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Happy New Year!

Best wishes for a healthy and prosperous year. We are 
pleased to provide our quarterly newsletter with literature 
reviews of current oral surgery and implant topics.

One of our articles demonstrates the elevated risk of head 
and neck cancer associated with excessive cannabis use. 
Smoking cannabis risks oral healing complications similar to 
the effects of smoking tobacco, such 
as dry socket and reduced dental 
implant success rates. Setting aside 
any social or moral issues, these 
risks of cannabis can be objectively 
communicated to patients when 
appropriate.

We truly appreciate your trust in us. Please contact me 
whenever we can be of help to you or your patients.

Best Regards,

Dr. Brent Florine
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Transitioning From Teeth to 
Implants: A Narrative Review
Michael Block
J Oral Maxillofac Surg 2024 Apr;82(4):468-477

Patients may need removal of their teeth with placement 
of implants for rehabilitation. The clinical problem is the 
status of the remaining teeth and how this affects the timing 

for implant placement and the method for provisionalization. 

continued on back page

Cannabis Use and Head and 
Neck Cancer
Tyler Gallagher, Ryan Chung, et al.
JAMA Otolaryngol Head Neck Surg 2024 Dec 1;150(12):1068-1075 
 

Cannabis is the most commonly used illicit substance world-
wide. Whether cannabis use is associated with head and 
neck cancer (HNC) is unclear. The purpose of this study 

was to assess the clinical association between cannabis use and 
HNC. This large multicenter cohort study used clinical records from 
a database that included 20 years of data (through April 2024) 
from 64 health care organizations. A database was searched for 
medical records for US adults with and without cannabis-related 
disorder who had recorded outpatient hospital clinic visits and no 
prior history of HNC. Propensity score matching was performed 
for demographic characteristics, alcohol-related disorders, and 
tobacco use. Subsequently, relative risks (RRs) were calculated 
to explore risk of HNC, including HNC subsites. This analysis was 
repeated among those younger than 60 years and 60 years or older.

The cannabis-related disorder cohort included 116,076 individuals 
(51,646 women [44.5%]) with a mean (SD) age of 46.4 (16.8) years. 

The non-cannabis-related disorder cohort included 3,985,286 
individuals (2,173,684 women [54.5%]) with a mean (SD) age of 
60.8 (20.6) years. The rate of new HNC diagnosis in all sites was 
higher in the cannabis-related disorder cohort. After matching 
(n = 115,865 per group), patients with cannabis-related disorder 
had a higher risk of any HNC (RR, 3.49) than those without HNC. 
A site-specific analysis yielded that those with cannabis-related 
disorder had a higher risk of oral (RR, 2.51), oropharyngeal (RR, 
4.90), and laryngeal (RR, 8.39) cancer. Results were consistent 
when stratifying by older and younger age group. This cohort study 
highlights an association between cannabis-related disorder 
and the development of HNC in adult patients. Given the 
limitations of the database, future research should examine 
the mechanism of this association and analyze dose response 
with strong controls to further support evidence of cannabis 
use as a risk factor for HNCs.
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The importance of this review is to document the different 
strategies including sequential tooth removal and grafting and 
the use of teeth to provide a fixed provisional rather than a 
removable provisional, to provide surgeons with a reference to 
maintain patient function during their rehabilitation. Pubmed.
gov was the information source. Years reviewed included 1990 
to 2022. Inclusion criteria included only articles in peer-reviewed 
journals. Variables evaluated included the success for placing 
implants immediately into extraction sites, and the methods to 
transition between steps in their rehabilitation. Data collected 
were results of systematic reviews and independent clinical series, 
as well as case reports of prosthetic methods for transitioning.

The search used terms which included implants in extraction 
sites (n = 205) and transitioning teeth to implants (n = 153). 
Twenty-one articles were reviewed involving extraction sites 
and 19 articles reviewed concerning transitioning from teeth 
to implants. The placement of implants immediately into 
excretion sites did have a relative risk for failure compared to 
implant placement in healed sites. The use of non-restorable 
teeth to support a fixed provisional prosthesis was successful; 
however, variability in reporting prevented a statistical analysis. 
The surgeon needs to utilize teeth to provide support during 
treatment phases in order to provide the patient with a 
fixed provisional prosthesis to allow for implant integration 
and to provide time for graft healing. Specific methods used 
for transitioning do not have a significant evidence base to 
recommend one method but routine prosthetic techniques have 
been used and are reported in case reports.

Risk Factors for 
Temporomandibular Disorders
Oral Surg Oral Med Oral Pathol Oral Radiol 2024 Oct;138(4):502-515
Cecilia Da-Cas, Ligia Valesan, et al.

A systematic review was performed to synthesize and identify 
risk factors involved in TMD onset. Electronic searches 
were conducted in PubMed, Web of Science, Scopus, 

Embase, PsyInfo and Lilacs databases, as well as in three gray 
literature databases (Google Scholar, ProQuest and Open grey). 
The studies were blindly assessed by two reviewers and selected 
by a pre-defined eligibility criterion. Risk of bias of included studies 
was assessed using the Joanna Briggs Institute Critical Appraisal 
Checklist for Cohort Studies. Grading of Recommendations 
Assessment, Development and Evaluation (GRADE) was 
evaluated for most related factors.

Twenty-one cohort studies were included. Significant factors 
were female gender, symptoms of depression and anxiety, 
perceived stress, sleep quality, symptoms of obstructive sleep 
apnea and presence of any comorbidity, such as Irritable Bowel 
Syndrome, lower back pain, headache frequency, tension-type 
headache, migraine and mixed headache. Moreover, high 
estrogen and low testosterone levels in utero, greater pain 
perception, jaw mobility pain, pain during palpation, orofacial 
anomalies, as well as extrinsic and intrinsic injuries were also 
significant. Several factors seems to be involved in TMD onset, 
however, more studies with standardized methodology are 
necessary to confirm these findings.

Antibiotic Prophylaxis in the 
Prevention of Dry Socket and 
Surgical Site Infection after 
Lower Third Molar Extraction
O Camps-Font, H Sabado-Bundo, et al.
Int J Oral Maxillofac Surg 2024 Jan;53(1):57-67

Clinicians frequently prescribe systemic antibiotics after 
lower third molar extractions to prevent complications 
such as surgical site infections and dry socket. A systematic 

review of randomized clinical trials was conducted to compare 
the risk of dry socket and surgical site infection after the removal 
of lower third molars with different prophylactic antibiotics. 
The occurrence of any antibiotic-related adverse event was also 
analyzed. A pairwise and network meta-analysis was performed 
to establish direct and indirect comparisons of each outcome 
variable. Sixteen articles involving 2158 patients (2428 lower third 
molars) were included, and the following antibiotics were analyzed: 

Transitioning …continued amoxicillin (with and without clavulanic acid), metronidazole, 
azithromycin, and clindamycin. 

Pooled results favored the use of antibiotics to reduce dry socket 
and surgical site infection after the removal of a lower third molar, 
with a number needed to treat of 25 and 18, respectively. Although 
antibiotic prophylaxis was found to significantly reduce the risk of 
dry socket and surgical site infection in patients undergoing lower 
third molar extraction, the number of patients needed to treat 
was high. The authors believe that clinicians should evaluate 
the need to prescribe antibiotics taking into consideration the 
patient's systemic status and the individual risk of developing a 
postoperative infection.


