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PREFACE

It is the duty of man to remember and to communicate. Every effort has been made to do this
in my two previous prosthetic textbooks, Restorative Dentistry and Oral Rehabilita-
tion. It is well to keep in mind that there can be an appreciable difference between
the proclamation of a concept and its practical application at the clinical level.
During nearly haif a century of dental practice, I have tried to observe, compare,
reflect, and document. I am now recording my conclusions. No two patients and
no two methods of treatment are similar, and while I have enjoyed a fair pro-
portion of success in treatment planning and execution, I have also been confronted
by failure. This has been due to a lack of knowledge on my part of the cause and
effect relationships, or to the insufficiency of the available knowledge.

This will probably be my last textbook. The actual organization of the con-
tents and arrangement of this material have taken the better part of four years.
To collect the material has taken thirty-five years. While the will to do is still
present, the body grows weary. There are too many distractions and too many
curricular and extracurricular activities. As one ages, responsibilities increase,
honors multiply, and professional and civic administrative duties occupy more
and more of one’s time. This is as it should be, but with these events it becomes
impossible to continue to contribute in all areas, regardless of one’s ability or
desires. Most of us must finally be content with the faithful performance of these
many and varied chores which gradually take the place of the more burning am-
bitions of our youth in the realm of research and clinical investigation.

My sincere thanks to my friend, Kenneth Carroad, Esq., for his help in dealing
with the legal aspects of this book; to my son and associate, Dr. Jerome Schweitzer,
for reproducing the roentgenograms in black and white prints; to my son and
associate, Dr. Robert D. Schweitzer, for reviewing the text in general and making
the index; to my daughter-in-law, Patricia de Waele Schweitzer, for her help; to
my secretary, Delores Eisenberg, for her help; and above all to my wife, Dorothy,
not alone for retouching the photographs and assisting in the organization of the
manuscript, but for her patience, understanding, encouragement, and counsel
in all matters.

Finally, I am grateful for the privilege of practicing in association with my
sons, Jerome and Robert. What greater reward is there for a father!

Jerome M. Schweitzer
v



’—I: those patients all over the world, whose trust in our integrity and ability
makes it imperative that we continue to study throughout our professional lives
in order to be able to successfully cope with, in a sympathetic and understanding
manner, the many dental problems they present.
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Chapter 9

DEEP OVERBITE (contd)

GNATHOLOGY

Many theories of occlusion have been investigated, among them, gnathology. This technique

Case 1

Past history

is carried out on the instrument known as the gnathoscope which was invented by
the Gnathological Society headed by Beverly B. McCollum. In 1951 a case was
presented in which this theory and the gnathoscope were used.* This report will be
referred to in a later chapter.

Another case will now be presented in which a deep vertical overbite was
present. The gnathological concept of articulation and its technique were resorted
to in the rehabilitation of this patient’s mouth. Treatment was started at the age
of 38 in May, 1950.

A lower six-unit anterior bridge that had been inserted ten years previously
had been a constant source of annoyance. Her upper anterior teeth had been sepa-
rating, and five years previous to her examination an upper bite plate had been
ingerted in an attempt to correct this nonstability. Although this bite plate had
been worn constantly for a period of two years, the results had not been satis-
factory.

Chaef complamts

She complained of the way in which her teeth contacted and of drooling during
the night. At times she had difficulty with her speech. The gums were constantly
being irritated by the large amount of tartar which had always collected. Facial

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 1115-1138.
‘ 465
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portraits taken eighteen years earlier disclosed upper incisors which were close
together.

Present condition

Treatment

Com_pletion

Postinsertion

An examination disclosed periodontal tissues that were below normal. The
upper right first bicuspid had been replaced by a cantilever bridge which had been
attached to the second bicuspid only. The abutment was mobile, and the dummy
lacked a lingual cusp. This had permitted the lower right cuspid and first bicuspid
to overerupt until both teeth almost touched the upper lingual gum tissue. When

- the mandible closed from rest to contact position, the temporomandibular roent-

genograms showed a posterosuperior positioning of the condyles in their respective
fossae. No pathological symptoms were present. The soft tissues surrounding the
lower anterior bridge were sensitive, inflamed, and bled upon the slightest pressure.
The third molars were mobile. The transverse curve of Wilson was uneven, being
decidedly lower on the left side than on the right. The anteroposterior curve of
Spee was also at a different level on both sides. The left upper and lower second
bicuspids were in a cross-bite relationship.

Considerable time was spent in preparing the natural teeth for the temporary
castings. The removal of the lower anterior bridge exposed a severely inflamed
ridge. This bridge was replaced by a slow-cured acrylic bridge. Four cast gold
splints were constructed for the upper and lower posterior teeth. For this, a simple
laboratory articulator was employed. The vertical dimension had not been altered.
A removable orthodontic appliance was inserted which would aid in closing the
space between the upper incisors.

For details in the {reatment, the reader is referred to Chap. 14, p. 868 in which
the concept and technique of gnathology is described in more detail. At present
it will suffice to state that the patient’s mandibular movements were captured by
means of the gnathograph. The gnathoscope was then adjusted so that it was
able to duplicate these movements. From that step until the completion of the
work the reconstruction was carried out as it would have been had any semi-
adjustable articulator been employed.

The completed prosthesis was inserted on Feb. 21, 1951. A new removable
retainer was constructed to maintain the approximated position of the upper in-
cisors. This was to be worn at night. After one year it was discarded with no further
relapse. In the finished work the transverse curve and the anteroposterior curve
were at the same level for both sides. The occlusal surfaces possessed normal
anatomical detail, and the esthetics were pleasing.

The postinsertion treatment was uneventful. The patient moved to . . . in
1957 and was not seen again until August, 1960. Routine prophylaxis had been

Text continued on p. 476,
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Fig. 1000. A, Mouth of a 38-year-old woman at the Fig. 1001. A, The right side of the mouth at the start
start of treatment in May, 1950. B, Teeth parted. The of treatment. B, The left side of the mouth at the start
irregularity of the lower occlusal plane is evident. of treatment.

A porcelain coping bridge replaces the lower four in-
cisors. (Figs. 1000 to 1025 are of the same case.)

Fig. 1002. The transitional bridges and orthodontic Fig. 1003. The transitional bridges and orthodontic
appliance are shown here, appliance are shown here in the mouth.
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Fig. 1004, Casts were mounted upon the McCollum Fig. 1005. The gnathograph was attached fo the
gnathoscope, and metal clutches were constructed. clutches that were cemented to the teeth. The records
They are shown in the foreground. The studs that of the mandibular movements were made.

extend from them will serve to hold the recording

apparatus,

Fig. 1006. The gnathograph was removed from the mouth and will now be assembled, first
upon the mounting frame and then on the gnathoscope.
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Fig. 1007. The gnathograph is shown here attached to the gnathoscope. The various move-
ments that the patient recorded will be imitated by adjusting the mechanism of the gnathoscope
until it is able to duplicate the movements that were made by the patient and recorded by
means of the gnathograph. Once the controls have been set, they are never changed.

Fig. 1008, After the preparations were completed and the copper-plated dies constructed, the
final work is proceeded with. Here a face-bow and an axis orbital plane are being recorded. The
points in which the theoretical transverse hinge from the sides of the face have been tattooed
as has been the point on the right side of the nose to which the axis orbital indicator arrow points.

Fig. 1009. These are the work casts with the dies. They are ready to be attached to the gnatho-
scope by means of the records shown in Fig. 1008, in addition to a wax hinge record.
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Fig. 1010. The upper cast has been attached to the upper frame of the gnathoscope. This was
done on the mounting frame, as shown here. The upper frame will now be removed from the
mounting frame, and the lower half of the gnathoscope will be related to it. Then the lower
cast will be related to it by means of a wax hinge record.

Fig. 1011. The work casts are shown here related to Fig. 1012. The castings have been completed. They
each other on the gnathoscope. Now the wax-up will are shown here on the articulator. They are ready for
be coordinated, and the cast crowns will be con- their first try-in in the mouth.

structed.
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Fig. 1013. First try-in of the final cast crowns. Cen-
tric relation and vertical dimension are checked.
Cervical fit is checked with radiographs. Then, new
hinge wax records, face-bow, axis orbital plane, and
upper and lower plaster impressions are taken. These
are for making new work casts and mounting them

on the gnathoscope.

Fig. 1014. These plaster impressions with the cast crowns inside will be poured in stone to
make new work casts. These casts will be mounted upon the gnathoscope, and the recon-

struction will be completed.
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Fig. 1015. The completed prosthesis is shown here
just prior to its insertion in the mouth. The lower four
incisors were replaced by means of a small removable
partial denture. The upper castings are individual
ones on the left side but splinted together on the right
side where a first bicuspid has been replaced. The
lower right posterior castings were splinted together.
The lower left posterior castings were first inserted
individually, but within two wmonths they were
splinted together.

Fig. 1016. Occlusal views of the upper and lower com-
pleted prosthesis. The upper five anterior teeth were
not yet completed. A close-up of the lower removable
partial denture is shown at the bottom of the lower
cast.
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Fig. 1017. The completed work was inserted in Feb-
ruary, 1951. Porcelain jacket crowns covered the
upper lateral incisors. This is a front view of the com-

pleted case.

Fig. 1018. A, The right-side view of the completed Fig. 1019. A, The left-side view of the completed
case—centric occlusion. B, The right-side view of the work-——centric occlusion. B, The left-side view of the
completed case—working bite. completed work—working bite.
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Fig. 1020. Completed case—protrusive bite. Compare this with Fig. 1000, B, to observe how
the grossly irregular occlusal plane was straightened out in the final work and how tl?e lgrge
separation between the upper central incisors was corrected by moving the central incisors

together and placing porcelain jacket crowns on the lateral incisors.

Fig. 1021. Roentgenograms taken before the work was started. These were taken in June, 1950

Fig. 1022. Roentgenograms taken when the work was completed. These were taken in March,
1951. The lower left second bicuspid and the first and second molar crowns had not yet been
splinted together, nor were the upper central incisors completely brought together.



Fig. 1023. This retaining appliance was worn every
night for one and one half years. After that the upper
anterior teeth were self-retentive. The lower left pos-
terior splint is shown in the foreground. These crowns
were first inserted individually but later were removed
and soldered.
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Fig. 1024. The mouth as it looked in August, 1960,
with and without the lower bridge, nearly ten years
after completion. The patient was 48 years old when
these photographs were taken.

Fig. 1025. Roentgenograms taken in August, 1960.
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performed, and radiographs were taken at regular intervals. No other treatment
was necessary. The last roentgenograms were taken in 1960, just ten years after
the work was completed. At the time of writing she was 49 years old. (Figs. 1000
to 1025.)

FURTHER ANALYSES OF DEEP VERTICAL
OVERBITE CASES

Patients who present deep vertical overbites or large horizontal overjets and
occlusions that must be rehabilitated present many problems that at times dis-
courage the most optimistic operators. As a rule the anteroposterior occlusal curve
is steep and may be different on either side. The transverse curve may also need
correction. The teeth may be crowded or spaced, and their numbers may be con-
siderably reduced.

In diagnosis, the mouth should be regarded as a single unit. There are times
when compromises must be made because of limitations to treatment. The end
results should possess reasonable stability, pleasing esthetics, and adequate func-
tion. These results should be accomplished with a minimum of damage to the oral
tissues and should have reasonable longevity—otherwise the difficulties encoun-
tered are not commensurate to the great effort expended.

WHY PEOPLE WISH TO RETAIN NATURAL TEETH

In many cases the maintenance of the natural teeth, even if for a short time,
may have emphatic psychosomatic overtones. This being so, there are many
patients who cannot be told in the usual casual, offhand, and arbitrary manner to
have all their teeth removed. The following reasons have been given as to why
average people wish to retain their teeth: (1) loss of teeth connotes growing old,
(2) desire for maintenance of integrity of the body, (3) maintenance of esthetics,
(4) shame, () repugnance toward wearing full dentures, and (6) vocational activi-
ties.* The loss of all the teeth can result in deep psychological insult.

RETENTION OF A FEW REMAINING TEETH

Based upon sound treatment, a plan for the keeping of only a few remaining
teeth may be effective in supporting a removable partial denture for several years.
Although it will be conceded that this is not for a lifetime, still the patient may
obtain better function and be spared the psychological injury that the wearing of
full dentures may cause. The main condition that should be imposed when teeth
with guarded prognosis are retained is that the patients be made aware of this and
that they share in the responsibility. The object of dentistry is to retain as many
teeth as possible when they can be treated favorably and when their expected
longevity can be extended far into the future. But it may be equally good dentistry
to achieve shorter term objectives for certain patients. This also provides bene-
ficial therapy and is especially effective when dealing with the aged.

*Bloom, Jack: Diseases of the gums, M. Sc. 8:5183, 1960.
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Blind adherence to a fixed rule for retention is not wise nor helpful for the patient
in cases in which the remaining teeth are definitely infected or include several
whose prognosis is hopeless. These teeth should be sacrificed at the start of treat-
ment if their retention will endanger the final fixed or removable partial dentures.
In these cases, full dentures are still not being resorted to. For those patients who
have no fear of wearing full dentures there is no problem.

Present Condition

In June, 1958, a middle-aged woman presented herself for treatment. Her
occlusion had completely collapsed. A deep vertical overbite was present. The teeth
were tipped, rotated, spaced, extruded, and generally in very poor condition.
Eighteen teeth were missing. The removable partial dentures that she wore served
to perpetuate further her faulty occlusion and were contributing to the ultimate
destruction of her remaining teeth. The lower anterior teeth were abraded, and
the upper anterior teeth were covered with veneer crowns. The upper right molar
and lower right bicuspid had extruded and erupted beyond their respective occlusal
planes, creating an undesirable locking. The unsightly appearance further served
to embarrass the patient. The periodontal tissues were weak, especially around the
upper molar and cuspids. The pocket associated with the upper left cuspid was
deep, and the tooth was mobile.

Guarded prognosis as to longevity

Although the patient was aware that her oral condition was almost hopeless,
she still desired, if at all possible, to avoid complete dentures. The dentist’s duty
was to tell her the facts, namely, that in view of the questionable prognosis of
remaining teeth, the life expectancy of the reconstructed mouth could not be pre-
dicted. The safer course would be to extract what remained and to insert full
dentures. This would consume less time, would be less enervating to both patient
and dentist, and would be a great deal less expensive. This was explained fully in
verbal consultation and also by letter. The patient was asked to sign and return
one copy of the letter. She was quite willing to comply with this request as long
as she could avoid full dentures, if only for a short time. The psychological over-
tone could hardly have been overlooked.

Dijﬁculties encountered 1 treatment planning

This mouth was so mutilated that even after the most careful study it was
impossible to establish a definite plan of treatment. It was difficult to visualize
what this occlusion resembled before the mutilation took place because it had
taken years to produce the gradual changes that had now become a permanent
part of her dentofacial complex. The interocclusal relationship that was observed
at the initial examination was Nature’s attempt to establish some sort of equilib-
rium and to combat the pathological and traumatic forces that were attempting
to destroy the teeth. These noxious influences had remolded the entire occlusal
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pattern and had produced the gross distortion that the occlusion now presented,
yet it was obvious that to subject this organ to the totally different and sudden
change made necessary by total reintegration would also be attended by many
dangers.

It might also have been possible that the neuromuscular mechanism had been
responsible for the great closure of the bite. This had been demonstrated in a
similar case reported on pp. 376 to 393, Figs. 799 to 841. If this were so, then the
entire disintegration of the mouth and the subsequent reduction of the vertical
dimension were due to causes that are not completely understood, and any in-
crease of the present vertical dimension would result in a relapse to the former
vertical dimension, with fatal consequences to the remaining teeth. Yet these were
the chances that had to be taken if oral reintegration was to be considered.

Furst phase of treatment

Records were first taken in June, 1958, although the actual work was not
started until October. The first temporary work consisted in preparing the teeth
and inserting quick-cure acrylic resin crowns or splints. This work was completed
by the end of October. The bite was not changed.

Providing a prescription: By this time the future prescription was being crys-
tallized. The right upper molar would have to be removed, and the vertical dimen-
sion would have to be increased in order to be able to insert the final prosthesis.
The lower right bicuspid would require drastic reduction of its vertical height,
even if this meant the removal of its pulp. The upper and lower teeth, with the
exception of the lower left second molar, would all have to be splinted. The perio-
dontal tissues would have to receive special attention. The upper and lower missing
teeth would be restored by two removable partial dentures retained by precision
attachments. A lingual platform would be placed upon the upper anterior splint to
definitely engage the lower incisors. Otherwise, with the increase of the vertical
dimension, a space would be created.

Second phase of treatment

The second transitional work was started the latter part of October. Upper
and lower rubber impregsions, together with a wax centric record, were taken.
Work casts were poured and attached to a simple laboratory articulator by means
of the wax centric record. When the wax record was removed, a large horizontal
overjet, due to the increased vertical dimension, was observed. The vertical dimen-
sion was increased 5 mm., and the entire occlusion was coordinated in wax at this
newly established height.

The second transitional work was inserted on Nov. 10, 1958, Slight adjustments
were made in the interocclusal relationship. New wax records were taken, and new
work casts were made from plaster impressions. These were attached to the ar-
ticulator, and removable partial dentures were constructed. The try-in took
place on Nov. 26, 1958. A lingual platform on the upper anterior fixed partial
denture served to make positive contact with the lower anterior teeth.

On Dec. 22, 1958, the upper right molar was removed. It had not been removed
previously because it served to support the old removable partial denture and was
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in contact with the old lower lingual bar. On Dec. 24, 1958, the second transitional
work was inserted. Postinsertion adjustments were made until Jan. 15, 1959. The
bone and soft tissue resorption in the area of the extracted molar made it neces-
sary to reline the temporary removable partial denture with acrylic resin material.
The patient accommodated to the new transitional partial dentures and the
increase in vertical dimension without too much difficulty. The new prosthesis
served to provide a prescription for the final work. The requirement was that
it be worn for a period of time and that it be comfortable. It so happened that
the patient went south and was not seen again until the end of May, 1959. She
visited a local dentist for prophylaxis but was otherwise pleasantly surprised at
the absence of the discomfort to which she had continuously been subjected with
her former prostheses.

Final yhase of treatment

On May 25, 1959, the last phase was started, and the natural teeth were finally
prepared. Low-fusing metal transfers were made for all the copper-plated dies.
The bite height, which the transitional work presented, was to be maintained in
the final work. '

On June 9, 1959, the upper and lower transfers were inserted. The vertical
dimension was checked carefully, and the centric bite was adjusted. Finally, the
upper transfers were soldered together with low-fusing metal directly in the
mouth. The same was done with the lower ones. A centric wax record was taken.

Upper and lower alginate impressions were taken. The fransfers came out with
the removal of the impressions. New work casts were made, and these were
mounted upon a simple laboratory articulator. The wax-up was now made at one
time in order to establish incisal guidance and vertical dimension. These were to
be the crowns for the final work. After they were cast, upper and lower acrylic
bite plates were made with which to take the bite when the anterior and posterior
final crowns were tried in. The final castings were fitted on June 23, 1959, The
vertical dimension of the transitional work was measured carefully before re-
moval. The final castings were made to conform to that vertical dimension. Roent-
genograms were taken to check cervical fit. The centric bite was adjusted in the
mouth. The upper and lower bite plates were inserted to aid in establishing the
vertical dimension and the centric bite. Upper and lower plaster impressions were
taken.

The crowns were now soldered together, and the missing teeth were inserted.
These upper and lower fixed splints were tried in on July 1, 1959. The vertical
dimension and centric relation were again checked. Quick-cure acrylic was added
to the incisal tips of the lower castings to create a definite occlusal stop because of
the large horizontal overjet. A face-bow record and full upper and lower plaster
impressions were taken. New work casts were made. The upper cast was attached
to the Hanau Model H articulator by means of the face-bow record. The lower
cast was related to the upper one by means of the quick-cure plastic applied
directly in the mouth on the lower splint. Upper and lower removable partial
dentures were constructed. Precision attachments were used as the retainers, The
upper right and left second molars were omitted to decrease function because of
the weakness of the remaining upper teeth. The lower right central and lateral
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incisors, the cuspid, and the first bicuspid dummies were soldered to the right
second bicuspid and attached to the left central incisor by means of a precision
attachment. Two cantilever first bicuspid dummies were soldered to the upper
splint and contained the precision attachments. The upper anterior crowns were
made of platinum, to which porcelain was bonded. Metal lingual surfaces were
used in order not to abrade the lower acrylic veneers as a full upper porcelain
bonded-to-metal crown would do. The removable partial dentures had gold spurs
extending buccally in order to facilitate removal.

The final work was tried in on July 23, 1959. The centric bite was adjusted,
and roentgenograms were taken. Check wax records were made. The casts were
again mounted and checked for accuracy of centric relation. The final work was
inserted on Aug. 11, 1959, about ten months after starting.

Postinsertion care

In November, 1960, it was observed that the precision attachment, which
connected the single right second bicuspid to the right lateral dummy incisor,
moved too freely in the female box. This was traumatic to the bicuspid. The
attachment had been placed in the right lateral dummy in case the right second
bicuspid would have to be removed at a later date. In that event, the four teeth
that were now a part of the fixed splint could be added to the lower lingual bar.
In order to make this section more rigid, a stainless steel pin was inserted from the

labial surface. This could be removed later.
Text continued on p. 489

Fig. 1026. A middle-aged woman. The mouth was in an advanced state of disintegration.

The bite had collapsed. These photographs were taken in June, 1958, (Figs. 1026 to 1051 are
of the same case.)
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Fig. 1028. Roentgenograms taken at the start of treatment in June, 1958.

Fig. 1029. Construction of the transitional work. This increased the vertical dimension and
placed the mandible in its correct centric relation position. This was started Oct. 8, 1958. The
individual splints were cast in one piece.
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Fig. 1030. A, Try-in of the transitional work. This
took place on Nov. 10, 1958. Centric relation and
vertical height were the important dimensions to be
attained. B, A centric wax relational record with the
mandible in retrusion was taken. New impressions
were taken, and new work casts were comstructed.
The removable work was proceeded with.

Fig. 1031. The fixed and removable transitional par- Fig. 1032. The final try-in of the transitional work.
tial dentures are ready for the final try-in to complete This took place Nov. 22, 1958,
the transitional work.
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Fig. 1033. Four views of the completed transitional work in the mouth. The large horizontal
overjet is shown in the photograph on the lower right, Not only did this transitional work pro-
tect the teeth but it also provided the prescription for the final work provided that its measure-
ments were correct and were within the limits of toleration by the soft and hard structures of
the mouth and the adjoining tissues. This phase was completed in December, 1958,

Fig. 1034. A, In June, 1959, the final phase was started. Low-fusing metal transfers were in-
serted in the mouth. The lower transitional work was kept in place at first to judge the vertical
dimension. The object was to retain the same vertical dimension of the transitional work in the
final work. B, Then the lower transitional work was replaced by the low-fusing metal transfers
as shown here. The vertical dimension of the temporary work was duplicated in this manner.
Centric relation was also attained. Upper and lower plaster impressions were taken, and wax
records were made. New work casts were to be constructed, and the final castings were to be

made.
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Fig. 1035. These are the final castings and the bite Fig. 1036. The final castings and bite plates have

plates that will be used in obtaining the records for been inserted in the mouth, and wax records are being
the next stage of the reconstruction. The upper cast- taken with them,

ings are made of platinum to which porcelain will be
bonded. The lower castings are made of gold.

Fig. 1037. The vertical dimension was measured by Fig. 1038. The fixed castings were all soldered to-
various methods. One is shown in this illustration. gether to form the anterior splints. They are seen here
Every attempt was made to copy the vertical dimen- just prior to their try-ins. New records will again be
sion of the transitional work which had been inserted taken, and new work casts will be made on which the
in December, 1958, and worn until June, 1959. It had final removable partial dentures will be constructed.

been well tolerated by the tissues.



Fig. ;1039. The castings that have been splinted to-

gether are being tried in the mouth. Quick-cure’

plastic has been added to provide more definite stops.
This is seen on the lower splint. New records and
plaster impressions will be taken on which the final
work will be completed.

Fig. 1040. At this stage a semiadaptable articulator
was used, namely, the Hanau Model H. The new
work casts were attached to it by means of new wax
records and the face-bow. The final removable partial
dentures will now be completed.

Fig. 1041. The final stage is shown here. Another try-
in was made for any further corrections before the
prostheses were completed. The plastic on the lower
teeth is only temporary. There is white wax on the
upper teeth.

Fig. 1042. The final try-in is shown here. Once again
centric relation is checked, as are the mandibular
excentric positions and vertical dimension. A thin
wax checkbite record is also taken in case of the neces-
sity of remounting on the articulator.

Fig. 1043. As the final check the lower cast was remounted as shown here. The occlusion was
again coordinated for slight premature or initial contacts, and the work was completed. Porcelain
was bonded to the upper platinum crowns. Plastic was veneered to the lower gold crowns.
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Fig. 1044, Three views of the completed work on the articulator. The upper posterior teeth
were reduced in number in order to eliminate the possibility of excessive function because of
weakness of structures. The gold knobs that project on either side from the removable partial
dentures help the patient remove the dentures and also make it possible to remove them in a
line that is parallel to the direction of the insertion of the precision attachments. This lessens

the trauma on the abutment teeth.

Fig. 1045. The fixed and removable prosthesis has been removed from the casts. The lower
fixed parts are in two sections anteriorly. These are joined by a precision attachment just mesial
to the right central incisor throw-off. The female precision attachment in the throw-off is parallel
to the remaining lower female attachments. This is to provide for a degree of safety in case
the right bicuspid is lost and the lower partial denture must be repaired. The upper anterior
teeth have lingual surfaces of platinum. This will provide for less abrasion to the lower acrylic
tips than would be the case if the fused porcelain of the upper crowns had covered the lingual
as well as the labial surfaces. The gold occlusal surfaces on the removable partial dentures pro-
vide for equal wear. The tissue coverage is extensive, and the frames of the removable pros-

theses are rigid.
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Fig. 1046. The final work was inserted on Aug. 11, 1959. This was ten months after starting.
Four views of the completed work are shown here. A, Front view, centric bite. B, Front view,
protrusive bite. C, Right-side view, centric bite. D, Left-side view, centric bite.

Fig. 1047. A lingual platform extends from the upper
anterior teeth. This provides contact for the lower
incisors, which would otherwise be impossible owing
to the large horizontal overjet.
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Fig. 1048. Roentgenograms taken after the work was completed. These were taken in August,
1959,

Fig. 1049. In November, 1960, clinical examination revealed excessive movement of the posterior
right segment of the lower splint in the region of the precision attachment. A hole was drilled
from the labial surface to engage the male precision attachment, and a stainless steel wire was
ingerted and cemented in place as shown in the two illustrations. This served to make the
precision joint rigid. Otherwise the single right bicuspid would be jeopardized.

Fig. 1050. Anterior view of the mouth as of 1962,
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Summary

Fig. 1051. Roentgenograms taken in July, 1963.

Excluding this, there were no postinsertion difficulties in the four years since
completion at the time of this writing (September, 1963). The patient was very
pleased with the outcome, including the esthetics. Her masticatory function was
adequate. A comparison of the photographs of the mouth at the start and finish
show what was accomplished. Although it is impossible to predict that the useful
life of the work done would last for the entire lifetime of the patient, at least the
patient felt that her original decision to retain her teeth was a wise one. If and
when the time comes for insertion of full dentures, she will be better prepared
mentally for them. In addition, the occlusion will now permit the insertion of full
dentures much more readily than had this reintegration not been accomplished.
(Figs. 1026 to 1051.)

CONTINUATION OF TREATMENT OF DEEP OVERBITES

Several cases of deep anterior vertical overbites have already been presented
in this text, and a warning was given that these occlusions ordinarily should not
be disturbed once the patient had attained adulthood unless there was some evi-
dence of breakdown. Orthodontists are better able to cope with this type of mal-
occlusion when children are involved, but much greater difficulties present them-
selves when adulthood is reached. Interfering with this type of bite in adults,
without good cause, has created many serious problems that more than offset the
limited relief produced for the patient. Unless there are pathological manifesta-
tions, these deep overbite cases should be left alone. In such cases usually the teeth
give evidence of extensive abrasion that may also be accompamed by the exposure
of pulps during the wearing away process.

In these examples, it is more likely that the pulp recedes as the abrasion takes
place, filling the pulp chamber with calcarious material. In cases of extreme bite
closure, as a result of abrasion, the oral cavity becomes smaller, and both de-
glutition and functional chewing are adversely affected. The loss of natural teeth
that have held strategic positions and the failure to have them replaced have also
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Case 3

Past history

caused the distortion of normal arch contours and a closure of the bite. In the
restoration of these mouths, an attempt should be made to restore normal arch
form and correct interocclusal relationship. This usually includes the restoration
of the vertical dimension. Occasionally, in cases in which the occlusion has de-
teriorated, a large free-way space is present. This makes it possible to use con-
formative dentistry or complete oral rehabilitation, depending upon the extent
of the breakdown. Many patients with a deep overbite have already undergone
oral rehabilitation with unhappy results. These unfortunate patients must again
submit to further reconstruction procedures.

In July, 1959, a 43-year-old man came for dental consultation. He presented a
deep vertical overbite in closure. According to his history, his bite had been raised
in 1945 when he was 29 years old. Lower posterior splints and upper crowns had
been placed on his bicuspids and molars. These brought about an increase in his
vertical dimension, making it impossible to contact his anterior teeth. No previous
records were available apart from a few useless memories.

The patient stated that a short time after his front teeth were taken out of
contact, he noticed that they had again contacted. This indicated that either the
posterior teeth had been intruded, the anterior teeth extruded, or a combination
of both had taken place to the extent of the increase in the vertical dimension.
His medical history showed that he had a rare disease called Boeck’s sarcoid (or
sarcoidosis). This manifests itself as a swelling of various glands of the body. Its
significance in his dental problem is unknown. He seemed otherwise healthy and
active.

Present condition

Discussion

The anterior upper and lower teeth suffered from abrasion. The roentgenograms
revealed a nonvital lower right second bicuspid with an incomplete root filling
but no postapical pathology. The upper left bicuspid and molar area revealed
periodontal pockets. The temporomandibular joint roentgenograms showed small
mandibular fossae and large condyles. When the mandible moved from rest to
contact position, there was a superior posterior positioning of the condyles in the
fossa.

There was a possibility that in closure this mandible had been displaced pos-
teriorly. If this proved true, it was probable that in the reconstruction it would be
brought forward to a more favorable position.

An examination of the mouth and the study casts revealed that the midline
had moved a full half of a lower incisor to the right. In the attempted reposition-
ing, it was planned to bring the mandible forward and slightly to the left in order
to obtain a more favorable interocclusal relationship. It has been stated previously
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that repositioning in its true sense is an extremely difficult procedure. Although it
may be possible to reorient the neuromuscular mechanism to new paths, this must
be considered infrequent. The usual repositioning is accomplished when the man-
dible has been released from an incorrect position and is permitted to assume its
correct position. This does not require the same degree of neuromuscular reorienta-
tion as the true repositioning. In this case it was hoped that there was a false distal
positioning which, once released, would allow the mandible to come forward and
to the right. This was only a conjecture.

Another consideration was the heavy facial musculature and the capacity of
these masticatory and facial muscles to exert considerable pressure. This patient
clenched and bruxed his teeth. There was no reason to believe that he would stop
these pernicious habits when his occlusion had been reintegrated. There are some
investigators* who believe that clenching and bruxing habits cease when the
correct interocclusal relationship is attained. The numerical sampling of their
research, however, has been too small to justify any accurate conclusions. It is
safer not to count upon these injurious habits disappearing when the occlusion
has been reconstructed.

Still another factor to be considered was that the posterior teeth had already
been intruded after the vertical dimension had been increased in 1945. Another
increase would further elongate the clinical crowns of these posterior teeth and
therefore be undesirable. With due consideration to the above factors, the decision
was made to increase the vertical dimension the smallest possible amount.

Chief complaint

The patient was concerned primarily with his appearance and secondarily with
the abrasion of his front teeth. In order to comply with his wish for the best possible
esthetics, some form of porcelain crowns would have to be made in order to cover
the anterior teeth. This would in itself require an increased vertical dimension
sufficient to permit the insertion of porcelain crowns without the fear of fracture.
The alternate was not to cover the lower anterior teeth but simply to smooth out
their sharp abraded edges while at the same time placing lingual pin ledges in the
upper anterior teeth to the thickness of the slight increase of the vertical height.
Both methods were discussed with the patient. He expressed keen disappointment
at the suggestion that his front teeth would not have the esthetic benefit of porce-
lain jacket crowns, but he accepted the alternate decision on my advice. Even his
present posterior gold crowns had been objectionable to him. Their occlusal
surfaces had been flattened out either by bruxing or by the original flat anat-
omy which lacked anatomical detail. More probable was a combination of both
causes.

First stage of rehabilitation

The actual work was started in September, 1959, with the removal of the
posterior work. Old bridges were repaired and used as temporary ones. Quick-cure
acrylic crowns were used to cover other prepared teeth. They were recemented

*Ramfjord, Sigurd P.: Dysfunctional T.M.J. and muscle pain, J. Pros. Dent. 11:353-373, 1961.
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with Opotow temporary cement. As the teeth of each one of the four posterior
segments of the arch were prepared, a squash bite was taken against the opposing
arch, and low-fusing metal transfers were constructed for the copper-plated dies.
This was done until sixteen low-fusing metal transfers were completed. In the
first stage, no attempt was made to increase the vertical dimension. This increase
would take place in the second stage.

Second stage of transitional work——intrusion of posterior teeth

At the start of the second stage all the temporary work was removed. Only the
anterior teeth held the original bite. The large posterior interocclusal space that
was present when the anterior upper and lower teeth contacted clearly demon-
strated the amount the bite had been raised in 1945. The intrusion of the posterior
teeth together with the extrusion of the anterior teeth, or a combination of both
as a result of the abnormal muscular pressures, silently testified to the violation
of the original free-way space.

Constructing second transitional work, which was to

InCorporate prescription for ﬁnal work

With all the posterior teeth uncovered, a hinge wax record was obtained with
a 4 mm. bite opening. A protrusive wax record and a face-bow were also taken.
The vertical dimension was measured carefully. Then the low-fusing metal trans-
fers were inserted one by one until all sixteen posterior teeth were covered. Upper
and lower alginate impressions were taken. The copper dies were placed in their
respective transfers, and work casts were made. The transfers were removed,
and the casts were mounted on the Hanau Model H articulator by means of the
face-bow and the hinge wax record. The protrusive wax record served to set the
sagittal condylar inclination, whereas the lateral postinclinations were set by the
formula provided by the Hanau Manufacturing Co., namely:

The condyle inclination plus 12 equals lateral recording
8

When the wax hinge record was removed, it was observed immediately that
the vertical dimension was excessive. Accordingly, it was lowered until the tips
of the lower incisors from a lingual view were 2.5 mm. from the lingual gum tissue,
behind the maxillary incisors.

Setting articulator for repositioning mandible

By placing steel disks, with the aid of sticky wax, in the anterior part of the
left and right condylar slots on the articulator, and by having the left steel disk
thicker than the right, the mandible was not only advanced but also moved toward
the left. In the original evaluation, it had been decided to attempt to reposition
the mandible in a forward direction because of the superior posterior positioning
of the condyles in the mandibular fossae when the mandible closed from rest to
contact position. The repositioning to the left was an attempt also to correct the
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right midline deviation observed in the mouth and on the casts. Whether this was
possible remained to be seen.

Eccentric occlusal records

Establishing

With the articulator set, the entire posterior occlusion was waxed up at one
time. The question that may be asked here is, “What eccentric occlusal records
were obtained in order to set the articulator?”” With the Hanau Model H articu-
lator that was being used to construct the second transitional work, two wax
centric bites, a protrusive bite, and a right and left lateral bite were obtained. The
amount of protrusion is just a tip-to-tip incisor relationship. The amount of
lateral movement is such that the upper and lower buccal cusps are directly over
each other. When adjusting the articulator and mounting the casts, it sometimes
happens that this instrument does not accept these intraoral occlusal wax records
accurately. This indicates that the rotational centers of the instrument are dif-
ferent from the rotational centers of the patient. Compromises are sometimes
accepted without mental repercussions, as allowances can be made for these evi-
dent inaccuracies by future checkbites and remounts. In this way the finished
result has an accuracy which has clinically been proved to be well within the range
of tolerance.

occlusal ‘plane

In the so-called fully adaptable articulator, such as the Transograph, the in-
clination of the occlusal plane bears a definite and exacting relationship to the
cranium, the mandibular fossa, and the gonial angle. This relationship is said to
be found when an axis orbital plane or a cranial plane is taken. When the casts are
then mounted and the instrument set according to the records obtained, we are
told that the distances of the occlusal surfaces of the individual teeth from their
controlling vertical and sagittal axes are the same as in the head. Therefore, with
an instrument of this nature, the inclination and other measurements of the occlusal
plane are specific. In gnathology also they claim a definite relationship between
the slant of the occlusal plane, the curve of Spee, the Bennett movement, and
condyle paths. However, with semiadjustable articulators, such as the Hanau

" Model H, the position of the casts is arbitrarily determined, and the position of the

occlusal plane bears a different relationship on the instrument than it does in the
head. Therefore the radii that are used when cusps are carved are not the same as
when the mandible moves in natural function.

In both cases the working casts contain all the dies in proper relationship to
each other. The vertical dimension has been established and the incisal guide pin
is set to control the degree of vertical opening. The distance between the upper and
lower prepared dies is measured and is fairly evenly divided to allow room for both
upper and lower final castings. In some cases the wax-up is started on one arch by
using a template as a guide. An arbitrary occlusal plane is waxed up even though
we realize that changes will have to be made. Once the wax-up is finished in one
arch, the opposing arch is waxed, using the completed one as a guide. Cuspal in-
clines are cocrdinated in such a manner as to obtain a working and a balancing
bite, as well as simultaneous protrusive contact over all the anterior teeth. Changes
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usually have to be made in the original arbitrary occlusal plane on the arch that
is completed first.

Actually, with no axis orbital plane, the occlusal plane can take any cant at
which the models are arbitrarily set. Provision must be made between the upper
and lower casts to provide sufficient room for upper and lower teeth. The cusps of
their teeth must be so coordinated that they will meet each other in the terminal
functional orbit without clashing. They will be guided into centric occlusion by
their various hinge axes, whereas the condyles are in an unstrained centric relation
position with reference to the mandibular fossa.

The WaL-Up— CArving the cusps

Relative to the carving of the cusps in the original wax-up, there are other
methods than the one just described. For example, when incisal guidance has first
been established, before the posterior cusp carving has been started and the con-
dylar inclination set, the cusps can be coordinated using these two known factors.
The actual carving can also be initiated between one or two upper and lower teeth
rather than fabricating one whole arch in wax before the opposing arch is started.
The wax-up is usually the work of the technician. The controls for the carving of
the cusps depend upon the articulator used, how the mandibular movements have
been obtained, and what form of anterior guidance has been used. Incisal plat-
forms, upon which guide pins rest, have adjustable cams and come with flat, con-
vex, or concave metal leaves. Cusp carvings are also affected by condyle paths
and your belief or disbelief of whether or not they are fixed and immutable.

Irregularities m occlusal curves

When a patient comes for treatment, it is rare to observe a symmetrical occlusal
curve. Each will have its own peculiarities in an anteroposterior and transverse
direction due to the effects of muscular imbalance, nerve reflexes, and the like.
This will produce characteristic convexities and concavities in the form and shape
of these curves.

Although this may be true for some individuals, there are others in whom these
irregularities can be traced to premature tooth loss, and as a result shifting, rota-
tion, and spacing of the remaining teeth. Irregularities can also be traced to avoid-
ance of pain due to pulp injury by caries and to traumatic accidents. After years
have elapsed, it is difficult to determine the factors that can readily be corrected
in the newly established occlusal curves and those due to morphological, physio-
logical, and anatomical factors that cannot be corrected. Total correction seems
to be preferable rather than an attempt to retain the former irregularities in the
completed work, even though, in some cases, the original asymmetry may recur.,

Insertion of second transitional work

Returning now to the case being described (Case 3), the entire occlusion was
fabricated in wax and was completed in slow-cured processed acrylic crowns. The
vertical dimension was increased slightly. This was checked by observing the
relationship of the lower incisors to the lingual gum pad of the upper anterior teeth
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on the articulator and in the original casts. The second transitional work was in-
serted on Nov. 5, 1959. A comparison of the mouth at the time of insertion and at
the start of treatment discloses a vertical increase of approximately 2 mm.

With the increase of the vertical dimension upon the insertion of the posterior
splints, the anterior teeth were taken out of contact. In order to avoid unequal
extrusion of these teeth or intrusion of the posterior teeth, the upper incisors were
prepared for full crowns, and the cuspids were prepared for pin ledges. A quick-
cure acrylic splint was inserted providing contact with the lower incisors. Tem-
poromandibular roentgenograms were taken. No changes were observed. Clini-
cally, the mandible was positioned forward and to the left. A free-way space of 1.5
mm. was present.

The matter of anterior porcelain jacket crowns was again discussed. The pa-
tient was finally willing to accept the financial responsibility for breakage. The
upper and lower incisors were then prepared for slow-cured transitional acrylic
splints. The interocclusal distance was evenly divided, and a contacting plat-
form was provided on the upper splints. They were inserted on Dec. 10, 1959. For
the first time a definite contact was established between the upper and lower
anterior teeth in centric occlusion.

Final stage—the Transograph

The final work was undertaken in mid-December, 1959. The articulator known
as the Transograph was chosen as the machine to be used in constructing this final
prosthesis.

The Transograph and Transographic articulation were described in 1957.*
Briefly, their four major principles underlying functional articulation are as
follows: (1) the temporomandibular joint rotational centers—the hinge axes,
(2) the cranial reference plane, (3) the collateral bodily shift of the mandible in
function—the so-called Bennett movement, and (4) the envelope of motion.

The following are some of the fundamental concepts of Transographics:

1. As the condyles are irregular bodies, the axes by-pass each other as they
pass through the condyles and do not intersect in one point in the condyle.

2. The transverse axes are never symmetrically positioned.

3. The purpose of the cranial plane is to provide the articulator with correct
radii from the vertical axes to any given tooth, and their articulator provides
for the correct distance between the two sagittal axes and the subject’s median
line through the use of the cranial plane.

4. The vertical and sagittal axes can be adjusted by the use of radial lateral
wax bites taken at three different combined lateral and vertical jaw positions
under the rule that ““control of three out of line points on a sphere means control
of all points on this sphere.”

5. “By substituting pin and sleeve bearing for the axes indicator pins in the
hinge bow and by designing the hinge bow to transform itself into a fully mounted,
slightly flexible articulator, the Bennett movement is integrated automatically
by the principle of mechanical equivalents. With every minute movement, the

*Schweitzer, J. M.: The Transograph and Transographic articulation, J. Pros. Dent. 7:595-619,
1957.
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instrument, turning on its asymmetrical transverse bearings, produces a torque
that has the same effect as the actual Bennett.”

6. The entire envelope of motion of the patient is captured, but only the
functional envelope of motion is used. The entire envelope of motion is not used
because it includes the bruxing movements that are detrimental.

7. “Well articulated teeth never touch until they reach final and complete
occlusion.”

8. The functional boundary of the patient’s usable envelope of movement is
captured by means of the cam and cam follower which is part of the cranial plane.*

With reference to hinge axis, hinge position, and functional jaw movements,
Transographics states:

“Kverything in this universe that rotates while bearing against another surface
does so around an axis for, at least, a certain number of degrees. In the human jaw,
the axes lie in the mandibular angle throughout the entire opening and through-
out the condylar translational phase of the closing stroke but shift to the temporo-
mandibular joint or joints through the final phase. This last is the only phase with
which we need be concerned.

“Functional jaw movements have long been separated into those essential and
those not essential to occlusal articulation. Opening movements have been dis-
carded entirely; teeth cannot collide while moving away from each other. Closure
movements accompanied by translation of the working condyle have also been
labeled ‘nonessential.” They are the fantastically erratic functional zigzags that
occur with the occlusals still well separated and in no danger of collision. This
brings us to the ‘terminal functional orbit’ or TFO, so named several years ago
by Theodore Messerman of Cleveland.

“The TFO is defined as ‘the area within which the lower occlusals move during
functional closure when one or both condyles are in hinge position.” Hinge position
is defined as ‘the rotating position of a condyle in its fossa that permits location
of the temporomandibular joint hinge axes.” The instant at which one or both con-
dyles (usually one) reach hinge position is variable. Teeth may be ten or they may
be 2 mm. away from contact but hinge position will always occur in time to lend
precision to final, tridimensional jaw closure. If this were not so, dentistry’s ‘cen-
tric occlusion” would be a farce.”’t

Using the above concepts, a transverse hinge axis recording was taken, and the
preparation of the upper six anterior teeth for full crowns was completed. This
entailed a changing of plans, wherein the upper cuspids were to receive lingual pin
ledges that would have been stronger. The full porcelain jackets provided better
esthetics. The lower central and lateral incisors were also prepared for full crowns.
On Dec. 17, 1959, the four posterior acrylic splints were removed, and the face-bow
of the Transograph was used with the cranial plane to make a recording. With
the mandible in its retruded position, three hinge wax records were taken at three
different degrees of jaw opening. These would be used later to set the transverse
axes of the instrument under the rule previously stated that control of three out-
of-line points on a sphere means control of all points on that sphere. When the
mounted Transograph accepts these records perfectly, its inventor maintains that

*Page, Harry L.: Fundamentals of practical articulation, D. Digest 65:250-254, 1959,
tPage, Harry L.: Personal communication, Oct. 29, 1962.
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it is indisputable evidence that the Transograph has complete control over the
radii and axes that govern the patient’s opening and closing arcs.

Three right and left lateral wax records were then taken using first a moderate
lateral distance and, finally, an extreme lateral distance. These lateral records are
made to set the vertical and sagittal axes of the instrument so that those axes on
the Transograph correspond to those in the head of the patient. The vertical axes
control the side-to-side movements of the mandible whereas the sagittal axes
control jaw rocking. The inventor of the Transograph stated, ‘‘To prove that the
instrument and head vertical axes correspond, it is necessary to show that such
axes will also accept various degrees of right and left jaw movement. When no
change in plate and slider-sleeve relationship takes place as the vertical axle pins
are released at these right and left positions of the jaws, such proof is provided.
Finally, if each interposed wax matrix fits snugly between the fitted upper and
lower duplications in the instrument, it shows that the sagittal axes in the Transo-
graph have identical relationships with their counterparts in the head.”*

After recording three different degrees of lateral movement, the posterior teeth
were covered, one by one, with low-fusing metal transfers. This step was taken in
order to provide for the accurate seating of the dies before pouring the new work
casts. With the transfers in place, upper and lower plaster impressions were taken,
and stone models were poured. The transfers were removed, and the upper cast
was attached to the upper frame of the Transograph. The upper arms rested upon
the cranial plane horizontal bars. The cranial plane according to Page “is a refer-
ence plane set up on the immobile upper head. When carried over to the articulator,
it serves to so position the upper cast that radii from the vertical axes to the upper
arch are the same as in the head. Since the lower cast will be related to the upper
by a hinge occlusal record, the cranial plane also serves to provide correct radii
for laterals of the moving lower jaw.”t

After the upper cast had been attached to the crossbars of the upper frame, the
lower cast was attached to the crossbars of the lower frame and related to the upper
cast by means of one of the three hinge wax records. The cranial plane was re-
moved, and the anterior cam was placed into position. The articulator was opened,
and the two other hinge wax records were checked for acceptance. Following this,
the lateral wax records were used according to the directions, and the vertical and
sagittal axes of the Transograph were set. With the three axes set, the Transo-
graph was now ready for the fabrication of the entire wax-up.

Upon completion of the posterior occlusion, the castings were made and re-
turned to the instrument for correction. The cam follower, which had been placed
as accurately as possible between and above. the two upper central incisors, was
moved to follow the cam. The side arms of the cam had been set previously at
55° off the cranial plane in order, according to this theory, to engage the bound-
aries of the functional envelope of the patient’s mandibular movement. Setting
the side arms of the cam at a lower angle would encourage the so-called patho-
logical bruxing movements.

On Jan. 7, 1960, the final crowns were tried in the mouth. Those for the right
side were inserted first in order to check the vertical dimension against the transi-

*Page, Harry L.: Hinge ‘axes, D. Digest 66:411-415, 1960.
tPage, Harry L.: A short discussion on articulators, unpublished article, February, 1961.
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tional work which still remained in position anteriorly and on the left side. There
had been only a very small further increase of the vertical dimension in the final
work. When the right and left posterior crowns had been inserted, the anterior
splints were removed, and wax records were again taken. Low-fusing metal trans-
fers were then inserted over all the anterior teeth. A face-bow, together with a
cranial plane, were recorded. Full upper and lower plaster impressions were taken.
The copper-plated dies were placed in their respective positions in the metal trans-
fers, and stone casts were made. The face-bow, which finally becomes the ar-
ticulator, was placed upon the laboratory bench. The side arms which made it an
articulator replaced the side pins of the face-bow.

The new upper and lower work casts were mounted and related by means of the
hinge wax record and were finally checked for accuracy by means of the two other
hinge bites. The cast crowns were soldered together in each of the four posterior
segments of the arch. The upper cuspids and the six lower anterior teeth were to
receive platinum copings. These eight anterior porcelain bonded-to-platinum
crowns would be stronger than all porcelain jacket crowns and would be better
able to withstand the interocclusal pressures. On Jan. 18, 1960, all the work was
inserted in the mouth, and another face-bow and cranial plane were taken. A new
mounting was made, this time upon the original Transograph.

The final acrylic facings were processed, and the porcelain jacket crowns,
together with the porcelain bonded-to-platinum jacket crowns, were completed.
Definite lingual platforms were provided on the upper jacket crowns to furn-
ish stops for the lower incisors. Duplicate porcelain jackets were made for the
four upper incisors. On Feb. 17, 1960, the final work was completed. First, the
posterior work was inserted without removing the anterior temporary splints to
observe the degree of vertical increase beyond that of the transitional work.
The anterior crowns were then inserted. Completed roentgenograms were taken
on Feb. 25, 1960. Stone casts were made for final records. Postinsertion occlusal
adjustments were uneventful. Roentgenograms were taken of the temporoman-
dibular articulation. These disclosed nothing unusual. A comparison of the original
centric contact position with the completed centric contact position revealed
the actual amount of vertical increase. The work had required almost six months
to complete.

Somewhere in the reconstruction procedure, the repositioning of the mandible
was lost because the completed position was very similar to the original except for
the vertical dimension. The patient was very comfortable, the structures were
healthy, and function was excellent. The repositioning was an experiment that
may or may not have succeeded. In this case it does not seem to have been of any
consequence. (Figs. 1052 to 1092.)

While still dealing with attempts at mandibular repositioning and changes in
vertical dimension introduced by the dentist, it has already been shown that there
must be satisfactory reasons for altering these positions. Without thoughtful
planning and skillful execution, the entire stomatological system may be thrown
eskew. Cases that have been rehabilitated without regard to well-established bio-
mechanical principles end, for the most part, in failures. Although, by experimenta-
tion, we must continually strive for new cures in treatment, we must primarily be
certain that disease is present before attempting procedures containing many

elements of danger in their execution.
Text continued on p. 510.



Fig. 1052, Four views of the teeth of a 43-year-old man whose bite had already been raised
ten years previously. These photographs were taken in July, 1959. The anterior teeth are again
in a closed-bite relationship. The lower incisors were severely abraded for a person of his relative
youth. (Figs. 1052 to 1092 are of the same case.)

Fig. 1053. Roentgenograms that were taken in August, 1959, before treatment was instituted.

Fig. 1054. The lower posterior splints that had been inserted ten years previously were removed,
and the teeth were cleaned and reprepared. It was very evident from the difference in the vertical
height of the clinical crowns of the cuspids and the posterior teeth that the posterior teeth must
have been depressed when the bite was raised previously. The history indicates that there was
no contact at first between the anterior teeth but that contact was established within one and
one half years. This would account for the depression of the posterior teeth plus the extrusion
of the anterior teeth that is evident from these photographs. This was shown by other examples
in the text.
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Fig. 1055. Low-fusing metal transfers were inserted Fig. 1056. The vertical dimension was kept con-
on all the lower and upper posterior teeth. These were stantly in mind and frequently measured.
made on copper-plated dies.

Fig. 1057. Records were obtained for purposes of Fig. 1058. The work casts were mounted by means
attaching the work casts to the Hanau Model H of the face-bow and wax records.
articulator in order to construct the transitional work.
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Fig. 1059. In Iig. 1052, upper left, the mandible had deviated to the right. An attempt was
made at this time to position it to the left in the transitional work. It was also going to be re-
positioned forward if this was possible. Accordingly, metal disks were inserted in the anterior
portions of the condylar slots as shown here. These would serve to advance the mandible arbi-
trarily. The right metal disk was wider than the left one. This would serve to rotate the mandible
toward the left. Whether or not this was possible to accomplish is only conjecture, but the
attempt was made in the transitional work, and nothing was lost in trying. A, The right condylar
slot with the metal disk inserted and held with sticky wax. Observe that it is thicker than in B.
B, The left condylar slot with the metal disk. C, The incisal pin was positioned to the right which
indicated that the mandible had been rotated to the left.
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Fig. 1060. The occlusion was coordinated at a higher vertical level. The entire wax-up wes
made at the same time, and the crowns were processed in slow-cured acrylic resin. The completed
transitional work is shown in this illustration.

Fig. 1061. An occlusal view of the completed acrylic resin crowns is shown here. Observe the
anatomical detail,

Fig. 1062. The transitional work was inserted in the Fig. 1063. The upper and lower anterior teeth were
mouth. This was done on Oct. 29, 1959. The amount prepared for crowns. The transitional slow-cured
the vertical dimension had been increased may be acrylic resin splints are shown here.

seen if this illustration is compared with Fig. 1052,
vpper left. The mandible was advanced, but the cor-
rection of the lateral position of the mandible was
unsuccessful if this illustration is compared with Fig.
1052, upper left.
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Fig. 1064. A lingual contour was provided on the
upper incisors so that the lower incisors made definite
contact with the lingual platform of the upper incisors,
Formerly they contacted the upper lingual gum pad.

Fig. 1065, The transitional work was now complete.
This reconstruction not only served to protect the
teeth and give the patient a degree of comfort, but it
also provided a prescription for the final work. This
photograph was taken in December, 1959.

Fig. 1066. The final phase consisted first in taking a
transverse hinge axis record. This was taken with a
hinge-bow that was attached to the mandibular teeth
by means of a clutch. The two metal recording screens
were held in position by means of the rod which rested
on the bridge of the nose.

Fig. 1067. The Transograph is shown in position.
Tt is now being used as the face-bow and is held by the
bite fork which has wax on both sides and is being
held by the teeth. The cranial plane is also being
registered. (Read text.)
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Fig. 1068. In order to set the controls of the articulator, these hinge wax records are taken at
different levels. Two are shown here in A and B. Then three additional wax records are taken
with the mandible in different degrees of its right and left lateral positions. One such record of
the extreme right lateral position is shown in C. Another one is shown of a left lateral wax record
in D. When these nine wax records were taken, the posterior teeth were not covered by any
transfers, so that there were no interferences from the teeth,

Fig. 1069. After the face-bow, cranial plane, and wax
positional records were taken, the low-fusing transfers
were placed upon their respective teeth, and impres-
sions were taken from which work casts were con-
structed.

Fig. 1070. The Transograph face-bow was removed
from the mouth. The impressions with the transfers
in place ready to receive the copper-plated dies are in
the foreground. The face-bow will now be converted
into an articulator, and the work casts will be at-
tached to it. Observe the different levels of the right
and left condyles as recorded by the pins. Also ob-
serve the right angle system in accordance with
Transographic concept of every axis being perpen-
dicular to its plane of rotation.
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Fig. 1071, The condylar pins were removed, and the
side arms were inserted. The upper cast is being at-
tached to the upper frame. The centering pin or cam
has been inserted on the anterior crossbar. It is posi-
tioned as accurately as possible between the two
upper central incisors,

Fig. 1073. The Transograph has been uprighted. Both
casts were attached and related to each other in hinge
position. Now the hinge wax record will be removed,
and the correctness of the hinge position will be tested.
The anterior fork with the cam has been attached.

Fig. 1072. The Transograph was turned upside down,
and the lower cast was being attached to the lower
frame and related to the upper cast by means of one
of the three hinge bites that were taken in the mouth.
The slide and slider assemblages are in their neutral
positions.

Fig. 1074. With the hinge wax record removed and
the screws that lock the slide and slider assemblages
released, there should be no movement of the assem-
bly which is different from that shown at the bottom
of Fig. 1072. This is a close-up showing no movement
of the slide. The screw released the assemblage so that
when the other two hinge bites are inserted, if the
mandible is not in its true hinge position, the distance
laterally or anteroposteriorly would change, and the
error would be readily picked up.



506 Oral rehabilitation problem cases

Fig. 1075. The vertical and sagittal axes will now be Fig. 1076. 'This is an extreme right lateral wax record..
set by means of these wax records. When this has bheen Tt will be used to set the left sagittal and vertical axes.
accomplished, the Transograph is able to copy func- The teeth should seat accurately in their wax matrices,
tional jaw movements. ard after the axes are sef, two different right lateral

wax records taken at different degrees of lateral move-
ment must also be accepted to check the setting.
This record shows a slight discrepancy.

Fig. 1077. The Transograph accepting a thick right Fig. 1078, The Transograph has been set. The wax-up
lateral wax record accurately. This test is a very has been completed, and the occlusion has been co-
difficult one for any articulator to comply with. ordinated. In this illustration the posterior crowns

were cast and were ready for try-in in the mouth,

Fig. 1079. The posterior crowns were inserted. New Fig. 1080. Low-fusing metal fransfers cover the an-
wax records will again be taken, as well as a face-bow terior teeth. They are marked for identification. New
and cranial plane. plaster impressions will be taken.



Deep overbite 507

Fig. 1081. The records that were taken in order to Fig. 1082. The final work on the Transograph ready
attach new work casts to the Transograph and in for try-ins.

order to proceed with the completion of the pros-

theses.

Fig. 1083. The final try-in before completion. The Fig. 1084. The completed work on the Transograph.
anterior lower crowns and the upper cuspids will be

porcelain bonded to platinum. The platinum matrices

are shown in the illustration.

Fig. 1085. Occlusal view of the completed work,
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Fig. 1086. Right and left views taken from the rear
showing the interocclusal relationship.

R

Fig. 1087. The completed prostheses removed from the casts. The posterior crowns were splinted
together. The upper four incisor porcelain jackets were duplicated.

Fig. 1088. Two views of the completed work. This was inserted on Feb. 17, 1960. This is six
months after the start of the work.
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Fig. 1090. A, Completed work, right side, centric bite. B, Completed work, right side, working
bite.

Fig. 1091. Roentgenograms taken at the completion of treatment, February, 1960.
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Case 4

Fig. 1092. Three views of the mouth taken in 1962,

Chief complaintwwpresent condition

In 1959 a comparatively young woman was referred to me by her family
physician because of severe mental distress arising from a dental problem. An
examination of her mouth disclosed that her bite had been raised by inserting
modified three-quarter crowns on her six lower posterior teeth (the second bi-
cuspids and the first and second molars). Sixteen teeth anterior to these posterior
teeth had been taken out of contact. The work had only recently been com-
pleted.

Not alone had the free-way space been violated, but the correct interocclusal
contact position had also been lost in the procedure. She no longer knew where
to bite and was constantly aware of her teeth. Her mandible was never at rest.
It was impossible to obtain a correct centric relational wax record. Her emotions
were mounting to the breaking point. Although many individuals are able to
tolerate incorrect mandibular positions without physical and mental distress,
there are others who cannot. If this form of vertical repositioning is attempted for
the latter group, any one of a variety of unpredictable and dangerous factors may
be introduced which brings on severe physical and/or mental distress. It is oftimes
extremely difficult to undo the damage.

This patient was on the verge of hysteria and cried frequently. She was not
able to supply any entirely satisfactory reason for having had her bite raised,
except for the anterior recession of her gums and the stippling of the enamel of her
upper incisors. Her dentist was vague when questioned. He stated that he had not
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quite finished the work and was going to place additional gold inlays in her lower
first bicuspids. He was unable to furnish any records or study casts, although he
said he had made them. No temporomandibular roentgenograms had been taken
before the bite was raised.

An unfortunate sequel of the attempted bite raising was a twitching of the lower
right lip which started after a mandibular injection for the preparation of the lower
right second molar. This twitching had been a source of untold discomfort and
emotional distress and had caused her to visit neurologists and physiotherapists.
They had not been able to relieve her. She had become very self-conscious, and as
a teacher of small children, she had been severely handicapped in her regular
duties. In desperation she decided to take a year’s sabbatical in order to obtain a
thorough mental and physical rest, although she could ill afford the expenses.
She gave up a plan to take extension courses.

The bite had been raised two months prior to her initial visit for consultation.
Fearing that intrusion had already taken place, the first objective was to remove
the six lower castings from the posterior teeth and permit the mandible again to
close to its original interocclusal relationship. In order to equalize the pressure
immediately, an acrylic splint was placed over her remaining lower teeth. This
served to bring all the teeth into full contact. Within a few days the lower castings
were removed. The upper and lower anterior teeth again contacted, and the patient
was very happy. Immediate relief from all symptoms except the twitching was
obtained.

The lower posterior teeth were then reprepared. A full lower rubber impression
was taken. This involved all five preparations except the lower right second molar,
which was to be prepared for a full crown after pulp therapy had been instituted
and the root canals filled. An upper alginate impression, a face-bow, and right,
left, and centric wax records were taken. The work casts were attached to a Hanau

‘Model H articulator by means of the face-bow and wax records. The lower work

then was completed. Before the lower left work was inserted, the upper left bicus-
pids and first molar were prepared for gold inlays. A full rubber impression was
taken, and a work cast was made. This was related to the lower cast on the ar-
ticulator, and the wax-up was coordinated in order better to relate the upper and
lower cusps of the teeth on the left side before the lower castings were inserted.
After this step the lower castings were inserted in the mouth.

The upper left posterior castings were then completed and inserted. The upper
right posterior teeth were now prepared for gold inlays, and the lower right second
molar, whose root canals had been filled, was prepared for a full crown. A cop-
per die was made for this tooth. A full upper rubber impression and an alginate
lower impression were taken, along with a face-bow and centric wax record. The
natural teeth were protected by means of acrylic temporary splints. The oc-
clusion was coordinated, and the right side was completed by the end of August,
1959,

The patient was extremely cooperative in spite of her former dentist’s ex-
pressed opinion to the contrary when he had treated her. She was deeply grateful.
The following are quotations from a letter which she sent.
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Jan, 12, 1962
Dear Dr.

It is with real pleasure | am sending this payment to you. It is not often one can feel this way
about a bill. Also your kindness in extending time on this poyment meant a great deal to me.
It is not easy for me to tell you how I feel, but | want you to know you did much more than
save my teeth. | was so upset and fearful af the time | came into your office that at times |
must have been very trying. Your patience, explanations and consideration were so helpful
to me.

Your calling to let me know the x-rays had not disclosed greater complications was so thought-
ful (you've probably forgotten the incident}—I never will.

The truth is | can never repay you for all you have done for me.
Sincerely yours,

{Signed)

Here, again, is an instance in which a bite was raised without sufficient justifica-
tion. (Figs. 1093 to 1101.)

Almost every dentist encounters some patients with great persuasive ability
who use such talents to specify what they wish to have done and how their teeth
must look when they are completed. If we permit ourselves to be influenced by such
aggressive talkers and carry out their recommendations instead of our own per-
sonal advice, we may perform dental work that is decidedly disadvantageous to
the patient and perhaps detrimental to the dentist’s reputation. Many patients
will request such an increase in the vertical dimension that it violates the free-way
space. Whether this increase is the patient’s or the dentist’s own initial plan, it is
a serious step in any case, and in some cases it can be disastrous.

When a case presents itself in which the vertical dimension must be greatly
increased, a dentist must make sure of the following:

1. He must have a good reason for the increase in vertical dimension.

2. He must take roentgenograms of the temporomandibular joints before the
increase. Then he must place a splint in position which will register the amount
of change after the vertical increase and take another roentgenogram. In this
manner he may be able to observe whether the increase is within physiological
limits of safety. Although there are many cases in which the vertical dimension
has been increased without any mishaps and without mandibular joint roentgeno-
grams, just one failure may cause a dentist enough regrets to outweigh or to wipe
out all satisfaction from earlier successes, and one such failure may mar an entire
lifetime of otherwise conscientious work. If it is not possible at the office, roentgeno-
grams of the joints can be taken at a dental school, local hospital, or a commercial
x-ray laboratory.

3. When the vertical dimension must be increased an unusual amount, the
dentist must be sure to know exactly what changes are being introduced. Bites
cannot be raised indiscriminately. Those of us who are able to review and observe
this disastrous procedure and the mutilations that result are unanimous in strong

professional criticism and condemnation of such procedures.
Text continued on p. 517.
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Fig. 1093. Four views of the mouth of a woman in her early forties, at the start of the treat-
ment in June, 1959. Her bite had been raised on her lower second bicuspids and molars. A, The
mandible is in a forward position. B, The mandible is in a retruded position. C, Right-side
contact, mandible forward. D, Left-side contact, mandible in a lateral position. Nowhere was
any comfort obtained. (Figs. 1093 to 1101 are of the same case.)

Fig. 1094. Roentgenograms taken at the start of treatment in June, 1959.
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Fig. 1095. This acrylic splint covered her lower anterior teeth to the vertical level of the posterior
onlays and provided additional contacts between eight upper and lower teeth. It was worn until
the posterior lower onlays could be removed and the bite lowered to its original vertical level.

Fig. 1096. The gold lower posterior onlays were removed as soon as possible, and aluminum
crowns were first inserted at the former bite level as shown here.

Fig. 1097. The upper and lower left posterior teeth were completed first. The teeth were pre-
pared for gold inlays and three-quarter crowns. Rubber impressions were taken, The work was
constructed on a Hanau Model H articulator. The upper and lower left interocclusal relationship
was coordinated. A, The lower castings in position and the upper wax-up. B, The upper completed
inlays. The lower castings had already been cemented, and the upper ones had been completed
against a stone cast of the lower completed work.
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Fig. 1098. The upper right side is here being related to the lower right side. Both upper molars
and bicuspids were inlaid, and the occlusion was coordinated. This is a reconstruction by sec-
tions, one side being completed at a time. The lower molar crown was also completed and is

shown here.

Fig. 1099. A, Front view, centric occlusion. Compare this with Fig. 1093, A, to observe the
extent of the increase of the vertical dimension. This was the original vertical dimension. It
was fortunate that the anterior teeth and the first bicuspids had not been reconstructed since
they indicated the former vertical interocclusal contact level. B, Left side of the completed
work, centric occlusion. €, Left side of the completed work, working bite. D, Right side of
the completed work, centric occlusion. E, Right side of the completed work showing the working

bite.
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Fig. 1100. Roentgenograms of the completed work taken in August, 1962, three years after
completion.

Fig. 1101, Two views of the mouth in 1962, three years
after completion.
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Present condition—chef complaints

Treatment

In April, 1960, a 25-year-old woman was referred by a psychiatrist. He wanted
to be sure her difficulty was not dental. She was an actress whose specialty was
dancing and singing. On her first visit she reported that her mandible and her
temporomandibular joints were so painful she claimed she had to support her jaw
with her hands to relieve the discomfort. Her former dentist was in the process of
inserting porcelain jacket crowns anteriorly and posteriorly. Much of this had
already been done. The vertical dimension had been increased at least one quarter
of an inch posteriorly. The anterior teeth were completely out of contact and pre-
sented a large horizontal overjet.

Severe muscular trismus was present. Opening the mouth was performed by
manual manipulation, and it appeared to be a painful process. It was accompanied
by clicking of the joints and a marked mandibular deviation. Her history report
mentioned several three-hour visits and many local and conductive injections for
the relief of pain during these sessions. The roentgenograms disclosed posterior
teeth that had been reduced radically to permit for the insertion of porcelain
jacket crowns. When the patient became hysterical and difficult to treat, the den-
tist suggested that she was uncooperative, overemotional, and unreasonable.
In many respects this case was similar to Case 4, which was just reported.

Fortunately no difficulty was experienced in obtaining her previous records.
These included original casts that had been made before any work had been per-
formed. No roentgenograms had been taken of the temporomandibular joints.
The former dentist insisted he had done what the patient wanted, and he stated
that the patient, because of her profession, had persuaded him to insert anterior
and posterior porcelain jacket crowns to solve the esthetic problem. In order to
provide the extra room necessary for posterior all-porcelain crowns, it was neces-
sary to increase the vertical dimension an excessive amount. The dentist was sur-
prised at the difficulties his treatment had precipitated and remarked that he had
never experienced any similar trouble previously. Not only was the patient upset
physically and emotionally, but she said all her savings had been used for these
dental services. For the past several months she had been unable to work because
of the discomfort.

The original casts demonstrated that in 1959 the upper and lower incisors were
in contact and the occlusion was normal. A vertical overbite was present. When
she came for the first time on April 4, 1960, a large horizontal overjet was present
with no vertical overbite. Her discolored and offensive-smelling plastic quick-
cured splints were reduced immediately until the anterior teeth almost contacted.
Some degree of relief was obtained from the muscular spasm.

Roentgenograms of the temporomandibular joints were taken. They revealed
a posterior positioning of the right condyle in the fossa. Upon opening the mouth,
the condyle remained in the fossa. The roentgenograms also revealed a posterior
position of the left condyle in the fossa, but not so severe. Upon opening the mouth
the left condyle moved downward but not within the acceptable normal range.
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The vertical height of the right and left acrylic splints, even after their reduction,
still testified to the abnormal increase of the vertical dimension.

Complete rest was prescribed with the use of warm packs. Refrigerated ethyl
chloride sprays had already been used by another consultant in an effort to relieve
the muscle spasm. Shertly after her first visit both lower temporary splints were
removed. This permitted the anterior teeth to make positive contact for the first
time since their insertion. A return to her former bite was also confirmed by the
positive contact between the upper right unprepared central incisor and the lower
incisors. The muscular trismus was less severe, and the patient was much more
comfortable and hopeful. All this was accomplished within ten days.

On May 9, 1960, the acute symptoms disappeared so that it was possible to
obtain impressions in order to make casts for the study of the occlusion. A face-bow
and centric record were also taken. The stone casts were mounted upon a Hanau
Model H articulator. A metal disk was placed upon the anterior stop of the right
condylar slot in order to protrude the right condyle from its retrusive position in
the fossa. A Hawley bite plate was made to aid in the forward movement of this
condyle. This was inserted on May 25, 1960. The posterior occlusion was left
slightly out of contact. By now the muscular trismus had subsided, and the right
condyle was able to move out of the fossa during opening and protrusive move-
ments. The patient was in excellent spirits as more normal function returned. On
June 15, 1960, a new slow-cured acrylic splint was inserted on the lower left side.

No further work was performed until mid-August so that the muscles and joints
would have a well-earned rest. Lower left posterior porcelain jackets had been
made by the previous dentist. They had never been reduced in vertical height.
Therefore, by inserting them it was possible to obtain an exact measurement of
the amount this vertical dimension would have been increased. The result demon-
strated an increase of one fourth of an inch beyond the normal in the bicuspid
and molar regions. In October these porcelain jackets were reduced to the normal
bite height and were inserted. It was necessary to make plastic jackets for the
cuspid and first bicuspid because of the extreme thinness of the incisal and occlusal
surfaces of the porcelain after grinding them. On the lower right side she accepted
gold inlays in the bicuspids and the second molar. A porcelain bonded-to-platinum
crown was made for the right first molar. These were inserted in March, 1961.

Even at this date there was a slight deviation present when she opened her
mouth, and the right condyle was still deep in the fossa. Whether or not this was
its original position or its position that was assumed because of the trauma will
never be known because of the lack of original roentgenograms of the joint. The
porcelain jacket crowns that were made by her former dentist were causing some
gingival periodontal irritation, but she claimed she was in no financial position
to have them changed. When possible, at such time when she has the funds avail-
able, the crowns will be changed to gold veneers. She wears the Hawley bite plate
every night and often during the day. She reported it gave her comfort and a sense
of security. (Figs. 1102 to 1117.)

In cases of this nature in which finances are limited, are we justified in recom-
mending porcelain jacket crowns on all the teeth? This type of dentistry presents
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replacement problems due to breakage. Have we the right to impose this repeated
financial burden, or should we insist upon procedures not requiring the heavy
expense of postinsertions? Although her professional needs as an actress may sug-
gest the best in esthetics, this factor alone did not appear to necessitate the place-
ment of porcelain jackets on all her posterior teeth. The drastic reduction of the
entire tooth was undesirable and dangerous, especially at such an early age. This,
plus the possible problem of future upkeep, created an unhappy and controversial
situation.

In May, 1962, the upper left porcelain bridge fractured due to a weak connec-
tion between the dummy and the abutment casting. This reaffirms the original
conclusions that this type of bridgework, under the given circumstances, poses an
undesirable future hazard.

This case was a very disagreeable experience to the patient and to her former
dentist. It illustrates that patients should not be permitted to dictate the pre-
scription if it does not coincide with the dentist’s own professional views and his
own appraisal of the most feasible remedies. Good records must always be taken,

Text continued on p. 527.

Fig. 1102. A, Teeth of a 25-year-old woman whose
vertical dimension was greatly increased. These photo-
graphs were taken on April 8, 1960, when she was
first examined. The extent to which the vertical
dimension was increased may be judged by observing
the anterior opening of the bite. The posterior teeth
are in contact. B, The head was tipped backward to
show the extent of the opening. (Figs. 1102 to 1117
are of the same case.)

Fig. 1103. A, Casts of the patient’s teeth shown in
Fig. 1102. These were made in 1959 before the vertical
dimension was increased. Observe that the anterior
teeth contact. B, A right lateral view before the bite
was raised. Compare the vertical overbite of the upper
right cuspid with Fig. 1102 to judge the extent of the
bite opening. For a left lateral view, see Fig. 1107.
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Fig. 1104. The original roentgenograms that were taken in December, 1958, before the vertical

dimengion was increased.

Fig. 1105. The bite was completely lowered within a very short time. Fortunately the upper
right lateral incisor had not been covered with a porcelain jacket, and therefore it provided a
key to the former vertical dimension. The lower posterior acrylic resin splints are still in posi-
tion, but their vertical height has been greatly reduced.



Fig. 1106. A Hawley bite plate was inserted. The pos-
terior teeth were taken slightly out of occlusion.
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Fig. 1107. The porcelain jacket crowns that were
made by her former dentist and were going to be
inserted are shown on the left side. The left-side view
of the original casts before the bite was raised are
shown on the right side. Measurements that were
made with the caliper shown in the illustration indi-
cate that the vertical dimension was raised one quarter
of an inch in the molar region. This means that it was
raised even more in the incisor region. (Refer to Fig.
1103, B, to see the right side of the original casts.)

Fig. 1108. These are the same casts as shown in Fig.
1107 on the right side with the porcelain jacket crowns
in position on the left side. This mouth was being
rehabilitated one segment at a time. This can be
dangerous because the large increase of this vertical
dimension places the mandible in an entirely different
interocclusal relationship depending upon the arc of
closure. In this case the mandible moved posteriorly.
This would necessitate wider lower buccal and nar-
rower lower lingual surfaces. To attempt to coordinate
this occlusion by the segmental technique can be
dangerous.

Fig. 1109. The porcelain jacket crowns were lowered
by grinding and were finally inserfed. The cuspid had
to be made of plastic since the porcelain became too
thin to be used.
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Fig. 1112. Roentgenograms taken of the left temporomandibular joint on April 8, 1960.
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Fig. 1114. Roentgenograms taken of the left temporomandibular joint in December, 1960.
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Fig. 1117. In May, 1962, the upper left porcelain bridge fractured and was replaced by a gold
bridge with plastic veneers. The roentgenograms are shown here. This substantiates the con-
clusion that the post-insertion expense for this type of work did not warrant its insertion.



Deep overbite 527

both to study the case before undertaking work of this nature and to protect the
dentist should the result fall short of expectations. Also, a dentist should be very
slow to state or to imply that a patient or former patient is a borderline mental
case or has been excessively difficult to handle. Although it may seem to provide
some justification for mediocre or poor work, it usually is shown in a controversial
hearing to be a worthless rationalization and almost no excuse at all. The following
letter from the patient’s own psychiatrist is evidence that the patient’s dental
problems were unrelated to her chronic personality problems.

Dec. 4, 1961
Dear Dr.

In answer to your letter of Nov. 29, 1961, concerning Miss _______, let me state that
she had been referred to me in November, 1959, because of a rather disturbing chronic per-
sonality problem. This had preceded her dental troubles by many years and was in no way
precipitated by them. The dental situation was only an intercurrent, unrelated condition. | might
quote, in part, my note of April 11, 1960:

“This patient had a disturbing episode due to dental trouble—she found herself unable, for
the last three weeks, to open her mouth fully, and had marked pain and spasticity on the left
side in chewing. She lived on fluids and banana mush. Her dentist declared this [to be] largely
emotional and had treated her with Atarax. He thought the condition would clear up spon-
taneously in another couple of weeks. It was clear to me that this trouble was enfirely me-
chanical and not at all hysterical; this patient has no hysterical symptoms otherwise and there
is no known tendency to conversion. She began to become panicky because the condition
interfered with her singing auditions; she could not open her mouth wide enough, and this
threatened her success in competing for a job which she needs desperately to support herself
for the next winfer. . . . Accordingly she was referred to another dentist who spotted the
difficulty and in the first session made it possible for her fo eat. She was greatly relieved. .. ."

In the social stratum from which this pofient comes, conversion hysteria of the highly dramatic
type in which one would see this kind of symptoms has become exceedingly rare. We no longer
see gross hysterial paralyses, spasms, and the like, For this reason, the diagnosis should always
be made with great caution and only after all somatic pathology has definitely been ruled
out.

Very sincerely,

{Signed)




Chapter 10

OPEN BITE

rEm teeth, the temporomandibular joint, and the neuromuscular mechanism are usually in a
state of equilibrium in the majority of our patients. The teeth may even be in
malocclusion, but for most people they are in equilibrium with their surrounding
structures. The tongue pushes forward and outward from within the oral cavity
while the lips and cheeks exert their inward pressures, thus maintaining the form
of the dental arches and the interocclusal relationships by these static and dynamic
antagonistic pressures,

INSERTION OF A SMALL OR LARGE PROSTHESIS
REQUIRES ADJUSTMENT IN ORAL ENVIRONMENT

When a prosthetic appliance is inserted in the mouth, whether it be a single
filling or a large removable partial denture, there is some adjustment that the
various hard and soft structures must make in order to re-establish equilibrium.
If ordinary skill is employed, this usually occurs in a relatively short time. This
takes place as postinsertion adjustments are made. The bite is equilibrated and
refined and the saddle areas are relieved when tissue impingement is observed.
The prosthesis settles and is finally accommodated.

Many fillings have been inserted by dentists that either lack interproximal
contact or have excessive contact. In addition they may have been in premature
vertical contact. In most cases Nature has a way of making minor adjustments
and of creating the proper equilibrium, even where the prosthesis is not in original
harmony with the surrounding structures. This familiar sequence is occasionally
varied, and such a departure is shown by a case in which the insertion of a single
filling with an improper interproximal contact or some other simple incorrect pro-
cedure upsets the entire equilibrium of the stomatological system. These cases can
cause no end of difficulties and often tax the ability of the most capable dentist to
restore the norm that was present before the balance was upset. Four such cases
were reported in 1951.*

*Schweitzer, J. M.; Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 224-227, 695,
921-931.
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Insertion of two gold wlays altered entire occlusion

Discussion

The first case was that of a 45-year-old man. In 1936 he had two gold inlays
inserted in the upper left posterior teeth. As a consequence he stated that his
entire occlusion had changed. His structures had remained in excellent condition
in spite of the occlusal disturbances. This patient was first treated in 1939 by
equilibration. In February, 1948, his bite was again equilibrated. The case report
in 1951* shows the procedure which was used. According to his history, in 1936,
after the inlays had been inserted and his discomfort began, he went to several
dentists for adjustments. Each dentist ground his occlusion according to his own
conception of what the interocclusal relationship should be. This compounded the
man’s troubles and made a return to his original interocclusal relationship im-
possible.

When he was first examined in 1939, an open bite was present posteriorly. The
occlusion was equilibrated until maximum contact was attained, but his bite
continued to open as time elapsed. During the following twenty-three years his
occlusion had been equilibrated by grinding several times. Although the results
were successful at the time of treatment, a year or two later the bite would reopen.
In 1957 several crowns were inserted, and his interocclusal relationship was again
corrected. By February, 1962, it had again opened. The patient was then 69
years old. Again a premature contact was observed in the area of the lower left
third molar. This time the contacts were again closed on both sides, but a tempo-
rary plastic crown was inserted on the lower left third molar. It is interesting to
note that for the first time in many years, at the time of this writing (June, 1963)
both right and left posterior contacts remained closed.

There are various phases of this case that may be discussed. The occlusion was
not observed before 1939, and it is assumed as factual that before the insertion
of the two inlays in 1936, the occlusion was normal. Several dentists had ground
the teeth between 1936 and 1939. The changes effected were nonreversible. Al-
though an intraoral tracing device was used during the equilibration, after the
original examination it was possible that a functional off-centric bite was per-
petuated rather than a correct centric relational bite. If so, the continual opening
of the bite may have resulted from the frustrated attempts of the mandible to
reach its terminal hinge position during intervals of functional chewing or swal-
lowing. The establishment of an excentric mandibular position of maximum con-
tact could also have augmented bruxing and clenching habits.

With the full complement of teeth present, upon his initial visit it would have
been unwise to advise complete oral rehabilitation because of the great number of
natural teeth present and the great amount of time and expense this work would
have necessitated. He was in no position to afford the expense then or now. Even
if he had been able to undergo complete oral rehabilitation, would it have been
justified in view of the present knowledge of the causative factors of the continued

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 921-925.
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relapse. Consider the fact that his alveolar bone was still in excellent condition and
that his function was better than average. He had yet to lose a single tooth. It was
possible that a tongue thrusting habit was present accompanied by a false swal-
lowing habit and that he had an open bite before 1939. Perhaps there were con-
tinued slow changes taking place in his temporomandibular joints and in the gonial
angles of his mandible. If the gonial angles became more obtuse, the bite would
open.

In February, 1962, new records were taken of his interocclusal relationship.
A decided premature contact was discovered in the left third molar region. The
mandible could readily be retruded. The left third molar had been covered with a
full crown in 1957. This was removed, and the occlusion again equilibrated with
the mandible in its retruded position. An attempt was made to establish maximum
interocclusal contact with the mandible in its retruded position. The lower left
third molar was covered by a temporary plastic crown which could be readily
adjusted if necessary. His occlusion had not changed since the 1962 adjustments.
Even if we concede that the continued eruption of the lower left third molar caused
the open bite on the left side, it would be difficult to reconcile the opening of the
bite on the right side with this same cause. It is usually found to be a combination
of causes such as the continuous eruption of the molars, a false swallowing habit,
and a powerful tongue which thrusts itself in many directions.

Text continued on p. 535.

Fig. 1118. This photograph was taken in 1941. The patient was first examined in 1939. His bite
was equilibrated by grinding. (Figs. 1118 to 1133 are of the same case.)

Fig. 1119. These roentgenograms were taken in March, 1988, The patient brought them in
~ when he was first treated in 1939,
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Fig. 1120. In February, 1948, the mouth looked like
this. The bite had again opened.

Fig. 1122. Central-bearing plates were cast to fit the
arches and then inserted in the mouth. The pin was

Fig. 1121. The casts were attached to the kinoscope,

and the occlusion was studied.
gradually lowered until the first cusp made contact.
The grinding was done with small stones. Articulating
paper was used to mark the premature contacts.



532 Oral rehabilitation problem cases

Fig. 1123. The work was completed in February, Fig. 1124, In September, 1953, the bite was again
1948, as shown here, and the patient was made com- open,

fortable. The open bite was closed. Most of the grind-

ing was done on the anterior teeth and the upper

left posterior teeth. The following is taken from a

letter the patient wrote a week after the work was

finished: “As to my bite, 1t is wonderfully improved.

Feels more natural than at any time I can remember.

Also helps my enunciation. Think those lower front

teeth got in the way of my tongue!”

Fig. 1125. In December, 1957, the bite was again closed. This time the upper four incisors and
the upper posterior left molars were crowned. Two views of the closed bite at the end of freat-
ment are shown here.

Fig. 1126. Roentgenograms taken in November, 1955. Compare these with those taken in
April, 1958, to see the prosthesis that was inserted in 1957.
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Fig. 1127. Roentgenograms taken in April, 1958. Compare these with those in Fig. 1126 to
see the extent of the prosthetic work done in 1957, when the posterior open bite was again closed.

Fig. 1128. By February, 1962, the posterior occlusion was again open as shown by these two
views. ‘

Fig. 1129. New records were taken for another evaluation. These casts were mounted on the
Hanau Model H articulator. .



534 Oral rehabilitation problem cases

Fig. 1130. A, The lower left third molar was in premature contact and was forcing the mandible
forward. B, With the removal of the lower left third molar from the stone cast, the remaining
teeth came into contact as shown here.

Fig. 1131. The left side is again in contact. The lower Fig. 1132. The addition of two large gold inlays in
left molar was reduced to a noncontact position, and the right second and third molars served, once again,
a temporary acrylic crown covers it. This was done to to close the open bite on the right side. A lingual
be able to see its effect upon the future occlusion. view of the inlays is shown in this illustration.

Fig. 1133. The roentgenograms that were taken in 1962, The patient was 69 years old at that
time.
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The outcome is still problematic. It is possible that his function takes place in
an anterior position in gpite of his ability to retrude his mandible. He continually
mentioned prematurities in the incisor region. These had been adjusted several
times but recurred. This case shows the influence of unchartered factors worthy
of serious study. (Figs. 1118 to 1133.)

USE OF SIMPLE PROCEDURES BEFORE RESORTING
TO COMPLETE REHABILITATION

Case 2

Although the insertion of an inlay or a small bridge, which alters the interoc-
clusal relationship, may be unnoticed by some patients and does no apparent
damage, even though permanent irreversible changes may take place in the inter-
occlusal relationship, there are other patients whose occlusions, under similar
conditions, are damaged to such an extent that complete oral rehabilitation is
required to again establish an integrated occlusion. This is especially so if these
conditions are unrecognized for a reasonable length of time, such as a few months.

It is generally recognized that complete oral reintegration is a serious and
difficult procedure and is attended by many pitfalls. It should not be undertaken
unless it is absolutely necessary. If, therefore, the insertion of a small piece of
prosthesis does cause interocclusal imbalance but function and the oral structures
have not been visibly or radiographically impaired and the patient is not suffering
from any mental or physical discomfort due to if, equilibrating techniques rather
than total rehabilitation should be employed to relieve the occlusal stresses.

Although these modified and much simpler procedures may fall short in their
ability to restore true centric relation or hinge occlusion, there are still many
patients who neither recognize nor are troubled by these occlusal discrepancies
and whose oral structures do not seem to be harmed by them. This simpler form
of treatment, namely, occlusal equilibration, seems a great deal safer, less time
consuming and expensive, and certainly more conservative.

Insertion of one gold inlay altered entive occlusion

A case that fits into this category was reported in 1951.* The patient, female,
came for treatment in 1932. Four porcelain jackets were inserted on the upper
incisors. The photograph taken of the completed work showed that the median
line of the upper incisors was directly over the lower right central and lateral
proximal contact. In other words the mandible was one whole incisor to the left.
There was a malocclusion present which included a lower left canine cross-bite.
The completed photographs taken when the jackets were inserted revealed inter-
occlusal contact in the incisor region.

In 1945 a gold inlay was inserted in her upper left second molar. Within two
months her entire occlusion had altered. Her mandible had deviated to the right,
and an open bite had developed. The inlay was a distoclusal one with no tooth
behind it. The discrepancy, if one was present, must have been greater in the

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 224-227.
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Fig. 1134

Fig. 1136

Fig. 1138
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Fig. 1134. Anterior view of the mouth of a woman in her early sixties. Note the median line
which deviates to the left one whole incisor. This photograph was taken in 1935. (Figs. 1134
to 1141 are of the same case.)

Fig. 1135. Same case ten years later (1945). A faulty inlay inserted in the upper left second
molar caused a mandibular deviation to the right and this open bite relationship in two months’
time.

Fig. 1136. The teeth were ground back to correct occlusion by judicious spot-grinding.

Fig. 1137. The same case in 1949. In an unstrained position of physiological rest it would seem
that the median line is now correct and that the mandible has shifted to the right. This is cor-
rect, but observe in Figs. 1138 to 1141 that as the mandible closes it shifts to the left even with-
out any premature cusp guidance. This is undoubtedly due to the unequal pull of the mastica-
tory muscles which have been functioning in this position for over seventy years. This deviation
is not a false deviation but a true one.

Fig. 1138. Median line is starting to deviate to the left as the mandible starts to close.

Fig. 1139. Further deviation of median line to the left as closure continues.

Fig. 1135

Fig. 1137

Fig. 1139
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Fig. 1140, Only now does the patient state that she contacts a cusp. Up to now unequal muscle
pull has guided this mandible to the left. .

Fig. 1141. The final position of centric occlusion. The median line changed very little in four-
teen years. Compare with Fig. 1134.

interocclusal relationship than a faulty contact in the same arch. Equilibrating
her occlusion by judicious spot-grinding resulted in an interocclusal relationship
that closely resembled her 1935 photograph.

In 1949 the occlusion again revealed a small amount of further shifting. Appar-
ently the introduction of a single gold inlay in 1945 continued to have its ill effects
seven years later regardless of the efforts to equilibrate the occlusion and restore
the original bite. One may contend that her original bite was not a true centric

relation but rather an excentric bite. Although this may be true, at that time the

patient was able to contact her anterior upper and lower teeth, and her oral struc-
tures were normal. The patient did not recognize the occlusal discrepancy. It was
brought to her attention. She died in 1952 in her early eighties. The altered occlu-
sion had never caused her an inconvenience. (Figs. 1134 to 1141.)

The following case is also in the same category, namely, one in which the inser-
tion of two posterior upper right molar gold inlays altered the entire occlusion in a
comparatively short time. This patient was first treated in 1938. She presented a
tip-to-tip occlusion. A photograph of her mouth was published in 1951.* During
the past quarter of a century her dentistry had been purely conformative, consisting
of several small fixed bridges and some gold inlays. Her structures were excellent,
and her function was adequate. The dental roentgenograms revealed very little
change over the years.

In June, 1958, she received her regular examination and prophylaxis. Two old
amalgam fillings in the upper right second molars needed replacement. They had
been inserted over twenty-five years previously and were to be replaced by gold
inlays. The molars had spread apart, and in order to prevent further migration a
lug and lug rest were constructed to join the two teeth. This work was completed
in June, 1958. The insertion was uneventful, and the patient was not heard from

‘until she received her next recall card. This was in November, 1958. At this exam-

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., p. 695, Fig. A.

Fig. 1141
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ination a decided change had taken place in her interocclusal relationship. An
anterior open bite was now present.

Upon questioning, the patient stated she was aware of a peculiar feeling on the
right side of her mouth directly following the insertion of the inlays, but it did not
bother her enough to seek treatment. In November, 1958, and again in November,
1959, the bite was equilibrated by grinding the occlusion with the aid of carbon
paper. There was still no feeling of discomfort by the patient, and she permitted
the various adjustments only because she was told that it was a necessary pro-
cedure.

In December, 1959, the occlusion was again equilibrated. This time a lingual -
metal frame was constructed on which to mount a central bearing screw for the
mandibular teeth and an upper metal platform upon which the central bearing
screw could contact. With these centralized in the mouth, the screw was gradually
lowered while removing the premature contacts until the bite was equilibrated.
This was neither easy to perform nor entirely effective in its application, and is
decidedly a compromise treatment to be used only by an experienced operator.

Although the open bite was corrected and the patient never experienced dis-
comfort, either before or since, the interocclusal relationship was never completely
satisfactory after 1958. She had maximum interocclusal contact in a functional
excentric position but not in her centric relation or hinge occlusion. Oral reintegra-~
tion by means of complete occlusal reconstruction could be suggested, but under
the present circumstances this seemed neither desirable nor justifiable. Her func-
tion was good, and her structures were normal. She was happy with her existing
interocclusal relationship. At the time of this writing (1962) she was in her seventy-
fifth year. (Figs. 1142 to 1148.)

The three open bites presented in this chapter resulted from the insertion of
gold inlays that in turn altered the occlusion. Open bites have been described in
previous literature.* Some of the material that follows was taken from an article
published by me in 1957.1

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 750-770.
tSchweitzer, J. M.: The open bite from the prosthetic point of view, Dental Clinics of America,
Philadelphia, 1957, W. B. Saunders Co., pp. 269-283.

Fig. 1142. This photograph was taken in 1947 at the
age of 60, (Figs. 1142 to 1148 are of the same case.)
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Fig. 1143. Roentgenograms that were taken in 1938 when the patient was 51 years old.

Fig. 1144. The occlusion had changed following the Fig. 1145. Central-bearing plates were constructed on
insertion of two gold inlays in the upper right molars. the casts and inserted in the mouth. The occlusion
In December, 1959, study casts were made and was then equilibrated by grinding in an effort to
mounted upon the Hanau Model H articulator for return it to its original relationship.

an evaluation.

Fig. 1146. The occlusion was equilibrated to close
as shown here. Compare this with Fig. 1142 to see
the similarity. This photograph was taken in Febru-
ary, 1960.
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Fig. 1147. These are recent views taken in 1962. The patient was then 75 years old. A, Front
view. B, Right-side view. €, Left-side view. D, It can be observed that the patient still has an
initial contact in the posterior area on the right side. After that she is able to bring her teeth
together as shown in A, but force is required to do so.

Fig. 1148. Roentgenograms taken in 1962.
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SOME CAUSES OF OPEN BITES

Open bite may appear in any of the classes of malocclusion, although it is more
often found in Class I. It is characterized by the presence of space between the
upper and lower teeth anterior to the first or second molars. The upper and lower
canines are most often involved. It may be due to overeruption of the posterior
teeth or to failure of the anterior teeth to reach their occlusal level (infraversion).
Many of the early workers recognized that hereditary cases of open bite were
rather uncommon and spoke of etiological factors of vague origin that often pre-
vented successful treatment. Blair and Ivy* presented evidence of early rickets
as an ordinary etiological factor. Andersont related open bite with an interference
to vertical growth as a result of an obscure cause or group of causes in no wise
associated with the teeth or pressure. Such general factors as metabolic disturb-
ances, heredity, intrauterine influences, disharmony of the temporomandibular
articulation, endocrine complications, muscular activity or inactivity, and child-
hood disorders have been given as causes of open bite.f

POSTERIOR POSITIONING OF MANDIBLE OFTEN
RESULTS IN ANTERIOR OPEN BITE

Where the mandible has drifted into a protrusive position in order to attain
maximal function in a malocclusion, or where the mandibular teeth have been
incorrectly related to the maxillary teeth in a false protrusive position by the den-
tist, the correct posterior positioning of the mandible results in an anterior open
bite. This sometimes makes it necessary to reduce the vertical dimension instead

*Blair, V. P., and Ivy, R. H.: Essentials of oral surgery, St. Louis, 1923, The C. V. Mosby Co.,
pp. 350-370.

tDewey, M., as revised by Anderson, George M.: Practical orthodontia, ed. 9, St. Louis, 1960,
The C. V. Mosby Co., p. 369.

tIAnderson, G. M.: Year book of dentistry, Chicago, 1936, Year Book Publishers, Inc., p. 667.

Fig. 1149. On the left are the original casts of a Fig. 1150. The mandible was retruded as shown in
patient whose mouth was reconstructed. The mandi- the casts on the left. Compare with Fig, 1149 (left
ble is in an excentric protruded position. The com- side). In so doing the vertical dimension was auto-
pleted reconstruction is shown on the right side. matically raised. The completed work on the right

(Figs. 1149 to 1151 are of the same case.) is the same as shown in Fig. 1149,



Fig. 1151, In moving the mandible posteriorly not only was the vertical dimension increased
but also a space was created between the lower and upper incisors. To provide for incisal con-
tact, a lingual platform was built on the upper crowns to engage the lower incisors. It is shown

in this illustration.

Fig. 1152. Case of mandibular protrusion reduced by orthodontics and surgery. A, Anterior
view showing extent of projection of lower teeth. B, Lateral view indicating obtuse angle and
elongation of mandible. (From Sarnoff, J., and Adelman, A. B.: Prognathism: case report of
surgical reduction, D. Digest 54:12-17, 1948.) (Figs. 1152 to 1156 are of the same case.)

saw wired to needle and

Fig. 1153. Blair needle in position behind the mandible with Gigli
Prognathism: case report

ready to be pulled through. (From Sarnoff, J., and Adelman, A. B.:
of surgical reduction, D. Digest 54:12-17, 1948.)
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Fig. 1154. Gigli saw in action cutting through the ramus. (From Sarnoff, J., and Adelman, A. B.:
Prognathism: case report of surgical reduction, D. Digest 54:12-17, 1948.)

Fig. 1155. A, Preoperative relation of teeth and mandible in this case. B, Visualization of man-
dible after osteotomy demonstrating articulation of teeth and position of mandibular sections.
{Orthodontic appliances cemented on before the operation and used after the operation aided
in this case.) (From Sarnoff, 4., and Adelman, A. B.: Prognathism: case report of surgical
reduction, D. Digest 54:12-17, 1948.)

Fig. 1156, Lateral view of patient showing final results of osteotomy. (From Sarnoff, J., and
Adelman, A, B.: Prognathism: case report of surgical reduction, D. Digest 54:12-17, 1948.)
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Fig. 1157. Preoperative view of the mouth of a young woman with a Class ITI (Angle) maloc-
clusion about to be treated by a combination of surgery (bilateral osteotomy of the ascending
rami) and orthodontics. The orthodontic appliances are in posgition before the operative pro-
cedure. (Courtesy Dr. Leo Winter, New York, N. Y.) (Figs. 1157 to 1160 are of the same case.)

Fig. 1158. A, Lateral radiograph showing cut through the ascending ramus. The mandible is
positioned posteriorly and wired there by means of the orthodontic appliance. B, Anterior
radiograph showing both rami cuts of the osteotomy. (Courtesy Dr. Leo Winter, New York,
N.Y)

Fig. 1159 Fig. 1160

Fig. 1159. Anterior view after operative procedure showing orthodontic appliances to complete
treatment and mandible positioned correctly. Rubber bands connect upper and lower appliances.
Fig. 1160. Completed case. Fixation took eight weeks, and there was union on both sides.
(Courtesy Dr. Leo Winter, New York, N. Y.)
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of increasing it in order to attain maximal contact and equal distribution of forces
at a normal centric relation. Treatment produces stable results in these cases.
(Figs. 1149 to 1151.)

In Angle Class III malocclusions, an open bite from the bicuspids forward is
sometimes present. This is due to a disparity between the sizes of the arch asso-
ciated with a growth and developmental problem, and it can usually be corrected
by a combination of surgery, orthodontics, and prosthesis. Three cases that had

been treated by a combination of orthodontics and surgery were reported in 1951.*
(Figs. 1152 to 1160.)

DISPARITY IN ARCH SIZE ASSOCIATED WITH
DISTORTED GROWTH PATTERN

Case 4

Present condition

In February, 1954, a male patient in his thirties, with a distorted Angle Class
I1I malocclusion, came for treatment. There was a deformation of the entire
skeletal pattern of the head. In this case, as in many cases of this type, the palatal
vault was extremely narrow and very deep. The maxillary arch was also narrow,
especially in the bicuspid and molar region. Roentgenograms of the temporo-
mandibular joints exhibited normally positioned condyles. This indicated that
without surgical interference it would have been impossible to retrude the mandible
to aid in the correction of the open bite and extreme malfunction.

The patient had limited resources and had already visited several hospitals as
well as many dentists, oral surgeons, orthodontists, and prosthodontists in an
effort to obtain aid for his problem. When he first presented himself, he was com-
pletely discouraged. He stated at the beginning that neither he nor his wife was
willing to consider surgical intervention. Ten teeth were missing. Three of the
remaining teeth were nonvital, and others were carious. A lower left fixed bridge,
which was supported by a bicuspid and a third molar, was in position.

Treatment planning

There were several problems associated with this case. They are as follows:
(1) surgery and orthodontics had been ruled out, (2) finances were restricted, and
(3) his employment was such that he could keep only late appointments after
regular work hours.

With this in mind, the following was the prescription. The caries would be
cleared up. Better function would be provided, and an attempt would be made to
improve the esthetics if financially feasible. Considering that neither he nor his
family were too concerned with the esthetics, function was the paramount objec-
tive.

Function must have been extremely difficult. On the right side the contact was
slight between the mesioclusal surfaces of the single upper and lower molars,

*Schweitzer, J. M.;: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 743-748.
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Fig. 1161. Some idea of the deformity may be obtained from these three views of the mouth
with the teeth in so-called contact. These photographs were taken in February, 1954. (Read text.)
(Figs. 1161 to 1165 are of the same cage.)

Fig. 1162. The right-side and left-side views of the casts which give an even better idea of the
deformity.

Fig. 1163. Roentgenograms that were taken in February, 1954, at the start of treatment.



Treatment

Open bite 547

whereas the upper right cuspid made contact with the lingual surface of the lower
second bicuspid only in an excentric position. On the left side only the lower molar
made contact.

He was most cooperative. The carious teeth were first treated. Following this
a lower right fixed bridge was inserted. The upper right second bicuspid was
crowned. The upper left second bicuspid and first molar were crowned and joined
together for additional strength. Finally, an overlay removable partial denture
was constructed using a stainless steel frame. An acrylic anterior section was
added that contacted his lower natural teeth and built out his receded upper lip.
His function was now adequate, and his appearance was presentable. This recon-
struction required almost a year to complete as it was difficult for the patient to
keep regular appointments.

Four years later, in 1958, the lower left fixed bridge was replaced with a new
one that added still more functional contacts. He did not wear his removable

Fig. 1164. The prosthetic appliance inserted over the incisors and the bicuspids in order fo close
the open bite and provide contact. Esthetics and speech are also important factors.

Fig. 1165. Roentgenograms that were taken in August, 1960.
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partial denture as often as prescribed, but his function had so greatly improved
that he felt it unnecessary and wore it only on social occasions. This was not a
case on which elaborate techniques and intricate articulators were necessary. Good
conformative dentistry, common sense, and a pleasant patient-doctor relationship
were most important. For this patient dentistry made a worthwhile contribution
to his well-being. The patient died from a cerebral hemorrhage in 1960. (Figs.
1161 to 1165.)

OPEN BITE AS DEVELOPMENTAL ANOMALY

Case 5

Infraclusion has been considered as a developmental anomaly due to a per-
turbation or irregular variation of growth forces. Hellman attacked open bite as a
growth problem and placed great significance upon the height and depth of facial
dimensions and their effect upon the position of the face. He observed that in
maloccluded open bite cases, the face and skull as a whole were longer, and the
ramus and the body of the mandible shorter. This also contributed to a more
obtuse mandibular (gonial) angle than in the normal. He saw no arrest in the
development in the incisal region and stressed the growth factor: “It would seem
that growth is the predominating factor in the establishment of occlusion, as it
is in the development of the entire individual. But, growth is not constant and
definite. It varies in intensity; it varies in different structures and in different
parts of the same structure—but, growth cannot be controlled. It is, therefore,
also necessary to recognize our limitations,””*

Where open bite is a result of a distortion of the skeletal pattern or an inherited
pattern of growth, fairly stable results are possible at the termination of prosthetic
treatment. In some cases, such as the one just presented, the vault of the palate
is extremely narrow and deep, the maxilla is very narrow in the bicuspid and molar
regions, and the upper incisors protrude. The mandible is very wide in the bicuspid
and molar regions, when compared to the maxillae, and posterior cross-bites often
exist. In cases in which the patients are content with the esthetics, these are best
not disturbed because, although in apparent malocclusion, they are in neuro-
muscular equilibrium, and it is dangerous to upset this balance.

As an example, the case of a 52-year-old woman was presented in 1951.1 This
patient was examined for the first time in 1942 at the age of 43. A severe maloc-
clusion was present. The maxillary arch was narrow and constricted from the first
molar forward. The dome of the palate was excessively narrow and deep. It took
great effort to obtain readable roentgenograms of her maxillary teeth. The posterior
teeth were in a cross-bite relationship. The lower arch was much wider than the
upper arch. The upper anterior teeth protruded, and the four incisors were con-
siderably out of contact. '

During the next twenty years only the necessary conformative dentistry was
performed. The lower missing teeth were restored by fixed partial dentures. Gold

*Hellman, M.: Open bite, Int. J. Orthodontia 17:421 and 444, 1931.
tSchweitzer, J. M.: Oral rehabilitation, 8t. Louis, 1951, The C. V. Mosby Co., pp. 757 and 758.
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inlays were inserted where necessary. The interocclusal relationship had not been
disturbed or altered. She had been instructed in habits of good oral hygiene and
encouraged to come at least three times a year for periodontal checkups and pro-
phylaxis. This is all the more necessary in these cases in which caries takes place
more frequently due to unnatural overlapping contacts and malposition of the
teeth that augments the collection of debris. She had been a moderately coopera-
tive patient. As the years passed, the teeth and oral structures deteriorated to
some small extent, but to no greater degree than the average normal case. She was
63 years old at the time of writing. In 1960 it was necessary to remove the upper
right first molar whose infected pulp had been treated in 1942. A fixed partial
denture was inserted.

In constructing this fixed bridge, three natural teeth were used to support one
dummy because of the small peg-shaped roots of the molars. The original occlusion
had to be restored carefully—otherwise it could be readily changed by careless
operative and prosthetic procedures. Where the balance was so important, it was

Fig. 1166. A, Anterior view of open bite in a 52-year-old woman (1951). Constricted arch and
palate. Teeth crowded and bunched. This case was undoubtedly due to a developmental failure
during the growth period. B, Lateral view to demonstrate the extent of the open bite. (Figs.
1166 to 1170 are of the same case.)

Fig. 1167. Occlusal views of the models of the teeth of the patient shown in Fig. 1166. Observe
the extreme disparity in the size of the arches and the narrowness of the upper vault, Nature
made the best effort possible under very poor conditions, since the teeth were in fair condition
in spite of this disparity.
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Fig. 1169. Three views of the same patient shown in Figs. 1166 and 1167. These were taken in
1962 at the age of 63.
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Fig. 1170. Roentgenograms taken in 1962. Only the upper right molar had been removed, and
this was not done until 1960. It was nonvital and had a questionable future in 1942, (See Fig,
1168.)

wise to retain and to copy the existing occlusion closely, or the result could be
embarrassing to the dentist and distressing to the patient. There is much to be
learned by observing these and similar cases. Most of them should be treated con-
servatively. Such patients should be taught the importance of maintaining good
oral hygiene and should be encouraged to come regularly for examination and oral
prophylaxis. (Figs. 1166 to 1170.)

ADDITIONAL CAUSES OF OPEN BITES

Case 6

Open bites caused by tongue thrusting, thumb-sucking, and false swallowing
habits present special problems because of their continued recurrence even after
treatment. It would, therefore, seem prudent not to disturb the equilibrium of
these teeth unless it became absolutely necessary.

A case of this nature was reported in 1951.* This patient was examined for the
first time in 1947 when he was in his sixtieth year. His anterior open bite was of
considerable magnitude. From the stained teeth, the accumulated debris, the gum
recession, and the root caries, he was also judged to be a mouth breather. His teeth
had been neglected, yet he was not in favor of having any extensive dental work
performed.

With persuasion, he permitted his mouth to be restored to reasonably good
condition by 1949. The anterior open bite had not been disturbed. Only conforma-
tive dentistry was performed. The 1956 photographs show good interccclusal pos-
terior contacts. He experienced no unusual dental trouble until 1959 when the
alveolar plate labial to the upper left central incisor was fractured while biting an
apple. The teeth were wired, and a compromise recovery was made. At the time
of writing he was 76 years old and was retired. It had become even more difficult

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 759-760.
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to persuade him to come for his regular periodic examination and prophylaxis.
Because of the malocclusion, plus the neglect, his mouth had finally begun to de-
generate. The posterior teeth, as well as the cuspids, which formerly presented
interocclusal contact, had now begun to separate in several areas. The plastic
veneers had become unsightly.

AGING AFFECTS MUSCULAR COORDINATION

It is possible that as the aging process sets in the neuromuscular coordination
is different from that which he employed when he was younger. As a result, the
equilibrium of his oral structures may have been upset. Patients similar to this are
best treated by conservative means. In this manner dentistry makes its best con-
tribution to the maintenance of these oral structures. (Figs. 1171 to 1176.)

The result of the tongue pressing outwardly may be clearly observed in the

Fig. 1171, Open bite in the case of a 63-year-old
man. This photograph was taken in 1948 at the age
of 81. The absence of moisture due to the open mouth
condition made proper hygiene difficult. The anterior
teeth were always stained and covered with tartar
and debris in spite of frequent prophylaxis. (Figs.
1171 to 1176 are of the same case.)

Fig. 1172, Roentgenograms taken in December, 1947, when the patient was first examined.
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Fig. 1173. This photograph was taken in April, 1949.
The teeth were treated and brought to a reasonably
presentable condition, The open bite was left alone.

Fig. 1174, Roentgenograms taken in 1950 showing the dental care that was given after the
radiographs shown in Fig. 1172 were taken.
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Fig. 1175, Three views of the mouth taken in 1962. The patient was then 75 years old. The bite
had opened further, and the plastic had worn. In the 1948 and 1949 photographs, the cuspids
and first bicuspids were in interocclusal contact, but they had lost this contact in these photo-
graphs.

Fig. 1176. Roentgenograms taken in 1962.
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mouths of certain individuals. Their anterior bite is open from cuspid to cuspid,
and their bicuspids and molars flare outward as a result of the powerful tongue
thrust while masticating or with the mouth empty. Not only must the dentist
observe these danger signals, but he must also do nothing that will upset this
delicate balance as long as the oral structures of these patients are in reasonably
good condition and as long as function is normal.

In 1950 a 60-year-old woman with an anterior open bite was examined. For
the following eleven years nothing but good conformative dentistry was performed.
Even when it became necessary to replace her posterior bridgework, the same
occlusal pattern was followed. The patient was 73 years old at the time of writing.
Her oral structures were in malocclusion but in equilibrium. Her function was
excellent. She took extremely good care of her mouth. (Figs. 1177 to 1181.)

Fig. 1177. This photograph was taken in February, 1950, at the age of 60. The bite is open
anteriorly, and the posterior teeth flare out. This is obviously a tongue thrust and may be com-
bined with faulty swallowing. (Figs. 1177 to 1181 are of the same case.)

Fig. 1178. The roentgenograms that are shown here were taken in 1950. They disclose fairly
normal structures in spite of the faulty occlusion.
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Fig. 1179. This close-up photograph reveals the buccal flare of the posterior teeth more clearly.
This was taken in 1956.

Fig. 1180. These photographs were taken in 1962. The structures are still good. The patient
was then 72 years old. No attempt was made to correct the malocclusion.

Fig. 1181. Roentgenograms taken in November, 1961.
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OPEN BITES CAN BEST BE TREATED
IN CHILDHOOD

The best time to treat an open bite is during childhood. Although failures are
experienced even then, the attempt to alter the growth pattern and to break any
pernicious habits that may contribute to the malocclusion is more apt to be suc-
cessful at an early age than at any later time.

Case 8

The following case illustrates such treatment for a young girl. Orthodontic
treatment was instituted at 9 years of age in 1955 and terminated at the age of 12
in 1958. It was very successful. (Figs. 1182 to 1184.)

Fig. 1182. An open bite in a 7-year-old girl. A thumb- Fig. 1183. Orthodontic treatment was instituted in
sucking habit was present. This photograph was 1955 at the age of 9. This photograph was taken in
taken in April, 1953, (Figs. 1182 to 1184 are of the 1957.

same case.)

Fig. 1184. The work was completed in 1958 at the
age of 12. This photograph was taken in 1963 at the
age of 17. The treatment was very successful.
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Fig. 1185. Front, left, and right views of the teeth of a 17-year-old boy who already had under-
gone four years of orthodontic treatment. The open bites were in the posterior areas. These
photographs were taken in 1956. (Figs. 1185 and 1186 are of the same case.)

Fig. 1186. Front, right, and left views of the teeth in 1961 at the age of 22. The open bites had
been reduced but were still present.
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Case 9

Many cases treated by means of orthodontics have ended in relapse or failure.
Some result in surprises such as open bites in different areas of the arch. In 1956
the mouth of a 17-year-old boy was examined. Orthodontic treatment had been
instituted four years previously. The right and left bicuspid and molar region re-
vealed open bites. The patient was wearing rubber night appliances that had been
in position for one and one half years. In 1961, at the age of 22, the open bites in
these same areas were present, although considerably reduced in degree. It would
now have been possible to insert fixed gold inlays to correct the interocclusal dis-
crepancy. Why these teeth remained below the occlusal plane is still difficult to
determine. This case can be considered as a partial success. (Figs. 1185 and 1186.)

DISTORTION IN GROWTH PATTERN
FOLLOWING TREATMENT
Case 10

There are times when the orthodontist may be perplexed by a disturbance
in the growth pattern during treatment. In 1954 an 11-year-old boy underwent

Fig. 1187, Casts of the teeth of an 11-year-old boy who underwent orthodontic treatment in
1954, (Figs. 1187 and 1188 are of the same case.)
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Case 11

Fig. 1188, This is how the mouth of the boy shown in Fig. 1187 looked in July, 1960, at the age
of 17, after six years of orthodontic treatment. The teeth were making the best possible con-
tact that the patient was able to achieve.

orthodontic treatment. He had an extreme overbite. When he was examined
at the age of 17 in 1960, after nearly six years of orthodontic treatment, the an-
terior vertical overbite had almost disappeared, and there were open bites in
both right and left posterior regions up to and including the lateral incisors and
cuspids. The mandible had enlarged, probably as a result of a distortion of the
skeletal pattern. The open bite on the right side was severe and involved twelve
teeth. What the subsequent orthodontic treatment will be is problematic, but
cases such as these present unusual difficulties to the orthodontists. (Figs. 1187
and 1188.)

There are slightly different combinations of the types of anterior open bite that
have been shown on pp. 549 to 560, Figs. 1166 to 1188. The following is another
example. The lower incisors are below the occlusal plane of the cuspids and pos-
terior teeth. The upper incisors may be above the occlusal plane. The bicuspids and
molars bear a tip-to-tip interocclusal relation. The upper incisors are tipped for-
ward, and for this reason are subject to traumatic accidents. In the case being
shown, that of a 50-year-old woman, the central incisors were already injured and
were covered by porcelain jacket crowns. In this case the structures were normal,
but in cases in which they are below normal the reconstructed occlusion must be
one in which provision is made for the tongue to thrust itself in an anterior direc-
tion without being impeded. (Fig. 1189.)
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Fig. 1189, Three views of an anterior open bite in a 50-year-old woman. The lower incisors were
below the occlusal plane, whereas the upper incisors were above it. The bicuspids and molars
were in a tip-to-tip interocclusal relationship. The upper central incisors were covered by por-
celain jacket crowns due to a traumatic injury.

INHERITED GROWTH PATTERNS
Cases 12 and 13

Some open bites may result from a familial inherited pattern of growth. The
subjects whose photographs are shown in Figs. 1190 to 1199 are sisters whose ages
were 65 and 72 years, respectively, at the time of this writing (1962). Both had
similar open bites with malocclusion. In inserting prostheses for these patients,
the open bites had not been disturbed. Their structures were good, and their
function was excellent. (Figs, 1190 to 1199.)

Cases of open bites that are in need of reconstruction should be treated with
caution. They can be real problem cases because of their tendency to recur, and no
assurance should be given relative to the stability of the results. In some of these
cases contact is usually made only in the posterior molar region. The tongues of
such patients are large and active. The lips may be flabby, with excessive soft
tissue. The dentist is often severely handicapped because of the interference to his
operative techniques provided by the lips, cheeks, and tongue. Visibility is also
poor.

RECURRENCE CAUSED BY TONGUE THRUSTING

Experience has shown that when this type of bite has been closed, either by
grinding the molars down or by building up the lower and upper teeth to inter-

Text continued on p. 566.
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Fig. 1190. A 42-year-old woman with an anferior
open bite. This photogrphy was taken in 1939. (Figs.
1190 to 1194 are of the same case.)

Fig. 1191. Roentgenograms taken in 1937 at the age of 39.

Fig. 1192, The upper left fixed bridge that was in-
serted in December, 1951, continued the same open
bite.
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Fig. 1193, Four views of the mouth that were taken in 1962, The open bite was still apparent.
The structures were excellent.

Fig. 1194. Roentgenograms taken in 1962 at the age of 65 testify to the health of the oral struc-
tures.
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Fig. 1195. The patient whose photographs are shown here is a sister to the one shown in Figs.
1190 to 1194. These photographs were taken in 1939 at the age of 49. Right and left upper fixed
partial dentures had been inserted during the year. The anterior bite was open. (Figs. 1195 to
1199 are of the same case.)

Fig. 1196. The upper lateral and central incisors did
not contact even before the insertion of the posterior
bridges as is evident from this photograph taken
during the preparation for the upper left bridge in
1939.
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Fig. 1197. Roentgenograms taken in 1939 when the patient was 49 years old. The upper pos-
terior bridges had not yet been inserted.

Fig. 1198. Four views of the occlusion taken in 1962. The patient was 72 years old. A, Anterior
view with mandible retruded and open bite present. B, Anterior view with mandible protruded.
C, Right side in position of maximum function. D, Left side in position of maximum function.
Many observers would suggest the rehabilitation of this mouth in order to correct the malocclu-
sion and provide maximum function in cenfric relation. I would heartily disagree with this
procedure, The patient was aware of her malocclusion and was unwilling to undergo any exten-
sive treatment. I observed this mouth for nearly a quarter of a century and saw only excellent
structures in spite of the malocclusion and open bite.
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Case 14

Fig. 1199. Roentgenograms taken in 1962 reveal good structures. Compare these with fthose
that were taken in 1939 (Fig. 1197).

occlusal contact, in a comparatively short time the open bite once again re-estab-
lishes itself. This may be due to the continuous eruption of the molars in addition
to an anterior thrust by the powerful tongue and a false swallowing habit. The
tongue usually moves forward and outward, squeezing itself between the upper
and lower teeth. The bony structures of the mandible and maxillae, being plastic,
can actually be bent with the greatest effect taking place anteriorly. One must not
lose sight of the fact that in open bite cases of this nature the cause may be the
continuous growth of the condyle on its superior surface. This would result in a
downward and forward positioning of the mandible.

In some of these cases of open bite, in which the tongue is large and powerful,
the teeth are so scoured by this muscle that an abrasive and erosive effect is mani-
fest.

There is a primary genetic pattern that is responsible in a general sense for the
form and shape of the various body structures. It is, however, the oral muscula-
ture, the tongue, the lips, and the cheeks, that are effective in molding the arches
and in checking the vertical growth of the teeth. The teeth are positioned antero-
posteriorly, laterally, and vertically by the muscles so as not to interfere with
their action, and both arch form and tooth position and inclination must be in a
neutral muscular zone to attain stability.

The following report is that of a male patient reporied previously in 1951* who
had been treated for over thirty years. This patient died in June, 1962, at the age
of 70 years. Closure of the open bite was attempted both by reducing the vertical
height of the molars and by building up the teeth anterior to them. In spite of all
the effort expended in closing this bite, it opened repeatedly following treatment
and was open again early in 1962. Seven years prior to the time of writing, the
patient suffered a coronary attack. Since that time there had been only simple
nontraumatic operative procedures.

In spite of the occlusal load not having even distribution and in spite of the

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., pp. 1041-1047.
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malocclusion imposed by the open bite, the structures were in excellent condition
and functioned most effectively. He had never been inconvenienced in any degree
by his malocclusion nor had any special articulators been used in constructing his
oral prostheses. Although it is not my intention to stress this simplicity, neither
should its importance be minimized in recording the patient’s history. (Figs.
1200 to 1215.) The reader is now referred to the 1941 actual report of the recon-
struction, which follows.

Text continued on p. 571.

Fig. 1200. These roentgenograms were taken in Fig. 1201. A, The mouth of the patient whose roent-

1934. In A the bite was open. These were taken before
any work was done. B, The bite was closed by grind-
ing the posterior molars down wuntil all the tfeeth
anterior to them were in contact. Then the posterior
molars were reconstructed with fixed bridges, as
shown in these roentgenograms. (Figs. 1200 to 1215
are of the same case.)

genograms are shown in Fig. 1200 is shown here before
the bite was closed. He was 42 years old in 1934. B,
The mouth after the bite was closed. The anterior
teeth were brought together by selective grinding.
Right and left lower fixed bridges were inserted.

Fig. 1202. By 1939 the bite waé again opeh to the extent shown here,
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Fig. 1203. The right side was reconstructed in 1941 Fig, 1204. The left side was reconstructed by means
by means of the gold inlays and the sanitary bridge of full crowns on the upper bicuspids and a sanitary
shown here. bridge replacing the lower molar. Small unilateral

articulators were used as shown here and in Fig. 1203.

Fig. 1205. The completed work is shown here. These photographs were taken in 1941, The teeth
again contact in centric occlusion.
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Fig. 1208. In 1953, the anterior bite was again open Fig. 1209. In 1955 the bite was again closed by
as shown here. equilibration using stones and articulating paper.
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Fig. 1210. An unusually large tongue could have been Fig. 1211. The mouth in 1959 showing the extent of
responsible for pushing the mandible forward or the open bite. The mandible is shown here in its
even distorting its shape. The tongue was a severe retruded position.

handicap in all the dental operations. It was often
seen to be positioned between the anterior teeth.
If this took place at night, during the sleeping hours,
it could be entirely responsible for the open bite.

Fig. 1212. The patient had suffered a coronary attack. Fig. 1213. Anterior view that was taken in 1961. The
The two central jackets had to be replaced. This was patient was over 69 years old. The bite was again
done in such a manner that the central incisors were open. The upper central incisors no longer contacted.

elongated to make contact with the lower incisors
as shown here.

Fig. 1214. Same as Fig. 1213 except these are right and left views.
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Fig. 1215. Roentgenograms taken in 1961. These were the last records to be made. The patient
died of a second coronary attack in 1962. The oral structures were still in excellent condition.

Past Vhistory-»—l 941 reconstruction

The patient, a middle-aged man, had been treated in 1934 for what was appar-
ently an open bite. By means of a relatively small amount of grinding on the pos-
terior molars, and by the introduction of a right and left posterior fixed bridge,
replacing the lower first molars, the anterior teeth had been brought into occlusion.
However, within five years the space again began to appear between the anterior
upper and lower teeth. It was apparent that an abrasion was taking place. It was
probably first of a chemical nature wearing away the enamel structure, and then
of a mechanical nature., This abrasion during the next six years of observation,
from 1935 to 1941, was getting worse, causing shortening of the anterior upper
teeth and extending backward to the upper left posterior teeth particularly in the
canine and bicuspid region. Throughout the mouth abrasion was manifest.

Owing to the large amount of abrasion which had taken place in the region
of the upper left anterior and posterior teeth, it was apparent that the patient
probably had used that side rather than the right side in chewing.

The vermilion border of the upper lip curled around the anterior teeth in a
peculiar way. The vermilion portion hardly showed. At least one third of the upper
two central incisors, the upper left lateral incisor, the upper left cuspid, and the
upper left first and second bicuspids had disappeared. The teeth were so obviously
shortened that it gave a peculiar expression to the patient’s mouth. There was no
anterior contact whatsoever. In the posterior region the upper and lower bicuspids
and molars contacted each other.

The preliminary indices were made; namely, hydrocolloid impressions were
taken and poured in stone. The models were mounted on an articulator for diag-
nosis. Radiographs of the teeth and of the condyles were taken. Photographs were
made.

The models were studied carefully. It was decided that an increase in the
opening of the vertical dimension of 4 mm. would be sufficient to permit the restora-
tion of the upper anterior teeth and the upper left posterior teeth to normalcy.
At the same time this would also permit the reconstruction of most of the occlusal
surfaces of the remaining teeth which were in some stages of abrasion. No de-
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vitalized teeth were present, and the bone structure was unusually strong. The
radiographs of the condyle indicated that the condyle heads were large but other-
wise normal. The patient had no symptoms whatsoever of any disturbances of the
joint.

Reconstruction was being done in this case in order to restore the mutilated
teeth and to bring about contact between the upper and lower teeth as well as to
create a better esthetic effect, but not because of any pathological disturbances.
The four-inch disk (occlusal) representing an arc, when applied to the occlusal
surfaces of the lower teeth, harmonized with the anterior and left posterior teeth
but showed decided discrepancies in the right posterior teeth. It was, therefore,
necessary to build up the lower right bicuspid and second molar to occlusal height
which would harmonize with the disk. The lower fixed bridge running from the
second right molar to the second right bicuspid was removed. The distoclusal
cavity in the second right bicuspid was prepared to receive a gold inlay. The mesio-
clusal cavity in the second right molar was prepared for a gold inlay. An occlusal
cavity was prepared in the right first bicuspid. Direct wax impressions were taken
of these cavities at one time using as a guide the opposite teeth and the undersur-
face of the occlusal disk. This undersurface was wiped with Albolene so thatthe
wax would not stick. By overbuilding the wax and heating the occlusal disk and
applying it to the surfaces of the wax, the wax soon was made to conform to it.
The patient was asked to bring his teeth together slowly until they barely touched
the wax and then to stop. With the upper right teeth in contact with the lower wax
pattern, the anterior teeth were held open about 4 mm., running from the cuspid
around the arch to the left second molar. In the anterior region, the opening
between the upper and the lower teeth was greater than in the posterior region
because they are farther from the hinge axis.

The amount of the increase in the vertical dimension was in accordance with
the original plans. The three wax patterns were then removed from their respective
teeth and cast in hard gold. These gold inlays were then fitted in their respective
lower right posterior teeth, and the bite height was again checked anteriorly. With
these gold inlays in position on the right side, the upper left first molar was pre-
pared for an occlusal inlay, using the lower left bridge on the opposite tooth as a
guide for vertical height. This was necessary because the upper left bicuspids and
the upper left cuspid and incisors were much shorter than the normal, so that room
had to be provided to permit the elongation of these teeth rather than to raise the
lower occlusal level to meet the upper teeth. This wax pattern in the upper left
molar was then cast in hard gold and placed in its position in the mouth. The lower
right inlays were also placed in position. The lower left fixed bridge, running
from second bicuspid o second molar, was then removed. The lower left second
molar was prepared for a mesioclusal inlay. The lower left second bicuspid was
then prepared for a distoclusal inlay. During the preparation the occlusal level
was lowered in order to permit more room for the elongation of the upper bi-
cuspids.

It may have been possible that while the upper bicuspids were becoming
shorter, the lower bicuspids were slowly being extruded, one of Nature’s ways of
compensation in order to keep occlusal contact. Wax patterns of the molars and
bicuspids were taken directly. At this time it was decided to experiment with an
acrylic inlay in the occlusal surface of the lower right first bicuspid. As previously
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stated, a gold inlay had been made for this tooth. The acrylic inlay was made as
an experiment because the metallic inlay would be very visible.

After the lower left gold inlays were cast, they were placed in position in their
respective teeth, namely, the lower left second bicuspid and lower left second
molar. The upper second left bicuspid was then prepared for a distoclusal inlay.
This inlay made contact with the lower teeth at the new occlusal level. The upper
left first bicuspid was then prepared for a full-cast crown which would have a
porcelain buccal surface. The crown was cast to the present occlusal level. The
upper right second molar was also prepared for a full-cast crown which would
make contact with the lower right molar and would serve to close the small space
remaining between the upper right bicuspid and the upper right second molar.
While these last two preparations were being made, the lower anterior teeth were
trimmed to a more even level, particularly on the left, in the regions of the left
central and lateral incisors and cuspid.

All the castings were placed on their respective teeth in the mouth. The bite
was then synthesized in the following manmner: All the castings on the left side
were removed, whereas those on the right side were spot ground by means of articu-
lating paper until even contact was provided upon all the posterior teeth of the
right side. The lower left posterior castings were then placed in position, together
with the upper left first molar casting. This was spot ground so that even contact
was provided on both sides of the mouth. The patient felt comfortable in all
positions.

The next stage was the taking of the impressions for the making of the posterior
right and left fixed bridge and the providing of sluiceways for the escape of food
on the occlusal surfaces of the posterior inlays and crowns without reducing the
bite height. This was accomplished by taking upper and lower plaster impressions
of the right and left sides separately, together with a wax bite for each side. Tt
was not necessary to take full-mouth impressions at this time because the bite had
been synthesized directly in the mouth and had been checked directly in the mouth.

After the models were made, the right and left fixed bridges were completed.
The sluiceways in the inlays were also completed, making certain that the bite
was not lowered. Shallow cusps were provided rather than deep cusps. The pos-
terior inlays and bridges were now ready for insertion in the mouth. In some
instances it is better not to insert the posterior abutments until the anterior abut-
ments are inserted, so that both posterior and anterior abutments may be inserted
at one time. This provides for a more even distribution of the load and avoids
trauma on any particular tooth. However, in this case this procedure was not
deemed necessary inasmuch as the patient had an open bite for many years, and
the posterior teeth had always had to withstand the entire load of the occlusion.
As a matter of fact, with the new posterior abutments in position, the patient had
more contact points between the upper and lower teeth than he ever had before.
Therefore, the cavities were well cleaned out with warm water and alcohol, var-
nished with cavity varnish, and the abutments were introduced one by one, making
certain that they were in their correct positions. First the right side was completed,
then the left side. After the introduction of all these posterior abutments, the bite
was again checked by means of articulating paper in the mouth, and the patient
was made very comfortable in all positions.

The next step was the preparation of the anterior teeth for jacket crowns. Two
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teeth were prepared at a time. These jackets were built to the new vertical dimen-
sion. The length of the jackets may make it necessary at some future time to place,
on the short anterior stumps, metal castings to elongate the stumps over which
jackets may be baked. At this time the decision to bake over the bare preparations
without the use of the metal copings to elongate the preparations was decided upon
because of the transparency of the natural tooth, which permits for much better
esthetics. Where the remaining tooth is too short for a jacket and a jacket has to be
built over the natural stump to elongate it, the possibility of fracture, owing to
the great bulk of unsupported porcelain, is much greater than if the tooth were
long and the bulk of the unsupported porcelain were not so great. The porcelain
crowns were cemented into position. The entire bite was then rechecked. Final
impressions were taken in hydrocolloid material, and stone models were poured.
Photographs were taken of the finished case.

The postoperative period was uneventful, and the case was completed (1941).
(For follow-up now refer to Figs. 1208 to 1215.)

Present condition

In 1950 a 60-year-old woman came for dental treatment. Her mandibular arch
was as wide, if not wider, than her maxillary arch. The teeth of both arches were
widely spread with large spaces between the anterior teeth. The patient had a slight
lisp, probably caused by a fibrous cord attached to the lower anterior portion of her
tongue. This may also have been partly responsible for a false swallowing habit
that she exhibited. After due consideration, complete oral reintegration was pre-
scribed as the method of treatment.

Unlike the previous case that had been constructed upon very simple unilateral
or semianatomical articulators, this case was constructed upon the McCollum
gnathoscope using gnathological concepts. (Refer to Chap. 9, p. 465.) This articu-
lator is one of the most complicated of the so-called fully adaptable machines
and is the forerunner of the Granger gnatholator, the Stuart and the DePietro
articulators. Some of the principles of gnathology are used in Transographics.

This case was reported in the literature in 1957.* The work was started in
November, 1950, and completed in April, 1951. No details were omitted in order
to follow all the particulars of this anatomical technique.

Postinsertion chcmges

Within a year after insertion the occlusion began to shift with the left bicuspids
presenting an open bite. The teeth appeared depressed. This was corrected by
means of gold onlays. T'wo years after completion, in 1953, there was lack of inter-
occlusal contact in the incisor region. This was unusual and hardly expected be-
cause of the extensive upper and lower anterior fixed splinting.

The fact that these splints were intimately connected to large removable partial
dentures made their movement more surprising. In spite of this stabilization, these

*Schweitzer, J. M.: Open bite from the prosthetic point of view, Dental Clinics of North America,
Philadelphia, 1957, W. B. S8aunders Co., pp. 269-282.
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upper and lower splints had been thrust apart by strong forces that were operating
from within the oral cavity. Probably weak labial and buccal musculature helped
accentuate the condition.

An attempt was made to close the open bite by equilibration using stones and
articulating paper. This was successful, but one year later, in 1954, the bite again
opened, only it was more pronounced than ever. In 1956, five years after com-
pletion, the lower right bicuspid became infected. It was nonvital at the start of
treatment. Its root was removed leaving the crown in position to become a canti-
lever. It is entirely possible that the trauma caused by a force strong enough to
part the anterior splints also may have caused the removable partial dentures
to exert noxious influences upon the abutment teeth. The lower lingual bar was
repaired and served until January, 1959, at which time the entire lower prosthesis
was remade. This work was completed in April, 1959, It was constructed upon a
Hanau Model H articulator.

Some interesting observations were made from this case. They are as follows:

1. The force that caused the anterior bite to open must have been strong
enough to move a multiple abutment splint out of contact with the opposing
teeth.

2. Though the occlusion was fully reintegrated, it was impossible to correct
the faulty habits that were responsible for the original malocclusion. The same
dangerous pressures existed after the case was completed.

3. Judged by the duration of the finished results, this case cannot be considered
a success. Three lower right posterior teeth were removed within a nine-year
period, in spite of original careful interocclusal cuspal coordination using a fully
anatomical technique and a fully adaptable articulator.

4. It is interesting to speculate on the prevention of the relapse to an open bite
had it been possible to provide spaces between the teeth in the completed work.

Text continued on p. 583.

Fig. 1216. Front view of the mouth of a 60-year-old
woman before treatment. This photograph was taken
in 1950. The wide separations were caused by tongue
thrusting and false swallowing. (Figs. 1216 to 1238
are of the same case.)
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Fig. 1217. This case was treated using the same technique as was employed in the treatment of
the case shown in Figs. 1000 to 1025. This photograph shows the upper and lower temporary
work,

Fig. 1219. The gnathograph shown here had just been removed from the face. The clutches are
in the foreground. The axis orbital bow is in position.
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Fig. 1220. The gnathograph was attached to the gnathoscope. The gnathoscope was set to
follow the movement of the six recording styluses.

Fig. 1221. A face-bow and axis orbital plane recording Fig. 1222. The low-fusing metal transfers are shown
were taken. Work casts were poured. These casts in position. A new face-bow and axis orbital plane
which contain the copper-plated dies were attached record, as well as new hinge wax records, will be
to the gnathoscope by means of the face-bow and taken for a new mounting on the gnathoscope.

hinge wax records. Low-fusing metal transfers were
made for each die. These were inserfed in the mouth.
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Fig. 1223, The final individual castings are shown Fig. 1224, The fry-in of the final castings in order to
here. They were coordinated and are ready to try further coordinate the interocclusal relationship and
in the mouth. They are veneered with white wax. to make new work casts upon which the final work

will be proceeded with.

Fig. 1225. The castings are shown on their new work Fig. 1226. Try-in of the fixed prostheses soldered
casts. The fixed partial prostheses were splinted together. Now the removable partial dentures will
together. Another try-in will now be made. be constructed.
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Fig. 1227. A, Front view of the completed work. B, Occlusal views of the completed work.

Fig. 1228. The fixed and removable partial dentures were removed from the casts, The removable
partial dentures were retained by precision attachments and precision lug rests. The additional
strength obtained by “‘splinting” was taken advantage of.
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Fig. 1229, Three views of the completed work. These photographs were taken in April, 1951,

Fig. 1230. The right and left working and balancing
bites.
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Fig. 1231. Roentgenograms taken at the start of treatment in August, 1950.

Fig. 1232. Roentgenograms taken at the conclusion of treatment in March, 1951.
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Fig. 1233. By March, 1953, the anterior teeth had Fig. 1234. The cord at the base of the tongue was
separated. They were brought to contact by selective attached well forward as shown here. It was fibrous
grinding. Here they are shown in an open bite rela- and strong and could account for the false swallowing
tionship. Compare this with Fig. 1229 at top to see plus the habit of tongue thrusting.

the extent of the open bite.

Fig. 1235. By March, 1955, the anterior bite was Fig. 1236. In 1959 the lower work was completely
open again, redone. This is the final prosthesis which was inserted

in March, 1959,

Fig. 1237. These roentgenograms were taken in September, 1961, The patient was then 71
years old.
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Fig. 1238. Four views of the mouth as it looked in 1962.

In defense of the results over a decade of time, the following can be said:

1. The patient was originally missing eight teeth, and had to lose three more
before treatment was instituted because of deep-seated periodontal disease and
apical infections.

2. Of those remaining, several had deep periodontal pockets, and three were
nonvital.

3. There was marked separation and malocclusion present due to a pernicious
tongue thrusting and false swallowing habit which persisted after the reconstruc-
tion was completed. ;

4. The fibrous cord attached to the anterior portion of the tongue continued
to interfere with what otherwise might have been a normal swallowing pattern.

The results may be judged only after carefully weighing and comparing all the
factors involved. Any benefit obtained by using the precision articulator has been
masked and is therefore subject to question. The patient was extremely coopera-
tive and very understanding of her dental problems. She felt that the dental serv-
ices rendered to her during the previous eleven years kept her from wearing full
dentures. (Figs. 1216 to 1238.)

POSTERIOR OPEN BITES

Most of the open bites are found in the region of the anterior teeth. They also
occur, although less frequently, in the posterior areas. When a posterior open bite
case is in need of extensive prosthetic restoration, a careful evaluation of the mus-
cular forces must be made. These forces must be left in equilibrium or their con-
tinued action will destroy the value of the dental prosthesis. In the case about to
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Case 16

be described, the open bite was found posteriorly and bilaterally. That it was also
associated with a tongue thrust and false swallowing habit was indicated by the
unusually wide lower arch as compared with the upper arch and by the spacing of
the lower incisors. Operative procedures in these cases are difficult to perform. The
large and powerful tongue is constantly in the way. The patient tries to be co-
operative, but the rigidity of the oral musculature makes this difficult. Tooth
preparation and the performance of the necessary dental procedures tax the
ability and energy of both dentist and patient.

In November, 1952, a male adult 44 years old came for dental treatment. The
upper left second bicuspid and first molar had been removed not long before be-
cause of indefinite neuralgia. He was missing seven posterior teseth. Only one molar
contacted on the left side, and the bite was open posteriorly on the right side.
When photographs of his teeth were taken for the dental reccrds, his tongue was
unconsciously thrust between his posterior teeth. He had great difficulty in follow-
ing instructions relative to moving the mandible in various directions. The move-
ments were jerky, and his muscles seemed spastic. The lower second bicuspid was
deeply embedded in the body of the mandible.

Ovperative work difficult to perform

There is little doubt that some of the missing teeth were lost as a direct result
of this patient’s inability to cooperate with his previous dentists. Operative work
must have been very difficult to perform. Dentists must have patience and ex-
perience to deal with patients with these neuromuscular handicaps.

Space must be provided for tongue thrusting

Comparison to similar cases dictated the prescription for this one. Where the
tongue is the offender and a false swallowing habit has been practiced for many
years, the correction of these well-established neural patterns is difficult, if not
impossible. Although the use of muscle exercises is to be commended, the limited
time available and the questionable outcome make this impractical to undertake.
If the spaces between the individual teeth are closed and the interocclusal contacts
are made tight, the continued pushing and thrusting of the tongue in functional
chewing and swallowing, as well as with the mouth empty, wil again cause these
spaces to open. It is, therefore, necessary that the prosthesis be so designed to
permit sufficient space for the same tongue movements that were present before
treatment was instituted. Even if the posterior segments of the inserted pros-
thesis were made in the form of multiple abutment splints, still the internal force
is such that the entire posterior splints may be moved buccally just as the anterior
splints of the previous case (Case 15) were moved anteriorly. (Refer to pp. 574 to
583, Figs. 1216 to 1238.)

Added to this is the possibility of the posterior teeth being depressed so that,
once again, the open bite becomes apparent. The depression may be caused by the
constant pressure of the tongue between the teeth. In the case being presented,
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the results will be unstable if the treatment plans do not provide sufficient room

for the continuation of the pretreatment habits. What must be remembered is that
bone is subordinate to muscle.

Treatment plcmm'ng

With this in mind, this case was evaluated in the following manner. The pos-
terior occlusion would be rebuilt by gold inlays, full crowns, and fixed bridgework
in order to accomplish the following: (1) to prevent the teeth from shifting due
to lack of proximal contact, (2) to restore the biting surfaces and to distribute the
occlusal load, (3) to attempt to break up the pernicious tongue habit and perhaps

Fig. 1239. Front, left, and right views of the mouth of a 44-year-old man with a posterior bilateral
open bite. These photographs were taken in November, 1952. The mandibular movements
were jerky and difficult to make. The tongue continually pressed between his teeth, as can be
observed in these photographs. (Figs. 1239 to 1248 are of the same case.)

Fig. 1240. The mandibular cast showing the widely
spread teeth indicating the severe outward pressures
that were brought to bear upon them.
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Fig. 1241. Left and right sides of the study casts showing the open interocclusal relationship.

Fig. 1242, The completed left side. The upper and Fig. 1243. The completed right side. Large inter-
lower sanitary bridges permitted the tongue great proximal embrasures gave some small amount of
freedom of movement in a buccal direction. freedom to the tongue. The light from the lingual sur-

faces in the lower left photograph shows the spacing
more vividly.

permit the continued widening of the mandibular arch, (4) to close the posterior
open bite by whatever means possible while providing room for tongue movement,
and (5) to maintain the width of the lower arch. In the treatment plan the im-
pacted lower left second bicuspid was not to be disturbed.

Treatment

The description of the exact method of procedure is explained in the illustra-
tions. On the left side the insertion of the so-called sanitary bridges with open
saddle areas permitted great freedom for tongue thrusting. On the right side it
was more difficult, but essentially the embrasures were made as wide as possible
with small openings provided for in the interocclusal contact areas. The work was
completed in June, 1953.

Text continued on p. 589.
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Fig. 1244. Three views of the completed work in the mouth. These were taken in June, 1953.

Fig. 1245. Roentgenograms taken at the start of the reconstruction in October, 1952.
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Fig. 1246. Roentgenograms taken at the completion of the reconstruction in June, 1953.

Fig. 1247. Three views of the mouth taken in 1962, The patient was then 54 years old.



Open bite 589

Fig. 1248. Roentgenograms taken in 1962.

Postinsertion events

Conclusions

Nine years after completion, what was predicted had happened to a small degree
on the right side where it was not possible to provide enough room for the tongue
thrust. The interproximal contacts opened in the lower bicuspid area and had to be
closed. They may continue to open. Cases of this nature must be recorded and
documented carefully so as to provide references for the future treatment of
similar cases.

In retrospect, it may be said that perhaps the interocclusal contacts on the
right side should have been omitted in more extensive areas. Perhaps even the
interproximal contacts between certain teeth could have been eliminated. If the
space were made large enough, it would have prevented vertical food impaction.
This, however, is only conjecture and serves to bring the “limitations of treatment™
again into focus. (Figs. 1239 to 1248.)

INDIVIDUALS DIFFER IN SENSITIVITY TO
MALOCCLUSIONS

On p. 561, Fig. 1189, a particular type of anterior open bite was shown. Inas-
much as such patients were already handicapped by the omission of all the anterior
teeth from their usual occlusion, it is important that their remaining occlusion be
as functional as possible, especially if it were in need of being reconstructed. 1t
was stated previously that while some of these individuals were not aware of their
malocclusions, regardless of how incorrectly their jaws were related, there were
others who were extremely sensitive to the slightest discrepancy in their inter-
occlusal relationship. For these patients, great care must be exercised especially
when occlusal reintegration is undertaken.

When we are confronted with the type of case of open bite just described, care
must be exercised not to destroy the delicate equilibrium of the entire organ.
Some of these patients require only the establishment of the correct relational and
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interocclusal cuspal positions. The open bite may be maintained. This is especially
true in patients over 60. With the inclusion of temporomandibular symptoms,
the approach to reconstruction should be one of extreme caution. The temporo-
mandibular symptoms may be due to an occlusal problem or may be arthritic in
origin.

Case 17
Present condition

In 1961 a middle-aged woman presented herself for dental consultation. Actu-
ally she did not know where to chew. In her true centric relation or hinge bite
there was only unilateral limited interocclusal contact on the two upper right
molars and no contact elsewhere in her mouth. This made it necessary for her to
shift her mandible continually in order to attain a comfortable position. The man-
dible was never at rest. A palatal bar removable partial denture replaced the two
upper left molars. Inasmuch as all her posterior teeth had already been restored
by means of large gold inlays or crowns, the decision was made to rebuild the entire
posterior occlusion.

Past history

Her case history revealed that several years previously her bite had been raised
in an effort to relieve her temporomandibular joint symptoms and that she had
suffered great discomfort until it had been lowered again by another dentist. The
history was vague, and detfails were missing. It was impossible to obtain any
previous records.

Treatment

Eleven posterior teeth were prepared, and low-fusing metal transfers were made.
When all the temporary crowns were removed from these teeth, the patient was
able to close her teeth with what seemed like normal contact from her cuspids
posteriorly, but she did not seem comfortable in this position. In fact, after
listening attentively to her story, the decision was reached to establish the fu-
ture vertical dimension at the level at which she felt comfortable. This entailed
leaving the left cuspids out of contact. This decision would be difficult to sub-
stantiate physiologically, yet clinical experience dictated that it was the one of
choice.

The work was constructed on a Hanau kinoscope. Comparison of the completed
vertical dimension with the original one indicated that the two were nearly iden-
tical. The great difference in the completed work was that the patient had a definite
maxillomandibular centric relational position of maximum contact. In addition, the
anteroposterior occlusal curve was harmonious, and the original flat occlusal sur-
faces were replaced with ones that possessed anatomical details. The temporo-
mandibular roentgenograms deviated from what would be considered a normal
picture. They revealed an enlarged condyle, eroded superior condylar surfaces,
and perhaps a bone spur. These deviations from the normal may have resulted
from faulty occlusal contacts, arthritic changes, or perhaps both.

Text continued on p. 594.
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Fig. 1249. A, Front view. In centric relation only the last molars contact. The removable partial
denture is in position. B, Right side. Removable partial denture in position—only the last two
molars contact. The mandible is in its centric relation position. C, Left side. Removable partial
denture removed. The mandible is in its centric relation position. Only the molars on the right

side contact. (Figs. 1249 to 1258 are of the same case.)

Fig. 1250 Fig. 1251

Fig. 1250. Original study casts, left side, with the upper removable partial denture in place.
Observe the irregular anteroposterior occlusal curve and the lack of contact of the upper second

molar on the partial denture. These casts were only related by guesswork.

Fig. 1251. The casts shown in Fig. 1250 were attached to the Hanau Model H articulator by
means of a face-bow and wax records. They disclose an entirely different interocclusal relation-
ship than that shown in Fig. 1250. Now, in centric relation, there is no interocclusal contact on

the entire left side.
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Fig. 1252. The final prosthesis was constructed on a Hanau kinoscope. The wax records in the
foreground are those of protrusion and right and left lateral movements. The crowns and inlays
are constructed and tried in the mouth. Then new records are taken and new work casts made.

Upon these latter the final work is completed.

Fig. 1253. An occlusal view of the final work just prior to its insertion in the mouth.

Fig. 1254. Two views of the mouth. These were taken in January, 1962. In centric relation all
the posterior teeth contact, whereas the six upper and lower anterior teeth are out of contact.
The patient attained comfort for the first time in several years.
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Fig. 1255. Right and left sides of the completed work. Contact was obtained on all the posterior
teeth in centric relation. Compare these with Fig. 1249.

Fig. 1256. Roentgenograms taken before treatment was started (1961).

Fig. 1257. Roentgenograms taken after treatment was concluded. These were taken in 1962.
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Summary

Fig. 1258. A, Study casts of the lower teeth, on the
left, before treatment and on the right, after treat-
ment. Observe the original flat surfaces. B, Study casts
of the upper teeth, on the left, before treatment and
on the right, after treatment. The removable partial
denture had been eliminated.

Oral reintegration resulted in the following: (1) no disturbance in the existing
open bite, (2) no change in the vertical dimension, (3) maximum interocclusal
contact in her centric relation or hinge position, (4) normal anatomical contours
in the restored teeth—temporomandibular joints given due regard but not over-
emphasized owing to our inability to change their existing contours. (Figs. 1249
to 1258.)

DUAL BITE

Case 18

Present condition and past history

In 1939 a 40-year-old woman presented herself for treatment with an anterior
open bite. Her skeletal structures were large. The teeth were long. The posterior
teeth had been ground flat during function. She was able to slide her mandible
forward or backward almost the width of a bicuspid. The malocclusion may have
been due to a distorted growth pattern. Overlaid upon this was a tongue thrust
and a false swallowing habit. In 1941 four porcelain jacket crowns were inserted
on the upper incisors. The open bite was maintained.

This patient had emotional problems and would neglect her mouth for long
periods, but probably due to a favorable systemic bone factor her oral structures
stood up reasonably well. Sporadic emergency treatment was given until 1959,
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when finally it became apparent that total oral reconstruction was necessary. The
alternative was to remove a number of cariously infected teeth. The alveolar bone
and soft tissues were still normal, but from continued neglect caries had invaded
the crowns,

The patient finally agreed to have her mouth rehabilitated. The work began in
April, 1959. Due to many postponements, the posterior prosthesis was not inserted
until March, 1960, and the upper porcelain jacket crowns were inserted eight
months later, in November, 1960. The lower incisors were not completed until
March, 1963.

Treatment plcmning

Procedure

Reconstruction of this type presents many problems, among which are the
difficulty of obtaining balance and the problem of the open bite.

Balance: When dealing with a mandible that can be moved the distance of
almost one entire bicuspid anteriorly or posteriorly and still not extend anteriorly
beyond a tip-to-tip relationship, a balanced occlusion is exceedingly difficult to
attain. There must be interocclusal coordination with the mandible in its retruded
position and in its anterior position. The anterior position is short of extreme pro-
trusion. When the mandible moves laterally either from its retruded position or
from its several anterior positions, there should also be interocclusal harmony.
Flat surfaces should be avoided if at all possible, though by providing some occlusal
anatomy to increase efficiency, balance is even more elusive.

Open bite: When the mandible is in its retruded relational position, the original
anterior open bite should be maintained so that if by chance there is a tongue
thrusting and false swallowing habit, it will be able to be performed without en-
dangering the completed reconstruction.

The work was constructed upon a Hanau kinoscope. Several of the teeth had
become nonvital from neglect, and root canal therapy was required. The majority
of the others needed rebuilding as there was very little left of their clinical crowns.
This was not the type of patient to provide the best cooperation, so that with the
great amount of preliminary work necessary before the coordination of the
bite was undertaken, the task was strenuous and required great discipline to
continue,

Method of providing for dual bite

The original vertical dimension was maintained throughout the procedure and
in the final work. When the wax-up of the entire posterior occlusion was under-
taken on the kinoscope, the condylar balls were maintained in their position
against the metal anterior stops. In order also to provide for a balanced occlusion
when the mandible was slightly protruded, a plastic strip was inserted between
the condylar balls and the anterior end of the metal slots. The wax-up was again
coordinated with the mandible in this advanced position. Later on, metal stops
replaced the plastic strips, and the castings were coordinated in the various man-

Text continued on p. 606,
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Fig. 1259. Anterior open bite in the mouth of a
40-year-old woman. This photograph was taken in
1939. (Figs. 1259 to 1282 are of the same case.)

Fig. 1260. Two lateral views of the anterior and posterior positions of the mandible. This may
be called a dual bite.

Fig. 1261. These roentgenograms were taken in 1939 before treatment was started.
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Fig. 1262. Porcelain jacket crowns were inserted in 1943. This photograph was taken in 1953.
The jacket crowns had been inserted ten years previously.

Fig. 1264. Three views of the mouth that were taken in April, 1959. Gross neglect had caused
severe oral disintegration. The patient was then 60 years old.



Fig. 1266, The articulator that was used for the re-

Fig. 1265. The mouth was prepared for rehabilitation

in 1959. The work casts with the copper-plated dies construction was the Hanau kinoscope. The casts

and the face-bow and wax positional records are were attached by means of the records shown in
Fig. 1265.

shown in this photograph.

Fig. 1267. A, The posterior mandibular interocclusal relational position was worked out with
the condylar ball against its anterior stop as shown here (see arrow). B, The anterior mandibular
interocclusal relational position was worked out by placing a strip of plastic between the condylar

ball and its anterior stop as shown here (see arrow).
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B C

Fig. 1268. A, The mandible is in its retruded position. This is equivalent to hinge occlusion.
The condylar ball is against its anterior stop. The final castings are in position. This is the left-
side view. B, The mandible is in its anterior position. The plastic strip was inserted in the an-
terior part of the condylar slot. The interocclusal relationship was coordinated in this position.
€, The mandible is in midway between its anterior and posterior positions. The occlusion has
also been coordinated in this position.

Fig. 1269. With all the castings assembled in the
mouth, new wax records were taken. One is shown
here. New upper and lower plaster impressions are
also taken, and another face-bow record is made.
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Fig. 1270. These are the new mounting records in order to proceed with the final prostheses.
The final work will be completed on the new casts and tried in the mouth.

C
Fig. 1271. A, Final prostheses being tried in. The Fig. 1272. Final wax records. A wax checkbite is
mandible is in its anterior position, B, Final work being tried on the articulator. The final prostheses
being tried in. The mandible is in its midway position. will now be completed.

C,; Final work being tried in. The mandible is in its
posterior or hinge position. New wax records will
now be taken and the occlusion rechecked for the
final coordination of the bite. Then the prosthesis
will be completed.
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Fig. 1273. Four views of the completed prostheses on the articulator. A and B, Right side with the
mandible in its anterior and posterior positions. € and D, Left side with the mandible in its

anterior and posterior positions.

L
o

Fig. 1274. Completed posterior prostheses just prior
to their insertion in the mouth.
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Fig. 1275. Completed work, left side. A, Working bite. B, Balancing bite.

Fig. 1276. Completed work, right side. A, Mandible in its anterior position. B, Mandible in its
posterior position. €, Balancing bite.



Open bite 603

-

o
o
o

Fig. 1277. Three views from beneath looking upward at the horizontal overjet. These show the
various degrees of anterior and posterior mandibular interocclusal position. The color of the
lower natural teeth was made lighter when they were covered with porcelain jacket crowns,
(See Fig. 1282, €.)

- ”%%M

Fig. 1278. The porcelain jacket crowns were removed Fig. 1279. Anterior view of the completed work taken
from the upper anterior teeth. They were inserted in 1961. The lower incisors have still not been treated.
in 1943. The teeth were rebuilt as shown in this

photograph, and new porcelain jacket crowns were -

inserted.



Fig. 1280. The right temporomandibular joint of the patient showy in Figs. 1259 to 1282,
A, Right posterior contact. B, Rizht lateral contact. €, Right anterior contact (midway). D,
Right anterior contact (small overjet).

s

Fig. 1281. The left temporomandibular joint of the patient shown in Figs. 1259 to 1282. A,
Left posterior contact. B, Left lateral contact. C, Left anterior contact (midway). D, Left anterior
contact (small overjet).
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o D

Fig. 1282. A, Roentgenograms taken in March, 1960. The upper anterior teeth were not com-
pleted until November, 1960. B, Roentgenograms taken in October, 1962. The patient had not
been seen for two years. The lower anterior teeth were deeply involved in caries. This patient
had an emotional problem. Compare the lower anterior teeth in March, 1960, and in October,
1962. C, The lower incisors were finally completed in March, 1963, by the insertion of four por-
celain jacket crowns that are shown in this photograph. D, This roentgenogram was taken in
March, 1963. Metal posts were constructed for three of the lower incisors. The porcelain jacket
crowns are in position.
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dibular positions using these as guides. There were several try-ins in an effort to
check the accuracy of the articulator. (Figs. 1259 to 1282.)

This patient was not seen for two years after the upper anterior teeth had been
restored in November, 1960. The October, 1962, roentgenograms revealed lower
anterior teeth that were deeply involved with caries. She was questioned carefully
regarding her dietary habits. The only information she gave that could shed any
possible light on the extensive caries found was the taking of a certain brand of
lozenge for a scratchy throat. She took about two a day and very often one at
night after brushing her teeth. These dissolve slowly in the mouth. Operative work
on these teeth was not started until January, 1963. Three of the four lower incisors
required pulp removal. This work was not completed until Maxrch, 1963. It took
so long because of the emotional problems that this patient suffered from. It took
great understanding and a fine patient-doctor relationship to accomplish what
was shown in this case.

On pp. 351 to 356, Figs. 753 to 760, and on pp. 440 to 446, Figs. 956 to 968,
two cases were reported that began as deep overbites and ended as dual bites.
Each patient was able to advance or retrude the mandible a considerable distance
anteroposteriorly and still maintain a favorable interocclusal relationship. Al-
though these cases differ from the one just described in that their vertical dimen-
sion was greatly increased, still the similarity of all three cases remains. With the
mandible retruded, all three had an extensive horizontal overjet. The vertical
overbite and the horizontal overjet were another interesting facet of these three
cases. The first patient, pp. 351 to 356, a 35-year-old woman, had the bite raised
and the upper anterior teeth restored by means of a fixed splint. No recurrence of
the original vertical overbite could take place unless the entire six-unit bridge
moved down en masse. In addition, because of the uncomfortable posterior posi-
tion, she probably kept the mandible forward frequently enough to make contact
and to prevent the recurrence of the old vertical overbite.

The second patient, a middle-aged woman whose case was reported on pp.
440 to 446, came for treatment in 1932. She suffered a relapse of her vertical over-
bite after the bite was raised. This relapse often takes place when an occlusion
that originally possesses anterior interocclusal contact is opened and the incisors
are removed from contact. To prevent this relapse of the vertical overbite, anterior
interocclusal contact should be provided in the finished case.

In the third case (pp. 590 to 594) no extrusion is apt to take place even though
there had been no provision for anterior contact. This is probable because originally
there was no contact and there was no increase in the vertical dimension of the
completed work. In the first two cases the relapse could have been avoided by con-
structing an upper lingual platform in the completed work. This would create a
definite stop for the lower incisors to engage as the posterior teeth contact. The
reader is referred to pp. 422 to 439, Figs. 917 to 955, and to pp. 452 to 464, Figs.
975 to 999 where the use of such lingual platforms on the upper anterior teeth is
discussed. The original deep vertical overbite does not recur in these cases. Actu-
ally the over-all vertical dimension of the entire arch might become smaller and
the bite close, but it would be impossible to detect owing to the interocclusal
contact of all the teeth including the anterior ones.

There is a possibility that in function the anterior teeth continue to con-
tact with such frequency that this in itself suffices to prevent the closure of the
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anterior opening even if the original teeth contacted. This is rarely the case clini-
cally.

PROVIDING ANTERIOR CONTACT
IN COMPLETED WORK

Case 19

An example of this may be seen in the report of the following case. In 1932 a
52-year-old man presented an extreme anterior overbite and overjet and had defi-
nite contact between his upper and lower anterior teeth.

In 1943 his occlusion was reconstructed, and his vertical dimension was in-

Text continued on p. 610.

Fig. 1283. Roentgenograms taken of the teeth of a 52-year-old man. These were taken in 1932,
(Figs. 1283 to 1289 are of the same case.)

Fig. 1284. Front and right views of the mouth taken in 1940 at the age of 60. There are deep
vertical and horizontal overbites, but all the anterior teeth contact in centric occlusion.
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Fig. 1285. In 1943 the occlusion was reconstructed and the vertical dimension increased as
shown in these illustrations. The anterior eight incisors were removed from contact. His centric
relation or hinge occlusion is shown here. Compare the right side with Fig. 1284.

Fig. 1286. Roentgenograms taken in March, 1943, just prior to the reconstruction.

Fig. 1287. Roenigenograms taken in May, 1943, just after the completion of the reconstruction.
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Fig. 1288. A, Photograph taken in 1950 showing the lack of contact of the incisors in centric
occlusion. This is seven years after the ccmpletion, and the anterior teeth still do not contact.
B, In protrusion, contact is attained.

Fig. 1289. A, Roentgenograms taken in 1962. The patient was then 82 years old. B and C, Two
views of the mouth taken in 1962. Compare these with Fig. 1284. The bite closed considerably
in the nineteen years after the completion of this reconstruction. This patient died in June,
1963, at the age of 83.
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creased. In the completed work no contact was provided for his anterior teeth that
had formerly contacted. Contrary to what was expected to take place, namely,
the extrusion of the anterior segments or the intrusion of the posterior segments,
or both, until the anterior teeth again made contact, this did not happen. This
patient at the time of writing was 83 years old. His anterior teeth were still open
in centric relation and could make contact only in a functional protruded bite.

Apparently his continual protrusive function, aided by the possibility that his
tongue was kept between his anterior teeth in addition to the further possibility of
unusually dense bone to provide ankylosed teeth, serves to maintain the anterior
open bite. He died in June, 1963, at the age of 83. (Figs. 1283 to 1289.)

OPERATION TO REDUCE SIZE OF TONGUE

Operations to reduce the tongue size were suggested,* but this should be under-
taken only in unusual cases. The tongue reaches a very large size in early childhood
and is much further advanced in growth than the surrounding tissues. Usually
these tissues catch up with it, but if they lag behind in their growth spurt then the
large size of the tongue often caused malposition of the teeth. A long, narrow tongue
may cause mechanical abrasion of all the teeth and is sometimes seen in severe
cases of tooth wear. Lemon juice in warm water or cola drinks of various kinds
may cause an erosion that allows the tongue to scour the softened tooth structure
and reduce its size.t This can cause complete lack of occlusion at normal levels.

SUMMARY

The problem of the open bite when it is present in an adult patient presents just
as many difficulties for the prosthodontist, the surgeon, and the general practitioner
as it does for the orthodontist when he encounters it in a child. Most of these pa-
tients are better treated in childhood. Some open bites are due to growth and
endocrine abnormalities whereas others are caused by faulty habits, diseases,
tongue and tissue abnormalities, and incorrect methods of deglutition. Some of
these causes and treatments have been discussed. The tongue has been accused
of being the most serious etiological factor and the most difficult one to treat in
adults as well as in children. When the tongue factor is present, the results of treat-
ment are usually unstable. This, once again, asserts the domination of muscle
over bone.

*Stockfisch, H.: Reduction of the size of the tongue, Internat. D. J. 7:411, 1957,
tSchweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., p. 601,



Chapter 11

NEUROSIS—EFFECT UPON
PATIENT-DENTIST
RELATIONSHIP AND UPON
HARD AND SOFT TISSUES
OF ORAL CAVITY

INTRODUCTION

Many of our patients have psychosomatic disturbances. The majority of them are able to be
cared for along ordinary lines and present no major difficulties. Some have had
nervous breakdowns and have received some form of mental therapy, including
shock treatment, psychiatric therapy, and the administration of the various drugs
used to combat mental illnesses. There are others in this group who have received
no form of mental therapy whatsoever,

All of us have had varied experiences with this group of patients. The psycho-
matic undertones have manifested themselves in various ways, sometimes affecting
the oral structures and other times affecting only the patient-doctor relationship.

Inasmuch as our dental undergraduate or postgraduate background has
not prepared us to recognize or to cope with patients who are emotionally
disturbed, I present the following discussion based on dental clinical expe-
riences,

611
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DEFINITIONS

psychology The science of observation and classification of facts concerning the mind and
mental processes

somatic Having reference to the body

psychiatry That branch of medicine which deals with the recognition and treatment of diseases
of the mind

psychaosis Deep, far-reaching, and prolonged behavior disorders which include anxiety psychosis,
exhaustion psychosis, manic depressive psychosis, situation psychosis, ete.

neurosis A functional nervous disorder characterized by complaints or ills without demonstrable
organic lesions—accident neurosis, anxiety neurosis, fatigue neurosis, occupational neurosis,
etc.

psychosomatic derived from psyche—the mind and soma—the body, therefore a relationship
between the mind and the body; bodily disorders caused by mental conditions.

EMOTIONAL STRESSES AFFECT ALL

PEOPLE IN VARYING DEGREES

All of us are affected in many ways and to varying degrees by our environment.
If we are able to maintain an emotional stability, in the presence of problems that
are difficult to solve, our friends and colleagues consider us to be “well adjusted.”
That does not necessarily imply that we are able to solve these problems; it simply
indicates that they do not set up stresses within our nervous systems which create
mental disturbances and upset our normal responses to the external environment.
Regardless of whether our own personalities come within the classification of “‘well
adjusted,” all of us, at some time or other, are emotionally upset by many of life’s
situations but are able to cover up these experiences with a personality bravado
that has fooled even those very close to us. It sometimes happens that even well-
adjusted people, if subjected to constant or frequent stresses, finally succumb and
suffer from what we know as a ‘“nervous breakdown.”

BRUXISM AS SYMPTOM OF EMOTIONAL DISTURBANCE

There are many diverse ways provided by nature to combat these emotional
disturbances and neutralize their traumatic effect upon the total being. Many
years ago the attention of the dental profession was called to the deleterious con-
sequences of continual grinding or clenching of the teeth.*t This habit was termed
bruxism and has been continually studied by our profession. Some believe that it
is one of Nature’s way of relieving pent-up emotions and that an attempt to check
this outlet might lead to another outlet and cause a disturbance of a more serious
nature in some other important organ of the body. These habits of grinding may
occur in very young children, such as the 5-year-old child shown in Fig. 1290,
Their effect can also be seen in teen-agers. The patient shown in Fig. 1291 had al-
ready worn the cusps of his teeth flat in his late teens. This patient is now 34 years
old. At present, I would not consider rebuilding the occlusal surfaces because of the
excellent condition of the soft and hard tissues. However, the future may reveal
some conditions that may cause me to reappraise the problem.

*Lambossy, A.: Hints and queries, D. Cosmos 24:502, 1882.
tDavenport, J. N.: Teeth grinding during sleep, D. Cosmos 24:556, Oct., 1882,
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Fig. 1290. A, The mouth of a 5-year-old boy who had Fig. 1291. A, Casts of a 17-year-old boy who had al-
severely ground down his temporary teeth by brux- ready abraded the cusps of his posterior teeth by
ing. B, Occlusal view of the stone casts of the teeth bruxing. These casts were made in 1945. B, Casts of
of the child shown in A. The severe attrition and the patient shown in A, taken in 1959 at the age of
abrasion are evident. 29. The advanced stage of the occlusal attrition and

abrasion is clearly seen.

We may conjecture as to why these patients grind their teeth together at such
an early age. The very young child and the teen-ager just mentioned both had
intelligent parents who extended love and intelligent parental guidance. Insofar
as I know, nothing was lacking in their correct upbringing. It seems that the 5-
year-old child should have no emotional problem that would cause the severe
bruxism evident in his mouth.

Another young male patient gave evidence of severe bruxism in his early teens.
His 1.Q. was very high. He excelled in everything he undertook, including music,
tennis, and finance. Now, at the age of 25, he is enjoying success in the business
world. His parents are middle-class, conservative people, who have given him what-
ever they felt he needed; however, they do not understand him. He continues to
wear his anterior teeth down and is difficult to treat because of his nervousness.
Having treated him since he was a child, I have established a rapport which enables
me to give him the care he needs and makes him willing to come regularly for
treatment. ;

Although this understanding and sympathy are very necessary in treating the
average patient, they are so much more necessary in emotionally involved patients.
The patient has voluntarily submitted himself for psychiatric treatment and goes
regularly and is very grateful for the understanding I have given him.

On the other hand, would you suggest that the first two patients mentioned be
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referred for psychiatric consultation? Personally, I would not consider this wise or
necessary. Many studies have been made on the subject of bruxism. Most of these
have been on adults.

So far, this discussion has been confined to recognizing some emotional dis-
turbances whose effect has been primarily felt by the hard tissues of the tooth,
namely enamel and dentin, In 1951, I reported the case of a man whose caries index
was extremely low until he suddenly was subjected to emotional stress and suffered
a nervous breakdown.* His caries index immediately increased out of all proportion
to his usual rate, and in a short time many fillings had to be inserted into an other-
wise unsusceptible mouth (see Figs. 1307 to 1309). Although no chemical tests of
his saliva or blood were made, the inference is that his emotional disturbances
could have caused some changes in the salivary pH and in the contents of the
blood and the glands of internal secretion. These, in turn, could cause a change in
his degree of susceptibility to caries.

This patient is also under psychiatric treatment. During the past five years, his
caries index has leveled off, and there have been fewer caries. In examining this
case, we must also be aware of the possible side effects of the various drugs these
patients are taking for their mental illness. These drugs can have noxious influences
on both the hard and soft tissues. In fact, we are told that mental disease will
eventually be traced to chemical imbalance within the body and that tranquilizers
are now being produced “to calm the violent, psychic energizers, to pep up the
depressed; and hallucinogens to produce artificially, for psychiatric study, the
weird visions of the mentally deranged.”{ If this is true, then the effect of these
drugs upon the oral tissues should be given consideration, because some of them
diminish the flow of saliva by their diuretic effect and thus inhibit the anticario-
genic organisms.

The effects of the emotional disturbances upon the oral tissues in general are
frequently seen clinically. I have treated one of my middle-aged patients ever since
she was a young girl. Her neuroses took place early in her life, directly after World
War I, when she was befriended by an American family and brought to the United
States (see Case 2 on p. 630 and Figs. 1302 to 1305). Her sister was about the same
age. She was well adjusted and married early in life. She had three healthy children
and a contented home life. Her dental roentgenograms revealed normal structures
(see Case 3 on p. 632 and Fig. 1306).

DISTURBANCES OF SOFT TISSUES

We are now concerned with disturbances in the soft tissues, which, we believe,
have an emotional background. Here, again, we are in the realm of the unknown.
If laboratory research were necessary to prove the assumption that emotional
disturbances can cause periodontal pathology, our position would be considerably
weakened. Yet, clinical experience can also prove to be an adequate research tool
provided it is backed up by a sufficient number of cases and no other more plausible
etiological cause can be advanced. I have {reated a middle-aged woman for over
thirty years. When she was a young woman, all her upper molars were involved in

*Schweitzer, J. M.: Oral rehabilitation, St. Louis, 1951, The C. V. Mosby Co., p. 686.
tRatcliff, J. D.: World’s most bountiful store of drugs, Reader’s Digest, July, 1963, pp. 97-101.
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deep periodontal pathology to such an extent that they finally had to be removed.
This woman has always been under emotional tensions as a result of having to
cope with life’s problems with inadequate physical and emotional equipment (see
Case 1 on p. 625 and Figs. 1292 to 1301).

In these cases, I would suspect the hormones associated with the glands of
internal secretion. If this delicate system were thrown out of balance, the entire
chemical regulation of the body would be upset. The periodontists still do not agree
as to what is the major cause of periodontal disease. They suspect that emotional
stress may exert its noxious influences on body metabolism and thereby be an
exciting cause. This is certainly plausible and, if it were so, it would clear the
occlusal factor from being accused of occupying the number one position in the
etiology of periodontal disease. The reader is referred to Chapter 12, pp. 721 to
752 and Figs. 1445 to 1508. Three additional cases of periodontal disease with an
emotional background are reported.

FORM OF MENTAL DISTURBANCE THAT AFFECTS
HARMONIOUS DOCTOR-PATIENT RELATIONSHIP

Up to now we have considered those patients who have emotional stresses,
which we suspect have been responsible for altering the body chemistry to the
extent of causing pathology of the soft and hard tissues. In such patients the
doctor-patient relationship is not any more difficult than with the average patient.

I am now going to describe an entirely different type of patient who presents a
more serious problem, the nature of which often has strained, if not ruptured, the
necessary cordial doctor-patient relationship. I do not wish to infer that, with the
former types of patients, the dentist is not confronted with some baffling causes of
dental disease. This, of course, is so, and makes his work more difficult, but their
type of emotional disturbances do not affect the dentist-patient relationship. Our
only problem is one of treating the tissues and perhaps trying to make the patients
understand to some degree the elusive nature of the etiological factors involved
without inferring that they are mental cases.

Even as I write this, I become more and more aware of the difficulty of trying
to classify and to separate these various types of neuroses. The lines are not as
clear-cut as they should be. As soon as you have to tell a patient that his dental
problems stem from some form of neurosis or that there is a psychosomatic back-
ground for his dental problem, the usual response is one of resentment. The result
has been that we, as dentists, could not afford to openly discuss this aspect of the
problem with our patients. With some of them we have made some slight sugges-
tions, but certainly the subject has hardly ever been pursued.

I have no doubt that most of us understand the implications. It would not
clarify the problem to attempt further explanations other than to state that even
those cases which are considered simple have very complicated areas. Neurotic
patients are much more difficult to treat because many of their dental complaints
are unreal or fancied. I refer to a young man, whom I treated many years ago, who
had been under psychiatric treatment for a considerable period prior to his initial
visit to me. He insisted upon orthodontic treatment to correct an overlapping upper
lateral incisor, and nothing I could say or do prevented him from undergoing this
extensive treatment to correct a fancied malocclusion. This same patient had a
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small pigmented patch surgically removed from his back and continued to undergo
various other operations for minor nonconsequential conditions.

Another young patient with similar tendencies was examined in 1960. He
also had been under psychiatric treatment. His case (Case 13) is reported on pp.
668 and 670, Fig. 1385.

DANGER IN NOT RECOGNIZING EMOTIONAL

DISORDERS EARLY IN TREATMENT

The danger in some of these cases lies in our accepting the patients without
suspecting the nature of their mental illness and suggesting large-scale restorative
procedures. With the limited background for recognizing emotionally disturbed
people, the dentist may innocently accept such patients and cripple his practice.
All of these patients who give evidence of their neurosis with a fixation in the oral
cavity or associated structures, such as the facial musculature and the temporo-
mandibular joint, as complex and as varied as their symptoms may be, still have
a great deal in common. Very often their difficulty starts with some operative pro-
cedure associated with only one tooth. It may even be a single clasp which broke
on a small partial removable denture and was repaired. Changes as minute as these
are capable of initiating a vicious cycle which may never end. It seems logical to
assume that the neurosis was present, but not suspected, and that the simple,
uncomplicated dental procedure acted as the initiator. Many of these people give
the dentist no evidence of the nature of their illness. In fact, from their case his-
tories, it is the dentist who is responsible for all the trouble.

EMOTIONAL INVOLVEMENT OF DENTIST

Speaking of the effect of this type of neurotic patient upon the dentist, we must
be made aware of our own emotional involvement, especially in major dental
problems. Not only do we lack the ability or training to recognize the signs and
symptoms of severe neuroses, but we also are not able to handle these patients.
Furthermore, we become deeply involved and sometimes refuse to admit treatment
failure even though the work involves factors that are beyond our ability and skill
to solve. In some cases we are motivated by competitive strivings because often col-
leagues previously have also met with failure in the same case. We are likely to
develop a guilt cormplex because of our inability to terminate the case. In addition,
there is the matter of fees. If these cases cannot be terminated, what does the den-
tist do when his original fee has been exhausted? And unless the patient has
financial resources, how can he meet the interminable expense?

SOME RECOGNIZABLE SYMPTOMS OF

EMOTIONALLY DISTURBED PATIENTS

What are some of the symptoms that the dentist may recognize early in the
disturbed patient? Most of these patients are very loquacious and give extensive
histories. The majority prefer that you do not communicate with their previous
dentists. They all usually blame the previous dentists for the oral disintegration
which is evident upon examination. This complaint is made regardless of the fact
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that these dentists may have superior skills. Almost all of these patients have had
several to many dentists attempt to solve their problems. All were unsuccessful.
The length of time which these patients have undergone treatment is extensive——
from two to ten years, or even more, judging from the known records. Some of
these patients are accompanied by a member of their family or an interested friend,
who is often more aware of the nature of the patient’s problem than they are willing
to admit.

These patients complain of bizarre symptoms that are usually difficult to track
down, such as their cheek is pulled to one side or another, they have to hold up
their jaw with their hand because of a heavy feeling, their teeth are moving, their
eyes and ears are affected, their facial muscles are sagging. There is usually no
difficulty with the operative procedure. They tolerate that type of pain very well.
The slightest tooth adjustment, sometimes even talking to them while making an
ingsignificant mechanical adjustment, will relieve their complaints. They are happy
when they leave, but almost invariably their symptoms start all over in the same
or adjoining areas upon their return home.

In some patients the subjective symptoms are so fanciful that the mental nature
of their illness may readily be established. In others, this becomes more difficult,
but the continued shifting from one complaint to another, before the final insertion
stage, is significant. In fact, so many adjustments are necessary that what started
out to be a well-constructed prosthesis ends up with a mediocre or poor result when
judged by acceptable standards of mechanics and physiology. For this reason it is
often unfair to judge a colleague by the dental prosthesis which these patients
present.

If a neurosis is suspected on the patient’s initial visit or even during the early
stages of treatment and the patient is asked if he has undergone psychiatric treat-
ment, this implication is usually resented. Furthermore, many of these patients
deny the existence of neuroses and refuse to consider psychiatric consultation.
Very often it is of considerable help to call some of their previous dentists and
obtain an evaluation from them. Extremely helpful information can be obtained
in this manner. Although not all of the symptoms mentioned are present in every
patient, and although these symptoms may vary somewhat, they should serve to
alert the dentist.

The criteria set up by Griggs may be helpful in determining whether or not we
are dealing with an abnormal mental pattern:

“1. Neurosis must be included in the diagnosis whenever the patient uses any
aspects of the illness to escape from or to excuse himself from his appropriate re-
sponsibilities, opportunities or relationships. This mechanism is an unconscious
device which usually deceives the patient himself. Thus, it is in sharp contrast
to the malingerer’s conscious intent to deceive other than himself. The neurotic
is the first to be deceived about himself and the last to believe what he is doing.
Disabled neurotics who are unable to perform certain duties are often efficient
and consclentious about other obligations which do suit them, for example, en-
tertaining or keeping up a large correspondence or advising their grown-up chil-
dren.

“9. Neurosis may be included in the diagnosis if the patient uses the illness
to obtain other satisfactions extraneous to the disease and its symptomatology.
This includes using unnecessary doctor’s visits to substitute for social life, friend-
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ship, love; to impoverish a hated husband or to obtain sympathy; to attain fash-
ionable status; to lean on a father figure, or to ‘adopt’ a bright young man—the
physician.

“3. Neurosis may be included in the diagnosis if the patient repeatedly sab-
otages effective treatment. When an ailment is somehow precious to the patient
he finds some reason to change doctors or to stop treatment at the point when
he sees that therapy is about to require him to behave or perform like a healthy
person.,

“4. Neurosis may be included in the diagnosis if the patient displays an in-
tractable disability due to fears or lack of stamina so deep-seated in the personality
that hope of cure has been abandoned by all concerned. This condition is probably
better included among the psychoneuroses. It has also been referred to as psychas-
thenia and constitutional inadequacy.

“p. Neurosis is not justified as the medical diagnosis when the aforementioned
criteria are not satisfied, nor is it justified simply because the physician cannot
diagnose an organic disease, or because the patient gives an unsystematic and
dramatic history with bizarre symptoms, or because of numerous surgical opera-
tions and multitudinous diagnoses in the past, or any similar superficial suspicion
of a neurotic state. “Where the illness is providing no escape from life and work, it
is not a neurosis.” Patients with organic illnesses and persons with certain psychoses
can keep working to the edge of exhaustion for years, but the neurotic patient is
the one who has the ‘exhaustion’ and the illness in order to avoid, unconsciously,
the work or other responsibility.

“6. Even when a neurotic reaction pattern is identifiable, a diagnosis of neurosis
is not sufficient if it is not competent to explain the entire clinical picture. When a
patient fails to recover from a somatic disease within the usual prognosticated
period of time one should consider whether the disability is being prolonged by the
patient’s discovery of some neurotic satisfaction in it. But when the past history
of such a patient shows singular freedom from neurotic behavior prior to the attack,
one should suspect a persistence of the organic disease rather than a basic neu-
rosis, or in addition to a reactive neurosis. Hundreds of patients in my experience
have been rehabilitated by new therapeutic attacks on old ailments which other
doctors considered cured long ago. Many of these patients were thought by fam-
ily and friends to be merely neurotic and ‘frail’ or were diagnosed ‘postinfec-
tious neurasthenia’ by their doctors for so long a time that they came almost to
believe it themselves and to behave neurotically to some extent, with appropriate
guilt feelings, resentment, or both. The clue to these patients was that they were
really doing their best to carry on, not to escape their duties. They had chronic
disease or sequelae of some illness whose termination is not demonstrable ob-
jectively and which is merely assumed to be ‘self-limited.” These are cases of iatro-
genic neurotic reaction superimposed on an unrecognized persistent somatic dis-
turbance.

“By making an unwarranted diagnosis of organic disease on mere suspicion,
iatrogenic neurotic reactions can also be superimposed on a patient who has
simple anxiety without organic disease. This can be a serious disservice to a pa-
tient who is already basically neurotic, because it confirms him to his delusion
of disability. However, in persons who are not basically neurotic, this reaction
is temporary and easily disspelled. In contrast, a really neurotic patient is not
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cured by the physician’s authoritative reassurance that there is no organic dis-
ease present, and neither is the patient whose organic disease has been
missed.”’*

In 1961 Lesse reported a study of two hundred twenty-five patients with facial
pain symptoms covering a ten-year period. These were seen at the Neurology
Clinic of the Columbia Presbyterian Medical center in New York City. Of these,
one hundred ninety-eight had no discernible lesions to account for their atypical
pain patterns. Most of this group were women between 35 and 55 years of age.
They presented a “typical and predictable personality. They were very intelligent,
hard working and ambitious. They were driving, domineering and critical. Meticu-
lous, perfectionistic, obsessive compulsive patterns were seen in all. They were
intolerant of any of their own failures and critical of the failures of others. They
had to dominate their environment and usually did.”’t

Interestingly, almost half of these patients were referred by dentists. These
patients went from dentist to their general practitioners, otolaryngologists, neurolo-
gists, oral diagnosticians, radiologists, and others. Along the line, one consultant
would perform some service which would seemingly help them, if only temporarily,
with some therapy. However, ‘‘all mechanical manipulations or injections added
to the patient’s facial fixation.”t These patients submitted to extensive dental
procedures which included full-mouth rehabilitation, extraction of their teeth, and,
finally, full dentures. No relief was found and “indeed aggravated the initial
treatment.”’}

The evidence of this report points to the fact that the onset of these symptoms
followed simple dental procedures, and the symptoms were localized to specific
dental areas. “The pains were commonly described as being aching in nature and
appeared for long periods with some ‘spontanecus remissions. . . . Rarely were
trigger points described.”’t In the history of these patients with their facial pains,
somewhere along the line, the dentist is consulted. As time goes on other areas of
the mouth and face become involved. “Often the entire side of the face becomes
involved, together with the eye, ear, and dorsal cervical and supracapular re-
gions. . . .

“There was gradual but progressive interference with function. Initially, it was
described as interference with chewing, talking, cleaning the face or tooth brushing.
The patient gradually retreated from social relationships and working became
increasingly difficult.”’}

Usually, the patient is not seen by the psychiatrist until at least a year after the
onset of his original pain. Some of these people had been ill for one to ten years and
under various forms of treatment during this period. The psychiatric pattern here
“is the classical description of an agitated depression which is commonly seen about
the involutional period of life.”’t

Lesse stressed prompt psychiatric help for these people. Sometimes the patients
are able to provide a good clue to their emotional problems while relating their
histories. Their story should be heard carefully, and conclusions should be formed
as to whether or not their problems have mental implications.

*Griggs, Joseph F.: Differentiation of neuroses from organic disease, Postgrad. Med. 29:301-
308, 1961; D. Digest 67:347-350, 1961.

tLesse, Stanley: Neurologic aspects of facial pain, D. Times 4:3, 1961; Bull. New York State
D. Soc. Anesth. 6:5-11, 1963.
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ALL PROBLEM PATIENTS SHOULD NOT

BE CLASSED AS MENTAL CASES
BECAUSE OF DENTIST'S INABILITY
TO SOLVE THEIR DENTAL PROBLEMS

One of the great difficulties that confronts the dentist because of his inadequate
training along these lines is to include in the category of the mentally disturbed
patients those patients who have difficult dental problems that have not been
solved. This is an unfortunate dilemnma in which we may sometimes find ourselves.
If the issue is confusing, an intelligent approach would be to request consultation
with a competent colleague. If the result fortifies your suspicion of emotional dis-
turbance, then your procedure is clarified to the extent that at least you do not
blame yourself. It may be, however, that your treatment planning needs some
modification. Consultation with competent colleagues have several virtues, among
which are clarification of the treatment planning as well as legal protection in case
of a lawsuit. And while on the legal aspect, careful documentation is of great
importance. Without good records, it may be impossible to defend yourself against
a malpractice suit.

ORAL REHABILITATION AS A CONTRIBUTING FACTOR

IN CAUSING MENTAL DISTURBANCES

It would seem to me that there has been a great increase in dental neuroses since
oral rehabilitation has become so popular. Oral reintegration is a complex and
complicated procedure. It has mechanical, physiological, biological, and psycho-
logical implications. To reintegrate the stomatological system can prove to be a
dangerous undertaking for both patient and dentist. Many of us become involved
in these cases without adequate preparation and find out, too late, that once the
interocclusal relationship has been altered, it is impossible to relocate the former
comfortable relationship. I again wish to repeat what I have said in the past—
namely, that unless there are definite plausible reasons for undertaking this haz-
ardous procedure, some patients are best left alone or treated by simple, effective
conformative dentistry. Although I realize that many cases have been benefited by
complete reintegration, there is a lengthy list of those who have been mentally and
physically harmed by this procedure.

It is possible that some of these patients who are now classed as emotionally
disturbed could have had this condition initiated by complete occlusal reconstruc-
tion. These of us who have seen many of these people after their delicate oral
structures have been unbalanced will testify to the anguish they suffer. Is it any
wonder that from among this group of patients come a percentage of the type of
patient I am describing? Not all start their neuroses this way, but it is not often
clear-cut as to which stems purely from a general neurosis and which was initiated
by dental treatment. This only serves to further complicate the problem under dis-
cussion. Many of these patients go from dentist to dentist, each one giving different
advice and perhaps condemning his fellow colleague. As a result, the mouth may
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suffer further oral disintegration and they become further confused and begin to
wonder whether their mental aberrations preceded their dental illness or vice versa.

PATIENTS IN THIS CATEGORY SHOULD BE ADVISED
TO SEEK PSYCHIATRIC ADVICE

Assuming that a dentist is convinced that he is dealing with a psychologically
disturbed patient, how does he handle the situation? None of us knows all the
answers. In the greater majority of these patients, it is not the dental work that
presents the problem; rather, it is the mental disturbance. If these patients would
accept psychiatric therapy, I believe that we would be able to resolve their dental
problems much sooner than otherwise possible, because although the dentist may
be quite knowledgable and understanding, he still is reaching far out into a dan-
gerous area with which the greatest majority of us are totally unequipped to deal.

Only on occasion are we able to relieve these psychosomatic disorders, and then
only for a short time. The symptoms lie dormant until activated by the underlying
emotional distress, conflict, or anxiety which are the well springs of the patient’s
suffering. The suffering is real and not imaginary, just as peptic ulcers are real.
Some peptic ulcers are the outgrowth of an archaic survival fear so deep that the
patient is not even aware of it.

If we are persuaded by these emotionally disturbed patients to perform dental
operations that we know to be contrary to their best interests, are we not doing
them a grave injustice? Would it not be decidedly to their best interests first to tell
them that while there is nothing crazy or imaginary about their symptoms, still it is
only possible for us to correct the physical condition of their mouths while our most
expert dental skill cannot cure their psychic symptomatology? I am aware that
many of these patients will feel hostile toward us for this honest expression of our
opinions and will continue their rounds from one dentist to another, finding no
relief, but perhaps following each disappointing failure they will realize the truth of
what we told them.

Once the patient entertains the idea that he might be helped by a competent
psychiatrist, who will deal with his emotional problem first, and then have this
therapy coordinated with dental treatment by a competent dentist, the psychic
symptoms will be given a better chance to abate or even to disappear. When such
patients undergo psychiatric treatment, the chances for success are greatly en-
hanced.

Those many patients who refuse psychiatric consultation go from dentist to
dentist, only to have their emotional problem intensified and more deeply em-
bedded. Each successive dentist, some of whom do not recognize the problem,
cause further disintegration in the oral cavity. In a study of thirty-five cases over
a seventeen-year period, Polsky reported that the psychiatric patients who ex-
hibited the most cooperative behavior with the dentist were those originally
handled by the psychiatrist. Regardless of the degree of complexity of the oral re-
habilitation, the transference relationship with the dentist was much less severe
than in those cases first handled by the dentist and finally referred to the psychia-
trist when the dentist realized the mental implications of the problem.*

*Polsky, Murray: Personal communication, June 27, 1963.
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RECOMMENDATIONS

The following recommendations are made relative to the education of dentists
in this branch of therapy:

1. Dentists should receive psychiatric instruction and courses from the begin-

ning of their education.

2. Dental specialists should receive more intensive psychiatric education in
their postgraduate training to enable them to reccgnize mental patients.

3. Dentists should request psychiatric consultation in major dental procedures
if the patient seems to manifest more than average anxiety or hostility.

4, Postgraduate instruction should be encouraged which would enable the
specialist to recognize his limitations and tell him when a case must be
terminated.

At the present time I am aware of no dental school, certainly at the under-
graduate level, that gives instruction in this important area of medicine and
dentistry. There are courses in hypnosis, but this is only a fragmented portion of
the total discipline. There are a few dentists who are both willing and able to
undertake the dental treatment of these patients, but I wish to emphasize that the
actual dental involvement is not nearly so complex or important as the mental
involvement.

There are factors in our society which tend to breed emotional disorders, and
it is mandatory that every doctor be oriented by training, if not by instinct, to
an understanding and deep sympathy for those of his patients who so suffer.
I would suggest that the dental schools invite a number of psychiatrists to go
through their files and select those cases which have a particular interest for
dentists. These cases should be analyzed in some detail and not be mere vignettes
with footnote commentaries. The best of the material could be published in book
form and be required reading for every student planning a career in dentistry.

SUPPORTIVE THERAPY

All dentists supply the necessary supportive therapy in the treatment of pa-
tients requiring extensive prosthetic restorations. This involves the usual sym-
pathy and understanding. We give our patients confidence in our ability and
assurance of the outcome of treatment. They are better able to tolerate the various
procedures if we establish contact with them at their level of understanding. We
should take their side. With this supportive therapy, plus a normal patient and a
skillful and experienced operator, we are able to successfully complete even com-
plex cases of oral reintegration. When, however, we are dealing with psychiatric
patients, it is often impossible for even dentists of superior skills and experience to
bring even less complex cases to a satisfactory outcome,

DANGERS OF BECOMING INVOLVED WITH
EMOTIONALLY DISTURBED PATIENTS

Those dentists who are willing to undertake the case must function both as a
dentist and as a psychiatrist, and they must be prepared to become involved in the
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emotional life of the patient as well as in the treatment of his dental problems. I
have given this matter considerable thought and have decided that when it be-
comes necessary for me to become the dental psychiatrist as well as the dentist
to a patient requiring oral rehabilitation, I would not accept the patient. As one
gets older and better known, many of the emotionally disturbed patients find their
way to your office. If you accept even two or three, your entire schedule may be
unbalanced. Even in those patients whom I have accepted, not suspecting the na-
ture of their illness, I prefer to terminate treatment when I am convinced 1 can
no longer contribute to their dental health.
I wrote the following letter to a patient I felt was in this category:

Dear Mr. __

Inasmuch as | don't believe | am making a worthwhile contribution toward solving your dental
problem, | must withdraw my services. You may have any records which | have. While | am
aware that you are willing to compensate me adequately for the dental services which | render,
under the circumstances | don't feel they are worth what | must charge you.

I"do hope you will understand and also that you will find someone who will bring your problem
to a successful conclusion.

My kind regards and very best wishes,

Sincerely,

{Signed)

There are only a few who wish to undertake the double role of mental therapist
and dentist. A sufficient number of such dentists well qualified along these lines
would provide one of the best answers to this problem.

When it is suspected that a patient is emotionally disturbed, a paragraph should
be inserted in the contract letter stating that, should the dentist find he is unable
to further contribute toward solving the patient’s dental problem, he be permitted
to discontinue his services and also that he be reasonably paid for the services
which he rendered. Where the dentist has good reasons at the start to suspect he
will not be able to withstand the emotional pressures, a letter may be written in
which he establishes a time limit within which he is willing to make every effort
to complete the work and in which it is stated that if this becomes impossible,
then he be permitted to discontinue his services and the recompense for this be
established at the start of treatment. Several letters of this type will be found in
the case reports.

Another danger which confronts us when dealing with the psychodynamics
of this problem is the danger of the psychotic patient to regard the dentist with
veneration out of all proportion to his ability and knowledge. Although this worship
is not entirely confined to this class of patients, it is especially found here. Venera-
tion of this type can sometimes be harmless, but it should be generally discouraged
because the patient becomes too dependent upon the dentist. There is no magic
ingredient in our approach to our patients. If it is at all possible, a realistic attitude
should be encouraged and fostered and the patient taught independence, self-
sufficiency, and the recognition of their problems.
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WITH NO TERMINATION IN SIGHT, WHAT
ARRANGEMENTS SHOULD DENTIST MAKE?

I would certainly agree that these patients may be better off having their
mental fixation focused in their mouths rather than in some more important area,
such as the heart, stomach, or lungs. If a dentist does decide to retain one of these
patients, inasmuch as the dental problem may never be resolved or terminated
there should be an understanding between him and the person responsible for
the patient. In such instances the dentist would actually be acting as a mental
therapist, and the fees could be worked out to the satisfaction of both parties. I am
suggesting that in some of these patients it is better not to complete treatment.
However, there are complications which these cases create, among which are
(1) finances and (2) the difficulty of the dentist to recognize the severity of the
psychotic condition. Besides these complications, the patient’s relatives and friends
must be sympathetic and understanding of the problem, and the dentist must be
willing to remain in the case in spite of its interminability.

IF OUTCOME UNCERTAIN IN EMOTIONALLY
'DISTURBED PATIENTS, POSTPONE TREATMENT

In every practice there are patients with pronounced psychotic tendencies.
For them we must carefully weigh our words because what is said is often mis-
construed. It is easy to establish contact with some patients, whereas with others
we never seem to totally win their confidence.

In order to avoid becoming involved, their case histories should be carefully
appraised before undertaking treatment. Although there may often be no dis-
tinguishing hallmarks to identify mentally disturbed patients, their criticism of all
their former dentists, regardless of their known skill and ability, should alert you.
Establishing contact with their medical advisors can also be of considerable assist-
ance. Refusing to be guided by this advice very often places you at the end of a
long list of dentists who have been unsuccessful.

If you are doubtful as to whether to undertake treatment, especially if no
form of restorative work has yet been undertaken, it is wise to postpone the start-
ing date. For the past two and one half years, I have been postponing extensive
restorative work for a middle-aged woman, whom I suspect has more of a mental
than a dental problem. Although I do not deny the existence of a dental problem,
as long as several able colleagues and I have not been able to identify it, it seems
more intelligent not to subject her to any extensive restorative therapy. At pres-
ent she manages to live with her symptoms, which I suspect are unreal. How-
ever, if some form of oral rehabilitation is undertaken and her interocclusal re-
lationship is altered, these fancied symptoms could become real and this patient
may become another unhappy victim of our experimentation without controls.
We have no controls when these patients are launched on a major rehabilitation
program.

The complexities which arise are endless. Some of these patients are able to
analyze their own problems and even rationalize with themselves. During the
period of the menopause or the climacteric, emotional disturbances often manifest



Effects of neurosis 625

themselves. If there is any reasonable doubt, abstain from becoming involved in
extensive prosthetic procedures at such a time. Remember that the same form
of mental therapy may be necessary that the emotionally disturbed patient re-
ceives from a psychiatrist, and I repeat again that the overwhelming majority
of dentists are totally unprepared to deal with these patients.

CONCLUSION

Case 1

Past history

I have attempted a broad consideration of the subject, presenting some the-
ories and many clinical facts. The approach has been entirely a dental one. There
are about 4500 accredited psychiatrists in the United States, but there are more
disordered lives than they can treat. Deep-seated emotional problems may be
regarded as a constitutional disease for which the patient may not be responsible.*
There is so much to be said about these emotional imbalances and their effect
upon the oral tissues that I have only been able to bring this delicate subject
from the shadows closer to the light. Much more can and will be done by you to
expose it to further research at the clinical and laboratory level. If a prosthodontist
has gone through his professional life without encountering such patients, he can
consider himself fortunate. I recently listened to a colleague tell an audience that
he would never again permit his patients to transfer their problems to him because
they already had caused him to have two heart attacks. I wish it were as simple
as that. As professional men, we are responsible for their dental problems and
these are always tied, to some degree, with their neural responses. Although it
would hardly seem fair to permit some few patients to absorb an unfair proportion
of your precious time and energy, still the dividing line between the mechanical,
physiological, and psychiatric areas is not easily defined. Until it is, we must con-
tinue to expose ourselves to these dangers in order to help others to a better
understanding of the situation.

In 1940 a young woman in her late thirties was treated. She was receiving
injections for various ailments and was very tense. The upper molars had deep
periodontal pockets. Except for these pockets there was no pathology disclosed
by either clinical or roentgenographic examination. During the next four years
the periodontal pathology became more advanced, and the pockets became ver-
tical in outline. In 1944 the upper first molars were removed and replaced by
means of two fixed partial dentures. By 1952 the remaining molars had to be
removed because of continued pericdontal pathology. No other area of her mouth
was involved. She was still under medical care. Her condition was also made more
difficult by a financial problem.

In December, 1952, a removable partial denture was inserted that replaced
the upper right and left first and second molars. The work was executed carefully,
and precision attachments were used as retainers. A mucostatic impression was

*Fosdick, Harry Emerson: Inner peace and how to build it, Reader’s Digest, July, 1963, pp.
110-113.
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taken in a specially constructed tray. The fixed and removable castings were re-
lated by means of separate impressions. Multiple abutments were used.

In 1959 a deep periodontal pocket developed associated with her right second
bicuspid. Subsequently a periodontal abscess occurred. This had been incised
and evacuated and the gums resected in an effort to retain the bicuspids. The
prosthesis was removed and, with the approval of the patient, never again inserted.
To the time of writing no further trouble had developed. The remaining portions
of her mouth were in good condition,

She was still under emotional stress. Her life had been disappointing. It was
necessary for her to be employed because of continued financial pressures. There
seemed to be some connection between her emotional background and her dental
difficulties. However, why had pathology set in only in definite areas?

When first seen in 1940, she stated that a dentist had advised oral reconstruc-
tion in 1933. At that time it would have been unwise. Even now, it did not seem
necessary. Although it cannot be denied that the periodontal pathology associated
with the bicuspid abutments may have been caused by the traumatic pressures
exerted by the removable prosthesis, still the emotional backgrou