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IMPACTED MANDIBULAR THIRD MOLARS: CLASSIFICATION
AND MODIFIED TECHNIQUE FOR REMOVAL

HE importance of a complete

I analysis of the probable dif-

ficulties to be encountered in
the removal of impacted mandibular
third molars cannot be too greatly
stressed.

Those engaged in the specialized
field of oral surgery and exodontia
have learned by experience to ana-
lyze and classify these cases. The gen-
eral practitioner, however, because
he is less often called to operate on
impactions, frequently begins an op-
eration that is beyond his ability, or
fails to recognize abnormalities that
alter the technique of removal. Nat-
urally this is detrimental to the den-
tist, who loses the confidence of his
patient, and to the patient, who is
subjected to the unnecessary discom-
fort of a prolonged and perhaps un-
successful operation.

Our classification was first evolved
several years ago to rationalize the
teaching of this subject at the Indi-
ana University School of Dentistry.
It is our purpose in presenting this
work to give to the general practi-
tioner and the student a means of
analyzing the potential anatomic
problems involved preparatory to the
removal of impacted mandibular third
molars.

Fundamentally we do not offer
much that is new. A study of third
molars in relation to the ramus is ad-
vocated by Doctor Wilton W. Cogs-
well in his new book, DENTAL ORAL
SurGERY. The diagnostic importance
of the relation of the tooth to the long
axis of the second molar was recog-
nized years ago by Doctor George B.
Winter. Many others have from time
to time offered invaluable contribu-
tions to the never-ending study of this
problem. We have merely united
these various studies to make a more
comprehensive analysis of the whole
problem.

In the accompanying outline of the
classification and the illustrations we
attempt to grade impactions accord-
ing to the relative difficulty that will
be encountered in the effort of re-
moval. T'’he unknown quantity; i. e.,
individual peculiarities and idiosyncra-
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sies, has naturally been disregarded.
We believe that, if, in every case, the
operator will by a careful study of
properly made roentgenograms ascer-
tain the relation of the tooth to the
ramus; the depth of the tooth in
bone; the position of the tooth in re-
lation to the long axis of the second
molar, and if he will make a careful
examination for complicating abnor-
malities—then, he will be able to
make an intelligent prognosis to his
patient. By self-analysis he can deter-
mine whether or not his skill is suf-
ficient to justify his undertaking the
case. For example, a Class 1, posi-
tion A, mesio-angular impaction is
comparatively easy; on the other
hand, a Class III, position C, hori-
zontal impaction will tax the ability
of the best of operators.

MopiriED TECHNIQUE FOR THE RE-
MoOVAL OF IMPACTED M ANDIBU-
LAR THIRD MOLARS

The primary object in any form of
surgery is to perform the operation
successfully and as skillfully and as
rapidly as possible with the minimum
amount of trauma to contiguous tis-
sues.

The removal of impacted mandi-
bular third molars produces varying
degrees of traumatic injury to the sur-
rounding hard and soft tissues. In
years past these operations were ac-
companied by extreme pain, swelling
and trismus. In many cases more
alarming symptoms developed, and oc-
casionally necrosis, osteomyelitis or
periostitis occurred.

Each year has seen the development
of refinements in technique with
a consequent decrease in unfavorable
postoperative sequels. Incisions are
made and tissues retracted in a man-
ner to give the maximum access and
at the same time prevent harmful
pulling and tearing of the parts. Care
is exercised in removing bone, and if
burs are used, they are so handled as
to prevent overheating. Crude, mas-
sive elevators have been replaced by
smaller and more scientifically correct
levers that do not injure adjacent

teeth and tissues. Briefly, a method
that is widely used is as follows:

The occlusal of the tooth is ex-
posed ; bone is removed on the buccal
to permit the introduction of a lever:
then bone is removed on the distal
to allow the tooth to be elevated back
into the space and unlock the tooth.
There is always a certain amount of
guess work in this procedure. Many
times after relief has been obtained
and the tooth elevated, it is found
that the tooth still binds on the disto-
buccal or disto-lingual. Then more
bone must be chiseled away until the
impaction is completely relieved. This
method requires the removal of con-
siderable bone.

Recently some men have advocated
the splitting of teeth te facilitate re-
moval. It is a reasonable deduction
that a technique of removal which en-
tirely eliminates the necessity of cut-
ting away the bone in some cases, and
materially reduces bone cutting in all
cases will shorten the operating time
and minimize trauma to surrounding
tissues.

During the past two years we have
been developing a modified splitting
technique which we believe worthy of
consideration:

1. The crown of the tooth is ex-
posed in the usual manner, and suf-
ficient bone is removed on the mesio-
cervical of the third molar to permit
the introduction of a small lever.

2. Then an engine chisel or a
mallet and chisel are used to split off
the distal portion of the tooth. The
chisel is placed as nearly as possible
in line with the long axis of the tooth,
and usually in the buccal groove. Un-
less the chisel has been placed on
gnarled enamel, a single blow will
suffice. No effort is made to split the
roots, although this sometimes occurs.
It is sufficient to split the distal por-
tion of the crown and whatever
amount of the distal root that is in-
cluded. If a mallet and chisel are used
it is advisable to hold the mallet loose-
ly between the thumb and forefinger.
The blow necessary to split a tooth
in line with the long axis is negligi-
ble; a sharp, not a hard blow is all

(text continued on page 338)
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CLASS |
POSITIONS A B C

Class | impactions are those in which there is sufficient space between the ramus and the distal of

the second molar for the accommodation of the mesio-distal diameter of the third molar.

Class I. T:ere is sul‘fflaint space fodr thel
accommodation of the mesio-dista - .
diameter of the third molar. 5‘?';'&?“;:1' ;::e?’ the tooth is above
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Position B. The highest portion of the
tooth is between the occlusal plane and

the cervical line of the second molar.
Anterior border of the ramus.
Position B.
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Position C. The highest portion of the
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CLASS I
POSITIONS A B C

Class Il impactions are those in which the space between the distal of the second molar and the

ramus of the mandible is less than the mesio-distal diameter of the third molar.

Class Il. The space is less than the mesio- Position A. Part of the tooth is above
distal diameter of the third molar. the occlusal plane.
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POSITIONS A B C

Class Ill impactions are those in which all or most of the third molar is in the ramus of the mandible.

Position A. The highest portion of the
third molar is on a level with the occlusal
plane. bl

Mandibular canal.

Position B. The highest portion of the
tooth is between the occlusal plane and
the cervical line of the second molar.
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Vertical.

Position B. Abnormal root
curvuture

Hypercemenlosis.
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Mesio-angular.

Class lll. Most of the tooth is in the ramus.
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Disto-angular.

Anterior border of the ramus.

Position B.

Horizontal with torsion.

Position C. The highest portion of the
tooth is on a level with the cervical line
of the second molar.

= - = Horizontal.
- e -

Note proximity to mandibular canal.
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ROENTGENOGRAPHIC STUDY OF THE CLASSIFICATION

Class |

1A 1B 1C
Position A Position B Position C
Mesio-angular Vertical Horizontal
Class Il

2A 2B 2C
Position A Position B Position C
Horizontal Vertical Vertical with lingual deflection
Class 1l

3-B 3B 3C

Position B—Mesio-angular. Position B Position C
Note relationship to mandibular canal Complete lingual deflection Note relationship to mandibular canal
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TECHNIQUE FOR THE REMOVAL OF A LOWER THIRD MOLAR
CLASS Il POSITION A MESIO-ANGULAR

Buccal view showing clinical appear- Occlusal view showing the incisions.
ance of the case and the buccal incision.

Chisel in place to split the distal portion Distal portion of the tooth split and re-

of the tooth. (An engine chisel or a moved. Ample space is provided into

mallet and chisel may be used.) which the remainder of the tooth may be
moved.

To split a tooth it is advisable to hold Sufficient bone chiseled away on the

the mallet loosely between the thumb buccal to permit the introduction of a

and forefinger. A sharp, rather than a small lever.
hard blow is all that is needed.
The tooth has been turned into the space Incisions closed.

provided.
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TECHNIQUE FOR THE REMOVAL OF A LOWER THIRD MOLAR
POSITION B HORIZONTAL

CLASS I
Point of application of the chise! to split

upper portion of the tooth.

Outline drawing of the case.

Sufficient bone removed on the buccal
to expose the buccal groove.

Qcclusal view showing chisel
in position to split the tooth

Spear-point or bi-bevel drill separating
the remaining portion of the crown from

Upper portion of the tooth split and re- the root,

moved.

L}
[}
\

L.
| S

Lever in place and the root brought for-

Drilling a hole in the root for the inser-
ward into the space provided.

tion of a lever.

Crown’removed.
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TECHNIQUE FOR THE REMOVAL OF A LOWER THIRD MOLAR

CLASS Il POSITION B VERTICAL
Chisel in place to split distal portion of Distal portion split. Chisel in place to
the tooth. remove sufficient bone on the distal to

permit removal of the split piece.

Split portion removed. Sufficient bone
removed on the buccal to permit the in-

Tooth turned back and up into the space
troduction of a small lever.

provided.

7-B (a) 7-B (b)
Class Il The upper portion of the crown and part
Position A of the distal root has been split and re-
Horizontal

moved.

7-B (c) 7-B (d)
The remaining half of the crown has been The roots have been pulled forward into
split and is loose in the crypt ready to be the space provided and removed.

removed. Note that no bone was removed.
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CLASS|

the third molar.

molar:

Analysis of the Potential Anatomic Problems
Involved Preparatory to the Removal of
Lower Impacted Third Molars

1. Relation of the tooth to the ramus of the mandible:

Sufficient amount of space between the ramus and the
distal of the second molar for the accommodation of the
mesio-distal diameter of the crown of the third molar.

CLASS Il The space between the ramus and the distal of the second
molar less than the mesio-distal diameter of the crown of

CLASS Il All or most of the third molar within the ramus.
2. Relative depth of the third molar in bone:

POSITION A. The highest portion of the tooth on a level with or
above the occlusal line.

POSITION B. The highest portion of the tooth below the occlusal
line, but above the cervical line of the second molar.

POSITION C. The highest portion of the tooth on a level with or be-
low the cervical line of the second molar.

3. The position of the tooth in relation to the long axis of the second

(1) WVertical
(2) Horizontal
These may also
(3) Inverted .
occur in
(4) Mesio-angular [
(5) Disto-angular
4, Complications:
(1) Abnormal root curvature
(2) Hypercementosis
(3) Proximity to the mandibular canal
(4) Bone density
(5) Adipose tissue
(6) Lack of accessibility
(7) Inflexibility of the muscles of the mouth

a. Buccal deflection
b. Lingual deflection

c. Torsion

(continued from page 330)
that is needed. (The recently devel-
oped engine chisels are especially ef-
fective.)

3. The split portion is now re-
moved. In some cases it Is necessary
to remove a small section of bone on
the distal to permit the removal of
the split piece. In vertical and mesio-
angular impactions all that remains
to be done is to insert a small lever
from the buccal and rotate the tooth
back into the space provided by the
removal of the split piece. In hori-
zontal impactions it is frequently nec-
essary to separate the remaining half
of the crown from the roots at the
neck. This is accomplished by drill-
ing one or two holes in the crown and
then splitting with a lever or chisel.

4. 'The remainder of the crown is
then lifted out and the roots brought

Hume-Mansur Building.

forward into the space formerly occu-
pied by the crown.

The advantages of this method of
procedure are obvious:

l. Incisions are less extensive
since no work is done distally to the
crown of the tooth.

2. Bone cutting is eliminated or
materially reduced.

3. Injury to surrounding tissues,
and especially to the mandibular
nerve, is avoided as forced elevations
are unnecessary.

4. The operating time can be re-
duced 50 per cent, and the reduc-
tion in swelling and the almost com-
plete absence of trismus will make the
time spent in developing such a tech-
nique well worth while. Our results
in employing this method have been
highly gratifying.
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LETTERS
TO THE EDITOR

A New Ipea For DENTAL SERVICE

FOR CHILDREN

“By the use of an inexpensive motion
picture projector, I have eliminated nine-
tenths of the various difficulties usually
encountered in the treatment of child
patients. In fact, a visit to the dentist has
become a treat to these little people, and
most of them request that the “movies”
be turned on as soon as they are placed
in the chair.

“The projector is placed on an acces-
sory table to the rear and left of the pa-
tient so that it does not interfere in any
way with my operations from the right
of the chair. The table is on castors so
that it may be moved to various dis-
tances from the screen. I usually find that
on a bright day it will be necessary to
move the projector closer to the chair and
screen, necessarily making a smaller but
brighter image.

The chief difhculty was in eliminating
as much light as possible from the screen
surface. This was solved by construct-
ing a shadow box from a cardboard car-
ton 15 by 15 feet square and about 2
feet in length. The entire inside and out-
side were coated with dull black paint.
A beaded glass screen 15 inches square
was glued to the bottom of the carton
and the entire shadow box placed on a
radiator in front of the chair. The pic-
ture, therefore, is projected over the left
shoulder of the patient.

“Films were obtained from a rental
library in Chicago and from various or-
ganizations that lend their films. A 400
foot reel is usually shown and the film
lasts about 16 minutes which should be
time enough for most operations. Mickey
Mouse, Felix the Cat, and Charlie Chap-
lin—the children love them and a threat
to shut off the movies dispells any op-
position from them."—PHiLip WEINTRAUB,
D.D.S., Chicago.

“Your periodical deserves a lot of cred-
it. I am especially interested in the ex-
cellent series of plates on ‘educating the
patient. Unfortunately, I missed the Feb-
ruary, March and April, 1933 issues. Will
you kindly send me those copies so that
my library will be complete?

“Our own beloved Dr. Prinz from U.
of P. has recommended your magazine as
a means of keeping abreast of modern
dental achievements.”—GEORGE J. PARKER,
D.D.S., Bronx, N. Y.

“I want to congratulate you upon the
sheer magnificence of your publication. It
is unquestionably unique in its field."—
Dr. Harorp R. Jacoss, Rockaway Beach,
N.. Y.

“Since I have only received two copies
of THE DENTAL DicesT, I find that I have
missed something which I should have
been getting for some time past and that
is that I would like the issues of THE
Dicest of February and March of this
year. As a matter of fact you can start
my subscription from the February num-
ber.”—Dgr. R. C. ALLEN, Mitchell, Nebr.

“I have to reiterate that I still enjoy
reading your most up-to-date journal and
wish vou all success.”—DRr. ]J. Brown
Davies, Inverness, Scotland.
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