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the answer is a resounding nO 
traditionally, when a patient 

presents with a Class iii malocclusion 
and associated reverse overjet-they have 
usually been planned for orthognathic 
surgery. For many of those patient’s, 
treatment can involve a far more simple 
and conservative approach.

Firstly, let’s describe a Class iii 
malocclusion – this is where the lower 
arch is positioned anterior to the upper 
arch. From a technical point of view, the 
Mesiobuccal cusp of the upper first molar 
sits posterior to the buccal groove of the 
mandibular first molar 

Many of these Class iii malocclusions 
also present with a posterior crossbite – 
as the wider part of the mandible is now 
more forward to the ideal position, and 
hence a transverse discrepancy appears in 
the posterior segment.

occlusion will identify the vertical issues 
more accurately – hence these patients need 
2 separate radiographs. in order to obtain 
the Cr radiograph-the dentist needs to 
provide a wax bite with no anterior contact 
– and this will need to be in the patient’s 
mouth at the time of that radiograph. 

On the other hand, if we cannot achieve 
an edge to edge bite in Centric relation – 
this would indicate there is a significant 
skeletal component to the malocclusion 
and hence surgery may be the best option. 
there are cases which are diagnosed as a 
Pseudo Class iii malocclusion – but the 
upper incisors are already proclined and/or 
the lower incisors are retrusive and hence 
teeth are already dentally compensated 
for the skeletal malocclusion, and we are 
unable to orthodontically provide any 
further compensations – so this type of 
presentation may also require a combined 
orthodontic/surgical approach . 

Assuming the patient has a Pseudo 
Class iii malocclusion which is amenable 
to dental compensation – various options 
may be available. these include but not 
limited to:

Do all class III cases require 
Orthognathic Surgery?
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Figure 1: A class 3 malocclusion

Figure 2: a Teeth in Centric relation and 
b Centric occlusion after functional shift 

Figure 3: Lateral ceph in Centric relation

Diagnosing a Class 3 Malocclusion 
correctly 
A Class iii malocclusion can be dental or 
skeletal in nature. the correct diagnosis 
is essential in providing the correct 
treatment for an individual patient.

to differentiate between a true skeletal 
and dental functional malocclusion- 
patients who present with Class iii molar 
relationship and/or anterior crossbite 
should be checked for the presence of a 
functional shift.

if we can obtain an edge to edge bite 
in centric relation, then the diagnosis is 
a “Pseudo-Class iii malocclusion”. At 
that point the patient needs to shift their 
mandible forwards into Centric Occlusion 
to obtain a stable and comfortable occlusal 
scheme.

ideally, the cephalometric analysis also 
should be performed from Centric relation 
to more accurately assess the sagittal 
discrepancy, whilst the conventional 
lateral cephalometric radiograph in Centric 

Figure 4: Non extraction therapy showing upper 
anterior advancement (before and after)

i. non extraction approach in the upper 
arch to allow advancement of crowded 
anterior teeth 

ii. Dental extractions in the lower arch eg 
extraction of lower incisor: especially 
appropriate if there is a Bolton tooth 
size discrepancy (mandibular excess) 
between the upper and lower incisors. 

iii. extraction of the upper second and 
lower first premolars: this may be 
indicated in situations where minimal 
space for correction of upper crowding 
is required and most of the upper 
extraction space is utilised for mesial 
movement of molars to correct molar 
relationship. 

iv. Many of these patients will require 
Class iii elastics to aid in anterior 
movement of the maxillary dentition 

Hence if we are dealing with a Pseudo 
Cass iii malocclusion i.e. one where we 
can manipulate the mandible into an edge 
to edge position in Centric relation – the 
following questions must be asked:
u	 Are we able to advance the upper 

anterior teeth/arch?
u	 Are we able to retract the lower 

anterior teeth? 
u	 Or can we do a combination of a and b

if we can answer yes to the above 
questions – the practitioner has a great 
chance of being able to provide minimal 
dental compensations to eliminate the 
functional shift and hence correct the 
anterior dental relationship.
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and distal movement /uprighting of 
the lower incisor segment.
the treatment approach to Class iii 

malocclusions can be different between 
growing and non-growing patients.

Treatment of a developing Class III:
several authors have recommended 
early treatment of developing Class 
iii malocclusions to obtain growth 
modification. the validity of two-phase 
treatment is supported by studies that 
show greater orthopaedic effects when 
treatment is started in younger patients.

Expansion and partial fixed appliance:
the use of a palatal expander and 
maxillary protraction facemask is highly 
recommended. the maxillary expander 
can be banded in hypo-divergent cases or 
bonded in Hyperdivergent cases. 

Face mask treatment:
this can commence as soon as the upper 
permanent incisors start to erupt, and 
our aim is to obtain significant positive 
overjet, and follow up until the pubertal 
growth is completd – and hopefully the 
new position of the maxille can house 
the mandible and restricts its growth 
in future. However, in some casey the 
mandible can grow excessively, and the 
reverse overjet returns, and those cases 
may require surgery or a camouflage 
extraction treatment.

then downside to early treatment 
using Facemask therapy, which usually 
is followed by a course of fixed appliance 
treatment – is the long treatment time. 

on the airway or not. A combination 
of mandibular reduction, maxillary 
advancement, and genioplasty is very 
common – but from a surgical point of 
view, minimising the amount of surgery is 
always preferable if possible.

Conclusion
the treating practitioner will list all 
potential treatment options to the patient 
and together decide on the appropriate 
treatment plan according to the patient’s 
needs and their desired outcome of the 
treatment. u
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Figure 5: Extraction of a lower incisor (before 
and after)

Figure 9: Patient requiring orthognathic surgery 
(before and after)

Figure 11: Classification of developing class 3

Figure 10: Diagnostic decision flow chart

Figure 8: Patient with Facemask therapy 

Figure 7a: Banded RPE for Facemask b Bonded 
RPE for Facemask 

Figure 6: Extraction of premolar teeth (before 
and after)

Previously, removable Functional 
appliances, such as the Frankel iii 
appliance was popular for early 
orthopaedic treatment of growing Class iii 
cases. However, its limitations were the 
extended treatment times, the bulkiness 
of the appliance and that it required 
excellent patient cooperation (which was 
rarely achieved).

Surgical Treatmenx of Class III 
malocclusions
surgical treatment of a Class iii 
malocclusion is indicated where a profile 
change is required, as well as with those 
patients who exhibit a true skeletal 
Class 3 malocclusion or a Pseudo Class 
3 malocclusion with excising significant 
dental compensations. Definitive surgery 
may also be accompanied by a genioplasty 
procedure to improve the chin appearance. 

it’s debatable whether mandibular 
reduction surgery has a negative impact 


