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Abstract  

Class III malocclusion (either anterior cross bite or edge

or more upper and lower incisor teeth. To correct the Class III malocclusion different methods has been practiced. In each of

the cases presented here, the class III malocclusion was treated by extracting lower 1

and effective method for treating this malocclusion and can establish normal overbite and overjet.
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Introduction 

A few treatment modalities can measure when treating Class III 

malocclusion cases, as indicated by the anteroposterior 

disparity, patients' age and patient consistence. For adult 

patients, the treatment options may include altered apparatuses 

with extractions, for example, four premolar extraction and two 

premolars extraction of lower jaw
1
. 

 

For stability and satisfying result for class III malocclusion, 

combination of surgical-orthodontic treatment is the best 

treatment choice
2
. According to the patient’s desire 

occasionally, we have to avoid the surgery and finish the case 

with camouflage treatment with selective teeth extraction

 

Lingual position of upper anterior teeth in relation to lower 

anterior teeth is defined as anterior cross bite
7

vital esthetic and functional concern for affected person. If 

anterior cross bite not treated, it sometimes restricts the 

maxillary growth, mandibular displacement, traumatic bite and 

may prolong the treatment time
8
.  

 

Various etiological factors including supernumerary anterior 

teeth, displacement of permanent tooth germs due to trauma, 

lingual eruption path of upper anterior incisors, retained 

deciduous tooth, inappropriate arch length, anterior inciso

region crowding and habit of upper lip biting
9

 

Moreover, for edge to edge bite if not treated, it may cause 

abnormal enamel attrition, fracture, periodontal pathosis, 

mobility of anterior teeth and disturbance of temporomandibular 

joint
10

. 

 

Here we describe two cases of skeletal class III malocclusion 

with edge-to-edge anterior bite and anterior cross bite. In these 
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Class III malocclusion (either anterior cross bite or edge-to-edge bite) is the results of labio lingual mal relationship of one 

or more upper and lower incisor teeth. To correct the Class III malocclusion different methods has been practiced. In each of

the cases presented here, the class III malocclusion was treated by extracting lower 1
st
 premolars. The procedure is a simple 

and effective method for treating this malocclusion and can establish normal overbite and overjet. 

Class III malocclusion, first premolars extraction, edge-to-edge bite, case report, anterior cross bite.

A few treatment modalities can measure when treating Class III 

malocclusion cases, as indicated by the anteroposterior 

disparity, patients' age and patient consistence. For adult 

y include altered apparatuses 

with extractions, for example, four premolar extraction and two 

For stability and satisfying result for class III malocclusion, 

orthodontic treatment is the best 

. According to the patient’s desire 

occasionally, we have to avoid the surgery and finish the case 

with camouflage treatment with selective teeth extraction
3-6

. 

Lingual position of upper anterior teeth in relation to lower 
7
. It may consider a 

vital esthetic and functional concern for affected person. If 

anterior cross bite not treated, it sometimes restricts the 

maxillary growth, mandibular displacement, traumatic bite and 

Various etiological factors including supernumerary anterior 

teeth, displacement of permanent tooth germs due to trauma, 

lingual eruption path of upper anterior incisors, retained 

deciduous tooth, inappropriate arch length, anterior incisor 
9
. 

Moreover, for edge to edge bite if not treated, it may cause 

abnormal enamel attrition, fracture, periodontal pathosis, 

mobility of anterior teeth and disturbance of temporomandibular 

cribe two cases of skeletal class III malocclusion 

edge anterior bite and anterior cross bite. In these 

case reports, the anterior cross bite and edge

corrected by extraction of lower first premolars.

 

Case Reports 

Case 1: A 23 years old woman came for orthodontic 

consultation. Her chief complaint was the unaesthetic 

appearance of edge-to-edge anterior bite. Patient has no medical 

problems. For dental history, patient had history of dental 

scaling and restoration. Moreover, 

using removable orthodontic appliance for correction of anterior 

cross bite. Patient has a habit of tongue thrusting, abnormal 

swallowing pattern and bruxism. Clinical examination showed 

that the profile was concave, no lip trap, l

there is no clicking and no tenderness on opening/closing.
 

All teeth were present including third molars. Patient had edge

to-edge incisor relationship, class III molar relation in both side, 

class I canine relation in left side and cl

right side. Lower central line shifted 1mm to the left, 

0mmoverjet and overbite (Figure-1).
 

Case 2: The Patient was 16 years old Malay girl, came to our 

hospital with Class III malocclusion and class III skeletal 

pattern complicated by anterior cross bite with reverse over jet. 

Lower left 2
nd

 premolar is rotated and lingually placed. Upper 

midline is slightly deviated (Figure-
 

Three years back she was using removable orthodontic 

appliances for correcting the crowding and pos

Clinical examination showed that the profile was concave, no 

lip trap, lip is competent and there is no clicking and no 

tenderness on opening/closing. 

 

All teeth were present excluding third molars. Patient had 

anterior cross bite, class III molar and canine relation in both 

side. Upper central line shifted 1mm to the right.
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lingual mal relationship of one 

or more upper and lower incisor teeth. To correct the Class III malocclusion different methods has been practiced. In each of 

s. The procedure is a simple 

 

edge bite, case report, anterior cross bite. 

case reports, the anterior cross bite and edge-to-edge bite were 

corrected by extraction of lower first premolars. 

A 23 years old woman came for orthodontic 

consultation. Her chief complaint was the unaesthetic 

edge anterior bite. Patient has no medical 

problems. For dental history, patient had history of dental 

scaling and restoration. Moreover, 3 years back patient was 

using removable orthodontic appliance for correction of anterior 

cross bite. Patient has a habit of tongue thrusting, abnormal 

swallowing pattern and bruxism. Clinical examination showed 

that the profile was concave, no lip trap, lip is competent and 

there is no clicking and no tenderness on opening/closing. 

All teeth were present including third molars. Patient had edge-

edge incisor relationship, class III molar relation in both side, 

class I canine relation in left side and class III canine relation in 

right side. Lower central line shifted 1mm to the left, 

1). 

The Patient was 16 years old Malay girl, came to our 

hospital with Class III malocclusion and class III skeletal 

ated by anterior cross bite with reverse over jet. 

premolar is rotated and lingually placed. Upper 

-2).  

Three years back she was using removable orthodontic 

appliances for correcting the crowding and posterior open bite. 

Clinical examination showed that the profile was concave, no 

lip trap, lip is competent and there is no clicking and no 

All teeth were present excluding third molars. Patient had 

III molar and canine relation in both 

side. Upper central line shifted 1mm to the right. 
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Figure-1 

Pre-treatment extra and intra oral photograph of case 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure-2 

Pre-treatment extra and intra oral photograph of case 2 

 

Treatment objectives and plan 

The treatment objectives of both these patients are to establish 

normal overbite and overjet, correct the midline shifting, correct 

the edge-to-edge bite (Case 1), correct the anterior cross bite 

(Case 2) and attain an even occlusal relationship. 

 

For both of the patients we planned to extract both of 

mandibular 1
st 

premolars and align the teeth until desired 

occlusion obtain. Patients were also given oral hygiene 

instructions and diet counseling for improving the oral hygiene. 

 

Treatment Progress 

Case 1: Mandibular first premolars were extracted and after 

thatthe orthodontic fixed appliance was bonded on the upper 

and lower teeth using the MBT 0.022 inch Preadjusted 

Edgewise Appliance. Power chain applied between molar to 

canine on both side to retract the teeth. Class III elastic was also 

applied to facilitate the retraction. Box elastic applied for 

overbite management. The treatment took almost 16 months.  

 

All over the time, patient cooperated very well. At the end of 

almost 16 months, the edge-to-edge bite was corrected. Over 

correction of class III malocclusion done, Canine relation in 

class II, molar relation class III (Figure-3). At this stage, patient 

wish to de-bond as her main concern anterior edge-to-edge bite 

corrected. Patient was satisfied with the aesthetic outcome. 

Figure 4 shows the changes of before and after treatment. 

 

Case 2: After one week of mandibular first premolars 

extraction, the orthodontic fixed appliance was bonded on the 

lower teeth using the MBT 0.022 inch Preadjusted Edgewise 

Appliance.Leveling and alignment done, the lower 2
nd

 premolar 

rotation was corrected. Thereafter to retract the anterior teeth 

distally, power chain was applied. After 12 months of treatment, 

the anterior cross bite had successfully corrected and class I 

relationship is obtained in anterior and canine region. In 

addition, molar relation finished with class III (Figure-5). At the 

end of treatment, Essix type of retainer was given. 

 

Post treatment photographs presented changes in her facial 

appearance (Figure-6). The facial extents had been maintained. 

Class I occlusion with a normal overjet and overbite was 

succeeded. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure-3 

Post-treatment extra and intra oral photograph of case 1 

 

Discussion: Traditionally, nonsurgical treatment of Class III 

malocclusion like camouflage in adult patients incorporates 

mandibular premolar extractions to affect dental remuneration 

of the mandibular incisors
11, 12

. To improve the anterior cross 

bite or edge-to-edge bite, premolar extraction plays important 
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role by providing space to retract lower incisors. Usually patient 

with class III malocclusion having the concave profile and after 

extraction of lower premolar it may disturb the concave profile 

due to lingual inclination of lower incisors compare to non-

extraction case
13

. Sometimes it causes unwanted barrier like 

root resorption or root exposure in area of anterior teeth
14

. 

 

In these cases, we tried to improve the class III relationship by 

distalizing the mandibular incisors with first premolars 

extractions. 

 

In case of class III malocclusions, it is important to identify the 

components of the malocclusion properly. If the malocclusion is 

dentoalveolar then only the teeth movement can correct it. 

However, if the malocclusion is skeletal then sometimes it is 

need to correct combination with orthognathic surgery and 

conventional orthodontic treatment
15

. Moreover, in clinical 

Orthodontics genetic analysis also plays an important 

tool
16

.Therefore, for treatment planning this also should be kept 

in mind. 

 

For adults, few approaches are accessible to treat class III 

malocclusion either camouflage orthodontic treatment or a 

combination of orthodontics and surgery. Treatment plan 

depends on the severity of the malocclusion and patients main 

concern. 

 

 

 

 

 

 

 

 

 

 
Figure-4 

Intra oral changes for case 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Figure-5 

Post-treatment extra and intra oral photograph of case2 

 

 

 

 

 

 

 

 

 

Figure-6 

Intra oral changes for case 2 

 

Conclusion 

With the extraction of mandibular 1
st
 premolars and aligning the 

teeth, the class III malocclusion was corrected. To plan 

appropriate treatment approaches, proper diagnosis and detailed 

clinical evaluation must be accomplished before. To manage 

this kind similar malocclusion, the orthodontists can utilize this 

procedure. 
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