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Introduction. Impaction is defined as failure of
tooth eruption caused by a physical obstacle in the
eruption path or the abnormal position of the tooth [1].
The most commonly affected are third molars followed
by maxillary canines and mandibular second premolars
[2,3].

Impaction of a second permanent molar is rare and
usually occurs in the mandibular arch with an incidence
of 0.06-0.3% [3,4,8].

Surgery for removal of impacted mandibular second
and third molars may be associated with several post-
operative complications. They may include infection,
dry socket, bleeding, nerve injury, delayed healing and
periodontal pocketing [4,5].

Local factors related to the failure of eruption in-
clude malocclusion disturbances of the deciduous den-
tition, the position of the adjacent teeth, space deficien-
cy in the dental arch, idiopathic factors, supernumerary
teeth, odontomas or cysts [2,4,5].

Impacted mandibular wisdom tooth are wisdom
tooth which do not fully erupt into the mouth because
of blockage from other teeth. If the third molar tooth do
not have an open connection to the mouth, pain can de-
velop with the onset of inflammation or infection to the
adjacent teeth (Figure 1).

Mandibular third molars teeth likely become impact-
ed because of a mismatch between the size of the teeth
and the size of the jaw and horizontal impaction that can
damage the second molar roots and cause possible
periodontal disease (Figure 2).

Impacted mandibular third molars teeth are clas-
sified by their direction of impaction, their depth com-
pared to the biting surface of adjacent teeth and the
amount of the tooth’s crown that extends through gum
tissue or bone [1].

Figure 1. Panoramic radiograph showing horizontally
Impacted mandibular third molar 38

kiani.masoud98@gmail.com

However, when an impacted second or third molar
tooth becomes infected, damages other teeth or
causes other dental problems, some of these signs may
experience as following [8,9,10]:

- Difficulty opening the mouth (occasionally);

- Prolonged headache or jaw ache;

- Bad breath;

- Pain or tenderness of the gums (gingiva) or jaw
bone;

- Redness and swelling of the gums around the im-
pacted tooth;

- Swollen lymph nodes of the neck (occasionally);

- Unpleasant taste when biting down on or near the
area;

- Visible gap where a tooth did not emerge.

Infection resulting from impacted mandibular third
molars can be initially treated with antibiotics, local de-
bridement or soft tissue surgery of the gum tissue over-
lying the tooth. Over time, most of these treatments tend
to fail and patients develop recurrent symptoms [6,7].

The most common treatment is wisdom tooth ex-
traction. The risks of mandibular wisdom teeth removal
are roughly proportional to the difficulty of the extrac-
tion. Sometimes, when there is a high risk to the infe-
rior alveolar nerve, only the crown of the tooth will be
removed (intentionally leaving the roots) in a procedure
called a coronectomy [2,4,9].

The long-term risk of coronectomy is that chronic in-
fection can persist from the tooth remnants. The prog-
nosis for the second molar is good following the wis-
dom teeth removal with the likelihood of bone loss after
surgery increased when the extractions are completed

Netye——

Figure 2. Image showing the lower wisdom tooth having a
horizontal impaction that can damage the second molar
roots and cause possible periodontal disease.

360

BicHuk npo6nem Gionoriii meanunHu — 2016 — Bun. 4, Tom 1 (133)



CTOMATOJ10r'IvA

Figure 3. Panoramic radiograph showing horizontally
impacted left and right mandibular second and third
molars.

in people who are 25 years of age or older. A treatment
controversy exists about the need for and timing of the
removal of disease-free impacted wisdom teeth that are
not causing problems.

Supporters of early removal cite the increasing risks
for extraction over time and the costs of monitoring the
wisdom teeth that are not removed.

Supporters for retaining wisdom teeth cite the risk
and cost of unnecessary surgery [6,11].

Problems associated with impacted second molars
are caries, periodontitis, resorption of adjacent teeth,
cyst formation, malocclusion and pain [5,10,11]. Treat-
ment options for an impacted molar include extraction,
orthodontic uprighting, surgical uprighting, transplan-
tation, surgical-orthodontic approach, and dental im-
plant replacement.

Generally, the impaction of mandibular second mo-
lars is a rare complication in tooth eruption. The pres-
ence of deeply horizontally impacted lower second and
third molars is even more unusual [6,7,12]. The arrested
eruption of the lower second and third molars can de-
termine disturbances of mastication and aesthetics.
Moreover, an increased risk of caries in the distal side
of the first lower molar is possible [2,5]. Indeed, orth-
odontic treatment, transplantation and extraction of
impacted second molars have been suggested to avoid
potential damage to the first molar root [3,9,11].

The aim of this study is the management and the
outcome of the surgical treatment of an unusual case of
impacted mandibular second and third molars.

Clinical Report. A 20-year-old male with an unre-
markable medical terms, came to the Department of
Surgical Stomatology and Maxillofacial Surgery with
Plastic and Reconstructive Surgery of Head and Neck,
Ukrainian Medical Stomatological Academy, Poltava,
Ukraine, in Monday, June 6th, 2016, for the manage-
ment of his impacted mandibular second and third mo-
lars.

During a clinical intraoral examination, we noticed
the presence of a horizontally inclined tooth on the left
side of the lower arch, distal to the first molar. A pan-
oramic radiograph showed that the left mandibular sec-
ond molar was deeply impacted horizontally, with the
mesial cusps below the first molar’s root apexes. The
left mandibular third molar laid above and parallel to the
second molar. The panoramic radiograph also showed
the presence of unerupted teeth numbers 18, 25, 27, 28
and 38 (Figure 3). CT scans of the mandible revealed

the relationship of the in-
ferior alveolar canal with
the second molar (Fig-
ures 4 and 5).

Surgical intervention
was performed under
local anesthesia. Local
nerve block anesthesia of
the inferior dental, lingual
and buccal nerves used
two carpules of 1.7 mL
of 4% ubestezine forte
(Articaine) with 1:100000
adrenalin  (3M  ESPE,
U.S.A). The left mandibu-
lar second and third mo-
lars were extracted using
the mandible revealing the a mucoperiosteal vestib-

relationship of the inferior  ular flap that was limited
alveolar canal with the second to the first molar, lifting

molar. a full thickness flap. The
osteotomy necessary to
visualize the impacted third molar was performed using
a tungsten carbide bur mounted on a high speed den-
tal handpiece (Figure 6). To minimize the quantity of
bone removed, the wisdom tooth was sectioned into
two parts with a carbide fissure bur mounted on a high
speed dental handpiece (Figure 7). After sectioning,
the two segments were removed (Figure 8). Sequen-
tially, another osteotomy was performed to approach
the impacted second molar.

The mandibular second molar also was sectioned
into two parts with a carbide fissure bur mounted on a
high speed dental handpiece (Figure 9). The two seg-
ments of the second molar were removed. The remain-
ing socket was rinsed with physiological saline. Then
we fill it with Calcium Sulfate Granular (NewPlaster
NP170; Classimplant, Italy) to help bone regeneration
in the obtained socket (Figure 10). Primary closure of
the flap was performed using a 3/0 silk suture. The pa-
tient was prescribed an antibiotic (Amoxicillin 500 mg
2 times a day for 7
days), a non-steroidal
anti-inflammatory  drug
(NSAIDs) (Ibuprofen 400
mg orally every 6 hours
for 3 days).

Postoperative in-
structions and use of the
prescribed drugs were
printed sheet of paper
that was given to the pa-
tient. Beginning the day
after surgery, patient
oral rinsed 3 times a day
with chlorhexidine 0.05%
for 12 days. The sutures
were removed 12 days
later. On the tenth day
after the intervention, the
patient did not complain
of pain and he showed
neither parestesia nor

Figure 4. Mesial CT scan of

Figure 5. Distal CT scan of
the mandible revealing the
relationship of the inferior
alveolar canal with the second
molar.
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Figure 6. Osteotomy was accomplished to imagine the

impacted wisdom tooth..

Figure 8. Two segments of the wisdom tooth were
removed.

Figure 10. Residual socket was filled with Calcium Sulfate
Granular.

Figure 9. Second molar was also divided into two parts.

anesthesia in the region of the chin. No sign of infection
was observed. Three months after the intervention, a
panoramic radiograph showed bone healing and regen-
eration in the surgical site.

Discussion. According to the classification by An-
dreasen and Kurol, the absence of eruption of the sec-
ond molar could be caused by three events [1,12]:

1. Impaction.

2. Primary retention.

3. Secondary retention.

Impaction of the second molar is usually determined
by a physical obstacle because of lack of space, odon-
tomas, supernumerary teeth, odontogenic tumors,
giant cell fibromatosis in the eruption line, and collision
between the follicles of the second and third molars.
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However, the third molar cannot be considered as
a cause of lower second molar impaction. Indeed, it is
not involved in either the time or in the path of the erup-
tion of the lower second molar. Simply extracting it does
not lead to the proper eruption of an impacted second
molar. An ectopic eruption pathway could also be con-
sidered as a cause of the impaction of the second molar.

The eruption of the second molar arrested before
the rupture of the gum is called primary retention. It is
usually due to unknown causes. In some cases, it is ob-
served in patients affected by syndromes with a com-
promised osteoclastic activity.

Finally, secondary retention is the cessation of the
eruption after gingival rupture, without the presence of
a physical obstacle. This event is more common than
primary retention, and it is determined by ankylosis, es-
pecially in the interradicular zone.

In objectivity; in this patient, the presence of various
unerupted and malpositioned teeth numbers 18, 25, 27,
28 and 38 was observed.

In this case, different therapeutic approaches could
be proposed for second and third molar impaction and
malposition: surgical removal of the third molar, surgi-
cal exposure of the second molar and positioning of the
orthodontic buttons for traction and to force it’s proper
eruption; surgical removal of the third molar and trans-
plantation of the second molar in a correct position; sur-
gical removal of the second molar and replacement of
the third molar in a correct position and surgical extrac-
tion of both the second and third molars.

The most successful therapeutic option could be
orthodontic, although it cann’t be used in the deeper
impacted second molars, as in this case [10,11,12].

An orthodontic movement of the second molar was
excluded because of the lack of supporting bone and
the deep impaction of the tooth. Moreover, the arc of
rotation in the repositioning should be less than 90 de-
grees because if it were more than this, the possibilities

of postsurgical pulp revascularization would decrease.
Indeed, the apexes of the involved teeth could already
be closed, therefore, deep impaction and advanced age
of the diagnosis are the factors associated with a poor
result of the treatment. In this case, transplantation or
surgical repositioning were not possible because of the
deep impaction of the teeth and the lack of supporting
bone. Therefore, the surgical removal of the second and
third left mandibular molars was decided.

Preoperative assessment of surgical difficulty is fun-
damental to correctly plan the extraction of impacted
third molars. In this case, it was extremely important to
assess the various elements that could influence the
extraction, such as angulation, relative depth, form of
the root, number of roots, relationship of the tooth to
the ramus, proximity to the mandibular canal and lack
of periodontal membrane space. We decided to section
both the second and third molars to limit the bone re-
moval that was however necessary because of the posi-
tion of the two impacted teeth.

Great attention was paid not to damage the inferior
alveolar nerve and not to cause iatrogenic mandibular
fracture. On the tenth day after the intervention, the pa-
tient showed neither paresthesia nor anesthesia in the
region of the chin. No intraoral dehiscence was present.
No signs of infection were observed.

Conclusions. The arrested eruption of the man-
dibular second and third molars teeth is an extremely
rare condition. Different therapeutic options should be
considered. In this case, we decided to perform the sur-
gical removal of the second and third molars because of
the age of the patient, the deep impaction of the second
molar and the lack of supporting bone.

Perspective for Further Research. It is important
to diagnose arrested eruption of the permanent lower
second and third molars as early as possible because
orthodontic treatment at a late stage could be compli-
cated and present difficult clinical problems.
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KJIIHIYHUA BUNALOK BUOAJIEHHS PETUHOBAHUX OPYroro TA TPETbOIro MOJIAPIB HUXKHbOT
LLENEMN

Macyp KiaHi, MaHbkeBunuy A. 1., Jlokec K. ., CkikeBuy M.

Pesiome. Ak NnpaBuio, peTeHL|is 4pyroro Monsipa HMXKHbOI WeNenu € pigkicHUM ycknagHEHHAM Npopi3dyBaHHs
3y6iB. [OpM30HTasIbHE MOJIOXKEHHS APYroro i TPETbOro MOJISIPIB 3yCTPIHAIOTHLCS LUE piaLle.

Y pnaHini poboTi NpeacTaBneHnin kKNiHivHni Bunagok 20-piyHOro naujieHTa 3 peTeHLjieto Apyroro i TpeTboro Mo-
NApIiB HMXKHBOI LWenenn. Ha naHopaMHili peHTreHorpami Mae Micue ropn3oHTaibHE MNOJIOXKEHHSA APYroro Monspa,
Me3ianbHi ropbu IKOro Po3TalLOBYOTLCS HUXYE PIBHS anekciB nepLuoro monspa. JIiBnii TpeTiini Monsip po3TalloBy-
ETbCH BULLLE | MapanenbHo ApyromMy Mongpy. [llaHopamMHa peHTreHorpamMa Takox rnokasasna HagBHICTb HENpopi3as-
wnxesa 3yo6is 18, 25, 27, 281 38.

KT wenenn nokasana B3aEMO3B’S1I30K HUMXHLOLLIENIENHOrO KaHany 3 ApyruM MonspoMm. 3a knacudikalieto
Andreasen i Kurol, BiACyTHICTb Npopi3yBaHHA ApYroro MoJisipa Moxe 6yTu BUKJIMKaHa TpboMa dakTopamMin: BnacHe
PEeTEeHLIEID, NePBUHHOIO Ta BTOPUHHOIO PETEHLLEID.

3aTpumMka NpopisyBaHHA APYroro Mofspa 3a3Buyan BM3HAYAETbCA QiSUYHOK MEepPEeLLKOaOo Yepes3 HecTady
Micu$l, HAasiBHICTIO OLOHTOM, MOHAAKOMMIEKTHUX 3y0iB, OQOHTOrE€HHUX NYXJINH, FiraHTOKITUHHOrO GibpomMaTo3y B
obnacTi npopidyBaHHs 3y6iB i onikyniB Apyroro i TPeTbOro MonspiB.

3aTpumka Npopi3yBaHHA APYroro i TPETbOro MONSAPIB HUXKHBOI LLLENIENY € HAA3BMYANHO PiAKICHMM 3aXBOPIOBAH-
HsM. Pi3Hi BapiaHTL nikyBaHHSA MOBUHHI OyT pO3rNsHyTi. Y LbOMYy BMNaAKy Oyno BUKOHAHO XipypriyHe BUAANEHHS
APYroro i TPeTboro Mosipa B 3B°A3KY 3 BIKOM MaLjieHTa, rMmMOOKNUM MONOXEHHAM OPYroro Monsipa i BioCyTHICTIO
OMOPHOI KICTKW.

KniouoBi cnoBa: gpyruin Monsip, TPETii MOASP, PETUHOBAHI MONSIPU, BUAANEHHSA PETUHOBAHNX MONSIPIB.
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KJIMHWYECKUI CNYYAN YOANEHUS PETUHUPOBAHHbIX BTOPOIO U TPETbEIO MOJIIPOB HUX-
HEM YEJIIOCTU

Macypn Knanu, MaHbkeBud A. U., Jlokec K. ., CkukeBuy M.

Pe3iome. Kak npaBunno, peTeHuus BTOPOro Mosisipa HUXHEN YentoCTn ABASETCS PeLKUM OC/TIOKHEHNEM MPO-
pesbiBaHus 3y60B. [OPM30HTaNbHOE NOJIOXEHME BTOPOro 1 TPETLENO MOJISPOB BCTpeyaloTcs elue 6onee peako.

B naHHol paboTe npeacTaBneH KNMHMYeckuii cnyyari 20-neTHero naumeHTa ¢ peTeHUmMein BTOPOro 1 TpeTbero
MONAPOB HUXHEN YeNCTU. Ha naHOopamMHOM peHTreHorpaMMe UMEET MeCTO FOPU30HTalIbHOE NOJIOXEHNE BTOPO-
ro Monsipa, MesunasbHble 6yrpbl KOTOPOro PacnonaraloTCA HUXE YPOBHS anekCoB NepBoro Mmonspa. JIeBbi Tpetuii
MONSIP pacnofaraeTcs BbIle U napafiefibHoO BTOPOMY Monsapy. lNMaHopamHas peHTreHorpamma Takxke nokasana
Hanunyme HenpopesaBLmnxcsa 3ybos 18, 25, 27, 28 1 38.

KT yentoctn nokasana B3aMMOCBHA3b HMXHEYEIOCTHOrO KaHana CO BTOPbIM MOSSPOM. o knaccudukaumm
Andreasen n Kurol, oTCyTCTBME NPOPE3bIBAHUS BTOPOro MosSpa MOXeT ObiTb BbI3BAHO TPeMS dpakTopamu: cob-
CTBEHHO PETEHLMEN, NEPBNYHON N BTOPUYHOW PETEHLMEN.

3apepixka NnpopesbiBaHMS BTOPOro KOPeHHOro 3yba 006bI4HO onpeaensieTcs Gu3nyecknm NpensTcTBUEM N3-3a
HefocTaTka MecTa, HalM4YMEeM OLOHTOM, CBEPXKOMIIEKTHbIX 3yOOB, OJOHTOrEHHbIX ONYyX0Nel, MraHTOKIEeTOYHO-
ro ¢pubpomarosa B 061acTn NpopesbiBaHMs 3y60B 1 GONIMKynamMm BTOPOro U TPETLENO MONSPOB.

3apepxka NpopesbiBaHNS BTOPOrO U TPETbEro MOJIIPOB HUXKHEWN YeoCTU ABASETCS Ype3BblHaMHO PeaknM
3aboneBaHneM. PasnuyHble BapmaHTbl IEYEHUS A0SIKHbI ObiTb PACCMOTPEHLI. B 3TOM cnyyae 6bis10 BbINOIHEHO
XUPYPruyeckoe yaaneHne BTOPoro 1 TPETbLEr0 MOMsipa B CBA3M C BO3PACTOM MaLMEHTa, ryO0oKMM NoMoXeEHNEM
BTOPOIro MOJiipa U OTCYTCTBUEM OMOPHOM KOCTN.

KnioueBble cnoBa: BTOPOV MONSp, TPETUN MONSIP, PETUHUPOBAHHbLIE MONAPbI, yoaneHne peTUHNPOBAHHbLIX
MOJSIPOB.
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CIRCUMSTANCE FOR REMOVAL OF IMPACTED MANDIBULAR SECOND AND THIRD MOLARS TEETH

Masoud Kiani, Pankevych A. I., Lokes K. P., Skikevich M.

Abstract. Impaction is defined as failure of tooth eruption caused by a physical obstacle in the eruption path or
the abnormal position of the tooth. The most commonly affected are third molars followed by maxillary canines and
mandibular second premolars.

Impaction of a second permanent molar is rare and usually occurs in the mandibular arch with an incidence of
0.06-0.3%.

Surgery for removal of impacted mandibular second and third molars may be associated with several postoper-
ative complications. They may include infection, dry socket, bleeding, nerve injury, delayed healing and periodontal
pocketing.
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Impacted mandibular wisdom tooth are wisdom tooth which do not fully erupt into the mouth because of block-
age from other teeth. If the third molar tooth do not have an open connection to the mouth, pain can develop with
the onset of inflammation or infection to the adjacent teeth.

Mandibular third molars teeth likely become impacted because of a mismatch between the size of the teeth and
the size of the jaw and horizontal impaction that can damage the second molar roots and cause possible periodon-
tal disease.

Problems associated with impacted second molars are caries, periodontitis, resorption of adjacent teeth, cyst
formation, malocclusion and pain. Treatment options for an impacted molar include extraction, orthodontic upright-
ing, surgical uprighting, transplantation, surgical-orthodontic approach, and dental implant replacement.

Generally, the impaction of mandibular second molars is a rare complication in tooth eruption. The presence
of deeply horizontally impacted lower second and third molars is even more unusual. The arrested eruption of the
lower second and third molars can determine disturbances of mastication and aesthetics. Moreover, an increased
risk of caries in the distal side of the first lower molar is possible.

This study about a 20-year-old male with impacted mandibular second and third molars. A panoramic radio-
graph showed that the left mandibular second molar was deeply impacted horizontally, with the mesial cusps below
the first molar’s root apexes. The left mandibular third molar laid above and parallel to the second molar. The pan-
oramic radiograph also showed the presence of unerupted teeth numbers 18, 25, 27, 28 and 38. CT scans of the
mandible revealed the relationship of the inferior alveolar canal with the second molar. According to the classifica-
tion by Andreasen and Kurol, the absence of eruption of the second molar could be caused by three events: impac-
tion, primary retention and secondary retention.

Impaction of the second molar is usually determined by a physical obstacle because of lack of space, odonto-
mas, supernumerary teeth, odontogenic tumors, giant cell fibromatosis in the eruption line, and collision between
the follicles of the second and third molars.

However, the third molar cannot be considered as a cause of lower second molar impaction. Indeed, it is not
involved in either the time or in the path of the eruption of the lower second molar. Simply extracting it does not lead
to the proper eruption of an impacted second molar. An ectopic eruption pathway could also be considered as a
cause of the impaction of the second molar.

The eruption of the second molar arrested before the rupture of the gum is called primary retention. It is usu-
ally due to unknown causes. In some cases, it is observed in patients affected by syndromes with a compromised
osteoclastic activity.

Finally, secondary retention is the cessation of the eruption after gingival rupture, without the presence of a
physical obstacle. This event is more common than primary retention, and it is determined by ankylosis, especially
in the interradicular zone.

The arrested eruption of the mandibular second and third molars teeth is an extremely rare condition. Different
therapeutic options should be considered.

In this case, we decided to perform the surgical removal of the second and third molars because of the age of
the patient, the deep impaction of the second molar and the lack of supporting bone.

It is important to diagnose arrested eruption of the permanent lower second and third molars as early as pos-
sible because orthodontic treatment at a late stage could be complicated and present difficult clinical problems.

Keywords: second molar, third molar, impacted molars, removal impacted molars.
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