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ABSTRACT

BACKGROUND: Third molars generally erupt into the oral cavity between the ages of 17 to 24 years.
Impaction may be associated with pathological changes, such as swelling and ulceration of the gingiva around
the teeth,root resorption in relation to second molars, caries in the second molars, and the development of
cysts or tumours. Whereas surgical removal can cause pain, swelling, trismus, dry socket, hemorrhage,

paresthesia and many more conditions.
AIM: To study the decisions made by dentists on removal or retention of asymptomatic impacted third molar.

MATERIALS AND METHOD: This study recruited 100 participants (50 OMS & 50 other speciality
dentists) among the dentists of a private Dental College. The judgement on removal or retention of
asymptomatic impacted third molar under various situations was assessed using a questionnaire which had 15
questions. The response was calculated in percentage and results were tabulated. Bar graphs were also plotted

comparing the response given by the OMS and others for each situation.

RESULTS: Most of the decisions made by the dentists were in accordance with clinical guidelines for
management of unerupted third molars.Whereas some of the decisions were in contrary to the guidelines
probably due to lack of knowledge about the guidelines among the dentists or because of experience which

has influenced their decisions. These conflicting results have hindered the decision making process.

CONCLUSION: All asymptomatic & pathology free impacted third molars need not be considered for
prophylactic removal but should be reviewed periodically.
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INTRODUCTION

Generally, third molars erupt between 18 and 24 years of age, although there can be vast difference eruption
time. In approximately 25% adults one or more third molars are absent [1-4] but they may still be present in
the elderly patient. The prevalence of unerupted third molars is influenced by age, gender and race. The
failure of third molar eruption is a very common problem [5-7] and the removal of impacted third molar teeth
is one of the surgical procedures carried out frequently in the dental clinics. Surgical removal of impacted
third molar surgeries may be associated with certain complications post operatively; these complications
are more common in the mandible than inthe maxilla; they may include hemorrhage, alveolar osteitis,
nerve damage, delayed healing, periodontal defects, and infection. It is not mandatory that all third molars
be removed even in the absence of pathological findings and patients need not unnecessarily have to

accept harmful consequences associated with the surgery.

Approximately 75% of individuals who undergo regular dental care have their third molars extracted [8].
Apart from pathological conditions, other criteria used to justify the decision to extract, includes indications
for orthodontic, prosthetic or restorative purposes [9,10]. In addition, the risks associated with the surgery are
accepted by most of the surgeons, when there is clinical or radiological confirmation of periodontitis, caries,

pericoronitis, damaging effects on second molars [11,12].

Although a number of studies have been reported on third molar extraction, the inconsistent results
hinder the decision-making process. This study aims in accessing the decision making of the dentists and
understanding the justification for removal or retention of asymptomatic impacted third molars under various
conditions.

MATERIALS & METHOD

This study recruited 100 participants among the dentists of a private Dental College. The participants included
50 Oral & Maxillofacial Surgeons and 50 other specialty dentists. The judgement on removal or retention of
asymptomatic impacted third molar under various situations was assessed using a questionnaire which had 15
questions. The various situations were - asymptomatic impacted third molar in a 18 year old adult, prior to
orthodontic treatment to prevent late anterior crowding, pericoronitis, associated with risk of periodontal
defects postoperatively, fear of second molar caries, risk of root resorption in second molar, risk of
development of cyst or tumors, risk of permanent paresthesia, impediment in orthognathic surgery or
prosthetic replacement. The response was calculated in percentage and results were tabulated. Bar graphs

were also plotted comparing the response given by the OMS and others for each situation.

RESULTS

In this study,98% of the Oral & Maxillofacial surgeons and 55% of other specialty dentists have the opinion
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that removal of asymptomatic impacted third molar is not ideal in a 18 year old adult. Whereas 2% of
Surgeons and 45% of other specialty dentists believe that prophylactic removal of the impacted third molar is
a better decision in this situation.

About 80% of other specialty dentists chose that extraction of the impacted third molar prior to orthodontic
treatment has to be done to prevent late anterior crowding. Whereas 87.5% of the surgeons feel that third
molar can be retained as it will not cause anterior crowding on eruption. 98% of surgeons and 85% of other
dentists who participated in this study think that asymptomatic impacted third molar should be removed if it
is associated with high incidence periodontal defect distal to second molars. Whereas 2% of surgeons and
15% of other dentists believe that it can be retained in such condition to prevent further complications.88% of
surgeons & 55% of other dentists feel that it is better to retain the asymptomatic impacted third molar which

is associated with healthy periodontium.

About 20% of surgeons & 75% other specialty dentists consider extraction of the impacted third molar to be
the ideal treatment incase of pericoronitis. Whereas 80% of surgeons & 25% of other dentists feel that it is not
necessary to remove the impacted third molar to manage pericoronitis. 96% of surgeons & 92% other dentists
in this study opted removal of impacted third as the treatment to prevent second molar caries. 100% of
surgeons & 98% of other dentists believe that root resorption in relation to second molar can be prevented on

removal of the impacted third molars.

In the present study only 37.5% & 15% of the surgeons chose extraction of impacted third molar is better
when it is associated with the risk of cyst formation & neoplasm development respectively. About 52.5% of
the surgeons & 60% of the other dentists feel that it is better to retain the asymptomatic impacted third molar
as it can cause permanent paresthesia post operatively in some cases.98% & 52% of the surgeons chose
removal of the impacted third molar can be done if it impedes orthognathic surgery & prosthetic replacement

respectively.
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The dentists belonging to other specialties showed greater tendency towards extraction of asymptomatic
impacted third molars when compared to the surgeons. [Table 1]

Questions Oral & Other speciality
Asymptomatic impacted third molar Response Maxillofacial dentists
surgeons
In a 18 year old patient Removal 2% 45%
Retention 98% 55%
Associated with risk of late anterior Removal 12.5% 80%
Crowding Retention 87.5% 20%
Associated with higher incidence of Removal 98% 85%
periodontal defect distal to 2nd molar Retention 2% 15%
Associated with healthy periodontium | Removal 12% 45%
Retention 88% 55%
Associated with mild pericoronitis Removal 20% 75%
Retention 80% 25%
Associated with risk of Second molar | Removal 96% 92%
Caries Retention 4% 8%
Associated with risk of Root resorption | Removal 100% 98%
of second molar Retention - 2%
Associated with risk of cyst Removal 37.5% 75%
development Retention 62.5% 25%
Associated with risk of neoplasm Removal 15% 55%
Retention 85% 45%
Associated with risk of permanent Removal 47.5% 40%
parasthesia Retention 52.5% 60%
Impeding orthognathic surgery Removal 98% 93%
Retention 2% 7%
Impeding denture construction/implant | Removal 52% 65%
placement Retention 48% 35%
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Bar graphs were plotted to
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compare the decisions made in each situation by the surgeons & other dentists.
[Figl&2]
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DISCUSSION

Mead defined an impacted tooth as a tooth which is prevented from erupting into position because of
malposition, lack of space, or other impediments. [13]. Peterson described impacted tooth as tooth that
fails to erupt into the dental arch within the expected time. Later Farman [15] proposed that impacted teeth
are those that are prevented from eruption due to a physical barrier within the path of eruption. It should be
noted that any normally erupted teeth would have been unerupted or partially erupted at certain stage in the
process of eruption. Hence, all unerupted or partially erupted teeth should not be considered as impacted teeth
[16]. Impacted third molars may be associated with certain pathological changes such as infections, dental
caries, destruction of adjacent teeth, cysts and tumors. Although impacted third molars do not necessarily
cause some of these pathological changes (such as dental caries), the impaction may increase the risk of

disease, particularly when oral hygiene is poor.

As the third molars erupt completely into position anytime between 18 to 24 years, it is not ideal to extract the
asymptomatic impacted third molar at the age of 18. In the present study,98% of OMS & 55% of other
specialty dentists have said the asymptomatic impacted third molar need not be removed. Whereas 45% of
other dentists have said that removal is better, as they probably are unaware that a tooth which impacted at 18
years of age, can fully erupt by 25 years and also post operatively complications may occur after surgical
extractions.

In this study,87.5% surgeons have chosen retention of asymptomatic impacted third molar preceding
orthodontic treatment. In a randomized study carried out by Harradine et al showed that the removal of third
molars to prevent late incisor crowding cannot be justified [17].Southard in his study concluded that the force
generated by eruption of third molar is insufficient to significantly affect anterior crowding [18].The National
Institute of Clinical Excellence (NICE) in 2000 [19] & the Scottish Intercollegiate Guidelines Network
(SIGN) in 1999 reviewed in 2005 [20] did not consider late anterior crowding as a reason to justify the
prophylactic removal of third molars. About 80% of other dentists have opted for extraction of the impacted
third molar prior to orthodontic treatment to prevent late anterior crowding. This is probably because they are

unaware of the clinical guidelines for management of asymptomatic impacted third molar.

According to SIGN, there is a strong indication for removal of impacted third molar when it is associated with
periodontal disease in relation to second molar [20]. In this study about 98% of OMS & 85% of other dentists
have opted for removal in such condition. There is a debate about the development of periodontal defect at
the distal surface of the second molars after extraction of the impacted third molars. Some authors showed
improvement of periodontal health distal to the adjacent second molar, while others have revealed attachment
loss and reduction in level of alveolar bone [21]. Only 12% of OMS opted removal, whereas 45% of other

dentists chose for extraction of impacted third molar with healthy periodontium preoperatively. This is
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because they probably lack the knowledge about development of periodontal defect after removal of
impacted third molar.

Not all cases of pericoronitis should be treated with extraction. First episode of pericoronitis, unless severe
should not be indicated for surgical removal of the third molar [19]. About 80% of the OMS in this study are
aware about this, but only 20% have opted retention of the asymptomatic impacted third molar in case of mild

pericoronitis. This is again because other specialty dentists are not familiar with the NICE guidelines.

About 96% of OMS & 92% of other dentists in this study have chosen removal of asymptomatic impacted
third molar if it is associated with second molar caries. According to SIGN guidelines, there is a strong
indication for removal of impacted third molar when there is caries in the adjacent second molar, which
cannot be satisfactorily treated without the its extraction [20].Walmsley et al reported that when second molar
is restored but third molar is retained, recurrent caries can develop in the second molar extending to impacted
adjacent third molar causing loss of both the teeth [22].Thus prophylactic removal of impacted third molar
which is mesioangular in position may be considered to prevent distal caries formation [23].Dentists who

opted retention are not aware that mesioangular type of impactions can cause second molar caries.

In this study, about 100% OMS & 98% other dentists chose removal of the impacted third molar if it is
associated with the risk of root resorption of second molars. According to SIGN guidelines, third molar
removal should be considered in case of root resorption of the second molar where it would be due to the third

molar (20). Majority of the participants have opted this decision.

Around 62.5% of OMS have chosen retention of asymptomatic impacted third molar which is associated with
risk of developing cysts which is in contrary to the clinical guidelines. This decision is probably opted as the
incidence of cyst development on retention of the impacted third molar is rare (1.65%), according to
Friedmann et al [24].Whereas 75% of other dentists have chosen removal in such condition, possibly because
they are not aware about the rareness of cyst development on retention of impacted third molars.

Similarly, tumors developing around the impacted third molar is relatively low (1.16%) [25] and so the fear of
neoplasm cannot be considered as the justification for removal of asymptomatic impacted third molar. About
85% of OMS & 55% of other dentists have given the same opinion, which is not in accordance to the NICE
guidelines. Whereas,45% of other dentists have opted removal as they are again not aware about the rareness

of tumors that develop when impacted third molars are retained.

Incidence of permanent paresthesia after surgical extraction of impacted third molar ranges from 0.33 - 1%
which is quite rare [26]. About 52.5% of OMS & 60% of other dentists have chosen retention of the impacted

third molar maybe because the conditions where there is high risk of nerve injury (deflection of mandibular
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canal) should be taken into consideration. Whereas 47.5% of OMS opted removal maybe because they are
aware that proper surgical method without excessive removal of bone & vertical sectioning of impacted teeth
will prevent permanent paresthesia. But 40% of other dentists have opted removal probably because they are

not aware that permanent paresthesia can occur postoperatively.

According to AAOMS, there is a view that when an impacted third molar may complicate orthognathic
surgery, then it is reasonable to remove that tooth, provided the risks of complications do not outweigh the
benefits [27] .About 98% of OMS & 93% of other dentists in this study have also opted removal, which is in
according to the report submitted with AAOMS.

According to SIGN guidelines, removal of an impacted third molar close to the alveolar surface should be
considered preceding denture construction or implant placement. About 52% of OMS & 65% of other dentists
have chosen removal as their decision which is in agreement with the clinical guidelines. Whereas 48% of
OMS & 35% of other dentists feel that prosthetic replacement is not a justification for removal of
asymptomatic impacted third molar considering the complications which may arise after surgery.

There are no previous questionnaire based study carried out among the dentists about their decision on
management of asymptomatic impacted third molars. This is a first study of that kind. It is understood from
the results that majority of the OMS have good knowledge about the clinical guidelines for management of
unerupted third molar than other specialty dentists. There are some conditions where decisions made by the
dentists is not in agreement with the guidelines, probably because their experience influences their decision.
The dentists belonging to other specialty lack proper decision making ability & showed greater tendency
towards extraction of asymptomatic impacted third molars. Even though they do not have a major role in
decision making about the management of asymptomatic impacted third molars, they are the ones who are
going to refer the patients to a surgeon when they identify an asymptomatic impacted third molar. Hence,
some methodology should be employed for implementation of clinical guideline on management of
asymptomatic mandibular third molar which can improve dentists' knowledge on this topic and their decision

making ability.

CONCLUSION
All asymptomatic & pathology free impacted third molars need not be considered for prophylactic removal

but should be reviewed periodically.
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