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DERLEME / REVIEW

Erken D6nem Ortodontik Tedaviler

Early Orthodontic Treatments

GIRIS
Erken ortodontik tedaviler, sit ya da
karma dislenmede baglayan, daimi disler

sirmeden oOnce dental ve iskeletsel
gelisimi  dizeltmek amaciyla vyapilan
tedavilerdir (1). Erken tedavilerde amac,
erken donemde malokliizyonu diizeltmek
veya durdurmak ve daimi dislenmede
tedavi ihtiyacini azaltip tedavi siresini
kisaltmaktir (1). Bu derleme makalesinde,
farkli  malokltzyonlar icin  tedavi
zamanlamast  ve  erken  donemde
yapilabilecek tedaviler incelenecektir.

KORUYUCU VE ONLEYICI

ORTODONTIK UYGULAMALAR

Koruyucu ortodontik uygulamalarda
ortodontik anomalinin meydana gelmesi
onlenir  (2). Durdurucu ortodontik
uygulamalarda ise anomali olusmustur
ancak durdurularak ilerlemesi engellenir
(2). Sut dislenme tamamlandigi anda
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INTRODUCTION
Early orthodontic treatments are those
started in primary or mixed dentition and

carried out for dental and skeletal
development before permanent tooth
eruption (1). The objective in early
treatments is to correct or stop the
malocclusion in early stage and to shorten
the treatment time by reducing the need
for treatment in permanent dentition (1). In
this review article, treatment timing and
the treatments that can be carried out in
early period for different malocclusions
will be examined.

PREVENTIVE AND INTERCEPTIVE

ORTHODONTIC APPLICATIONS

The occurrence of orthodontic
anomaly is prevented in preventive
orthodontic applications (2). However, in
interceptive orthodontic applications, the
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baslayabilecek koruyucu ortodontik

uygulamalar sunlardir (3):

1. Dis curtgi profilaksisi

2. Sit dislerinin ara ytz curiklerinde ark
uzunlugunun azalmamasi igin uygun
meziodistal boyutta dolgular yapilmasi ve
stt dislerinin gerektigi slirece agizda
tutulmasi

3. Sit disleri erken kaybedildiginde yer
tutucularin yapilmasi

4. Sut veya karma dislenme doneminde
primer kontak yaratan sivri tiberkiillerin
asindiriimasi

5. Alt arkta stirekli kesici disler strdikten
sonra 1,5-2 mm yer darhg gortliyorsa,
stirme rehberligi uygulanmasi

6. Anormal basing aliskanliklarinin ikna
yoluyla  veya  cesitli  apareylerle
engellenmesi

Siit Diglenme Dénemindeki Anormal

Basing Aligkanliklarinin Tedavileri

Anormal basing aliskanliklarinin
ortodontik malokltizyonlara neden
olabilmesi ti¢c 6nemli faktore baghdir. Bunlar
aliskanhgin suresi, sikligi ve siddetidir (4). Bir
aliskanlhigin malokliizyon meydana
getirebilmesi icin aylar ile ifade edilebilecek
bir stire gereklidir. Bununla birlikte
aliskanhgin malokliizyon olusturabilmesi icin
glnin en az yariya yakin bir zamaninda
devam etmesi gerekir. Aliskanlik sirasinda
uygulanan kuvvet ya da basing miktar da
malokliizyon olusmasinda etkilidir (4). Sut
dislenmede gorilebilen anormal basing
aliskanliklari ve tedavi yontemlerini soyle
siralayabiliriz;

1) Anormal dil biyikligl, pozisyonu ve
yutkunma: Anormal yutkunma refleksinin,
dilin infantil donemdeki fonksiyonlarini
sturdirmesi ve matil yutkunmaya
gecilememesi sonucu olustugu distinilar.

Maloklizyona  primer  olarak  dil
disfonksiyonunun mu neden oldugu yoksa dil
disfonksiyonunun istenmeyen bir morfolojik
adaptasyon sonucu mu gelistigi tartismalidir
(5). Schwarz’a gore dil acik kapanisi
yaratmaktan degil devam ettirmekten
sorumludur (6). Proffit ve Larsson ise
yutkunma sirasindaki dil disfonksiyonunun
actk kapanisa yol acabilecegini belirtmistir
(7,8). Grabowski ve ark (5), agik kapanis,
artmis overjet, mandibuler prognati ve
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anomaly has already occurred but its

progression is inhibited by stopping it (2).

Preventive applications that can be started

when primary dentition is completed are as

follows (3):

1- Tooth decay prophylaxis

2- Filling of appropriate  mesiodistal
dimensions so that arch length in
interface tooth decays of the primary teeth
is not reduced and the primary teeth are
maintained in the mouth as long as
necessary

3- Use of space maintainers when the
primary teeth are lost prematurely

4- Grinding of sharp tubercles creating
primary contact in primary or mixed
dentition period

5- Application of toot eruption guidance in
lower arch if an crowding of 1,5 — 2 mm
is observed after the eruption of the teeth

6- Prevention of abnormal pressure habits
through  persuasion or  different
appliances

Treatments of Abnormal Pressure Habits

in Primary Dentition

The fact that abnormal pressure habits
may cause orthodontic malocclusions
depends on three important factors. These are
the duration, the frequency, and the severity
of the habit (4). A period that may be
expressed in months is required so that a
habit can create a malocclusion. However, a
habit must be continued during a period of at
least approximately half of the day so that it
can create a malocclusion. The amount of
force or pressure applied during the habit is
also effective in the formation of the
malocclusion (4). We can list abnormal
pressure habits that can be seen in primary
dentition or treatment methods as follows:

1) Abnormal tongue length, position, and
swallowing: Abnormal swallowing reflex is
thought to be existed as a result of the fact
that the tongue continues its infantile
functions and cannot pass to adult
swallowing.

It is controversial whether malocclusion is
primarily caused by tongue dysfunction or an
undesired morphological adaptation of tongue
dysfunction (5). According to Schwarz, the
tongue is not responsible for creating openbite
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posterior capraz kapanisi olan cocuklarda
patolojik dil postiiri ve anormal yutkunma
paternini daha stk bulmustur.

Tedavisinde bu duruma neden olabilecek
faktorler ortadan kaldirilmaya calisilir. Ayrica
hastaya normal yutkunma o6gretilir ve bunu
gin icinde belli saatlerde tekrar etmesi
istenir. Hasta normal yutkunmayi 6grendikce
egzersiz stresi artirilir. Bu egzersizler yetersiz
kaliyorsa hareketli veya sabit aligkanlik
onleyici apareyler kullanilabilir.

2) Parmak emme: Bu aliskanlik, st kesici
dislerin labiale, alt kesici dislerin linguale
devrilmesine, overjette artisa, overbite’da
azalmaya ve on acik kapanisa, damak
kubbesinin derinlesmesine ve bununla birlikte
posterior capraz kapanisa neden olur (4).

Daimi kesici disler sirmeden 6nce parmak
emme aliskanligi birakilirsa 6n acik kapanis
ve maksiller kesici dis proklinasyonu
ortodontik kuvvet uygulanmadan spontan
olarak diizelecektir. Oncelikle cocukla
konusup, aliskanhgin sakincalari anlatilarak,
yapmamasi gerektigine ikna edilmelidir. Bu
yontemden sonu¢ alinamazsa emilen
parmaga yapiskan bant gibi bir hatirlatici
takilabilir. Hatirlatma yontemi de basarisiz
olursa odillendirme yontemi denenebilir ve
¢ocuga parmagini emmedigi her gin icin
ufak bir 6dul verilebilir. Eger bu yontemlerin
hicbiri ise yaramazsa cocugun parmagini
emdigi taraftaki dirsegine gevsek sekilde
elastik bir bandaj baglanarak, kolunu kivirip
parmagini emmesi engellenebilir. Ancak bu
uygulama sadece geceleri yapilmali ve 6-8
hafta kadar surdurilmelidir. Ayrica cocuga,
bunun  kendisini  cezalandirmak icin
yaptlmadigi c¢cok iyi anlatilmalidir. Bu
yapilanlardan sonu¢ alinamazsa ve cocuk
hala aliskanligindan kurtulmak istiyorsa, o
zaman aliskanlik  onleyici bir aparey
kullanilabilir. (4)

Hareketli aliskanlik onleyici apareylerin
kullanimi ¢ok iyi hasta kooperasyonu
gerektirir. Bu yuzden vyukarida anlatilan
yontemlerin hicbirinden sonug alinamadiysa
sabit apareyler tercih edilmelidir. Bununla
birlikte, tim aliskanlik 6nleyici apareylerin
aliskanhk birakildiktan sonra da yaklasik 6 ay
agizda kalmasi tavsiye edilir. (4)

3) Agiz solunumu: Agizdan nefes
alabilmek icin basin arkaya dogru egilmesi
yani ekstansiyonu, mandibula ve dilin ise
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but for its continuation (6). However, Proffit
and Larsson indicated that tongue dysfunction
during swallowing may cause openbite (7, 8).
Grabowski et al. (5) found that pathological
tongue posture and abnormal swallowing
pattern is more frequent in children with
openbite, increased overjet, mandibular
prognathism, and posterior crossbite.

The efforts are made for eliminating the
factors that may lead to this situation in its
treatment. Also, normal swallowing is taught
to the patient and asked for repeating it in
certain hours during the day. The period of
exercise is increased as long as the patient
learns normal swallowing. If these exercises
fall short, removable or fixed habit breaker
appliances can be used.

2) Thumb sucking: This habit causes
labial tipping of upper incisors, lingual
tipping of lower incisors, increase in overjet,
decrease in overbite and anterior openbite,
deepening of palatal vault as well as posterior
crossbite (4).

If thumb sucking habit is given up before
eruption of permanent incisors, anterior
openbite and maxillary incisor proclination
will be spontaneously corrected without
applying any forces. First of all, one must talk
with the child and explain the disadvantages
of the habit, and the child must be convinced
for not doing it so. If this method doesn’t
work, a reminder such as an adhesive band
can be applied to the finger that is being
sucked. If reminder method happens to be
unsuccessful, rewarding method can be tried
and a small reward can be given for each day
during which the child doesn’t suck a finger. If
any of these methods doesn’t work, an elastic
bandage is loosely applied to the elbow on
the side where the child sucks a finger and
thus the child may be prevented from sucking
finger by bending the arm. However, this
application must only be made during nights
and be continued during approximately 6-8
weeks. It must also be well explained to the
child that it is not made for punishing him/her.
If any result cannot be obtained from all these
applications and the child wants to abandon
this habit, in that case a habit breaker
appliance can be used (4).

Application of removable habit breaker
appliances requires a very good cooperation
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asagl dogru indirilmesi gerekir (9,10). Bunun
sonucunda ytiksek ve dar damak ile posterior
capraz  kapanis, alt anterior vyiz
yuksekliginde artis, ©6n acgik kapanis,
mandibuler retrlizyon ve overjette artis
meydana gelir. Cok tipik 6zellikleri olan bu
yiiz sekline “adenoid yiiz” denilir (7).

Bu bireylerde burun solunumuna engel
olan faktorlerin ortadan kaldirilabilmesi ve
agiz solunumunun engellenebilmesi icin KBB
uzmanlariyla isbirligi sarttir.

4) Dudak emme-dudak 1sirma: Ust dudak
emme aliskanligina bagli olarak st dislerde
retroklinasyon, alt dudak emme aliskanhgina
bagh olarak ise alt dislerde retroklinasyon
gozlenir. Durdurucu tedavilerinde ise diger
aliskanliklar ile benzer yontemler uygulanir.

Agiz solunumu yapan, zararli emme
aliskanhklari veya dudak disfonksiyonu olan
cocuklarda, bu aliskanliklart 6nleyebilmek ve

dudaklarin diizgiin kapanabilmesini
saglamak amaciyla vestibuler screen
apareyleri ile  miyofonksiyonel tedavi

uygulanabilir. Bu apareyler hem aliskanlik
kiricidir hem de bu vakalarda gorilebilen

dudak hipotonisitesinin tedavisinde
etkilidirler. Alt dudak emme aliskanhgi
olanlarda lip  bumper apareyi de

kullanilabilir.  Bu aparey alt dudagin
emilmesini engeller ve alt kesici disleri dil
basincinin etkisiyle labioversiyona ugratir.

Siit Diglenme Déneminde Yer Tutucu ile

Yerin Korunmasi:

Yer tutucu vyapip yapmamaya karar
verirken dikkat edilen bazi kriterler sunlardir
(11):

1. Daimi dis kokintn %751 gelismisse disin
stirmesine cok kisa bir siire kalmistir ve
yer tutucu kullanimi gerekmez.

2. Disin siirme zamanini tahmin etmede bir
diger kriter, daimi disin Gsttint 6rten kemik
miktaridir. Premolar disglerin 4-5 ayda
kemige Tmm yaklastig: bildirilmistir (12).

3. Sut kesici dislerin erken kaybinda, o
sirada sit kanin disler agizdaysa yer
tutucu  sadece estetik nedenlerle
yapilabilir. Sttt kesici disler, stit kanin
dislerin stirmesinden 6nce kaybedilmisse
yer tutucu onerilir.

4. Tek tarafli stit kanin dis kaybi varsa daimi
kesici disler kayip dis tarafina kayar ve
orta hatta sapma olusur. Kontralateral stt
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with the patient. Therefore, if no result is
obtained from abovementioned methods,
fixed appliances must be preferred. However,
it is recommended that all habit breaker
appliances should also remain in the mouth
during approximately 6 months after the
abandonment of the habit (4).

3) Mouth breathing: Bending the head
back, namely extension of the head for being
able to breath requires lowering the
mandibula and the tongue (9, 10). As a result,
a high and narrow palate as well as posterior
crossbite, increase in lower anterior facial
height, openbite, mandibular retrusion, and
increase in overjet occur. This type of face
with very typical characteristics is called as
“adenoid face” (7).

In these individuals, cooperation with
otorhinolaryngologists for eliminating the
factors inhibiting nose breathing and for
preventing from mouth breathing is
mandatory.

4) Lip sucking-lip biting: Retroclination in
upper teeth connected with upper lip suction
habit and retroclination in lower teeth
connected with lower lip suction habit are
observed. However, in their interceptive
treatments, the methods similar to those of
other habits are applied.

Vestibular ~ screen  appliances and
myofunctional treatment can be applied in
order to be able to prevent these habits and to
ensure correct occlusion of the lips in
children breathing from the mouth with
harmful sucking habits or lip dysfunction.
These appliances are both habit interceptive
and effective in the treatment of lip
hypotonicity that can be seen in these cases.
In those with lower lip sucking habit, lip
bumper appliance can also be used. This
appliance prevents from sucking the lower lip
and causes labioversion of lower incisors
with the effect of tongue pressure.

Maintenance of the Space with Space

Maintainer in Primary Dentition

Some criteria taken into consideration
when deciding whether to apply a space

maintainer or not are as follows (11):

1. There is a little time remained for eruption
of a permanent tooth if 75 % of its root is
developed, and there is no need for space
maintainer application.
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kanin disin cekimi ve alt ceneye
yapilacak lingual ark dislerin istenmeyen
kaymasini engeller.

5. 1. stt molar dislerin kaybindan sonra,
kayip tek tarafliysa, band loop veya kron
loop yer tutucu kullanihir. Cift tarafliysa
mandibulada lingual ark, maksillada
nance apareyi veya daimi kesici disler
hentiz stirmemisse cift tarafli band loop
veya kron loop yapilir.

6. 2. st molar disin erken kaybinda ise
mutlaka yer tutucu yapilmalidir. 1. daimi
molar dis stirmeden 6nce 2. stut molar dis
kaybedilmisse, distal shoe retainer yapilir.
Bu yer tutucu siirmemis 1. daimi molar
disin  uygun dogrultuda strmesine
rehberlik eder ve stirdiikten sonra da yeri
korumaya devam eder. Distal shoe
retainer, subakut bakteriyel endokarditi
olan veya immunsupresif bireylerde
kontrendikedir (13).

DIiS BOYU / ARK UZUNLUGU

UYUMSUZLUKLARININ ERKEN

DONEMDEKI TEDAVILERI

Dis boyu/ark uzunlugu uyumsuzluk-
larinin erken dénem tedavilerinde yapilabile-
cek uygulamalar sunlardir:

Stirme Rehberligi

Stirekli dislerin stirmeleri esnasinda, st
dislerinin mezial veya distal kisimlarinin
mollenmesi ile, leeway yer rezervlerinin bir
kismi kullanilarak, hafif yer darliklarinin
giderilmesidir. Strme rehberliginin uygula-
nabilmesi icin, clrlkstz bir dis kavsi veya
konservatif tedavi ile meziodistal caplari
korunmus sut disleri sarttir. Cekimsiz siirme
rehberligi genellikle kesici disler bolgesinde
1,5-2 mm kadar fizyolojik caprasikligin oldugu
Angle sinif T anomalilerde uygulanir. (3)

Kesici diglerin stirmesi tamamlandiktan
sonra, once alt sag ve sol st kanin dislerin
mezialleri 1’er mm méollenir. Boylece strekli
alt kesici disler bolgesindeki yer darhiginin
kendiliginden dtizelmesi saglanir. Alt strekli
kanin ve 1. premolar disin strme
baslangicinda ise sirasiyla sag ve sol siit 1. ve
2. molar dislerin meziallerinden 1’er mm
mollenerek, alt strekli kanin ve 1. premolar
dise yer acilir. (3)
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2. Another criterion used in the anticipation
of tooth eruption time is the amount of
bone covering the occlusal surface of
permanent tooth. It is reported that
premolar teeth approach with a distance
of T mm to the bone in 4-5 months (12).

3. In early loss of primary incisor teeth, a
space maintainer can be applied only if
primary canine teeth are available in the
mouth at that time. The space maintainer
is recommended if primary incisor teeth
are lost before the eruption of primary
canine teeth.

4. If there is a unilateral primary canine
tooth lost, permanent incisor teeth slides
to the side of the lost tooth and the
midline drifts. Extraction of counter lateral
primary canine tooth and lingual arch to
be applied on lower jaw prevent the teeth
from undesired sliding.

5. After the loss of first primary molar teeth,
if the loss is unilateral, band loop or
chrone loop space maintainers are used.
If it is bilateral, lingual arch in the
mandibula, nance appliance in the
maxilla are applied, and if permanent
incisory teeth eruption is not happened
yet, bilateral band loop and chrone loop
are applied.

6. However, in early loss of the second
primary molar tooth, the space maintainer
must be definitely applied. If second
primary molar tooth is lost before first
permanent molar tooth eruption, distal
shoe retainer is applied. This space
maintainer guides the non-erupted first
permanent molar tooth’s eruption
towards appropriate direction and
continues to maintain its space even after
the eruption. Distal shoe retainer is
contraindicated in individuals having
subacute bacterial endocartiditis or being
immunosuppressive (13).

TREATMENTS OF TOOTH LENGTH /
ARCH LENGTH INCOMPATIBILITY IN
THE EARLY PERIOD
Applications that can be made in early
treatments of tooth length / arch length
incompatibilities are as follows:
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Seri Cekim

Karisik dislenme doneminde bazi siit ve
stirekli dislerin belli bir sirayla cekimi ile
uygulanan bir tedavi seklidir. Amag, dental
arkta mimkin oldugunca hicbir ortodontik
aygit uygulanmaksizin spontan diizelme
saglamaktir (3).

Seri cekim, angle simif T malokltizyonlarda,
karma dislenme doéneminde, overbite’in asiri
derecede artmamis oldugu vakalarda ve bir dis
kavsinde yer darliginin en az 7-10 mm oldugu
vakalarda endikedir (3,4,14). iskeletsel sinif 2
veya 3 anomalilerde, hafif ark boyu
uyumsuzluklarinda, konjenital dis
eksikliklerinde, bimaksiller retriizyon veya
maksimum ankraj gerektirecek bialveoler
protriizyon olgularinda ve overbite’in asiri
artmis oldugu vakalarda ise kontrendikedir (15).

Seri cekim, ciddi caprasikhigi olan anterior
dislerin kendiliginden siralanmasini saglar ve
destekleyen dokularin saghgimni artirir. Tedavi
zamanini ve Ucretini azaltir, hastanin
problemini erken yasta ctzer, potansiyel
iatrojenik hasar riskini azaltir ve zaman
kaybedilmesini onler. (11,16)

Seri cekimde genellikle ilk olarak siit kanin
disleri  cekilir. Boylece kesici disler
bolgesindeki yer darhgi kendiliginden
diizelir. Daha sonra sit 1. molar disler gekilir
ve 1. premolar dislerin stirmeleri hizlandirlir.
En son olarak 1. premolar disler cekilir.
Daimi kanin dislerin premolar dislerden daha
hizli surdigiu olgularda ise 1. premolar
dislerin strmesini hizlandirmak igin ilk
olarak stt 1.molar disler cekilir. (16)

Maksiller Ekspansiyon

Hareketli ekspansiyon plaklari veya quad
helix ve W ark tarzindaki lingual arklar siit ve
erken karma dislenme doéneminde yer
saglamak icin siklikla kullanilan apareylerdir.
Banded veya bonded ekspansiyon apareyleri
ise gec karma ve daimi dislenme déneminde
maksiller darlik tedavisinin yani sira yer
darligi tedavisinde de kullanilirlar. (17-19)

Mandibuler Ekspansiyon

Alt anterior bolgedeki hafif-orta siddetteki
caprasikliklarda veya posterior dislerin
onemli miktarda linguale devrildigi vakalarda
schwarz apareyi endikedir (17). Pasif lateral
ve anterior ekspansiyon ile ark uzunlugunu
artinp ayni zamanda labial kaslarin
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Guidance of Tooth Eruption

During permanent teeth’s eruption, slight
space discrepancy can be eliminated by
using part of leeway space reserves through
abrasion of mesial or distal parts of primary
teeth. For being able to apply eruption
guidance, a tooth curve without decay or
primary teeth whose mesiodistal diameters
are maintained by conservative treatment are
a required. Tooth eruption guidance without
extraction is generally applied to Angle Class
| anomalies where a physiological crowding
of approximately 1,5 — 2 mm is available in
incisor teeth region (3).

After the completion of incisor teeth’s
eruption, primarily abrasion of T mm each for
lower right and left primary canine teeth is
carried out. Thus, automatic correction of
space discrepancy at permanent lower
incisor teeth region is ensured. Then, at the
beginning of lower permanent canine and
first premolar tooth’s eruption, space is
created by abrasion of 1T mm each for
bilateral first and second primary molar teeth
respectively (3).

Serial Extraction

This is a type of treatment applied for the
extraction of some primary and permanent
teeth in a determined order during the mixed
dentition period. The objective is to ensure a
spontaneous correction without applying any
orthodontic appliance in dental arch as long
as possible (13).

Serial extraction is indicated in cases
where overbite is not excessively increased
and cases where the space discrepancy is at
least 7-10 mm in mixed dentition period in
Angle Class | malocclusions (3, 4, and 14).
However it is contraindicated in Class Il or IlI
skeletal anomalies, slight arch length
discrepancies, congenital tooth deficiencies,
bialveolar protrusion cases that will require
bimaxillary retrusions with maximum
anchorage and cases where the overbite is
excessively increased (15).

Serial extraction ensures automatic
alignment of anterior teeth with serious
crowding and increases the health of
supporting tissues. It reduces the treatment
time and cost, resolves the problem of the
patient in an early age, decreases the risk for

Tirk Ortodonti Dergisi 2012;25:279-294
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uyguladigi  kuvvetle alt  molarlarin
distalizasyonu istendiginde ise lip bumper
uygulanabilir (17).

Anterior Dislerin Braketlenmesi

Dis boyu/ark uzunlugu uyumsuzlugu
gosteren hastalarin cogunda alt ve st kesici
disler bolgesinde caprasikliklar olusur. Erken
karistk dislenme doneminde siit kanin ve
molar dislerin hala agizda olmasi sebebiyle
braketler sadece kesici dislere yerlestirilerek
2 by 4 braketleme ile sorun giderilebilir (17).

SAGITTAL YON BOZUKLUKLARININ
ERKEN DONEMDEKI TEDAVILERI

Sinif 2 Anomalilerin Tedavileri

Sut dislenmedeki sinif 2 6zelliklerin
timunin karma dislenmeye geciste devam
ettigi veya kotulestigi bilinmektedir (20).

Maksiller prognatizme bagh sinif 2
olgularinda siklikla ekstraoral apareyler
onerilir. Maksiller dentisyonun protruziv
oldugu hastalarda ise, dis cekimi ya da
dentoalveoler  diizeyde  distalizasyon
saglayan pendulum, Jones Jig, distal jet veya
headgear gibi mekanikler kullanihr. (21-23)

Mandibuler retriizyonu olan vakalarda st
dislenmede ve karma dislenmenin basinda
esas olarak  noromusktler  davranisi
degistirmeye ve zararli aliskanliklari ortadan
kaldirmaya yonelik olarak vestibuler screen
apareyi veya preform plastik positioner
kullanmlabilir. Bu apareyler dil itimi, agiz
solunumu ve parmak emme aliskanhklarini
engeller ve dudaklari kuvvetlendirir. Geg
karma dislenmede veya erken daimi
dislenmede ise fonksiyonel ortopedik
apareyler uygulanmalidir. (15)

Yapilan calismalar sinif 2 bolim 1
anomalinin karisik dislenme déneminde
yapilan erken tedavisinde headgear’in
maksillanin anterior hareketini kisitladigini,
frankel, twin block ve bionator gibi
apareylerin  ise  mandibuler uzunlugu
arttirdigint ve onemli iskeletsel dtizeltme
sagladigini gostermistir (24-28). Ancak sabit
tedavi sonrasindaki degerlendirmede, erken
donemde yapilan tedavilerin iskeletsel
etkilerinin  kalici  olmadigr saptanmistir.
Ayrica kontrol grubu hastalariyla 1. faz yani
erken donem tedavi goren hastalar arasinda
sabit ortodontik tedavi sirasinda dis cekimi
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potential iatrogenic damage, and prevents
time loss (11, 16).

In serial extractions, first of all, primary
canine teeth are extracted in general. Thus,
the space discrepancy at incisor teeth region
is automatically corrected. Next, primary first
molar teeth are extracted and first premolar
teeth’s eruption is accelerated. Finally, first
premolar teeth are extracted. However, in
cases where canine teeth erupt faster than
premolar teeth, initially primary first molar
teeth are extracted in order to accelerate first
premolar teeth’s eruption (16).

Maxillary Expansion

Removable expansion plaques or lingual
archs of quad helix and W type are the
appliances that are frequently applied in
primary and early mixed dentition period for
creating space. However, banded or bonded
expansion appliances are used in late mixed
and permanent dentition period for maxillary
narrowness treatment as well as space
inadequacy (17-19).

Mandibular Expansion

Schwarz appliance is indicated in mild or
moderate crowdings and in cases where the
posterior teeth show considerable lingual
tipping (17). Lip bumper can be used when it
is needed to increase the arch length through
passive lateral and anterior expansion, and to
achieve the distalization of the molars
through the force applied by the labial
muscles (17).

Bracketing of Anterior Teeth

Crowding is usually seen at the area of the
upper and lower incisors in majority of the
patients showing tooth size/ arch length
incompatibility. Because the primary canine
and molar teeth still exist in the mouth during
the early mixed dentition stage, the problem
can be fixed by 2 by 4 bracketing method
placing the brackets only on the incisors (17).

TREATMENT OF SAGITTAL
MALOCCLUSIONS IN THE
EARLY PERIOD

Treatment of the Class [l Anomalies
It is known that all of the Class Il
characteristics observed in the primary
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veya ortognatik cerrahi ihtiyaci benzer
bulunmustur (25).

Benzer yapidaki pek ¢cok calismada sinif 2
malokliizyonlu bireylerde 1. faz tedaviden
sonra 6nemli dental ve iskeletsel degisiklikler
gozlense bile, 2. faz yani sabit tedavinin
sonunda erken donemde tedavi goren ve
gbrmeyen gruplar arasinda fark
bulunamamuistir (29-31).

Bu calismalardan yola ¢ikarak gitinimtizde
sinif 2 malokltizyonlu hastalarda; iskeletsel
degisiklikler erken tedavi ile elde edilebilir
gibi gozikse de devam eden biyume
tarafindan elimine edildigi, erken tedavi olan
ve olmayan cocuklar arasinda okliizyon ve
dis diziliminin benzer oldugu ve erken
tedavinin 2. faz tedavi sirasindaki dis ¢ekimi
ve sonrasindaki ortognatik cerrahi ihtiyacini
azaltmadigi kabul edilmektedir. Bunun yani
sira 1. faz tedavinin 2. faz tedavinin stresini
kisalttigina dair bir kanit yoktur. (4)

Bu nedenle sinif 2 malokliizyonlu hastalarin
tedavisi ge¢ karma dislenme dénemine kadar
ertelenmelidir. Ancak  ¢ok  siddetli
anomalilerde agir néromuskailer, iskeletsel ve
dentoalveoler sorunlari oldugu icin psikososyal
gelisimleri  etkilenen  c¢ocuklarda erken
miudahale onerilmektedir (32).

Sinif 3 Anomalilerin Tedavileri

Dietrich sinif 3 iskeletsel bozuklugun yasla
birlikte kotulestigini belirtmis ve mandibuler
protriizyon ile maksiller yetersizlik oraninin
st dislenmeden daimi dislenmeye geciste
artigini saptamistir (33).

Fonksiyonel Sinif 3 Anomalilerin Tedavisi
Fonksiyonel sinif 3 anomalilerde alt cene
cesitli  faktorlerin  etkisiyle ©6ne dogru
kapanmaya zorlanir. Alt ¢ene geriye dogru
zorlanarak kapatilmak istendiginde kesici
disler basa bas konuma geliyorsa anomali
fonksiyoneldir. Sit dislenme doneminde
teshis konar konmaz tedaviye baslanmalidir.
Tedavi yontemi olarak ise alt ceneyi 6ne
zorlayan engellerin kaldirilmasi amaciyla siit

disleri selektif olarak mollenir (15).

Karma dislenmede ise cesitli tedavi

secenekleri vardir (15):

1. Ust kesici disleri 6ne hareket ettirmek
icin, on bolgede labiolingual zemberek
veya genisletme vidasi olan palatal
plaklar kullanilabilir.

Coskun, Kaya

dentition continue and even deteriorate in the
transition to the mixed dentition (20).

Frequently, extra oral appliances are
recommended for maxillary prognatism-
related Class Il cases. However, for patients
having protrusive maxillary dentition, tooth
extraction, pendulum, Jones Jig, distal jet or
headgear providing dentoalveoler
distalization can be prefered (21-23).

For the mandibular retrusion cases, the
vestibular screen appliance or a preformed
plastic positioner can be used fundamentally
to change the neuromuscular attitude at the
beginning of primary or mixed dentition and
to remove the hazardous habits. The stated
appliances inhibit tongue thrust, mouth
breathing and thumbsucking habits and
reinforce the lips. However, in the late mixed
dentition and the early permanent dentition,
functional orthopedic appliances must be
applied (15).

The studies have shown that the headgear
limits the anterior movement of maxilla in the
early treatment of the Class Il division 1
anomalies realized during the mixed dentition
period, however, appliances such as the
frankel, twin block, bionator, increase the
mandibular length and provide a considerable
skeletal recovery (24-28). Yet, in the
evaluation after fixed treatment, it has been
ascertained that the skeletal effects of the early
period treatments are not stable. Besides, it has
been discovered that the need for tooth
extraction or orthognathic surgery in the
control group patients and the patients those
received an early period treatment are similar
during the fixed orthodontic treatment (25).

In many similar studies, considerable
dental and skeletal changes were observed
after the first phase treatment in individuals
with Class Il malocclusion. However, by the
end of the second phase, which means the
fixed treatment, no differences were found
between those who did not receive an early
treatment and those who received it (29-31).
Taking the stated studies as a basis, although
it seems that the skeletal incompatiblity of the
patients with Class Il malocclusion can be
fixed through early treatment, it is eliminated
by the continuing growth and the occlusion
obtained is similar. Therefore, early treatment
does not decrease the need for the tooth
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2. Alt kesici dis bolgesine 6n egik diizlem
apareyi uygulanabilir.

3. Alt cene maksimum geriye itilerek mumlu
kapanis alinip sinif 3 aktivatori yapilabilir
ve  fonksiyonel  c¢ene  ortopedisi
uygulanabilir.

4. Ust 4 kesici dis braketlenip protriize
edilerek 6n capraz kapanis dizeltildikten
sonra ekstriize edilerek yeterli overbite
saglanabilir

iskeletsel Sinif 3 Anomalilerin Tedavisi

iskeletsel sinif 3 anomalilerin tedavisinde
cesitli apareyler kullanilabilir (11):

1. Frankel’'in FR-3 Apareyi: Bu aparey
maksiller kompleksi etkileyen kas kuvvetlerinin
etkisini ortadan kaldirarak maksillanin ileri
yondeki gelisimine izin verir, mandibuler
buylimeyi engeller veya posteriora yonlendirir
(34). Ancak maksillada cok az anterior hareket
sagladigi bildirilmistir (35).

2. Chincup: Normal maksilla ve protriiziv
mandibulaya sahip iskeletsel sinif 3 olgularda
endikedir. Chincup mandibulanin
biytmesini vertikale yonlendirip
mandibulada posterior rotasyona sebep olur
(36). Chincup ile tedavinin siit ve erken
karma dislenmede daha basarili oldugu
bulunmustur  (37,38). Bazi arastiricilar
chincup tedavisi ile ilgili horizontal maksiller
ve mandibuler degisikliklerin stabil oldugunu
belirtmistir (38,39). Bazi calismalar ise
chincup birakildiginda orijinal biytime
paternine geri donts egilimi ve relaps
saptamistir (37,40).

3. Yiiz maskesi: Yiz maskesi hafif-orta
dereceli maksiller retriizyondan kaynaklanan
iskeletsel sinif 3 ve hipodiverjan bireylerde en
etkilidir. Iskeletsel degisiklik maksillanin
anterior ve vertikal hareketiyle olur.
Mandibuler hareket ise, arkaya ve asagiya
yonlendirilmistir. Bu da alt ytiz yiksekliginde
hafif bir artisa yol acar.

Bishara ytiz maskesi tedavisi icin optimal
zamani st santrallerin stirmeye basladigi
zaman olarak belirtmistir (11). Baccetti ve
ark. (41) ise yliz maskesi tedavisi ile iskeletsel
etkinin 8 yasina kadar elde edilebilecegini, 8
yasindan sonra digsel etkilerin daha fazla
olacagini soylemistir. Kim ve ark. (42)
tedavinin daimi kesici disler stirdiikten sonra
ama en ge¢ 10 yasina kadar baslamasi
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extraction or orthognathic surgery during the
second phase treatment. In addition to this,
we do not have any proof about the first
phase treatment shortening the duration of
the second phase treatment (4).

For this reason, treatment of patients with
Class Il malocclusion must be postponed
until the late mixed dentition period. Yet, for
children with severe anomalies, early
intervention is recommended, since the
psychosocial development of these children
can be effected as a consequence of having
neuromuscular, skeletal and dentoalveolar
problems (32).

Treatments of the Class Il Anomalies
Diethrich has indicated that Class Il skeletal
disorder gets worse through aging and that
mandibular  protrusion and maxillary
inadequacy rate increase during transition
from primary dentition to permanent
dentition (33).

Treatment of the Functional Class Il

Anomalies

In the functional class Ill anomalies, the
lower jaw is forced to close forward by the
effects of various factors. If the incisors are in
tet-a-tet position as the lower jaw is forced to
be closed backwards, it shows that the
anomaly is functional. The treatment must be
started no sooner than it is diagnosed in the
primary dentition period. As the treatment
method, the primary teeth are grinded
selectively on the purpose of removing the
premature contacts that force the lower jaw

forward (15).

However, in the mixed dentition, there

are various treatment methods (15):

1. Palatal plates with labiolingual springs or
expansion screws might be used in order
to move the upper incisors forward.

2. Anterior inclined plane appliance can be
applied to the lower incisors.

3. Functional jaw orthopedics can be
applied with a Class Il activator by
obtaining an occlusion with maximum
retrusion of the mandible.

4. Anterior crosshite can be corrected by the
protrusion and then extrusion of upper 4
incisors.
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gerektigini savunmaktadir. Yiz maskesi
tedavisine ideal olarak 6-10 yas arasinda
baglanabilecegi soylenebilir.

Calismalar, maksiller ekspansiyon ve
protraksiyon tedavisinden sonra maksillanin
anterior pozisyonunun tedavi sonrasinda
korundugunu, mandibulanin ise orijinal
biylime paternine geri donme egilimi
gosterebildigini, bu ytzden bazi vakalarda
sinif 3 diizeltiminin kaybedildigini gostermistir
(43-45). Sonradan olusacak horizontal
mandibuler biiylime icin overjet ve molar
iliskide agiri diizeltim onerilmistir (45).

VERTIKAL YON BOZUKLUKLARININ
ERKEN DONEMDEKIi TEDAVILERI

Derin Kapanigin

Erken Dénemdeki Tedavisi

Sit dislenmede anterior derin kapanig sik
gorulir ama bu donemde nadiren tedavi
edilir. Alt kesici digler st kesici disler
bolgesindeki palatal mukozayi yaralamissa,
dislerde asiri asinma ve dis sitkma aligkanligi
varsa ve cocukta derin kapanisa sekonder
olarak gelistigi dustuntlen bas agrilar
olusuyorsa, sut dislenme doéneminde tedavi
yaptlmalidir (11). Sat dislenmedeki bu
belirgin endikasyonlarinin disinda derin
kapanis tedavisi gec karma veya erken daimi
dislenmeye ertelenmelidir. Tedavide ise derin
kapanisin dissel mi yoksa iskeletsel mi
oldugu belirlenmeli ve probleme yonelik
tedavi yapiimalidir.

1. Digsel derin kapanis: Posterior disleri
normalden az stirmiis ¢ocuklarda overbite’i
azaltmak icin anterior bite plane’ler
kullanilabilir. Bu aparey posterior dislerin
okltizyona gelmesini engeller ve
ertipsiyonlarini  saglar.  Aparey tedavi
strecinde tim gtn kullanilmali, tedavi
bittikten sonra geceleri retainer olarak
kullandirilmalidir.  Anterior disglerin asir
stirdigli cocuklarda ise karma dislenmede
intriizyon ile overbite miktari degistirilebilse
de retansiyonu c¢ok zordur. Bu yizden
intriizyon hareketini gerektiren tedaviler
daimi dislenme donemine ertelenmelidir (4).

2. Iskeletsel derin kapanis: Dissel derin
kapanis olgularinda kullanilan anterior bite
plane apareyi kullanilarak posterior dislerin
ertipsiyonu ve boylece mandibulanin asagi
rotasyonu saglanabilir. Kapanisi agmak igin

Coskun, Kaya

Treatment of the Skeletal Class IlI

Anomalies

Various appliances can be used in the
treatment of the skeletal class Il anomalies
(11):

1) Frankel’s FR-3 Appliance: This
appliance permits the anterior development
of the maxilla through eliminating the
muscular forces’ affecting the maxillary
complex and inhibits the mandibular growth
or canalizes it to the posterior (34). Yet, it has
been stated that it supplies a very little
anterior movement in the maxilla (35).

2) Chincup: It is indicated in skeletal Class
Il cases having normal maxilla and
protrusive mandible. Chincup, orienting the
growth of the mandible to the vertical, causes
posterior rotation of the mandible (36). It has
been discovered that the treatment through
chincup is more succeeding during the
primary and early mixed dentition (37,38).
Some researchers have mentioned that the
horizontal maxillary and mandibular changes
obtained with chincup treatment stand stable
(38,39). However, some studies showed that
after chincup is abandoned, a tendency to
return to the original growth pattern and
relapse occur (37,40).

3) Face mask: Face mask is the most
efficient method in the treatment of
hypodivergent individuals with skeletal Class
Il malocclusion deriving from mild or
moderate maxillary retrusion. The skeletal
change occurs through the anterior and
vertical movements of the maxilla. On the
other hand, the mandible is rotated backwards
and downwards, which causes a minor
increase of the lower anterior face height.

Bishara stated the optimal time for face
mask treatment as the period that the upper
centrals start erupting (11). Bacetti et al. (18),
mentioned that the skeletal effect through
face mask treatment can be obtained until the
age of 8, and after this age the dental effects
become more effective. Kim and colleagues
(42), defended that the treatment must be
started after eruption of permanent incisors,
yet until the age of 10. It is mentioned that
face mask treatment, ideally, needs to be
started between the ages of 6 to 10.

The studies have shown that, after maxillary
expansion and protraction treatment, the
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servikal headgear ve bite plate kombinasyonu
da kullanilabilir (46). Kapanisi acmanin
baska bir yolu da sagittal aktivasyon yapilarak
veya vyapilmadan fonksiyonel aparey
kullanimidir (4). Derin kapanis sinif 2
malokliizyon ile beraberse, maksillada
biytime inhibisyonu ve mandibulada
buytume stimtilasyonu amaciyla, headgear ve
aktivator kombinasyonu da kullanilabilir (4).

Acik Kapanisin Erken Dénemdeki Tedavisi

St dislenme ve erken karma dislenme
doneminde yiz iskeleti dizgiin oldugu
halde, aliskanliklara bagli olarak agik kapanis
gorilir. Tedavisi, “Koruyucu ve Onleyici
Ortodontik  Uygulamalar”  boéliminde
anlatilmustir.

Gec karma dislenme doneminde ise, acik
kapanis iskeletsel karakter kazanmaya
baglamistir ve zararl aliskanlik birakilsa dahi,
kendiliginden bir diizelme beklenmez. Bu
sebeple zararli aliskanliklari  6nlemeye
yonelik tedaviler uygulanmaz. Tedavide
amag posterior vertikal gelisimi baskilamak
ve boylece mandibulanin  yukari-one
rotasyon yaparak alt on yiiz yiksekliginin
azalmasini saglamaktir. Bu amacla ekstraoral
kuvvetler veya fonksiyonel apareyler yararli
olabilir (4). iskeletsel acik kapanisin
tedavisinde akrilik bir maksiller splintle
birlikte oksipital headgear kullandirilabilir
(4,47). Bite-bloklu acik kapanis aktivatori
veya bionatori gibi fonksiyonel apareyler
uygulanarak da alt ve ust posterior dislerin
erupsiyonu ve maksillanin asagi dogru
buytmesi engellenebilir (4). Artmis vertikal
biuyume ile birlikte sinif 2 iliskiye sahip
cocuklarda ise, bite-bloklu aktivator veya
bionator ile birlikte oksipital headgear
uygulanabilir (4,48). Cok dik mandibuler
dizleme ve artmig alt 6n yiiz yiksekligine
sahip bireylerde vertikal gelisimi kontrol
altinda  tutmak icin  vertikal cenelik
uygulanabilir.  Ancak vertikal yondeki
biuyime postadolesan donemde de devam
ettigi icin biyime bitene kadar vertikal
gelisim kontrol altinda tutulmalidir. Bu
amacla bite-blok veya benzeri apareylere
ihtiyac duyulacagi unutulmamahdir (4).
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anterior position of the maxilla is protected in
the post treatment period, however, the
mandible might be showing a tendency to
return to its original growth pattern. Thus, in
some cases the Class Il recovery is lost (43-
45). Overcorrection of overjet and molar
relation is recommended for the future
horizontal mandibular growth (45).

TREATMENT OF VERTICAL
MALOCCLUSIONS IN THE
EARLY PERIOD

Treatment of Deepbite Malocclusions in

the Early Period

Anterior deepbite in primary dentition is
frequently observed, yet, hardly treated in this
period. If the lower incisors have wounded
the palatal mucosa, abrasion of the teeth is
observed, teeth squeezing habit occurs and
the child suffers headache due to deepbite,
then the treatment can be performed in the
primary dentition period (11). Not having
encountered the stated specific indications,
the deepbite treatment can be postponed to
late mixed dentition or early permanent
dentition periods. During the treatment,
however, it must be determined whether
deepbite is dental or skeletal and the
treatment must be performed in accordance
with the problem.
1) Dental deepbite: In order to reduce the
overbite of in children with posterior teeth
having erupted less than normal, anterior bite
planes may be used. This appliance inhibits
the posterior teeth to block the occlusion and
permits their eruption. The appliance shall be
used all day during the treatment and it must
be used as a retainer at nights after the
treatment. However, for children having
extremely erupted anterior teeth, even though
overbite during mixed dentition can be
modified with intrusion, the retention is very
hard. For that reason, treatments requiring the
intrusion movement shall be postponed to the
permanent dentition period (4).

2) Skeletal deepbite: By using the anterior
bite plane appliance that is used in dental
deepbite cases, eruption of the posterior teeth
and downwards rotation of the mandibula
can be achieved. Also the cervical headgear
and bite plate combination can be used in
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TRANSVERS YON BOZUKLUKLARININ
ERKEN DONEMDEKI TEDAVISI
Fonksiyonel Yan Capraz Kapaniglarin
Tedavisi

Fonksiyonel ~ yan  capraz  kapanis
hastalarinda maksimum dis temasi sirasinda
alt orta hat capraz kapanig olan tarafa dogru
kayar (49) ve yuzin alt bolgesi asimetrik
gorindr (17). Alt  cene istirahat
konumundayken veya acikken orta hat
dizelir ve ytiz tekrar simetrik bir hal alir (17).

Tedavisinde 6ncelikle altta yatan etyolojik
faktorler kaldirlmalidir. Hastalara zararli
aliskanhiklart  brraktirflmahlidir. Sttt kanin
dislerde primer kontaklar varsa
asindirilmalidir.  Cesitli  calismalarda st
dislenmedeki posterior capraz kapanislarin
%27-%64’tntn  selektif molleme ile
diizelebilecegi gosterilmistir (49-51). Bunun
yani sira alt cenenin dogru konumunu
almasini  saglayacak sekilde st cene
genisletilebilir (52).

Genisletme apareyi olarak ortasina
genisletme vidasi yerlestirilmis hareketli bir
aparey veya quadhelix ve W ark tipi lingual
arklar kullanilabilir. Bu apareylerle her ay 2
mm aktivasyon saglanmali ve 3 aylik bir
retansiyon uygulanmalidir (4,53).

iskeletsel Yan Capraz Kapaniglarin

Tedavisi

iskeletsel ~yan capraz  kapanislar
cogunlukla maksiller darliktan kaynaklanir.
Maksiller darligin tedavisinde midpalatal
suturun acilmasi gerekir (17).

Preadolesan donemde maksiller
ekspansiyon icin hareketli bir ekspansiyon
apareyi, W ark veya quadhelix dizayninda bir
lingual ark veya banded veya bonded
dizaynda bir sabit ekspansiyon apareyi
kullanilabilir. ilk 2 aparey slow ekspansiyon
yaparken, sabit ekspansiyon apareyleriyle
vidanin  cevrilme hizina goére rapid,
semirapid veya slow ekspansiyon elde
edilebilir (4).

Siit ve Erken Karma Dislenme

Doneminde Maksiller Darlik Tedavisi

Sut ve erken karma dislenme déneminde
midpalatal suturu agmak icin daha az kuvvet
yeterlidir ve maksiller ekspansiyon daha
kolay gerceklesir. Bu donemde hareketli bir
apareyle, bir lingual arkla veya sabit bir
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order to open the occlusion (46). Another
method to open the occlusion is using a
functional appliance, either performing
sagittal activation, or not (4). If the deepbite
occurs with Class Il malocclusion, the
headgear and the activator combination can
be used in order to provide growth inhibition
in maxilla and growth stimulation in the
mandibula (4).

Treatment of Openbite Malocclusions in

the Early Period

Despite the uniform structure of the facial
skeleton, habitual open-bite can be observed
in the primary and early mixed dentition.
Treatment is explained in the "Preventive and
Interceptive  Orthodontic  Applications”
section.

Openbite malocclusion start to gain a
skeletal character in the late mixed dentition
and even if the harmful habit is given up, no
spontaneous improvement can be expected.
For this reason, treatments are not
implemented for preventing harmful habits.
The purpose of the treatment is to suppress
posterior vertical development and thus, to
allow the decrese of lower anterior facial
height by upwards-forward rotation of the
mandible. Hence, extraoral forces or
functional appliances may be useful (4).
Occipital headgear can be used along with
an acrylic maxillary splint in treatment of
skeletal openbite malocclusions (4,47).
Eruption of lower and upper posterior teeth
may be prevented by using functional
appliances such as open-bite activator or
bionator with bite-blocks (4). In children with
Class 1l relation with increased vertical
development, occipital headgear can be used
with an activator or bionator including bite-
blocks (4,48). In patients with extremely
incresed mandibular plane angle and lower
anterior facial height, vertical headgear can
be applied to maintain vertical development
under control. However, as vertical
development continues in the postadolescant
period, it should be controlled until
development is completed. It should be kept
in mind that bite-block or similar appliances
are needed for this reason (4).

Tirk Ortodonti Dergisi 2012;25:279-294



279_Ipek:ilhan 19.03.2013 15:27 Page 291

Erken Dénem Ortodontik Tedaviler
Early Orthodontic Treatments

ekspansiyon apareyiyle yapilacak olan
genisletmelerin her tcii de hem iskeletsel
hem dissel degisiklikler saglar (54). Ancak
sabit ekspansiyon apareyleri 6zellikle lingual
arklara  gore c¢cok daha  buyuktir,
yerlestirilmesi, cikarilmasi ve temizlenmeleri
daha zordur. Ayrica RPE bu yaslarda fasiyal
yapilarda distorsiyona neden olabilir (4). Yani
stit ve erken karma dislenme doneminde aktif
bir lingual arkla (W ark veya quadhelix) slow
ekspansiyon tercih edilebilecek en iyi
yaklagimdir (4).

Ge¢ Karma Diglenme Doneminde

Maksiller Darhk Tedavisi

Ge¢ karma dislenme  déneminde
maksiller ekspansiyon icin daha fazla kuvvet
uygulanmasi gerekir. Bu ytizden banded veya
bonded bir aparey kullanimi bu dénemde
uygundur (4). Hizli veya yavas ekspansiyon
yapilabilir. Ekspansiyon apareyinin yavas
aktivasyonu (1 mm/hafta), 10-12 haftalik bir
periyotta dis ve kemiklere daha az travma
gelmesini saglayarak hizli ekspansiyon ile
ayni sonuglari saglar. Suturun ayrildigi
radyografta acikca gortlmez, santral disler
arasinda diastema olusmaz ancak ayni dissel
ve iskeletsel etkiler elde edilir (4). Yani gec
karma dislenme doneminde sabit bir
ekspansiyon apareyiyle vyapilan slow
maksiller ekspansiyon minimum sutur
hasariyla etkili bir sonug saglar (4).

Ekspansiyon bittikten sonra pekistirme icin
aparey agizda 3 ay birakilmalidir (4).

SONUC

Ginumizde, erken ortodontik tedavi
karari oldukca tartismali bir konudur ve
ortodontistler arasinda bu konuyla ilgili cesitli
gorusler yer almaktadir. Bu nedenle her hasta
bireysel ~ olarak  degerlendirilmeli  ve
malokliizyonun tipi, etyolojisi, hastanin
biylime-gelisim paterni ve kooperasyon
diizeyi goz oniinde bulundurularak erken bir
tedavi yapilip yapilamayacagina karar
verilmelidir.

Turkish Journal of Orthodontics 2012;25:279-294

EARLY TREATMENT OF TRANSVERSE
MALOCCLUSIONS

Treatment of Functional Lateral Crossbite

Malocclusion
The lower midline shifts aside during
maximum teeth contact in patients with
functional lateral cross-bite (49) and the
lower facial area looks asymmetrical (17).
When the mandibula is at rest or open, the
midline is fixed and the face regains its
symmetrical look (17).

First of all, the underlying etiologic factors
should be eliminated in treatment. Patients
are required to abandon bad habits.
Premature contacts on the primary canine
teeth should be grinded, if there are any.
Various studies have shown that 27-64% of
posterior cross-bite malocclusions in the
primary dentition can be fixed with selective
grinding (49-51). Besides, the maxilla can be
expanded to provide the right position for the
mandible (52).

A removable appliance with an expansion
screw at the center and a quad helix or W
type lingual arches may be used as expansion
appliance. 2 mm activation should be
provided with these appliances each month
and a 3 month retention should be
implemented (4,53).

Treatment of Skeletal Lateral Crossbite

Malocclusion

Skeletal lateral cross-bite mostly results
from maxillary narrowness. Midpalatal suture
is required to be opened in treatment of
maxillary narrowness (17).

A removable expansion appliance, W or
quad helix design lingual arch or banded or
bonded design fixed expansion appliances
can be used for maxillary expansion in the
preadolescence period. While the first 2
appliances conduct slow expansion, rapid,
semirapid or slow expansion can be obtained
depending on the twisting rate of the screw
with banded or bonded design fixed
expansion appliances (4).

Treatment of Maxillary Narrowness in the

Primary and Early Mixed Dentition

A light force is enough to open the
midpalatal suture and maxillary expansion is
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easier in primary and early mixed dentition
period. The expansion made either with a
removable appliance, a lingual arch or a fixed
expansion appliance provide both skeletal
and dental changes in this period (54).
However, fixed expansion appliances are
much larger especially compared to lingual
arches and they are hard to place, replace and
clean. Moreover, rapid palatal expansion may
cause distortion in facial structure in these
years (4). Therefore, slow expansion with an
active lingual arch (W arch or quad helix) is
the best method to prefer in the primary and
early mixed dentition (4).

Treatment of Maxillary Narrowness in the

Late Mixed Dentition

A heavy force is required for maxillary
expansion in late mixed dentition period.
Therefore, use of a banded or bonded
appliance is proper in this period (4). Rapid
or slow expansion may be conducted. Slow
activation of the expansion appliance (1
mm/week) provides the same results with
rapid expansion by allowing less trauma on
teeth and bones in a 10-12 week period. The
same dental and skeletal effects are obtained,
although the suture separation is not clearly
seen in the radiographs and diastema
between central teeth does not occur (4).
Therefore, slow maxillary expansion with a
fixed expansion appliance provides the most
effective result with minimum suture damage
in late mixed dentition (4).

The appliance should be kept in mouth
for 3 months for retention after completion of
expansion (4).

RESULT

Today, early orthodontic treatment is a
highly questionable issue and there are
various opinions concern its advantages
among orthodontists. For this reason, each
patient should be evaluated individually. The
decision whether to apply an early treatment
or not should be made by considering the
type and etiology of the malocclusion,
growth-development pattern and cooperation
level of the patient.

Tirk Ortodonti Dergisi 2012;25:279-294
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