CLINICAL

'Against The Odds'
case report
This case by
Angus Pringle won
second prize in the
BOS ‘Against the
Odds’ competition
and was a class
III malocclusion
with impacted
upper canines and
hypodontia of the
upper lateral incisors

Figure 1: Before treatment – extraoral smile

Figure 2: Before treatment – extraoral profile
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Figure 3: Before treatment – intraoral centre

Figure 5: Before treatment – intraoral upper
occlusal

MAIN COMPLAINT
Figure 4: Before treatment – intraoral right
buccal

INTRODUCTION
Jessica was awarded second prize in the
British Orthodontic Society ‘Against the Odds’
competition. She was a challenging orthodontic
case complicated by class III malocclusion,
impacted upper canines and hypodontia of
upper lateral incisors.

Jessica was referred by her dentist due to her
class III malocclusion. Her complaint was that
she was bothered by her underbite.

MEDICAL HISTORY
Nil relevant

PREVIOUS DENTAL HISTORY
Nil relevant

FAMILY HISTORY
No

history

of

hypodontia

or

class

III
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Figure 7: Panoramic radiograph – prior to extraction of the upper deciduous teeth and
surgical exposure of the upper permanent canines

Figure 6: Before treatment - lateral
cephalometric radiograph
malocclusion.

CLINICAL DIAGNOSIS
A 12-year-old girl presenting with a class III
incisor relationship on class III skeletal base
with reduced vertical dimensions. The case
was complicated by developmentally absent
12,22 and vertical impactions of the 13,23.

TREATMENT OPTIONS
DISCUSSED
1)

To accept the occlusion as it was.

2) To provide reverse pull headgear
to correct the class III component
following by fixed appliances to
align the teeth and open space for
the developmentally absent 12,22.
Interceptive treatment for class III
malocclusion is usually most successful
in the mixed dentition around the age
of nine. As the patient was 12 years
old at the initial presentation, we
advised the patient and parents that
the timing of treatment wasn’t ideal
and there was a risk that the class III
correction maybe less optimal. There
was a risk with this option that the
patient may still require orthognathic
surgery when she stopped growing if

Figure 8: End of treatment – extraoral profile view
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we were unable to correct the class III
malocclusion.
3) To wait until the patient had stopped
growing
and
then
undertake
combined orthodontic treatment and
orthognathic surgery to correct the
malocclusion.
The joint decision was to undertake
option 2.

TREATMENT UNDERTAKEN
Treatment commenced February 2012
(aged 12.5 years) utilising an upper
removable appliance with reverse pull
headgear. This was worn at night time
to correct the reverse overjet. This was
undertaken by a different dentist working

Figure 9: End of treatment – intraoral centre (once
bridges fitted)

CLINICAL
in the practice. The reverse overjet was
corrected by the September 2012. There
was then a period of monitoring waiting
for the deciduous teeth to exfoliate prior
to placing fixed appliances.
The case was transferred to my care.
Radiographic evaluation revealed that
the upper deciduous canines were
retained and the permanent canines
vertically impacted. The patient initially
refused to have their deciduous canines
extracted. Due to the age of the patient
and complexity of the orthodontic
treatment to be undertaken, a joint
decision was made to refer the patient
to the maxillofacial department of Royal
Surrey County Hospital in Autumn of 2013
for the extraction of the upper deciduous
canines and closed surgical exposure of
the upper permanent canines.
Upper and lower fixed appliances

the upper canines. The upper canines
erupted in June 2014, both canines
erupted adjacent to the upper central
incisors.
We reviewed the options for managing
the absent upper lateral incisors and
discussed the risks and benefits of open
verses closing space for the upper lateral
incisors. Due to the underlying class III
malocclusion and the moderate spacing
in the upper arch a joint decision was
made to open space for the upper lateral
incisors. Spaces were opened with a
combination of push-pull mechanics.
Pushcoil was placed between the upper
central incisors and canines to open
space. Powerchain was placed from the
upper first molars to the upper canines
to distalise the canines. By April 2015,
7mm space was opened bilaterally for the
upper lateral incisors.

have resin retained bridges to replace
the missing upper lateral incisor. Prior
to removing the braces there was some
fine adjustments to the tooth position
and dynamic occlusion. The patient was
debonded in January 2016 (aged 16.5 yrs)
with the dentist placing resin-retained
bridges soon after.

were then placed in October 2013 (ages
13 years). The treatment progressed with
alignment and leveling of the occlusal
planes. Vertical traction was applied with
elastic thread to the gold chain to erupt

The patients GDP was consulted
regarding the space available for
prosthetic replacement of the upper
lateral incisors. The joint decision between
the patient, parents and dentist was to

The combination of class III malocclusion,
impacted canines and hypodontia led to a
long treatment duration (seven months of
reverse headgear and then 27 months of
fixed appliances).
Incisal guidance was achieved on
protrusion and canine guidance on
lateral excursions. Due to the tooth size
discrepancy often seen in hypodontia the
buccal interdigitation was not as optimal
as I would have liked.

RETENTION
A bonded retainer was placed on the
lingual surfaces on the lower 3 to 3. The
patient also wore lower Essix retainers
and upper Hawley retainer at night time
to maintain the alignment of their teeth.

REVIEW OF TREATMENT
Despite the late age of presentation, the
correction of the class III malocclusion
was successful and during treatment
there was no obvious adverse growth.

CONCLUSION

Figure 10: Intraoral centre (once bridge fitted)

Figure 11: Intraoral – right buccal

Jessica’s orthodontic journey was fascinating
to see how she grew in confidence not only
when she had her class III malocclusion
corrected but also when her braces were
removed and bridges fitted. She was an
outstanding patient who was highly
motivated and managed to achieve excellent
oral hygiene and cooperation over a long
treatment duration.

Figure 12: Intraoral - upper occlusal
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