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INTRODUCTION 

EXTRACTION SOCKET WOUND HEALING 

Extraction socket healing is a complex process, 

influenced by various local and systemic factors.
[1,2]

 The 

extraction socket's healing process encompasses bone 

and soft tissue remodeling, with the most substantial 

dimensional alterations typically occurring in the first 3 

months. The method of socket healing after tooth 

extraction involves distinct stages. Following tooth 

extraction, the immediate reaction involves blood clot 

formation and vascular changes within 24-48 hours.
[3,4]

 

Leukocytes mobilize to the clot area, which is covered 

by a fibrin layer.
[3]

 During the first week, fibroblasts 

proliferate, forming a temporary scaffold for healing. 

Epithelial proliferation and the onset of osteoclastic 

activity in the alveolar bone are observed. Endothelial 

cell proliferation signals capillary ingrowth, and the clot 

undergoes organization by fibroblast ingrowth. In the 

second week, fibroblasts organize the clot, and delicate 

capillaries penetrate it.
[4]

 The remnants of the periodontal 

ligament degenerate, and osteoid trabeculae may be 

visible. Epithelial proliferation continues, and 
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ABSTRACT 

Extraction socket healing is a multifaceted process influenced by various local and systemic factors. This literature 

review explores the complexities of socket healing post tooth extraction, focusing on the stages of wound healing, 

factors influencing healing, and a spectrum of methodologies to enhance the healing process. Local factors such as 

extraction site variations and systemic factors like smoking and diabetes impact socket healing. Various methods 

are discussed, including platelet-rich fibrin (PRF), socket preservation, guided bone regeneration, hyperbaric 

oxygen treatment, collagen placement, fibrin sealant, vitamin C supplementation, and natural remedies like honey 

and turmeric powder. Each methodology offers unique advantages in promoting effective healing and reducing 

complications. Platelet-rich fibrin demonstrates promising results in improving wound healing and bone 

regeneration. At the same time, socket preservation techniques aim to minimize alveolar bone resorption and 

prepare the area for future implant placement. Guided bone regeneration serves to restore alveolar ridge 

dimensions, particularly in cases with primary bone deficiency. Hyperbaric oxygen treatment enhances tissue 

oxygenation and stimulates wound repair processes. Collagen placement aids in tissue regeneration and wound 

closure. Fibrin sealant is an effective sealant and carrier for additional cells to enhance healing. Vitamin C 

supplementation facilitates collagen synthesis and turnover, which are crucial for tissue repair. Natural remedies 

like honey and turmeric powder have shown potential in promoting wound healing with minimal adverse effects. 

Understanding the intricacies of extraction socket healing and employing tailored approaches based on patient 

factors can significantly improve post-extraction outcomes and long-term success in dental implant therapy. 

Further research is warranted to optimize protocols and explore novel methodologies for enhancing socket healing. 
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osteoclastic resorption of the alveolar socket margin is 

prominent. By the third week, the clot is almost entirely 

organized by granulation tissue, and osteoid trabeculae 

form around the wound periphery.
[5,6]

 The original 

cortical bone undergoes remodeling, and the crest of the 

alveolar bone is rounded off. Epithelialization may be 

complete by this time. The wound enters the final 

healing stage in the fourth week, with continued bone 

deposition and remodeling.
[7,8]

 Radiographic evidence of 

bone formation becomes prominent around the sixth to 

eighth week after extraction, with differences in new 

bone compared to adjacent bone visible for several 

months. Osteoclastic resorption of the alveolar bone crest 

continues during healing. 

 

FACTORS INFLUENCING SOCKET HEALING 

Factors influencing socket healing can be categorized 

into local and systemic influences. Local factors include 

variations in extraction sites impacting healing, with 

mandibular molars exhibiting different patterns than 

maxillary incisor/canine sites.
[10,11]

 Raising a full flap 

before extraction may compromise blood supply and 

attachment, leading to potential bone resorption.
[12]

 

Additionally, multiple edentulous sites experience more 

alveolar bone resorption than single edentulous sites.
[16]

 

On the systemic front, smoking’s unclear mechanism is 

associated with higher alveolar crest reduction, 

uncontrolled insulin-dependent diabetes inhibits collagen 

framework formation, increasing alveolar bone 

resorption, and post-menopausal osteoporosis may lead 

to smaller maxillary alveolar ridges and knife-edge 

mandibular ridges post-extraction.
[13,14]

 In this literature 

review, we look into a wide spectrum of techniques and 

materials that enhance the healing of the extraction 

socket wound. Through a meticulous examination of 

literature and clinical studies, we aim to provide a 

thorough understanding of the mechanisms, efficacy, and 

comparative advantages of different approaches. 

 

MULTIPLE APPROACHES TO EXPEDITE 

SOCKET WOUND HEALING 

Various methods contribute to enhancing socket healing 

in modern dentistry. These approaches encompass 

minimally invasive extraction techniques, the utilization 

of advanced biomaterials, socket preservation using 

grafting materials, platelet-rich Fibrin (PRF), guided 

bone regeneration, collagen placement, fibrin sealant, 

vitamin C, Hyperbaric oxygen treatment, and some 

natural healing remedies such as turmeric and honey. 

Combined with careful post-operative care, these 

strategies collectively strive to accelerate the recovery 

process and reduce the likelihood of complications. The 

integration of these. Diverse approaches underscore a 

comprehensive and tailored approach in promoting 

effective healing after tooth extraction. 

 

PLATELET RICH FIBRIN (PRF) 
Platelet-rich fibrin(PRF) was first developed in France as 

a remedial option to address the limitations of platelet-

rich tube.
[18]

 Its application in birth sockets has been set 

up to ameliorate crack mending and bone 

rejuvenescence. 

 

Types of PRF  

There are six orders of PRF distinguished by their 

medication  styles and  outfit, they are. 

1. leukocyte and platelet-rich fibrin( L- PRF) 

2. Advanced platelet-rich fibrin(A-PRF) 

3. Advanced platelet-rich fibrin plus(A-PRF) 

4. injectable platelet-rich fibrin( I- PRF) 

5. titanium platelet-rich fibrin(T- PRF) 

6. vertical platelet-rich fibrin(H- PRF) 

 

Medium of action The main treatment system for 

alveolar bone loss includes the use of a membrane to 

guide bone rejuvenescence and growth factors for 

form.
[21]

 

 

Osteogenic Medium 

Platelet-Rich Fibrin(PRF) possesses different growth 

factors able to modulate osteogenic gene expression, 

ease mesenchymal stem cell migration and isolation, 

suppress osteoclast conformation, and stimulate 

angiogenesis to support bone rejuvenescence.
[21,22]

 

Angiogenesis is a pivotal process in bone 

rejuvenescence,  furnishing the necessary blood vessels 

to deliver oxygen and nutrients to the regenerating tissue. 

Angiogenesis medium initiated by platelets, fibroblasts, 

and vulnerable cells can be attracted to the point of 

injury to achieve the purpose of crack mending and 

tissue formation.
[23]

 The creation of angiogenesis by PRF 

can enhance the regenerative potential of bone grafts. 

 

Osteopromotive Medium 

It's a series of natural processes and molecular signal 

pathways that can stimulate and promote the 

conformation and rejuvenescence of bone tissue. While 

Platelet-Rich Fibrin(PRF) can spark signal pathways for 

alveolar bone rejuvenescence, the precise molecular 

mechanisms underpinning this process remain partly 

understood.
[24]

 

 

Osteoconductive Medium 

Bone conduction is a critical process in bone 

rejuvenescence, where the graft attracts blood vessels 

and osteoblasts to grow into the scattered bone and along 

its face by furnishing a natural altar. It stabilizes the 

blood clot formed inside the alveolar socket.
[22,23]

 

 

The fibrin element within Platelet-Rich Fibrin( PRF) acts 

as a cohesive platform for an intertwined growth factor 

library, enabling multiple factors to synergistically work 

together in tissue rejuvenescence. Accordingly, fibrin 

plays a vital part in easing alveolar bone rejuvenescence 

within PRF.
[25]

  Both L-PRF and T-PRF accelerate early 

soft tissue mending and promote better bone 

development. Particularly among smokers, PRF 

enhances the quality of soft towel mending in birth 

sockets.
[26]

 It demonstrates increased effectiveness during 

the original mending phase,  generally 2- 3 months after 
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tooth birth. also, PRF is effective in reducing 

postoperative pain and precluding bone loss, with a 

lower complication rate. also, it can serve as a salutary 

treatment adjunct following the removal of impacted 

third molars.
[27,28]

 PRF serves as a cost-effective 

autologous material for socket preservation and unborn 

recuperation. 

 

SOCKET PRESERVATION 

The alveolar ridge commonly undergoes volume 

reduction and morphological changes after tooth loss, 

making traditional implant placement more challenging. 

Socket preservation is a technique used to prevent the 

decrease in volume and morphological changes of the 

alveolar ridge following tooth extraction. Socket 

preservation can be done by atraumatic tooth extraction, 

placement of bone graft material, using membranes, 

combining bone graft& membrane and connective tissue 

graft.
[29]

 

 

Benefits of socket preservation include minimizing the 

amount of alveolar bone resorption, it prepares the area 

for implant placement (esthetic region in particular) by 

improving bone regeneration, and it eliminates the need 

for ridge augmentation procedures.
[30]

 

 

When to do extraction socket preservation 

The procedure can be done right after tooth extraction or 

be postponed for 6-8 weeks if acute infections are 

present.
[31]

 

 

Case selection in extraction socket preservation. 

Pre-surgery evaluation and planning are essential before 

deciding on socket preservation. 

 

Pre-operative evaluation includes 

SYSTEMIC HEALTH STATUS 

LOCAL FACTORS 

• Morphology of soft tissue & alveolar ridge volume 

(Lack of adequate soft-tissue coverage causes 

insufficient primary tension-free closure over the 

augmentation site.) 

• Ridge contour 

• Neighbouring teeth position of marginal bone 

 

This classification system aids in assessing bone quality 

post-extraction by considering the presence of hard and 

soft tissues on the buccal and palatal sides. It simplifies 

documentation and treatment decisions for clinicians, 

helping them determine the need for socket surgery and 

whether immediate or delayed implant placement is 

appropriate.
[30,31]

 

 

Type I socket: The facial soft tissue and Buccal plate of 

the bone are at normal levels in relation to the 

cementoenamel junction of the pre-extracted tooth and 

remain intact post-extraction. 

 

Type II socket: There is facial soft tissue present, but the 

buccal bone plate is partially absent after tooth 

extraction. 

Type III socket: both the facial soft tissue and the buccal 

bone plate are significantly diminished following tooth 

removal. 

 

Type I sockets do not necessitate augmentation and can 

be addressed with immediate or delayed implantation. 

Type II and III sockets, however, demand socket 

treatment due to insufficient buccal cortical bone and 

should be managed through a staged approach. 

Additional soft and hard tissue surgeries are needed 

before implant placement due to the socket’s healing 

process.
[34]

 

 

Indications for socket preservation 

1. ESP is not required in all extraction cases, but it 

should be considered in the following cases: 

2. Aesthetic concern 

3. Severe destruction of the residual bone wall after 

tooth extraction. 

4. Delayed implant placement 

5. Areas in which to maintain bone volume to prevent 

damage to anatomical structures such as the 

maxillary sinus or the inferior alveolar nerve. 

 

Contraindications of socket preservation: 

1. Medical conditions that preclude implant placement. 

2. Extracted socket with bony lesions of more than 5 mm 

where the future implant cannot be placed. 

3. It is not advisable when there is a molar root-

penetrating maxillary sinus. 

4. In cases of maxillary alveolar process atrophy and 

nasal floor projection, there is a risk of nasal floor 

perforation. 

 

Techniques of extraction socket preservation. 

The most commonly used socket preservation techniques 

in dentistry include the use of bone graft materials, 

barrier membranes, and growth factors. 

Autogenous bone grafts are often regarded as the 

primary choice, but alternative options such as allografts, 

xenografts, and synthetic materials have demonstrated 

comparable effectiveness. 

Barrier membranes serve to prevent soft tissue ingrowth 

and provide structural support for bone formation, while 

growth factors like platelet-rich plasma have been found 

to stimulate bone regeneration, enhancing the overall 

preservation process. 

 

Socket preservation techniques can be classified based 

on various biomaterials, including. 

1. Ridge preservation by only bone grafts 

2. Ridge preservation by membrane only 

3. Combined technique 

 Particulate bone graft with resorbable membrane 

 Particulate bone graft with platelet-rich fibrin 
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This procedure involves several steps aimed at 

maintaining the dimensions of the ridge. Firstly, the 

tooth is extracted gently to minimize damage to the 

surrounding bone and soft tissue, ensuring the 

preservation of the buccal plate. Inducing adequate 

bleeding within the socket is important as it provides a 

conductive environment for healing. Next, a bone graft 

material is placed within the socket to fill the void 

formed after the extracted tooth. 

 

Grafting Materials In Extraction Socket Preservation 

Bone Graft Materials 

Autogenous bone: In 2005, a case of socket preservation 

utilizing autogenous bone from the buccal aspect of the 

maxillary canine and employing a rotated palatal flap 

was documented. Nonetheless, the utilization of 

autogenous bone has been limited due to its elevated risk 

of resorption. 

 

Xenogeneic bone: Presently, xenografts like anorganic 

bovine bone and porcine bone are commonly employed 

in implant dentistry. Artzi et al. observed 82.3% new 

bone filling in extraction sockets at 9 months post-ESP 

using porous bovine bone mineral (PBBM). PBBM 

serves as a biocompatible and suitable bone substitute for 

ESP, showing no resorption over a 9-month period. In 

2018, deproteinized porcine bone mineral (DPBM) 

demonstrated similar ESP results to DBBM. 

 

Synthetic bone: Numerous synthetic bone products have 

shown positive results in extraction socket preservation 

(ESP), such as Bioplant HTR, hydroxyapatite (HA), 

biphasic calcium phosphate (BCP), bioactive glass, and 

calcium sulfate. 

Allogeneic bone: Freeze-dried bone allograft, a type of 

allogeneic bone, has found extensive application in 

implant dentistry. 

Growth factors: Ridge preservation and bony healing can 

be enhanced with growth factors, including Recombinant 

human bone morphogenetic Protein-2 (rhBMP-2), 

platelet concentrate (platelet- rich plasma, platelet-rich 

fibrin), Synthetic cell-binding peptide P-15 (Putty P15) 

and vascular endothelial growth factor(VEGF). 

 

Socket Sealing: After packing the socket with bone 

substitute, it is recommended to cover it with a 

membrane that provides protection and stabilization 

during new bone formation. It can be done using 

Autogenous tissue, resorbable barrier membrane, non-

resorbable barrier membrane & collagen sponge. 

 

This procedure serves to stabilize the blood clot within 

the socket, acting as a scaffold for bone formation. By 

preserving the alveolar architecture, socket preservation 

significantly reduces alveolar ridge resorption after tooth 

extraction. 

 

GUIDED BONE REGENERATION 

It is a widely utilized technique for bone augmentation, 

aiding in restoring alveolar ridge dimensions by 

employing the principle of GTR to maintain space within 

a bony defect.
[36]

 Various barrier membranes and bone 

grafts are employed in GBR, often in combination for 

success. A solid understanding of bone biology is 

imperative before undertaking any bone augmentation 

procedure. 

A combination of Collagen Membrane (CM) and graft 

material has shown effectiveness in GBR. GBR is 

extensively applied in oral and maxillofacial defects, 

with emphasis on imbuing biofunctions into materials 

used for repair.
[37,38]

 These materials are categorized 

based on their biofunctions, including space 

maintenance, promoting cell adhesion and proliferation, 

vascularization, immunoregulation, infection 

suppression, and mimicking natural tissues. 

 

GBR has been found effective in reducing bone 

dimensional changes post-tooth extraction. This field 

holds promise for further advancement, reliant on a 

comprehensive understanding of biomaterials and 

interdisciplinary collaboration. Both socket preservation 

(SP) and GBR are crucial for successful implant 

placement. SP is recommended for cases of delayed 

implant placement, potentially reducing the need for 

additional augmentation. GBR has shown success in 

bone augmentation in areas with primary bone 

deficiency.
[39]

 

 

Socket preservation is indicated for post-extraction sites 

with thin buccal plates, increased aesthetic risk, heavily 

damaged sockets, or multiple extractions. GBR can be 

performed simultaneously with implant placement in 

cases of inadequate bone volume, allowing for successful 

implantation.
[40]

 

 

It is indicated for vertical or horizontal bone defects, 

fenestrations/dehiscence, and peri-implant defects, but 

requires meticulous planning, technical expertise, and 

postoperative care. GBR is used when there isn't enough 

bone for implantation, or when optimal implant 

positioning is required for aesthetic or functional 

purposes. It can be performed before or simultaneously 

with implant placement, achieving acceptable results for 

vertical and horizontal ridge augmentations.
[41]

 

 

Hyperbaric Oxygen Treatment 

Hyperbaric Oxygen Treatment (HBOT) involves 

administering pure oxygen at pressures higher than 

atmospheric pressure, aiming to increase tissue oxygen 

levels through elevated oxygen concentration and 

enhanced oxygen in the bloodstream.
[42]

 This therapy has 

a diverse impact on wound healing, stimulating 

processes like fibroblast proliferation and collagen 

synthesis essential for the healing process. HBOT 

promotes the formation of new blood vessels and wound 

repair by activating specific signaling pathways. 

Stimulation from HBOT is beneficial for collagen, which 

plays a crucial role in angiogenesis.
[43]

 To achieve the 

best outcomes, hyperbaric oxygen treatment (HBOT) is 

usually integrated into a thorough wound management 
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strategy, comprising daily sessions spanning a minimum 

of 30 treatments.
[44]

 During these sessions, individuals 

breathe pure oxygen at pressures ranging from 2 to 2.4 

ATA for 90 minutes each time. Mechanism of action 

includes vasoconstriction, angiogenesis, fibroblast 

proliferation, leukocyte oxidative killing, toxin 

inhibition, and antibiotic synergy. It promotes the 

formation of new blood vessels (angiogenesis) by 

providing the necessary oxygen, crucial for nourishing 

healing tissues. Additionally, it stimulates the 

proliferation of fibroblasts, key players in wound healing 

and collagen production, thereby aiding tissue 

repair.
[44,45]

 HBOT also activates the immune system, 

particularly leukocytes, which combat infections and 

promote healing through oxidative processes. 

Furthermore, it induces temporary vasoconstriction, 

alleviating tissue swelling and enhancing microvascular 

blood flow to improve tissue oxygenation. HBOT 

complements various procedures, including bone 

grafting and dental surgery, effectively preventing 

complications like jaw and mandibular necrosis. HBOT 

has evolved as a primary or supplementary therapy for 

managing surgical and oral wounds, such as 

osteoradionecrosis and periodontitis.
[46]

 In dental 

surgery, HBOT is particularly beneficial in preventing 

and treating conditions like osteoradionecrosis and 

osteomyelitis, reducing treatment duration and the need 

for repeated surgeries while promoting tissue healing. 

 

COLLAGEN APPLICATION 

Collagen, a natural biopolymer present in animals, is a 

crucial component of the extracellular matrix. Its 

presence supports tissue integrity and elasticity. In 

wound healing, collagen attracts fibroblasts and aids in 

the formation of new collagen, thereby expediting the 

healing process.
[47]

 Integrating collagen into socket 

wound dressings can significantly enhance healing, and 

combining with anti-inflammatory and antimicrobial 

agents is being explored to optimize its effectiveness.
[48]

 

The optimal tooth extraction procedure involves 

removing the entire tooth from the alveolar bone with 

minimal trauma and discomfort for the patient. To 

enhance the healing process, efforts are made to promote 

the formation of new tissue that replaces damaged tissue, 

typically utilizing collagen due to its biocompatibility 

and ability to be absorbed by the body. When pure type-1 

collagen is applied to extraction sockets of third molars, 

it has been shown to reduce both the intensity and 

duration of postoperative pain.
[49]

 Additionally, it 

decreases the frequency of limitations in mouth opening 

and increases the mineralization ratio at the extraction 

site, indicating improved healing. Research using pangas 

catfish gelatin has demonstrated that it can increase the 

density of collagen during the healing process of dental 

sockets following tooth extraction, particularly observed 

in albino rats.
[50]

 Both collagen and platelet-rich fibrin 

(PRF) are highlighted as cost-effective options for socket 

preservation compared to other materials.
[51]

 They 

provide reasonable preservation of the socket, which is 

essential for maintaining the surrounding bone structure 

and facilitating successful future dental procedures.
[51,52]

 

Furthermore, the use of resorbable collagen plugs has 

been found to accelerate wound healing after tooth 

extraction due to their collagen content. These plugs help 

in stabilizing the blood clot within the socket, promoting 

tissue regeneration, and ultimately facilitating quicker 

recovery. 

 

FIBRIN SEALENT 

Fibrin sealant is a medical material made up of two key 

components: fibrinogen and thrombin.
[53]

 When these 

components are mixed together, with the presence of 

small amounts of calcium and factor XIII, thrombin 

catalyzes the conversion of fibrinogen into fibrin, which 

is insoluble. This process results in the formation of a 

fibrin clot, which serves as an effective sealant to 

achieve hemostasis (stopping bleeding) and tissue 

sealing during various surgical procedures, particularly 

when conventional wound closure methods are not 

suitable.
[54]

 Moreover, the fibrin sealant matrix has been 

found to have additional benefits in promoting wound 

healing. By incorporating fibroblasts or keratinocytes 

into the fibrin solution, the fibrin sealant acts as a carrier 

to deliver extra cells to the wound area, thereby 

enhancing the healing process.
[55,56]

 Once formed, fibrin 

serves as a temporary support structure for wound 

healing. It forms a cohesive network that not only 

physically supports the wound but also plays an active 

role in recruiting cells to facilitate the healing process.
[56]

 

These fibrin-mediated responses include cell adhesion, 

migration, proliferation (growth), and tubule formation, 

all of which are crucial stages in wound healing. 

Furthermore, the structural composition of fibrin and its 

interactions with cells and proteins significantly 

influence the wound healing process. Variants of 

fibrinogen, such as high molecular weight (HMW) and 

low molecular weight (LMW) fibrinogen, play specific 

roles in regulating these events. HMW-fibrinogen, for 

instance, has been shown to promote cell growth and 

vessel formation, which are essential components of the 

wound repair process. Fibrin sealant not only acts as a 

sealant to stop bleeding and seal tissues during surgery 

but also serves as a vehicle for delivering additional cells 

to the wound site to enhance healing.
[57]

 The fibrin 

matrix formed provides temporary structural support and 

actively participates in various cellular processes that 

promote effective wound repair.
[58]

 Additionally, the 

specific composition of fibrinogen variants further 

influences and optimizes the wound healing response. 

Fibrin sealant offers advantages over sutures due to its 

ease and speed of application. Its use along with tissue 

adhesive, reduces the need for factor concentrates in 

replacement therapy and ensures rapid hemostasis, 

facilitating concurrent surgical procedures. 

 

VITAMIN C 

Vitamin C, also known as ascorbic acid, is essential for 

wound healing due to its involvement in various phases 

of the process. In the inflammatory phase, vitamin C 

facilitates the clearance of neutrophils, which are crucial 
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for initial defense against infection, and it also  promotes 

neutrophil apoptosis (programmed cell death) and 

clearance. Vitamin C helps to resolve inflammation and 

initiate the next stages of healing.
[59]

 During the 

proliferative phase, vitamin C plays a significant role in 

collagen synthesis, which is fundamental for tissue repair 

and regeneration.
[60]

 Collagen is the main structural 

protein in connective tissues, providing strength and 

integrity to the wound site.
[59,60]

 Vitamin C serves as a 

helper molecule for enzymes that assist in adding 

hydroxyl groups to proline and lysine residues within 

collagen. This hydroxylation process is essential for the 

stability and proper assembly of collagen fibrils. 

Furthermore, vitamin C facilitates collagen maturation, 

secretion, and degradation, ensuring the formation of 

functional and durable tissue. By promoting collagen 

synthesis and turnover, vitamin C contributes to the 

remodeling and restructuring of the wound area, leading 

to the restoration of tissue integrity.
[61]

 In addition to its 

role in collagen metabolism, vitamin C also impacts 

other aspects of wound healing. It promotes fibroblast 

proliferation, which are cells responsible for producing 

collagen and other extracellular matrix components. 

Increased fibroblast activity enhances tissue regeneration 

and accelerates the closure of the wound.
[62]

 Moreover, 

vitamin C influences angiogenesis, the process of new 

blood vessel formation, which is essential for delivering 

oxygen and nutrients to the healing tissue. By supporting 

angiogenesis, vitamin C helps to establish a robust 

vascular network, promoting tissue perfusion and 

enhancing wound healing. 

 

Many clinical studies have highlighted the therapeutic 

potential of vitamin C in promoting wound healing. Oral 

administration of 600mg of vitamin C daily in three 

doses for ten days following tooth extraction resulted in 

improved socket wound healing.
[62,63]

 This regimen 

reduced the width of the socket wound and alleviated 

postoperative pain, underscoring the beneficial effects of 

vitamin C supplementation on wound healing outcomes. 

 

NATURAL REMEDIES 

HONEY 

Honey has a rich history in medicine, dating back to 

ancient times, and its ability to fight bacteria has been 

acknowledged since the late 19
th

 century. Despite being 

overshadowed by antibiotics, honey’s effectiveness in 

treating wounds has gained renewed attention due to its 

unique composition, including high sugar content, low 

moisture, acidity, and the presence of hydrogen peroxide. 

Research indicates that honey can reduce inflammation, 

aid in tissue healing, and provide relief for wounds and 

burns.
[64]

 In dental procedures, Manuka honey has been 

shown to expedite hemostasis and promote better healing 

with less post-extraction pain compared to untreated 

sockets.
[65]

 Its antibacterial, antiviral, anti-inflammatory, 

and antioxidant properties contribute to these benefits. 

Moreover, honey has no known adverse effects, unlike 

excessive use of eugenol, which can cause bone necrosis. 

Therefore, Manuka honey is recommended for managing 

dry socket. While honey has been found to decrease 

wound infections after tooth extraction, its impact on 

accelerating wound closure remains inconclusive. 

Nonetheless, studies have shown that honey can reduce 

wound size and speed up healing in children after tooth 

extraction, making it a convenient and cost-effective 

option with no reported side effects.
[66]

 Its pleasant taste 

and smell also make it well-received by children. 

 

TURMERIC POWDER 

Herbal remedies derived from plants have been shown to 

accelerate blood clotting, combat infections, and promote 

wound healing.
[67]

 Numerous herbal products, such as 

Aloe Vera, Neem, cedar, turmeric, and jasmine 

auriculatum, are currently being researched and utilized 

for wound management. Turmeric, in particular, has 

been utilized for centuries in Ayurvedic medicine due to 

its potent antioxidant and anti-inflammatory 

properties.
[68]

 Curcumin, a component of turmeric, has 

garnered attention for its various health benefits, 

including antioxidant, anti-inflammatory, anti-diabetic, 

anti-cancer, anti-viral, and anti-rheumatic effects.
[69]

 

Topical application of turmeric has been found to 

expedite the wound healing process, suggesting its 

potential as a treatment for various ailments, including 

surgical wounds. 

 

CONCLUSION 

This review has highlighted the various methodologies 

employed for extraction socket healing, emphasizing 

their effectiveness and limitations. From traditional 

techniques to advanced approaches such as socket 

preservation, platelet-rich fibrin, and guided bone 

regeneration, etc., each method offers unique advantages 

and challenges. While further research is needed to fully 

elucidate the optimal protocol for socket preservation, it 

is evident that tailored approaches based on patient 

factors and clinical requirements are essential. By 

understanding the intricacies of extraction socket 

healing, clinicians can enhance post-extraction outcomes, 

promote predictable bone regeneration, and ultimately 

improve the long-term success of dental implant therapy. 
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