
IOSR Journal of Dental and Medical Sciences (IOSR-JDMS)  

e-ISSN: 2279-0853, p-ISSN: 2279-0861.Volume 15, Issue 1 Ver. VIII (Jan. 2016), PP 90-99 

www.iosrjournals.org 

DOI: 10.9790/0853-15189099                                           www.iosrjournals.org                                       90 | Page 

 

Interdisciplinary Management of Congenitally Agenesis 

Maxillary Lateral Incisors: Orthodontic/Prosthodontic 

Perspectives 
 

Abusalih Ahmet
1
, Ismail Hakki Bayraktar

2
, Abdulgani Azzaldeen

3
, 

Chlorokostas Georges
4
, Abu-Hussein Muhamad

5
* 

Al-Quds University, Faculty of Dentistry,Jerusalem,Palestine 

 

Abstract: The present paper reports the treatment of a young adult woman with congenitally missing 

maxillary lateral incisors who underwent orthodontic treatment for improvement of teeth alignment and 

occlusal balance previous to dental implant surgery. This treatment also allowed appropriate space for the 

future lateral incisors crowns. Then, Implants were positioned and prosthetic abutments installed. Ceramic 

laminates were planned on central incisors in order to improve anterior aesthetics. All-ceramic crowns and 

laminates were made using lithium dissilicate-based ceramic   The multidisciplinary association of orthodontic, 

implant and prosthetic techniques resulted in successful functional and aesthetic rehabilitation of the case, 

which was maintained after 1 year follow up. 
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I. Introduction 

Dental agenesis is defined as congenital absence of one or more teeth in primary or permanent 

dentition.1It is also known as hypodontia and is one of the most frequently encountered of all oral variation that 

affects a large population. Epidemiological studies reveal make that one of the most common congenitally 

missing tooth is lateral incisor in maxilla causing esthetic and functional impairments in the affected 

individual.[1,2] It might be associated with Non-syndromic systemic problems, syndromic conditions or other 

oral anmolaies. Management of missing lateral incisors is a challenging procedure that involves a multi-

disciplinary approach for rehabilitation of impaired esthetics and function.  The most common treatment 

approaches advocated by the   clinicians include regaining of the space of missing tooth followed by prosthetic 

replacement, auto transplantation of developing premolar and space closure with substitution of canine.[1,2,3,4] 

Several etiological factors have been suggested for the development failure of the permanent tooth germ, thus 

leading to its absence, such as: physical obstruction, dental lamina rupture, limitation of space or functional 

anomalies. In spite of recent progress, the etiopathogenesis of hypodontia remains largely unknown  . There is 

evidence that congenital tooth absence can be the result of environmental or hereditary causes, or even of their 

interaction .[1,2] The development of human dentition in terms of structure and organization is under genetic 

control and involves several factors, therefore it is logical to assume that mutations in some genes encoding 

these factors may affect the normal development of teeth and, eventually, may cause their absence.[3] Non-

syndromic hypodontia is more common than the syndromic type. The evidence of a genetic cause for non-

syndromic hypodontia came from the identification of significant family aggregation of MLIA and suggest 

microdontia of maxillary lateral incisors as part of the same phenotype, segregating as an autosomal dominant 

trait with incomplete penetrance  ; however, modes of transmission linked to X-chromosome and of polygenic 

or multifactorial type have also been proposed  .[1,2,5] Candidate genes in early steps of tooth development 

regulation (MSX1, PAX9, AXIN2, TGFa, Activin-b A, LEF1, RUNX2, BMP4, MMP1, MMP20), have been 

screened for putative mutations in affected families . Some mutations associated with tooth agenesis have been 

identified in humans at the MSX1 And PAX9   genes. Nevertheless, these genes might be fundamentally 

implicated in the odontogenesis of posterior teeth [5]  . Lammi et al., (2004), reported that a nonsense mutation 

in the AXIN2, an essential component of the WNT/b-catenin pathway, caused familial oligodontia with a severe 

phenotype. In addition to oligodontia, those authors also found that a mutation in AXIN2 predispose the 

individual to colorectal cancer.[6] Considering the discrepancy between the high prevalence rate of tooth 

agenesis and the relatively small number of reported causative mutations in the PAX9, MSX1, and AXIN2 

genes, the genetic contribution to hypodontia/oligodontia seems quite heterogeneous. Environmental and 

epigenetic factors as well as genes regulating odontogenesis require further in vivo and in vitro investigation in 

order to better explain the phenotypic heterogeneity and to increase our knowledge about the odontogenic 

process.[5,6] 

Polder et al found in their meta-analysis that dental agenesis differs by continent and gender: The 

prevalence for both sexes from Caucasian populations in North America, Europe and Australia ranged from 3,2 



Interdisciplinary Management Of Congenitally Agenesis Maxillary Lateral Incisors:  

 

DOI: 10.9790/0853-15189099                                           www.iosrjournals.org                                       91 | Page 

% males and 4,6 % females in North-American to 5,5 % males and 7,6 % females in Australia. The most 

affected teeth were the mandibular second premolar followed by the upper lateral incisor and the upper second 

premolar [7,8].  

Högberg et al. impressively describe in their study of 1986 that at the age of 9 years children can 

realise that they are handicapped. Accordingly psychological help may be necessary, depending on the degree of 

aplasia.[9]  

Missing lateral incisors as well as peg shaped lateral incisors present the clinician with unique and very 

challenging aesthetic demands [2,3,4]. It is helpful to determine from an early stage which final treatment 

modality would be utilised. Treatment options include space closure, re-establishment of the space or no 

treatment at all[4]. These cases are best identified and managed at an early age and usually require a multi-

disciplinary approach. If implants are utilised it is important to choose an implant system that is versatile so that 

any restorative requirement can be addressed. In young patients it becomes important to choose a strong implant 

design and a system that offers a cone connection and horizontal offset. With modern treatment modalities a 

very satisfactory outcome can now be achieved [2,4,5].  

The patient and parents should be counseled about the complexities of this unfortunate anomaly as 

soon as it is identified. All the available long-term treatment options need to be discussed as well as the 

considerable cost implications of each [4,5].  

Most patients are diagnosed with hypodontia between the ages of 6 – 12 years. The general dentist is 

well positioned to manage the case and to make necessary referrals at the appropriate stages of development. 

Regular consultation visits are thus highly recommended and routine maintenance and restoration of the 

dentition is important as part of the overall management of the patients [3,4,5] 

Generally, maxillary lateral agenesis is diagnosed at an early stage of childhood. Due to the change 

over time is inevitable in biologic systems, the most important treatment decisions must be linked to the long-

term outcome. The results of treatment should preferably be completed when the patients are in their young 

teens and should be expected to represent a natural dentition over time [1,2]. It is recommended to delay the use 

of prosthetic restorations until skeletal growth is completed [1,3]. 

Missing maxillary lateral incisors’ conventional space closure is a proper and safe procedure that 

obtains satisfactory functional and esthetic long-term results [ 9.10]. This treatment alternative is orthodontically 

space closure with the maxillary canine substituting and camouflaging the canine to mimic the appearance of a 

lateral inciso. The first premolar tooth can also be reshaped as canine for the durability of esthetics. This 

camouflaging may be accomplished by the orthodontist with tooth reshaping and positioning   and further 

progress may be attained by individual tooth bleaching, resin composite buildups, or laminates accomplished by 

restorative dentistry disciplines [10,11 ]. 

The advantage of space closure using canine substitution is the avoidance of introduction of fixed 

partial dentures or implants. The prosthetic replacement with fixed partial dentures necessitates intact tooth 

structure removal and both treatment options are typically more expensively. The parents and the patient should 

be informed about the damage benefit relation of the course and limited time span of the invasive operative 

interventions emphasizing the sacrifice of the sound tooth structures. However, in addressing the esthetic 

concerns of the patient in very severe situations, this treatment might be the most successful alternative [3,4,5]. 

In addition, while the lateral agenesis patient has gummy smile, the treatment choice should be space closure 

rather than placing implants [19,11]. 

In cases with Class 1 skeletal relationships, orthodontic space opening treatment is preferred to 

treatment by space closing for maintenance of posterior occlusion [3,4]. Color incompatibility between 

maxillary canines and central incisors is also another factor for the decision for or against space opening [3]. 

There are several methods to determine the width of space is required for missing lateral replacement. The first 

one is named the ‘’golden proportion’’, the second one is to use the opposite lateral incisor as reference, the 

third method is to use Bolton analysis, the fourth and most appraisable guide for considering the ideal 

replacement space is to conduct a diagnostic wax-up [3]. 

When treatment plan involve creating a space for missing lateral incisor, there are 2 treatment 

alternatives: a tooth-supported restoration and a single tooth implant. Nowadays, tooth supported restorations 

can be divided into 3 available categories: a resin bonded fixed partial denture (FPD), a cantilevered FPD, or a 

conventional FPD [10]. 

Implants are one of the treatment modalities to take place congenitally missing lateral incisors without 

disturbing the adjacent teeth in orthodontic patients [3,5]. An interdisciplinary point of view should be preferred 

during the diagnosis, prognosis, and treatment scheme to hinder several potential problems. However, the major 

drawbacks of this treatment option are the unpredictable prognosis of dental implant treatment and the 

ambiguous ability of meeting the esthetic and functional expectations of a young patient with high esthetic 

demand.[12] 

The minimum age of the implant patient is more often a concern for maxillary anterior tooth 
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Replacement, especially for congenitally missing lateral incisors in terms of skeletal maturation level [13]. 

During the developmental stage vertical and anteroposterior growth changes are substantial in this area. The 

vertical growth of the maxilla exceeds all other dimensions of the growth in this quadrant; therefore premature 

implant placement can result in the repetitive need to lengthen the transmucosal implant connection which leads 

to poor implant-to-prosthesis ratios and the potential to load magnification [3,14,15]. 

Brahmin   advised that whenever possible, implant placement must be delayed until the 15th years for 

girls and 18th for boys. If is placed earlier, it will relatively seem to submerge vertically, because the implant 

can not erupt like the adjacent teeth [16]. Additionally, Thilander et al.  showed that a predetermined 

chronological age may not be guidance for implant placement. According to the authors [17] During post 

adolescence, because of a slight continuous eruption of the adjacent teeth, a dental stage, indicating fully erupted 

permanent teeth and skeletal maturation completed or almost completed, is not sufficient to hinder infraoclusion 

of the implant-supported restoration. Similarly numerous of studies showed that infraocclusion may occur 

correspondingly the continuous eruption of adjacent teeth even an implant is placed in adult with skeletal 

maturation completed or almost completed [17]. Importantly, Thilander et al. emphasized that the mentioned 

infraocclusion with minor degree was seen in patients with good interincisor stability also. In addition, the 

osseointegrated fixtures will not be able to be displaced in the transverse and sagittal dimensions during the 

growing . 

On the other hand, in the literature there are some studies which are advocating implant therapy with 

high success rate for the rehabilitation of unilaterally or bilaterally congenitally missing lateral incisor.[17] 

 The present paper reports the treatment of a young adult woman with congenitally missing 

maxillary lateral incisors who underwent orthodontic treatment for improvement of teeth alignment and occlusal 

balance previous to dental implant surgery. 

 

Case Report 

The initial clinical exam revealed diastema, congenitally missing maxillary lateral incisors with the 

canines located in the lateral incisor positions, and the primary maxillary canines still located in their original 

positions.These aspects created not only esthetics deficiencies but also maloclussion. Therefore, a 

multidisciplinary treatment was suggested to restore both esthetics and function. 

 

Phase 1: Planning  

All dental professionals involved in the treatment (orthodontist, periodontist, master ceramist, and 

operative dentist) evaluated the clinical case individually to decide which noninvasive procedures were 

indicated. Next, the four professionals discussed the prognosis and limitations of the case. The master ceramist 

performed a diagnostic wax-up to provide a model of the multidisciplinary treatment. After patient approval, the 

conservative treatment was then split into three restorative phase orthodontic, surgical, and restorative. 

 

Phase 2: Orthodontics    

Dental implants have become a common method for restoring missing teeth. However, especially upper 

lateral incisor implants are esthetically challenging. The orthodontic improvement of the procedure and the final 

attendance result of these patients can be accomplished best by positioning the remaining natural dentition in the 

anatomically correct location. This treatment should be closely coordinated with the implant placement and the 

restorative team. In cases of extensive dento-alveolar and skeletal malformations, occlusion and facial 

proportions additionally must be improved by orthognatic surgery and sometimes even by esthetic plastic 

surgery.  

The orthodontic treatment used the following parameters for evaluation: sagittal relationship between 

the dental arches; posterior occlusion; location, shape, and size of the canines; amount of remaining interdental 

space; and profile and facial skeletal pattern of the patien.   

After orthodontic treatment was finalized, the orthodontic brackets were removed and a removable 

appliance was used to replace the missing maxillary lateral incisors. (Fig.1) Fig.2a, b) 

 

Phase 3: Surgical 

After 15 months of orthodontic treatment, exact locations for surgical implant placement were 

determined by CBCT 3-D positioning system.12mm implant for 11 and 12mm implant for 21, were placed. The 

temporary crowns were inserted while waiting for the healing process. (Fig.2c, d) The correct tridimensional 

positioning of the implants allowed sufficient amount of bone and gingival tissue, which are extremely 

important for  maintenance of supporting tissues on buccal side. The suitable palatal implant approach is crucial 

on keeping harmonic gingival architecture.(Fig.3a,b) 
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Phase IV - Prosthodontic Treatment 
Waxing analysis was used to plan minimally invasive ceramic laminates for the central incisors 

since their shape need improvements. Minimal wear was performed to ensure direction of insertion and 

resistance to the restorative materials (ceramic laminates). During preparation, all angles were rounded using 

extrafine tapered-cylinder round-end diamond burs , silicone rubbers  , abrasive disks  , and felt disks  to smooth 

the prepared surfaces. Impression of the prosthetic abutments and prepared teeth was performed using 

polyvinylsyloxane-based material  and retraction cords . The accuracy on coping gingival groove favors 

determining cervical finishing for the ceramic laminates, which must be perfectly adapted to tooth enamel. The 

ceramic laminates and the prosthetic crowns were made with lithium dissilicate-based ceramic . High fracture 

resistance and good aesthetic performance are some of the properties of lithium dissilicate ceramics , what 

guided the material choice. All functional and esthetic adjustments should be ideally performed on the mock-up 

restoration previous to laminate confection, since thin restorations are delicate pieces that cannot be worn. 

Checking of both full crown and ceramic laminates was carefully performed since direction of insertion of the 

restorations and fit must be verified before luting. Ceramic laminates can also be influenced by the luting agent 

color due its reduced thickness, so testing the luting agent shade before final luting also becomes an important 

step. (Fig.4) The internal surfaces of the crowns and laminates were etched with 9.5% hydrofluoric acid for 20 

seconds  . The surfaces were washed with water and 37% phosphoric acid was applied for 60 seconds   followed 

by cleaning. The ceramic restorations were silanized  with a silane coupling agent   actively applied for 1 

minute. Etching of enamel was performed with 37% phosphoric acid for 30 seconds followed by application of 

a total-etch single component adhesive system . Light-curing resin cement was used to lute the ceramic 

laminates. Excess cement was removed with a disposable brush applicator, and each surface was photoactivated 

for 60 seconds by a LED-curing unit with 1200 mW/cm2 light output  . The full all-ceramic crowns were luted 

using self-etching dual cure resin cement  according to the manufacturer’s instructions. Occlusal contacts were 

marked, and protrusive and lateral movements were checked. (Fig.5) (Fig.6.a,b) 

 

II. Discussion 

Missing lateral incisor leads to an obvious asymmetry in the patients smile, shift in the dental midline. 

In addition the peg shaped lateral incisor further adds to the unsightliness of the smile. There seems to be an 

association between hypodontia and malformation of the maxillary laterals which may be reduced in size or 

simplified in shape, often becoming peg-shaped. It may even provoke an unfavorable response from others in 

society. The canine can drift mesially into an end-on or Class II relation which is functionally 

undesirable.[3,4,10,11] Single tooth implants are a good treatment option for replacing the missing teeth 

provided that the subject's dental and skeletal development is complete and it has several improvements over 

resin bonded prosthesis: preparation of adjacent teeth is not needed; the tooth replacement will function 

individually; a conventional oral hygiene technique can be used; preservation and stimulation of existing bone 

and soft tissues occur, including recreation of the interproximal papillae; and stability and function are improved 

because of the implant supporting the crown.[17.18] When planning for the placement of a single tooth implant, 

the orthodontist must ensure adequate space between the crowns and roots. Both the quantity and quality of 

alveolar bone must be assessed before implant placement is considered.[16]To accommodate a standard implant 

there should be a minimum of 10 mm of inciso-gingival bone and a minimum of 6.0 mm of facial-lingual bone.1 

In cases where there is insufficient alveolar bone for implant placement, ridge augmentation may be necessary 

in addition to orthodontic repositioning of adjacent teeth.[16] Adequate space for the implant is also required 

between the adjacent roots.[17,18,19] The average dental implant fixture is 3.75 mm wide, and 1 to 2 mm of 

space is necessary between the fixture and the adjacent roots. Typically, between 6 and 8 mm of bone between 

the central and canine roots is recommended. Creating adequate space between the roots must be specifically 

addressed since the central and canine roots may be brought into closer proximity when the teeth are initially 

aligned orthodontically.[3]  To create adequate space for the implant, further orthodontic treatment may be 

necessary to move the roots further apart. Space for the coronal restoration must also be assessed. The average 

implant platform, which is 4.0 mm wide, requires a space of 1.0 mm mesially and distally between the platform 

and the adjacent tooth to facilitate proper healing and the development of a papilla postoperatively.[12,15]Thus, 

a minimum of 6 mm of space for the lateral crown is required be based on a comprehensive evaluation of the 

age, occlusion, and space requirements of the patient as well as the size and shape of the adjacent teeth [20]. 

Treatment for children with several congenitally missing teeth is challenging because the growth and 

development of the oral structures have to be taken into account.[17,18,19,20] 

One of the treatment options is the use of implants [3]. However, because of the residual facial growth 

in young patients, infraocclusion of the implant may occur as the implant becomes ankylosed to the alveolar 

bone [3]. The other treatment options include maintaining the deciduous teeth, extracting the deciduous teeth 

and allowing the space to close spontaneously, prosthetic replacement, and orthodontic space closure [21]. On 



Interdisciplinary Management Of Congenitally Agenesis Maxillary Lateral Incisors:  

 

DOI: 10.9790/0853-15189099                                           www.iosrjournals.org                                       94 | Page 

the other hand, if donor teeth are available, autotransplantation is a viable option. If the autotransplanted teeth 

do not ankylose, they will promote alveolar growth along with the eruption process [22]. 

 

The Esthetic Outcome Of Implant Restorations Are Influenced By Many Variables 

Including:[23,24,25,26,27,28] 

A. Patient’s expectation and smile line: Patients’ esthetic expectations must be evaluated together with the 

smile posture. Previous photographs may assist in determining the natural position of the lip when smiling. 

A high smile line poses considerable challenges because the restoration and gingival tissues are thoroughly 

displayed. The low smile line is a less critical situation due to the gingival display will be hidden behind the 

upper lip. 

B. The bony anatomy of the implant site: For successful esthetic restoration, the bony housing must have a 

three dimensional foundation that permits placement of an implant in a relatively ideal position. The bone 

graft procedure is necessary if the bony anatomy is inadequate. The most crucial dimension remains the 

apicocoronal dimension. The patient must understand that the missing hard and soft tissue architecture will 

need to be rebuilt so that optimum esthetics can be achieved. 

C. Implant position: The implants need to be evaluated in three dimensions: apicocoronal, faciolingual, and 

mesiodistal prior to the surgery since these positions will significantly influence the performing gingival 

architecture. Placing the implant close to adjacent root creates a great risk of the bone resorption.4 The 

surgical and radiographic guide along with a computerized tomography scan is essential to evaluate the 

required precision in implant placement, and to determine the proper diameter size and length of implants. 

D. Implant Restoration: Successful dental restorations on implant in the esthetic area are usually the result of 

close interdisciplinary cooperation between dental clinicians and technicians. The restorations need to be 

painstakingly fabricated in the laboratory to mimic the natural translucent appearance. In addition, several 

issues such as porcelain natural shade layering techniques, precision of margins, accuracy of framework, 

proper dental anatomy, and optimal occlusion are also a principal focus 

E. Gingival Biotype: The healthy appearance of the gingiva is a crucial issue. Characteristics of the gingival 

soft tissue biotype will play a prominent role in the final planning for the implant.4 A thick gingival biotype 

is more favorable since the thin biotype has a delicate soft tissue curtain, and reduced quantity and quality 

of keratinized mucosa. Therefore, the thin biotype will require the implant to be placed more palatal and 

deeper to allow a proper emergence profile and mask any metal show through. 

 

Restoration of congenitally missing maxillary lateral incisors treatment could include removable partial 

dentures, tooth supported restorations, resin bonded fixed partial denture, canine substitution or a single tooth 

implant 
8.
 Space conditions and patient’s age as well as on the patient’s dental, skeletal and occlusal conditions. 

should be taken into consideration when selecting the proper treatment for each individual case. Wax set-up 

study models are helpful involve the patient in the treatment plan.[3]. 

Implant supported fixed partial prosthesis is the most conservative way of treatment because of 

protection of the supported teeth, preventing of the alveolar bone resorption and esthetic outcomes.
 
 In this case 

report the patients were evaluated both radiographically and clinically at each appointment.   

The appropriate multidisciplinary rehabilitation of congenitally missing lateral incisors with previous 

orthodontic treatment, followed by correct tridimensional implant positioning and well fit lateral incisor 

implant-supported crowns associated to ceramic laminates on central incisors was effective in successfully 

restoring function and aesthetics for the case reported. (Fig.5) (Fig.6.a,b) 

 

III.   Conclusion 

The importance of communication between interdisciplinary team members increases with the 

complexity of the case. When orthodontics is indicated and severe wear or malformation of the dentition also is 

present, the intermediate restoration of the anterior teeth may be necessary, thereby requiring communication 3-

dimensionally and precisely between the restorative dentist and orthodontist. It is the practitioner’s or dental 

institution’s obligation to explain the limits and risks of extensive orthodontic, restorative, and implant therapy 

to other dental professionals so all can mutually agree while planning treatment. 

 

References 
[1]. Abu-Hussein M., Watted N., Abdulgani N. , Alterman M.; Non-Syndromic Oligodontia: A Rare Case Report, jmscr2015,3(5), 

[2]. 5649-5655 

[3]. Abu-Hussein M., Abdulgani A., Watted N .Zahalka M.; Congenitally Missing Lateral Incisor with Orthodontics, Bone Grafting and 

Single-Tooth Implant: A Case Report. Journal of Dental and Medical Sciences2015, 14(4),124-130 

[4]. Abu-Hussein M., Watted N., Abdulgani A., Bajali M.;Treatment of Patients With Congenitally Missing Lateral Incisors: Is an 
[5]. Interdisciplinary Task. RRJDS 2014,2(4),53-68 



Interdisciplinary Management Of Congenitally Agenesis Maxillary Lateral Incisors:  

 

DOI: 10.9790/0853-15189099                                           www.iosrjournals.org                                       95 | Page 

[6]. Abu-Hussein M., Watted N., Abdulgani A., BorbélyB.; Modern Treatment for Congenitally Missing Teeth : A 
MultidisciplinaryApproach; INTERNATIONAL JOURNAL OF MAXILLOFACIAL RESEARCH,2015,1(2);179-190 

[7]. Abu-Hussein M., Watted N., Yehia M., Proff P., Iraqi F.; Clinical Genetic Basis of Tooth Agenesis, Journal of Dental and Medical 

Sciences2015,14(12),68-77 
[8]. Lammi L, Halonen K, Pirinen S, Thesleff I, Arte S, Nieminen P. A missense mutation of PAX9 in a family with distant phenotype 

of oligodontia. EJ. Of Human Gene 2003, 11: 866-871 

[9]. Polder BJ, Van’t Hof MA, Van der Linden FP, Kuijpers-Jagtman AM A meta-analysis of the 
[10]. prevalence of dental agenesis of permanent teeth. Community Dent Oral Epidemiol. 2004,32: 

[11]. 217–226 

[12]. Abu-Hussein M., Watted N., Watted A., Abu-Hussein Y, Yehia M .Awadi O. , Abdulgani A .; Prevalence of Tooth Agenesis in 

Orthodontic Patients at Arab Population in Israel, International Journal of Public Health Research ,2015; 3(3): 77-82. 

[13]. Högberg G, Lagerheim B, Sennerstam R The 9-year crisis reflected at a rehabilitation center, at a child health care center and at a 
child and adolescent psychiatric center. Lakartidningen. 1986, 83: 2038–2042 

[14]. Abu-Hussein M.,  Watted N.,  Abdulgani  A.,  Kontoes N.; Prosthodontic-Orthodontic Treatment Plan with Two-UnitCantilevered 

Resin-Bonded Fixed Partial Denture, IOSR-JDMS 2015,14(12) , 131-136 

[15]. Abdulgani A.,. Kontoes N.,   Chlorokostas G.,Abu-Hussein M .;Interdisciplinary Management Of Maxillary Lateral Incisors 

Agenesis With Mini Implant Prostheses: A Case Report; IOSR-JDMS 2015,14 (12) ,  36-42 

[16]. Spear F. The role of temporization in interdisciplinary periodontal and orthodontic treatment. Advanced Esthetics & 
Interdisciplinary Dentistry. 2005;1(3):2-9. 

[17]. Roblee RD. Interdisciplinary Dentofacial Therapy: A Comprehensive Approach to Optimal Patient Care. Hanover Park, IL: 
Quintessence Publishing; 1994. 

[18]. Kokich VG, Spear FM, Mathew DP. Mandibular incisor intrusion: an adjunct to restoring short, abraded anterior teeth. Advanced 

Esthetics & Interdisciplinary Dentistry. 2006;2(4):22-28. 
[19]. Kokich OV, GA Kinzer and J Janakievski. Congenitally missing maxillary lateral incisors: Restorative replacement. American J 

Orthodont Dentofacial Orthop. 2011;139(4):435-445. 

[20]. Brahmin JS. Dental Implants in Children. Oral Maxillofacial Surg Clin N Am 2005; 17: 375-381. 
[21]. Thilander B, Odman J, Grondahl K, Friberg B. Osseointegrated implants in adolescents. An alternative in replacing missing teeth? 

Eur J Orthod. 1994;16:84–95. 

[22]. Strong SM. Replacement of congenitally missing lateral incisors with implant crowns. Gen Dent. 2008;56(6): 516-9. 
[23]. Kokich VG, Spear FM. Interdisciplinary management of anterior guidance: a case report. Advanced Esthetics & Interdisciplinary 

Dentistry. 2007;3(3):17-24 

[24]. Olsen TM, Kokich VG Sr. Postorthodontic root approximation after opening space for 

[25]. maxillary lateral incisor implants. Am J Orthod Dentofacial Orthop. 2010;137:158-9. 

[26]. .Kavadia S, Papadiochou S, Papadiochos I, Zafiriadis L. Agenesis of maxillary lateral incisors: a global overview of the clinical 

problem. Orthodontics: the art and practice of dentofacial enhancement. 2010;12:296-317. 
[27]. Czochrowska E.M., Skaare A.B., Stenvik A., Zachrisson B.U.: Outcome of orthodontic space closure with a missing maxillary 

central incisor. Am.,J. Orthod. Dentofac. Orthop. 2003, 123, 597–603. 

[28]. .Salinas TJ, Sheridan PJ, Castellon P, Block MS. Treatment planning for multiunit restorations - The use of diagnostic planning to 
predict implant and esthetic results in patients with congenitally missing teeth. J Oral Maxillofac Surg 2005;63:45-58. 

[29]. Proffit W, Sarver, D, et al. Orthodontic diagnosis: The development of a problem list 

[30]. (Chapter 6). In: Proffit W, etl al. Contemporary Orthodontics, 4E. St. Louis: Mosby; 2007: 167- 233 
[31]. Bergendal B, Bergendal T, Hallonsten AL, Koch G, Kurol J, Kvint S A multidisciplinary 

[32]. approach to oral rehabilitation with osseointegration implants in children and adolescents with multiple aplasia. Eur J Orthod. 

1996;18: 119–129 
[33]. Sarver D. The importance of incisor positioning in the esthetic smile: The smile arc. Am J 

[34]. Orthod Dentofacial Orthop 2001;120:98-111 

[35]. Kinzer GA, Kokich VO. Managing congenitally missing lateral incisors. Part II tooth supported restorations. J Esthet Restor Dent 
2005;17:76- 84 

[36]. Mayer TM, et al. The Single Tooth Implant: A viable alternative for single-tooth replacement. J Periodontal 2002;73:687-693 

 

Lgendes 
Fig.1; Patient with missing upper lateral incisors 

Fig.2a; X-ray showing minimal space between adjacent teeth- right side 

Fig2b; X-ray showing minimal space between adjacent teeth- left side 

Fig.2c; A CBCT (Cone Beam CT Scan) done to precisely measure amount of space and bone and perform 3-D 

digital work up as simulation 

Fig.2d;A digital 3-D model created that shows position of implants and proposed position of the crowns. 

Fig. 3a; Implant #7 was placed with a precision guide using our virtual / 3-D work up 

Fig. 3bImplant #10 was placed with a precision guide using our virtual / 3-D work up 

Fig. 4; after healing and a 3-month period of temporization, final crowns were placed: A terrific new smile for 

the patient 

Fig.5; New crowns and supporting gum tissue look very natural 

Fig.6a; The final X-ray with crown on implant #10 

Fig.6b; The final X-ray with crown on implant #7 
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