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Case report of a displaced wisdom tooth
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Abstract

Displacement of teeth perioperatively is rare but well reported. Maxillary
premolar and molar teeth with conical roots are most commonly displaced
into the maxillary sinus and Mandibular teeth into the pterygomandibular
space. Appropriate measures taken during extraction of teeth can prevent
this complication which potentially may lead to severe complications espe-
cially if the teeth are displaced into infratemporal fossa, lingual space or
respiratory tract. We report a case of displaced wisdom tooth into the
pterygomandibular space during extraction.
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Introduction

Displacement of wisdom teeth is rare but has been
reported previously in the literature. Displacement of
teeth can occur into tissue spaces including the maxil-
lary sinus, the pterygomaxillary space or pterygoman-
dibular space, inferior alveolar canal, respiratory tract1,2

and alimentary canal3.
Maxillary premolars and molars with conical roots

are most commonly displaced into the maxillary sinus.
Extrusion of upper wisdom teeth into the pterygo-
maxillary space or infratemporal fossa4 has also been
reported. Lower teeth may be displaced into the lingual
space, pterygomandibular space5 or inferior alveolar
canal.

Case report

We report a case of Mandibular wisdom tooth dis-
placement into the pterygomandibular space during
the extraction.

A 27-year-old male was referred for a lower left
wisdom tooth extraction. He complained of pain in the
lower left posterior region for a couple of months and
gradual reduction in his mouth opening.

A course of antibiotics was prescribed by his general
dental practitioner with an ongoing referral to our
maxillofacial department.

In addition to the above symptoms, the patient
informed us that he underwent an attempted extrac-
tion of a lower left wisdom tooth which was not safely
delivered during the extraction in the USA a few
months previously.

Examination revealed healed soft tissues in the lower
left third molar region. No pain was elicited upon pal-
pation and no focal or fluctuant swelling present.

Rotational tomogram revealed the lower left wisdom
tooth to be present in close association with the ramus
of mandible (Fig. 1).

A CT Scan of midface and left neck revealed that the
tooth and a fragment of tooth were present between
tonsillar soft tissue and medial pterygoid space (Figs 2
and 3).

The patient was admitted for the retrieval of the
wisdom tooth under a general anaesthetic.

An incision was made in the left para tonsillar region
extending onto the soft palate. Both the wisdom tooth
and the tooth fragment were retrieved safely and inci-
sion was closed.

The patient made an uneventful recovery with no
further problems at the time of follow-up 2 weeks later.
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Conclusion

Tooth displacement into the various head and neck
spaces and aero digestive tract can be prevented during
the extractions6 by being cautious and attentive.

In the event of the displacement of teeth, though it
may not cause symptoms7 in few cases, prompt recog-
nition and diagnosis plays a major role in management
of displaced teeth, avoiding severe morbidity to the
patients.

It is appropriate to start looking for the tooth in the
floor of the mouth, suction bottle or in the vicinity of
operating chair or table.

It is rare to aspirate or ingest a displaced tooth if the
patient is awake and is undergoing surgery in a sitting
position. Radiological imaging can be used to exclude
aspiration or ingestion if the patient is undergoing
surgery in supine position or under sedation. If access
is available flexible nasendoscopy could be under

taken. It is strongly recommended to confirm the
displacement of the tooth and make a prompt
referral to the nearest oral and maxillofacial surgery
department.

As reported by Karen K. Tiwana3 in a 10-year retro-
spective review, there were only 36 cases of aspiration
or ingestion of different types of foreign bodies in
general dental practice, suggesting its rarity.

Accidental displacement of maxillary third molars
into the infratemporal fossa4,5 poses difficult access and
severe morbidity. Maxillary molar teeth extruded into
the infratemporal fossa can be accessed intra-orally by
making an incision in the buccal sulcus of the maxilla.
In cases where the access is inadequate different
approaches can be followed, as suggested by Loannis
Dimitrakopoulos5 by an extra oral approach through
pterygomaxillary fossa. Alternatively, one can approach
the infratemporal fossa by combining Caldwell-luc and
removalofposteriorwallofmaxillarysinus.

Mandibular molar teeth or roots displaced into the
pterygomandibular space8 require immediate attention
as some reports suggest a delay in management can
lead to increased pain, swelling and trismus. As men-
tioned in the case report in the event of displacement
into tonsillar region, an incision made in the tonsillar
region extending onto soft palate could be used to
access the tooth or root.

Prevention of this complication can perhaps be
minimised by using a mouth mirror or lax retractor
on the lingual aspect or a soft gauge over the
oropharynx while extracting lower teeth and a
laster’s retractor can be placed distally while extract-
ing upper wisdom teeth4.

Figure 1 Rotational tomogram showing lower left wisdom tooth in close

association of the ramus of the mandible.

Figure 2 Axial section of a CT scan showing lower left wisdom tooth along

with a small tooth fragment present between tonsillar soft tissue and

medial pterygoid space.

Figure 3 Sagittal section of CT scan showing lower left wisdom tooth

along with a small tooth fragment present between tonsillar soft tissue and

medial pterygoid space.
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