©2007 JCO, Inc. May not be distributed without permission. www.jco-online.com

Correction of Anterior Crossbite
Using Occlusal Build-Ups

VASILEIOS TZATZAKIS, DDS
IOANNA GIDARAKOU, DDS

M any methods have been used to correct anteri-
or crosshites,t6 including palatal expanders
and removable, fixed, and orthopedic appliances.™3
When an anterior crosshite needsto be corrected in
the deciduous dentition, however, the clinician may
be reluctant to begin treatment because of the uncer-
tainty of cooperation and the chance that the per-
manent teeth might also erupt in crosshite.

Thisarticleintroducesasimple, inexpensive
method of correcting an anterior crosshite without
orthodontic appliances. We have found it works
consistently well in young patients.

Procedure

The occlusal surfaces of the mandibular sec-
ond deciduous or first permanent molars are built
up with glassionomer cement.* 1415 No etching is
needed. Theclinician can easily equilibrate the two
cement ramps after bonding so that the molars
occlude evenly. We ask the patient to bite down
lightly before the cement has completely poly-
merized, however, so that minimal occlusal adjust-

*Ketac-Cem Radiopaque, trademark of 3M ESPE Dental Products,
Building 275-2SE-03, 3M Center, St. Paul, MN 55144; www.3m.

com/espe.
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ments are required.

If the glassionomer wears down during treat-
ment, more cement can easily be added. Patients
and parents are advised that if one of the build-ups
comes off, they should schedul e an appointment to
replace it. Patients are also instructed to avoid
chewing sticky foods and to brush and floss as
usual. They get used to chewing with the cement
build-ups surprisingly quickly.

Patients should be seen on a regular basis,
every five or six weeks. Once the crosshite has been
corrected, the cement is removed. Although the
molars to which the cement was bonded may
become intruded, this situation will correct itself
within two to three months (Fig. 1).

Fig. 1 A. Molar intrusion seen after removal of
glass ionomer cement build-ups. B. Spontaneous
correction in three months.
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Fig. 2 Case 1. 7-year-old female pa-
tient with upper four deciduous in-
cisors in crossbite before treatment.

Fig. 3 Case 1. Glass ionomer ce-
ment bonded to occlusal surfaces
of lower second deciduous molars.

Fig. 4 Case 1. Correction of cross-
bite and profile improvement two
months later.
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Case 1

A 7-year-old femal e presented with the upper
four deciduousincisorsin crosshite (Fig. 2). Glass
ionomer cement was added to the occlusal surfaces
of the mandibular second deciduous molars (Fig.
3). Two months later, with the crosshite corrected,
the cement was removed (Fig. 4). The patient’s pro-
file also improved significantly.

Fig.
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Case 2

A 10-year-old male presented with the upper
central incisorsin crosshite (Fig. 5). The lower first
permanent molarswere built up with glassionomer
cement (Fig. 6). Three months later, the crosshite
was resolved (Fig. 7). The upper lateral incisors
erupted in anormal relationship to the lower arch,
while the lower anterior crowding resolved itself
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as the occlusion was unlocked (Fig. 8).

Case 3

A 7-year-old male presented with a crosshite
of the upper left central incisor and gingival reces-
sion of the lower left central incisor (Fig. 9). Two
months after aglassionomer build-up of the lower
molars, the crosshite was resolved, and the perio-
dontal condition of the lower incisor had improved
significantly (Fig. 10). Three months later, the
gingival contours of the lower incisor were almost
normal (Fig. 11).

lower left central incisor before treatment.
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Fig. 8 Case 2. Upper lateral incisors
erupting in proper positions as
lower anterior crowding resolves
spontaneously.

Discussion

According to Balters, the equilibrium
between the tongue and the circumoral musclesis
responsible for the shape of the arches and inter-
cuspation.’¢ In the technique shown above, this
equilibriumisinterrupted by the occlusal build-up,
so that the unopposed force of the tongue helps
move the teeth in anterior crossbiteinto their nor-
mal positions. Because these teeth are lingual to
their antagonists, their movement is not hindered
by thelips. The movement occurs rapidly enough
that there are no side effects on the rest of the occlu-
sion or the TMJ.

— -

Fig. 9 Case 3. 7-year-old male patient with crossbite of upper left central incisor and gingival recession of
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Progress can be monitored easily, and no
specia patient cooperation is needed. Therefore,
the clinician can confidently begin treatment early
enough to gain space for upper and lower arch
development, resolve any periodontal problems,
and encourage normal skeletal growth.

We have successfully treated more than 40
patients with this method, moving both deciduous
and permanent teeth out of crosshite. In a case of
anterior crosshite with askeletal component, how-
ever, more comprehensive orthopedic treatment
should be considered.

REFERENCES

1. Keski-Nisula, K.; Lehto, R.; Lusa, V.; Keski-Nisula, L.; and
Varrela, J.: Occurrence of malocclusion and need of orthodon-
tic treatment in early mixed dentition, Am. J. Orthod. 124:631-
638, 2003.

2. Ngan, P; Hu,A.M.; and Fields, H.W. Jr.: Treatment of Class |1
problems begins with differential diagnosis of anterior cross-
bites, Pediat. Dent. 19:386-395, 1997.

3. Harrison, R.L.; Leggott, PJ.; Kennedy, D.B.; Lowe, A.A.; and
Robertson, PB.: The association of simple anterior dental
crosshite to gingival margin discrepancy, Pediat. Dent. 13:296-
300, 1991.

4. Kornhauser, S.; Schwartz, Z.; and Bimstein, E.: Changesin the
gingival structure of maxillary permanent teeth related to the
orthodontic correction of simple anterior crosshite, Am. J.
Orthod. 110:263-268, 1996.

5. Miygjima, K.; McNamara, J.A. J.; Sana, M.; and Murata, S.:
An estimation of craniofacial growth in the untreated Class 111
female with anterior crosshite, Am. J. Orthod. 112:425-434,
1997.

6. Onodera, K.; Niikuni, N.; Yanagisawa, M.; and Nakajima, |.:
Effects of functional orthodontic appliancesin the correction of
aprimary anterior crosshite—changesin craniofacial morphol-
ogy and tongue position, Eur. J. Orthod. 28:373-377, 2006.

7. Giancotti, A.; Romanini, G.; and Docimo, R.: Early treatment
of anterior crosshite with an Essix-based appliance, J. Clin.
Orthod. 38:161-164, 2004.

8. Skeggs, R.M. and Sandler, PJ.: Rapid correction of anterior

VOLUME XLI NUMBER 7

Fig. 11 Case 3. Further improvement in periodon-
tal condition of lower left central incisor three
months later.

crosshite using a fixed appliance: A case report, Dent. Update
29:299-302, 2002.

9. Sari, S.; Gokalp, H.; and Aras, S.: Correction of anterior dental
crosshite with composite as an inclined plane, Int. J. Paediat.
Dent. 11:201-208, 2001.

10. Murakami, T.; Hamano, Y.; and Hagg, U.: A maxillary pro-
tracting bow appliance for Class Il treatment in the primary
dentition, Int. J. Paediat. Dent. 11:78-83, 2001.

11. Al-Sehaibany, F. and White, G.: A three dimensiona clinical
approach for anterior crosshite treatment in early mixed denti-
tion using an Ultrablock appliance: Case report, J. Clin. Pediat.
Dent. 23:1-7, 1998.

12. Olsen, C.B.: Anterior crosshite correction in uncooperative or
disabled children: Case reports, Austral. Dent. J. 41:304-309,
1996.

13. Miyajima, K.; Imamura, S.; Fuwa, Y.; Nakamura, S.; Nagahara,
K.; Tsuchiya, T.; Kurosu, K.; and lizuka, T.: Posterior biterais-
ing effects on a primary anterior crosshite case, J. Clin. Pediat.
Dent. 19:131-134, 1995.

13. Benham, N.R.: Treatment of simple anterior crosshite using a
fixed appliance technique, J. Dent. Child. 42:487-488, 1975.

14. Newman, R.A.; Newman, G.V.; and Sengupta, A.: In vitro
bond strengths of resin modified glass ionomer cements and
composite resin self-cure adhesives: Introduction of an adhe-
sive system with increased bond strength and inhibition of
decalcification, Angle Orthod. 71:312-317, 2001.

15. Donly, K.J; Istre, S.; and Istre, T.: In vitro enamel remineral-
ization at orthodontic band margins cemented with glass
ionomer cement, Am. J. Orthod. 107:461-464, 1995.

16. Balters, W.: Eine Einfihrung in die Bionatorheilmethode:
Ausgewahlte Schriften und Vortrage, C. Herrmann, Heidelberg,
Germany, 1972.

397



