
 

Orthodontic Problems  
in the Seven Year Old Patient 

Presenter
Presentation Notes
As the family dentist, you’re often the first to see orthodontic problems in young patients.  Many times there are questions about when to refer to other dental providers and for what.  The purpose of this presentation is to help you, as the primary dental care provider, recognize developing orthodontic problems so the patient can be treated or referred to the appropriate dental specialist for evaluation.Many problems involve multi-disciplinary work.  (Click to next slide.)
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Dental Health Care Team  

Presenter
Presentation Notes
The general dentist and staff head up the Dental Health Care team which includes dental specialists such as the periodontist, oral and maxillofacial surgeon, endodontist and the orthodontist.  As the primary care provider, you often utilize the resources of dental specialists to bring patients to optimal dental health.  Today we’ll concentrate on the orthodontist. (Click to next slide.) 



Orthodontist as a Member of the Dental Team  
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Presentation Notes
As orthodontists, our specialty is orthodontics and dentofacial orthopedics– the diagnosis, prevention and treatment of dental and facial irregularities.  In other words, helping to move teeth and align bones of the face.  (Click to next slide.)



 

What is Normal in a 7 Year Old  
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Before we talk about identifying problems in the seven-year-old patient, it might be advantageous to understand what is normal.Normal means a Class I dental and skeletal relationship—a normal sagittal relationship of upper and lower posterior teeth as they meet.  And even though the teeth meet properly, what you’re seeing here is that “ugly duckling” stage of transitional development in which there may be spacing issues, along with minor overjet and overbite concerns.  There are many variations in this transitional stage of development , and perfect tooth alignment is not to be expected and is not a cause for alarm. What’s normal in a seven year old is that the dentition looks abnormal.  As shown in this patient, facial proportions and balance are good.  She has both primary and permanent teeth that are developing normally for her age.  (Click to next slide.)



Transition from Primary to Permanent Dentition  
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Facial development and tooth alignment during the transition from primary to permanent dentition may look worse than it actually is.  In this image, you can see normally developing permanent teeth in relation to primary teeth.  There is normal spacing between the front teeth.  You can see the importance of primary teeth to guide permanent teeth into their proper positions.The timing of permanent teeth eruption is important, too.  Premature or delayed loss of primary teeth can be indicators of problems in the making.  Spacing from primary teeth lost due to trauma or decay will need attention to hold space until the permanent teeth erupt.  (Click to next slide.)



• Sagittal relationships such as: 
 

• Class II - dental and skeletal 
 

• Class III - dental, skeletal and 
functional shifts 

 

What is Not Normal 
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Presentation Notes
Now that you’ve seen examples of the range of normal, it’s easier to recognize what isn’t normal.  These, for example, are not normal.An example of a Class II malocclusion is shown on the top.  This example illustrates both excessive overjet and deep bite.  Class II relationships can be dental or skeletal.  Typically, in a Class II malocclusion the upper jaw is ahead of the lower jaw.Class III malocclusions can be dental or skeletal in nature. The photo on the bottom illustrates a Class III malocclusion–  where typically the lower jaw is ahead of the upper jaw.  (Click to next slide.)



Skeletal Class II Relationships  
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Presentation Notes
About 32 percent of malocclusions in a normal populations are Class IIs, but they comprise about 70 percent of what is treated orthodontically.In a Class II malocclusion, the upper jaw is often ahead of the lower jaw.  This is sometimes referred to as the cause of excessive overjet or “buck teeth.”In a skeletal Class II, the jaws are actually out of alignment.  This problem can be treated by redirecting the eruption of teeth while the jaws continue to grow in the child or adolescent.That’s especially important with a significant overjet– to reduce the risk of trauma to protruding teeth.  The upper jaw may be overdeveloped, but more often, the lower jaw is underdeveloped.   (Click to next slide.)
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Class III Relationships  

Presenter
Presentation Notes
A Class III relationship is characterized by an anterior crossbite.   Class III relationships represent a relatively small percentage of malocclusions among patients– about three percent.   Class III relationships can be caused by growth problems in either jaw.  Typically we see the upper jaw being underdeveloped at this age.  The lower jaw can outgrow a normal upper jaw, but that usually happens at a later age.(Click to next slide.)



Functional Shifts  
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I mentioned earlier that some things look worse than they really are.  The photo on the left further illustrates that statement.  In that photo, we see a patient with a narrow upper jaw, where the lower jaw is forced to shift to the side, bringing the back teeth together.  This is a functional crossbite.  The photo on the right shows the patient able to bite in the center following limited treatment– expansion of the upper jaw.  Now the jaws and teeth are more correctly centered in the patient’s face.The position of the teeth affect the position of the jaw.  When teeth aren’t in a good position, it may cause the jaw to deflect, or shift, so that the patient’s teeth can come together.  It can become habit forming.  If left untreated, these functional shifts can lead to skeletal crossbites, growth disturbances and asymmetries.  It’s important to diagnose in a proper jaw relationship– which is where the muscles and bones of the jaw fit without interferences with teeth–  to identify these types of shifts.   (Click to next slide.)



Tooth position affected by  
mouth breathing 

Trauma 

Medical Problems and Malocclusions  
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Presentation Notes
Sometimes a medical problem can cause orthodontic problems.  For example, large tonsils or adenoids can contribute to mouth breathing, which, in turn, can have an adverse effect on the patient’s orthodontic health, as illustrated in the image on the left.  Certainly accidents, such as we see on the right– an instance in which a patient had trauma to the face– show that medical and orthodontic problems can co-exist.There are many other medical problems such as temporomandibular dysfunction, rheumatoid arthritis and growth hormone deficiencies that may cause orthodontic problems.   (Click to next slide.)



Vertical Relationships and Open Bites  
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Presentation Notes
Vertical relationships are an area of concern.Open bites are a case in point.  An open bite can be caused by sucking on the thumb or fingers, tongue thrust or an airway blocked by tonsils or adenoids.  And while an open bite is unattractive, more importantly, it makes chewing difficult and may contribute to speech pathologies.  Treatment can be required on a number of fronts– in conjunction with referral to an ear, nose and throat specialist, through counseling to get rid of the thumb habit, and through placement of habit correction appliances.  It’s important to catch the patient following instructions, praise the behavior and help the patient stop harmful habits.   (Click to next slide.)



Vertical Relationships – Deep Bites  
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Deep bites—such as this—are of concern because of the potential for abnormal tooth wear and gingival impingements.  Deep bites can be caused by orthopedic problems, vertical maxillary excess, or excessive curve of spee.  This may be one of the most damaging malocclusions.   (Click to next slide.)



Crossbites - Anterior 

Presenter
Presentation Notes
Crossbites, which we touched on earlier, can result from orthopedic problems or functional shifts.  Ectopic tooth eruptions can also contribute to an anterior crossbite.For the patient on the left, the upper teeth erupted posterior to the lower teeth.  This could be a dental or an orthopedic problem.  This may damage the teeth and cause problems with the gingival tissue.The crossbite on the right has contributed to gingival recession for this young patient.Anterior crossbites should be corrected early to avoid damage to the teeth and gums.   (Click to next slide.)



Crossbites - Posterior 
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Here are examples of posterior crossbites.  These are often seen in patients with a narrow maxilla.  A posterior crossbite may cause a functional shift.  It may also appear as a unilateral crossbite because of the shift.  This is easily treated in the growing child.   (Click to next slide.)



Causes  
• early loss of primary  

teeth  
• decay  
• genetics  
• tooth size problems 

Arch Length – Crowding  
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Presentation Notes
Crowding is an orthodontic problem with many causes– early loss of primary teeth, decay, genetics and tooth size discrepancies.   (Click to next slide.)



Problems 
• eruption of 

permanent 
teeth  

• esthetics  

Arch Length – Crowding  
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Presentation Notes
Crowding can lead to problems with eruption of permanent teeth as well as aesthetic concerns.  Crowded teeth are also more difficult to clean and keep clean.   (Click to next slide.)



Arch Length – Spacing 
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Some spacing is normal– and certainly for patients in the primary dentition, some spacing is desirable.  But by the mixed dentition stage, causes of excessive spacing need to be explored.Causes include tongue habits, excessive tissue in the frenum, small teeth, missing teeth, lost teeth and even normal development.Problems related to excessive spacing are impacted permanent teeth and persistent diastema.  And as with other malocclusions, appearance is also a concern.   (Click to next slide.)



Abnormal Eruption Sequence 
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Keep in mind that some causes of malocclusions may be overlooked.  These could include congenitally missing teeth, supernumerary teeth, a cyst preventing eruption of a permanent tooth, ectopic eruptions with impaction against primary teeth, or the path of eruption of a permanent tooth blocked by a retained primary tooth.  Be cognizant of tooth eruption—the permanent tooth should erupt when about two-thirds of the root is formed.   (Click to next slide.)



Congenitally Missing Teeth 
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There may be medical problems associated with growth disturbances, or medical syndromes that can have an effect on the occlusion.  For example, a deficiency of growth hormone can be the source of a problem.  If teeth do not appear when expected, it’s appropriate to take an in-depth, interdisciplinary look to understand why.   (Click to next slide.)



Ankylosed Teeth 
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Presentation Notes
Sometimes permanent teeth fail to erupt normally due to the ankylosis of primary teeth.  This can also be caused by permanent teeth that don’t grow normally—called “primary failure of eruption.” This radiograph is an example of multiple primary or deciduous teeth that have stopped growing.  This occurs when a portion of the periodontal ligament is compromised, resulting in direct contact of the root with the bone.  These teeth will not move and have become ankylosed.  Primary teeth are affected in this radiograph.   However, permanent teeth can be affected as well.��When primary molars are ankylosed, adjacent permanent teeth continue to erupt and can “tip” forward over them. The result is a loss of space needed for the permanent replacement teeth.  In these instances control of space is needed and is accomplished with space maintainers.��Ankylosed primary molars that will be replaced by permanent teeth usually do not need to be extracted. But ankylosed primary teeth with missing underlying permanent teeth should be removed when discovered early and space maintained in order to preserve the height of the alveolar bone.  (Click to next slide.)



The American Association of Orthodontists recommends that all children get a 
check-up with an orthodontist no later than age 7. 

Early Treatment - Rationale 
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Presentation Notes
The American Association of Orthodontists recommends all children have a check-up with an orthodontic specialist no later than age 7.  Not all patients are candidates for early treatment.  For most patients, the opportunity for periodic evaluation by the orthodontist during growth and development will allow the appropriate treatment to be initiated at the appropriate time.  (Click to next slide.)



Early Treatment - Rationale 
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In a case like this, the upper teeth are protrusive, sticking out to the extent that they could be easily damaged if the patient is hit in the face.  We need to tuck these teeth back so they are safe.  We also need to remind patients to use appropriate precautions to protect teeth when engaged in organized or neighborhood sports.  The simple act of wearing a mouth guard regularly may help prevent injury to teeth.�Early treatment– before all permanent teeth have erupted– may also provide protection for those permanent teeth– particularly with regard to trauma.  Other patients will benefit from early intervention to improve eruption patterns– preserving or gaining space for erupting permanent teeth.  Early treatment can help correct harmful oral habits– something we want to treat while the patient is growing.And for some patients, early intervention can have more than physical benefits.  There are psycho-social concerns – some patients may be subject to teasing, which can have a damaging and long-lasting effect on the patient’s self-concept.  For some, there may be immediate and long-term periodontal concerns.  And, some conditions are more easily treated while the patient is growing.  (Click to next slide.)



• Interception of development 
  -Extraction vs. non-extraction 
  -Orthopedic treatments with growth 
• Better prognosis in permanent dentition 
 

Before During After 

Benefits of Early Intervention 
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Orthodontists may prefer to treat problems like this early, giving the patient a better prognosis for improved function and aesthetics.The first phase of treatment made a significant correction.  The first step was to widen her maxilla.  An appliance was also placed on her lower teeth to control a tongue thrusting habit.  Subsequent treatment brought her front teeth together, to enable her to chew and function normally.   (Click to next slide.)



Correction of Thumb Habit 

Before  
Thumb Habit 
Correction 

After  
Thumb Habit 
Correction 

Benefits of Early Intervention 
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This patient had an active thumb-sucking habit.  She was seen and treated at age seven.  This correction took six months, when the “after” photo was taken.  This patient may require full braces in the future.  (Click to next photo)  



Benefits of Early Intervention 

Correction of Open Bite 
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This patient also benefited from early intervention and got a good result.   (Click to next slide.)



Development 
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Take a holistic view of the patient’s development and the many factors that can affect a patient.  Obviously, as dental professionals, we are mainly concerned with the dental aspects of development.  When indicated, orthodontic treatment can be beneficial in many ways– for the safety of the developing dentition, for good function, and possibly for a less-invasive early correction.  Our shared goal is to bring each patient to optimal dental health.But another part of an individual’s development is self-perception.  Psychological implications of malocclusion can be wrenching for patients and their parents.  A poor self-image developed during the formative years can impinge on social and professional opportunities.  A healthy smile is usually a beautiful smile.  And a beautiful smile is an asset.With posterior occlusion established through the eruption of the first molars around age 7, an orthodontic check-up is a good idea.  By this age– or sometimes before—we can detect arch length problems, habit patterns, crowding, and vertical dimension problems.   (Click to next slide.)
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Questions? 

Presenter
Presentation Notes
Thanks to all of you for being here today.  I’m happy to answer any questions you may have.  (End of presentation.)
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