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ABSTRACT

Third molars have a bad reputation due to their posterior location in the mouth, hence making
them more difficult to clean. The issue of prophylactic extraction of third molars in Delta Sate
was studied using a cross sectional survey. Quantitative methods were used and 394 subjects
participated. This involved the use of questionnaires and observation. Intra-oral examination
was done to note the presence or absence of the third molars. Impactions of the third molars as
well as the state of the periodontal tissues were observed. There was a highly significant
relationship between age and impacted third molars (P < 0.01). A highly significant relationship
was seen for age and third molars (P < 0.001). This means that the prevalence of third molars
and impacted third molars may be related to age. No significant relationship was however seen
for age and infections (P >0.05); an indication that the prevalence of infections associated with
third molars may not necessarily depend on age. Hence prophylactic extraction of third molars
may not be worthwhile. This study has therefore shown that prophylactic extraction of third
molars may not be beneficial.
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INTRODUCTION

Third molars (Wisdom teeth) often develop in inaggrate positions, and they may be unable to
erupt properly [1]. Third molars have a bad repatadue to their posterior location in the
mouth, hence making them more difficult to cleaheif wrinkled, fissured occlusal surface also
does not help matters. These teeth may be morees gmueveloping decay than other teeth.
Mandibular third molars often erupt so far distalat they emerge near the vertical mandibular
ramus with compromised gingival health, so dentftisn suggest that these teeth be removed to
prevent future problems. In some people, third msol@may be dwarfed in size or may not
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develop at all [2]. With the development of socjdtye living environment of people has also
changed with increasing consumption of soft footer€fore, the jaw sizes in people are
decreasing, which has resulted in an increasirguéecy of impacted third molars behind the
second molars [3]. Hence the causes of impactad thiolars include inadequate space to
accommodate the erupting teeth [4,5].

Impacted third molars result in infections suchpasicoronitis and periodontitis. Some of the
other lesions associated with the third molarscarges, tumours and cysts such as dentigerous
cyst. Crowding of the anterior teeth is also assed with the wisdom teeth. Resorption of the
adjacent second molar could also occur. Varioudiss have been carried out on third molars
around the world [6,7,8,9] . Nigeria has not beeft dut in such studies [10,11]. Literature
search did not reveal any study the third molars in Delta State. This study viaé very
interesting and necessary in this environment. Mgk will enable one see if there are
peculiarities in the third molars of the individsah this state. The studies done in other parts of
the world and even in Nigeria will be compared wttis study. Information derived from this
study will be useful to all practicing Dental Suoge. It will afford Dental Surgeons more
rational decision making as far as the third mo#aesconcerned.

This study was carried out to determine if wisda®th should be extracted prophylactically or
only when problematic.

MATERIALSAND METHODS

Two educational institutions were selected throbgitioting from the list of secondary and
tertiary institutions in each of the 3 senatoridtricts. The subjects were sorted into group A
(male) and B (female). There was stratified randsampling to ensure that the age groups of
interest (less than 16 years, 16-25 years, 26-3fy86-45 years and more than 45 years) were
selected. Selected subjects were screened to etisaireéhey are all Deltans. Quantitative
methods were employed in data collection. Theselwed the use of questionnaires and
observation using 394 respondents. The questi@saiere self-administered using the captive
audience technique where respondents who are $tudad teachers were in a classroom or
lecture room to complete the questionnaires as#me time. Observation of every subject was
done before collecting his or her questionnairetrd&gral and intra-oral examinations were
done. In the intra-oral examination it was notedhi#re was presence or absence of the third
molars. Also impactions of the third molars weresatved. The periodontal tissues were also
observed around the mouth and especially surrognthia third molars. Data collection was
done in two weeks. It was done between tHe &f1September and'2of October, 2009. Ethical
issues were considered prior to data collectiore Pphncipals of the institutions visited gave
their consent before data collection commencedrinéd consent was also obtained from the
respondents. Also prior to the commencement ofstbdy, permission was obtained from the
Research and Ethics Committee of the College ofthi&eiences in Delta State University.

The data obtained from the questionnaires and -orah examinations were collated and
analyzed using Statistical Package for Social ®een Frequency tables and graphs were
derived. The data were subjected to chi-square pestedure. The p values less than 0.05
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(P<0.05) were considered significant. The P valass than 0.01 (P<0.01) and less than 0.001
(P<0.001) were considered highly significant.

RESULTS

The sample is as shown in Table 1. The modal amepgof the respondents is 16-25 years. The
frequency of this age group is 152 as indicatedable 2. The female gender constituted the
bulk of the subjects (62.2%) People from differetiinic groups in Delta State were involved in
the study as indicated in Table 3. 42.6% of thgexib have their third molars present in their
mouths. 17.5% of these claimed to have encounfa@aems with their third molars. 5.0% of
the respondents claimed to have visited a dengstdse of their third molars. The most
common problem most of the 5% claim to have encedt with their third molars is pain.
Table 4 illustrates that those with problematiedhnolars can thrive with other therapy aside
from extraction. The results of the intra-oral exaation done on the research subjects indicate
that 21.8% have impacted third molar teeth. 9.5%hefpeople with impacted third molars in
this study have oral infections.

The relationship between age and impacted thirdaraaolvas highly significant (P < 0.01). A
highly significant relationship was also seen f@eaand third molars (P < 0.001). The
relationship between age and infections was naiifsignt (P >0.05).

Table1l Sample
Frequency Per centage

School of Health, Ofuoma 62 15.7
College of Education, Agbor 64 16.2
School of Nursing, Warri 67 17.0
College of Education, Warri 71 18.0
State School of Midwifery , Asaba 52 13.2
Orhuwhorun high School, Orhuwhorun 78 19.8
Total 394 100.0

Table 2 Ages of the Respondents

Age Frequency  Percentage
Valid <16yrs 83 21.1
16-25yrs 152 38.6
26-35yrs 80 20.3
36-45yrs 44 11.2
More than 45ys 34 8.6
Total 393 99.7
Missing 1 .3
System
Total 394 100.0
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Table 3 Ethnicity

Ethnicity Frequency Percentage

Igho 105 26.6
ljaw 14 3.6
Isoko 19 4.8
Itsekiri 13 3.3
Urhobo 243 61.7
Total 394 100.0 100.0

Table 4 Treatment Given For Third Molars

Therapy Frequency Percentage
Valid Antibiotics 1 56
Drugs 1 5.6
Extraction 12 66.7
Filling 1 °.6
Irrigate 1 °.6
11.2
Other forms of therapy 2
Total 18 100
DISCUSSION

A fallacy of two schools of thought exists. One @mhof thought is endorsed by oral and
maxillofacial surgeons who contend that most thnalars are potentially pathologic and should
be removed. The other holds that only third molaith associated pathology should be
removed. The legal system, in which decisions areerally based on norms of practice or local
or regional standards of care, credits each sabiottlought as having equal merit, ignoring the
scientific evidence base. The fact that most tmrdlars, impacted or not, do not become
diseased and that the risk of iatrogenic injuryrfreuch surgery is greater than the risk of leaving
asymptomatic, nonpathologic teeth alone does neftroe the expert opinion of oral and
maxillofacial surgeons[12].

From the results, 9.5% of the people with impa¢had molars in this study had oral infections.
This represents the risk of developing one of tbhmmications associated with impacted third
molars. The risk involved is small and may not watrprophylactic extraction of third molars.
There was a highly significant relationship betwage and impacted third molars (P < 0.01). A
highly significant relationship was seen for agd #rnrd molars (P < 0.001). This means that the
prevalence of third molars and impacted third n®laray be related to age. No significant
relationship was seen for age and infections (P50.This implies that the prevalence of
infections associated with third molars may notessarily depend on age. Hence prophylactic
extraction of third molars may not be worthwhile.

In the Scandinavian male population, Bjork et §1956) estimated a 20% to 25% risk of
impaction of third molars [13]. In this study 21.8%ave impacted third molar teeth. Ahlqwist
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and Grondahl (1991) found pathological conditioms6% of impacted third molar cases [14].
9.5% of the people with impacted third molars instistudy have oral infections. Other
pathological conditions associated with the thirdlars such as caries, tumours and cysts like
dentigerous cyst were however not investigatetimstudy.

CONCLUSION

Prophylactic extraction of third molars may notheneficial. Wisdom teeth should be extracted
only when problematic. However, there should beloamzed controlled studies to compare the
long-term outcome of prophylactic removal with réten of pathology - free third molars.
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