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Purpose:  This article provides a review of diagnostic criteria related to impacted maxillary cuspids and the prevention of associated complications.  

Prevalence and Etiology:  Maxillary cuspid impaction occurs in 1-2% of the general population.  Palatal impactions account for 85% of these cases and labial impactions make up the remaining 15%.  


The exact etiology is unknown.  The most prevalent theories suggest that genetic factors (genetic theory) or local factors (guidance theory) are involved.

Diagnosis:  Children should be examined by the age of 8 or 9 years by visual inspection, palpation, and radiography.  Visual inspection may provide the following clues to the presence of an impacted cuspid: 

· Retained primary cuspids beyond the age of 13 with no significant mobility.

· Distally inclined maxillary lateral incisors.

· Absence of a canine bulge in the buccal sulcus by the age of 10 years.

Palpation should reveal the canines 1 to 1.5 years before they erupt.  Absence of 

a palpable canine bulge after age 10 is a prime indicator of permanent cuspid impaction.


Radiographs are indicated when canine bulges are not present.  A panoramic radiograph coupled with a maxillary occlusal film allows buccal-lingual location of the impacted cuspid.  Lateral cephalometric films aid in assessing anterior-posterior position and vertical position within the alveolus.

Treatment:  In non-crowded, class I dentitions the treatment of choice is extraction of the primary cuspids at age 10-13.  If no radiographic evidence of improvement exists after one year, surgical exposure and orthodontic eruption may be required.  If root resorption is present on the adjacent teeth, the cuspid should be extracted and the patient monitored for further intervention.  Moderate to severe arch crowding indicates a need for comprehensive orthodontic evaluation and treatment of the impaction and malocclusion.


The prognosis for the success of early intervention may be judged by the degree of overlap of the impacted cuspid and the maxillary lateral incisor.  When the degree of overlap of the impacted cuspid with the maxillary lateral incisor exceeds half the width of the incisor root, the chances for recovery by early interceptive treatment are poor (64%).  In contrast, if the cuspid is distal to the midline of the lateral incisor, the success of early intervention rises to 91%.


Following interventional extraction of the primary cuspids, the child should be followed for 12 months to monitor eruption.      

