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ABSTRACT:

Over the period of time there has been an increase in the number of adults seeking orthodontic treatment. Adult treatment varies from the
other patients. However, with the increase in the number of adult patients seeking treatment greater availability of information, and
analyzed the motivation necessary to seek orthodontic treatment has also increased. The current article highlights the various difference
and indication, treatment modalities available for Adult orthodontic treatment.
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INTRODUCTION

The number of adults seeking orthodontic treatment has
increased in the recent era. Thedifferences between
orthodontic treatment for adults and for the child, is that
adult orthodontics is often symptom related, whereas with
the child we are largely dealing with signs.Clinically, on
examination the adult patients exhibit one or more of the
following: deep overbite, large overjet, crowding of
incisors, excessive mobility, gingival recession, periodontal
pocket, root resorption, and traumatic occlusion. Reitan
states that, Adult orthodontics should be based upon a

knowledge of the type of tissue reaction found in adult
structures, and that teeth moved in adults are less tipped
during the initial movement stage than in young individuals
in whom large amount of osteoid tissue still remain.'

According to Proffit, the increase in the number of adult
patients seeking treatment was due to greater availability of
information, and analyzed the motivation necessary to seek
orthodontic treatment as an adult.’Each patients are treated
in a different way, the difference between adolescent and
adult patient has been given in table-1. The aim of the
current article is to highlight about adult orthodontics.

Characteristics Adolescent Patient Adult Patient
Growth Modification Possible Not possible
T™IJ Adaptable Sings of dysfunction
Medical History Not majority with complication Majority with complication
Periodontal status Unhealthy rarely Major concern
Esthetics Major concern Major concern
Retention Short term Long term
Appliance Tolerance Less time More time required
Speech Adjusts quickly Adjusts late

TABLE 1 — DIFFERENCE BETWEEN ADULT AND ADOLESCENT PATIENT
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INDICATION

1. Esthetic improvement

2. To facilitate a good tooth-periodontal tissue and
tooth to tooth relation.

3. Improve the occlusal plane.

4. To facilitate space for prosthetics replacement.

5. To improve occlusion relation and its co-
ordination with the masticatory muscles and the
T™I.

GOAL OF ORTHODONTIC TREATMENT

1. Parallelism of Abutment Teeth.

2. Most Favorable Distribution of Teeth.

3. Redistribution of Occlusal and Incisal Forces.

4. Adequate Embrasure Space and Proper Root
Position.
Adequate Occlusal Plane and Potential for Incisal
Guidance at Satisfactory Vertical Dimension.
Adequate Occlusal Landmark Relationships.
Better Lip Competency and Support.
Improved Crown / Root Ratio.
Improvement (Or) Correction of Mucogingival
and Osseous Defects.
10. Better Self — Maintenance of Periodontal Health.
11. Esthetic and Functional Improvement.

b
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CONTRAINDICATION
1. Skeletal discrepancy
Presence or local or systemic disease
Alveolar bone loss
Poor prognosis
Decreased patient motivation

RN

FACTOR IN SELECTION OF TREATMENT PLAN

1.Existing Oral Pathology:

Recurrent decay, restorative failures, root decay with pulpal
involvement periodontal bone loss, TMJ symptoms and
retained roots. These conditions should be treated first
before proceedings to orthodontics with a multi-
disciplinary approach.

2.Skeletal Relationships:

No growth with minimal skeletal adaptability. Therefore
surgical procedures are frequently required to correct
moderate to severe skeletal disharmonies.

3. Biological Considerations

e Neuromuscular maturity — Mechanical options
for an adult are limited because of lack  of
neuromuscular adaptability. There is a tendency
towards iatrogenic transitional occlusal trauma,
coinciding with orthodontic occlusal changes.

e Periodontal susceptibility — Higher degree of
bone loss as result of periodontal disease can be
evidenced during orthodontic therapy.

4.Therapeutic Approaches Available
e Tooth Movement: Most of them require tooth
moving forces.
e Orthopedics: Not effective.
e Orthognathic surgery: Needed in 10 to 20% of
the adult patients.
o Restorative dentistry: Frequently required.

5. Extraction (vs) Non Extraction Therapy:

e Atypical extractions are usually undertaken in
adults. Atypical extraction patterns vary from
extraction of one to four teeth with numerous
combinations other than 1st and 2nd premolar.

e Asymmetric extractions and stripping of bulky
restorations also done.

e Strategic extractions are extraction dictated by
other pathologies like periodontitis or other
irreversible damages.

]

6.Anchorage Requirements:

Adults have greater anchorage potential because of
completely erupted 1st, and 2nd molars as well as
accentuated mesial drift particularly in the mandibular arch.
On the other hand 40% of the adult patients are partially
edentulous.

e Direct anchorage utilizes forces from actual
implant which takes the place of a missing tooth
and eventually supports a dental restoration.

e Indirect anchorage uses the implants to stabilize
specific dental units to which clinical forces are
then applied.

[ ]

7. Missing Teeth

In adults, most of these spaces cannot be closed
without a prosthesis either a temporary tooth replacement
during fixed appliance therapy or fixed prosthesis later.
Implants have become a reliable alternative. Therefore a
multidiscipilinary team approach is required for their
comprehensive rehabilitations.review article aims at adding
lime light to the topic.

MOTIVATIONS FOR ADULT TREATMENT

The major motivations for adults to undergo
comprehensive treatment is due to psychological reasons.
Though a small percentage of them may seek complete
treatment for periodontal and restorative needs.

e Internal motivations: If the individual wants to
improve his appearance or function of teeth and so
seeks treatment — he is said to be internally
motivated and is expected to respond well
psychologically.

e External motivation: an individual whose
motivations is the urging of others he said is to be
externally motivated and has a complex set of
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unrecognized orthodontic

treatment.

expectation  for

TREATMENT PLAN
According to profit the adult treatment plan comprises of
the following. Fig 1

ADULT
ORTHODONTICS

COMPREHENSIVE ADJUNCTIVE
ORTHODONTIC

TREATMENT

SURGICAL

ORTHODONTIC
TREATMENT

ORTHODONTIC
TREATMENT

FIGURE 1 — ADULT ORTHODONTIC TREATMENT
PLAN

COMPREHENSICE ORTHODONTIC TREATMENT
They are similar in adult and adolescence patient however
the following critearia are to be kept into concern.
1. Biological limitations.
Lower force levels.
Periodontal considerations.
Multidisciplinary approach.
Esthetic requirement.
Comfort requirement.
Biomechanical consideration.

Nk W

ADJUNCTIVE ORTHODONTIC TREATMENT
Tooth movement that is carried out to aid other dental
procedures to control disease and restore function.
The adjunctive procedures include the following
1. Uprighting of teeth.
2. Forced eruption.
3. Alignment of teeth.

SURGICAL ORTHODONTIC TREATMENT

In contemporary surgical-orthodontic treatment, a fixed
orthodontic appliance has three uses: to

1. Accomplish the tooth movement needed in preparation
for surgery.

2. Stabilize the teeth and basal bone at the time of surgery
and during healing.

3. Allow necessary postsurgical tooth movement while
retaining the surgical change.

A modern lingual appliance can be used for presurgical
orthodontics, as can clear aligners, but in both cases
brackets on the facial surface of the teeth must be placed
for stabilization and finishing. The standard Begg appliance
doesnot provide the control needed for stabilization, and its
tip-edge variant is less than optimal for stabilization.

Stability

1. Stability is greatest when soft tissues are relaxed
during the surgery and least when they are stretched.

2. Neuromuscular adaptation is essential for stability.
Most orthognathic procedures lead to good
neuromuscular adaptation.

3. Neuromuscular adaptation affects muscular length,
not muscular orientation if the orientation of a
muscle group such as the mandibular elevators is
changed, adaptation cannot be expected.

CONCLUSION

The number of adult seeking treatment has increased when
compared to the earlier days. Nevertheless proper treatment
plan has to be decided for better outcome and more
awareness about the various treatment options should be
highlighted to the patient.
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