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INTRODUCTION  
 

Several causes of impaction of the mandibular third 

molar have been described in the literature. Most 

common causes of the impaction of mandibular third 

molar are the abnormal positioning of the tooth bud, lack 

of space in the dental arch, supernumerary tooth 

ankylosis of the deciduous or permanent tooth, 

nonresorbing bone due to local or systemic causes, 

etc.
[1,2]

 It is mainly due to bony obstruction in the 

pathway of eruption or the local adjacent tooth causes 

hindrance.
[3]  

 

All third molars need not be removed independent of 

disease findings and patients need not unnecessarily have 

to accept adverse consequences associated with the 

surgery risks and discomforts in the absence of pain, 

radiographic findings of pathology, and or marked 

clinical evidence of disease. However, when surgery is 

indicated several new concepts and techniques can 

prevent and or manage some of the common 

postoperative sequel of impacted mandibular third molar 

surgery.
[5]

  

 

CASE REPORT 
 

A 22- year-old female patient presented to the Cure ‘n’ 

Care Dental Clinic, Mayur Vihar, Delhi complaining of 

morbidity in the left third molar tooth. He was diagnosed 

with chronic pericoronitis and informed that his 

mandibular third molar. Thereafter, the treatment options 

were explained to the patient, including the risks versus 

the benefits of surgically removing her impacted tooth. 

Following this discussion, the patient consented to 

proceed with surgical extraction of the impacted tooth. 

Tooth angulation can be a precise indicator for the 

prophylactic removal of partially erupted mandibular 

third molars
[5]

; the greater the degree of angulation of the 

third molar, the more difficult it is to remove. A current 

best practice for the surgical extraction of an impacted 

wisdom tooth is to first remove the crown portion in 

order to subsequently section and remove the root 

portion. The vertical incision was made at the mesial 

aspect of the buccal second molar. This was followed by 

adequate elevation of the mucoperiosteal flap. The 

alveolar bone overlying the crown was shaved to a 

groove with a round bur ensuring only minimal bony 

loss. The straight elevator is used to mobile and removal 

of tooth. The rationale for when to irrigate and 

mechanically debride the extraction socket in this case 

was twofold. Once the extraction socket was cleaned and 

sutures were placed solely on the alveolar bone beside 

the second molar. On post-operative day number five, 

suture was removed and the wound was found to be 

extremely clear. Now in post-operative year number 

three, the patient complains of none of the pre-operative 

morbidity with which she originally presented. 
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ABSTRACT 
 

Mandibular tooth impaction is a very common finding and is usually associated with so many local and systemic 

causes in which the pathway of tooth eruption is obstructed or misdirected. The local causes are either a local bony 

lesion or an abnormal position of the adjacent tooth. The case presented here is associated with a very rare cause of 

lingual  impaction class 2 disimpaction. 
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Fig 1: OPG. 

 

 
Fig 2: Pre-Operative Procedure.  

 

 
Fig 3: Cbct Profile Picture. 

 
Fig 4: Extraction of 3

rd
 Molar. 

 

DISCUSSION 
 

The true incidence and etiology of ectopic mandibular 

third molar remain unknown.
[9]

 An aberrant eruption 

pattern has been suggested to occur when the tooth has 

been displaced by a lesion, usually an odontogenic 

cyst.
[3,10,11]

 Dentigerous cyst is the most common benign 

lesion related to impacted mandibular third molar.
[12]

 

Over time, the pressure exerted by the intracystic fluid 

on the occlusal aspect of the third molar may cause its 

displacement, sometimes from its original location.
[3,4,13]

 

 

In the present case, the mandibular third molar was not 

displaced by a cystic lesion but by an uncertain cause. 

The development of the tooth germ in an aberrant 

position or aberrant tooth germ eruption pattern may be 

the most likely etiology. Otherwise, primary and total 

dislocation of tooth base may be the cause.
[8]

 In the 

process of mandibular skeletal growth, bone is typically 

added along the posterior ramus border and resorbed 

along the anterior border; mandibular condyle develops 

as a result of bone apposition in the posterior ramus.
[14]

 

In this case, the presence of dental caries implies that 

tooth dislocation occurred after its exposure to the oral 

cavity. 

 

Keros and Susić
[8]

 reported the ectopic mandibular third 

molar in the coronoid process and assumed that the bone 

forming the mandibular base in childhood may shift to 

the region beneath the coronoid process in adulthood, 

with the ectopic mandibular third molar embedded. 

Following the normal growth pattern, the third molar 

crown moved upward, eventually reaching the coronoid 

process of the mandible in non-inverted state. 

 

Nonetheless, the etiology of ectopic impaction and 

migration of tooth is still unclear. Peck
[15]

 reported that 

the intraosseous migration of impacted mandibular tooth 

is related to genetic determinants. According to Marks 

and Schroeder
[16]

, regional disturbance in the dental 

follicle might lead to local defective osteoclastic 

function, with an abnormal eruption pathway being 

formed. Sutton
[17] 

believed that an abnormally strong 

eruption force or a change affecting the crypt of the tooth 

germ might lead to erroneous eruption. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B9
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B3
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B11
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B12
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B3
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B4
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3858136/#B13
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Surgical extraction is mostly performed by an intra-oral 

approach. Extra-oral approach is done in extremely 

displaced impacted tooth cases. When teeth are located 

near the mandibular condyle, the preauricular approach 

can be used. The approach has the advantage of good 

exposure of the surgical site but may result in 

complications such as extraoral scar, damage to 

temporomandibular joint, and facial nerve injury.
[11]

 The 

intraoral approach may avoid these problems, but access 

to and view of the severely displaced tooth may be 

limited; thus making the surgery difficult. In this case, 

the impacted tooth was located on the lingual side of the 

pterygomandibular space, and the surgery was performed 

using the intraoral approach. During the surgery, the 

inferior alveolar nerve should be protected. Moreover, 

excessive grinding of the coronoid process or mandibular 

condyle should not be done to prevent fracture. 

 

Nowadays, most third molar extractions are performed 

when the patients are in their twenties, so the dislocation 

becomes rarer. Moreover, there may be patients with 

ectopic tooth without clinical symptoms, not knowing 

that they have a dislocated tooth. Therefore, annual 

panoramic radiograph taking from childhood is 

recommended for the early detection of ectopic third 

molar and its pathologic changes such as cyst formation 

and infection. Impacted teeth diagnosed upon routine 

radiographic examination--and which are not associated 

with any pathology--usually do not require treatment, but 

they should be removed to prevent cyst formation, 

infection, and weakening of the bone predisposing to 

fracture.
[7]

 The surgical extraction of the ectopic third 

molar should be carefully planned and performed to 

minimize complications induced by surgery.
[17]
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