
Treatment of class III 
malocclusions



Maxillary deficiency

 transverse maxillary constriction
 skeletal maxillary constriction, which is

distinguished by a narrow palatal vault, usually
produces a posterior crossbite, and posterior
crossbite due to a narrow maxilla is an indication
for treatment at the time it is discovered

 it can be corrected by opening the midpalatal
suture, which widens the roof of the mouth and the
floor of the nose at any time prior to the end of the
adolescent growth spurt



Maxillary deficiency

 several methods of arch expansion are possible, but to
obtain skeletal effects, it is necessary to place force
directly across the suture

 three methods in preadolescent children
 split removable splint with a jackscrew or heavy midline spring
 lingual arch, often of the quad-helix or W-arch design
 fixed palatal expander with jackscrew that is either banded or

bonded





Palatal expansion in the primary 
and early mixed dentition

 because less force is needed to open the
suture in younger children, it is relatively easy
to obtain palatal expansion

 all three types of appliances can produce
both skeletal and dental expansion in the
early mixed dentition

 slow expansion with an active lingual arch is
the preferred approach to maxillary
constriction in young children in the early
mixed dentition



Palatal expansion in the late 
mixed dentition

 with increasing age, the midpalatal suture
becomes more and more tightly interdigitated,
but in most individuals , it remains possible to
obtain significant increments in maxillary width
up to age 15 to 18



Palatal expansion in the late 
mixed dentition

 rapid or slow expansion?

 in the late mixed dentition either rapid or slow
expansion is clinically acceptable
 rapid expansion is typically done with two turns daily of the

jackscrew(0.5 mm)
 creates 10 to 20 pounds of pressure across the suture

 enough to create microfractures of interdigitating bone spicules

 slower activation of the expansion appliance at the
rate of 1 mm/week

 produces 2 pounds of pressure, opens the suture at a rate that is
close to the maximum speed of bone formation





Anteroposterior and vertical 
maxillary deficiency

 both anteroposterior and vertical maxillary deficiency
can contribute to class III malocclusion

 if the maxilla is small or positioned posteriorly, the effect
is direct

 if it does not grow vertically, the mandible rotates upward and
foreward, producing an appearance of mandibular prognathism
that may be due more to the position of the mandible, than its
size



Anteroposterior and vertical 
maxillary deficiency

 for children with A-P and vertical maxillary
deficiency, the preferred treatment is to move
the maxilla into a more anterior and inferior
position, which also increases its size as bone is
added at the posterior and superior sutures

 treatment is most effective when combined
with maxillary expansion before age 10



Clinical management of facemask 
treatment

 generally it is better to defer maxillary protraction until
the permanent first molars have erupted and can be
incorporated into the anchorage unit

 following palatal expansion or in conjunction with it, a
facemask that obtains anchorage from the forehead and
chin is used to exert a forward force on the maxilla via
elastics that attach to a maxillary appliance





Clinical management of facemask 
treatment

 to resist tooth movement as much as possible
the maxillary teeth should be splinted together
as a single unit

 the maxillary appliance can be bonded, banded,
or removable

 whatever the method of attachment, the
appliance must have hooks for attachment to
the face mask that are located in the canine-
primary molar area above the occlusal plane
 force vector nearer to the center of resistance

of the maxilla and limits maxillary rotation







Controlling tooth movement by 
applying force to implants

 a major negative side effect of the maxillary
protraction is maxillary dental movement that detracts
from the skeletal change

 if a child with maxillary retrusion has spontaneous
ankylosis of primary molars, a splint can be
fabricated to use these teeth as natural implants

 it also would be possible to use temporary implants as
a point of attachment



Functional appliances for 
maxillary protaction

 a possible treatment for correction of maxillary
deficiency is a functional appliance made with
the mandible positioned posteriorly and rotated
open and with pads to strech the upper lip
foreward

 in theory the lip pads used in Frankel III
appliance, stretch the periosteum in a way that
stimulates foreward growth of the maxilla





Functional appliances for 
maxillary protaction

 the available data, however,indicate little true foreward
movement of the upper jaw

 instead, most of the improvement is from dental changes

 the appliance tips the maxillary anterior teeth facially and
retracts the mandibular anterior teeth

 if the functional appliance rotates the chin down and back,
the class III relationship will improve, but again with no
effect on the maxilla



Mandibular excess

 children who have class III malocclusion because of
excessive growth of the mandible are extremely difficult
to treat

 inhibiting mandibular growth is almost impossible
 with both types of appliances (chin cup,functional

appliance), the major effect is downward and backward
rotation of the mandible

 many of these children ultimately need surgery, and the
chin cup treatment is camouflage



Extraoral force to the mandible: 
chin cup treatment

 most human studies have found little difference  in 
mandibular dimensions between treated and untreated 
subjects

 what chin cup therapy does accomplish is a change in 
the direction of mandibular growth, rotating the chin 
down and back

 in addition, lingual tipping of the lower incisors 
occours

 the treatment is contraindicated for a child who has 
excessive lower face height



Class III functional appliances

 class III functional appliances for excessive mandibular
growth make no pretense of restraining mandibular
growth

 they are designed to rotate the mandible down and
back and to guide the eruption of the teeth so that the
upper posterior teeth erupt down and forward while
eruption of lower teeth is restrained

 this rotates the occlusal plane in the direction that
favors correction of a class III molar relation







Class III functional appliances

 to produce the working bite for a class III
functional appliance are identical to the
procedure for class II patients

 however , the working bite itself is significantly
different: the mandible is rotated open on its
hinge axis but is not advanced

 light force can be placed on the chin point to
retrude the mandible



Class III functional appliances

 the limited success of early intervention is a
reality that must be recognized

 for a child with severe prognathism, no
treatment until orthognathic surgery can be
done at the end of the growth period may be
the best treatment



Class III. functional appliances

 Myofunkcional trainers

 I3 trainer








