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ABSTRACT 

Introduction: Dento-maxillary anomalies with distocclusion is not a singular diagnostic entity, but a result of a 

numerous possible associations of skeletal, dento-alveolar elements, which give  a great diversity of clinical forms. 

Aim and objectives: The goal of this statistical study was to evaluated the frequency of distalized occlusion in the 

adult patients and to analyze the clinical features (dental and facial) caused by this malocclusion.  

Material and method: The evaluation was performed on a group of 62 adult subjects (15 male and 47 female), from 

urban environment, aged between 20-50 years, with distalized occlusion, who did not benefited from previous 

prosthetic and orthodontic treatments. 

Results and discussions: Especially among women there is a higher incidence of class II malocclusion (possible due 

to the higher number of them that require the alignment of the anterior teeth) and it’s a large number of 

combinations regarding the clinical aspects caused by this dento-maxillary anomaly. 

Conclusions: The clinical aspects of distoclussion (dental, skeletal and  facial characteristics) are influenced by 

sagittal discrepancy between lower and upper jaws, associated or not with dental arch transverse problems and 

asymmetry of the jaws. 
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INTRODUCTION 

        The distocclusion or malocclusion class II 

Angle is when the mandibular dental arch and 

the body of the mandible are in distal relation to 

the maxillary arch by half the width of a 

permanent 1st molar or the mesiodistal width of 

a premolar (one unite). Thereby the 

mesiobuccul cusp of the maxillary permanent 

1st molars occluded in the space between the 

mesiobuccul cusp of the mandibular permanent 

1st molar and the distal aspect of the buccal 

cusp of the 2nd premolars. To this must be 

added position of the mesiolingual cusps of the 

maxillary 1st molars which occlude mesial to 

the mesiolingual cusp of the mandibular 1st 

molars
1,2,3

.  

     There are two divisions for Class II: division 

1 ( class II/1) and division 2 ( class II/2). 
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Unilateral arrangement is called subdivision i.e. 

the 1st molars relationship is Class I (normal) in 

one side, and Class II on the other side
1,2,3

.  

      The main clinical features of Class II/1 

are
2,4,6

:  

        - The upper incisor teeth are proclined, 

with crowdind or spacing 

         - Excessive overjet and deep overbite 

         - Upper arch narrow in the canine region 

and broad between the molars (V-shaped) 

         - Short upper lip with failure in the 

anterior lip seal (lip incompetence) 

         - The mandible may be deficient and under 

developed chin.  

       The main factors involved in etiology of 

malocclusion class II/1 are: 

         - Heredity (the size of yhe jaws, the 

pattern of the tooth eruption and mandibular 

rotation, the degree and direction of growth of 

the jaws and the condylar) 

         - Constitutional and general factors of 

development 

         - Local pathological factors (dental caries 

and its complications, early loss of temporary 

dentition, keloid scars, TMJꞌ rheumatic 

conditions or disfunction) 

         - Oral bad habits (mouth breathing, 

abnormal swallowing, thumb sucking, cheeks 

sucking, lip sucking) 

          The main clinical features of Class II/2 

are
5,6

: 

            -The upper central incisor teeth showed 

lingual inclination and may be overlapped by 

the upper lateral incisor teeth 

           -Deep overbite 

            - Normal upper lip and lip seal with deep 

mental groove 

           - The mandible is of good size. 

         The main factors involved in etiology of 

malocclusion class II/1 are heredity and 

onstitutional and general factors of 

development
4,5

. 

         The distocclusion (class II sagittal 

discrepancy) brings together many deformities 

common to a posteriorly positioned lower third 

of the face (more frequent) and /or an anteriorly 

positioned middle third (less frequent). 

Malocclusion Class II may also be associated 

with anterior vertical excess or deficiency and 

transverse discrepancies and asymmetry
1,5,8

. 

       The anterior vertical excess has been given 

many other terms, such as vertical maxillary 

excess, hyper divergent skeletal pattern, high 

angle case, long face, and skeletal open bite. 

The mandibular outline is asymmetric at the 

angles and a general impression of flatness of 

the malar, infraorbital, paranasal, cheek, and 

chin regions is perceived. All the anterior facial 

thirds appear to be augmented, the nose appears 

to be long, the upper lip outline is clockwise 

rotated with a lack of anterior projection, the 

labiomental groove is flat and the mandibular 
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border outline is partially hidden and clockwise 

rotated
5,6,7

.  

      The anterior vertical deficiency is 

characterized by the opposite features of the 

vertical excess and is also called vertical 

maxillary deficiency, hypo divergent skeletal 

pattern, low angle case, short face, and skeletal 

deep bite. It can be noted a short vertical axis of 

the face with a large reduction of the lower 

facial third height and the relative increase of all 

facial widths and long and over-projected nose. 

The upper lip outline is counterclockwise 

rotated and excessively concave, the 

labiomental groove is extremely deep and 

unnatural, the mandibular border outline is 

counterclockwise rotated in a nearly horizontal 

position, the chin seems to be increased
5,6,7,8

.  

 

AIM AND OBJECTIVES 

      The goal of this statistical study was to 

evaluated the frequency of distocclusion in the 

adult subjects and to analyze the clinical 

features (dental and facial) and the malfunctions 

caused by this malocclusion. 

MATHERIAL AND METHOD 

    The evaluation was performed on a group of 

62 adult subjects (15 male and 47 female), from 

urban environment, aged between 20-50 years, 

who had no previous prosthetic and orthodontic 

treatments and were informed and gave their 

consent to participate in the statistical 

evaluation. 

RESULTS 

       The subjects requested an orthodontic 

examination and treatment in order to correct 

the dental malpositions and to have a good 

alignment of anterior teeth and a pleasant smile. 

Were selected patients with distalized molar 

occlusion and was performed an evaluation of 

the main clinical aspects accompanying this 

malocclusion.  
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Fig. 1 Graphic representation of distribution of the adults subjects according to gender and age 

      The examined group was dominated by young women (aged 20-30 years), the ratio between 

gender and the age groups being 3:1(fig.1). 

 

                 

Fig. 2 Graphic representation of distribution of adults subjects according to Angle classification 

    In terms of the distribution of adult subjects according to Angle classification of distocclusion 

(two divisions and subdivision), the ratio is also 3:1, with a higher number of female with class 

II/1 Angle(fig.2) 
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..  

Fig. 3 Graphic representation of malocclusion class II associated with dental anomalies 

       Fig. 3 shows that the most female subjects had dental crowding (on upper and lower dental 

arches, both in class II/1 and Class II/2), spacing between anterior teeth (in class II/1 with flaring 

of the upper incisors), ectopic teeth (the most common upper cuspid) and impacted teeth 

(wisdom mandibular molars, highlighting on the X-rays). 

 

 

Fig. 4 Graphic representation of distoccusion associated with vertical and transverse variables 

     It was also performed an analysis of vertical and transverse malocclusions associated with 

those of sagittal class II (distocclusion)(fig.4) and its notice a significant number among women 

with moderate overjet (0-5 mm) and deep overbite (1/2). 
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Fig. 5  Graphic of distribution of the study group according with TMJ problems 

       As a consequence of the distoccusion the functionality of the TMJ may be affected, but  a 

small number of selected adults group have been reported the problems of the TMJ (fig.5), . 

Fig.6 Graphic of distribution of the study group according to presence of oral pathologies 

      It were observed the dento-periodontal 

problems caused by occlusal trauma 

associated with bruxism  and scissor bite 

(periodontal pocket, periodontal recession 

and tooth wear)(fig.6).       

  

DISCUSSIONS 

Especially among women there is a higher 
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Clicking Pain
Limitation of

opening the mouth
Deviation of the

mandible

Male(N=15) 2 1 1 3

Female (N=47) 3 4 6 4

0

1

2

3

4

5

6

7

Bruxism
Periodontal

pocket
Tooth wear

Periodontal
recession

Male(N=15) 2 2 4 4

Female (N=47) 5 4 10 10

0

2

4

6

8

10

12



Romanian Journal of Oral Rehabilitation 

Vol. 12, No. 4, October - December 2020 

 

49 
 

due to the higher number of them that 

require the alignment of the teeth) and it’s a 

large number of combinations regarding the 

clinical aspects caused by this dento-

maxillary anomaly
9,10,11

. Adequate 

individual approach to orthodontic treatment 

in patients with distal occlusion complicated 

by dental crowding is based on a 

comprehensive clinical examination, 

scientific analysis and results interpretation 

of additional examination methods 
8,9,12,13

. 

Full functional occlusion is possible if all 

elements of dentition: occlusion (with 

saggital, vertical and transverse variables), 

periodontal tissues, temporomandibular 

joints, skeletal discrepancy between lower 

and upper jaws, muscles and nervous 

system, are considered
14,15

.  

CONCLUSIONS 

The clinical aspects of distoclussion (dental, 

skeletal and  facial characteristics) are 

influenced by sagittal discrepancy between 

lower and upper jaws, associated or not with 

dental arch transverse problems and 

asymmetry of the jaws. For these reasons, in 

adult patients, complete conservative 

correction of distal occlusion is possible 

only in the absence of skeletal disorders. 

Considering the variability and difference by 

age groups of adult subjecys in terms of 

clinical discrepancies and  periodontal, 

functional and prosthodontic problems in 

sagittal class II Angle, in most cases the 

treatment will have to be done as a team 

approach . 

REFERENCES 

1. Nanda R.- Biomechanics and esthetic strategies in clinical orthodontics, 2005, Elsevier Inc., St.Louis 

2. Melsen Birte . Adult orthodontics . 2012, Wiley Blackwell, 55-64. 

3. Laura Mitchell - An introduction to orthodontics. 2013, Oxford University Press, United Kingdom 

4. Savoye I, Loos R, Carels C, Derom C and Vlietinck - A genetic study of anteroposterior and vertical 

facial proportions using modelfitting. Angle Orthod , 1998; 68: 467–470.  

5. Proffit WR, Fields HW, Sarver DM, Contemporary Orthodontics, Mosby Inc, 2007. 

6. Meneghini F.- Clinical facial analysis, 2005, Springer-Verlag, Heidelberg 

7. Kalia S and Melsen - Interdisciplinary approaches to adult orthodontic care. J Orthod, 2001; 28: 191–

196. 

8. Keim RG. Camouflage or Surgery? J Clin Orthod. 2017; 51(4):195-196.  

9. Burgersdijk R, Truin GJ, Frankenmolen F, Kalsbeek H, van’t Hof M and Mulder J-Malocclusion and 

orthodontic treatment need of 15–74-year-old Dutch adults. Commun Dent Oral Epidemiol, 1991;19: 

64–67 . 

10. Cassidy DW Jr, Herbosa EG, Rotskoff KS and Johnston LE Jr -A comparison of surgery and 

orthodontics in ‘borderline’ adults with Class II, division 1 malocclusions. Am J Orthod Dentofacial 

Orthop,1993 ;  104 :455–470.  

11. Johnson D. , Periodontic and orthodontic treatment in adults, Am J Orthod Dentofacial Orthop., 2003 



Romanian Journal of Oral Rehabilitation 

Vol. 12, No. 4, October - December 2020 

 

50 
 

Feb, 123(2): 13A 

12. Mioara Decusară, Cerasella-Dorina Șincar, Gabriel-Valeriu Popa – Considerații privind particularitățile 

tratamentului ortodontic la adulți , Revista Română de Stomatologie, 2018, 64(2): 115-118. 

13. Kerosuo H, Kerosuo E, Niemi M and Simola H The need for treatment and satisfaction with dental 

appearance among young Finnish adults with and without a history of orthodontic treatment. J Clin 

Orthod, 2000 ;61:330–340. 

14. Decusară M., Popa G.V., Popa G., Rauten A. Orthodontic treatment in adult patients- a statistical study, 

Medicine in Evolution, 2020; XXVI(4);450- 456 

15. Rocha AD, Casteluci CEVF, Ferreira FPC, Conti AC, Almeida MR, Almeida-Pedrin RR. Esthetic 

perception of facial profile changes after extraction and nonextraction Class II treatment. Braz Oral Res. 

2020; 31-34 . 

 

 

 

 

 
 


