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PRACTICAL CLINICAL TIPS: KEEPING YOUR PEDIATRIC SKLS CURRENT

ECTOPIC ERUPTIONS

Second permanent molars engaged un-
der a first molar are more difficult to
correct but should be treated with a
De-Impactor. We recommend imme-
diate treatment since second molars
will not spontaneously upright.

We are frequently challenged by per
manent molars that become impacte
under the adjacent tooth. This news
letter will discuss how we address ec
topic eruptions in our practice.

Permanent laterals that cause resorp-
tion of primary canines and cannot

) ~ erupt should be treated by extraction of
The literature reports a 3 to 4% inci- the deciduous tooth.

dence of ectopic eruptions of the max
illary first permanent molar. How-
ever, given the higher incidence o
permanent lateral incisors under pri
mary canines, ectopic eruptions in ?

volving all permanent teeth are com {;}
mon.

The brass ligature is a frequently use|
treatment for correction of molar im-

pactions. Active fixed appliances arg
also utilized. We have found that thé
“De-Impactor” made by Arkansas
Dental Products Company is the eas
est, least costly and most efficien
method to upright a locked permane
molar.

Background

%3

When to Intervene

Intervention is necessary if the first permanent mar is dis-
placed more than 3mm into the primary molar.

Not all molar ectopic eruptions require treatmefihe majority of permanent

molars that may initially cause minor resorptiontteé distal root of the second
primary molar will “jump”. If the first permanemholar has moved less than 3
mm into the second primary molar, is parallel te kbng axis of the mandibular
molar and there is minimal (less than 3mm) resomptf the second primary

molar, then observe the area for six months. Vetgion will be necessary if

mesial migration progresses.
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Using a De-Impactor

We have included the brochure from Arkansas Dental

Products. The graphics are excellent and theuictsbns
are easy to follow.

Our modifications and treatment sequence follows:
- Anesthetize the tissue.

Remove any tissue that prevents the arms of the De-
Impactor from engaging the mesial contacts. We use

electrocautery.

Hold the arm, not the bridge, with a hemostat &- pr
vent dropping the spring.

Lock the hemostat on the lingual arm.

Engage the buccal contact with the free arm, then

swing open the lingual arm across the marginaleridg
and push the lingual loop under the contact point.

Use only the short arm De-Impactor unless correct-
ing a lower second permanent molar which requires

the long arm to reach under the contacts. If lamg

De-Impactors are used to treat ectopic eruptions
other than lower second permanent molars signifi-
cant resorption of the second primary molar, and

occlusal interference will occur.

We use a 3-prong plier to activate the loop.

To remove it after correction, use an orthodontiew
cutter to cut the loop in half. Remove each sactio
with a hemostat.

Treatment Time

The length of treatment depends on the severith@fim-
paction. Our average correction time is 4-6 mantkiée
see the child every 6 weeks to check the positibthe
springs and make sure the loops are well engadeds
usually not necessary to adjust the spring eadh i/ithe
initial placement was tight.

Infrequently we will place a brass ligature to aslai the
final jump if the De-Impactor cannot be tightenetegh
to move it distally the last millimeter or so.

Take a bite-wing radiograph every six months dutiegt-
ment. Distal root resorption of the primary matan occur
and advance rapidly. Most primary teeth exhilitnoot
resorption will stabilize once the permanent totthup-
righted. We recommend periodic monitoring. Exii@at
of the primary molar is indicated in the presenteain or
mobility. If it is necessary to extract the primampolar a
space maintainer might be indicated. Pulp theiapyot
successful because the coronal tissue is in di@oimuni-
cation with the periapical tissue when the distatrhas
been resorbed.

We have included a few cases of ectopic erup-
tions. As with any new venture, you will ex-
perience a learning curve using the De-
Impactor.

Pretreatment

After Placement

After Activating the Loop



Delmpactors in Place

h

# 3 before correction # 14 before correction

# 3 after correction # 14 after correction
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#3 before treatment Treatment progressing

# 14 corrected

# 30 should be treated with a Delmpactor
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Correction of lower ectopic eruptions by diskineg tiistal of
the second primary molars

Disking allowed the permanent molars to erupt.
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