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ABSTRACT 

 

Background: Postoperative fever is one of the 

most common problems in oral and maxillofacial 

surgery (OMFS). Being a surgery of the head and 

neck region, OMFS calls for special attention.  

Methods:A comprehensive search of PubMed 

database, Dental and Oral Sciences Source and 

Web of Science was made for the literature of the 

last 20 years (2001-2020) using various keywords 

like ‘Fever’, ‘Hyperthermia’, ‘Pathology of fever’, 

‘Post-operative fever’, ‘fever-maxillofacial 

surgery’ ‘Fever - dental surgery’, ‘Fever-oral 

surgery’, ‘Fever-trauma’ etc. The search yielded 90 

relevant literatures for incorporation in this study.   

Result: Publications on postoperative fever related 

to surgical site infection, sepsis, severe sepsis etc. 

are found significantly high in numbers in this 

search yield. Most of such infections were 

correlated with their odontogenic origin. Some rare 

but life-threatening hyperthermia case reports 

related to anaesthetics, adrenal insufficiency and 

thyroid storm are also found on record.Conclusion: 

Hyperpyrexia and hyperthermia need evidence-

based treatment and hospital-based health-hygiene 

care.   

Keywords: Postoperative fever; oral and 

maxillofacial surgery; Hyperpyrexia; 

Hyperthermia; hospital-based health hygiene; 

Systematic review  

 

I. INTRODUCTION 
 

Oral and maxillofacial surgery (OMFS) 

carries its importance in the head and neck sector. 

OMFS include surgical intervention of soft and 

hard tissue to address its disease and disorders. 

Reduction, reconstruction, aesthetic and cosmetic 

approaches are the underlying objective of OMFS. 

Both elective and emergency surgery for systemic 

and trauma cases are within the scope of OMFS. 

Postoperative fever (POF) and pain in 

OMFS are common emergencies; even if it is 

reported up to 90% level. Body temperature is 

normal at 37 
o
 C (98.6 

o 
F) and temperature at 38 

o
 

C (100.4 
o
 F) is fever. The onset of fever may be 

recorded during the procedure, soon after the 

surgery, or days after surgery attributing to some 

post-operational complicacy.
1,2

OMFS causes a 

considerable amount of tissue trauma and 

inflammation which in turn gives a platform for 

microbial infection. Thus cellular injury through 

systemic inflammatory response and infection 

promotes the production of pyrogenic cytokines, 

which trigger the febrile condition.
3,4

 Pyrogenic 

cytokines or endogenous pyrogens are the 

peripheral mediators to induce fever.
5,6

 Cytokines 

play important role in our immune response system 

and the protective responses of the immune system 

are found optimum at 39.5
O 

C.
7
 Some pyrogenic 

cytokines are interleukins (ILs), tumour necrosis 

factor (TNF), interferon (INF) and granulocyte-

macrophage colony-stimulating factor (GM-CSF).
 7

 

Biosynthesis of prostaglandins is enhanced at the 

organum vasculosum of the lamina terminalis 

(OVLT) in the brain by the effect of these 

cytokines and which play as the central mediator to 

induce fever.
8
Sometimes specific anaesthetics, 

blood transfusion, drug intolerance, and hormonal 

crisis may also cause the potential life-threatening 

hyperthermia during the procedure or immediate 

post-surgical period.
9-11

Surgery may also be a 

coincidence to the underlying brain injury, viral 

infection, systemic inflammatory response, sepsis, 

severe sepsis or even septic shock which can 

present a fever during or after the surgical 

procedur
12

. The present study is a systematic 

review of literatures on postoperative fever (POF) 

with special reference to the oral and maxillofacial 

sectors. A systematic search of published literature 

on the subject from 2001 to 2020 was performed 

and incorporated into the study. As a special 

mention, this study includes several typical 

scenarios and rare case reports in OMFS, which are 

critically reviewed and correlated with evidence-

based pathophysiology. 
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II. METHOD 
 

The present systematic review on the 

consequential fever of post-operative oral and 

maxillofacial surgery (OMFS) is based on the 

published data about the subject. A comprehensive 

search of   PubMed database, Dental and Oral 

Sciences Source, Web of Science etc. for the last 

20 years (2001-2020) was done using various 

keywords and their combinations like ‘fever’, 

‘hyperthermia’, ‘pathology- fever’, ‘post-operative 

fever’, ‘fever - maxillofacial surgery’, ‘fever - 

dental surgery 

‘Fever-oral surgery’, ‘fever-trauma’. In 

addition, the search included anaesthesia and pain 

management, dentoalveolar surgery, orthognathic 

surgery, cleft and cosmetic surgery, reconstruction; 

facial trauma and bone fracture. Literatures were 

also searched manually by library consultation. 

Publications in the form of abstracts, proceedings, 

editorial columns and other grey literatures were 

not in the selection criteria. Non-English and non-

human publications were also discarded.  Mostly 

critical review, cohort study, case report, 

management protocols etc were focused on for this 

study. Literatures that met the selection criteria are 

put under different year classes, aetiology and 

treatment management groups for review.  

 

III. RESULT 
 

The search yielded 124 articles, 90 of 

which met the inclusion criteria. In this systematic 

review major information, findings and synthesis 

are described under different sub-headings, flow 

charts, figures and tables as mentioned below. A 

schematic chart is developed for the interpretation 

of fever aetiology and its mechanism at a glance 

(Figure 1). 

 

Analysis of search yield 
 

There is an increasing number of literature 

found over each five years class during the last 

twenty years (Figure 2). The incorporated 

publications are broadly classified into four 

categories viz. i) Fever history and basic science 

(FHBS),  ii) Review-post operative fever (RPOF), 

iii) Review and cohort study of fever after 

maxillofacial surgery (RCFMS) and iv) Case 

reports of fever after maxillofacial surgery 

(CRFM). The percentage of contribution of such 

literature for this review is given below (Figure 3). 

The case studies of POF in OMFS are further 

categorised based on the aetiology as presented in 

Figure 4. The findings of the review are presented 

as important terminology, principle, pathways, 

mechanism, classification, aetiology, 

epidemiology, evaluation and management of POF 

in OMFS.  

 

Pyrexia, Hyperpyrexia and Hyperthermia. 
 

Human body temperature at 37
o 

C(98.6
o 

F) 

is consensually accepted as the average normal 

temperature. A significant rise in body temperature 

over its normal range is considered fever (Table 1). 

POF has been described in the literature as pyrexia, 

hyperpyrexia and malignant hyperthermia. 

Although hyperpyrexia and hyperthermia result in 

high elevated temperature, are different (Table 2). 

Factors that are responsible for the onset of pyrexia 

are known as a pyrogen. Neuroleptic malignant 

syndrome (NMS), malignant hyperthermia(MH) 

thyroid storm, adrenal insufficiency etc. are 

examples of some high-risk hyperthermia 

conditions of a medical emergency.
13-15

 

 

Pyrogens   
 

Pyrogens are substances that induce 

pyrexia or febrile response. Pyrogens are further 

classified as exogenous and endogenous. 

Exogenous pyrogens are generally microbial in 

origin. These are lipopolysaccharide (LPS) 

endotoxin of the outer cell membrane in gram-

negative and peptidoglycan of the cell wall of 

gram-negative and gram-positive bacteria. Killed or 

live viruses and fungal elements are also 

considered exogenous pyrogens. Non-microbial 

exogenous pyrogenic factors include selected 

antigens, drugs, and steroids of individual 

susceptibility. Endogenous pyrogens are specific 

immune regulatory proteins, known as cytokines 

produced in the host body in response to exogenous 

pyrogens or some metabolic disorders. Some of the 

cytokines such as interleukins (ILs), tumour 

necrosis factor (TNF) and interferon (INF) are 

considered the major endogenous pyrogens of 

different pyrogenicity (Table 3).
5-8

 

 

Principle and pathways of fever   
 

The endogenous pyrogen as an immune 

signalling system stimulates prostaglandin 

formation in the hypothalamic preoptic area which 

shifts the new set point of body temperature and 

causes fever.
16

 The immune signalling pyrogens are 

carried to the hypothalamus by the vascular system 

or through peripheral nerve fibre transmission. 

https://en.wikipedia.org/wiki/Neuroleptic_malignant_syndrome
https://en.wikipedia.org/wiki/Neuroleptic_malignant_syndrome
https://en.wikipedia.org/wiki/Neuroleptic_malignant_syndrome
https://en.wikipedia.org/wiki/Malignant_hyperthermia
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Infection or inflammation mostly stimulates 

monocytes/macrophages and neutrophils to 

produce a cascade of cytokines which are released 

into the circulation. In this cytokine cascade tumour 

necrosis factor-alpha (TNF-α) is appeared initially 

in the circulation followed by interleukin- 1ß (IL-

1ß), interleukin-6 (IL-6), macrophage inflammatory 

protein-1 (MIP-1) etc. However, among these 

cytokines, IL-6 is detected in higher 

quantity.
17,18

The cascade is also triggered in 

response to superantigen peptidoglycans or 

muramyl dipeptides of Gram-positive and Gram-

negative bacteria.  Similarly, viral infection or 

administration of any viral product can activate the 

cytokine cascade initiated by interferon. The 

cascade of pyrogens is dominated by interleukin-6 

(IL-6), as the endogenous humoral signals reach the 

brain by the vascular system. The Organum 

Vasculosum of the Lamina Terminalis (OVLT) and 

the subfornical organ (SFO) are the 

circumventricular organs where specific 

neurons/glial cells respond to circulating pyrogens 

and produce prostaglandin (PG) as the central or 

secondary mediator in fever pathway. Some 

receptors on endothelial cells also respond to the 

endogenous pyrogen to produce PG. PGE2 the 

specific prostaglandin seems to be the end player in 

the fever pathway for an upshift of a thermal set 

point in the hypothalamus.
8,19,20

Apart from the 

circulating pathway, the stimuli of pro-

inflammatory cytokines and endo-toxin can also be 

transmitted through afferent neural pathways.
7,12 

The production of PGE2 is a function of the enzyme 

cyclooxygenase (COX).
17

 

 

Mechanism of antipyretics action   
 

Acetaminophen products (antipyretics) 

reduce the synthesis of prostaglandin by inhibiting 

the cyclooxygenase (COX) in the arachidonic acid 

metabolism pathway to bring down the production 

of PGE2 and temperature set point at the 

hypothalamus. It also acts on the serotonergic 

pathway to reduce pain.
22

Non-steroidal anti-

inflammatory drugs (NSAIDs) are the therapeutics 

commonly used for inflammatory conditions of 

trauma, injury and systemic disorders. NSAIDs act 

on the arachidonic acid pathway to reduce 

inflammation pain, and fevermostly mediated 

byCOX inhibition.
23 

Antibiotic prophylaxis and 

therapy reduce the microbial population and thus 

control the pyrogenic cytokines pool responsible 

for fever development.
24

 

 

 

 

Postoperative fever in oral and maxillofacial 

surgery 
 

POF and pain in OMFS are common 

phenomena.  In this review, POF cases and cohort 

studies are discussed in the context of W’s 

principle, infectious and non-infectious, surgery-

related and non-related etc. (Table-4 and 5).  A 

school of surgeons also classify the emergence of 

fever as immediate, acute, sub-acute and delayed 

category (Table-6). POF following OMFS 

attributing to the drug reactions are also found and 

reviewed (Table-7). A consolidated list of life-

threatening high-risk fevers following OMFS has 

been worked out (Table- 8). Some potential fever-

producing pathogens that are identified from the 

wound and infection of OMFS case studies are 

annexed (Table-9).  Moreover, some of the 

important case reports are produced in a tabular 

format for easy and instant perusal (Table- 10). 

 

IV. CONCLUSION 
 

Mild to moderate fever during the first 2 

days of the procedure may not be that important to 

draw the attention of the surgeon. A lot many POF 

in OMFS is due to the odontogenic origin and 

causes hyperpyrexia. Hyperpyrexia and 

hyperthermia are not synonyms but promote 

extremely high body temperature.  Hyperpyrexia 

and hyperthermia in OMFS irrespective of their 

aetiology are of high risk and life-threatening. 

These fevers need an immediate diagnosis for their 

aetiology for treatment and hospital-based care. 

The present study shows over the year increasing 

trend in understanding the principle, aetiology and 

epidemiology of some potentially fatal 

complications in OMFS.  
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Table 1: Classification of POF based on temperature curve and grades in OMFS. 

 

Grade of fever Temperature range     Some important citations  

Normal 98.6 
o
F  (37 

o
 C)  

Low pyrexia Up to100.4
 o
 F (38

 o
 C) Pal and Acharee

1
, Abdelmaseehet al.

2
, Reifenstahl& 

Rowshan
9
,Ansari

19 
Rosenberg et al.

25
 Moderate pyrexia Up to 102.2 

o
F (39). 

High pyrexia Up to 105. 8
 o
 F (41

o
F) 

Hyperpyrexia, Above 106
 o
F (41.1C) 

 Malignant 

Hyperthermia  

Above 106.7 
o
 F (41.5

 o 
C) 

 

Table 2: Difference between fever and hyperthermia during the perioperative period. 

 

Hyperpyrexia
3,7, 12

 Malignant Hyperthermia 
9,15,25, 26 

 

Temperature cannot climb up 

persistently. Fever is regulated at the 

hypothalamic centre as a ‘set point 

regulator’.  

No hypothalamic ‘set point’ is involved. Temperature rise has 

no set limitation.    

Production of PGE2 is influenced by 

the microbial toxin, endotoxin, and 

pyrogenic cytokines (IL1b, IL6, 

TNFα, INF etc.). Tissue trauma, 

inflammationSSI, drug reaction and 

other nosocomial infections cause 

postoperative fever. 

Rise of body temperature caused by the influence of some 

specific, drugs, anaesthetics, surge or insufficiency of 

hormones, syndromes (Malignant hyperthermia, Neuroleptic 

malignant syndrome, Serotonin syndrome etc.) and heat stress 

(environmental).    

Generally, body temperature rises to 

41
o 
C (106

o
F) 

The sudden rise of temperature beyond 40
o 

C (104
o
F).  

Consistently increases  1-2
o 
F  at a small time interval. 

It May not be life-threatening but 

need intervention to reduce the 

temperature  

Always life-threatening need immediate aggressive 

intervention  

Antipyretic drugs regulate the 

production of PGE2 and bring down 

the ‘set point’ to reduce body 

temperature 

Antipyretic drugs cannot reduce body temperature. 

Identification of the underlying cause of hyperthermia and 

specific drug withdrawal intervention may reduce the temp. 

Cool damp sponging, physical application of cool fluid etc. 

may reduce the temperature instantly. 

 

 

 

Table 3: A comparative account of pyrogenic activity for different cytokines. 

 

Nam of 

cytokines 

Fever-inducing 

dose (minimum 

effective dose)   

Pyrogenic 

activity   

Pyrogenic 

properties 

Reference Index  

IL1ß 1-10 ng/kg ++++ Most potent pyrogen 

 

Dinarello
5
 

El-Radhet al.
7
 

Neteaet al.
8 

Sattariet al.
17  

 

 

 

IL1 α 1-10 ng/kg ++++ 

IL6 1000-10000ng/kg +++ Found distally to 

TNF and IL1 in 

cytokine cascade 

TNF α  200-500 ng/kg +++ TNFa induces IL1 

INF α 0.1 0.5 microg/kg   ++  INF α is more potent   

INF ß 0.1 0.5 microg/kg ++ INF ß less potent 
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Table 4:  Seven W’s classification of POF found in OMFS case studies. 

 

 

Table 5: POF is related to surgery (SR) and not related to surgery (SN) in OMFS cases. 

 

Etiology of POF  Catego

ry    

Grade of fever Some important citations 

Pneumonia, SR Medium-High Ohbaet al.
31

;Cristabelet al.
32

 

Surgical trauma SR Low-medium  Taher and Bede
33

;Miyaoka et al. 
34

 

UTI/IRI SR Medium-High Ansari 
19

;Jadwaniet al.
27

 

Infected incision SR Low-medium Okechiet al.
35

; Liang et al.
36 

 

 Abscess SR Low-medium Serra  et al.
37

; Reinholdtand Klug
38

 

Sepsis/severe sepsis SR Medium-High Mokartet al.
39

; Moss etal.
40 

Blood transfusion SN Medium-High Park et al.
11

;Neswiet al.
41

;  

 DVT SN Low-medium Lodders et al 
42 

Babu etal
43

 

Osteomyelitis SR Medium-High Nelkeet al.
44

; Humberet al.
45

 

Anesthetic-

hyperthermia  

SN High Patil
14

; Herlich
46

 

Toxic shock 

syndrome 

SR High Aquino  et al.
47

 

Prosthetics 

(miniplate, screw)  

SR Low-medium Lim et al.
48

; Rosaet al.
49

 

Ludwig’s angina SR Medium-High Carter and Lowis
50

 

Common systemic 

viral/bacterial/parasiti

c fever 

SN Low-high  Ansari 
19 

Jadwaniet al.
27 

, 

 Christabel et al.
32

 

Neuroleptic  fever SN Medium-High Shimada et al.
13

;Herlich
46

 

Immunocompromised 

fever    

SN Medium-High  Ansari 
19

 

Alcohol withdrawal 

fever 

SN Low-medium Jadwniet al.
27

; Christabel et al.
32 

Fracture reduction  SR Low -medium Metsemakerset al.51
; Gordon et a.

52
 

Otitis media, SN Low-medium Jadwaniet al.
27 

; Christabel et al.
32 

 

 

Five  W’s Diagnosis POD INF/NIF Some important citations 

Wind Atelectasis 1-3 NIF Pal and 

Acharee
1
;Abdelmaseehet 

al.
2
;   

Madayet al.
3 

Narayan  and Medinilla
12

; 

Ansari 
19 

Jadwaniet al.
27    

 

Mavroset al.
28

 

Wang et al.
29

 

Assael
30

 

Pulmonary embolus 5-7 NIF 

Pneumonia 3-5 INF 

Tracheal intubation  INF 

Water Urinary tract infection 2-3 INF 

Wound   Necrotising soft-tissue 

infection (NSTI) 

3-7 INF 

Surgical sitter infection 

(SSI) 

5-7 INF 

 Catheters and prostheses 

relate to infection 

3-5 INF 

Walking Deep vein thrombosis 

(DVT)/ Thrombophlebitis 

5-7 NIF 

Wonder drugs  Iatrogenic  Days-  weeks NIF 

Withdrawal Delirium tremens (DTs) 3-5 NIF 

‘Wonky’ glands Adrenal insufficiency 0-1 NIF 

Thyroid Strom 0-2 NIF 

https://www.sciencedirect.com/science/article/pii/S2213576619302994#!
https://www.verywellhealth.com/sepsis-and-septic-shock-3156848
https://www.verywellhealth.com/blood-transfusions-and-blood-donation-3156816


 

      

International Journal Dental and Medical Sciences Research 

Volume 5, Issue 3, May - June 2023 pp 106-120www.ijdmsrjournal.com ISSN: 2582-6018 

 

 

 

 

DOI: 10.35629/5252-0503106120           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 111 

 

Table 6:  Recent classification for POF  found in  OMFS case studies. 

 

Days Category Disease/disorder Some important citations 

 0-1  Immediate fever Anaesthetic hyperthermia, 

adrenal insufficiency non-

hemolytic transfusion reaction, 

Ludwig's angina 

Gibbs et al.
10

; Parket al.
11

;Lim et 

al.
48, 

Verstraeteet al.
.53

; Tejaswi 

and Subash
54

;Boffanoet al.
55

; 

Um et al.
56

; Yao et al.
57

; 

Tian-Guo et al.
58

; Guru et al.
59

; 

Davis  et al.
60

; Pochana and  

Sessirisombat
61

;              

Samieiradet al.
62

;
 

Badri, et al.
63

; 

Abbaszadeh and Sheibani
64

 

Gilbertson et al.
65

; 

 Adesina et al.
66

 

 1-7  Acute fever Atelectasis, aspiration 

pneumonia, obstructive 

pulmonary embolism, 

odontogenic infection, sepsis, 

multi-space infection, 

osteotomy, surgical site  

infection Nosocomial infection, 

infection 

  8-28   Sub-acute fever Deep vein thrombosis,iatrogenic 

 

Table 7: Drug-related fever after oral and maxillofacial surgery (Ansari
19

; Christabel et al.
 32

) 
 

Drug category  Drugs  

Antimicrobials Penicillin G, Ampicillin, Cephalosporins, Tetracycline, 

Sulfonamide, Isoniazid, Fluoroquinolones, Vancomycin, 

Rifampin, Nitrofurantoin, Amphotericin B,  

Cardiovascular Alpha methyldopa, Quinidine, procainamide, hydralazine, 

Nifedipine Thiazide diuretics, Furosemide, Spironolactone  

Anticonvulsant Phenytoin 

Anesthetic/sedative/analgesics    Barbiturates, Salicylates, Cocaine, Halothane, Nonsteroidal 

anti-inflammatory drugs (NSAIDS), Procainamide 

Central Nervous System Carbamazepine, phenytoin, Chlorpromazine, Haloperidol, 

Riamterene, Atropine, Barbiturates 

Others Cimetidine, Metoclopramide, Allopurinol, Interferon, 

Propylthiouracil, Iodides, Heparin (especially unfractionated), 

Antihistamine, Hydroxyurea, Heparin, Immunoglobulins, 

Mycophenolate mofetil, Propylthiouracil 

 

Table  8:  Life-threatening high-risk fever recorded in oral and maxillofacial surgery. 

 

High-risk fever Clinical clues for diagnosis Some important citations 

Myonecrosis 

(Clostridium sp.) 

Cause tissue death, decay and gas 

formation in trauma and surgical 

site wound, multiple fracture 

sites. fever, fatigue, painful or 

tender  hardedematous affected 

area, foul- discharge,  

Davis et al.
60

; Pochana and 

Sessirisombat
61 

;Song et al.
.67

;       

Gamohet al.
68

; Cousin et al.
69

 

Necrotizing 

fasciitis (flesh-

eating infection) 

Soft tissue infection with severe 

pain, fever with chills and 

sweating, nausea, dizziness, and 

infrequent urination.                     

Hechlerand  Blakey
70

; 

Abe  et al.
71

; 

Arruda et al.
72 
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Sepsis (sepsis, 

severe sepsis, and 

toxic shock) 

 Sepsis: Fever >101ºF or a 

temperature < 96.8ºF tachypnea 

and tachycardia. Severe sepsis: 

low platelet count, decreased 

urination, problems breathing, 

abnormal heart functions, 

chills and fall of temperature, 

unconsciousness Septic shock: 

severe sepsis with   fall in blood 

pressure    

Christabel et al.
32

; Mokartet al.
39

; Moss 

et al.
40

; Aquino et al.
47

; Carter and 

Lowis
50

; Tian-Guo et al.
58

;   Falconeret 

al.
73 

;Handley et al.
74

 

Pulmonary 

embolism 

Shortness of breath, chest pain, 

profuse sweating, Cough irregular 

heartbeat, fever,  

Wanget al.
29

; Borgeset al.
75

; 

Forouzanfaret al.
76

; 

Valid and Tenens 
77

 

Serotonin 

syndrome 

High body temp. (106.0 °F) 

increased reflex, 

  sweating,  dilatedpupils,   

seizures and extensive muscle 

breakdown 

Szakaly and Strauss
13       

 
 

 

Malignant 

hyperthermia 

Hypercapnia, 

tachypnea, tachycardia, muscle 

rigidity or spasm.Extremely high  

temperature       

Reifenstahi and Rowshan
9
;   Gibbs et 

al.
10

;  Patil 
14 

; Herlich
46

 

Neuroleptic 

malignant 

syndrome 

High fever (102-104° F), irregular 

pulse, muscle rigidity tachypnea, 

tachycardia, autonomic nervous 

system dysfunction 

Jadwaniet al.
27 

; 

Shimada et al.
78

 

Delirium 

treatments 

The onset of confusion with 

shaking, shivering, irregular heart 

rate, and sweating. Appears after 

3 days of alcohol withdrawal.  

Ansari
 19 

Christabel et al.
32

; Pile
79 

Adrenal 

insufficiency 

Hypotension, tachycardia, 

hypoxia, and fever mimic,ionic 

disbalances, fever, chills, 

sweating, confusion,   slurred 

speech,  hypoglycemia 

Khalaf  et al.
26

; 

Jadwaniet al.
27

 

Thyroid storm. High systolic and low diastolic 

blood pressure, high fever, 

diarrhoea, vomiting, terrible 

anxiety, nervousness 

and confusion, unconsciousness 

Weinstock et al.
15

; 

Ansari 
19

; Christabel et al.
32

 

 

Table 9: Potential fever-producing pathogens identified  from the wound and infection of OMFS. 

 

  Bacteria Category Generic and species name Some important citations 

Gram-negative 

anaerobic   

Clostridium perfringensClostridium 

septicum , Bacteroides fragilis 

Assael
30

; Christabel et al.
32 

Reinholdt and Klug 
38 

Tian-Guo et al.
58

; 

Guru  et al.
59  

; Badriet al.
63

; 

Song etal.
67

;Hechlerand  

Blakey
70 

;  Abe  et al.
71 

Reichman and Greenberg 
80

; 

Negiet al.
81

;Kayaet al.
82 

 
 

Gram-negative 

facultative anaerobic  

Escherichia coli,Pseudomonas aeruginosa, 

Klebsiella aerogenes, Klebsiella oxytoca, 

Citrobacter freundii, Citrobacterkoseri, 

Proteus mirabilis, Proteus  vulgaris 

Gram-positive 

facultative anaerobic  

 Enterococcus faecalis, Streptococcus 

pyogenes, Streptococcus  pneumonia, 

Staphyloccous epidermis 

gram-positive 

facultative aerobic  

Staphylococcus aureus, Klebsiella 

pneumoniae, Klebsiella oxytoca 

https://en.wikipedia.org/wiki/Hyperreflexia
https://en.wikipedia.org/wiki/Hyperreflexia
https://en.wikipedia.org/wiki/Hyperreflexia
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Gram-negetive 

facultative aerobeic 

Aeromonas hydrophila 

Gram-negative 

aerobeic 

Acinetobacter baumannii, Acinetobacter 

lowfii 

Fungal Candida albicans ,Candida tropicalis,            

Candida glabrata, Cladosporium 

cladosporioides Cladosporium 

haerospermum, Cladosporium oxysporum 

 

 

Table 10:  A Concise and consolidated sheet on some of the case studies of POF in OMFS. 

 

Author(s) Type of surgery Male/Female Duration of Fever Correlation 

Aframian-    

Farnad (2002)
83

 

maxillomandibular 

fixation 

24 Not   significant   in 

all    cases  

Postoperative 

atelectasis 

Nakano et 

al.(2003) 
84

 

Radical sinus, Cyst 

excision, Open 

fracture reduction 

12(7/5) 1-3 days fever Correlated IL-6 

levels in day1-

day 3 

Miyaoka et al. 

(2005) 
34

 

 Jaw osteotomy 

with  prognathism 

21(6/15) 1-3  days fever Correlated with 

circulatingIL-6 

and IL-10 

Carter and  

Lowis (2007) 
50

 

 Drainage for 

Submental/subman

dibular cellulitis 

1(1/0) 3 days  fever Death correlated 

with   Ludwig's 

angina 

&odontogenic 

sepsis 

Cutillietal.  

(2007)
85

 

Dental surgery 1(0/1) Hyperpyrexia for few 

days 

Necrotizing 

fasciitis of the 

maxillofacial 

region 

Serra et al.   

(2009) 
37

 

Facial trauma and 

orbital abscess 

01(0/1)  Moderate fever for 5 

days  

Orbital cellulites 

and abscess 

Aziz et al. 

(2010)
86

 

Orthognathic 

Surgery 

01(0/1)  Moderate fever  for   

2 days    

Post-operative 

lobar collapse 

Gordon et al. 

(2011)
52

 

Mandibular fracture 44(36/8) Fever and pain varied 

with fracture severity 

Fracture 

severity and 

post-operative 

inflammatory 

complications 

(POIcs) 

 Moss et al. 

(2012)
40

 

Third molar 

extraction 

1(1/0) Fever and pain  correlated with 

Jarisch–

Herxheimer  

like reaction 

Babu et al.( 

2013) 
43

 

Mandibular fracture 

reducton 

2(1/1) Moderate fever Post-surgery 

DVT 

Song et 

al.(2014) 
67

 

Dental infection 1(0/1) Moderate fever for a 

few days 

Necrotizing 

Fasciitis and 

myositis in the   

buccal and 

terygomandibul

ar spaces 

Nelkeet al.  

(2015) 
 44

 

Orthognathic 

surgery 

1(0/1) Moderate fever for a 

few  3 days 

Osteomyelitis in  

the facial bone 

Lodderset 

al.(2015)
42

 

Oncological OMFS 226 Moderate fever for a 

variable period 

venous 

thromboembolis
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m (VTE) 

Maciaget al. 

(2016).
87

 

Lingual 

frenulectomy 

1(1/0) Slow fever and pain               Correlated with 

Ludwig's angina 

Davis et al. 

(2016)
60

 

Orthognathic 

surgery 

143 Infection &fever 11 

to 15days   

Surgical site 

infection    

Prathapet al.               

(2016)
88

 

Extraction of the 

third molar  

1(0/1) For few days chronic 

osteomyelitis   

and  bone 

necrosis  

Yao et al.  

(2017)
57

 

Onco surgery and 

reconstruction 

84 SSI and POF within 

30 days   

SSI and plate 

exposure 

Um et al.    

(2018) 
56

 

Abscess in the 

maxillofacial area 

1(1/0) Slow to moderate 

fever  

  Obstruction 

atelectasis 

 

Gibbs et al. 

(2019).
10

 

Maxillofacial 

trauma 

1(1/0) Hyper metabolism  

due to anaesthesia 

Malignant 

hyperthermia 

Samieiradet al.           

(2018)
62

 

Orthognathic 

surgery 

1(0/1) After 7 days   Correlated with 

Post-surgery 

DVT 

Aquino et al.        

(2019)
 47

 

Third molar 

extraction 

1(1/0) Intermittent POF up 

to 4 weeks   

Toxic shock-

like syndrome 

Prabhu et al 

(2019) 
89

 

Mandibular and 

lingual surgery 

890 (563/327) Fever,  swelling 

Ludwig's angina 

Acute facial 

space infection 

 Streptococcus, 

Staphylococcus    

Guru et al.    

(2019)
 59 

 

Cancer, tumours,  

Cleft palate, 

Orthognathic 

25(16/9) Fever after 2 days  Hospital-

acquired  SSI, 

UTI, BSI 

Okchiet al. 

(2019)
35

 

Cyst enucleation, 

Fracture reduction, 

tumour excision 

23 1-5days Postoperative 

tissue injury 

Verstraeteet al.    

(2019)
53

 

Bimaxillary 

orthognathic 

surgery 

1(0/1) 2 days    Atelectasis and 

bilateral 

pneumothorax 

Tian-Guo et al. 

( 2019)
58

 

Dental cavity 

infection 

01(1/0) 10 days and death  Odontogenic 

infection, multi-

space infection, 

septic shock, 

MOD 

Badri, et al. 

(2020)
63

 

Mandibular fracture 

reduction  

1(1/0) Few days  Cervical 

necrotizing 

fasciitis 

(Staphylococcus 

sp.)   

 Cousin et al. 

(2020)
69

 

Orthognathic 

surgery 

41(18/23) Infection and fever 

within 25 days 

Surgical site 

infection SSI 

Taher and Bede 

(2020)
33

 

Third molar 

impaction 

39(12/27) 1-3 days Correlated to 

Interleukin-6 

Liu et al.      

(2020) 
90

 

OMFS free fibula 

flap reconstruction 

160 Varied with severity Postoperative 

pulmonary 

complication 
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Figure 1.Consolidated chart showing the pathophysiology of POF in OMFS 

 

 

 
 

Figure 2. Five-yearly groups of literature and their % of incorporation in this review 
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Figure 3.  Different categories of literature incorporated in this study 

 

 
 

Figure 4.Case studies supporting different aetiologies of POF in this review (%) 

  

FHB

S 

RPOF 

RCFM

S 

CRFM 



 

      

International Journal Dental and Medical Sciences Research 

Volume 5, Issue 3, May - June 2023 pp 106-120www.ijdmsrjournal.com ISSN: 2582-6018 

 

 

 

 

DOI: 10.35629/5252-0503106120           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 117 

REFERENCES 

 

[1]. Pal AS, Acharee A. Postoperatve fever. 

Indian J Crit care Med 2006; 10: 264-

271.   

[2]. Abdelmaseeh TA, Azmat CE, Oliver TI 

(2020). Postoperative fever.  Stat Pearls   

Treasure Island (FL): Stat Pearls 

Publishing, NCBI Bookshelf 1-6.   

[3]. Maday KR, Hurt JB, Harrelson P, John P. 

Evaluating postoperative fever. J 

American Acad Physician Assist 2016; 

29 (10): 23-28. 

[4]. Veleska-Stevkovska D. Cytokines (IL-1, 

TNF-α, IL-6) and oral surgery 

interventions. Balk J Stom2010; 14: 124-

132.   

[5]. Dinarello CA. The history of fever, 

leukocyticpyrogen and interleukin-1. 

Temperature 2015; 2: 8-16. 

[6]. JunMing Z, Jianxiong A. Cytokines, 

inflammation and pain. Int Anesthesiol 

Clin 2007;45(2): 27–37   

[7]. El-Radhi AS. Pathogenesis of fever: Clin 

manual of fever in children2009; 47-61.     

[8]. Netea MG, Kullberg BJ, Van der Meer 

JWM. Circulating cytokines as mediators 

of fever. Clin Infect Dis 2001; 31:178–

184.   

[9]. Reifenstahl EF, Rowshan HH. Malignant 

hyperthermia and its implications in 

general dentistry. Gen Dentistry 2009; 

242-246.   

[10]. Gibbs IC, Fadahunsi O, Reid N, Bonnick 

AM. Malignant hyperthermia: A case 

report in a trauma patient. J Oral 

Maxillofac Surg 2019; 77: 54-58. 

[11]. Park SY, Seo KS, Karm MH. Perioperative 

red blood cell transfusion in orofacial 

surgery. J Dent Anesth Pain Med 2017; 

17(3): 163-181.      

[12]. Narayan M, Medinilla S P. Fever in the 

postoperative patient. Emerg Med Clin N 

Am 2013; 31: 1045–1058. 

[13]. Szakaly B, Strauss R. Serotonin syndrome 

in the oral and maxillofacial surgery office: 

A review of the literature and report of a 

case. J Oral Maxillofac Surg 2008; 66 

(9): 1949-1952. 

[14]. Patil PM. Malignant hyperthermia in the 

oral and maxillofacial surgery patient: An 

update. Oral Surg Oral Med Oral Pathol 

Oral RadiolEndod 2011; 112: 1-7.   

[15]. Weinstock RJ, Lewis T, Miller J, Clarkson 

EI. Thyroid crisis in the maxillofacial 

trauma patient.J Oral Maxillofacial Surg 

2014; 72(11): 1-7 

[16]. Roth J, de Souza GEP. Fever induction 

pathways: evidence from responses to 

systemic or local cytokine formation. Braz 

J Med Biol Res 2001; 34(3): 301-314.   

[17]. Sattari M, Mojaver AP, Behnia H, Kavand 

G, Darbandi TH. The effect of the duration 

of orthognathic surgery on plasma 

concentration of interleukin 6.Res Mol 

Med 2013; 1 (3): 34-37.  

[18]. Sami SM. Evaluation of cytokine 

expression tumour necrosis alpha and 

interleukin-6 in the saliva of oral 

maxillofacial benign fibro-osseous tumours 

and health control.  Ann Trop Med   

Public Health 2020; 23(S13A): 1-8   

[19]. Ansari R. Fever work-up and management 

in postsurgical oral and maxillofacial 

surgery patients. Oral Maxillofacial Surg 

Clin N Am 2006; 18: 73 – 79.   

[20]. Hauk O, Janicke L. J, Pal B, Olga H J, 

Janne R, Tore B. Incidence of alveolar 

osteitis after mandibular third molar 

surgery. Can inflammatory cytokines be 

identified locally?  Acta Odontologica 

Scandinavica 2020; pp 1-7. 

[21]. Blomqvist A, Engblom D. Neural 

mechanisms of inflammation-induced 

fever.   Neuroscientist 2018; 4(4):381-399.      

[22]. Sharma CV, Mehta V. Paracetamol: 

mechanisms and updates, Continuing 

Education in Anaesthesia Critical Care 

Pain 2014;14(4): 153–158,  

[23]. Osafo N, Agyare C, Obiri DD, Antwi AO. 

Mechanism of action of nonsteroidal anti-

inflammatory drugs: In nonsteroidal anti-

inflammatory drugs Chapter II (Edt.  Ali 

Gamal Ahmed Al-kaf) 2017; 5-15. 

[24]. Kreutzer, K, Storck, K, Weitz J. Current 

Evidence regarding Prophylactic 

Antibiotics in Head and Neck and 

Maxillofacial Surgery. Bio-Med Res Int 

2014; 1:  1-7. 

[25]. Rosenberg H, Pollock N, Schiemann A, 

Bulger T, Stowell K. Malignant 

hyperthermia: a review. Orphanet J Rare 

Dis 2015; 10: 93-94.   

[26]. Khalaf MW, Khader R, Cobetto G Yepes 

FJ. Risk of adrenal crisis in dental patients: 

Results of a systematic search of the 

literature. J American Dent.  Assoc 2013; 

144(2):152-160. 



 

      

International Journal Dental and Medical Sciences Research 

Volume 5, Issue 3, May - June 2023 pp 106-120www.ijdmsrjournal.com ISSN: 2582-6018 

 

 

 

 

DOI: 10.35629/5252-0503106120           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 118 

[27]. Jadwani S, Bansod S, Chug A, Misra B. 

Management of postoperative fever in oral 

and maxillofacial surgery patients. Asian J 

Oral Maxillofac Surg 2010; 22:  2–6. 

[28]. MavrosMN, VelmahosGC, Falagas ME. 

Atelectasis as a cause of postoperative 

fever: Where is the clinical evidence? 

Chest 2011; 140 (2): 418-424.   

[29]. Wang Y, Liu J, Yin X, Hu J, 

KalfarentzosE, Zhang C, Xu L. Venous 

thromboembolism after oral and 

maxillofacial oncologic surgery: Report 

and analysis of 14 cases in Chinese 

population. Med Oral Patol Oral Cir 

Bucal 2017; 22(1): 115-121. 

[30]. Assael LA (2005). Nosocomial infection 

and fomites in oral and maxillofacial 

surgery practice.J Oral Maxillofac Surg 

2005; 63: 889-890. 

[31]. Ohba S, Kawasaki T, Hashimoto M, 

Yoshida N, Ashina I. A patient with 

aspiration pneumonia after mandibular 

osteotomy with genioplasty. J Craniofac 

Surg 2016; 27(4): 356-358. 

[32]. Christabel A, Sharma R, Manikandhan R, 

Anantanarayanan P, Elavazhagan N. Fever 

after maxillofacial surgery: A critical 

review. J Maxillofac Oral Surg 2015; 

14:1-8.  

[33]. Taher HA, Bede SY. Evaluation of the 

serum level interleukin-6 in patients 

undergoing surgical removal of impacted 

mandibular third molars. J Res Med Dent 

Sci 2020; 8(1): 56-60. 

[34]. Miyaoka K, Iwase M, Suzuki R, Kondo G, 

Watanabe H, Ito D, Nagumo M. Clinical 

evaluation of circulating interleukin-6 and 

interleukin-10 levels after surgery-induced 

inflammation. J Surg Res. 2005;125:144–

150. 

[35]. Okechi UC, Uguru CC, Obiechina A. 

Clinical evaluation of postoperative fever 

in patients that had oral and maxillofacial 

surgery in university of Nigeria Teaching 

Hospital, Ituku–Ozalla, Enugu Nigeria. 

Nigeria J Clin Pract 2019; 22: 181-185.   

[36]. Liang HH, Zhang MX, Wen YM, Xu XL, 

Mao Z, She YJ, Liu PZ. The incidence of 

and risk factors for postoperative fever 

after cleft repair surgery in children. J 

PediatrNurs 2019; 45: 89-94.  

[37]. Serra EC, Sverzut CE, Trivellato AE. 

Orbital abscess after facial trauma. Braz 

Dent J 2009; 20(4): 341-346. 

[38]. ReinholdtKB, Klug TE. Submandibular 

abscess following frenulectomy in a 12-

day-old infant.J Pediatric Surg Case 

Reports2019;51: 1-4. 

[39]. Mokart D, Leone M, Sannini1 A, Brun JP, 

Tison A, Delpero JR, Houvenaeghel G, 

Blache JL, Martin C. Predictive 

perioperative factors for developing severe 

sepsis after major surgery. British J 

Anaesthesia 2005; 95 (6): 776–81.   

[40]. Moss H, Collier J M, Collier S. An unusual 

response of dental sepsis to antibiotics: 

parallels with the Jarisch–Herxheimer 

reaction. BMJ Case Reports 2012; 1:1-4.   

[41]. Neswi KV, Shivabharani KS, Kamath RA, 

Grisnkar MA. Delayed Hemolytic 

Transfusion Reaction - A Case Report.  J 

Dentistry 2012;4(2):15-19. 

[42]. LoddersJN, Parmar S, StienenNLM, 

KaragozogluKH, Heymans 

MW,ForouzanfarT. Incidence of 

symptomatic venous thromboembolism in 

oncological oral and maxillofacial 

operations: a retrospective analysis. Br J 

Oral Maxillofac Surg 2015; 53(3): 244-

50.  

[43]. Babu MR, Ramesh C, Thirumurugan K, 

Prasad GA. Deep vein thrombosis: A rare 

complication in oral and maxillofacial 

surgery: A review of two cases. Contemp 

Clin Dent 2013;4: 236- 38  

[44]. Nelke K, Pawlak W, Kaczkowski H. 

Osteomyelitis after orthognathic surgery: A 

very rare case report after bilateral sagittal 

split osteotomy in the mandible. J.Dental 

Medical Problems2015; 52: 351-355. 

[45]. Humber CC, AlbiliaJB,  Rittenberg B. 

Chronic osteomyelitis following an 

uncomplicated dental extraction. J Can 

Dent Assoc 2011; 77: 98-1010. 

[46]. Herlich A. Anesthetic emergencies in oral 

surgery: malignant hyperthermia, 

endocrinopathy and neurologic events. 

Oral Maxillofac Surg. Clin N Am 2013; 
25: 507–514. 

[47]. Aquino VM, Hildebrand JM, Hester J. 

Toxic shock-like syndrome following third 

molar extraction: Case report. Oral Surg 

2019; 1-4. 

[48]. Lim HK, Kim JW, Lee UL, Kim JW, Lee 

H. Risk factor analysis of graft failure with 

concomitant cyst enucleation of the jaw 

bone: a retrospective multicenter study.J 

Oral Maxillofacial Surg2017; 1-26. 

[49]. Rosa HJ, Villanueva NL, Sanati MP, 

Factor SH, Taub PJ. Review of 

maxillofacial hardware complications and 

https://journal.chestnet.org/article/S0012-3692(11)60416-9/fulltext
https://journal.chestnet.org/article/S0012-3692(11)60416-9/fulltext
https://journal.chestnet.org/issue/S0012-3692(11)X6008-7
https://www.sciencedirect.com/science/article/pii/S2213576619302994#!
https://www.sciencedirect.com/science/article/pii/S2213576619302994#!
https://www.bjoms.com/article/S0266-4356(14)00696-2/fulltext
https://www.bjoms.com/article/S0266-4356(14)00696-2/fulltext
https://www.bjoms.com/article/S0266-4356(14)00696-2/fulltext
https://www.bjoms.com/article/S0266-4356(14)00696-2/fulltext
https://www.bjoms.com/article/S0266-4356(14)00696-2/fulltext
https://www.bjoms.com/article/S0266-4356(14)00696-2/fulltext
https://jcda.ca/users/craig-humber-127
https://jcda.ca/users/jonathan-albilia-292
https://jcda.ca/users/brian-rittenberg


 

      

International Journal Dental and Medical Sciences Research 

Volume 5, Issue 3, May - June 2023 pp 106-120www.ijdmsrjournal.com ISSN: 2582-6018 

 

 

 

 

DOI: 10.35629/5252-0503106120           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 119 

indicationsfor salvage. Craniomaxillofacial 

Trauma Reconstr.  9(2): 134–140.  

[50]. Carter L, Lowis E (2007).  Death from 

overwhelming odontogenic sepsis: a case 

report.British Dental J 2016;203: 241-

242. 

[51]. Metsemakers WJ, Kuehl R, Moriarty TF, 

Richards RG., Verhofstad M, Borens O, 

Kates S Morgenstern M. Infection after 

fracture fixation: Current surgical and 

microbiological concepts. Injury 2016;1-

12. 

[52]. Gordon PE, Lawler ME, Kaban LB.   

Dodson TB. Mandibular fracture severity 

and patient health status are associated with 

postoperative inflammatory complications. 

J Oral Maxillofac Surg 2011; 69: 2191-

2197. 

[53]. Verstraete L, Hevele JV, Loon BV Camp 

PV, Politis C. Atelectasis and bilateral 

pneumothorax after bimaxillary 

orthognathic surgery: A case report and 

review. Oral Maxillofacial Surgery 

Cases2018; 5: 1-5. 

[54]. Tejaswi SS, Subash TS. A clinical 

assessment of postoperative complications 

of mandibular fractures using mandibular 

injury severity score at K. R. Hospital, 

Mysore. Int J Oral Care Res2019; 7: 12-

14. 

[55]. Boffano P, Roccia F, Gallesio C, Berrone 

S. Pathological mandibular fractures: a 

review of the literature of the last two 

decades. Dental Traumatology 2013; 

29:185–196. 

[56]. Um B, Jeong-Kui K, Yong-Soo K. 

Diagnosis and treatment of obstructive 

atelectasis after general anaesthesia in a 

patient with abscess in the maxillofacial 

area: A case report. J Dent Anesth Pain 

Med 2018;18(4): 271-275.  

[57]. Yao CM, Ziai H, Tsang G, Copeland A, 

Brown D, Irish JC, Gilbert RW, Goldstein 

DP, Gullane PJ, Almeida JR. Surgical site 

infections following oral cavity cancer 

resection and reconstruction is a risk factor 

for plate exposure. J Otolaryngology- 

Head Neck Surg2017; 46 (30): 1-9. 

[58]. Tian-Guo D, Hong-Bing R, Yin-Xiu Q, Bo 

X, Jin-Qiang C, Ying-Kai L. Fatal 

complications in a patient with severe 

multi-space infections in the oral and 

maxillofacial head and neck regions: A 

case report. World J Clin Cases 2019; 

7(23): 4150-4156. 

[59]. Guru KN, Guru R, Malviya K, Borle R. A 

Study of incidence of hospital-acquired 

infection in oral and maxillofacial surgery 

ward. IOSR J Dent Med Sci.2019; 18:65-

74.  

[60]. Davis CM, Gregoire CE, Steeves TW, 

Demsey.APrevalence of surgical site 

infections following orthognathic surgery: 

A retrospective cohort analysis. J Oral 

Maxfac Surg2016;74:1199-1206. 

[61]. Pochana T, Sessirisombat. Surgical site 

infection following orthognathic surgery.  

RSU Int Res Conference 2018; 44-52. 

[62]. Samieirad S, Tohidi H, Eshghpour M, 

Hashemipour MS. An unusual case of deep 

vein thrombosis (DVT) after orthognathic 

surgery: A case report and review of 

literatures. J Oral Maxillofacial 

Surg2018; 1-14. 

[63]. Badri AA, Hasheminasab MS, 

Bolandparva F. Cervical necrotizing 

fasciitis after surgery of a mandibular 

fracture. J. Craniofacial Surg2020; 31(6): 

541-542. 

[64]. Abbaszadeh H, Sheibani MS. 

Actinomycotic osteomyelitis of mandible. 

J Craniofac Surg 2016;27(5): 452-454. 

[65]. Gilbertson K, Chemaly D, Wong GB. 

Chronic osteomyelitis as an unusual 

complication of third molar surgery. Oral 

Health 2012; 1-8.  

[66]. Adesina OA, Efunkoya AA, Omeje KU, 

Idon PI. Postoperative complications from 

primary repair of cleft lip and palate in a 

semi-urban Nigerian teaching hospital. 

Nigeria Med J 2016;57:155-159. 

[67]. Song, CW, Yoon HJ, Jung DW, Lee SH. 

Cervical necrotizing fasciitis caused by 

dental infection. Maxillofacial Plastic 

Reconstr Surg2014; 36(2): 67–72. 

[68]. Gamoh, S., Tsuji, K., Maruyama, 

H. Hamada H, Akiyama H, Toda 

I,Wang P,Morita S, ShimizutaniK. Gas 

gangrene in the deep spaces of the head 

and neck visualized on computed 

tomography images. Oral 

Radiol2018; 34: 83–87. 

[69]. Cousin AS, Bouletreau P, Giai J, Ibrahim 

B, Louvrier A Sigaux N. Severity and long-

term complications of surgical site 

infections after orthognathic surgery: a 

retrospective study. Scientific Reports 

2020;10: 1-9. 

[70]. Hechler BL, Blakey GH. Necrotizing soft 

tissue infection following routine third 

molar extraction: report of two cases 

javascript:;
javascript:;
javascript:;
javascript:;
javascript:;
javascript:;


 

      

International Journal Dental and Medical Sciences Research 

Volume 5, Issue 3, May - June 2023 pp 106-120www.ijdmsrjournal.com ISSN: 2582-6018 

 

 

 

 

DOI: 10.35629/5252-0503106120           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 120 

&review of the literature. Int J Oral 

Maxillofac Surg 2019;48(12):1525-29. 

[71]. Abe M, Abe T, Mogia R, Kamimotoa H, 

Hatanoa N, Taniguchia A, Saijo H, Hoshia 

K, Takatoa T. Cervical necrotizing fasciitis 

of odontogenic origin in a healthy young 

patient without pre-systemic disorders. J 

Oral Maxillofac Surg Med Path 2017;29: 

341–344.  

[72]. Arruda JA, Figueiredo E, Álvares P, Silva 

L, Silva L, Caubi A, Silveira M, Sobral AP. 

Cervical necrotizing fasciitis caused by 

dental extraction.Case Rep Dent 2016;1-5. 

[73]. Falconer N, Bhatti N, Holmes S.  

Recognising sepsis in oral and 

maxillofacial surgery patients. British J 

Oral Maxillofac Surg 2014; 52: 75–127 

[74]. Handley T, Devlin M, Koppel D, McCaul 

J.The sepsis syndrome in odontogenic 

infection. J. Intensive Care Society 2009; 

10: 21-25.   

[75]. Borges DDPR, Marchionni AMT, Andrade 

MGS, Sabey MJS, Almeida ADS, Sa 

TMG, Souza L MDA. Pulmonary 

embolism after orthognathic surgery: A 

case report. Oral Surg, Oral Med, Oral 

Pathol Oral Radiol 2020; 130 (3): 171. 

[76]. Forouzanfar T, Heymans MW, van 

Schuilenburg A, Zweegman S, Schulten 

EA. Incidence of venous thromboembolism 

in oral and maxillofacial surgery: a 

retrospective analysis. Int J Oral 

Maxillofac Surg 2010; 39(3): 256-259.  

[77]. Valid MS, Tenens L. Pulmonary embolus 

after a dental visit. ARC J Clinical Case 

Reports2016; 2(2): 16. 

[78]. Shimada K, Shiiba M, Takeuchi S, Kita A 

Koide N, Tsuruki S  NakatsuruM, 

TanzawaH. A case of neuroleptic 

malignant syndrome following surgery for 

maxillofacial fractures. J Oral   

Maxillofac Surg Med Patho 2018; 30 (5): 

413-417. 

[79]. Pile JC. Evaluating postoperative fever: A 

focused approach. Cleve Clin J Med 2006; 

73: 62-66. 

[80]. Reichman, DE, Greenberg JA. Reducing 

surgical site infections: a review. Rev 

ObstetGynecol 2009; 2(4): 212–221. 

[81]. Negi V, Pal S, Juyal D, Sharma MK, 

Sharma N. Bacteriological profile of 

surgical site infections and their 

antibiogram: A study from resource-

constrained rural setting of Uttarakhand 

State, India.  J Clin Diag Res 2015; 9(10): 

17–20.   

[82]. Kaya D, AldirmazAgartan C, Yucel M. 

Fungal agents as a cause of surgical wound 

infections: An overview of host factors. 

Wounds 2007; 19(8):218-222. 

[83]. Aframian-FarnadF,Savadkoohi F, 

Soleimani M, ShahrokhniaB. Effect of 

maxillomandibular fixation on the 

incidence of postoperative pulmonary 

atelectasis. Clinical Articles 2002; 60 (9): 

988-990.   

[84]. Nakano M, Nagoh T, Fujii K, Oohashi M, 

Kaizu M, Morse Z, Nakamura N, 

Yamaguchi A, Mikami M, Saito K, Sano 

K, Kanri T. Usefulness of measuring 

plasma cytokines in oral and maxillofacial 

surgery. Odontology 2003; 91: 43–45.   

[85]. Cutilli T, Cargini P, Placidi D, Corbacelli 

A. Necrotizing fasciitis of the maxillofacial 

region caused by dental infection. A case 

report and review. Minerva Stomatol 

2007; 56(9): 469-76. 

[86]. Aziz SR, Agnihotri N, Ziccardi VB.  Lobar 

collapse immediately after orthognathic 

surgery.J Oral Maxillofac Surg 2010; 68: 

2338-2341. 

[87]. Maciag M, Sediva I, Alexander-Scott N. 

Submandibular swelling and fever 

following frenulectomy in a 13-day-old 

infant.Clinical Pediatrics 2016; 1-3.  

[88]. Prathap A, Thomas E, Areekkal RR, Koshy 

S, Rupesh S. Osteomyelitis of lower jaw 

following extraction of lower molar in a 

young adult:  Report of a case. Int J Oral 

Health Med Res 2016; 3(4):49-52. 

[89]. Prabhu SR, Nirmalkumar ES. Acute fascial 

space infections of the neck:1034 cases in 

17 years follow-up. Ann Maxillofac Surg 

2019; 9:118-123. 

[90]. Liu Y, Zhu X, Zhou, D. Han F, Yang X. 

Dexmedetomidine for prevention of 

postoperative pulmonary complications in 

patients after oral and maxillofacial surgery 

with fibular free flap reconstruction: A 

prospective, double-blind, randomized, 

placebo-controlled trial. BMC Anesthesiol 

2020; 20 (127) 1-14. 

 

https://www.sciencedirect.com/science/article/abs/pii/S2212555818300528#!
https://www.sciencedirect.com/science/article/abs/pii/S2212555818300528#!
https://www.sciencedirect.com/science/article/abs/pii/S2212555818300528#!
https://www.sciencedirect.com/science/article/abs/pii/S2212555818300528#!
https://www.joms.org/article/S0278-2391(02)00056-3/fulltext
https://www.joms.org/article/S0278-2391(02)00056-3/fulltext
https://www.joms.org/article/S0278-2391(02)00056-3/fulltext
https://www.joms.org/issue/S0278-2391(00)X0028-6

