
Introduction:

Class III malocclusions may be classified into 2 

types: pseudo Class III and true Class III. The 

importance of differentiating between true Class III 

and pseudo Class III is emphasized. According to 
[1]

Gianelly et al  pseudo Class III has been 

characterized by an anterior crossbite in maximum 

intercuspation; however, in centric relation. The 

skeletal relationship is usually Class I or mildly Class 
[2]

III. According to Bench et al  pseudo Class III may 

be caused by inadequate positioning of the 

maxillary incisors (crowding, ectopic eruption, 

trauma, early loss of primary or permanent teeth),  

which  interferes  with mandibular closure, 

displacing it anteriorly; in general, the problem is 

solved after removal of the interference. According 
[3]

to Fränkel and Fränkel , the anterior crossbite 

caused by interferences (pseudo Class III) may lead 

to upward and backward condylar growth with 

downward and forward mandibular displacement, 

giving rise to a true Class III because of inadequate 
[4]growth stimulus. According to Moyers , pseudo 

Class III malocclusion is a positional relationship 

with an acquired neuro-muscular reflex.

[5]
According to Rabie , the diagnosis of pseudo Class 

III malocclusion differs from that of skeletal Class III 

malocclusion because it is de? ned as functional 

forward displacement of the mandible as a result of 

retroclined maxillary incisors. Because the major 

underlying cause of pseudo Class III malocclusion is 

the inclination of the maxillary incisors, our 

treatment objectives aim to change the inclination 

of those incisors.

The goal of our treatment is to prevent an existing 
[6]problem from getting worse . Specifically for 

pseudo Class III, the desire of treatment is to correct 

the anterior displacement of the mandible so that 

they can be guided into Class I in the proper 

mandibular position as a result of proclination of the 

upper incisor, and to provide a normal environment 

for the growth of the mandible by eliminating the 

anterior crossbite. Because of functional shift and 

end-to-end incisor relationship in centric relation, 

the problem was treated by orthodontic therapy 

only. No surgical intervention was done.

Various appliances have been devised for early 

treatment of a pseudo Class III, such as removable 

plates with springs, ? xed or removable inclined 

planes, functional appliances, chin-cups, and simple 

? xed appliances. One popular type of simple ? xed 
[7]appliance is the 2 × 4 appliance , which is 

composed of bands on the ? rst permanent maxillary 
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molars and brackets on the maxillary incisors.

Case reports:

A 13year old male patient reported with the 

complaint of 'My upper teeth bite behind my bottom 

teeth.'(Fig.1). 

On examination, the overall health and growth was 

normal. He had mild Class III malocclusion with a 

prominent chin. Facial profile was slight concave in 

centric occlusion and straight in centric relation 

(Fig. 2).

Incisors in centric occlusion had a negative overjet 

of 5 mm. Incisors were in end-to-end relation in 

centric relation with posterior open bite. Such cases 

appear to be more severe than they actually are.  

There was 4 mm negative overbite in centric 

occlusion. The maxillary second molars were 

present and X-ray examination showed that third 

molars were developing. Lips were competent with 

no mentalis muscle strain.  No significant facial 

asymmetry was noticeable.

Pre treatment cephalometric evaluation revealed 

that Angle SNA was 78°, indicating retrognathic 

maxilla.  In centric occlusion, the mandible was 

significantly anterior to cranial base and maxilla. 

Angle SNB was 84°, indicating prognathic mandible. 

The ANB was -6°, indicating a class III skeletal 

relationship. The maxillary incisors were proclined 

by 12°. The mandibular incisors were proclined by 

12° with deep overbite, indicating over closure of 

mandible. The mandibular plane was 17°(Fig.3, 

Table 1 ).

In this case the malocclusion was primarily due to 

skeletal discrepancy between maxilla and mandible. 

The patient was unable to achieve normal function 

in centric relation and adopted an anterior shift to a 

position where he could function. This shift resulted 

in anterior cross bite and negative overjet.

Objectives of treatment planning were as follows:

1. To establish functional occlusion.

2. To eliminate centric relation and centric 

occlusion discrepancy and anterior cross bite.

3. To establish Class I canine and molar 

relationship

4. To reduce overbite and positive overjet.

Because of the functional shift and end-to-end 

incisor relationship in centric relation, this patient 

87MAHARAJA KRISHNAKUMARSINHJI BHAVNAGAR UNIVERSITY Vol. 3  Issue-3  September 2013

Parameters Pre 
Treatment 

Post 
Treatment 

Change 

SNA 78° 78° 0° 

SNB 84° 81° 3° 

ANB -6° -3° 3° 

U1 To Palatal Plane 68° 64° 4° 

Interincisal Angle 130° 135° 5° 

IMPA 102° 92° 10° 

GoGn - SN 17° 20° 3° 

FMA 17° 18° 1° 
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was treated with non-extraction orthodontic 

treatment. Maxillary and mandibular fixed 

appliance MBT 0.022” slot was selected. Initial 

leveling and alignment was started using 0.016'' 

round NiTi wire along with posterior bite blocks on 

mandibular molars to prevent debonding of 

brackets on maxillary anterior teeth (Fig. 4). 

Second wire was TMA 0.016” × 0.022” used for 

torque expression and correction of anterior 

crossbite. After correction of crossbite, bite blocks 

were removed. These were followed by full size 

0.019 × 0.025'' NiTi and S.S. wire. Occlusal 

adjustment was done using expanded arch wires at 

every stage for dentoalveolar expansion to 

eliminate crossbite on left side and for better inter-

digitation of teeth (Fig. 5). 

Maxillary circumferential and mandibular spring 

retainer was given. Third molar's eruption was 

monitored.   

Discussion:

Some Class III Malocclusions with ANB of -5° or 

larger can be treated successfully to a functional 

goal. Surgical treatment is associated with surgical 

risks and complications. Non-surgical treatment 

can produce acceptable result in patients where 

mandibular shift is present. 

Treatment was initiated in the upper arch first with 

a simple fixed appliance. Two molar bands were 

cemented to the upper first molars and four 

brackets (0.022” slot) were bonded to the upper 

incisors. Initial leveling and aligning wire was .016” 

NiTi for 2 months. Stainless steel 0.016” wire with 

advancing loops in the upper arch wire and closing 

loops in the lower arch wire were used to procline 

the upper incisors and retrocline  the  lower  

incisors  for  3  months. Full size 0.019 × 0.025'' NiTi 

and S.S. wire was used to detail torque in 0.022” slot 

for 3 months.

After 8 months' treatment, the anterior crossbite 

was corrected and the mandibular displacement 

was eliminated. The upper incisors were proclined 

by 4°. Post-treatment radiographs showed the 

angulation of upper incisors to maxillary plane was 

64°. For optimal inter-digitation, occlusal 

adjustment was done so that mandibular first molar 

occludes properly with maxillary molars (Fig. 6).

Maxillary posterior teeth were placed more 

buccally. Patient was very happy with his face & 

profile (Fig. 7).



The early treatment for a few months resulted in 

elimination of mandibular displacement thus 

allowing the permanent  dentition  to  be  guided  

into  Class  I  at  the  proper mandibular functional 

position.

This treatment can be planned in cases where the 

molar relationship is not to be corrected and where 

the incisors are in an end-to-end relationship or in 

negative relationship.

After bringing the canine and molar into Class I 

relationship for proper functional excursive 

movements and chewing, it is also necessary to 

achieve proper occlusal inter-digitation. This will 

ensure a more stable result.

Conclusion:

Non-surgical orthodontics can be used to 

camouflage a skeletal class III malocclusion with 

significant mandibular protrusion which is usually 

indicated for surgery. 

An orthodontic intervention for pseudo Class III 

malocclusion should be initiated as early as possible 

to prevent existing problems from getting worse; 

and minimize or eliminate the need for 

comprehensive orthodontic treatment at a later 

stage.
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