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ABSTRACT

Background: The third molar is different in many ways from all the other teeth. The aim of this study was to examine
how often the third lower molars are chosen as abutment tooth. Methods: A total of 228 OPG was analyzed. The
number of lower third molars (M3s) present per person as well as on the right or the left side of the mandible and their
relationships, for both males and females were examined, taking into account personal data, collected from clinical
records. Collected data were subjected to statistical analysis set to p< 0.15. The patients were aged 30 to 87 years
(x =49. 22; sd.13.06) with equal representation ofall ages. Results: 188 patients, or 82%, has both lower third molar.
Angulations of third molar was measured from 0 - 90° (x=69. 65, sd.11.67). On more retained tooth higher angulation is
measured (p=0.17). It was extracted 18 (8%) left and 22(10%) of right third molar. More extracted third molars (p=0.21)
and healing tooth (P=0.18) were found in elderly patient. Higher percentages were recorded for females but based on x?
statistics this difference was not found to be statistically significant. 205 findings or 90% was with vital third molar.
Endodontic treatment was done on 7 left and 15 right wisdom teeth, more in men than in woman. As abutment teeth 37

third lower molar or 16% left and 13% right were found. Conclusion:

Lower third molar can be adequate abutment

tooth for fixed prosthetic appliances and that is something that needs to be evaluated in prosthetic treatment planning.

Keywords: Third molar, angulations, abutment tooth.

INTRODUCTION

Attention of saving the natural teeth to the elgerl
age is one of the progress in dental science and
prevention, because adequately biomechanical
weapon is the optimum size of bone around natural
teeth. However, everything is changing by
extraction of any tooth. First, it is changing the
bone morphology, shape of extraction pocket. The
bone, with neighbouring tooth is going to throw
reabsorption from lingual palti.Within a few year
height of the bone reduce about 1 mm. In addition,
chewing efficiency is changing. Therefore, prior to
each oral treatment it is very important to evauat
quality bones from anatomic, metabolic, functional
and prosthetic views. Easier are prevention then
correction consequences of teeth extraction.
Significantly are simpler and cheaper ways of
treating a tooth for endodontic or restoring than
prosthetic therapy.
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The third molar is often called the wisdom tooth,
which means knowledge. It is important to
highlight that the third molar is different in many
ways from all the other teeth. Wisdom tooth has his
differences in form, time of eruption, shape of
clinical crown, morphology of the root and often of

a genesis. Number of roots and channels in the
lower third molar varies from one, often two, but
also thred? Third molar erupts in adolescent age or
later. During development of this tooth he is
constantly changing position and is subject of pre
eruption rotation, which particular comes when
wisdom teeth touches another tooth. Based on the
radiographic analyses, Winter's or Pell and
Gregory's classifications have been used to
determine the position of third molars and to
predict possible disorders or modificatidhd.
Teeth most favorable for eruption are those which
initially have angulations of less than °5@o
occlusal plane. A specially percentage of
angulations, (Ahmed and all. measured)94s
deciding moment which applies does orthodontic
therapy or extraction is need@dTooth should be
perceived as a person. The tooth is often used in
identifying tooth age of unknown persons. The
study of development third molar can be detected
chronological agé! In Malaysia population has
been proved that root of third lower molar is
developing sooner in male than in female
population’’! No significant differences were found
in third molar eruption between males and females
on Bosnian and Herzegovinian population, but
third lower molar can be used for assessing the
dental agé?

The third molars are frequently impacted because
they are the last teeth to erupt in the oral caflity
An impacted tooth is one that fails to erupt irtte t
dental arch within the specific time. Because
impacted teeth do not erupt, they are retained
throughout the individual's lifetime unless
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extracted or exposed surgically. Teeth may become
impacted because of adjacent teeth, dense
overlying bone, excessive soft tissue or a genetic
abnormality. Most often, the cause of impaction is
inadequate arch length and space in which to erupt,
when the alveolar arch is smaller than the tooth
arch. Depending on the angulations, the tooth
might be classified as medial angular, horizontal,
vertical, distal angular, palatal, buccal or lingua
Reported by Ahmed et all in 43% of the cases
impacted lower third molar is medial angulatét.
More frequent impaction is bilateral than one sided
Mandibular third molars are more commonly
impacted than their maxillary antagoHist but
impaction of lower third molar is symptomatically
and violates normal life routine. Some tendency for
crowding in the anterior part of lower arch hasrbee
more expressed in the persons with the presence of
third molars, but in the study of Antanas and
Giedre it has not be provéd Hassan found
greater and high prevalence of impaction in the
Mandibular and with no sex predilecti8d. Third
molar agenesis is more frequent in worfen.
Congenital tooth loss can be attributed to evolutes
changes that result in changing the jaw and of
changes of nutritional habits.

In the past, the extraction of third molars was
indicated as a prophylactic measlifé! Ten
million third molars are extracted from
approximately 5 million people in the United States
each yeal¥! Around 35% of third molars, free of
disease, have been removed for prophylactic
purposes in the UK Lower third molar removal

is one of the most common treatments conducted at
oral and maxillofacial surgery clinics in Sweden.
During the 1980's and 1990's, 20-25,000
Mandibular third molars were removed annually,
which represents about 60% of the total operation
volume!*®! There is no evidence of widespread
third molar infection and pathology to justify so
much surgery. Prophylactic surgical extraction of
third molars is not a common practice in Nigétih.

An important role has cultural and economic
differences. Preventive extraction of the third anol
teeth has no justification from prosthetic vigv
except if the tooth create an objective and/or
subjective problems, because it can be fully
adequate abutment teeth for fixed dental restaratio
or for in partial denture, and often in that tooth
persons concentrate their largest torque of the
masticator force8?

Patients are not tending to extract a third molar.
Panoramic radiographs can be used as a valuable
predictor of the outcome of the impacted third
molar positiorf?! Christensen et al. concluded that
no additional satisfaction had been obtained by
showing and explaining the radiograph to the
patient before lower third molar surgé#y. Caries
and periodontal diseases occurring in relatively
older age group were the major reasons for non-

surgical extraction of third molars while recurrent
pericoronitis occurring in relatively younger age
was the major reason for surgical extraction of
impacted third molars. Patient's age doesn’t mean
the indication for extraction if there is no diseas
The patients' age is the only factor that had a
significant effect on the assessment of the
indication for molars without the disease. The
indication is higher for patients of younger age
group than for patients in the oldest age gréfip.
What are the possible consequences of extraction
wisdom tooth and should we do something after
extraction or not? Impacted tooth is recommended
for extraction before 24 years of age, especially i
women, because greater risk of complications is
more often in old age. Extraction of wisdom tooth
is linked with pain, edema, truisms and generadl ora
dysfunction during wound healing. Possible
complications are also in the form of bleeding,
ostitis, early post-operative infection, extensive
postoperative bleeding. Fracture of the lower jaw,
damaging of neighboring teeth, periodontal
damage, shift teeth, fistula and/or damage of nerve
are less likelf?? Extraction of lower third molar
may, with changes of the mandible, cause
significant buccal movement of mandibular second
molar following surger¥® decline upper molar
which may cause changing in occlusal harmony.
The tooth can twist, lean or incline to distal or
medial way. Loss of occlusal or antagonistic
contact, the consequence is caries, fracture of
clinical crown, loss of fillings, wear of teeth or
restorative materials. Consequently may occur
compression of the condyle at articulated nerve and
pterygoideus lateralis muscle. Extracting of
wisdom teeth can be damaging for bone of
neighboring toott?* Augmentation of extracted
wound with dematerialized bone powder reduces
risk of loss for the epithelial attachment of seton
molar. Among patients who have healthy epithelial
attachment of the second molar, should consider
whether to extract third molars or not, due to a
significant deterioration of periodontal indé¥.
However, the higher is the number of authors who
speak enhanced of periodontal index after
extraction of third molar. Krauzs et/&l prove the
increase of distal mineral bone level with second
molar and a small loss in tooth on the other hand.
Kugelberg et &” considered that early extraction
of impact wisdom tooth decrease periodontal
problems. After extraction of the wisdom tooth, it
is significantly visible buccal angulations of sado
molar. This angulation is more visible on
preliminarily lingual angulated tootf! The
hypothetical, medial angular impacted third molar
operates in the sense of lingual moving of second
molar. Extracted wisdom teeth can this inclination
change and the functional forces could return tooth
Orthodontic therapy should be included at the
unwanted inclinations before prosthetic ther&ply.
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and it have a crucial role in parallelization o€ th
potential abutment tooth. Moss et al. considered
that the clinical findings of wisdom tooth for
periodontal and caries in elderly population is
useful guideline for clinician and his younger
patients in the decision whether to extract or deav
third molar?®3 Blakey et al cited frequent
pathological asymptomatic changes of periodontal
in young peopl&X All of these authors believe that
wisdom tooth is equally prone to periodontal
changes as well as other teeth and that there is no
evidence that the caries or periodontal diseasks wi
arise more in third molar than on the other tooth i
front.

There is little evidence about the third lower mola
as abutment tooth. The aim of this study was to
determine the frequency of extraction or the
prosthetic rehabilitation of the lower third molar.
The initial panoramic radiographs from patients
treating in one private surgery in Zagreb were
analyzed. The radiographs were part of the standard
diagnostic records, and were not taken with the
same equipment.

MATERIALSAND METHODS

A total of 228 Orthopantomograms (OPG) of
patients was analyzed. The number of lower third
molars (M3s) present per person as well as on the
right or the left side in the mandible and their
relationships, for both males and females were
examined, taking into account personal data,
collected from clinical records. Angular
relationship of third molar to the adjacent second
molar was measure.

Collected data were subjected to statistical aflys
using SPSS software (v 19.0; SPSS Inc, Chicago,
IL) and the level of significance for all analyses
was set to § 0.15.

RESULTS

The 228 OPGs were analyzed. The patients were
aged 30 years to 87 years (x =49.22; sd.13.06)
with equal representation of all ages. The females
were 133 (58%), aged from 35 to 61, and males 95,
aged from 38 to 87 (42%). 188 respondents or 82%
has both lower third molar. Of the 228 OPGs, only

six persons had at least one impacted third molar
with no differences between males and females

[Figure 1].
It was measured angulation of third molar from O -
9(® (x=69.65, sd.11.67). The most common

angulation of third molars was mesial. On more
retained tooth higher angulation is measured
(p=0.17).

It was extracted 18 (8%) left and 22 (10%) of right
third molar. In an elderly patient is measured more
extracted third molar (p=0. 21) [Graph 1].

Figure 1: Distal inclination of impacted third molar

and endodontic treated tooth (P=0. 18) [Graph 2].
Higher percentages were recorded for females, but
based ory? statistics this difference was not found
to be statistically significant. Women have earlier
and more extracted wisdom teeth than men. 205
findings or 90% was with the vital third molar.
Endodontic treatment was on 7 left and 15 right
wisdom teeth, more in men than in woman. One
person had both third molar devitalized.
Thirty-seven abutment teeth as third lower molar
has found or 16% left and 13% right [Figure 2].

Figure 2: Third molar as abutment tooth

Lower third molar is more frequent as abutment
tooth in woman than in man. Prosthetic therapy on
third lower molar as abutment teeth is more often
in elderly males.

DISCUSSION

The presence of the third molars, their position
within the jaw and or dental arches, the condition
of the teeth and associated teeth and structuee, th
presence or pathology associated with the third
molar must be considered carefully. Panoramic
radiographs are becoming increasingly viable for
dentist and they help in the evaluation of third
molar developmerit® Begtrup et al. suggested
prediction of the third molar eruption based on
association between cephalometric measurements
on profile and panoramic radiograpké. It would

be helpful to make orthopantogram analyze in
children at the age of 6-7 to avoid problems later.
In young Libyan students, 33% of the third molars
were fully erupted and 66% were in various stages
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Histogram: extracted wisdom tooth
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Graph 1. Correlation between age and extracted teeth

Histogram: extracted wisdom tooth
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Graph 2: Correlation between age and endodontically thoetitied molar

of eruption and 5% were congenitally missiHg. showed that at the baseline (mean age, 19.3 years),
Two mandibular M3s were found in 85.5% in 24% of third molars were erupted, 76% were in
orthodontic patients from Greek. The distribution various stages of eruption, and 11.5% were
of M3s was equal for both sides and no significant  congenitally missing in the Asian-Indian student
difference was found in the number of M3s population3 They all selected students with ages
according to se®¥ The study of Sandhu and Kaur ranging from 16- 28 years. Our patients are older
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and two lower molars were found in 82% what
shows rare indication of extraction in younger
population.

Many studies have documented the presence of
periodontal disease around asymptomatic third
molars, in both younger and older patient
populations. Caries or periodontal pathology on the
third molars was significantly associated with thes
findings detected on another todth. We found
90% third lower molars as vital tooth what is very
significant according the age of our samples.
According Blackey et al. erupted third molar teeth
are as likely to have increase in probing depths as
impacted third molar8” They found a sample
group with visible asymptomatic third molars
which was 2.5 times (odds ratio, adjusted for age)
more likely to have periodontal pathology in the
first and second molar region when compared to a
group without visible third molars. Similarly, Moss
et al. used a sample of 6,793 patients having a
mean age of 62.4 + 5.6 years. They reported a
correlation between visible third molars (PB
4mm) and increased probing depths on first and
second molar8® Early extracted first lower molar
allows normal erupted third mol&#p!

More complications associated with mandibular
third molar impaction could occur in younger
groups till 30 years. Impacted M3s adjacent to M2s
lead to periodontal defects that are deepest at the
lingual side and almost recover in 12 months after
extraction. The first 3 months is considered the
cutoff for periodontal healing. Young adults with
high-risk periodontal M3 impactions may benefit
from early extraction, which increases spontaneous
periodontal healin§® Civilization with the
attendant change of diet in Nigerian urban
population may be as an important contributing
factor for tooth/jaw disproportion usually
associated with third molar impacti6#. They
found the same distribution of lower third molar
impaction in urban and rural areas. Further follow-
up on clinical and radiological parameters is
required for better understanding of the long-term
effect of third molar extraction on the periodontal
health of the adjacent second mokt.

The most common angulations in the mandibular
are medial angular (33.6%) and 41% were in the
vertical positiorf®! A highly significant correlation

in the inclination angles was observed between the
right and left side of the mandibfél Ahmed et al
reported that mandibular third molar angulatiens
less in non extraction and more in extraction cases
but not significanf! Richardson reported on
changes in third molar position from 39 degrees to
46 degrees in medial distal dimension in 41 young
adult. Ten M3s did not change their angulatiéHs.
Third molar angulations in the impacted group (69
subjects with 101 third molars) averaged 16.28
degrees, with no significant gender differen¢gs.
Early removal of impacted lower third molars with

large angulations and close positional to the
adjacent 2nd molar proved to have a beneficial
effect on periodontal health. Of our 228 OPGs
analyzed, only six persons had at least one
impacted third molar with an average angle of
69.65 degrees, with no differences between males
and females. In 58% angulations were medial.

The mandible position of the impacted third molar
may be able to correlate to the development
complications resulting from impaction remoVl.
Giglio et al. reported improvement in plaque and
gingival scores in impacted teeth with and without
symptoms following extractiort®! Adeyemo et al.
were investigating patients at the age from 15-92
years old and they found 58% extracted wisdom
teeth in woman population. Surgical extraction was
carried out in 28.7% patients, while the other
71.3% had non-surgical extractidid Lower third
molar surgery significantly affects patient quality
of life, particulate during the first three daydeaf
the extraction, caused inability to wdfR. Several
authors don't suggest the extraction of third lower
molars.B18Wong et al. didn't found significant
changes of periodontal pocket depth, clinical
attachment level and alveolar bone height at the
adjacent second molar before and after impacted
lower third molar extractio!

Caries and his consequential are the most frequent
reason for extraction tooth (63.2%), then
pericoronitis  (26.3%) and periodontal disease
(9.2%)1"1 Extractions of third molar after the age of
25 is itself risk factor for incomplete healing ahe
need for additional treatment. Our patients prefer
outcomes of third molar non-removal as compared
to outcomes following removal as in Swedéh.

We do agree with Shugars et al. that after
extraction of tooth in posterior region does notéha

to come to pathological chandésbut patient need

to attend to recall. If the situation after extrawt
decompensate, it is needed to suggest orthodontic
therapy with younger patients and implant
prosthetic or prosthetic therapy, depending on the
situation of elderly patients. In the situationtbé
compensating situation without visible clinical
changes, lack of a single tooth can remain
unthreaded. The third lower molars without serious
morphological deviation are, from the prosthetic
point of view, valuable tooth, as a single unitagr
abutment in simple bridgé®:*®! Devitalized tooth
collapses faster as abutment tooth then vital tooth
That information is very valuable for lower third
molar. Counting on a limited biological durability
of the devitalized tooth as distal abutment tobth i
needed to strengthen with the post. Open
bifurcation needs hemi section and separate posts
in each root of the tooth [Figure 3].
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Figure 3: Hemisection on third lower molar with open
bifurcation

CONCLUSION 7.

The lower third molar is the only tooth that is
unpredictable in his form, position and time of
eruption. Most often have proven changes of theses.
teeth are horizontal or medial angular impaction or
periodontal damage. It is not possible to predict
reliably whether impacted third molars will develop
pathological changes if they are not removed.
Higher angles are present in more impacted tooth.
In cases where right lower third molar
endodontically treated, then usually is the lefe on
too. Control and good oral hygiene could prevent a
lot of extraction. The clinical value of third mota

in some selected clinical situations cannot and

should not be overlooked. If the third lower molar 12.

already exists there are several therapeutic
possibilities, depends on the clinical report, our
experience and our knowledge. Some orthodontic
patients gain functional benefit from third molé#rs

their orthodontic treatment involves the extraction 14.

of permanent first or second molars.

Prosthodontists meet such patients in their olderlS.

age. Some patients gain functional benefit from the
restoration of third molars when, for example, a
third molar is used as an abutment for a fixed or

16

removable prosthesis when other more functional17.

molars have been lost due to disease or trauma.
Women are common prosthetic patients, but men
are the older prosthetic group. Lower third molar
can be and it is fully adequate abutment tooth for
fixed prosthetic and that is something that is eeed
to evaluate in treatment planning.

ACKNOWLEDGEMENTS

This study was supported by the Ministry of
Science, Education and Sport of the Republic of,;
Croatia.

REFERENCES

Field C, Li Q, Li W, Swain M. Influence of tooth mmval
on mandibular bone response to mastication. Arci Biol.
2008;53:1129-37.

is 10.

11.

13.

19.

20.

22.

23.

Guerisoli DMZ, de Souza RA, de Souza Neto MD, Silva
RG, Pecora JD. External and Internal Anatomy ofrdhi
Molars. Braz Dent J. 1998;9: 91-4.

Vilela EM,Vitoi PA. Study of position and eruptiaf lower
third molars in adolescents. RSBO. 2011;8:390-7.
Almendros-Marqués N, Berini-Aytés L, Gay-Escodalc.
fluence of third molar position on the incidence od
preoperative complications. Oral Surg Oral Med Oral
Pathol Oral Radiol Endod. 2006;102:725-32.

Ahmed |, Erum G-e, Kumar N. Mandibular third molar
angulation in extraction and non extraction orthddo
cases. J Ayub Med Coll Abbottabad. 2011;23:32-5.
Karadayi B, Kaya A, Kolusayin MO, Karadayi S, Afdif)
Ozaslan A. Radiological age estimation:based o thiolar
mineralization and eruption in Turkish children aymling
adults. Int J Legal Med. 2012;26:933-42.

Johan NA, Khamis MF, Abdul Jamal NS, Ahmad B,
Mahanani ES. The variability of lower third molar
development in Northeast malaysian population with
application to age estimation. J Forensic Odontoatol.
2012;30(1): 45-54.

Selmanagi A, Nakas E, Brki H, Vukovic A, Gali¢ I,
Prohé S. Povezanost izrda eruptivnih stadija tieg
kutnjaka i dentalne dobi kod bosansko-hercegkwaljece i
adolescenata. Acta Stomatol Croat 2013;47:306-11.

. Wong SY, Rahman RA, Taib H. Effects of lower thindlar

removal on attachement level and alveolar bonethigh
adjacent second molar. Arch Orofac Sciences. 2088:40.
Ahmed |, Erum G, Kumar N. Mandibular third molar
angulation in extraction and non extraction orthddo
cases. J Ayub Med Coll Abbottabad 2011;23:32-5.

Olasoji HO, Odusanya SA. Comparative study of third
molar impaction in rural and urban areas of soutistern
Nigeria.Odonto-Stomatol Tropicale. 2000;90:25-8.
Antanas S, Giedre T. Effect od the lower third amslon the
lower dental arch crowding. Stomatologia, BalticnDé&
Maxillofac J. 2006;8:80-4.

Hassan Ali H. Pattern of third molar impaction irSaudi
population. Clinical, Cosmetic and Investigatioraént.
2010; 2:109-13.

Friedman JW. The prophlactic extraction of thirdlans:a
public health hazard. Am J Public Health. 2007,19%4-9.
Effectiveness Matters. Prophylactic removal of icted
third molars: is it justified? 1998;3: 1-4.

. Liedholm R. Mandibular third molar removal: patient

preferences, assessments of oral surgeons andtpfédies.
Swed Dent J Suppl. 2005;175:1-61.

Adeyemo WL, James O, Ogunlewe MO, Ladeinde AL,
Taiwo OA, Olojede AC. Indications for extraction tbfird
molars:a rewiew of 1763 cases. Niger Postgrad Med J
2008;15:42-6.

18. Song F, Landes DP, Glenny AM, Sheldon TA. Prophidac

removal of impacted third molars: an assessmeptibfised
reviews. Br Dent J. 1997;182:339-46.

Filtchev AD, Kalachev YSPhenomenon of domination of
the strongest contacts in centric occlusion. Qes#ace Int.
2008; 39:e99- e106.

Gupta S, Bhowate RR, Nigam N, Saxena S. Evaluaifon
impacted mandibular third molars by panoramic
radiography. ISRN Dent. 2011;1-8.
doi:10.5402/2011/406714.

. Christensen J, Matzen LH, Wenzel A. Effect of ekpley

radiographic information to the patient before dhmolar
surgery. Dentomaxillofacial Radiology. 2010; 39648
Susarla SM, Blaeser BT, Magalnick D. Third molargeuy
and associated complications. Oral MaxillofaciatgSClin
North Am. 2003;15:177-86.

Thurnwald GA, Monsour FN, L'Estrange PR. Tooth
movement following third molar removal. Aus Orthod
J.1944;13:76-9.

(nnals of Jntewmational Medical and Dental Reseanch, Vol (2), Jssue (1)

Page 76



24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41

42.

43.

44,

Carets et al; Thind lowwer molax.

Dodson TB. Is there a role for reconstructive téghes to
prevent periodontal defects after third molar sy@eOral
Maxillofac. Surg Cllin North Am. 2007; 19:99-104.

Peng KY, Tseng YC, Shen EC, Chiu SC, Fu E, Huang YW
Mandibular second molar periodontal status aftied tmolar
extraction. J Periodontol. 2001;72:1647- 51.

Krausz AA, Machtei EE, Peled M. Effect of lower mol
extraction on attachment level and alveolar borighteon
the adjacent second molar. Int J Maxillofac Surg.
2005;34:756-60.

Kugelberg CF, Ahlstrém U, Ericson S, Hugoson A, i\&.
Periodontal healing after impacted lower third malargery

in adolescents and adults. A prospective study.Jl@ral
Maxillofac Surg. 1991; 20:18-24.

Isik F, Sayinsu K, Nalbantgil D, Arun T. A compavat
study of dental arch widths: exreaction and nomaetion
treatment. Eur J Orthod. 2005; 27:585-9.

Moss KL, Beck JD, Mauriello SM et al.: Third molar
periodontal pathology and caries in senior adult®Oral
Maxillofac Surg. 2007; 65:103-8.

Moss KL, Fisher E, Beck, JD, Offenbacher S, White. R
Third molars and periodontal pathologic findings in
middle-age and older Americans. J Oral Maxillofac Surg.
2009; 67(1225928.

Blakey GH, Marciani RD, Haug RH, et al: Periodontal
pathology associated with asymptomatic third mola&r®ral
Maxillofac Surg. 2002;60(11):1227-33.

Begtrup A, Grgnastgd H, Christensen J, Kjeer . ietied
lower third molar eruption on panoramic radiogragbsr J
Orthod. 2013;35(4):460-6.

Byahatti S, Ingafou MS. Prevalence of eruption ustabf
third molars in Libyan students. Dent Res J. 20152-7.
Barka G, Tretiakov G, Theodosiou T, loannidou-
Marathiotou |. Presence of third molars in orthddon
patients from northern Greece. Int J Gen Med. Z42]1-7.
Sandhu S, Kaur T. Radiographic evaluation of tlaust of
third molars in the Asian-Indian students. J OralxMofac
Surg. 2005;63:640-5.

Garaas R, Moss KL, Fisher EL, Wilson G, Offenbacher
S,Beck JD, White RP Jr. Prevalence of visible timolars
with caries experiance or periodontal pathologymiddie-
aged and older Americans. J Oral Maxillofac Surg.
2011;69:463-70.

Blakey GH, Parker DW, Hull DJ, et al. Impact of @l of
asymptomatic third molars on periodontal paibg! J
Oral Maxillofac Surg. 2009; 67:245-50.

Faggion CM, Giannakopoulos NN, Listl S. How strasg
the evidence for the need to restore posterior dedn
edentulous in adults? Grading the quality of evideand
the strength of recommendations. J Dent. 2011;8918)
Faria Al, Gallas-Torreira M, Lopez-Raton M. Mandiu
second molar periodontal healing after impactedithiolar
extraction in young adults. J Oral Maxillofac Surg.
2012;70:2732-41.

Hattab FN, Rawashdeh MA, Fahmy MS. Impaction stafus
third molars in Jordanian students. Oral Surg Qtedl Oral
Pathol Oral Radiol Endod. 1995;79:24-9.

. Richardson DT, Dodson TB. Risk of periodontal d&fec

after third molar surgery: An exercise in evidehesed
clinical decision making. Oral Surg Oral Med Oraltifol
Oral Radiol Endod. 2005; 100: 133-7.

Giglio JA, Gunsolley JC, Laskin DM,Short K. Effeof
removing impacted Third molars on plague and giagiv
indices. J Oral Maxillofac Surg. 1944;52:584-7.
Colorado-Bonnin M, Valmaseda-Castellon E, Berinitesy
L, Gay-Escoda C. Quality of life following lower itH
molar removal. Int J Oral Maxillofac Surg. 2006;3%3-7.
Shugars DA, Bader JD, Phillips SW, White BA, Bramtl
CF. The consequences of not replacing a missintepos
tooth. J Am Dent Assoc. 2000;131:1317-23.

Unnals of Intewnational Medical and Dental Research, Vel (2), Tssue (1)

45. Lovri¢ 7, Zivko-Babt J. Donji tréi molari u
fiksnoprotetskoj terapiji. Acta Stomatol Croat. 200
43(4):357-2.

46. Kumar P, Singh V, Kumar A, Singh HP. Imperativeeroff

prosthodontist in the management of furcation defafc
mandibular molar. e-J Dent. 2012;2:176-80.

How to cite this article: Carek A, Babic |, Lovric Z,
Ivancic JN, NegoveticVranic D. Finding of Third Lower
Molar in Prosthetic Croatian Patients. Ann. Int. Med. Den.
Res. 2016;2(1):71-7.

None declared

Source of Support:  Nil, Conflict of Interest:




