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Lingual displacement of lower third molar 
teeth, although rare, is a well-recognized 
complication of extraction.1,2 The most 

Abstract: Lingual displacement of lower third molar teeth is a well-recognized complication of extraction. The purpose of this article is to 
report the case of a displaced lower third molar tooth into the parapharyngeal space during extraction. A 44-year-old man was referred to the 
Oral and Maxillofacial Department by his dentist immediately after the event. The case was managed intra-orally under general anaesthetic.
Clinicians must be aware of the possibility of lower third molars being displaced during extraction. This article outlines how clinicians should 
plan the procedure appropriately, take steps to prevent displacements, and how to manage the situation should it arise.
CPD/Clinical Relevance: Displacement is a risk associated with extraction of lower third molar teeth. This risk can be minimized with 
proper planning and careful execution of the extraction. It is important that the clinician knows this and how to deal with a displaced tooth 
in practice.
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common sites for lower third molar 
tooth displacement are the sublingual, 
submandibular and pterygomandibular 
spaces.3,4 Displacement typically occurs 
in a lingual direction due to the thinness 
or absence of the inner cortical bone, 
as well as application of uncontrolled or 
excessive force, excessive manipulation, 
improper surgical planning, or 
poor clinical and/or radiological 
assessment.5,6

Case report
A 44-year-old man was referred to the 
Emergency Department of Queen’s 
Medical Centre, Nottingham in June 
2017 following a failed extraction by 
his General Dental Practitioner (GDP). 
During the surgical extraction of the 
lower left third molar (LL8), the patient’s 
tooth was displaced lingually while 
being elevated. The GDP could not 
locate the molar tooth lingually and 

so contacted the maxillofacial team. The 
patient was brought immediately to the 
hospital. On examination, the extraction 
socket of the LL8 was open but no tooth 
fragment was visible or palpable.

An orthopantomogram was 
taken to identify the tooth (Figure 1). 
Following this, a CT scan was taken to locate 
the LL8 accurately in the parapharyngeal 
space (Figures 2, 3 and 4).

Following clinical and 
radiological examination it was decided 
to remove this tooth under general 
anaesthetic. Under general anaesthesia, 
the displaced LL8 tooth was located using 
manual palpation of the parapharyngeal 
space. Using digital pressure, the tooth was 
manoeuvred along the medial surface of 
the mandible towards the socket of the 
third molar. Whilst manoeuvring the tooth, 
digital pressure was used to ensure that the 
tooth was not displaced further posteriorly 
or inferiorly. The tooth was delivered 
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through the socket uneventfully. 
The patient remained as an inpatient 
overnight in case any swelling 
developed and was discharged the 
following day with no complications.

Discussion
Howe presented the first case of 
removal of a displaced tooth from the 
submandibular space in 1958.7 Locating 
the displaced tooth or tooth fragments 
is often difficult due to limited space, 
haemorrhage, and poor visualization.8

Radiography techniques 
are widely used to locate the displaced 
tooth/fragment. CT scanning is 
especially useful as it can precisely 
identify its 3-dimensional position, as 
seen in this particular case.9

Differences in direction of 
displacement, the size of the fragment, 
delay in retrieval and tissue reactions 
mean that there is no uniform retrieval 

technique that can be used.2 Various 
approaches for the removal of the 
tooth/fragment have been described, 
depending on its location.

The conventional method 
involves a conservative attempt to 
remove the tooth. However, this 
technique is limited and surgical 
removal is often indicated. A 
lingual mucoperiosteal flap is often 
sufficient to retrieve a tooth located 
in the antero-inferior aspects of the 
pterygomandibular space. However, an 
extra-oral approach may provide better 
access if the tooth is displaced deeper 
into the medial pterygoid or inferiorly 
into the submandibular space.10,11

It is important that dentists 
who carry out lower third molar 
extractions recognize the risks involved 
and adopt a good surgical technique. 
Firstly, in the planning phase, dentists 
should identify from a radiograph 
the degree of impaction, position 
of the roots and the bone density 
surrounding the tooth. During the 
procedure, they should ensure that 
they have sufficient access for tooth 
removal, remove the appropriate 
amount of bone and avoid excessive 
force when using elevators. Finger 
guidance lingually can also be useful in 
preventing lingual dislocation.3

Should the tooth become 
dislodged lingually during the 
procedure, it has been recommended 
in the literature that the dentist avoids 
attempting retrieval unless the tooth/
fragment is visible and easily accessible. 
Instead, the dentist should stop the 
procedure and contact the local oral 
and maxillofacial department as soon 
as possible. Relevant information, 
including pre-operative radiographs, 
the size of fragment and circumstances 
surrounding the extraction should be 
provided.2 It has been reported that 
a delay in removal of over 24 hours 
can result in an inflammatory reaction 
leading to increased pain, swelling, 
trismus, infection or migration of the 
root into deeper spaces.1,12,13 If the 
patient cannot be seen immediately 
by the oral and maxillofacial team, 
it is recommended that the dentist 
cleans the area, sutures the socket and 
provides the patient with antibiotics.2

Figure 1. Orthopantomogram of displaced LL8.

Figure 2. CT head coronal view of displaced LL8 
in parapharyngeal space.

Figure 3. CT head axial view of displaced LL8 in 
parapharyngeal space.

Figure 4. CT head 3D view of displaced LL8 in 
parapharyngeal space.
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