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case cannot be included in the first

group of DSO lesions which results from

overuse of the masticatory muscles. It is

also difficult to consider the case in the

second group owing to the absence of

pus formation, fistula formation, or

sequestration. In our opinion, this case

of diffuse sclerosing osteomyelitis might

have resulted from a bacterial infection

of the alveolar bone following tooth

extraction. Besides, the existence of a

localized chronic hyperplastic gingivitis

in the region could be as a result of the

infection. The aetiology of gingivitis in

the region was probably the deposition

of calculus due to a problematic healing

process of the affected area. All

persistent complications following an

extraction should be investigated

carefully. In conclusion, definitive

diagnosis of diffuse sclerosing

osteomyelitis should not be made

without the histopathological

examination of the surgical specimen,

since the other findings may be

misleading.
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COCHRANE SYNOPSES

Esposito M, Coulthard P, Oliver R,

Thomsen P, Worthington HV.

Antibiotics to prevent complications

following dental implant treatment

(Cochrane Review). In: The Cochrane

Library, Issue 3, 2004. Oxford, UK:

Update Software.

‘No strong evidence either to

recommend or discourage the use of

antibiotics to prevent infections when

having a dental implant inserted.

Missing teeth can sometimes be

replaced with dental implants to which

a crown, bridge or denture can be

attached. Bacteria introduced during

placement of implants can lead to

infection. No reliable evidence of the

effects of preoperative antibiotics for

patients receiving implants was found.

Some people are prone to infection,

including those with immuno-

deficiencies or metabolic diseases (like

diabetes), people at risk of

endocarditis (a heart infection) and

people who have received

radiotherapy to the head and neck

area. For these patients, preoperative

antibiotics might be beneficial. These

recommendations are not based on

evidence from the review, but on

subjective clinical sense and

experience.’

Marinho VCC, Higgins JPT, Logan S,

Sheiham A. Fluoride mouthrinses for

preventing dental caries in children

and adolescents (Cochrane Review).

In: The Cochrane Library, Issue 3,

2004. Oxford, UK: Update Software.

‘Regular supervised use of fluoride

mouthrinses by children would reduce

their tooth decay, even if they drink

fluoridated water and use fluoridated

toothpaste.

Fluoride is a mineral that prevents

tooth decay (dental caries). Since

widespread use of fluoride toothpastes

and water fluoridation, the value of

additional fluoride has been

questioned. Fluoride mouthrinse is a

concentrated solution that needs to be

used regularly to have an effect. The

review of trials found that regular use

of fluoride mouthrinse reduces tooth

decay in children, regardless of other

fluoride sources. One in two children

with high levels of tooth decay (and

one in 16 with the lowest levels) would

have less decay. However, more

research is needed on adverse effects

and acceptability of mouthrinses.’


