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MANDIBULAR NERVE

www.medinaz.com . Nerve to medial pterygoid muscle
. Masseteric nerve
. Deep temporal nerves
. Nerve to lateral pterygoid muscle
. Buccal nerve

Inferior alveolar
nerve




Merves Anesthetized

1. Inferior alveolar nerve, a branch of the posterior division
of the mandibular division of the trigeminal nerve (V3)

2. Incisive nerve

3. Menrtal nerve

4. Lingual nerve (commonly)

Areas Anesthetized

1. Mandibular teeth to the midline (Fig. 14.1)

2. Body of the mandible, inferior portion of the ramus

3. Buccal mucoperiosteum, mucous membrane anterior to
the mental foramen (mental nerve)

4. Anterior two-thirds of the tongue and floor of the oral

cavity (lingual nerve)
Lingual soft tissues and periosteum (lingual nerve)

Inferior Alveolar Nerve Block

k Lingual soft
| | tissue
[ ' and bone

f——— Tongue

{
[ | Alveolar
| mucous

Mental ‘ /| membrane

/  Extraoral
soft tissue

* Fig. 14.1 Area anesthetized by an inferior alveolar nerve block.
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Technique

1

. Alongdental needle is recommended for the adult patient

or any pediatric patient where the soft tissue depth art the
injection site is approximately 20 mm. A 25-gauge long
needle is preferred; a 27-gauge long is acceptable.

. Area of insertion: mucous membrane on the medial (lin-

gual) side of the mandibular ramus, at the intersection
of two lines—one horizontal, representing the height
of needle insertion, the other vertical, representing the
anteroposterior plane of injection.

. Target area: inferior alveolar nerve as it passes downward

toward the mandibular foramen but before it enters into
the foramen.

. Landmarks (Figs. 14.2 and 14.3):

a. Coronoid notch (greatest concaviry on the anterior
border of the ramus).

b. Pterygomandibular raphe (vertical portion).

c¢. Occlusal plane of the mandibular posterior reeth.

. Orientation of the needle bevel: less critical than with

other nerve blocks, because the needle approaches the

IAN at roughly a right angle.

. Procedure:

a. Assume the correct position:

i. For a right IANB, a right-handed administra-
tor should sit at the 8 o'clock position {'acmg the
patient (Fig. 14.4A).

ii. For a left JANB, a right-handed administrator
should sit at the 10 o'clock position facing in the
same direction as the parient (see Fig. 14.4B).

b. Position the patient supine (recnmmended] Or semisu-
pine (if necessary). The mouth should be opened wide to
allow greater visibility of, and access to, the injection site.

c. Prepare tissue at the injection site:

Dry it with sterile gauze.

Apply topical antiseptic (optional).

Apply topical anesthetic for 1 to 2 minutes.

bl e
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the occlusal plane of the mandibular molar teeth. In
most patients, this line lies 6 to 10 mm above the
occlusal plane.

b. The finger on the coronoid notch is used to pull the
tissues laterally, stretching them over the injection
site, making them taut, and enabling needle insertion
to be less traumatic, while providing better visibility.
If possible, use a mouth mirror to minimize the risk
of accidental needlestick injury to the administrator.

c. The needle insertion point lies three-fourths of the
anteroposterior distance from the coronoid notch
back to the deepest part of the pterygomandibular
raphe: The line should begin at the midpoint of the
notch and terminate at the deepest (most posterior)
portion of the pterygomandibular raphe as the raphe
bends vertically upward toward the palate.

d. The posterior border of the mandibular ramus can be
approximated intraorally by use of the pterygoman-
dibular raphe as it bends vertically upward toward the
maxilla (see Fig. 14.3).

e. An alternative method of approximating the length
of the ramus is to place your thumb on the coronoid
notch and your index finger extraorally on the pos-
terior border of the ramus and estimate the distance
between these points. However, many practitioners
(including this author) have difficulty envisioning the
width of the ramus in this manner.

« Fig.14.5 Note the placement of the syringe barrel at the corner of the
mouth, usually corresponding to the premolars. The needle tip gently
touches the most distal end of the pterygomandibular raphe.

*The prerygomandibular raphe continues posteriorly in a horizontal plane

from the retromolar pad before turning vertically toward the palate; only
the vertical portion of the prerygomandibular raphe is used as an indicator * Fig. 14.6 Placement of the needle and syringe for an inferior alveolar
of the posterior border of the ramus. nerve block.




2. Anteroposterior site of injection: Needle penetration
occurs at the intersection of two points. (Fig. 14.7):

d.

Point 1 falls along the horizontal line from the coro-
noid notch to the deepest part of the pterygoman-
dibular raphe as it ascends vertically toward the palate
as just described.

Point 2 is on a vertical line through point 1 about
three-fourths of the distance from the anterior border
of the ramus. This determines the anteroposterior site
of the injection.

. Penetration depth: In the third parameter of the IANB,

bone should be contacted. Slowly advance the needle
until you can feel it contact bone.

a.

For most patients, it is not necessary to inject any
local anesthetic solution as soft tissue is penetrated.
For anxious or sensitive patients, it may be advisable
to deposit small volumes as the needle is advanced.
Buffered local anesthetic solutions are recommended
as they decrease the patient’s sensitivity during needle
advancement.

The average depth of penetration to bony contact, in
the adult, is 20 to 25 mm, approximately two-thirds
to three-fourths the length of a long dental needle
(Fig. 14.8).

. The needle tip should now be located slightly superior

to the mandibular foramen (where the IAN enters

[disappears into] bone). The foramen can neither be

seen nor be palpated clinically.

If bone is contacted too soon (less than half the length

of a long dental needle in an adult), the needle tip

is usually located too far anteriorly (laterally) on the

ramus. To correct this (Fig. 14.9):

i. Withdraw the needle slightly bur do not remove
it from the tissue.

ii. Bring the syringe barrel more toward the front of
the mouth, over the canine or lateral incisor on
the contralateral side.

iii. Redirect the needle until a more appropriate
depth of insertion is obtained. The needle tip is
now located more posteriorly in the mandibular
sulcus.



* Fig. 14.9 (A) The needle is located too far anteriorly (laterally) on the
ramus. (B) To correct this, withdraw it slightly from the tissues (7) and
bring the syringe barrel anteriorly toward the lateral incisor or canine (2);
reinsert the needle to proper depth.

f. Ifbone is not contacted, the needle tip is usually located
too far posterior (medial) (Fig. 14.10). To correct this:
i. Withdraw it slighty in tissue (leaving approxi-
mately one-fourth of its length in tissue) and
reposition the syringe barrel more posteriorly
(over the mandibular molars).

ii. Continue needle insertion until contact with bone

is made at an appropriate depth (20 to 25 mm).



Insert the needle. When bone is contacted, withdraw
approximately the needle by 1 mm to prevent sub-
periosteal injection.
Aspirate in two planes. If negative, slowly deposit
1.5 mL of anesthetic over a minimum of 60 seconds.
(Because of the high incidence annﬁitive aspiration
and the natural tendency to deposit solution too rap-
idly, the sequence of slow injection, reaspiration, slow
injection, and reaspiration is strongly recommended.)
Slowly withdraw the syringe, and when approximately
half its length remains within tissues, reaspirate. If nega-
tive, deposita portion of the remaining solution (0.2 mL)
to anesthetize the lingual nerve.

i. In most patients, this deliberate injection for lingual
nerve anesthesia is not necessary because local anes-
thetic from the JANB anesthetizes the lingual nerve.

Withdraw the syringe slowly and make the needle safe.
. After approximately 20 seconds, return the patient to
a comfortably upright or semiupright position.

Wait 3 to 5 minutes before testing for pulpal anesthesia.
Following completion of the IANB, the author
strongly recommends the infiltration of approxi-
mately 0.6 to 0.9 mL of articaine hydrochloride
{PIE{:El'Elbl}-’ buffered) in the buccal fold at the apex
of each mandibular tooth to be treated. This has



been demonstrated to increase the success rate
of IANBs (as well as other “mandibular” nerve
blocks).?” (See Chapter 20 for a more detailed dis-
cussion of buffered local anesthetic solutions.)

Signs and Symptoms

L.

Subjective: Tingling or numbness of the lower lip indi-
cates anesthesia of the mental nerve, a terminal branch
of the inferior alveolar nerve. This is a good indication
that the IAN is anesthetized, although it is nort a reliable
indicator of the depth of anesthesia.

Soft tissue anesthesia is zever a guarantee of pulpal anesthesia.
Subjective: Tingling or numbness of the tongue indicates
anesthesia of the lingual nerve, a branch of the posterior
division of V3. It usually accompanies [ANB but may be
present without anesthesia of the inferior alveolar nerve.
Objective: Use of a ﬂreezing spray (e.g., Endo-Ice) or an
electric pulp tester (EPT) with no response to maximal
output (80/80) on two consecutive tests at least 2 min-
utes apart serves as a guarantee’ (~99%) of successful

._-l-\,

pulpal anesthesia in nonpulpitic teeth.”’*"

Objective: No pain is felt during dental therapy.



Safety Feature

The needle contacts bone, preventing overinsertion with its
attendant complications.

Precautions

1. Do not deposit local anesthetic if bone is not contacted.
The needle tip may be resting within the parotid gland
near the facial nerve (cranial nerve VII), and a transient
blockade (paralysis) of the facial nerve may develop if
local anesthetic solution is deposited.

2. Avoid pain by not contacting bone too forcefully.



Failures of Anesthesia

The most common causes of absent or incomplete JANB are:
I. Deposition of anesthetic too low (below the mandibular
foramen). To correct this, reinject anesthetic art a higher
site (approximately 5 to 10 mm above the previous site).

2. Deposition of the anestheric too far anteriorly (laterally)
on the ramus. This is diagnosed by lack of anesthesia
except at the injection site and by the minimum depth
of needle penetration before contact with bone (e.g., the
[long] needle is usually less than halfway into tissue). To
correct this, redirect the needle tip posteriorly.

3. Accessory innervation to the mandibular teeth:

a. The primary symptom is isolated areas of incomplete
pulpal anesthesia encountered in the mandibular molars
(most commonly the mesial portion of the mandibular
first molar).

b. Although it has been postulated that several nerves
provide the mandibular teeth with accessory sen-
sory innervation (e.g., the cervical accessory and




Complications

1. Hematoma (rare):
a. Swelling of tissues on the medial side of the mandibu-
lar ramus after the deposition of anesthetic.
b. Management: apply pressure to the area for a mini-
mum of 3 to 5 minutes.
2. Trismus:
a. Muscle soreness or limited opening of mandible:

i. A slight degree of soreness when opening the
mandible is extremely common after IANB (after
anesthesia has dissipated).

ii. More severe soreness associated with limited
mandibular opening is rare.
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The terminal ends of the inferior alveolar nerves cross over the mandibular midline slightly =
and provide conjoined innervation of the mandibular incisors.
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In this case, the infiltration injection is made close to the midline on the side of the block =
anesthesia, but the solution Is deposited labial to the incisors on the opposite side of thg
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The &xternal landmarks to help align the needle for this injection are the tragus of the =
edr and the corner of the mouth. The needle is inserted just medial to the tendon of
e temporal muscle and considerably superior to the inserfion point for conventional
mandibular block anesthesia. The needle is also inclined upward and parallel to a line
from the corner of the patient’'s mouth to the lower border of the tragus (intertragic
nofch). The needle and the barrel of the syringe should be directed toward the
injection site from the corner of the mouth on the opposite side




walry Nerve MAXILLARY NERVE

: Trigeminal ganglion
www.medinaz.com ©

Type: Sensory Communicating br.

"ICourse: Trigeminal ganglion -> cavernous sinus -> foramen - s s

rotundum -> pterygopalatine fossa -> infratemporal fossa -> inferior ol 5. Superor mtiel b
orbital fissure ->/infraorbital nerve (terminal branch) -> respective —
anatomical structures

1. Palpebral br.

Nasopalatine nv.

1Branches: -Meningeal -zygomatic -zygomaticofacial -
zygomaticotemporal -infraorbital -anterior, middle, and posterior
uperior alvegjar nerves -nasopalatine -greater palatine -lesser palatine

-
8
:
s
£
:

pharynx -palate -nasal cavity, and nasopharynx -teeth and
-skin over the side of the nose -lower eyelid -cheek, and

- i ‘ -
rvation: -Dura mater of the middle cranial fossa -Mucosa of Lesser palatine nv "" = “
' 989!
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» This thickness of bone renders the supraperiosteal injection at the apices of the
roots of the second primary molar much less effective;

®» fhe injection should be supplemented with a second injection superior to the
maxillary tuberosity area to block the posterior superior alveolar nerve, as has
een fraditionally taught for permanent molars (Fig. 16.10).

This supplemental injection helps compensate for the additional bone thickness
and the posterior middle superior alveolar nerve plexus in the area of the second
primary molar, which compromise the anesthesia obtained by injection at the
apices only
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se of the horizontal and vertical growth of the maxilla that has occurred by the
the premolars erupt, the buccal cortical bone overlying their roots is thin enough to
ermit good anesthesia with this method




If the rubber dam clamp impinges on the palatal tissue,

injection of a drop or two of the anesthetic solution into the free marginal
tissue lingual to the clamped tooth alleviates the discomfort and is less
painful than the true

:S,)0 oS wuac 8,5 greater (anterior) palatine injection. =
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Area of insertion: height of the mucobuccal fold directly over the first
premolar

The needle may be inserted into the height of the mucobuccal fold over
any tooth from the second premolar anteriorly to the central incisor. The
ensuing path of penetration is toward the target areq, the infraorbital
foramen. The first premolar usually provides the shortest route to this target
areq.

Target area: infraorbital foramen (below the infraorbital notch)

. Feel the infraorbital notch
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 Fig. 13.19 (A) Palpate the infraorbital notch. (B) Location of the infracrbital foramen in relation to the
infraorbital notch.

* Fig. 1320 Using a finger over the foramen, lift the lip, and hold the
tissues in the mucobuccal fold taut.

* Fig.13.21 Insert the needle for anterior superior alveolar nerve block

m.
n.

* Fig. 13.22 Advance the needle parallel to the long axis of the tooth to
preclude prematurely contacting bone. Note how the bone of the max-
illa becomes concave between the root eminence and the infraorbital
foramen (note the shadow).

ii. Any lateral deviation of the needle from the infraor-
bital foramen (correct this before injecting solution).

iii. Orientation of the bevel (facing bone).

Position the needle tip during injection with the bevel
facing into the infraorbital foramen and the needle tip
touching the roof of the foramen (Fig. 13.23).
Aspirate in two planes.
Slowly deposit 0.9 to 1.2 mL (over 30 to 40 seconds). Litde
or no swelling should be visible as the solution is deposited.

T€ eha naadla vim ic neanarks incacrad av tha Ananine oF tha




Infraorbital
Nerve Block
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Definition of Pain

Pain is a highly personalized state often preceding tissue damage that is either real (e.g., skin

laceration) or apparent (e.g., excess bowel distension) as a result of an adequate stimulus.

Under normal circumstances, the state of pain implies that there is a simultaneous activation of

cognitive, emotional, and behavioral consequences that provide both motivation and a direction

fof action.

physiologically, pain involves neural signals that are transmitted over a multitude of pathways

Involving neurons that are specialized in space, biochemistry, size, and shape.



Analgesics

= Definition

Analgesicsare medicines that selectively relieves pain by acting in the central nervous system(CNS) or

on the peripheral pain mechanism, without significantly altering consciousness.

l. rcotic Analgesics (NSAID)

[1./  Natcotic Analgesics




Routes of analgesic administration

Oral Routes of Drug Administration

= |Intramuscular Injection g - _ : Parenteralk IV, IM SC
= [ntravenous Injection |
= PCA: Patient Controlled Analgesia

Other routes

Trans@ermal

Sublingual

Morphine

Epidural/ Intrathecal Administration



Nonnarcotic Analgesics(NSAID)

ACCORDING TO MECHANISM OF ACTION

NSAIDs

(Essentials of medical pharmacology- KD Tripathi )




NSAl

Inhibiting prostaglandin synthetase in the periphery and CNS
= possess analgesic and anti inflammatory properties

= fewer bleeding problems than aspirin

= side effects reported include:

gastroiptestinal upset

eye problems
hepatic dysfunction

renal dysfunction




lbuprofen

Widely used in rheumatoid arthritis, osteoarthritis, and other musculoskeletal disorders.

Ibuprofen (400mg) has been found equally or more efficacious than a combination of aspirin

650mg + codeine 60mg in relieving dental surgery pain.

Indicated in soft tissue injuries, tooth extraction, fractures, postpartum and postoperatively.

opical cream preparation is absorbed into fascia and muscle.

A liquid gel preparation of ibuprofen provides prompt relief in postsurgical dental pain.



=  Adverse effects

o Side effects are milder than aspirin.

Gastric discomfort, nausea, vomiting most common side effects.

effects include head ache, dizziness, blurring of vision, tinnitus and depression.

Confraindicated in pregnant women and avoided in peptic ulcer patient.

1% increase in the rate of renal cell carcinoma, the most common form of kidney cancer, in

nurses who regularly took ibuprofen and other nsaids, such as naproxen.

Ibuprofen has been associated with the onset of bullous pemphigoid or pemphigoid-like blistering.



lbuprofen

» 4-10 mg/kg/dose g6-8h; maximum daily dose: 40 mg/kg/day
1. Tablet

200 mg
400 mg
600 mg




4. Suppositories
75 mg
150 mg

5. Topical gél %5
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= Tablet : 80mg, 100mg,325mg

= An injectable preparartion biospirin recently available

= Pharmacologic properties:

salicylates are weak organic acids; These agents are rapidly absorbed from the intestine as well as

from thg’stomach, where the low ph favors absorption.
echanism of action:

Irin is a weak organic acid that is unique among the NSAIDS in that it irreversibly acetylates

d, thus, inactivates) cyclooxygenase.



ASpPIrn

1. Side effects in analgesic dose (0.3 -1.5g/day)

Duodenal ulcer

» Gastric mucosal damage - peptic ulcer.

» Nausea, vomiting, blood loss in stools (haemotochesia).

g

I'ess. Gastric ulcers

Epigastric dj

yperventilation.

Reye's syndrome: in children - hepatic encephalopathy (children suffering form chicken pox or
|nfluenza).



ASpPIrn

Therapeutic uses
* Antipyresis:
o The antipyretic dose of salicylate for adults is 325 mg to 650 mg orally every 4 hours.

o Salicylates are contraindicated for fever associated with viral infection in children;, 50 to 75 mg/kg per

day has Jgeen given in four to six divided doses, not to exceed a total daily dose of 3.6 g.

licylates are valuable for the nonspecific relief of minor aches and pain (e.g., headache, arthritis,

ysmenorrhea, neuralgia, and myalgia).

or this purpose, they are prescribed in the same doses and manner as for antipyresis.



atoid Arthritis:
aspirin is regarded as the standard against which other drugs should be compared for the treatment.

o Therapy with salicylates produces analgesia adequate to allow more effective movement and physical

therapy in osteoarthritis and rheumatoid arthritis.

Cancgr Chemoprevention:

idemiological studies suggested that frequent use of aspirin is associated with as much as a 50%

dgcrease in the risk of colon cancer.



Precautions and contraindications

Peptic ulcer

= Children suffering from influenza, chickenpox
= Chronic liver diseases

Vitamin K deficiency

CHEF, lower cafdiac reserve

Delayed labor, more postpartum bleed,
GgPD deficiency
spirin can cause a mild degree of hemolysis in individuals with a deficiency of glucose-6-phosphate dehydrogenase.

topped 1 week before elective surgery.



g

etorolac

= Pharmacokinetics and metabolism:
o Ketorolac has a rapid onset of action, extensive protein binding, and a short duration of action
Oral bioavapability is about 80%..

Achieving peak plasma concentration in 30-50 minute

Ination half life of 4-6 hours. The rate of elimination is reduced in elderly & in renal failure.

Iphibit platelet aggregation & promote gastric ulceration



At usual oral doses include somnolence, dizziness, headache, gastrointestinal pain, dyspepsia, nausea,

and pain at the site of injection.
= Contra-indications:

o Patients on anticoagulants. (Safely used in patient with peptic ulcer, cardiac and renal problems)

r NSAIDs, aspirin sensitivity is a contraindication to the use of ketorolac.



Therapeutic uses

Ketorolac has been used as a short-term alternative (less than 5 days) to opioids for the treatment

of moderate to severe pain and is administered intramuscularly, intravenously, or orally.
Typical doses are 30 to 60 mg (intramuscular); 15 to 30 mg (intravenous); and 5 to 30 mg (oral).

Ketorolac 4§ used widely in postoperative dental and musculoskeletal pain.

(ophthalmic) ketorolac i1s FDA approved for the treatment of seasonal allergic

confunctivitis and postoperative ocular inflammation after cataract extraction.

dental pain ketorolac has been rated superior to aspirin 650mg , PCM 600mg, and equivalent to

ouprofen 400mg.



tration injection of ketorolac at on oral site produced significant analgesic effects, particularly

In treating pain of mandibular origin

= 0.1% ketorolac tromethamine oral rinse for the prevention of periodontal disease progression in

adults has recently been demonstrated.

Ketorolac tromethamine (KT) gel, an antiinflammatory drug, significantly reduces the amount of

one loss from gingivitis, KT is a particularly suitable NSAID for treating alveolar bone

loss fecause It IS not bitter, irritating, and is soluble in water.

NDC 68462-757-02

Ketorola Tromethamine {
Injection, USP

60 mg/2 mL (30 mg/mL) ;
For Intramuscalar Use Oaly. ¢

G. o
Moy 2 mL Single-Dose V@



,Ace

the most common analgesic used in pediatrics
It is an effective analgesic and antipyretic that Is as potent as aspirin

Unlike aspirin, acetaminophen does not inhibit platelet function

causes Jess gastric upset
no clinically significant anti inflammatory properties
y result in acute liver failure with serious or fatal hepatic necrosis

0-15 mg/kg/dose g4—-6h as needed; do not exceed 5 doses in 24 h

onhen



Acetaminophen

= Pharmacological Properties.

o Acetaminophen inhibits prostaglandin synthesis in the CNS. This explains its antipyretic and

analgesic properties.

Acetamingphen has less effect on cyclooxygenase in peripheral tissues, which accounts for its

ti- inflammatory activity.

Therapeutic doses of acetaminophen have no effect on the cardiovascular and respiratory systems,

oN platelets, or on coagulation.

oes not produce gastric irritation, erosion, or bleeding that may occur after salicylate

dministration.



Acetaminophen

Therapeutic Uses:

o Acetaminophen is a suitable substitute for aspirin, valuable for patients in whom aspirin is
contraindicated (e.g., those with peptic ulcer, aspirin hypersensitivity, children with a febrile

ilIness).

used in all age groups, lactating/pregnant women, in presence of other disease states and

lents in whom aspirin is contraindicated.

Ubed for headache, musculoskeletal pain, and all most all acute dental pains(eg.pulpitis) and post

erative analgesia, any chronic pain undergoing an acute flare up.

he conventional oral dose of acetaminophen is 325 to 1000 mg (650 mg rectally).



Acetaminophen

Toxicity and Common Adverse Effects

o usually well tolerated at recommended therapeutic doses. Contraindicated in patients with preexisting

liver disease. Long-term use of acetaminophen has been associated with increase in kidney disease
women taking more than 500 mg/day had a doubling in the incidence of hypertension.

Drug intgractions

Free/Of drug interactions at therapeutic doses.
Chronic large doses of alcohol can increase the toxicity of acetaminophen.

he hepatoxicity can be potentiated by drugs like

arbiturates, carbamazepine, phenytoin, and rifampin.



1. Tablet

= 80,125,160,325,500,650 mg

Acetaminophen

e{_ T e

—_— T e e e T s T oo oo EREmaE

T See New Warmng

Acetaminophen 7
Regular Strength
100 Tablets
325 mg each




120mg/ 5cc

on : 120mg/5cc , 160mg/5¢cc

4. Drop

100mg/imi

5. Ampoulg (1gr, 6.7 ml)

. Suppositories

GACET-500
ACETAMINOPHEN SUPPOSITORIES LSP -
Rectal Suppositor -




Mefenamic acid:

Useful in chronic and dull aching pains

= No advantages over other NSAIDs

Weaker analgesic than aspirin

Adverse reactions include gastric upset, diarrhoea, dizziness, headache, skin rashes, hemolytic anemia

Dose is B00mg 2-3 times a day

In Dysmenorrhoea



= Selectively block COX-2 activity more than COX-1 activity

ess action on stomach, blood vessels and kidneys

This group includes:

Celecoxib, Rofecoxib and Valdecoxib

Given opally, absorption is complete

ished analgesic- antiinflammatory NSAIDS

Thgy have to be shown effective in treatment of osteoarthritis and rheumatoid arthritis

eir major advantage is that they cause fewer gastric ulcers and do not inhibit platelet aggregation

ach friendly



Selective COX-2 Inhibitors

Adverse effects:

The most common adverse effects are nausea, vomiting, dyspepsia, abdominal pain, diarrhoea and

@)

edema of the lower extremities.

Share somg of the renal adverse effects of non selective COX inhibitors and renal toxicity, Hence

their usg should be restricted to patients who do not tolerate other NSAIDs.



Combination analgesics

Combining analgesics with different mechanisms of action enables lower doses of the component
analgesics to be prescribed, thus analgesia can be enhanced without increasing the risk of adverse

events .

the combipation of Paracetamol( 1000mg) + Codeine ( 30 mg) resulted in significantly better

analgesfa than 1000 mg of paracetamol alone .

rgistic action of the two analgesics extend the duration of analgesia by one hour compared to

paracetamol alone .



1. Tramadol + Paracetamol : More rapid onset of action compared to either of the analgesics alone,
with onset of analgesia occurring within 17 minutes (compared to 51 min for tramadol and 18 min for

paracetamol)

o Additionally it displays a longer duration of analgesia of 5 hours, compared to 2 hrs for tramadol and

3.1hrs for pafacetamol.

= 2.0xygbdone + Acetaminophen

Doreta
film-coated fablers

hydrochloride/
Tramadol };Iwamceramf”

otod 1018 @

drocodone + Acetaminophen

20 film-c

oral v



Analgesic/NSAIDS in dentistry
There is no single drug superior to all others for every patient..
Some guidelines for NSAIDS are..

1.MILD TO MODERATE PAIN WITH LITTLE INFLAMMATION:

PARACETAMOL OR LOW DOSE IBUPROFEN.

2.POSTEXTRACTION OR SIMILAR ACUTE BUT SHORT LASTING PAIN:
KETOROLAC,IBUPROFEN,DICLOFENAC, NIMESULIDE, OR ASPIRIN.

3.GASTRIC INTOLERANCE TO CONVENTIONAL NSAIDS: SELECTIVE COX 2 INHIBITOR OR
PARACETAMOL

4.PATIENT WITH HISTORY OF ASTHMA OR ANAPHYLACTOID REACTION TO ASPIRIN/JOTHER
NSAIDS: Analgesic of choice for these patients is ACETAMINOPHEN /NIMESULIDE.

5.PAEDIATRIC PATIENTS: PARACETAMOL, IBUPROFEN, NAPROXEN.
6.PREGNANCY: PARACETAMOL IS THE SAFEST;LOW-DOSE APIRIN IS PROBABLY THE SECOND BEST.

7.HYPERTENSIVE,DIABETIC,ISCHAEMIC HEART DISEASE,EPILEPTIC AND OTHER PATIENTS RECEIVING
LONG TERM REGULAR MEDICATION:POSSIBLITY OF DRUG INTERACTION WITH NSAIDS SHOULD BE
CONSIDERED AND THE PHYSICIAN CONSULTED .



=  Definitions

Opioids are drugs with morphine-like activity that produce analgesia (i.e., reduce pain) without

the loss of copsciousness and can induce tolerance and physical dependence. Opioids are also

referred tg/as narcotic analgesics.



Applications in Dentistry

Applications in Dentistry
o Narcotic (opioid) analgesics are extremely effective in reducing acute dental and postoperative
pain.

The narcoti€ analgesics have established a niche for the treatment of pain in those situations

where tHe NSAIDs are less effective.

Hygfocodone, oxycodone, codeine, and occasionally meperidine are the narcotics used to treat



opium alkaloid

administefed as an anticough drug of central action

_ L e~

| Acetaminophen Codeine
300/20

Each Tablet Scored Contains:
Acetaminophen 300mg
Codeine Phosphate 20mg

100 Scored T3l S

analgesic action is not strong, but anticough effect is considerable

combfnation with non opiod analgesics (eg. Paracetamol) is supra-additive.




Tramadol

Analgesic activity is similar to the activity of morphine

Abuse potential is low
Less respiratory depression

Hemodyndmic effects are minimal

In casg of intravenous administration effect develops after 10 min, if administered orally after 40

I/, action lasts for 5 hours .

Ppssesses agonist actions at the u-opioid receptor



Administration of framadol

For all kinds of acute and chronic pain of moderate and considerable intensity, including

neuralgias, postoperative, traumatic pain

diagnostic and therapeutic interventions

oncologi



Acute poisoning with opiloid analgesics

Respiratory Depression

= Euphoria
= Relaxation and sleep

Tranquilizatio

Decreased blood pressure

rying of secretions

hed and warm skin



Before prescription of any analgesic, the dental practitioner should have a clear idea on its

advantages‘and disadvantages, mechanism of action, pharmacokinetics and dynamics,

adversg’effects in general and in relation to that individual patient, whilst reducing the risks

and providing a streamlined treatment .

/A clinicians goal should be, to avoid chronic use of any analgesic whenever possible and

use these drugs optimally to treat dental pain most effectively .



