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 INTRODUCTION

Prophylactic removal of impacted third molar is most 
commonly dispensed procedure in our day to day 
practice. According to the American Association of 
Oral and Maxillofacial Surgeons, “if there is 
insufficient anatomical space to accommodate 
normal eruption, removal of such teeth at an early age 
is a valid and scientifically sound treatment rationale 
based on medical necessity.”1As a result, 10 million 
teeth classified as impactions (teeth that fail to erupt 
into normal position but remain fully or partially 
embedded and covered by jawbone or gum tissue) are 
removed every year from mostly healthy young 
people.2
There are wide variations in rates of third molar 
surgery.3,4 There is also some evidence that deprived 
populations with poor dental health are less likely to 
have third molars removed than more affluent 
populations with good dental health.3,5 However, 
the reasons for this are complex. Recently indications 
for the removal of asymptomatic impacted third 
molar have been challenged. This controversy has 
initiated the search for evidence based data to justify 
this practice.
Several reasons are given for the early removal of 
asymptomatic or pathology-free impacted third 
molars, almost all of which are not based on reliable 
evidence: they have no useful role in the mouth; they 
may increase the risk of pathological changes and 
symptoms; and if they 
are removed only when pathological changes occur, 
patients may be older and the risk of serious 
complications after surgery may be greater.
On the other hand, the probability of impacted third 
molars causing pathological changes in the future 

may have been exaggerated.6,7 Many impacted or 
unerupted third molars may eventually erupt 
normally and many impacted third molars never 
cause clinically important problems.8 In addition, 
third molar surgery is not risk free; the complications 
and suffering following third molar surgery may be 
considerable.9 Therefore, prophylactic removal 
should only be carried out if there is good evidence of 
patient benefit. Third-molar surgery is a multibillion-
dollar industry that generates significant income for 
the dental profession, particularly oral and 
maxil lofacial  surgeons.  I t  is  driven by 
misinformation and myths that have been exposed 
before but that continue to be promulgated by the 
profession.

MYTH NUMBER 1—THIRD MOLARS HAVE 
A HIGH INCIDENCE OF PATHOLOGY

Not more than 12% of impacted teeth have associated 
pathology. This incidence is the same as for 
appendicitis (10%) and cholecystitis (12%), yet 
prophylactic appendectomies and cholecystectomies 
are not the standard of care10.Why then prophylactic 
third-molar extractions?
Pericoronitis (inflammation of the gingival 
surrounding the crown of a tooth) is the most
common indication for third molar surgery,11 and 
mainly occurs in adolescents and young adults but 
less commonly in older people.12 A study reported 
that over 4 years of follow up, 10% of lower third 
molars develop pericoronitis.13
Very few impacted third molars cause dental caries 
(decay) of second molars, 12 though
estimates vary (1% to 4.5%)9. Fear of second molar 
caries is not a justification for prophylactic removal. 
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Abstract

Prophylactic removal of impacted third molar is the most commonly practiced dental procedure. The indications for 
removal of asymptomatic impacted third molar have been challenged in recent years. Decisions regarding this 
question not only should consider the presence of ongoing symptoms or pathology but also anticipate future 
complications & morbidity associated with retention of the third molars and possible increased risk of extraction at 
an older age. In this paper we present the currently available evidence against & in support of the prophylactic 
removal of impacted third molars.  
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There is a low incidence (less than 1%) of root resorption of second 
molars with impacted third molars.13 One review concludes that the 
risk of second molar root resorption by impacted third molars is low, 
and is likely to occur in younger patients for whom surgery is claimed 
to be associated with less morbidity.12
  Many dentists confuse the incidence of pathology as it shows up in 
their offices with its prevalence in the population. Advocacy of 
prophylactic extractions that is based on anecdotal experience (i.e., 
patients with diseased third molars who make dental appointments) 
exaggerates the problem and exposes millions of people to the risk of 
iatrogenic injury. Considering the low prevalence of third-molar 
pathology in the population, removal of asymptomatic, 
nonpathologic third molars does not meet the standard of evidence-
based practice.

MYTH NUMBER 2—EARLY REMOVAL OF THIRD 
MOLARS IS LESS TRAUMATIC

The American Association of Oral and Maxillofacial Surgeons states 
that “about 85% of third molars will eventually need to be 
removed.”14The association recommends extraction of all 4 third 
molars by young adulthood—preferably in adolescence, before the 
roots are fully formed—to minimize complications such as 
postextraction pain and infection.
Early removal of third molars is actually more traumatic and painful 
than leaving asymptomatic, nonpathologic teeth in situ. Tulloch et al. 
estimate that patients suffer an average of 2.27 days of standard 
discomfort or disability, defined as “the disability normally 
associated with an uncomplicated surgical extraction of a mandibular 
third molar: namely, pain, swelling, bruising and malaise.”15 
Furthermore, dry socket, secondary infection, and paresthesia are less 
likely to occur in persons aged 35 to 83 years than in those aged 12 to 
24 years, who experience more third-molar extractions. The highest 
risk of complication is in persons aged 25 to 34 years.16
When a lower third molar is removed, usually the opposing upper 
third molar is also removed. Assuming an average of 2 extractions per 
episode, the 10 million third molars extracted annually involve 5 
million people and 11.36 million days of standard discomfort or 
disability. If only the 20% of wisdom teeth with pathology were 
extracted, 4 million people would be spared pain, swelling, bruising, 
malaise, and consequent absence from school or work—an aggregate 
decrease of 9 million days of discomfort and disability each year. 
Allowing for some margin of error and for the fact that one third of 
third molars are reported to cause some symptoms in the past or 
present, if only 33% were extracted, 3.34 million people would 
still be spared an average of 2.27 days of discomfort and disability 
each, or 7.6 million days of discomfort and disability in the aggregate.

Myth Number 3—Pressure of Erupting Third Molars Causes 
Crowding of Anterior Teeth

Most young adults experience some degree of anterior mandibular 
incisor crowding, usually coinciding with the emergence of the third 
molar. In 1996, Richardson 17 conducted a review of literature that 
conducted that pressure from the posterior arch is an important cause 
of late mandibular incisor crowding. Among the many possible 
variables contributing to incisor crowding (e.g. physiological mesial 
drift, occlusal forces on mesially inclined teeth, mesial vector of 
muscle contraction,developing third molar, mandibular and complex 
facial growth patterns, soft tissue maturation,occlusal factors and 
connective tissue changes), it becomes difficult to design a study that 
can isolate all variables and demonstrate a cause and effect 
relationship between mandibular third molar and incisor crowding 
18. Third molars do not possess sufficient force to move other teeth. 

They cannot cause crowding and overlapping of the incisors, and any 
such association is not causation.19-21

Myth Number 4—The Risk of Pathology in Impacted Third 
Molars Increases With Age

The American Association of Oral and Maxillofacial Surgeons states, 
without substantiation, “Pathologic conditions [of impacted third 
molars] are generally more common with an increase in age”1 Cyst 
development is very rare (less than 0.8%)22 and is not an indication 
for prophylactic removal.12 The risk of malignant neoplasms arising 
in a dental follicle is negligible and is not an indication for 
prophylactic removal.12

Myth Number 5—There is Little Risk of Harm in the Removal 
of Third Molars

Given the low incidence of pathology, it is specious to contend that 
less than 3 days of temporary discomfort or disability is a small price 
to pay to avoid the future risks of root resorption, serious infections, 
and cysts. Also ignored is the risk of incidental injury such as broken 
jaws, fractured teeth, damage to the temporomandibular joints, 
temporary and, especially, permanent paresthesia or dysthesia 
(numbness and dysfunction of the lower lip and the tongue

PROPHYLACTIC REMOVAL: IS IT JUSTIFIED?

  In a comparison of the risk of pathological changes in retained third 
molars and complications after third molar surgery, the complications 
after removing third molars includes risk of lingual nerve injury (0.6-
2%) 23,inferior alveolar nerve injury (0.5-5%)23,
Periodontal defect distal to second molar and increased chances of 
condylar fracture.24
But there are certain evidences also available in support of 
prophylactic removal of third molars. The benefits of early extraction 
includes reduces the incidences of mandibular angle fracture, 25 
eliminates the need for future extensive surgeries and improvement in 
the periodontal health around the second molar.26

One school of thought is endorsed by oral and maxillofacial surgeons 
who contend that most third molars are potentially pathologic and 
should be removed. On the contrary the British National Institute for 
Clinical Excellence is unequivocal in its recommendation, adopted by 
the National Health Service: “The practice of prophylactic removal of 
pathology-free impacted third molars should be discontinued There is 
no reliable evidence to support a health benefit to patients from the 
prophylactic removal of pathology-free impacted teeth.” 27 The 
conditions for which extraction is justified include nonrestorable 
dental caries, pulpal infection, cellulitis, recurrent pericoronitis, 
abscesses, cysts, and fractures 
As it is not possible to predict reliably whether impacted third molar 
will develop pathological changes if they are not removed.In the 
absence of good evidence to support  prophylactic removal, there 
appears to be little justification for the routine removal of pathology 
free impacted third molars.

CONCLUSION

Surgical removal of third molars can only be justified when clear long 
term benefit to the patient is expected. But there are more randomised 
controlled studies required to compare the long term outcome of early 
removal with retention of pathology free third molars. So there is 
always no wisdom in removing a wisdom tooth.
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