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message board

Adult Female
A 22-year-old female who finished treatment six years ago is having trouble biting into food.  
What would you do?

Introduction
Can you please assist with an opinion regarding possible etiology and treatment options? A 

22-year-old female with a history of successful orthodontics completed six years ago reports ideal 
contact between upper and lower incisors at completion of treatment, lower bonded retainer in 
situ. Main concern: “I can’t bite into food anymore.” 

Medical history clear, no dietary or gastric reflux issues. Currently wearing a bite splint nights 
only, unaware that she clenches. Well-balanced facial appearance frontal and profile. Bilateral 
open bite. Significant wear of the dentition with contact on second molars only. Dentition has a 
glossy appearance, possible erosive element? SNA 80 SNB 80 ANB 0 WITS -4mm UI/MX 113* 
LI/MN 87* LI/APo +5mm Mx/Mn 34* UFH 56 LFH 79 LFH:TAFH 58%

Possible wear of dentition related to bruxism/erosion? Has seen a prosthodontist who 
recommended a total occlusal rehabilitation. Has seen a maxillofacial surgeon who suggested a 
Le Fort posterior impaction of the maxilla.

Orthodontic options: Preparation for the Le Fort 1 or TAD-assisted intrusion of second 
molars reducing the amount of restorative work required. Patient would like to avoid surgery if 
possible. Input appreciated thanks. n

Looks like she is only hitting on 7s. I would mount the case on an articulator to see what’s 
going on. It may be as simple as leveling out the 7s. Get a look at that bite splint in place. I bet 
you it only covers 6-6 on the upper and the U7s have over-erupted with time. n
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There seems to be an acid/erosive component to the wear … might warrant a consult with 
a physician re: reflux. Any TMJ symptoms? If the 7s were not part of the splint and there are 
no TMJ issues, you might have her stop using the splint and see if the bite closes down. If not, 
intrusion of the 7s might be required. n

In first intention, I would look at the splint that she wears at night. If the splint is used or 
broken at the level of the 7 it would explain a possible egression hence the open bite. 

Apart from this, continuous growth of the condyle is possible so I would have the pituitary 
examined, rare occurrence granted but that kind of open bite developing six years after completion 
of ortho treatment is not current either. 

In my opinion surgery is not an option, restorative not an option. Those are extremely aggressive 
symptomatic answers to the trouble, and as long as you haven’t found the etiology there is zero 
guarantee that is will not relapse. 

My first step would be to contact the previous ortho, ask for the ceph (before and after treatment 
if possible) and do a super imposition that should shed some light on the nature of the open bite. 
Is it due to a dental movement (like extrusion of the 7) or to a skeletal movement (like continuous 
growth of the condyle.) Do superimposition first before looking for the pituitary gland. n

The upper splint covers the 7s, no TMD symptoms. No facial asymmetry. Is it possible to get 
continued condylar growth with no TMD? Would you recommend a T99 scan and how reliable 
would this information be? Would you consider using TADs for upper second molars intrusion, 
if so please include a possible design of appliance. n

I had one potential case one year ago. Patient did surgery two times and came to see me for 
a third one as she was still Class III. For making the story short, the surgeon who examined 
her was also thinking that continuous condylar growth was one possibility but he was not very 
confident in the T99 scan for diagnostic. 

End story we elected to monitor the case with X-ray and superimposition to see if there was still 
some growth or if it was stable. Finding back the old X-ray would be a wise step. You can have condylar 
growth without TMJ symptom. n

Very interesting case and thanks for posting. My first thought is I would want to track down 
the records. Did she have an open bite that relapsed? Was there truly contact everywhere? What 
exactly was done? 

She does appear to have acid issues—if not GERD then dietary. What does she drink on a daily 
basis? Depending on above I would consider Invisalign with TADs if necessary. This avoids more fixed 
and surgery. These exact kinds of cases win the shootouts since it looks so difficult and generally responds 
so well. Here is one that had same history with good facial balance but had TMJ issues that resolved: n
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Nice result thanks for sharing. Did you use TADs with the Invisalign? If so, please indicate 
position and number, thanks. n

I always have them sign there would be additional costs TADs. However, I have yet to have 
to use them. When the time comes, I would go to the Invisalign CE Center. There are articles 
and talks. I have one case now but I might actually have to use them. n

Try bonding some blue composite on buccal cusps of L 7|7 only, this will prop bite open a 
bit more initially but will have net intrusive effect on the 7s, perhaps that will help close the open 
bite. She can always be actively treated if need be, but why not try that first. I think starting with 
TADs may be a bit overkill in this situation. n

I’d place Band-Lok on the palatal of the upper 7s and see if the bite closes. May help to check 
the mounted models to make sure there are no interferences to CC-wise rotation. n

I would be very uncomfortable not having control of the entire dentition. And if you are lucky 
enough to close the bite it looks like it will auto rotate into an edge to edge situation. Also, try 
bonding some occlusal pads on your second molars and see what it is like. I did on mine and I 
was incredibly uncomfortable and unable to chew/tolerate. Had to remove them after suffering 
for two weeks. n

We put bite raisers (pink triad on ML cusp of upper first or second molars) on a vast majority 
of our patients at the bonding appt. The first reason is to keep from hitting lower brackets but 
the more important reason is to help with vertical when needed. 

I had them on my second molars when I had braces six years ago. None of it was fun but it 
wasn’t a big deal after the first week. When I am trying to get intrusion without TADs I will 
place on both first and second molars. Add some squeezing exercises. n

I know that this is blasphemy in the orthodontic world but would anyone consider equilibrating 
the 7s? Not ideal but fast easy option to present to the patient. Naturally this is treating the symptom 
and not the cause which needs to still be determined. Still not convinced that it doesn’t have to 
do with the night appliance. I’ve seen it before with simple retainers and TMD appliances. n

Equilibrating means removing dental tissue permanently. If the condition is not stable what 
will you do next? For intruding the 7s why not use a clear aligner with open coil spring for 
intrusion? Simple and very cost effective. n
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Cool. Never seen anything like that. n

Just put some separators between 7 and 6 for one week to create space. Take impression. 
Put sugar or another product on the undercut and area that can prevent intrusion of the 7. Do a 
hard tray. Cut a tray in occlusal of 7 to allow the spring to exert an intrusive force and notch to 
insert the spring. Put the spring on the notch and fix it in place with composite. Et voilà a simple, 
inexpensive and very efficient intrusion device. n

Interesting, but you get extrusive forces on the rest of the dentition. n

There is an article on this technique in a prosthodontic journal. Originally they used light 
elastic that the patient changed every day. I treated three cases with those appliances and it 
worked well depending of patient cooperation. Then a GP of my hospital had the idea to switch 
the elastic with closing coil spring. Result very light force so more stable tray and less cooperation 
from the patient necessary. 

The only trouble I see with this is that if you have a patient who needs full treatment you will 
make the treatment longer. In this case braces + miniscrew are a better option. Really mostly for 
cases where you want to intrude only one or two teeth and nothing else.

The rest of the dentition is stabilized by the occlusal force, and the force delivered by the closing 
coil spring is very very light. I have trouble seeing that having any effect on the whole dentition. n

If she’s still hitting on the 7s, it could be condylar resorption (as opposed to growth.) Although 
her condyles don’t appear to be very worn down here, you don’t know until you compare with 
her original treatment’s PAN. n

Her occlusion appears Class III, so definitely not a typical presentation of ICR (idiopathic 
condylar resorption.) Is she biting in CR? I know, CR isn’t really a thing but something looks 
fishy about her occlusion. If she had a “perfect bite” when she finished her ortho six years ago, 
and now has an AOB, she should be more Class II, rather than Class III?

Seems to need more investigation. Images of her condyles would be in order to CYA, if 
nothing else. You don’t want to miss ICR if it is that. Also, check on CR-CO discrepancy. And 
getting the old records if at all possible would be fabulous. n

If that case came into my office I would contact the previous orthodontist and talk to him/
her about the case and get their opinion before I did anything else. Review records. If there was 
no open bite tendency before or after treatment, then I would be looking at growth, the splint,  
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tongue thrust, etc. I have seen cases go crazy from overwearing splint appliances. 

If she had no previous hx of open bite, I would tell her to stop using the splint and check the 
bite in several months. If it improves do nothing. If it doesn’t, consider other options. I would 
be cautious about adjusting the bite from the start. Diagnose first, treat last. Tough case, keep 
expectations realistic. Not my favorite type of case. n

Interesting case; have you taken photos of the splint/night guard in the mouth and out? We 
do that routinely when patients come in with someone else’s orthotic. I agree with the sentiments 
about contacting the previous treatment provider to see what they may have for records.

When I am confronted with these cases, we will take 2–3 sets of models mounted in a CR 
(as best you can get at this time) bite. If the splint is not the cause i.e. not covering the second 
molars, then I would do some “model work” i.e. equilibrate the models to see if the bite closes 
down. I would obtain a CBCT for thorough evaluation of everything.

We put red poster paint on the teeth, have the posterior teeth on one set of models equilibrated 
and remove plaster to see how much bite closure one gets. It’s then demonstrable to the patient 
and referring DDS one option that could be considered. If there are no muscle symptoms, joint 
issues (I would definitely have a CBCT image) to assess joint position and morphology. 

If there are head/neck masticatory muscle symptoms and the splint is good, I would have the 
patient wear the appliance full time, equilibrate as needed to make sure it has shallow anterior 
guidance, and good lateral excursions on the canines. Once muscle symptoms are minimal, we 
take new models, remount the case and compare to see if there has been a CR-CO issue. Treatment 
without adequate diagnosis could lead to more issues. Having spent many years with Ron Roth and 
the FACE group, these protocols have helped me a lot in completing a diagnosis and treatment.

All told, if needing orthodontics, I would lean to Invisalign for the open bite treatment. Keep 
the group posted. n

That is really cool. I would expect that it would work to intrude U7s just like buccal + palatal 
TDs. What size is the spring [length and force in grams]? Thanks. n
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Share your opinion online! 
Search: “Adult Female”
Curious to see how this case turned out? Want to share what you would have done? 
Go to orthotown.com and search the message boards for “adult female.” This 
conversation will be the top result—join in!

Continued from p. 28


