
 

Recommendations on the Management of Third Molars  
 

Recently there has been much attention given to research of third molars by the American Association of 

Oral and Maxillofacial Surgeons. This has culminated in a recently published consensus paper by 

Raymond White from University of North Carolina which has been sent to all practicing dentists. While 

this research and associated publications are very helpful to the practicing OMS, the data can still be 

hard for the general dentist to translate into actual patient recommendations.  

 

The third molar consult can be divided into two categories: prevention of third molar related problems 

and treating the pathologic third molar. Fortunately we see a majority of appropriately referred consults 

to discuss early intervention and prevention of future problems. However, we are sending out this letter 

with clinical pathological correlations to help clarify specific issues we think are important. While this 

does not cover all the problems associated with retained third molars, these are common cases we see in 

our practice each week. (Cases 1-5) 

 

Prevention has been a significant focus of the entire health care industry for years. Prevention of disease 

is always better than treatment of disease. The prevention of disease lowers the morbidity and mortality 

of the community being served and ultimately decreases health care costs.  This is true for third molars 

as well. Most often elective surgery is required for prevention related to third molars and thus most the 

controversy in third molar management revolves around prevention rather than treatment of disease.  

 

A common misunderstanding is that prevention is synonymous with easy, cheap and non-invasive. This 

is not always the case. A good example would be a colonoscopy. This procedure is quite costly, invasive 

and has potential for significant morbidity. The prevention of third molar pathology also involves a 

minimally invasive elective procedure.  

 

So, important points to be made are: 1. Elective surgery to remove third molars at the appropriate timing 

involves much less morbidity than required surgery to treat diseased third molars. 2. The treatment cost 

associated with diseased third molars is often quite large in comparison to earlier elective removal. 3. A 

large majority of third molars become diseased, but the ability to predict which third molars will become 

a problem is poor. 

 

There are many aspects to consider when evaluating a case for elective third molar removal. However, 

the best time to evaluate patients and discuss options is at an early stage of third molar development. 

Preferably, these teeth are evaluated and options are presented to the patient before the roots are 

developing. Root formation is widely varied and does not correspond to age very well. Therefore, a 

screening panorex at age 14 or 15 years old is recommended. No longer is it advised to wait until the 

roots are forming and the teeth are attempting to erupt. Case one illustrates the most common reason 

why this is problematic. 

 

We are happy to help with any clinical questions or problems you may have in the care of the third 

molar patient. We have in-office cone beam CT scan ability to assess the position of the third molars in 

relation to adjacent anatomic structures such as the inferior alveolar nerve canal.  Also, please feel free 

to forward any radiographs of impacted teeth you would like reviewed for guidance on timing of 

consultation and/or removal to our email.  



 

 

 

Case 1: 21yof with asymptomatic third molars presenting for evaluation. The upper third molars are 

completely formed and partially impacted. The lower third molar roots are almost nearly formed and 

there is significant proximity to the inferior alveolar nerves. These teeth will most certainly require 

removal at some time in the future due to disease. In order to reduce her risk of inferior alveolar nerve 

damage we electively removed them after obtaining an iCAT scan. Ideally, she should have been 

evaluated for third molar removal before the current stage of root development. All teeth were removed 

carefully without damage to her nerves. At post operative day seven she was asymptomatic and back to 

her daily activities without restriction. 

 

 
Pre-operative panorex with signs of significant inferior alveolar nerve proximity to the roots  

of impacted teeth numbers 17 and 32 

 

 

 
Cone beam CT scan done with our Cat scanner. Coronal image of teeth 17 and 32. The position 

of the inferior alveolar nerves in relation to the roots can be easily seen.  

 

 



   
A sagittal view of number 32.  The inferior           Intra-operative view of the inferior alveolar nerve in 

alveolar nerve runs between the roots of the          the socket of site 32 

tooth.              

. 

 

 
Knowing the position of the IAN in the CBCT scan allowed sectioning of the tooth in both a 

buccolingual and mesiodistal direction to reduce the likelihood of nerve injury. 



Case2: 40yom presented to the emergency department with acute onset pain and swelling associated 

with a partially impacted and carious tooth number 32. A CT scan revealed the extent of his neck 

infection, nearly to into his mediastinum. Not only did he require extensive drainage of his neck abscess, 

admission to the intensive care unit and IV antibiotics, he required an emergent tracheostomy as he 

acutely lost his airway on the way to the operating room. This case is a reminder of the potential life 

threatening infections from third molars – cases that once were quite common and still today are more 

common than necessary.  

 

     
 Arrow pointing to carious number 32 Yellow oval encircles the neck abscess 

 

  
Yellow arrow showing inferior extent of neck abscess. The solid line marks the entrance to the 

mediastinum. The green arrow marks the inferior border of the mandible. 



  
 Case 3: 61yom with a dentigerous cyst associated with tooth 32 and inferior alveolar nerve proximity. 

 

  
Case 4:  35yom with deeply impacted third molars. Teeth 17 and 32 are significantly impacted and 

periodontally involved. There is potential for permanent damage to the inferior alveolar nerves, loss of 

the second molars, and fracture of the mandible associated with the necessary removal of these teeth.  

 

  
Case 5: 31yom that is an excellent example of ectopic retained third molars on the right side compared 

to prior removal of the left third molars. Note significant periodontal disease necessitating removal of 

teeth 31 and 32. Also note the favorable bone level distal to the second molars on the patient’s left side. 


