ORTHO POINTS
Lateral Agenesis
ome of the orthodontic situations that present to
our office by reference, or after a routine panogram
taken around age 8, imply congenitally missing one
or two upper lateral incisors. In classifying such
a malocclusion, the diagnosis has been arbitrarily
described as mild hypodontia (1-2 missing teeth).1
83% of patients presenting with hypodontia only have
one or two missing teeth. Then the bilateral absence of the
upper lateral incisor is more frequent than its unilateral absence
(54%).2
Throughout the years I found many dentists to be confused
about the “rules of engagement” when that situation occurs.
What should we do now? What should we postpone? After the
parents are informed of the facts, they may even put pressure on
the dentist to get something done quickly. Let’s review some of
the features to be taken into consideration before making a final
decision.
In orthodontics, a problem usually doesn’t come alone,
and it is very common to find something else going on after
we found a congenitally missing tooth. For example, patients
with upper lateral agenesis have a 2.4 greater chance of having a
palatally impacted cuspid (Becker and al, 1981), probably due to
lack of guidance of eruption from the lateral root.
Clinical Issues
What is usually seen in cases with missing upper laterals
is the uneven distribution of space after the cuspids have
erupted following the path of least resistance, mostly where the
laterals should have erupted (Figure 1). In cases of prosthetic
replacement, optimal and functional results will be achieved
when spaces are at the appropriate location and of natural
dimension. In cases of lateral-cuspid substitution, it will be
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Figure 2 - At this point, nothing is to be done that could
better help the case. It is more convenient to postpone
orthodontic treatment after complete eruption of upper
permanent cuspids

Figure 1 - Most
often, the
permanent cuspid
will erupt in lateral
incisor position,
which is favorable
on a periodontal
standpoint.
Figure 3 - It is noticed on the x-ray that both lower 2nd
bicuspids are distally inclined.
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Opening or closing the space
Opening
If decision is oriented towards an opening of the upper
lateral space, the advantages and disadvantages have to be
analysed:
Advantages: 1- Balanced dental mass between upper
and lower arches, allowing for dental class one relationship
and normal overbite and overjet, 2-Functional cuspid rise,
3-Regularly shaped anterior teeth, provided that the the
prosthesis offers a pleasing result.
Disadvantages: 1- Additionnal costs for the patient (for
both temporary and final prosthesis), 2- Possibly compromised
esthetics since it is an anterior challenge with bone and soft
tissues concerns and dental laboratory, 3-Possible
longer duration of treatment to ensure proper
preparation of the site for a future implant, and the
need to postpone implant placement after vertical
C
growth is over.
All these details have to be explained to the
patient (or parents) and this requires a period of quiet time in a
private office room, with pictures and models to get an honest
informed consent.
Timing is of great importance if this option is selected, and
the possibility of starting orthodontic treatment later in order to
place implants right at the end of treatment instead of using a
temporary should be considered. If no implant will be used, then
treatment may start right after the eruption of the permanent
cuspid.
Clinical Case
After a panoramic x-ray was taken on an eight-year-old girl,
it was discovered that both upper lateral incisors were missing.
Clinical evaluation confirmed a light skeletal class 3 tendency
and edge-to-edge upper and lower incisor relationship. This
situation favored the need to eventually open the spaces and
obtain a firm and hopefully more stable occlusion. In class 3
situations, the maxilla is oftentimes a little smaller than normal,
so therefore the need to add tooth mass to the maxilla by
replacing the missing lateral incisors seemed the right choice.
Parents insisted that the problem be addressed as soon
as possible, even if that implied using temporary bridges, and
implants after growth has ceased. The parents were informed
that it was in the best interest of their daughter to postpone
any orthodontic treatment until permanent cuspids had fully
erupted (Figure 2), so that bone would have sufficiently increased
in width in the upper lateral incisor area. It was noted that
lower 2nd premolars were erupting ectopically. In orthodontics,
one problem never comes alone (Figure 3). Records to initiate
treatment were taken (Figure 4a to 4g).
In order to create an ideal site for future implants, the first
step is to close upper central incisor diastema (Figure 5), and
then bring the permanent cuspids directly next to the central
incisors. This is done on a fairly big and rigid wire, like a 0.018
x 0.025 CuNiTi. Since the roots of the cuspids are very large
bucco-lingually, this will create a wide enough bone to welcome
the implants in adulthood. When using this approach, the
resorption rate has been shown to be very low (± 1%) in the long
term. (Spear, Matthews & Kokich)
64

A

B

D

E

F

G
Figure 4.

Figure 5 First step is
to close the spaces
between the cuspids
and the central
incisors.
Figure 6 - The space
for the upper laterals
is re-opened, leaving
adequate ridge
of bone for future
implants.

Figure 7 - For
easier mechanics,
extraction of primary
cuspids is done
just when ready to
retract the upper
cuspid.
IJO  VOL. 24  NO. 4  WINTER 2013

Next step is to open the space or spaces the right amount
in anticipation of placing lateral pontics made of composite, on
which brackets are placed for esthetic reasons (Figures 6 and 7).
It is very advisable to consult with the dentist who will
place the implants before removing the braces in order to make
sure adequate space will be available. If required, it is then still
possible to move teeth if roots angulation was to be corrected
(Figures 8a to 8g show the end result).
Closing
If decision is made to close the upper lateral space, the
advantages and disadvantages frequently are as follows:
Advantages: 1- No additional costs for the patient since
no prosthesis will be required, 2- Less hassle for hygiene around
bridges or implants, 3- Great esthetics when well performed and
with color matching nicely, 4- Sometimes shorter treatment time
since cuspid is very often already next to the central incisor, 5No need to postpone treatment until growth is completed
Disadvantages: 1- Discrepancy in dental mass between
upper and lower arches, sometimes leading to an anterior edgeto-edge relationship, 2- No cuspid rise, 3-Darker color of the
cuspid compared to an incisor, sometimes requiring a porcelain
veneer, 4- If unilateral, anchorage control can make it harder to
have dental midline at the right place.
Besides the good habit of using an upper cuspid bracket on
the upper first premolar and an upper lateral bracket on the upper
cuspid for root position purposes, adequate ameloplasty should be
performed to make the cuspid looks like a lateral incisor.
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Figure 8.

Transformation procedure includes:
1- Flattening of the cusp tip to mimic the upper lateral
incisal edge
2- Make the mesio-incisal angle rounder
3- Generous lingual reduction
4- Decrease the buccal surface eminence
5- Decrease the width of the crown
Usually, only minimal tooth movement will be necessary to
achieve a good occlusion, since it is frequent that molars on the
side of the missing lateral will already be in a class 2 relationship
and the cuspid, close to the central incisor. In this situation, the
option of closing the lateral incisor space may prove to result in
a shorter treatment time.
Clinical case
In 2008, a 13-year-old boy consulted with the chief
complaint that he didn’t like the fact he had missing
tooth when he laughed in the mirror. He had a
slightly retrognathic mandible, and a mixed
malocclusion with an 8 mm-class 2 cuspid on the
C
left side. Both his upper and lower midlines were
deviated 3 mm to the left (Figure 9 a to g). After discussing with
the parents, they opted for an alternative treatment plan that
included only treating the upper arch. He had attrition on teeth
13 to 21 and 32 to 42, and teeth 23 and 33 were in crossbite.
Also, as it is often the case when missing an upper lateral incisor,
the contralateral tooth was very small in size.
Treatment objectives included: 1-keeping the horizontal
relationship of quadrants 1 and 4 as much as possible,
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Figure 9.
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