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Deep overbite is commonly treated by molar 
extrusion, incisor intrusion, or both. Careful 

diagnostic assessment is needed to determine the 
best treatment approach. Patients with structural 
deep bites may require orthognathic surgery for 
full correction.1

The amount of incisor exposure in smiling is 
an important consideration in deep-bite cases. 
When the maxillary incisor display is correct, 
maxillary incisor intrusion is unnecessary; treat-
ment should involve intrusion and leveling of the 
mandibular anterior teeth to avoid flattening of the 
smile arc.2 Any maxillary incisor intrusion or 
mandibular leveling should be carefully monitored 
during treatment to maintain proper incisor expo-
sure while effectively correcting the deep bite.

After the development of thermoformed 
appliances that could be used for minor tooth 
movements,3-7 the Invisalign* system was intro-
duced for treatment of moderate malocclusions.8-13 
In 2004, Wheeler reported that Invisalign could 
be used in patients with anterior and posterior 
crossbites, deep bites, anterior open bites or shal-
low overbites, and periodontal problems.14 The 
present article describes the use of Invisalign 
appliances for the correction of deep bite in adult 
patients with normal skeletal patterns.

Case 1

A 23-year-old female presented with a Class I 
malocclusion, a deep bite, and mild crowding in both 
arches (Fig. 1). Treatment involved 23 upper and 
29 lower aligners. After 15 months of initial treat-
ment, another six months of Case Refinement was 
needed to finish the lower alignment (Figs. 2,3).

The upper and lower crowding was corrected 
with interproximal reduction. The deep bite was 
opened by leveling the mandibular arch, using 
controlled proclination of the mandibular incisors 
and only slight intrusion of the maxillary incisors, 
thus maintaining the smile arc. The patient’s good 
posterior occlusal relationship was preserved.

Case 2

A 33-year-old male presented with a Class I 
malocclusion, a deep bite, and severe crowding in 
both arches (Fig. 4). Treatment involved 22 upper 
and 32 lower aligners. Initial treatment lasted 16 
months, but Case Refinement was needed for an 
additional five months to improve the alignment 
in both arches (Figs. 5,6).

The patient’s crowding was corrected with 
upper and lower incisor proclination and minor 
interproximal reduction in the lower left quadrant. 
The deep bite was opened with slight maxillary 
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Fig. 1  Case 1. 23-year-old female patient with Class I malocclusion, deep bite, and mild crowding in both 
arches before treatment.

Fig. 2  Case  1. ClinCheck* superimpositions.
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Fig. 3  Case 1.  A. Patient after 21 months of treatment.  B. Superimposi
tion of pre- and post-treatment cephalometric tracings.
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Fig. 4  Case 2. 33-year-old male patient with Class I malocclusion, deep bite, and severe crowding in both 
arches before treatment.

Fig. 5  Case 2. ClinCheck superimpositions.



Fig. 6  Case 2.  A. Patient after 21 months of treatment.  B. Superimposi
tion of pre- and post-treatment cephalometric tracings.
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Fig. 7  Case 3. 23-year-old female patient with Class I malocclusion, deep bite, and moderate crowding in 
mandibular arch before treatment.

Fig. 8  Case 3. ClinCheck superimpositions.
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Fig. 9  Case 3.  A. Patient after 17 months of treatment.  B. Superimposi
tion of pre- and post-treatment cephalometric tracings.
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incisor intrusion and proclination, along with man-
dibular arch leveling; controlled mandibular incisor 
proclination improved the facial esthetics and 
reduced the patient’s gummy smile. The posterior 
occlusal relationship was maintained.

Case 3

A 23-year-old female presented with a Class 
I malocclusion, a deep bite, and moderate crowd-
ing in the mandibular arch (Fig. 7). Eleven upper 
and 33 lower aligners were used over 17 months 
of treatment (Figs. 8,9).

The deep bite was corrected through slight 
intrusion of the maxillary incisors and mandibular 
arch leveling, while controlled proclination of the 
mandibular incisors reduced crowding. An appropri-
ate posterior occlusal relationship was maintained.

Discussion
Treatment of deep overbite in a patient with 

a normal skeletal pattern should aim to produce 
rapid disclusion of the mandibular incisors and to 
improve the incisor display without flattening the 
smile arc. The importance of leveling the curve of 
Spee in the correction of deep bite has been well 
documented.15-20

Ng and colleagues found that while true inci-
sor intrusion can be achieved with a variety of 
appliances, the use of segmented mechanics is 
especially effective.21 The amount of intrusion 
depends on the dental arch, with more intrusion 
possible in the mandible; individual patient consid-
erations, including the distance between the roots 
and cortical bone; and the chosen mechanics.

According to Boyd, the Invisalign system can 
be effective in treating deep bite because of the 
predictability of the intrusion and leveling mechan-
ics designed during the ClinCheck* procedure.22 
In addition, the disclusion caused by the aligners 
avoids the potential occlusal interferences of fixed 
appliances. Moreover, the Invisalign system is 
generally well accepted by the patient, assuring 
good compliance with the treatment regimen.
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