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ABSTRACT 

In the last decades orthodontics became part of an interdisciplinary dental team in order to contribute to the oral 

rehabilitation of the patients. In this paper we made a review of different clinical situations in which the necessity of 

an orthodontic stage was established by the general dentist in order to obtain better esthetic results in the anterior 

area. This particular situations refer to congenitally missing teeth, microdontia, peg-shaped lateral incisor , large 

diastema and abnormal axis of the anterior teeth which would make difficult the proper restauration of the frontal 

teeth. 
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INTRODUCTION 

 Nowadays orthodontics is more and 

more involved in oral rehabilitation of the 

patients referred by different dental specialists. 

The orthodontist is asked to create the proper 

conditions for dental specialists in order to 

continue with restorative procedures. The role 

of the orthodontist is to agree and follow the 

treatment plan established by team and his 

contribution is related to correction of 

unfavorable dental axes, close spaces, re-open 

space (e.g. dental implant placement), distal or 

mesial dental movement and dental intrusion 

or extrusion. The frontal area is a sensitive 

area regarding the requirements for esthetics 

and function. In many cases the general dentist 

is not able to solve successfully and in a 

conservative approach without orthodontics 

some challenging situations with tipping of the 

teeth, intermediary spaces, extrusion of the 

teeth. 

Space opening for congenitally missing 

lateral upper incisor for dental implant 

placement  

 Tooth agenesis is a common 

development dental anomaly in humans.  

Congenitally missing upper lateral incisor is 

one of the most frequent types of agenesis  ( 

except the third molars) and it can be inherited 

or it can appear accidentally or in association 

with other anomalies1,2. Different authors 

reported the prevalence of congenitally 

missing upper lateral incisor within the range 

0.79%- 2.6% in different populations, with a 

higher incidence of unilateral anodontia3,4,5. In 

most cases with unilateral missing upper 

lateral incisor , the remaining upper lateral 
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incisor is smaller or peg-shaped. The 

therapeutical approach in upper lateral incisor 

agenesis is either to close the space between 

the central incisor and the upper canine or to 

open the space for prosthodontic replacement 

with a dental implant or a bridge (Fig. 1, A to 

E)6,7. The decision is taken depending by the 

clinical condition, type of malocclusion, 

available space and teeth inclination, esthetic 

demands, duration of treatment and patient’s 

choice8,9. If a prosthodontic replacement is 

chosen by the specialists and the patient, the 

orthodontist became part of a team, consisting 

of orthodontist, general dentist or/and 

prosthodontic specialist (Fig.2 A to E)

 

 

 

 

 

Figure 1 . A to D.   Patient 1. Class II division 2 malocclusion with deep bite and congenitally missing 22 

tooth, abnormal  small 12 tooth- initial  intraoral view. E. Initial panoramic radiograph. 

 

 

 

 

 

 

 

Figure 1.  A to D.  Patient 1 at the end of treatment, class I occlusion with space opened for 22  and 12 

teeth. Implant placement for the missing 22 tooth and reshape of 12 tooth with composite for esthetic 

reasons- final introral view. E. Panoramic view with the dental implant in place 

Create or open  space for correction of 

abnormal size or shape of  the frontal teeth 

The anterior teeth proportions for an ideal 

smile remain a controversy in dental esthetics. 

The perception of “dental attractiveness” 

differs from person to person10,11 and a 

computerized mock up should be performed 

before every change in dental shape and size 

in order to receive the agreement from the 

patient. Alteration of incisors’ width and 

length will affect the smile and the whole 

dental and facial esthetic12. Regarding the 

ideal ratio between the width of the central 

and lateral upper incisor there is a continuous 

debate. Although Lombardi13 considers that  
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the ideal proportion should be 62%, Snow 

suggested that the golden percentage should 

be lateral incisor/ central incisor only 60%. 

Furthermore Snow14 suggested that the width 

of each tooth to the total width of the anterior 

teeth should be: canine 10%, lateral incisor 

15% and central incisor 25%.   

The change in teeth shape and dimension can 

be made by several methods: enamel reduction 

( stripping) when the size is too big and  

restorative procedures using composite or 

veneers for small teeth. Some of this 

procedures can be done either by general 

dentists or/and orthodontists. The role of the 

orthodontist begins in the following situations:  

important diastema or too much space unable 

to be managed only with veneers; crowding or 

not enough space for veneers or crown 

placement in order  to change anterior dental 

esthetics; Bolton discrepancy; patients with 

spacing in the dental arch who refuse veneers. 

In figure 3 and figure 4 we present a patient 

with mild class III malocclusion with small 

upper  lateral incisors ( 50% from central 

incisor width), and crowding in the maxillary 

arch where the decision was taken to solve the 

malocclusion and to open some space mesial 

and distal to the  lateral incisors for veneers 

placement in order to achieve a better 

esthetics. 

 

 

 

 

 

 

 

Figure 2. Patient 2 mild class III malocclusion with crowding in the upper and lower dental arch, Bolton 

discrepancy due to small maxillary lateral incisors.- intraoral view 

 

              

 

 

 

  Figure 4. Patient 2 . A to C : immediate after debonding with class I occlusion and spaces mesial and 

distal to upper lateral incisors ( blue arrows) for mesio distal width correction with veneers; D to E : 

patient after temporary veneers placement in the same day with debonding
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Mesial or distal teeth moving for  anterior 

space closing or opening as an aid for 

prosthetic reasons 

 In our practice there are patients 

referred to the orthodontist by the dentist in 

order to move either the anterior teeth or the 

lateral teeth in order to create the favorable 

environment for prosthetic reconstruction. The 

order of treatment sequence is as follows: the 

orthodontist and the dentist establish the 

treatment plan together with the patient: the 

patient begins the orthodontic treatment which 

in many cases is shorter than usual and limited 

to the main problem, considering also that , 

usually,  is suitable for adult patients; close to 

the final stage of the orthodontic treatment the 

patient is sent to the dentist in order to check 

for the accomplishment of the treatment 

objectives and indicate further corrections, if 

necessary; debonding and transfer the patient 

to the dentist for final reconstruction. This is 

the case of the patient presented in Figure 5, 

where a new bridge was planned to be placed 

in the anterior area and the right temporary 

canine which was maintained on the arch up to 

the age of 30 years finally was lost. The 

permanent upper right canine erupted mesially 

to the former temporary one, so a 5 mm space 

remained between the first premolar and the 

permanent canine. The dentist asked the 

orthodontist to close that space in order to 

correct rotation of the upper canine , to move 

it distally and to allow later to change the 

previous anterior bridge. 

 

 

 

  

Figure 3. A to C.  Patient 3 intraoral view before treatment; space distal to the permanent upper canine 

after temporary right upper canine lost. Anterior 4 teeth bridge. 

 

 

 

  

 

 

Figure 4. Patient 3: A – treatment progress with orthodontic dental placement for skeletal anchorage for 

mesial movement of right premolars and molars; B- orthopantomography during treatment; C,D – patient 

at the end of treatment with space closed between the upper right permanent canine and first upper 

premolar 
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CONCLUSIONS 

  The orthodontic treatment might be 

a good option for many clinical cases in 

which restorative methods alone are not able 

to  produce the expected esthetic result by 

the patient. The need for orthodontic 

treatment should be first of all established 

by the dentist and also the main objective for 

each stage up to the final restauration. The 

patient should be correctly informed about 

the need and benefit of the orthodontic 

treatment, but also to be informed about 

additional time of treatment and costs. The 

orthodontic management of the space in the 

anterior area may result in opening the space 

for implant or bridge placement, correction 

of dental axis, closing the diastema or other 

unwanted spaces and providing space for 

dental veneers
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