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CASE REPORT

Bilaterally impacted mandibular fourth molar – A rare case
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Abstract
Panoramic radiographs of male patient revealed the presence of bilateral impacted
fourth molars in mandibular region. The supernumerary teeth were distomolars and had
normal tooth morphology with regard to their crowns and roots but were slightly smaller
than the existing third molars. Their crowns were three tuberculate and they all had single
roots. Supernumerary teeth are often located in the anterior maxilla, mandible, and to a
lesser frequency posterior of the maxillary and mandibular region. They are classified as
distomolar when they are located in posterior to their location. Their presence may or
may not give rise to a variety of clinical problems. Detection of supernumerary teeth is
usually achieved by clinical and radiographic examination. Their management should
form part of a comprehensive treatment plan. A fourth molar tooth is a very rare entity in
modern humans although prevalent in early humans. This article presents a case report
in a non-syndromic patient with bilateral impacted mandibular distomolar; aberrations
associated with supernumerary teeth and also a note on their incidence and prevalence.
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Introduction

of additional eumorphic bilateral impacted fourth molars or
distomolars in mandibular region in non-syndromic patient.

There are 20 deciduous and 32 permanent teeth. Any tooth
in excess than its usual configuration of the normal number of
deciduous or permanent teeth is termed as hyperdontia. It can
be single or multiple, unilateral or bilateral, and upper or lower
jaw.[1-3]
Supernumerary teeth have been reported in various region
of the dental arch, but more frequently they are observed in
maxillary arch and can occur in both primary and permanent
dentition. The prevalence of these teeth for permanent and
primary dentition in various populations is between 0.5–5.3%
and 0.2–0.8%.[2]
Supernumerary teeth are classified as follows: (a) According
to their position in the dental arch as mesiodens, paramolar,
and distomolar; (b) according to their shape, they can be
further classified as conical, tuberculate, molariform, and
supplemental;[1] (c) according to primosch, they can be classified
as supplementary/eumorphic – teeth with normal shape and size
or rudimentary/dysmorphic – tooth with abnormal shape and
size.[4-5]
The occurrence of bilateral distomolar teeth is only 0.07% of
population.[6] Cases of bilateral mandibular fourth molars with
normal morphology have rarely been reported in the dental
literature, particularly distomolar.[7] This paper reports a case

Case Report
A 27-year-old male patient reported to the Department of Oral
and Maxillofacial Surgery, MGM Hospital and School of Dental
Sciences, with a chief complaint of intermittent recurrent pain in
the right lower jaw for 3 months. The pain as gradual in onset,
moderate in nature, dull in intensity, and radiating in toward left
ear region, aggravated during mastication and relived during rest.
He also gives history of similar intermittent pain in the region of
left lower third molar two years back, which he mentions relieved
with oral analgesics and antibiotics prescribed by family physician;
however, no dental investigation or treatment was taken. He
denies fever, swelling or pus discharge. He had no history of any
other systemic diseases or other medical or surgical history.
On clinical examination, there were bilateral pericoronitis
and food lodgement in the bilateral lower third molar region,
proximal caries with right third molar, deep occlusal caries
with the left 3rd molar pain on percussion was present with the
right third molar region, silver amalgam fillings with the right
1st molar and 1st premolar teeth, left 1st molar was missing, and
occlusal caries with upper right 3rd molar. Based on clinical
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examination, provisional diagnosis was acute reversible pulpitis
with the right 3rd molar and chronic irreversible pulpitis with
upper right 3rd molar and lower left 3rd molar. No abnormalities
were detected in temporomandibular joint region and mouth
opening was 34 mm. Oculoplethysmography (OPG) and blood
investigations were advised for further evaluation.
The radiographic findings on the OPG [Figure 1] showed
bilateral distomolars impacted in mandibular third molar region
and his blood investigations were within normal limits.
Plan of action was surgical extraction of impacted mandibular
distomolars followed by root canal treatment with upper and
lower 3rd molars and left 3rd molar and prosthetic rehabilitation
with the left 1st molar. Condition, treatment plan as well as risk
and complications related to extraction explained to the patient.
Informed consent was taken. Surgical extraction of impacted
right mandibular third distomolar was done under anesthesia
with all aseptic precautions. Procedure was uneventful.
Following the procedure, antibiotics and anti-inflammatory
prescribed and the patient advised to follow-up after 5 days or
earlier if any complications.

distomolar cases are very rare, and by far as per my knowledge,
only two cases have been reported in literature. Their incidence
is rare with only a 0.02% reported in the mandible.[13-14]
Treatment depends on the type and location of the
supernumerary teeth and on its potential effect on adjacent
hard and soft tissue structures in conjunction with the clinical
findings;[11,12] however, the management of such patients is
challenging as its treatment plans are debated whether to extract
them or observe them to avoid damage to critical structures such
as buccal, lingual, and distal bone surrounding the third molar;
the periodontium on the distal surface of the second molar; and
the neurovascular content of the mandibular canal and the lingual
nerve during extraction of third molar and supernumerary tooth.
In our case, as the patient had recurrent intermittent complain
of pain and food lodgement for 3 months, surgical extraction
of impacted bilateral mandibular distomolar would result in
better outcome. Procedure was uneventful and the patient was
comfortable after extraction of the bilateral third and fourth molars.
It is to be noted that the left side molars were asymptomatic;
still, their extraction was done as the patient had pericoronitis.
Dodson considers the term “asymptomatic” ambiguous and
insufficient as the absence of symptoms does not equal the
absence of disease.[11]
Although the extraction of the supernumerary teeth
can resolve multiple associated problems, its appropriate
management should be considered carefully depending on the
clinical condition, risk and benefits of the procedure, and the
willingness of the patient.

Discussion
The incidence of the hyperdontia molars is reported 1% by
Stafne;[8] as 2% by Luten,[9] and 1.9% by Backmann[10] and is
higher in males than in females.[11] The etiology is still unclear;
however, there are various theories such as phylogenetic theory,
the tooth germ dichotomy theory, and the hyperactivity of the
dental lamina. The hyperactivity of dental lamina is widely
accepted theory.[1-2]
Of their frequency in the dental arch, they are listed as
follows – maxillary midline supernumeraries (mesiodens),
maxillary fourth molars, maxillary paramolars, mandibular
premolars, maxillary lateral incisors, mandibular fourth molars,
and maxillary premolars.[12]
They are commonly seen in association with the disease
or syndrome; occurrence of it without any other associated
disease or syndrome is rare in individuals.[5] In the present case,
bilateral impacted supernumerary fourth distomolar in mandible
was detected in non-syndromic patient. Bilateral mandibular

Conclusion
The presence of bilateral fourth molar in mandibular arch distal
to the third molar is not very common; hence, an interesting
dental anomaly that a dentist may encounter in their practice.
Therefore, awareness of the condition, and its incidence and
management are necessary.
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