
Annals of Medicine and Surgery 68 (2021) 102639

Available online 30 July 2021
2049-0801/© 2021 Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).

Cohort Study 

The wisdom behind the third molars removal: A prospective study of 
106 cases 

Kerdoud Ouassime a, Aloua Rachid a, Kaouani Amine a, Belem Ousmane b,c,*, Slimani Faiçal b 

a Department of Stomatology, Oral and Maxillofacial Surgery, Hospital of August 20th, University Hospital, Casablanca, Morocco 
b Faculty of Medicine and Pharmacy, Hassan 2 University of Casablanca, Casablanca, Morocco 
c Oral and Maxillofacial Surgery Department, CHU Yalgado Ouedraogo, Ouagadougou, Burkina Faso   

A R T I C L E  I N F O   

Keywords: 
Decision making 
Tooth extraction 
Evidence-based dentistry 
Third molars 
Oral and maxillofacial surgery 
Dental caries 

A B S T R A C T   

Purpose: This paper aims to evaluate the decision-making of wisdom teeth extractions (M3s extraction) and the 
epidemiological profile in the targeted population. 
Materials and method: This was a prospective analysis study of 106 patients at our hospital august 20, 1953 
specialist hospital, which is a referral center between January 1, 2020 and January 1, 2021. The patients are 
divided into 2 groups according decision-making of wisdom teeth removal based on scientific evidence if it’s 
right or wrong. 
Results: There was no statistically significant difference between the groups regarding sex (P = 0.478), educa
tional level (P = 0.718), or working status (P = 0.606). Furthermore, there was no statistically significant dif
ference between the groups regarding general co-morbidity (P = 1.00) or oral history (P = 0.28). The mean age 
of the sample was 32.12 years (SD = 11.337 years, range = 17–70 years, median = 30 -years). We reported that 
only 28% of the third molars were surgically extracted. We included in Group (I), 81 patients who were treated 
for third molars removal which the decision-making was justified. In Group (II), 25 patients were treated for 
third molars removal which the decision-making was unjustified. Group (I) comprised 30 men and 51 women 
with a mean age of 30 years. Group (II) comprised 7 men and 18 women with a mean age of 27 years. The 
assessment of surgical outcomes (operating time, blood loss, hospital stay) showed no difference between groups. 
Discussion: Monitoring asymptomatic wisdom teeth appears to be an appropriate strategy. Regarding retention 
versus prophylactic extraction of asymptomatic wisdom teeth, decision-making should be based on the best 
evidence combined with clinical experience.76.4% had a reason for extraction that was justified. The reasons 
why extraction of the wisdom tooth was not justified in our study population was either: extraction for pro
phylaxis or in the case of asymptomatic non-pathological third molars; without scientific evidence. 
Conclusion: This subject, which is perpetually debated, requires updating dental health authorities by evaluating 
new conservative procedures.   

1. Introduction 

Third molars are a major focus of interest in dentistry due to the 
diversity of their development and their interaction with the rest of the 
dentition. The wisdom teeth avulsion is a classic problem in our daily 
practice; even the issue has received considerable critical attention [1]. 
Factors found to be influencing third molars extraction have been 
explored in several studies [2–5]. Questions have been raised about the 
safety of this medical practice. Researchers have not treated the reten
tion of wisdom teeth in much detail. Debate continues about the best 
strategies for the management of wisdom teeth. 

The study aimed to investigate the indications for wisdom teeth 
avulsions. The authors will try to evaluate the indication of these ex
tractions and the epidemiological profile of these patients. 

2. Materials and methods 

This was a prospective analysis study of 106 patients at our hospital 
august 20, 1953 specialist hospital, which is a referral center between 
January 1, 2020 and January 1, 2021. The patients are divided into 2 
groups according decision-making of wisdom teeth removal based on 
scientific evidence if it’s right or wrong. 
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All patients who underwent extraction of wisdom teeth under gen
eral or local anesthesia are included in the study. The surgeries were 
performed by a team of residents under the supervision of the chief 
professor of the maxillofacial surgery department. 

This study’s data were collected using the files’ analysis. The patients 
were assessed for oral hygiene, infection, wound dehiscence, neuro- 
sensory deficit, mouth opening, and reasons for a dental visit, oper
ating time, tooth wisdom position, and patterns for extraction. 

Data management and analysis were performed using IBM SPSS 
Statistics for Windows, version 25.0.0 (IBM Corporation, Armonk, NY). 
Categorical data were summarized as frequencies, and cross-tabulations 
and ×2 tests for significance made comparisons across allocated groups. 
Continuous variables were summarized as the mean and range, and 
comparisons between groups were made using the ANOVA test. All 
significance tests used a two-sided P-value of 0.05. Simple statistical 
analysis was used to analyze the relationship between wisdom teeth 
extraction and other variables. 

This case series has been reported in line with the PROCESS criteria 
[6]. 

3. Surgical technique 

The degree of difficulty of the procedure is directly correlated to the 
accessibility of the tooth to be avulsed. This accessibility is a function of 
the teeth’ position within the bone tissue, root morphology, and stage of 
evolution; as well as the neighboring structures: bone density of the 
proximal environment, the proximity of adjacent teeth, and proximity of 
a nerve course (Fig. 1, 2 and 3).  

- Detachment of the attached gingiva with the syndesmotome, on 1–2 
mm of height initiated, if necessary, with a blade 15 scalpel without 
decapitating the interdental papillae.  

- Place an elevator perpendicular to the long axis of the tooth to be 
extracted along its mesial (or distal) side of the tooth, with the 
concave side facing the tooth to be avulsed, as deep as possible to
wards the apex. The convex side of the elevator must rest on the 
alveolar bone and not on the adjacent tooth.  

- Rotate the elevator around the long axis of the elevator; an upward 
levering movement is then exerted upward leverage to break the 
dentoalveolar attachments. This movement is sometimes sufficient to 
perform the dental avulsion.  

- Using a fissure drill, the tooth is cut to separate the crown from the 
roots. It is also possible to perform a root separation with a fissure 
drill, with or without a coronal-radicular section, especially when 
the roots are convergent or when they cover the inferior alveolar 
nerve.  

- Patients were reviewed at 1, 2, 4, and 6 weeks after surgery. The 
patients received amoxicillin/clavulanic acid 1 g twice daily and 
antalgics for 8 days.  

- To examine the neuro-sensory deficit, we applied a light touch to one 
or both sides of the third trigeminal division and asked the patient to 
show or tell if the sensation is the same on both sides. 

- All patients underwent X-rays preoperatively. Furthermore, all pa
tients had at least one postoperative review. The follow-up period for 
the two groups was equal. 

4. Results 

The characteristics of the patients divided into groups, as well as the 
clinical considerations are presented in Table 1. 

There was no statistically significant difference between the groups 
regarding sex (P = 0.478), educational level (P = 0.718), or working 
status (P = 0.606). Furthermore, there was no statistically significant 
difference between the groups regarding general co-morbidity (P =
1.00) or oral history (P = 0.28). (Table 1). 

The mean age of the sample was 32.12 years (SD = 11.337 years, 
range = 17–70 years, median = 30 -years). We reported that only 28% of 
the third molars were surgically extracted. 

We included in Group (I), 81 patients who were treated for third 
molars removal which the decision-making was justified. In Group (II), 
25 patients were treated for third molars removal which the decision- 
making was unjustified. 

Group (I) comprised 30 men and 51 women with a mean age of 30 
years. 

Group (II) comprised 7 men and 18 women with a mean age of 27 
years. 

Fig. 1. The mandibular thirds molars (horizontal impacted position).  

Fig. 2. The thirds molars (DECAY).  

Fig. 3. On arch position of the third molars.  

Table 1 
Characteristic of population.   

Groups 

GI (%) GII (%) P-value 

Mean age (yr.) 30 (22,5–37.5) 27 (17–37) 0.104 
Age group   0.043 
<20 8 (9.9) 8 (32)  
21 - 40 60 (74.1) 15 (60)  
41 - 60 9 (11.1) 2 (8)  
>60 4 (4.9) 0 (0)  

Gender   0.478 
Female 51 (63) 18 (72)  
Male 30 (37) 7 (28)  

Oral hygiene   0.071 
Poor 50 (61.7) 10 (40)  
Average 13 (16) 9 (36)  
Good 18 (22.2) 6 (24)   
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The percentage of wisdom teeth extracted in women, 65.6%, is 
significantly higher than in men, 34.4%, with a sex ratio of 1.86; 
explained by the fact that women consult more often than men in gen
eral due to their greater motivation for oral hygiene and their preoc
cupation with appearance and aesthetics. 

We note that oral hygiene was generally low; sixty patients in our 
series had poor dental hygiene, while twenty-four patients had good 
dental hygiene. No significant differences were found between oral 
hygiene and the effectiveness of indication (P = 0.071). 

The pain is one of the most signs that bring the patients to the 
consultation; in 73.5% of consultations, 15.1% had functional issues, 
and 11.3% had esthetic problems. It should also be noted that pain- 
related reasons for consultation are more frequently found in the 
younger age group predominant in our study than the older age group 
who often consults for prosthetic purposes. 

Concerning pain and functional issues as reasons for a dental visit, 
the justified removal third molar group was respectively (80.2%,16%) 
had a higher rate than the unjustified removal group (52%,12%), when 
the reason is esthetic, we noted that the rate in the unjustified removal 
third molar group was higher (36%) than justified removal group 
(3.7%). This difference between the groups was statistically significant 
(P < 0.001). 

Return to extraction patterns; the dental caries is the main cause of 
extraction in 31.1% of cases, followed by unexplained facial pain by far 
16%. The infectious diseases extraction and prophylactic extraction, 
representing 28.9%, also noted that ten extractions were not justified 
when performed in prophylactic cases (Table 2). This result is significant 
at the p < 0.001 level (see Table 3). 

All patients underwent X-rays preoperatively. Furthermore, all pa
tients had at least one postoperative review. The follow-up period for the 
two groups was similar. 

The assessment of surgical outcomes (operating time, blood loss, 
hospital stay) showed no difference between groups (Table 5). 

Routine follow-up 1, 3, 6, and 12 months in our specialized consul
tation; any clinical signs that appeared were mentioned on the patient’s 
discharge form. Mild edema was common during the first week post
operatively in our study; no vascular damage was noted (Table 4). 

5. Discussion 

The purpose of this paper was to take a closer look at the critical 
factors that could influence our decision-making in the removal of 
wisdom teeth. This study analyzed the teeth’ prognosis, but it is essential 
to understand that it is influenced by the final overall treatment plan 
that includes the entire dentition. Genetic determinants were not 
included in the decision plan; however, they must be considered along 
with other factors when making a decision [7,8]. 

Depth of impaction was defined as the relationship of cementoena
mel junction (CEJ) of third molar relative to the bone crest according to 
the Pell and Gregory’s classification; the groups were divided as follows 
(Fig. 4): 

Level A: CEJ above the bone crest. 
Level II: Part of CEJ below the bone crest. 
Level III: Entire CEJ below the bone crest. 
Dental caries and periodontal disease are the main causes of tooth 

loss; curative treatment is necessary to maintain oral health, including 
controlling risk factors such as diet and smoking [9]. Younger adults had 
less severe clinical oral problems (dental caries and periodontal disease), 
while older adults often consulted for prosthetic purposes. Pain is the 
most prevalent self-reported reason for tooth extraction among the 
adults studied, being aggravated in most cases by the difficulty in 
accessing dental care [10]. 

The extraction method was different from those reported in previous 

Table 2 
Comparison among the groups depending on the pattern for extraction and 
reasons of a dental visit.   

Groups P-value 

GI (%) GII (%) 

Patterns for extraction   <0.001 
Decay 28 (34.6) 5 (20)  
Infectious disease 17 (21) 1 (4)  
Pain 14 (17.3) 3 (12)  
Traumatic 14 (17.3) 2 (8)  
Prophylactic 4 (4.9) 10 (40)  
Periodontal diseases 4 (4.9) 4 (16)  

Reasons for the dental visit   <0.001 
Pain 65 (80.2) 13 (52)  
Esthetic 3 (3.7) 9 (36)  
Functional 13 (16) 3 (12)   

Table 3 
Comparison among the groups depending on tooth molars position and P&G 
classification (Class I, II, and III).   

Groups P-value 

GI (%) GII (%) 

Third molars Position   0.031 
- On Arch 51 (63) 11 (44)  
- Embedded 17 (21) 3 (12)  
- Impacted 11 (13.6) 10 (40)  
- Ectopic 2 (2.5) 1 (4)  

Ramus relationship (P&G classification)   0.07 
Class I 36 (33.9) 11 (10.3)  
Class II 30 (28.3) 6 (5.6)  
Class III 15 (14.1) 8 (7.5)   

Table 4 
Comparison of the groups depending on surgical outcomes (wound dehiscence, 
teeth damage, mouth opening, neurosensory deficit, infection).   

Groups P-value 

GI (%) GII (%) 

Wound dehiscence   0.081 
- Yes 11 6  
- No 70 19  

Adjacent teeth damage   0.078 
- Yes 12 8  
- No 69 17  

Mouth opening   0.4 
- adequate 72 21  
- inadequate 9 4  

Neuro-sensory deficit   0.043 
- Temporary 7 (6.6) 3 (2.8)  
- permanent 0 3 (2.8)  

Infection   0.06 
- Yes 9 4  
- No 72 21   

Table 5 
Comparison of the groups depending on operating time, blood loss, hospital stay.   

Operating time (Mean 
minutes) 

Blood loss 
(ml) 

Hospital stay 
(mean) 

Group (I) 33 ± 12 50 1.33 ± 1.27 
Group 

(II) 
37 ± 11 55 1.44 ± 1.02 

P value 0.093 0.062 0.3  
Fig. 4. Classification of impacted mandibular third molars in terms of depth 
of impaction. 
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studies conducted in oral and maxillofacial units. We reported that only 
28% of the third molars were surgically extracted. In the United States 
study, the extraction method was the opposite, i.e., 24% of extractions 
were non-surgical [11,12]. 

Among the subjects presented to the Oral and Maxillofacial Surgery 
Department of Ibn Rochd University Hospital, 76.4% had a reason for 
extraction that was justified. The reasons why extraction of the wisdom 
tooth was not justified in our study population was either: extraction for 
prophylaxis or in the case of asymptomatic non-pathological third mo
lars; without scientific evidence [5,13]. In our context, 3Ms at the 
fracture site results in a problematic reduction of fractures and a higher 
complication rate [13,14]. Studies have also provided strong evidence 
that retention of the mandibular third molars helps prevent condyle 
fractures [15,16]. 

The proximity of the inferior alveolar nerve and the lingual nerve 
during its mandibular course to the roots of the lower third molars (M3) 
is a risk factor for the development of nerve damage and subsequent 
sensory disturbances of the lower lip and tongue after extraction of the 
third molars [17,18]. To assess this risk, identification of M3 and IAN on 
panoramic dental radiographs (OPG) and Cone beam is mandatory. The 
incidence of nerve damage in both groups appears to be low without 
statistical significance (P: 0.043). 

Clinically undetectable pathology cannot be considered an indica
tion for a panoramic radiograph. However, if prevailing clinical practice 
supports preventive extractions and detection or monitoring of non- 
erupted third molars, screening for silent underlying vascular malfor
mations, a referral for a panoramic radiograph may be considered good 
clinical practice [19,20]. 

In our context, the extraction of wisdom teeth was dominated by 
young adults of the female sex, and dental caries were the leading cause 
of poor oral hygiene. Faced with this situation, and to limit the unjus
tified extractions of wisdom teeth, it is necessary to make our population 
aware of the third molar role’s; not considering it as a generator of 
problems, to ensure its preservation by good brushing and oral hygiene 
methods, this can be done through preventive dentistry that involves 
dental hygienists or through the media. On a professional level, surgeons 
must be trained and informed about new recommendations [21,22]. 

Monitoring asymptomatic wisdom teeth appears to be an appro
priate strategy. Regarding retention versus prophylactic extraction of 
asymptomatic wisdom teeth, decision-making should be based on the 
best evidence combined with clinical experience [23–25]. 

5.1. There are two currents of thought 

• Maxillofacial surgeons maintain that most third molars are poten
tially pathological and should be extracted. 

• The other argues that only those third molars with associated pa
thology should be removed. 

Preliminary indication and wrong decision-making for teeth extrac
tion have resulted in many healthy teeth being sacrificed [7,26]. 

6. Conclusion 

The decision of whether or not to extract the third molar is not 
resolved. While there is some unanimity regarding the indications for 
their avulsions when they are symptomatic or cause pathologies, the 
indications for prophylaxis to prevent mandibular incisor crowding are 
very controversial evolution of wisdom teeth remains unpredictable; 
hence the need for sound scientific evidence to justify this practice. 

This subject, which is perpetually debated, requires updating dental 
health authorities by evaluating new conservative procedures. 
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