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Treatment of Anterior Dental Crossbite with 
Different Methods in the Early Mixed Dentition 
Period: Report of Two Cases

Abstract

Anterior crossbite is defined as a malocclusion characterized by the anterior maxillary teeth lingual position compared to man-
dibular anterior teeth. Anterior crossbite cases should be treated by emergency intervention in the early period to prevent 
problems such as abnormal enamel abrasion, periodontal pathologies, temporomandibular joint disorders, mobility, and frac-
tures in teeth that may be caused by an anterior crossbite. In this case report, the treatment of 2 cases with anterior dental 
crossbite observed during the early mixed dentition period performed with different methods by considering their coopera-
tion, personal characteristics, wishes, and needs is presented.
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Case Report

Introduction

Anterior crossbite can be clinically identified, when the 
anterior lower teeth are in a labial position regarding the 
anterior upper teeth.[1-3] Anterior dental crossbite has 
an incidence of 4-5%. It is usually observed in the early 
mixed dentition period and is caused by the abnormal 
eruption of permanent incisors.[4,5] This malocclusion 
may occur due to various factors such as a change in the 
position of the permanent tooth germ due to trauma to 
the primary incisors, delayed exfoliation of the primary 
incisors, supernumerary incisors, odontomas, crowding 
in the incisor region, and insufficient arch length.[4-6]

Anterior crossbite in the early mixed dentition peri-
od may have long-term adverse effects on the develop-

ment and growth of teeth and jaws.[7] Anterior cross-
bite may lead to abrasion on the hard tissues of the 
tooth,[6,7] aesthetic problems, and asymmetries.[8] 
Furthermore, the mandibular incisors' proclamation 
may lead to the thinning of the labial alveolar crest and 
gingival recession.[8]

Case Presentation

Case I: As a result of the intraoral examination of a 
6-year-old girl admitted to our clinic with the complaint 
of crowding of her maxillary incisors, it was observed 
that anterior dental crossbite occurred due to palatally 
displaced left central incisor (Fig. 1). Furthermore, it was 
determined that the patient had mixed dentition and a 
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Class I molar relationship. In the anamnesis, it was 
learned that removable orthodontic appliance therapy 
was initiated in another clinic one month ago; however, 
the child refused to use the removable orthodontic 
appliance. Therefore, a different treatment method was 
preferred. Compomer (Dyract, Dentsply, Konstanz, 
Germany) was placed on the occlusal surface of the 
mandibular primary molars, and bite-opening was per-
formed in a balanced way with a distance of 2 mm 
between the incisal edges of the incisors (Fig. 2). The 
occlusal arrangement was made using articulating paper. 
After bite-opening was performed, abnormal contact 
between the upper left central tooth and mandibular 
incisors was eliminated (Fig. 3). Along with the tongue 
and lip's balanced pressure, the upper left central tooth 
was expected to be in the correct position. In control 
performed one month later, it was observed that the 
crossbite was successfully corrected. The compomer 
placed on the occlusal surface of the primary molars was 
removed. The treatment was terminated by restoring the 
occlusion to its previous state (Fig. 4).

Case II: In the general intraoral examination of a 
6-year-old boy, it was observed that anterior dental 
crossbite occurred due to palatally displaced right cen-
tral incisor (Fig. 5). Furthermore, it was determined 
that the patient had mixed dentition and a Class I molar relationship. In this case, a different treatment method 

was preferred because the parent did not want the 
removal of the fixed space maintainer in tooth number 
55, the child was at a young age, and the use of the 
removable orthodontic appliance in the lower jaw was 
more difficult compared to the upper jaw. Resin modi-
fied glass ionomer cement (Fuji II LC Capsule, GC 
Corp., Tokyo, Japan) was placed on the occlusal surface 
of teeth 16, 65, and 26 to perform a balanced bite-open-
ing with a distance of 2 mm between the incisal edges of 
the incisors. The decayed tooth number 64 was restored 
with compomer (Dyract, Dentsply, Konstanz, 
Germany), compomer (Dyract, Dentsply, Konstanz, 
Germany) was placed on the occlusal of tooth number 
55 on which the space maintainer was previously 

Figure 1. Case I diagnosis crossbite view

Figure 2. Case I occlusal view of the lower jaw after bite-opening

Figure 3. Case I intraoral view after bite-opening

Figure 4. Case I intraoral view after treatment

Figure 5. Case II diagnosis crossbite view
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placed, and the occlusal arrangement was made using 
articulating paper (Fig. 6). After bite-opening was per-
formed, abnormal contact between the upper right cen-
tral tooth and mandibular incisors was eliminated. 
Along with the tongue and lip's balanced pressure, the 
upper left central tooth was expected to be in the cor-
rect position. In control performed one month later, it 
was observed that the crossbite was successfully cor-
rected. The restorative materials placed on the posterior 
teeth' occlusal surface were reduced to the normal 
occlusion position. In control performed after eight 
months, it was observed that there was no problem in 
the position of tooth number 11 (Fig. 7).

Discussion

Different techniques can be used in the treatment of 
anterior dental crossbite. The treatment aims to direct 
the affected maxillary incisors or teeth to the point 
where there will be a stable overjet-overbite relation-
ship. Because normal overjet-overbite relationship 

prevents recurrence.[9] Hawley plates with active 
springs that increase occlusion can be used to treat 
anterior dental crossbite.[10] Significant results can be 
achieved in a short time with the composite inclined 
planes applied to the opposing tooth contacting with 
the maxillary teeth in crossbite.[11] Anterior dental 
crossbite can also be treated by placing a composite or 
compomer on the posterior teeth' occlusal surfaces 
and raising the occlusion.[12] Miamoto et al[13] stat-
ed that no significant differences were observed 
between the two protocols: use of a removable maxil-
lary biteplate with finger springs and bonding of res-
in-reinforced glass ionomer cement bite pads on the 
lower first molars, for the correction of an anterior 
crossbite in the mixed dentition.

Anterior crossbite can be corrected with fixed treat-
ments in adults since it may lead to functional prob-
lems.[14] The most important factors that ensure orth-
odontic treatment success are the physician's knowl-
edge, experience, and skills; however, the desired results 
cannot be achieved unless the treatment is accompa-
nied by patient compliance and parents' practical coop-
eration. A problem that may occur in patient compli-
ance may negatively affect the ideal treatment plan and 
mechanics, extend the treatment length, and even make 
the treatment unsuccessful.[15-18] Different appliances 
are used in different individuals according to their 
problems and need to achieve the desired results during 
orthodontic treatment.[18] In both cases, we reported, 
a different treatment method that did not require chil-
dren to use appliances was preferred by considering the 
cooperation, personal characteristics, wishes, and needs 
of the children. Bite-opening was performed in a bal-
anced way by placing dental restorative materials on the 
posterior teeth' occlusal surface. In other words, the 
obstacle preventing the teeth from reaching their ideal 
position was eliminated, and treatment was performed. 
With this method preferred, although the patient's 
duration of sitting on the dental chair was extended, 
successful results were achieved with short-term treat-
ment without the need for the appliance. In addition, a 
fixed appliance was more cost-effective than a remov-
able appliance in the correction of an anterior crossbite 
with a functional shift.[19]

The most significant factor in this treatment's suc-
cess was that the tooth in the crossbite was in the erup-
tion phase. It is very easy for the teeth that have not 
entirely erupted to reach their ideal position.[20] If the 
obstacle that causes the crowded eruption of the teeth 
in the eruption phase can be eliminated, the tooth will 
spontaneously come to its position.

Figure 6. Case II occlusal view of the upper jaw after bite-opening

Figure 7. Case II intraoral view 8 months after treatment
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Conclusion

It is possible to prevent more severe malocclusions such 
as Class III anomalies and laterognathia that may occur 
in the future due to the simple treatment of anterior 
dental crossbite without skeletal asymmetry in mixed 
dentition.[21] Furthermore, the treatment method 
should be determined by considering the cooperation, 
personal characteristics, wishes, and needs of the 
patient.
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