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Abstract
Background There is a general consensus among dental professionals regarding the extraction of impacted third 
molars in the presence of clinical symptoms. However, there is less agreement on the management of asymptomatic 
third molars. The objective of this study is to compare the perspectives of oral surgeons and orthodontists regarding 
the indications for the extraction of asymptomatic third molars. It is possible that healthcare professionals from 
different specialties may approach the extraction of these teeth in different ways.

Methods In this cross-sectional study, a web-based questionnaire has been employed to collect data by inquiring 
about the reasons why participants prefer the extraction of asymptomatic third molars. Descriptive statistics were 
employed to evaluate the data obtained. The level of significance was set at P < 0.05.

Results Prophylactic extraction of partially impacted molars was more favored among the participants (P < 0.05). The 
orthodontists preferred prophylactic extraction due to the risk of late anterior dental crowding (LADC); however, the 
oral surgeons preferred pre-pregnancy extractions (P < 0.05). The extraction decision for partial impaction was higher 
in females when the risk of distal caries was considered. For fully impacted ones, it was higher in males when the risk 
of caries and pericoronitis were considered (P < 0.05).

Conclusions Orthodontists preferred extraction because of the risk of LADC and caries, while oral surgeons focused 
on preventing pericoronitis, pathology, focal infection, and symptoms during pregnancy. This divergence between 
the participants may inform the guidelines for prophylactic management of third molars. These findings may be 
pertinent in gender medicine.

Clinical relevance This study has been enlightening for departments to consult each other before the extraction of 
a patient’s asymptomatic third molar.
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Introduction
Wisdom teeth are permanent third molars in the poste-
rior jaw and usually erupt between 17 and 25 years of age. 
Third molars most frequently become impacted due to 
inadequate distance between the second molar tooth and 
the ascending ramus for the tooth to erupt and the abnor-
mal developmental position of these teeth; an impacted 
wisdom tooth can sometimes partially emerge (defined as 
partially impacted), sometimes it cannot break through 
the bone and gums at all (defined as fully impacted) [1]. 

One of the significant contributing factors to impacted 
third molars is macrodontia, a condition characterized 
by teeth that are larger than normal. In this instance, the 
third molars are unable to erupt due to a lack of avail-
able space within the jaw [2, 3]. Another common cause 
is late maturation of the third molars. In such instances, 
other teeth assume the position previously occupied by 
the third molars, and there is insufficient space for them 
to erupt [4]. Furthermore, genetic factors are also a sig-
nificant contributing factor. Genetic predisposition can 
influence the size of the teeth, the structure of the jaw, 
and the timing of tooth eruption [5]. In addition, struc-
tural anomalies of the jaw bones and excessive tooth 
crowding can also result in impacted third molars [6, 7]. 

One of the most contentious issues surrounding the 
extraction of third molars is the question of whether 
these teeth are linked to lateral alveolar bone defects 
(LADC). In the existing literature, there are studies that 
suggest a potential association between third molars and 
LADC. For instance, some studies have indicated that 
the extraction of third molars may increase the risk of 
LADC [8]. Nevertheless, this association has not been 
definitively established, and numerous studies indicate 
that this association is controversial. Some studies have 
argued that extraction of third molars does not increase 
the risk of LADC, and that this link is weak or insignifi-
cant [9–11]. Consequently, further research is required in 
this area. [12]

A consensus favors extracting impacted third molars 
in the presence of clinical symptoms, but no consensus 
exists on their management when asymptomatic [13]. In 
addition, healthcare professionals from different fields 
of expertise may approach the extraction of these teeth 
differently. The American Association of Orthodon-
tists (AAO) and the American Association of Oral and 
Maxillofacial Surgeons (AAOMS) have disparate meth-
odologies for the extraction of third molars. In certain 
instances, the AAO categorizes the removal of third 
molars as a form of “medically necessary orthodon-
tic treatment.” The AAO recommends the extraction of 
third molars in cases of space constraints or horizontal 
tooth growth to prevent damage to other teeth and to 
prevent periodontal disease [14, 15]. The AAO guidelines 
stipulate that the condition of third molars should be 

monitored on a regular basis throughout and following 
orthodontic treatment. The AAOMS recommends the 
extraction of impacted third molars, even when asymp-
tomatic, to prevent long-term health complications. The 
AAOMS guidelines underscore that the extraction of 
third molars can result in significant complications in 
later life, necessitating more invasive medical interven-
tions [16]. In particular, prophylactic extractions are of 
great importance in young patients, as they serve to min-
imise the potential for complications. Furthermore, it has 
been demonstrated that the extraction of third molars 
can prevent complications such as tooth root resorption 
[17]. Orthodontists who adhere to the recommendations 
of the AAO argue that third molar extractions should 
only be performed when there are significant symptoms 
or serious abnormalities. In contrast, oral surgeons who 
adhere to the recommendations of the AAOMS empha-
sise the necessity of prophylactic extractions to minimise 
potential risks and prevent long-term health problems. 
A number of studies in the literature document the 
advantages and potential risks of both approaches [18, 
19]. Understanding the different approaches of the AAO 
and AAOMS to the extraction of third molars can assist 
clinical practitioners in determining the most appropri-
ate treatment plan for their patients. The recommenda-
tions of both associations serve the purpose of protecting 
patient health. It is therefore essential to carefully evalu-
ate these guidelines in order to make the most appropri-
ate treatment decisions for individual patient situations. 
[20–22].

It is also important to note that the practices and out-
comes for the extraction of third molars may also vary 
according to regional and cultural differences. A number 
of variables, including different dietary habits, genetic 
factors, and access to healthcare, can influence the out-
comes of these procedures. For instance, certain studies 
conducted in Asia have indicated that strict dietary hab-
its and genetic factors may result in a reduced frequency 
of third molar extractions [10, 11, 23]. 

In Western countries, the extraction of third molars is a 
more common practice. This is attributed to factors such 
as dietary differences and the importance attached to oral 
hygiene, as well as easier access to healthcare services [8, 
9]. In studies conducted in Europe and North America, 
the extraction of third molars is more frequently recom-
mended for the prevention of periodontal diseases and to 
maintain oral health [14, 18]. 

In contrast, in Africa and the Middle East, the prac-
tice of extracting third molars is conducted in a different 
manner. In these regions, access to healthcare services 
may be limited, which may influence decisions about 
third molar extraction. Moreover, studies conducted 
in these regions indicate that awareness of third molar 
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extraction is low, which may contribute to increased 
complications [10]. 

In light of these discrepancies, it is of paramount 
importance to conduct multicultural studies. A more 
comprehensive perspective on clinical practice can be 
gained by understanding how the practices and outcomes 
of third molar extraction vary in different geographical 
regions. Future studies of this kind may contribute to 
the development of more universal and evidence-based 
approaches to wisdom teeth extraction.

The principal objective of this study was to conduct a 
comprehensive comparison of the perspectives of oral 
surgeons and orthodontists regarding the prophylac-
tic extraction of third molars. In particular, this study 
intended to gain insight into the varying indications for 
third molar extraction in the absence of symptoms, but 
with varying degrees of impaction. Furthermore, we 
examined how these perspectives differ based on the 
gender of the practitioners and their level of experience, 
differentiating between trainees and senior practitio-
ners. By addressing these factors, this research aimed 
to contribute to a more nuanced understanding of clini-
cal decision-making processes and enhance patient care 
strategies.

Materials and methods
Ethics approval
The Institutional Ethics Committee of Istanbul Medipol 
University approved this cross-sectional study (file num-
ber: E-10840098-604.01.01-5450). It has been conducted 
in accordance with the World Medical Association Dec-
laration of Helsinki of 1975 as revised in 2000.

Design and sample
The design and methodology of this survey study were 
informed by the Checklist for Reporting Internet E-Sur-
vey Results (CHERRIES) recommendations. Adherence 
to the CHERRIES guidelines ensures comprehensive and 
transparent reporting of internet-based survey results, 
thereby enhancing the validity and reliability of the find-
ings. The CHERRIES checklist encompasses a number 
of crucial criteria, including the development and pre-
testing of the questionnaire, the recruitment process of 
respondents and identification of the sample, the admin-
istration of the questionnaire, and the statistical methods 
employed in data analysis. This web-based questionnaire 
was prepared according to the CHERRIES recommenda-
tions. Adherence to these recommendations is crucial for 
the standardization and comparability of online survey 
research. [24, 25]

The researchers shared the study questionnaires 
with 250 orthodontists, oral surgeons and trainees 
from Turkey in full consideration of the possible loss 
of participants. A short letter requesting voluntary 

participation explained the survey’s aim. It introduced 
the questionnaire, generated via the internet-based sur-
vey tool Google Forms, and sent to participants via email 
and WhatsApp. At the beginning of the electronic survey, 
the introductory section included informed consent for 
the participants whether they would attend the survey 
on a voluntary basis. The survey was initiated follow-
ing the participants’ consent on the online platform. The 
questionnaire required approximately five minutes to 
complete. Participants were selected to ensure a range of 
clinical experiences, which may influence their opinions 
on the topics surveyed. This diversity in clinical experi-
ence is considered a strength of the study, as it provides a 
comprehensive view of the different perspectives within 
the field.

The first part of the survey collected demographic 
data from the participants (sex, age, academic degree, 
and profession). The second part presented participants 
with two different asymptomatic case scenarios for third 
molars regarding the extent of impaction (partially or 
fully impacted) and indications for removal (Fig. 1). The 
five common indications were selected from the guide-
lines of AAOMS and NICE and regarding the authors’ 
experience. Short descriptive sentences identified the 
reasons (indications) for the decision. All data was kept 
confidential by the research team.

Data analysis
An independent t-test was used to detect the sample size 
for the two independent groups. The sample size was cal-
culated as 120 (60 for each group) based on a G-power 
analysis with an effect size of 0,60, α-an error probability 
of 0.05, and a power of 0.95. The NCSS program (Num-
ber Cruncher Statistical System) 2007 (Kaysville, Utah, 
USA) performed the statistical analysis. Descriptive sta-
tistical methods (mean, standard deviation, median, fre-
quency, percentage, minimum, maximum) were used to 
evaluate the study data. The Shapiro-Wilk test and graph-
ical examinations were used to test the conformity of the 
quantitative data to the normal distribution. Dependent 
groups t-test was used for intra-group comparisons of 
normally distributed qualitative variables. The Pearson 
chi-square, Fisher’s exact, and Fisher-Freeman-Halton 
exact tests were used to compare qualitative data. Statis-
tical significance was accepted as P < 0.05.

Results
Participants
The study was conducted with 127 participants, 51.2% 
(n = 65) female and 48.8% (n = 62) male, using the inter-
net-based survey tool Google Forms. 49.6% of the 
participants were oral surgeons, while 50.4% were ortho-
dontists. On the other hand, 49.6% and 50/4% were 
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trainees and specialists, as determined by their academic 
degrees.

Analyzing the possible risk factors by extent of impac-
tion, 84.3% and 74.0% of participants considered partially 
impacted third molars a risk factor for caries of an adja-
cent second molar tooth and development of symptoms 
during pregnancy. These were relatively higher than the 
other risk factors (Fig. 2).

Gender and age effect
In both genders, prophylactic extraction of partially 
impacted third molars was more supported than fully 
impacted third molars. In every age group, prophylactic 
extraction of partially impacted third molars was more 
supported than fully impacted ones (P < 0.05).

Women evaluated caries in the adjacent second 
molar tooth as a significant indication for prophylactic 

Fig. 1 The survey
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extraction of a partially impacted tooth more frequently 
than men. For the prophylactic extraction of the partially 
impacted third molar tooth, the risk of LADC after orth-
odontic treatment, the risk of focal infection, the risk of 
periodontal disease (pericoronitis), the risk of develop-
ing symptoms during pregnancy, and the risk of pathol-
ogy around the impacted tooth (cyst, etc.) did not show 
a statistically significant difference according to the par-
ticipants’ gender. The rate of evaluating the risk of peri-
odontal disease (pericoronitis) and caries in the adjacent 
second molar tooth for the men participants as a prophy-
lactic extraction indication of a fully impacted tooth was 
found to be statistically significantly higher than in the 
women (P < 0.05) (Table 1).

The rate of evaluation of the risk of caries in the adja-
cent second molars as a prophylactic indication for 
extraction of the partially impacted tooth in the 30–50 
age group was higher than those under the age of 30 and 
over the age of 50 (P < 0.05). A significant difference was 
found according to age, considering the risk of pathology 
formation around the preserved impacted tooth as an 
indication for prophylactic extraction of a fully impacted 
tooth (P < 0.05). In addition, as a prophylactic extrac-
tion indication for a fully impacted, the risk of pathology 
formation around the tooth was ranked higher in those 
under 30 years of age than those 30–50 and over 50 years 
of age (Table 1).

Proficiency and academic title effect
The prophylactic removal decision differed significantly 
according to expertise and academic title; orthodontists 
and oral surgeons in both academic degrees decided to 
extract asymptomatic partially impacted third molars 
more frequently than fully impacted ones (P < 0.05).

Orthodontists and oral surgeons differed signifi-
cantly in their attitudes toward prophylactic extraction 
of partially impacted third molars relative to the risk 
of periodontal disease (pericoronitis) and LADC after 
orthodontic treatment; developing symptoms during 
pregnancy, caries at the adjacent second molar tooth, 
and pathology around the impacted tooth (cyst, etc.) 
(P < 0.05). However, the two groups had no statistically 
significant difference regarding the focal infection risk. 
Orthodontists more than oral surgeons favor extract-
ing the fully impacted third molar, considering LADC 
after orthodontic treatment to be significantly high risk 
(P < 0.05). Oral surgeons more than orthodontists favor 
extracting the fully impacted third molar, considering the 
risk of symptoms developing during pregnancy or focal 
infection to be statistically significantly high (P < 0.05). 
Participants showed no statistically significant difference 
by specialization in favoring extracting the fully impacted 
third molar, considering the risk of periodontal disease 
(pericoronitis), caries in the adjacent second molar, and 
pathology around the third molar (Table 2).

Fig. 2 Distribution (%) of prophylactic extraction preferences regarding the indications
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Table 1 Effects of gender and age on prophylactic extraction of partially and fully impacted third molars
Gender Female

n (%)
Male
n (%)

P-value

Partially Impacted Third Molars
Risk of LADC after orthodontic treatment 31 (47.7) 32 (51.6) a0.659
Risk of focal infection 47 (72.3) 46 (74.2) a0.810
Risk of periodontal disease (pericoronitis) 46 (70.8) 43 (69.4) a0.862
Risk of being symptomatic during pregnancy 31 (47.7) 31 (50.0) a0.795
Risk of caries at the adjacent second molar tooth 43 (66.2) 26 (41.9) a0.006**
Risk of pathology around the impacted tooth 30 (46.2) 31 (50.0) a0.665
Fully Impacted Third Molars
Risk of LADC after orthodontic treatment 31 (47.7) 32 (51.6) a0.659
Risk of focal infection 26 (40.0) 33 (53.2) a0.135
Risk of periodontal disease (pericoronitis) 27 (41.5) 37 (59.7) a0.041*
Risk of being symptomatic during pregnancy 15 (23.1) 18 (29.0) a0.444
Risk of caries at the adjacent second molar tooth 6 (9.2) 14 (22.6) a0.039*
Risk of pathology around the impacted tooth 24 (36.9) 25 (40.3) a0.694
Age < 30 years >50 30–50 P-value

n (%) n (%) n (%)
Partially Impacted Third Molars
Risk of LADC after orthodontic treatment 27 (42.9) 26 (55.3) 10 (58.8) b0.310
Risk of focal infection 41 (65.1) 39 (83.0) 13 (76.5) b0.105
Risk of periodontal disease (pericoronitis) 44 (69.8) 34 (72.3) 11 (64.7) b0.839
Risk of being symptomatic during pregnancy 30 (47.6) 21 (44.7) 11 (64.7) b0.354
Risk of caries at the adjacent second molar tooth 31 (49.2) 33 (70.2) 5 (29.4) b0.008**
Risk of pathology around the impacted tooth (cyst etc.) 27 (42.9) 25 (53.2) 9 (52.9) b0.511
Fully Impacted Third Molars
Risk of LADC after orthodontic treatment 29 (46.0) 27 (57.4) 7 (41.2) b0.375
Risk of focal infection 27 (42.9) 23 (48.9) 9 (52.9) b0.694
Risk of periodontal disease (pericoronitis) 33 (52.4) 24 (51.1) 7 (41.2) b0.710
Risk of being symptomatic during pregnancy 18 (28.6) 10 (21.3) 5 (29.4) b0.649
Risk of caries at the adjacent second molar tooth 10 (15.9) 7 (14.9) 3 (17.6) b0.964
Risk of pathology around the impacted tooth (cyst etc.) 33 (52.4) 12 (25.5) 4 (23.5) b0.007**
Pearson a Chi-Square Test, bFisher Freeman Halton Test

*P < 0.05 **P < 0.05

Table 2 Effects of profession degree on prophylactic extraction of partially and fully impacted third molars
P-value

Orthodontist Surgeon
Partially Impacted Third Molars n (%) n (%)
Risk of LADC after orthodontic treatment 42 (66.7) 21 (32.8) a0.001**
Risk of focal infection 45 (71.4) 48 (75.0) a0.649
Risk of periodontal disease (pericoronitis) 39 (61.9) 50 (78.1) a0.046*
Risk of being symptomatic during pregnancy 17 (27.0) 45 (70.3) a0.001**
Risk of caries at the adjacent second molar tooth 46 (73.0) 23 (35.9) a0.001**
Risk of pathology around the impacted tooth (cyst etc.) 20 (31.7) 41 (64.1) a0.001**
Fully Impacted Third Molars
Risk of LADC after orthodontic treatment 43 (68.3) 20 (31.3) a0.001**
Risk of focal infection 17 (27.0) 42 (65.6) a0.001**
Risk of periodontal disease (pericoronitis) 32 (50.8) 32 (50.0) a0.929
Risk of being symptomatic during pregnancy 11 (17.5) 22 (34.4) a0.030*
Risk of caries at the adjacent second molar tooth 7 (11.1) 13 (20.3) a0.155
Risk of pathology around the impacted tooth (cyst etc.) 21 (33.3) 28 (43.8) a0.228
Pearson Chi-Square Test

. *P < 0.05 **P < 0.05
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The rate of preference by professors considering the 
risk that partially impacted third molars may cause 
LADC after orthodontic treatment was significantly 
higher than those of trainees; a total of 25 trainees 
(38.7%) considered the risk of LADC, while 38 (59.4%) 
of the professors stated that they considered this risk 
(P < 0.05). According to their academic titles, the risk of 
the focal infection, periodontal disease (pericoronitis), 
being symptomatic during pregnancy, caries in the adja-
cent second molar tooth, and the formation of pathology 
around the related tooth did not show a statistically sig-
nificant difference (Table 2).

Considering the risk of pathology around the fully 
impacted third molars, the trainees’ preference rate was 
significantly higher than the professors’ for fully impacted 
third molars (P < 0.05). The risk of LADC after orthodon-
tic treatment, focal infection, periodontal disease (peri-
coronitis), development of symptoms during pregnancy 
and caries in the adjacent second molar did not show a 
significant difference by academic title (Table 2).

When the subgroups of academic titles according to 
professions have been evaluated for partially impacted 
third molars, different results have been obtained. 
Regarding the risk of LADC, the attitude of professor 
orthodontists was significantly different from that of 
trainee orthodontists (P < 0.05). On the other hand, the 
attitudes of trainees and professors towards the risk of 
being symptomatic during pregnancy differed according 
to their professions (P < 0.05). Regarding risk of caries at 
the adjacent second molar tooth, professors’ attitudes dif-
fered according to their professions, while trainees’ atti-
tudes differed according to their professions regarding 
risk of pathology around the impacted tooth (P < 0.05) 
(Table 3).

In the evaluation for fully impacted third molars, it is 
seen that the attitudes of professor orthodontists are sig-
nificantly different from those of trainee orthodontists 
regarding the risk of LADC (P < 0.05). In addition, it was 
found that there were significant differences in the con-
siderations of the trainees regarding risk of focal infec-
tion, risk of being symptomatic during pregnancy, risk 
of caries at the adjacent second molar tooth and risk of 
pathology around the impacted tooth (P < 0.05) (Table 3).

Discussion
The extraction of an impacted third molar is a standard 
procedure in the field of dentistry. An impacted third 
molar that does not elicit any symptoms is classified as 
“asymptomatic.” The extraction of these teeth is gener-
ally recommended to prevent potential complications, 
including infection, caries, periodontal disease, and 
pathologies such as cysts or tumors [26].

This study represents the first attempt to determine the 
rationale behind prophylactic extraction of partially and 

completely impacted asymptomatic third molars and to 
assess the perspectives of oral surgeons and orthodon-
tists, taking into account their academic backgrounds. 
Moreover, this study will contribute to the evaluation of 
dentists’ opinions regarding the prophylactic removal of 
asymptomatic impacted third molars, given the risk of 
developing symptoms during pregnancy.

In general, specialists consider the prophylactic 
removal of third molars according to their expertise. The 
majority of participants expressed a preference for the 
prophylactic removal of partially impacted third molars, 
citing the potential for the development of symptoms 
during pregnancy and the formation of distal caries in 
the second molars as the rationale for this approach. In 
contrast to orthodontists, oral surgeons were more likely 
to cite pregnancy-related risks as a rationale for extract-
ing partially and fully impacted third molars. In the pre-
sented study, nearly half of the participants from both 
areas of expertise indicated that impacted third molars 
should be removed as a precautionary measure. However, 
orthodontists were more inclined to believe that prophy-
lactic removal of impacted third molars was necessary to 
prevent LADC.

The findings of this study indicate that the major-
ity of participants, regardless of gender, academic title, 
or expertise, supported the indications for the reten-
tion of partially impacted molars over those for fully 
impacted ones. However, there was a divergence of opin-
ion among the participants with regard to the retention 
of third molars. While professors indicated that retain-
ing these teeth increased the risk for LADC, trainees 
believed that keeping fully impacted teeth increased the 
risk of pathology. Although some authors reported that 
less experienced oral surgeons recommend extraction 
for asymptomatic impacted third molars more often 
than their more experienced counterparts, Almendros 
Marques et al. asserted that the practitioner’s experience 
does not influence treatment decisions [27, 28]. 

The therapeutic decisions of oral surgeons and ortho-
dontists regarding asymptomatic third molars have been 
evaluated. Gavazzi et al. stated that orthodontists and 
oral surgeons concur that third molars do not generate 
a force responsible for anterior crowding in the upper 
and lower jaws and do not consider prophylactic third 
molar extraction to be a valuable method for prevent-
ing LADC [12]. However, a discrepancy regarding that 
theory exists in the scientific literature. Laskin reported 
that both orthodontists and oral surgeons believed that 
eruption force generates a thrust that causes LADC, rec-
ommending the removal of third molars prophylactically 
[29]. Another study points out that orthodontists are less 
likely than oral surgeons to recommend prophylactic 
removal of these teeth; oral surgeons, more than ortho-
dontists, think that asymptomatic third molars cause 
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LADC [30]. Some researchers argue that impacted third 
molars with insufficient mesiodistal distance for erup-
tion in the dental arch can cause crowding in the ante-
rior teeth by applying force to other teeth; some advocate 
that these teeth do not have enough power to move other 
teeth and cannot cause crowding [31–33]. There is an 
ongoing discussion as to whether prophylactic extraction 
of these teeth is necessary before or during orthodontic 
treatment to prevent orthodontic recurrence [12, 30].

The practitioner’s field of experience has been 
shown to influence the treatment method decision for 

asymptomatic impacted third molars. Gavazzi et al. state 
that orthodontists and oral surgeons agree that third 
molars cannot generate a force responsible for anterior 
crowding [12]. Laskin reported that orthodontists and 
oral surgeons recommend prophylactic removal of third 
molars to prevent LADC [29]. Conversely, Lindauer said 
orthodontists less often than oral surgeons recommend 
prophylactic removal of these teeth [30]. Our study found 
that orthodontists, more often than oral surgeons, advo-
cated the removal of both partially and fully impacted 
asymptomatic third molars to prevent LADC.

Table 3 Effects of academic degree on prophylactic extraction of partially and fully impacted third molars
Groups P-value

Trainee Subgroup P-value Specialist Subgroup P-value

Partially Impacted Third Molars n (%) n (%)
Risk of LADC after orthodontic treatment 25 (39.7) 38 (59.4) a0.026*
Orthodontist 12 a0.896 30 a0.001**
OMFS 13 8
Risk of focal infection 46 (73.0) 47 (73.4) a0.857
Orthodontist 18 a0.792 27 a0.213
OMFS 20 20
Risk of periodontal disease 45 (71.4) 44 (68.8) a0.742
Orthodontist 17 a0.099 22 a0.952
OMFS 28 22
Risk of being symptomatic during pregnancy 35 (55.6) 27 (42.2) a0.132
Orthodontist 8 a0.001** 9 a0.002**
OMFS 27 18
Risk of caries at the adjacent second molar tooth 31 (49.2) 38 (59.4) a0.250
Orthodontist 17 a0.733 29 a0.001**
OMFS 14 9
Risk of pathology around the impacted tooth 31 (49.2) 30 (46.9) a0.793
Orthodontist 8 a0.002** 12 a0.051
OMFS 23 18
Fully Impacted Third Molars
Risk of LADC after orthodontic treatment 30 (47.6) 33 (51.6) a0.657
Orthodontist 18 a0.067 25 a0.048**
OMFS 12 18
Risk of focal infection 34 (54.0) 25 (39.1) a0.092
Orthodontist 6 a0.001** 11 a0.211
OMFS 28 14
Risk of periodontal disease 30 (47.6) 34 (53.1) a0.535
Orthodontist 12 a0.066 20 a0.148
OMFS 18 14
Risk of being symptomatic during pregnancy 17 (27.0) 16 (25.0) a0.799
Orthodontist 4 a0.042** 7 a0.813
OMFS 13 9
Risk of caries at the adjacent second molar tooth 11 (17.5) 9 (14.1) a0.599
Orthodontist 3 a0.006** 4 a0.982
OMFS 8 5
Risk of pathology around the impacted tooth 33 (52.4) 16 (25.0) a0.002**
Orthodontist 12 a0.012** 9 a0.814
OMFS 21 7
Pearson Chi-Square Test

*P < 0.05 **P < 0.05



Page 9 of 11Guldiken et al. BMC Oral Health         (2024) 24:1072 

In this study, a greater proportion of oral surgeons 
and orthodontists preferred the removal of partially 
impacted third molars in order to prevent distal cervi-
cal caries than any other group of dental professionals. 
Some authors have argued that periodontal pathogens 
present in the vicinity of impacted teeth can act as a res-
ervoir for the development of periodontal disease, and 
that these teeth should therefore be extracted in order to 
eliminate periodontal pathogens around second molars. 
Others have reported that gingival infections around 
partially impacted teeth can be prevented with good oral 
hygiene, and have suggested that impacted teeth should 
be retained as long as they are asymptomatic [34–37]. 
Many authors have reported a relatively high rate of 
cystic changes around impacted wisdom teeth [38, 39]. 
Almendros-Marques et al. pointed out that asymptom-
atic third molars may lead to the development of some 
form of pathology [40]. Other authors reported that the 
incidence of cysts and tumors associated with impacted 
third molars is low, and removal of these teeth is contra-
indicated [41, 42]. In our study, oral surgeons considered 
removing partially erupted asymptomatic third molars as 
an appropriate intervention to prevent future pathologi-
cal changes.

Pre-pregnancy extraction is discussed in reference 
to the risks surgery poses for mother and fetus [43]. 
Compared to orthodontists, oral surgeons preferred 
the extraction of partially or fully erupted third molars 
before pregnancy. This difference may be due to the typi-
cal presentation of pregnant patients to surgical depart-
ments for symptoms related to impacted third molars; 
hormonal changes and immune system deficiency related 
to pregnancy increase the tendency for inflammation in 
the oral cavity, though there is no evidence of a signifi-
cant increase in the risk of complications associated with 
an impacted third molar during pregnancy. Therefore, 
prophylactic removal of impacted molars during preg-
nancy is an issue that should be carefully examined on 
a case-by-case basis, considering the individual’s medi-
cal history and weighing the potential risks or benefits of 
the procedure. It has been recommended that any dental 
treatment should be delayed until the second trimester to 
avoid potential threats to the developing fetus [43].

The main limitation of this study was that it included 
only orthodontics and oral and maxillofacial surgery 
rather than other specialities. The study focused solely on 
the viewpoints of dentists within a single country. Inter-
national studies with a larger participant pool can rem-
edy this limitation in the future.

A comprehensive and meticulous evaluation by den-
tal professionals is critical to determine an appropriate 
treatment plan. Further research must be conducted to 
gain a deeper understanding and make an informed judg-
ment regarding the proper treatment approach.

Conclusions
From this study, the following could be concluded:

1. A notable divergence was observed between the 
perspectives of orthodontists and oral surgeons 
with regard to the indications for prophylactic third 
molar extraction. Orthodontists favored prophylactic 
extraction of asymptomatic impacted third molars 
to prevent LADC and caries, whereas oral surgeons 
favored extraction to prevent pericoronitis, 
pathology, focal infection, or symptom development 
during pregnancy.

2. When genders are compared, the extraction 
preference of partially impacted third molars was 
significantly higher in females compared to males, 
regarding the risk of caries on second molars. This 
may hold relevance in the field of gender medicine.

3. The degree of clinical experience also influenced the 
opinions expressed. Trainee dentists were more likely 
to favor prophylactic extraction to prevent long-
term complications, while experienced specialists 
tended to base their decisions on immediate clinical 
symptoms and risks.
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