate bleeding cessation as well as 
the hemostatic effect of gelatin sponge. 

In our study alveolar socket healing was better in 
PRF group as compared to CHX and control groups 
at the 3rd and 7th post-treatment days. PRF showed 
much better results with improved socket healing 
and reduced inflammation, effective pain control, 
along with being more economical, compared to 
CHX. Exposed bony walls in extraction sockets 
showed better healing with granulation tissue 
formation at day 3 and 7 and coverage of healthy 
granulation tissue post-operatively, after being 
treated with PRF (Fig 2D). This is attributing PRF 
has a slow continuous release of growth factors 
for at least seven. PRF as a filling material in 
extraction socket; clinically it has been confirmed 
the neovascularization and epithelial coverage of 
the extraction socket. PRF contains platelets and 
plasma rich in growth factors, copious amount of 
growth factors such as platelet-derived growth factor 
(PDGF), platelet-derived endothelial growth factor 
(PDEGF), platelet-derived angiogenesis factor 
(PDAF), transforming growth factor beta (TGF-b), 
and epidermal growth factor (EGF) liberated from 
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PRF network; these factors play an essential role 
fibroblasts recruitment, increased angiogenesis, 
tissue reconstitution, and finally covering of the 
wound. These factors enhance granulation tissue 
production and epithelialization.

On the basis of clinical evaluation and statistical 
analysis we found that in patients where intra 
alveolar chlorhexidine gel or PRF was placed there 
was significant reduction in pain on the 3rd post-
operative day and 7th post-operative day. Mouth 
opening was also good post-operatively when 
compared with control group. In statistical analysis, 
the probability value (P value) for mouth opening, 
in overall comparison of study and control groups 
was less than 0.05 (Table 5&Fig 5) which prove 
it to be statistically significant. From this it can be 
concluded that both chlorhexidine gel and PRF is 
effective in reducing post-extraction complications 
such as trismus but PRF is more effective.

In our observation, we found that patients 
were maximally benefited by the placement of 
PRF as none of the patients in this group reported 
with alveolar osteitis. In this study, three patients 
developed dry socket, for two patients in control 
group, and for one patient in chlorhexidine gel group 
were detected. The results from this study showed 
that PRF promoted the quality of soft tissue healing 
at the 1st week after surgical extraction. PRF are 
clearly showing optimistic improvement in clinical 
signs. However, further studies with larger sample 
size are necessary. 

CONCLUSION

This study indicates that both chlorhexidine gel 
and PRF are effective in reducing post-operative 
complications which are pain, inflammation, 
reduction in mouth opening and dry socket. This 
improvement signifies and highlights the use of 
chlorhexidine gel and PRF in the prevention of 
alveolar osteitis after extraction of mandibular 
third molar. The limitation of the present study is 
reduced sample size. In our study, we found that 

PRF has appropriate affirmative outcomes. The 
results of this study showed that (PRF) has good 
pain control with good epithelisation of the socket 
and better clinical socket healing with reduction of 
inflammation. Within the limitations of the present 
study, platelet-rich fibrin (PRF) application after 
mandibular third molar surgery is a good biologic 
material that reduces postoperative complications 
such as alveolar osteitis.
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