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Abstract 

The aim of the study was to debate and analyze the cases exposed in various magazines and specialized 

sites by referring to preprotective adjustments so necessary to obtain a prosthetic potential space of desired sizes. 

Interdisciplinary collaborations in dental medicine make it possible to treat the complex, successful 

treatment of various abnormalities leading otherwise to restore the functions of the stomatgnate system. In recent 

practice, focus on functionality and aesthetics, without compromise. It can be seen as the Prosthetician will 

request orthodontic, surgical and periodontal help to achieve exceptional results. 

Result 

Clinical analysis should be associated with the paraclinical, the existence of current scanning and 

interpretation methods by facilitating exceptional results to the recovery of poles into the calibration of the edient 

space for subsequent prostheses. 

Introduction 

Preprosthetic Orthodontics 

I. Orthodontics treatment with 

multiple missing teeth 

It is essential the decision that will 

argue whether the closure or opening of the 

space is more suitable for the final 

resuction. Also, the selection of prosthetic 

treatment is important, choosing between: 

conjunct works, amvotible acrylic works, 

skeletal works, implants, etc. The implant 

could be placed before or during 

orthodontic treatment to anchor teeth in the 

subsequent movement. On the other hand, 

the implant placement before or during 

orthodontic treatment increases the risk of 

inappropriate positioning of the implant, 

the aesthetics and the function of the future 

crowns applied on the implant are 

compromised. A phase of dental position is 

required by making a wax up, a surgical 

guide to simulate the result of treatment 

objectives. Designing a new digital 

software can be useful in such situations. 

Designing a new digital software can be 

useful in such situations, allowing 

clinicians to change the position of existing 

teeth, plan the size, shape and location of 

the future crowns supported by the 

implant, manufacturing a surgical guide. 

II. Excessive vertical overbite 

Another method involves the 

orthodontic correction of overbonds 

followed by restorative treatment. 

Orthodontic can be correct by intrusion of 

previous teeth, posterior teeth extrusion or 

using both methods. The lateral teeth are 

more prone to relapse after extrusion as a 

result of the contraction of masticatory 

muscles. Thus, in adults, the segmental 

intrusion of previous teeth is preferred. The 

use of the implant anchorage is useful in 

these patients as it offers absolute 

anchorages to manage the intrusion of the 

previous teeth. 
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For orthodontic treatment of patients 

with deep vertical overlap, Kokich 

recommended the following approach: 

1. Identify the correct occlusal plane 

on cephalometric radiograph using 

a fixed landmark. Posteriorly, the 

occlusal plane originates from the 

contact between maxillary and 

mandibular 2nd molars. Anteriorly, 

the other end of the occlusal plane 

may be regarded as the level of the 

upper lip at rest (Fig. 1). 

 

Fig. 1 Cephalometric tracing for a patient with excessive anterior overbite. The red line indicates the correct occlusal plane 

connecting the occlusal surface of the second molars posteriorly and upper lip in rest position anteriorly 

 

2. By studying the relationship 

between maxillary and mandibular 

anterior teeth with the correct 

occlusal plane, the clinician can 

determine whether the deep vertical 

overbite is caused by overeruption 

of maxillary or mandibular anterior 

teeth. This determination can be 

made by identifying the incisal 

edge of the maxillary central 

incisor and measuring its distance 

from the correct occlusal plane. 

Notably, age affects the distance 

between the incisal edge and upper 

lip. Thus, maxillary anterior teeth 

are expected to be 2–3 mm below 

the anterior end of the plane in 

young people; this distance is 

shortened for older people. If the 

distance exceeds expected values, 

the maxillary anterior teeth are the 

likely source of the deep bite. For 

mandibular anterior teeth, the 

incisal edge should be at the level 

of the occlusal plane; if these teeth 

are above the occlusal plane, they 

are over-erupted and may need to 

be intruded. 

3. Evaluate the gingival margin 

position: 

a) If the gingival margins of the 

central incisors are located 

coronally to the canines, the 

clinician should identify the 

cause of this uneven gingival 

margin. 

b) If the cemento-enamel junction 

is within 1 mm of the gingival 

margin and the incisal edges of 

the anterior teeth show a 

degree of tooth wear, the 

anterior teeth may have 

experienced compensatory 

eruption or dentoalveolar 

extrusion. Thus, the clinician 

would need to further intrude 
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the teeth apically, in order to 

correct the gingival margin 

position; in this situation, the 

width-to-length proportion of 

the final restorations that fit 

the patient’s esthetic would be 

an important determinant for 

the extent of intrusion. 

However, if the 

cementoenamel junction is 

located more than 1 mm apical 

to the gingival margins, the 

gingiva may have experienced 

altered passive eruption and its 

length should be corrected 

surgically. 

c) Importantly, prior to the 

implementation of any 

orthodontics treatment, 

restorative dentists and 

orthodontists should agree on a 

specific treatment plan and 

must use the gingival margins 

(not the incisal edge) as a 

reference for tooth intrusion, 

particularly if the patient 

shows a high smile line. 

4. Most patients with deep anterior 

overbite can be treated by 

orthodontics treatment alone. 

However, for patients with severe 

facial disproportion, surgical 

intervention is required to correct 

excessive vertical overlap. For 

example, in patients with 

significant shortening of lower 

facial height, orthodontic treatment 

will correct the deep overbite, but 

cannot enhance facial appearance. 

Therefore, a mandibular sagittal 

split osteotomy and rotation of the 

mandible in the chin area will 

decrease vertical overbite and 

increase lower facial height. 

III. Worn anterior teeth 

Another type of challenging 

situation that requires a 

multidisciplinary approach involves 

short anterior clinical crowns due to a 

habit of anterior bruxism, combined 

with posterior teeth of normal height 

that maintain their vertical dimension 

(Fig. 2). 
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In this type of situation, the anterior 

teeth will continue to erupt with the 

bone and surrounding tissue 

(compensatory eruption), thereby 

maintaining contact with the opposing 

teeth; this will result in short clinical 

crowns and inconsistent marginal 

gingiva. 

To restore the anterior dentition in 

such situations, the restorative dentist 

can use one of the following 

approaches: 

1. Orthodontics intrusion of the 

worn anterior teeth. 

2. Surgical crown lengthening of 

the worn anterior teeth. 

3. Enhancement of the vertical 

dimension through restoration 

of the occlusal surface of 

posterior teeth, thereby gaining 

the space needed for restoration 

of anterior teeth. 

4. Utilization of the Dahl concept 

 

Periodontal, orthodontic and 

prosthetic treatment in an adult 

patient 

The following case a 41-year 

patient presents a significant loss of bone 

and supporting tissues with pathologic 

migration of several teeth and several 

missing teeth. He was treated with an 

interdisciplinary therapeutic protocol that 

included nonsurgical periodontal therapy 

based on strict control of supragingival 

plaque, subgingival periodontal therapy, 

orthodontic and endodontic treatment, and 

replacement of restorations. 
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The periodontal treatment consisted 

of scaling, root planning, and oral hygiene 

instructions for 6 months. In the facial 

photographs, the patient showed an 

impaired labial seal and excessive lower 

lip protrusion. Intraoral photographs and 

dental casts showed severe loss of 

periodontal support and pathological 

migration of maxillary anterior teeth with 

large gaps between the incisors. He had a 

canine Class I relationship on the left side 

and Class II on the right side, an overjet of 

7.0 mm, and an overbite of 5.0 mm. The 

maxillary first molars and the second left 

premolar were absent, and the second 

molars inclined mesially. The mandibular 

midline deviated 2.5mm to the right and 

the anterior teeth were extruded and 

slightly crowded. 

 

The periapical radiographs (Figure 

2) revealed severe bone loss in both the 

maxillary and mandibular arches. 

The treatment objectives were to 

align and level the teeth, close the spaces 

and reduce the protrusion of the maxillary 

anterior teeth, achieve an ideal overjet and 

overbite, maintain a right Class II canine 

relationship and the mandibular midline 

deviation, correct the mesial inclination of 

the maxillary second molar, open the 

spaces to replace the missing maxillary 

first molars and left second bicuspid, 

achieve a stable occlusion, and improve the 

facial profile. 
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Two treatment choices were 

considered for this patient. Orthodontic 

and prosthodontic treatment, in 

conjunction with regular periodontal 

control, were presented to the patient. The 

first option was to align and level only the 

mandibular teeth with an orthodontic 

appliance, extract all the maxillary teeth, 

and place a complete denture supported by 

implants. This option was not conservative 

but required a relatively short treatment 

time. 

The second choice was to perform 

orthodontic treatment on both arches, 

intruding and uprighting the maxillary 

anterior teeth. The maxillary second 

molars were uprighted to place implants 

and crowns in the area of the maxillary 

first molars and in the area of the left 

second bicuspid. The mandibular teeth 

were aligned and leveled to achieve a 

stable occlusion. 

Treatment Progress. For the 

beginning, endodontic treatments were 

carried out, and during orthodontic 

treatment, the patient was recalled once 

every 3 months for periodontal control.

 

 

The previous withdrawal was performed orthodontically in 8 months, the entire 

orthodontic treatment lasted 30 months. There was no alignment of the median mandibular 

line, and 1.2 was extracted after a root fracture. 
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After orthodontic treatment, 

surgical treatment was performed by 

placing dental implants, and then 

prosthetic treatment. 

Biomechanics for Orthodontic Intrusion 

of Severely Extruded Maxillary Molars 

for Functional Prosthetic Rehabilitation 

The objective of this clinical case is 

thus to present a Class II, division 1, 

subdivision malocclusion with a severely 

extruded maxillary left hemiarch, which, 

due to the loss of mandibular teeth, makes 

prosthetic rehabilitation of the edentulous 

spaces impossible. 
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A significant intrusion was performed with mini-implants followed by the association 

of mini-plates with fixed apparatus and elastomeric chains. 
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The results of this process showed 

that the biological response of the teeth and 

the bone structure during intrusion were 

normal and acceptable. A clinically 

significant intrusion of the left maxillary 

molars, with the recovery of the 

interocclusal space and prosthetic 

rehabilitation, was obtained with the fixed 

orthodontic appliance associated with the 

biomechanics with TADs. A Class I canine 

relationship was also obtained, with a 

correction of midline deviation and a 

restoration of occlusion with implants, 

along with good occlusion, aesthetics, and 

satisfactory function.  
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Median deviation was corrected, occlusion was restored by using implants. 

 

 

 

Intrusion of an overerupted molar using orthodontic miniscrew implant: A 

preprosthodontic therapy 

In this case we present the use of mini-implants  of orthodontic miniscrew implant in 

the intrusion of overerupted molar as a preprosthodontic therapy. A 37‑year‑old woman with 

an overerupted maxillary right first molar encroaching on the opposing mandibular edentulous 

space was successfully intruded using a single miniscrew implant and partial fixed 

orthodontic appliance. Thus, it is avoided/reducing the coronary molar. 

Mandibular edentation is protected by implants. 
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A modification of a Maryland bridge 

 

Preservation of the maxillary lateral 

incisor space after orthodontic treatment in 

an adolescent patient traditionally requires 

the use of a retainer with a lateral pontic, 

commonly referred to as a “flipper,” which 

is minimally effective in the long term. In 

this case a Maryland bridge for 

semipermanent retention is used. A 

stainless steel braided palatal wire is 

bonded to the anterior teeth. A pontic is 

then built intraorally with flowable 

composite, using the palatal wire as 

scaffolding. The retainer is maintained 

until the patient is of age for a more 

permanent restoration

. 

 

Another embodiment of the Maryland deck is indirectly obtained in the dental 

technique laboratory. The space holder consists of an acrylic bridge and two palatal pads. 

Apply using a universal composite resin. 

 

 

 Occlusion in the digital era 

The need of digital technology in 

the occlusion-oriented dental practice is 

more and more important in this days. In 

the three presented cases, patients 

underwent complex orthodontic, implant 

and prosthetic treatment, the aim being to 

re-establish the functionality of the dento-

maxillary apparatus.  
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The patients were evaluated 

clinically at the completion of the 

treatment. Subsequently, during the 

follow-ups (which varied between 2 and 4 

years), clinical analysis using articulating 

paper was carried out and possible signs of 

relapse were specifically searched for. 

Occlusal clinical analysis was later on 

compared with the occlusion recorded 

using the TRIOS® 3 intraoral scanner 

(3Shape) and the T-Scan™ Novus™ 

device (TekScan). Clinical and digitally 

obtained scanner results were similar. The 

results yielded by the T-Scan™ Novus™ 

device were different and they were also 

relevant for elucidating the cause of the 

symptomatology

. 

 

 

   

 

Abrasion is observed, Angle Class 

III malocclusion, dento-maxillary 

disharmony with bimaxillary crowding, 

mandibular laterognathism. Orthodontic, 

prosthetic treatment was performed using 

inlay, onlays, veneers. 

After 4 years, the patient accuses 

sensitivity at level 2.7. Using the 

articulation paper and the intraoral scanner 

there are no alterations at occlusal contacts, 

only an increased intensity in the last molar 

antagonist. 
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Using T-Scan analysis changes are 

observed in the chronology of the contact 

points, the first premature contact being 

between 2.7 and 3.7. Also, an active 

interference at the same teeth is observed 

in the right lateral. Selective polishing 

indicated by T-Scan has led to the 

disappearance of sensitivity. 

Conclusions 

Understanding the influence of 

orthodontic treatment on aesthetic and 

functional results will facilitate adequate 

restaurant planning. Adequate 

multidisciplinary community: orthodontics, 

surgery, parodontology, prosthetics are the 

key to success in large dental treatments. 

Also, clinical analysis should be associated 

with the paraclinical, the existence of 

current scanning and interpretation 

methods, facilitating exceptional and 

obvious results of a prosthesis that meets 

mechanical, functional, biological criteria. 
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