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Commonly used topical oral wound
dressing materials in dental and surgical
practice – a literature review
Abstract
A small number of medicaments are used in oral and maxillofacial
surgery to dress wounds, relieve pain, prevent infection and promote
healing. While these materials are routinely used, their constituents,
uses and effects on oral tissues are rarely discussed. This literature
review provides an overview of the constituents, uses and effects of
the common materials – oxidised regenerated cellulose, Whitehead’s
varnish, Carnoy’s solution, bismuth iodoform paraffin paste (BIPP),
zinc oxide eugenol (ZOE) and Alvogyl.
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Surgery in the oral cavity causes trauma to
the surrounding tissues and creates a wound
that requires time to heal. Bleeding is an
expected consequence of surgery and the
mouth is a vascular area. However, bleeding
after an extraction or dentoalveolar surgery is
usually self limiting. Some surgical materials
have anticoagulant effects and are useful in
achieving haemostasis, when bleeding is not
otherwise controlled.1,2
Classically, primary closure of a wound is
preferred over secondary healing. In the
mouth, primary closure is not always
possible. Some of the oral tissues, for
example the mucosa of the hard palate and
attached gingivae, are tightly bound to their
underlying bone and cannot be easily
mobilised to provide primary closure. In
lower wisdom tooth surgery, primary closure
of the mucoperiosteal flap has been
associated with increased postoperative pain
and swelling compared to flap repositioning
and secondary healing.3 Dressing materials
have been advocated and applied to wounds
in the mouth in order to reduce
postoperative pain, promote healing and
prevent infection.4,5 They can also have
detrimental effects on the oral tissues. Nerve
damage, local tissue reactions and toxicity

have been reported. 6-8 It is therefore
important to be aware of the constituents of
these materials, their uses and the potential
for adverse reactions. Some of the commonly
used wound dressing materials and their
effects on oral tissues are discussed below.

Oxidised regenerated cellulose
Cellulose is a carbohydrate that is found in
the plant cell wall. It was noted in the 19th
Century that cellulose could be oxidised, but
it was not until 1942, when Yackel and
Kenyon described a method of oxidising
cellulose using nitrogen dioxide, that the
material became useful in surgery. 2,9
Regenerated cellulose is now made by first
dissolving the cellulose and then extruding it
as a single fibre. This technique allows a
more uniform chemical composition than
the original nitrogen dioxide method.10
Proprietary brands of oxidised regenerated
cellulose include Surgicel, ActCel, Curacel
and Gelita-Cel (Figure 1).11-14
Oxidised regenerated cellulose is used as a
haemostatic agent, working primarily by
chemical interaction with blood.2 It forms a
gelatinous mass when mixed with blood that
functions as an artificial blood clot (Figure
2).10 Due to its low pH, it may also have
some antimicrobial effects.15

Peer-reviewed
JOURNAL OF THE IRISH DENTAL ASSOCIATION

Oxidised regenerated cellulose has been shown to be relatively
biocompatible. Animal studies have shown it to be completely broken
down subcutaneously within 45 days and it does not significantly
interfere with wound healing.16 In view of its biocompatibility,
dissolved oxidised cellulose was originally considered as a plasma
substitute.2 Loescher and Robinson in 1998 raised concern over the
potentially neurotoxic effects of oxidised regenerated cellulose. They
directly applied Surgicel to the rat saphenous nerve and showed an
immediate but short-lived reduction in nerve function. They did not
demonstrate any long-term change in nerve function when the
material was applied for one week.6 Oxidised regenerated cellulose is
used extensively in the field of neurosurgery, where neurological
complications have not been reported.

FIGURE 1: Oxidised regenerated cellulose (Surgicel).

Whitehead’s varnish

FIGURE 2: Oxidised regenerated cellulose retained by gently applied
sutures in extraction sockets.

FIGURE 3: Ribbon gauze with Whitehead’s varnish following removal
of a palatal plaeomorphic adenoma.

Table 1: Constituents of
Whitehead’s varnish.17

Table 2: Constituents of
Carnoy’s solution.28

Material

Quantity

Iodoform

10g

Chloroform

3ml

Benzoic acid

10g

Glacial acetic acid

1ml

Storax

7.5g

Ferric Chloride

1g

Alcohol

6ml

Balsam of Tolu
Ether

5g
100ml

Material

Quantity

Whitehead’s varnish was first described in a case report by Walter
Whitehead in 1891 on its use following tongue resection.1 The original
varnish used by Whitehead contained iodoform, ether and turpentine.
The composition of the Whitehead’s varnish that is currently used is
shown in Table 1.17 Iodoform (tri-iodomethane) is an antiseptic
compound with the chemical formula CHI3. Benzoic acid is a
preservative and disinfectant. Together, they give the varnish its
antiseptic properties. Storax is a resin that is obtained from the
sweetgum tree. It is a mixture of compounds, and is used in the
perfume industry as a fixator of aromatic substances.18 It also contains
styrene and was the original source of the first polystyrene, used in our
daily lives.19 Balsam of Tolu is a resin that is obtained from South
American balsam trees, and is also used in the perfume industry.20
These materials are kept in solution using ether as a solvent.17
In Whitehead’s original report, the prevention of capillary oozing,
postoperative pain relief and allowing the patient to be fed orally were
the main benefits attributed to the varnish.1 Among published uses for
the varnish are as a dressing for skin graft donor sites, as a pack for
cystic cavities of the jaw, to reduce pain following wisdom tooth
removal, in orbital floor reconstruction, in cleft palate surgery, and
with the surgical management of osteomyelitis.21-27 In all of these
cases the varnish acts as a dressing material to keep soft tissue or bony
cavities free from infection postoperatively and to prevent bleeding
(Figure 3).

Carnoy’s solution
Carnoy’s solution is a tissue fixative used primarily
in histological sample preparation. It is made
up of chloroform, acetic acid and ferric
sulphate, in an alcohol solvent (Figure 4).28
Carnoy’s solution is used in the mouth as
a tanning agent in order to facilitate the
removal of cyst linings. Most notably its
use has been advocated prior to the
enucleation of keratocystic odontogenic
tumours (KOTs).29 It allows the thin, friable
FIGURE 4: Carnoy’s solution. lining of these cystic neoplasms by fixation
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Table 3: Constituents
of bismuth iodoform
paraffin paste.32

Table 4: Some zinc
oxide-based dressing
materials.
Eugenol-containing

Non-eugenol-containing

Table 5: Constituents
of Alvogyl.

Material

Quantity

Material

Quantity

Iodoform

440g

Kalzinol47

Coe-Pak48

Butamben

25.7g

Bismuth subnitrate

220g

Nobetec49

Voco-Pak50

Iodoform

15.8g

Paraffin base

220g

Perio Care51

Eugenol

13.7g

Excipients: olive oil, spearmint oil, sodium lauryl sulphate,
calcium carbonate, penghawar djambi, purified water

Clinically, anaesthesia and paraesthesia of the inferior alveolar nerve
have been reported following the removal of KOTs treated with
Carnoy’s solution and enucleation. Gossau et al. in 2010 reported on
the recurrence rates and postoperative nerve damage following
enucleation of KOTs.30 They found that postoperative nerve damage
occurred in six out of 23 patients treated. Nerve damage was
present in patients treated with and without Carnoy’s solution.
While it is apparent that damage can be caused as a result of
enucleation alone, it is difficult to know from clinical reports how
much damage is due to the application of Carnoy’s solution. High
success rates in the treatment of KOTs have also been shown by
marsupialisation, which has made the use of Carnoy’s solution less
common.31
FIGURE 5: BIPP on ribbon gauze.

Bismuth iodoform paraffin paste
and contraction to be more completely removed, reducing the rate of
recurrence.30
A common site for KOTs to occur is the angle of the mandible. They
may therefore be in close proximity to, or involving, the inferior
alveolar nerve. In-vivo research in the rat and rabbit has shown
Carnoy’s solution to have detrimental activity on nerve function.6,28
Frerich et al. in 1994 investigated the effect of Carnoy’s solution on
rabbit inferior alveolar nerves under general anaesthesia. This study
found that no effect on nerve function was observed when Carnoy’s
solution was placed in contact with the nerves for up to two minutes.
However, after three minutes of application, some reduction in nerve
function was noted, and after a five-minute application almost no
nerve function remained.28
Loescher and Robinson in 1998 also looked at the effect of Carnoy’s
solution using an in-vivo model.6 They found that the rat saphenous
nerve was completely inhibited after two minutes when Carnoy’s
solution was placed directly on the nerve. When Carnoy’s solution was
left in situ for two weeks, two out of the four nerves showed no
electrical activity. In the other two, the nerve function was significantly
reduced.6
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Bismuth iodoform paraffin paste (BIPP) was first described by
Rutherford Morison in 1917.32 He noted that the combination of
bismuth and iodoform mixed with paraffin, when applied to open
wounds, allowed excellent healing and reduced rates of infection.
This discovery was made of necessity during the First World War,
when gunshot wounds and large open wounds were becoming
common on a large scale for the first time.32 Bismuth is a trivalent
metallic element with the atomic number 83. Iodoform (triiodomethane) is an antiseptic compound with the chemical formula
CHI3. The formulation of BIPP as described by Morison is show in
Table 3.
After the war, BIPP continued to be used as a dressing material for
fractures and open wounds with good success.33 Currently, BIPP is
used as a wound packing and dressing material (Figure 5). Its use as
a wound bandage has been advocated in those at risk of dry
socket.34 It is commonly used to prevent infection after the
reduction of nasal fractures.35 Its use has also been described in the
treatment of epistaxis and as a dressing after ear surgery.36-38
Bismuth toxicity, leading to neurological impairment, has been
reported. It is recommended that BIPP be applied sparingly to open
wounds as a result.7,32,39,40
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FIGURE 6: A non-eugenol (Coe-Pak) dressing covering an exposed
canine, retained by silk sutures.

FIGURE 7: Alvogyl.

Zinc oxide-based dressings

Alvogyl

Zinc oxide can be combined with other materials to form a paste or
cement, which is used to cover the gingival tissues or extraction sockets.
These materials function to provide a physical barrier against the entry of
food or other materials. They may be divided into eugenol-containing
and non-eugenol-containing materials (Table 4).
Eugenol has been shown to have anaesthetic properties; its derivatives
have been used for general anaesthesia.41 These properties are often
desirable in the presence of inflammation to reduce postoperative pain.
However, it has also been associated with contact allergy at low doses
and cytotoxicity at high doses.42 Alemen Navas et al. in 2010 described
a case where a zinc oxide and eugenol dressing was used to treat dry
socket. It was not removed and was covered by soft tissue, becoming
embedded in the alveolus and causing chronic pain.43 These dressings
must be removed.
Non-eugenol zinc oxide-based materials avoid the potential for eugenolrelated cytotoxicity and allergy. However Saito et al. in 2008 showed that
the non-eugenol materials also cause inflammatory reactions. They
placed a number of periodontal dressing materials into rat incisor
extraction sockets and histologically examined the effects of the materials
over a 28-day period. They found an increase in inflammatory reaction
at 28 days for all materials compared to controls.44 Alpar et al. found that
Coe-Pak reduced the growth of human primary gingival fibroblasts in
vitro, but showed no reduction in the growth of human osteoblast-like
cells.45
Jorkjend and Skoglund in 1990 compared the postoperative pain after
periodontal surgery of materials containing eugenol and those without
eugenol.4 They found that the non-eugenol material resulted in greater
reported pain in the first 12 hours postoperatively compared to the
eugenol-containing materials. They suggested that this may be due to
the local anaesthetic effects of eugenol on the soft tissue nerve fibres.
While this study shows that the eugenol-containing materials can reduce
postoperative pain, they are not a replacement for regular analgesics.
All of the zinc oxide materials act simply as a physical barrier to protect
the wound and are not antibacterial.46 Figure 6 shows a non-eugenol
zinc oxide dressing material in place.

Alvogyl is a proprietary material that has butamben, iodoform and
eugenol as its active ingredients.52 It is primarily used for the
treatment of alveolar osteitis. Butamben is an ester local anaesthetic
with the chemical name butyl 4-aminobenzoate.53 Iodoform is an
iodine-based antimicrobial agent. Eugenol is an essential oil, which is
derived from numerous plants, including cloves.54 Numerous other
materials are mixed with these active ingredients to form a paste-like
consistency. Penghawar djambi is one of these materials, which is a
product of fibres of the bracken fern Cibotium barometz.8 The
composition of Alvogyl, according to the manufacturer, is shown in
Table 5.55
Alvogyl (Figure 7) is often used for the treatment of alveolar osteitis.52
It is placed into an extraction socket with the aim of reducing pain and
infection.56 Syrjänen and Syrjänen in 1979 showed that Alvogyl delays
healing in extraction sockets.8 Their study was carried out on eight
volunteers, each of whom required the removal of two molars. One
extraction socket was packed with Alvogyl, while the other was left to
heal normally. At one week and two weeks post extraction, a biopsy
was taken from each site and the degree of healing compared. The
authors found a significantly higher level of fibrous tissue,
inflammatory reaction and giant cells in the sockets dressed with
Alvogyl. Despite this they noted that all patients subjectively reported
less pain in the sites that had been treated with Alvogyl. Interestingly,
the effectiveness of Alvogyl in treating alveolar osteitis has only
recently been demonstrated by Kaya et al.56,57 They compared
curettage alone to curettage with Alvogyl, an aloe vera extract and
low-level laser therapy. A significant reduction in reported pain was
shown for all treatments when compared to curettage alone.

Conclusion
Dressing materials can be used in the mouth to aid healing, prevent
infection and reduce postoperative discomfort. However, all materials
have the potential to cause local and systemic adverse reactions. It is
therefore important to be aware of the constituents and effects of
these materials on the oral tissues.
August/September 2013
VOLUME 59 (4) : 193

Peer-reviewed
JOURNAL OF THE IRISH DENTAL ASSOCIATION

References
1.

(eds.). Modern Styrenic Polymers: Polystyrenes and Styrenic Copolymers.

Whitehead, W. A hundred cases of entire excision of the tongue. British
Medical Journal 1891; 1 (1583): 961.

2.

Frantz, V. New absorbable haemostatic agents. Bulletin of the New York
Academy of Medicine 1946; 22 (2): 102.

3.

3295.
21. Davies, H., Carr, R. Osteomyelitis of the mandible: a complication of routine

secondary closure of the surgical wound after removal of impacted

dental extractions in alcoholics. British Journal of Oral and Maxillofacial

2005; 34 (1): 52-57.
Jorkjend, L., Skoglund, L. Effect of non-eugenol and eugenol-containing
periodontal soft tissue surgery. Journal of Clinical Periodontology 1990; 17
(6): 341-344.

International Journal of Paediatric Dentistry 1998; 8 (2): 123-129.

7.

Surgery 1988; 16: 184-195.
24. Eyre, J., Zakrzewska, J. The conservative management of large odontogenic
195-203.

peripheral nerve function. Br J Oral Maxillofac Surg 1998; 36 (5): 327-332.

25. Hellem, S., Nordenram, A. Prevention of postoperative symptoms by

Ovaska, H., Wood, D.M., House, I., Dargan, P.I., Jones, A.L., Murray, S.

general antibiotic treatment and local bandage in removal of mandibular

treated with DMPS chelation. Clin Toxicol (Phila) 2008; 46 (9): 855-857.
Syrjänen, S., Syrjänen, K. Influence of Alvogyl on the healing of extraction

Journal of the American Chemical Society 1942; 64 (1): 121-127.
Neurosurgery 1986; 18 (2): 223.
Inc.

27. Braithwaite, F., Maurice, D. The importance of the levator palati muscle in
cleft palate closure. British Journal of Plastic Surgery 1968; 21 (1): 60-62.

10. Arand, A., Sawaya, R. Intraoperative chemical haemostasis in neurosurgery.
Ethicon

orbital floor blow-out fracture on coronal CT scan. The Journal of
Laryngology and Otology 1993; 107 (02): 161-162.

Yackel, E., Kenyon, W. The oxidation of cellulose by nitrogen dioxide.

11. Surgicel.

third molars. International Journal of Oral Surgery 1973; 2 (6): 273-278.
26. Rowe-Jones, J., Adam, E., Moore-Gillon, V. Subtle diagnostic markers of

wound in man. International Journal of Oral Surgery 1979; 8 (1): 22-30.
9.

Royal College of Surgeons of England 1988; 70 (6): 369.
23. Stoelinga, P., Bronkhorst, F. The incidence, multiple presentation and

keratocysts. British Journal of Oral and Maxillofacial Surgery 1985; 23 (3):

Loescher, A.R., Robinson, P.P. The effect of surgical medicaments on

Severe iatrogenic bismuth poisoning with bismuth iodoform paraffin paste
8.

better dressing for skin graft donor sites than Jelonet alone. Annals of The

recurrence of aggressive cysts of the jaws. Journal of Cranio-Maxillofacial

Iramaneerat, S., Cunningham, S. The effect of two alternative methods of
canine exposure upon subsequent duration of orthodontic treatment.

6.

Surgery 1990; 28 (3): 185-188.
22. Stanley, D., Emerson, D., Daley, J. Whitehead’s varnish and Jelonet – a

periodontal dressings on the incidence and severity of pain after

5.

commercial Tolu balsam. ACTA Chemica Scandinavica 1971; 25: 3285-

Pasqualini, D., Cocero, N., Castella, A., Mela, L., Bracco, P. Primary and
mandibular third molars: a comparative study. Int J Oral Maxillofac Surg

4.

Wiley; 2003: 1-24.
20. Wahlberg, I., Hjelte, M.-B., Karlsson, K., Enzell, C.R. Constituents of

28. Frerich, B., Cornelius, C.P., Wietholter, H. Critical time of exposure of the
rabbit inferior alveolar nerve to Carnoy’s solution. J Oral Maxillofac Surg

ECC,

GA

30531,

USA

–

http://www.ethicon360.com/products/surgicel-original-absorbablehemostat. Accessed on September 27, 2011.
12. ActCel. Coreva Health Science, 31186 La Baya Drive, Suite #100, Westlake

1994; 52 (6): 599-606.
29. Voorsmit, R.A. The incredible keratocyst: a new approach to treatment.
Dtsch Zahnarztl Z 1985; 40 (6): 641-644.
30. Gosau, M., Draenert, F.G., Muller, S., Frerich, B., Burgers, R., Reichert, T.E.,

Village, CA 91362, USA – http://www.actcel.com/DENTAL/index.html.

et al. Two modifications in the treatment of keratocystic odontogenic

Accessed on September 27, 2011.

tumors (KCOTs) and the use of Carnoy’s solution (CS) – a retrospective study

13. Curacel. Cura Medical, Industrieweg 6B, 1566 JP Assendelft, The
Netherlands – http://www.curamedical.nl/Curacel. Accessed on September
27, 2011.
14. Gelita-Cel. Promedicare Ltd., 4045 Kingswood Road, Citywest Business
Park, Co. Dublin, Ireland – http://www.promedicare.ie/gelita.html.
Accessed on September 27, 2011.
15. Spangler, D., Rothenburger, S., Nguyen, K., Jampani, H., Weiss, S., Bhende,
S. In vitro antimicrobial activity of oxidised regenerated cellulose against

lasting between two and 10 years. Clin Oral Investig 2010; 14 (1): 27-34.
31. Zhao, Y.F., Wei, J.X., Wang, S.P. Treatment of odontogenic keratocysts: a
follow-up of 255 Chinese patients. Oral Surg Oral Med Oral Pathol Oral
Radiol Endod 2002; 94 (2): 151-156.
32. Morison, R. Remarks on the treatment of infected, especially war, wounds.
Br Med J 1917; 2 (2964): 503-506.
33. Diggle, F.H. The Value of ‘BIPP’ in primary operations for gunshot wounds
of joints. Br Med J 1919; 1 (3045): 572-573.

antibiotic-resistant microorganisms. Surgical Infections 2003; 4 (3): 255-262.

34. Daly, B., Newton, T., Nasser, M., Jones, K., Fedorowicz, Z. Intrasocket

16. Alpaslan, C., Alpaslan, G., Oygur, T. Tissue reaction to three subcutaneously

interventions for the treatment of dry socket. The Cochrane Library, 2008.

implanted local haemostatic agents. British Journal of Oral and Maxillofacial
Surgery 1997; 35 (2): 129-132.
17. Frafjord, R., Cascarini, L., Brown, A. Walter Whitehead: A brief history of the
man and his varnish. The British Journal of Oral & Maxillofacial Surgery
2007; 45 (8): 622.
18. Hafizoglu, H. Analytical studies on the balsam of Liquidambar orientalis Mill.
by gas chromatography and mass spectrometry. Holzforschung 1982; 36:
311-313.
19. Scheirs, J. Historical overview of styrenic polymers. In: Scheirs, J., Proddy, D.

August/September 2013
194 : VOLUME 59 (4)

DOI: 10.1002/14651858.CD006968.
35. Garth, R.J., Brightwell, A.P. A comparison of packing materials used in nasal
surgery. J Laryngol Otol 1994; 108 (7): 564-566.
36. Nakhla, V., Takwoingi, Y.M., Sinha, A. Myringoplasty: a comparison of
bismuth iodoform paraffin paste gauze pack and tri-adcortyl ointment ear
dressing. J Laryngol Otol 2007; 121 (4): 329-332.
37. Kotecha, B., Fowler, S., Harkness, P., Walmsley, J., Brown, P., Topham, J.
Management of epistaxis: a national survey. Ann R Coll Surg Engl 1996; 78
(5): 444-446.

Peer-reviewed
JOURNAL OF THE IRISH DENTAL ASSOCIATION

38. Corbridge, R.J., Djazaeri, B., Hellier, W.P., Hadley, J. A prospective

56. Kaya, G.S., Yapici, G., Savas, Z., Gungormus, M. Comparison of alvogyl,

randomised controlled trial comparing the use of merocel nasal tampons

SaliCept patch, and low-level laser therapy in the management of alveolar

and BIPP in the control of acute epistaxis. Clin Otolaryngol Allied Sci 1995;
20 (4): 305-307.
39. Flook, E.P., Uddin, F.J., Johnston, M.N. The need to include BIPP reactions
in routine consent. Clin Otolaryngol 2006; 31 (2): 165-166.

osteitis. J Oral Maxillofac Surg 2011; 69 (6): 1571-1577.
57. Kolokythas, A., Olech, E., Miloro, M. Alveolar osteitis: a comprehensive
review of concepts and controversies. International Journal of Dentistry
2010; 2010: 249073.

40. Youngman, L., Harris, S. BIPP madness; an iatrogenic cause of acute
confusion. Age Ageing 2004; 33 (4): 406-407.
41. Wright, D.A., Payne, J.P. A clinical study of intravenous anaesthesia with a
eugenol derivative, G.29.505. Br J Anaesth 1962; 34: 379-385.
42. Sarrami, N., Pemberton, M.N., Thornhill, M.H., Theaker, E.D. Adverse
reactions associated with the use of eugenol in dentistry. Br Dent J 2002;
193 (5): 257-259.
43. Aleman Navas, R.M., Martinez Mendoza, M.G. Case report: late
complication of a dry socket treatment. Int J Dent 2010; 2010: 479306.
44. Saito, C., Bernabé, P., Okamoto, T., Murata, S., Hamata, M., Sundefeld, M.
Evaluation of tissue response to periodontal dressings: histological study in
tooth sockets of rats. Journal of Applied Oral Science 2008; 16: 219-225.
45. Alpar, B., Gunay, H., Geurtsen, W., Leyhausen, G. Cytocompatibility of
periodontal dressing materials in fibroblast and primary human osteoblastlike cultures. Clin Oral Investig 1999; 3 (1): 41-48.
46. O’Neil, T. Antibacterial properties of periodontal dressings. Journal of
Periodontology 1975; 46 (8): 469.
47. Kalzinol. DENTSPLY Limited, Building 1, Aviator Park, Station Road,
Addlestone, Surrey, KT15 2PG, UK – http://www.dentsply.co.uk/Products/
Restorative/Cements/Kalzinol.aspx. Accessed on September 27, 2011.
48. Coe-Pak™. GC Corporation. 76-1 Hasunuma-cho, Itabashi-ku, Tokyo 1748585 Japan – http://www.gceurope.com/products/detail.php?id=61.
Accessed on September 29, 2011.
49. Nobetec. Nordiska Dental AB, Box 1082, 262 21 Ängelholm, Sweden.
http://www.nordiskadental.se/nobetec.aspx?page=nobetec. Accessed on
September 27, 2011.
50. VOCOpac. VOCO GmbH, Anton-Flettner-Straße 1-3, 27472 Cuxhaven,
Germany – http://www.voco.com/en/products/_products/voco_pac/
index.html. Accessed on September 27, 2011.
51. PerioCare Periodontal Dressing. Pulpdent Corporation, 80 Oakland Street,
Watertown, MA 02471- 0780, USA – http://www.pulpdent.com/
products/view/133. Accessed on September 27, 2011.
52. Alvogyl. Septodont, 58 rue du Pont de Creteil, 94100 Saint-Maur-desFosses France – http://www.septodont.co.uk/products/alvogyl?from=
251&cat=4. Accessed on September 27, 2011.
53. Shulman, M., Harris, J., Lubenow, T., Nath, H., Ivankovich, A. Comparison
of epidural butamben to coeliac plexus neurolytic block for the treatment
of the pain of pancreatic cancer. The Clinical Journal of Pain 2000; 16 (4):
304.
54. Amiri, A., Dugas, R., Pichot, A., Bompeix, G. In vitro and in vivo activity of
eugenol oil (Eugenia caryophylata) against four important postharvest
apple pathogens. International Journal of Food Microbiology 2008; 126 (12): 13-19.
55. Septodont. Alvogyl product information sheet – http://www.septodont.co.uk/
sites/default/files/S%2005%2092%20047%2031%2000.pdf. Accessed on
September 29, 2011.

August/September 2013
VOLUME 59 (4) : 195

