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Objective
To examine and compare practitioners’ judgements of risk of
future pathology associated with pathology-free disease
asymptomatic third molars.

Subjects
10 oral and maxillofacial surgeons and 18 family dentists (90%
male) with experience ranging from 5–28 years. 

Method
Participants were presented with periapical radiographs of 36
asymptomatic, disease-free mandibular third molars and were
informed of the age and sex of the patients and the degree of
eruption of the third molars. Participants were asked to assess
likelihood of future pathology in general, and more specifically,
likelihood of root resorption, pericoronitis, periodontitis, cystic
change and neoplasia if the third molar was left in situ.

Results
There was significant variation between the 28 raters but not
between the two groups. Excepting assessment of future cystic
change, there was no evidence that oral and maxillofacial
surgeons and family dentists  rated the 36 cases in consistently
different ways. 

Conclusions
Practitioners varied very considerably in their judgment 
of the risks of pathology associated with asymptomatic 
disease-free third molars. Specialisation did not account 
for this variation.
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Comment 
This paper, from a group experienced in
third molar epidemiology and manage-
ment, aimed to compare oral and maxillo-
facial surgeons (OMFS) and family dentists
(FD) in their judgement of the risk of future
disease associated with pathology-free and
asymptomatic third molars (M3).

The results suggested little overall differ-
ence in assessment by the two groups, but it
was interesting that FDs perceived a higher
liklihood of cystic change than the OMFSs.
It has been interesting to note in the litera-
ture that although earlier figures suggested
an incidence of cystic change between
2–11%, a recent study of apparently dis-
ease-free follicular tissue showed cyst for-
mation in 37% of lower M3s.1

International professional debate has
continued for many years about the risks of
pathology developing in association with
impacted but symptom-free M3. There
were variations in rates of surgical removal
and in earlier years a higher rate of what
has been termed often inappropriately,
‘prophylactic’ removal. The picture came
into focus with the publication in 1980 of
the results of a consensus conference in the
USA which included broad guidelines of

indications for surgery.2 In the UK, both
the Government and medical insurers
began to show a greater interest in the sub-
ject. Indeed the Department of Health
(DH) funded the largest audit project of its
kind.3 This showed that most (78%) of
M3s removed were in fact associated with
symptoms. The Faculty of Dental Surgery
of the Royal College of Surgeons of Eng-
land with whom the British Association of
Oral & Maxillofacial Surgeons had collab-
orated in the audit were then commis-
sioned by the DH to develop detailed
guidelines supported by the most robust
evidence available. These were published
in 1997 and highlighted the absence of any
long-term randomised controlled trial
results which compared the outcome of
early surgery with a policy of review and
intervention only in the event of develop-
ment of pathology.4,5 A 4-year study of this
type is now running in the USA with the
prospect of extension to UK patient
cohorts in the next year or so.

The results of this multicentre trial are
awaited with interest. It is hoped that they
will help clinicians, commissioning
authorities, NICE, most important, our

patients to balance the potential benefits
and complications of early surgery against
the risks of pathology emerging in later
years (which may necessitate intervention
under less favourable conditions of acute
infection and co-morbidity).
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In brief 

• Family dentists tend to over-estimate the probability of rare
complications following third molar retention, such as
cystic change.

• There was little overall difference in the ability of family
dentists and oral surgeons to rate the risk of third molars
developing pathology.

• The results emphasise the value of the development of
consistent criteria for intervention and of appropriate
training before applying such criteria.
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