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اﻟﺨﻼﺻﺔ
 ﻓﺘﺤـﺔ، اﳉـﻨﺲ، ﻣـﻦ ﺑـﲔ ﻫـﺬﻩ اﻟﻌﻮاﻣـﻞ اﻟﻌﻤـﺮ، ﺗﺪف اﻟﺪراﺳﺔ اﱃ ﺗﻘﻴﻴﻢ اﻟﻌﻼﻗﺔ ﺑﲔ اﻟﻌﻮاﻣﻞ اﻟﻌﺎﻣﺔ و اﳋﺎﺻﺔ اﳌﺆﺛﺮة أﺛﻨﺎء ﻋﻤﻠﻴﺔ ﻗﻠﻊ ﺿﺮس اﻟﻌﻘﻞ اﻟﺴﻔﻠﻲ اﳌﻄﻤـﻮر:اﻻﻫﺪاف

 ﰎ ﺗﻘﻴــﻴﻢ ﻣﺌــﺔ و ﻋﺸـﺮﻳﻦ ﺣﺎﻟــﺔ ﻗﻠــﻊ: اﻟﻤــﻮاد وﻃﺮاﺋــﻖ اﻟﻌﻤــﻞ. ﻛﻤﻴــﺔ اﻟﻌﻈــﻢ ﺣــﻮل اﻟﻀــﺮس اﳌﻄﻤــﻮر ﻛﻤــﺎ ﻳﻈﻬــﺮ ﰲ اﻟﺮﻗــﺎﺋﻖ اﻟﺸــﻌﺎﻋﻴﺔ و ﺧــﱪة اﻟﻄﺒﻴــﺐ، اﻟﺸــﻜﻮى اﻟﺮﺋﻴﺴــﻴﺔ،اﻟﻔــﻢ

 ﰎ إﺟ ـﺮاء، ﺳ ــﻨﺔ ﻣ ــﻦ ﻛ ــﻼ اﳉﻨﺴــﲔ٤٧-١٧  ﺗﺮاوﺣ ــﺖ أﻋﻤ ــﺎرﻫﻢ ﺑــﲔ،ﺿــﺮس اﻟﻌﻘ ــﻞ اﻟﺴ ــﻔﻠﻲ اﳌﻄﻤ ــﻮر اﻟ ــﱵ ﲢﺘــﺎج ﻗﻠ ــﻊ ﺟﺮاﺣ ــﻲ ﻷﺷ ــﺨﺎص أﺻ ــﺤﺎء ﻣــﻦ اﻟﻨﺎﺣﻴ ــﺔ اﳉﺴ ــﻤﺎﻧﻴﺔ
 ﰲ اﻟﻔــﱰة ﺑــﲔ ﺗﺸ ـﺮﻳﻦ اﻟﺜــﺎﱐ،اﻟﻌﻤﻠﻴــﺎت ﻣــﻦ ﻗﺒــﻞ ﳎﻤــﻮﻋﺘﲔ ﻣــﻦ اﻷﻃﺒــﺎء اﻷوﱃ ذوي ﺧــﱪة و اﻟﺜﺎﻧﻴــﺔ ﻗﻠﻴﻠ ـﻲ ﺧــﱪة و ﻗــﺪ ﲤــﺖ إﺟ ـﺮاء اﻟﻌﻤﻠﻴــﺎت ﺑﺎﺳــﺘﺨﺪام اﻟﺘﺨــﺪﻳﺮ اﳌﻮﺿــﻌﻲ
SPSS  ﰎ ﲨـ ــﻊ اﻟﺒﻴﺎﻧـ ــﺎت و إﺧﻀـ ــﺎﻋﻬﺎ ﻟﻺﺣﺼـ ــﺎء ﺑﺎﺳـ ــﺘﺨﺪام ﺑﺮﻧـ ــﺎﻣﺞ، ﺟﺎﻣﻌـ ــﺔ اﳌﻮﺻـ ــﻞ- ﰲ ﻗﺴـ ــﻢ ﺟﺮاﺣـ ــﺔ اﻟﻔـ ــﻢ ﰲ ﻛﻠﻴـ ــﺔ ﻃـ ــﺐ اﻷﺳـ ــﻨﺎن٢٠١٠  ﻟﻐﺎﻳـ ــﺔ ﺣﺰﻳـ ـﺮان٢٠٠٨
 اﻟﺸــﻜﻮى اﻟﺮﺋﻴﺴــﻴﺔ، ﻣﻠــﻢ٣٩  و ﻣﻌــﺪل ﻓﺘﺤــﺔ اﻟﻔــﻢ، ﺳــﻨﺔ٢٤.٥  ﻛــﺎن ﻣﺘﻮﺳــﻂ اﻟﻌﻤــﺮ، ﻣــﻦ اﻟــﺬﻛﻮر%٣٧.٥ ﻣــﻦ اﻹﻧــﺎث و%٦٢.٥  ﺗﻀــﻤﻨﺖ اﻟﻌﻴﻨــﺔ: اﻟﻨﺘــﺎﺋﺞ.اﻹﺣﺼــﺎﺋﻲ
( ﲝﺴــﺐ ﺗﺼــﻨﻴﻒ ﺑﻴــﻞ و ﺟﺮﳚــﻮري ﺗﻮزﻋــﺖ اﻟﻨﺴــﺐ ﺑﺎﻟﺸــﻜﻞ%٢.٥  أﺳــﺒﺎب أﺧــﺮى،%٦.٧  ﺗﻘــﻮﱘ أﺳــﻨﺎن،%٢٥.٨  ﻣﺮاﺟﻌــﺔ دورﻳــﺔ،%٦٥ ﺗﻮزﻋــﺖ ﺑﺎﻟﺸــﻜﻞ اﻟﺘــﺎﱄ) اﱂ

 ﻋﻤــﻮدي، %٤٤.٢  اﻧﺴـﻲ اﻟﺰاوﻳـﺔ%١٥.٨ ( ﺑﺎﻟﻨﺴـﺒﺔ إﱃ زاوﻳـﺔ اﻟﻀـﺮس اﳌﻄﻤـﻮر ﻛﺎﻧـﺖ اﻷﻓﻘـﻲ%١١.٧ ІІІ  ﺻـﻨﻒ،%٤٤.١ ІІ ﺻـﻨﻒ، % ٤٤.٢ І اﻟﺘـﺎﱄ) ﺻـﻨﻒ
(و ﻛـﺎن ﻣﻌـﺪل اﻟـﺰﻣﻦ اﳌﺴـﺘﻐﺮق ﺑﺎﻟﻨﺴـﺒﺔ%١٧  و ﻣﺴـﺘﻮى ج%٣٦  و اﳌﺴـﺘﻮى ب%٤٠  و ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺴﺘﻮﻳﺎت ﻛﺎﻧـﺖ ) اﳌﺴـﺘﻮى ا،%١٥.٨  وﺣﺸﻲ اﻟﺰاوﻳﺔ، %٢٤.٢
 وﻣـﻦ اﻟﻨﺎﺣﻴـﺔ اﻹﺣﺼـﺎﺋﻴﺔ ﻛـﺎن ﻫﻨـﺎك ﻓـﺮق ﻣﻌﻨـﻮي ﺑـﲔ زﻣـﻦ اﻟﻌﻤﻠﻴـﺔ و ﺧـﱪة اﻟﻄﺒﻴـﺐ ﰲ ﺣـﲔ، دﻗﻴﻘـﺔ٥٣.١١  دﻗﻴﻘﺔ ﺑﻴﻨﻤﺎ ﻛﺎن اﻟﻮﻗﺖ ﻟﻐﲑﻫﻢ٢٣.٣٣ ﻟﻠﺠﺮاﺣﲔ ذوي اﳋﱪة
 ﺑﻐــﺾ اﻟﻨﻈــﺮ ﻋــﻦ ﻧــﻮع اﻟــﺪﻟﻴﻞ اﳌﺴــﺘﺨﺪم ﻟﻘﻴــﺎس ﺻــﻌﻮﺑﺔ ﻗﻠــﻊ:اﻻﺳــﺘﻨﺘﺎﺟﺎت.ﱂ ﻳﻜــﻦ ﻫﻨــﺎك أي ﻓــﺮق ﻣﻌﻨــﻮي ﺑــﲔ زﻣــﻦ اﻟﻌﻤﻠﻴــﺔ و ﺻــﻨﻒ اﻟﻀــﺮس اﳌﻄﻤــﻮر و اﻟﺰاوﻳــﺔ واﳌﺴــﺘﻮى
 اﺳــﺘﻨﺘﺠﺖ ﻫـﺬﻩ اﻟﺪراﺳــﺔ أن ﻋﺎﻣـﻞ اﳋــﱪة، اﻟﺸـﻜﻮى اﻟﺮﺋﻴﺴــﻴﺔ وﻓﺘﺤـﺔ اﻟﻔـﻢ، اﳉــﻨﺲ، ﺳـﻦ اﻟﻌﻘـﻞ اﳌﻄﻤــﻮر ﺟﺮاﺣﻴـﺎ ﺑﺎﻹﺿــﺎﻓﺔ إﱃ اﻟﻌﻮاﻣـﻞ اﳌﻮﺿــﻌﻴﺔ واﻟﻌﺎﻣـﺔ ﻟﻠﻤـﺮﻳﺾ ﻣﺜــﻞ اﻟﻌﻤـﺮ
.واﳌﻬﺎرة ﻟﻠﺠﺮاح ﻟﻪ ﺗﺄﺛﲑ ﻣﻬﻢ ﺟﺪا إﺣﺼﺎﺋﻴﺎ ﻋﻠﻰ اﻟﻮﻗﺖ اﻟﻼزم ﻹﲤﺎم اﻟﻌﻤﻠﻴﺔ

ABSTRACT
Aims: The aim of the study is to evaluate the relationship of the general and local factors which have
an impact on the difficulty during the removal of impacted lower wisdom teeth. Several factors such as
age , gender, mouth opening , chief complain, bone surrounding and radiographic appearance and surgeon experience, will be included as factors which affect the difficulty during the removal of impacted
lower wisdom teeth. Materials and methods: One hundred twenty medically fit patients were selected
with an age range between 17–47 years of both sexes had impacted lower third molars and indicated
for surgical extraction. Surgical removal performed by senior surgeon and junior, operation was performed under local anesthesia, all cases done between November 2008- June 2010, in oral and maxillofacial surgery department\dentistry college university of Mosul the collected data were analyzed statistically by using SPSS program. Results: the sample comprised of 62.5% female and 37.5% male with
mean age 24.5 years, the mean of the mouth opening was 39mm, the chief complain distributed as follow( pain 65%, dental check up 25.8%, orthodontic reasons 6.7% and others 2.5%), according to Pell
and Gregory classification the percentage were class І 44.2%, class ІІ 44.1%, class ІІІ 11.7%, while the
angulations were horizontally 15.8%, mesioangular 44.2%, vertical 24.2%,distoangular 15.8%, levels
position A 40%, position B 36%, position C 17%. The mean time for the experienced surgeon was
23.33 minutes while for the non experienced 53.11 minutes. There was statistically significant difference between the time of the operation and the experience of the surgeon at P value =0.003. The relation between the time of the operation and class, level and angulations of impaction was statistically
not significant. To successfully evaluate the difficulty of lower third molar extraction prior to surgery,
clinical, radiologic findings, local and general factors must be taken into account and there are special
indexes used in the assessment of difficulty in lower wisdom tooth surgery with no one of them considered the most reliable one because of the difference in the studies samples and in the local and general
factors that had been used in the assessment of difficulty like age, gender, mouth opening , chief complain in addition to the clinical and radio graphical features. Conclusions: in regardless of type of difficulty index used in addition to local and general factors as a criteria for the assessment of lower molar
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tooth extraction , we concluded that the factor of experience of the surgeon is the most important factor
that have a significant effect on the duration of the surgery.
Key words: Difficulty criterions, Assessment of difficult lower wisdom tooth.
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INTRODUCTION
An impacted tooth is one that fails to
erupt into the dental arch within the expected time. The tooth becomes impacted
because adjacent teeth, dense overlying
bone, or excessive soft tissue prevents
eruption. Because impacted teeth do not
erupt, they are retained for the patient’s
lifetime unless surgically removed. (1) The
surgical removal of third molar teeth may
result in a number of complications including pain, swelling, bleeding, alveolar
osteitis (dry socket) or nerve dysfunction.
(2)
The factors that usually contribute to
such problems are numerous and include
the patient, tooth-related and the surgeon's
operative experience. (3) Although careful
attention to surgical details, including
proper patient preparation, asepsis, meticulous management of hard and soft tissue, controlled force when applying surgical instruments, hemostasis and adequate
postoperative instructions may help to reduce this rate of complications it has not
been proven to eliminated them. Other
parameters found to affect the complication rate include age (4) ,gender (5) and the
surgeon's experience. (6,7) The proportion
of third molar that are removed when no
disease is present is reported to be between
18% and 40%. (8,9,10) The quality of health
care is determined by two main factors :
the reliability of the judgments and decisions that govern how we act and the skill
with which those actions are carried out.
(11)
Factors reported to be associated with
third molars complications include age,
gender, medical history, oral contraceptives, presence of pericoronitis, poor oral
hygiene, smoking, type of impaction, relationship of third molar to the inferior alveolar nerve, surgical time and , use of preoperative antibiotics, use of topical antiseptics, use of intra-socket medications
and anesthetic. (12,13) The aim of the study
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is to evaluate the relationship of the general and local factors which have an impact on the difficulty during the removal
of impacted lower wisdom teeth.

MATERIALES AND METHODS
One hundred twenty medically fit patients were randomly selected patients
selected with an age range between 17–47
years of both sexes had impacted lower
third molars and indicated for surgical extraction, who visited oral and maxillofacial surgery department\dentistry college
university of Mosul, between November
2008- June 2010 , A complete clinical history was taken at the first visit, with collection of the following information: patient age and sex; chief complain, identification of the molar to be removed and
reason for removal; level of impaction
(totally covered by bone, totally covered
by soft tissue, partially covered by soft
tissue, or completely erupted); relative
depth and space for eruption according to
the Pell-Gregory classification; angle according to Winter’s classification. (14,15)
Difficulty index by Pedersen was used
preoperatively to assess the surgical difficulties of the impaction which had been
ranged between the minimally difficult ,
moderately difficult and very difficult cases according to the ramus relationship,
spatial relationship and depth of the impaction.(16) postoperative difficulty was
scored with a modified version of the
Parant scale (This scale defines 4 levels of
difficulty depending on the surgical maneuvers required for theextraction of lower
third molars: I:simpleextraction; II :extraction requiring ostectomy; III; extraction
requiring ostectomy and coronal section;
and IV: complex extraction (root section).(17,18) Surgical removal performed by
senior surgeon which had more than 5
years experience in oral surgery and junior
surgeon which had less than 2 years' expeP
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rience (18,19), all surgeries were performed
under local anesthesia by nerve-block anesthesia of the inferior alveolar nerve,
lingual nerve and buccal nerve ، with two
1.8-mL lidocaine with 1:80,000 epinephrine (Houns Co.,ltd. Korea). A mucoperiosteal flap was raised, generally by an
incision distal to the lower second molar
along the anterior border of the ascending
ramus of the mandible ، with mesial releasing incision in this molar. Ostectomy
and tooth or root sectioning were performed where necessary using a low-speed
round tungsten carbide bur under coolant
irrigation by saline solution.
The area was irrigated with saline solution and curettage of granulation tissue
was performed. The wound was sutured
with 3/0 silk sutures and a folded gauze
was applied over the surgical wound to
achieve compression and adequate homeP

P

ostasis. The sutures were removed a week
after the operation. Patients were also given appropriate instructions and recommendations regarding the postoperative
recovery period. The collected data were
analyzed statistically by using version 17
SPSS program and the tests that had been
used in this study included ANOVA test
which describe the statistical difference
between the parameters then we used the
post hog tests which included the least
square difference(LSD) test, one sample T
test and paired T test to study the statistical difference between the parameters.

RESULTS
The sample comprised of 62.5% female and 37.5% male as showed in (Figure 1)

Figure (1): Distribution of gender

With mean age 24.5 years, the mean of
the mouth opening was 39mm, the chief
complain distributed as follow( pain 65%,
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dental check up 25.8%, orthodontic reasons 6.7% and others 2.5%) as showed in
(Table 1).
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Table (1): Distribution of the chief complain
Chief complain
Pain
Check up
Orthodontic
Others
Total

Number of cases
78
31
8
3
120

According to Pell and Gregory classification the percentage were class І

%
65
25.8
6.7
2.5
100

44.2%, class ІІ 44.1%, class ІІІ 11.7%, as
shown by (Figure 2)

Figure (2): Distribution of class of impaction

While the angulations were horizontally 15.8%, mesioangular 44.2%, vertical

24.2%,distoangular 15.8%, as shown by
(Figure 3)

Figure (3): Distribution of angulation of impaction
In regard to levels position A 40%, position B 36%, position C 17%, as shown by (Figure 4)
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Figure (4): Distribution of the level of impaction

The mean time for the experienced
surgeon was 23.33 minutes while for the
non experienced 53.11 minutes. There was
statistically highly significant difference

between the duration of the operation and
the experience of the surgeon at P value=0.003. Figure (5)

Figure (5): Distribution of experience
Showed distribution of experience.
The relation between the time of the operation and class, level and angulations of
impaction was statistically not significant.
The chief complain , age , gender and
mouth opening had no statistical effects
on the difficulty and the duration of surgery in our study and this will be discussed.

DISCUSSION
To successfully evaluate the difficulty
of lower third molar extraction prior to
surgery, clinical and radiologic findings
must be taken into account. (20) Not only
does this help to correctly plan the operation, but it also increases patients’ level of
satisfaction with the treatment received.
Several authors have attempted to evaluate this difficulty on the basis of the position of the molar in panoramic radio

Al – Rafidain Dent J
Vol. 14, No1, 2014

graphs (14) but it has since been demonstrated that these indexes are not reliable
for this purpose (16,20). Yuasa et al. proposed using a simpler index based on 3
factors: the depth of the third molar in the
mandible, the relationship with the ramus/space available, and root width. (21)
We consider the scale to be a reliable,
consistent measure of surgical difficulty
and thus believe it can be considered a
gold standard test as it has been found to
be significantly associated with surgery
time (18). The level of agreement between
preoperative and postoperative evaluation
of extraction difficulty was slightly higher
for dental oral and maxillofacial surgeons
than for primary care dentists(junior surgeon) , possibly because the surgeons are
more familiar with these procedures and
have been better trained to predict the
technique used (based on their own
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skills).(19) in our study we agree with Jose
Barreiro et al.(22) in that predictive ability
of surgical difficulty was highest for the
group of oral and the maxillofacial surgeons than that of the primary care dentist
or junior surgeon respectively, but the
values in all cases were considerably lower than those reported by Macluskey et
al.(23)
Other factors that affect the difficulty
in lower wisdom tooth like age , gender ,
cheek flexibility and mouth opening, all
these factors according to Srinivas et al
who indicate that errors in the estimates of
difficulty were related to these factors with
little or no dependence on radiographic
variables or surgical experience(18) and this
disagree with our study as these mentioned
factors by Srinivas et al had no statistical
significant effects on the surgical difficulty
and the duration of surgery in our work
because all the patients in our study had
normal range of mouth opening (39)mm
and with mean age ( 24.5 years) which is
regarded closer to the golden period for
surgical removal of lower wisdom teeth (
18- 20 years). The surgery is almost always less difficult to perform in younger
age group than with older age group because the roots are usually completely
formed and are thus longer, which requires
more bone removal, and closer to the inferior alveolar canal, which increases the
risk of postsurgical anesthesia and paresthesia, The follicular sac almost always
degenerates with age, which makes the
pericoronal space thinner; as a result, more
bone must be removed for access to the
crown of the tooth. Finally, there is increasing density and decreasing elasticity
in the bone necessitating greater bone removal to deliver the tooth from its socket,
A corollary of surgical difficulty is difficulty of recovery from the surgery. As a
general rule, a more challenging and time
consuming surgical procedure results in a
more troublesome and prolonged postoperative recovery (24) so the shorter duration
of surgery is important to decrease the
possibilities of post operative un wanted
sequel. There are several advantages for
predicting the time that may be spent in
the operation: One of the most important
advantages is that when we know that certain operations may take a short time we
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can decrease the amount of local anesthesia to that needed for simple extraction and
this important from the economic view.
This advantage is very useful for some
patients and surgeon.(25) Moreover, when a
lengthy period is to be expected pre–
operatively we may predict an increase in
possible post–operative complications.
Consequently, additional equipment, material, effort as well as special home care
instructions may be needed and additional
treatment and multi visits to treat the unwanted complications which may be affect
both the surgeons and the patients .(26, 27)

CONCLUSIONS
In regardless of type of difficulty index
used in addition to local and general factors as a criteria for the assessment the
difficulty of lower wisdom tooth extraction , we concluded that the factor of experience of the surgeon is the most important
factor that have a significant effect on the
duration of the surgery.
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