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ABSTRACT 

 Early orthodontic treatment refers to prophylactic, interceptive and curative methods for early correction of 

different types of dysfunctions and malocclusions. Although not all types of malocclusions are suitable for early 

orthodontic treatment there are some cases in which this „two stage treatment” is indicated for a easier and stable 

final orthodontic result with fixed appliances in permanent dentition. Our paper presents such cases where early 

orthodontic treatment improves skeletal and dento-alveolar growth, corrects muscular and skeletal imbalances and 

creates proper conditions for development of the oro-facial structures. The malocclusions in which we exemplified 

the need for early orthodontic treatment are the  ones the most frequently seen in our practice such as: anterior cross 

bite, skeletal class III malocclusion with maxillary deficiency and pseudomandibular prognathism and skeletal class 

II malocclusion 

Key words : early orthodontic treatment; growth period  

INTRODUCTION 

The subject related to the early 

orthodontic treatments represents a 

continuous debate among orthodontists. In 

the last century it was widespread in Europe 

, where orthodontists like Anderson , Balters 

, Schwartz, Frankel , Stockfish developed 

different types of removable and functional 

orthodontic appliances in order to change or 

to improve skeletal growth and to treat 

different types of malocclusions. The same 

tendency was in the United States, but with 

a lesser extent [1]; orthodontists like Clark 

[2], McNamara [3], Proffit [4] and Graber 

[5,6] advocated the need of early 

orthodontic appliances in those children 

with skeletal imbalances.  

The use of orthodontic appliances in 

early childhood for correction of skeletal 

and muscular imbalances should be 

followed by fixed appliance treatment in 

permanent dentition; these means that the 

patient should be enrolled in a “two stage 

orthodontic treatment” plan which lasts 

several years[7,8]. There are orthodontists 

who claim the fact that early orthodontic 

treatment has too little benefits if they 
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analyze cost/benefit ratio, so they do not 

encourage this two phase treatment [9].  

The early treatment supporters 

demonstrated that there are evidence based 

data that after early orthodontic treatment 

there is a  favorable change in the dento-

skeletal and muscular environment that 

creates proper condition for further 

treatment of malocclusions. In some cases 

the early orthodontic treatment can be 

patient’s chance to avoid orthognathic 

surgery in adult life. 

On the other hand there are some 

new studies, far from this enthusiastic 

functional and postural theories in which 

researchers showed that there is no 

statistically significant correlation between 

mandibular growth, for example,  and early 

functional treatment in class II malocclusion 

[10]. Despite these pro and contra theories, 

all practitioners agree that early correction 

for bad habits, oral breathing, abnormal 

swallow, thumb sucking, space maintenance 

would be beneficial for all types of 

orthodontic treatment[11].  

In this paper we would try to present 

some conditions in which the early 

orthodontic treatment was indicated and 

proved its efficiency, giving to the clinician 

the expected results. 

Early orthodontic treatment in anterior 

tooth cross bite  

The anterior teeth cross bite is maybe 

the most frequent emergency seen in 

orthodontic practice. Lack of early 

correction will lead to a quickly breakdown 

of the periodontal attachment of the opposite 

tooth involved in this relation at very small 

ages. The correction can be done with 

simple devices, depending on practitioner’s 

choice and can be successfully completed 

sometimes in less than a month (fig. 1).  

 

Figure 1. Anterior tooth cross bite. A. Initial situation. B. Maxillary removable appliance with 

lower labial bow in place (Eschler appliance) C. Final situation after one month 

Early treatment in skeletal class III 

malocclusion 

Class III malocclusion is very 

difficult to diagnostic and treat. Skeletal 

class III malocclusion if it’s mainly by 

mandibular prognathism has very few 

chances for correction during growing 

period. Unfortunately most of the “real 

“mandibular prognathism will be treated 

later by ortognathic surgery. But in 30-40% 
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of the class III skeletal malocclusions there 

is more or less maxillary deficiency. 

Another category of skeletal class III 

malocclusions are the so-called “ 

mandibular pseudoprognathism “ or “false 

mandibular prognathism” in which there is 

an anterior position of the mandible due to 

occlusal interference [12]. Early correction 

of maxillary deficiency or of the mandibular 

pseudoprognathism improves the skeletal 

and dentoalveolar relationship and creates 

proper conditions for final orthodontic 

treatment avoiding surgery [13]. 

Considering the fact that class III 

malocclusion is described by skeletal, dento-

alveolar and occlusal, the most important for 

early class III malocclusion treatment is 

correct diagnostic and selection of cases 

[14]. 

            

Figure 2. Class III malocclusion with mandibular prognathism, maxillary deficiency and anterior 

and lateral cross bite 

The appliances used for early 

orthodontic treatment in class III 

malocclusion are intraoral ( class III 

intraoral elastics with maxillary skeletal 

anchorage, Balters type III appliance, 

Frankel type III appliance, Eschler 

appliance, Myofunctional appliances for 

class III malocclusion ) and extraoral (  

protraction facial mask, mandibular 

headgear and chin cup).In fig. 2 we present 

the case of a 9 years child with skeletal class 

III malocclusion by mandibular prognathism 

and maxillary retrognathism, 

laterodeviation,  anterior and lateral cross 

bite and compensatory tipping of the lower 

incisor

  

 

Figure 3. Early orthodontic treatment with RME, anterior maxillary traction with facial mask and 

retention with chin cup after 14 months of treatment 
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Early treatment was initiated at the 

age of 9 with acrylic rapid maxillary 

expander with TMA anterior cantilever for 

rapid correction of the anterior cross bite 

anterior hooks for protraction facial mask. 

Immediately after maxillary expansion we 

began the maxillary protraction with Delaire 

mask [15]. After 10 months the class III 

malocclusion was corrected by skeletal and 

dento-alveolar changes (Fig.3).

Early treatment in class II malocclusion 

Class II malocclusion early treatment 

is considered by most orthodontists to be the 

easiest method to stimulate mandibular 

growth in young patients and to obtain a 

long-term correction of class II 

relationships. Even though the last studies 

show that there is no statistically significant 

increase in mandibular length and, in fact, is 

just a dento-alveolar compensation, we 

believe that still worth the effort because at 

least it corrects all the functional problems 

that interfere with the normal development 

[16]. The main problems in class II patients 

are related to dysfunctions and bad habits 

such as oral breathing, thumb sucking, 

abnormal swallow, tongue thrust and other 

muscular imbalances or inherited features 

that lead to narrow maxilla, protrusive 

anterior upper teeth, retrognathic mandible 

and increased over jet[17].  

The aim of the early treatment in class II 

malocclusion is to correct all this 

dysfunctions, to obtain a long term 

advancement of the mandible and to create 

the skeletal and dento-alveolar for the final 

alignment and dental occlusion in so-called 

“Two stage treatment”[18]. In Fig. 4 we 

present a typical case of a  class II 

malocclusion patient with thumb sucking, 

oral breathing, narrow maxilla, 10 mm over 

jet, protrusive anterior teeth and distalized 

occlusal relationships. The early treatment 

began at 9 years with medical devices in 

order to abort the bad habit, followed by 

removable upper appliance for maxillary 

expansion; after 6 months the patient 

received a customized activator for 12 

months and the last appliance was a 

myofunctional trainer for retention of the 

results in permanent dentition (Figure 5). At 

the end of the first stage of the orthodontic 

treatment the dental arches are prepared for 

the final dental alignment and settlement of 

the occlusion (Fig.6).

 

           

 

 

 

Figure 4. Patient with class II division 1 malocclusion at the beginning of the treatment 
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Figure 5. Orthodontic appliances used in different stages of class II early treatment 

   

 

 

 

Figure 6. Occlusion at the end of early orthodontic treatment 

CONCLUSIONS 

Early orthodontic treatment can be 

used during growth period in order to 

correct or to improve  oral dysfunctions and 

muscular or skeletal imbalances by creating 

a proper dento-facial environment for 

further development of the facial and dental 

structures. Early orthodontic treatment 

worth to be applied  especially in patients 

with skeletal class II or class III 

malocclusion, open bite, facial or dento-

alveolar asymmetry and anterior mandibular 

rotation. 
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