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Introduction
One of the biggest challenges we face as cosmetic dentists is providing
excellent and conservative treatment to patients with malpositioned teeth.
When teeth are aligned and the gingival levels are ideal, providing a dramatic cosmetic improvement with either composite or porcelain restorations
can be uncomplicated. However, frustrations can arise when patients present
for cosmetic treatment with teeth that are misaligned and gingival levels that
are incongruous. When considering a restorative solution, we must decide
if we are comfortable with the amount of enamel that must be removed in
order to provide the patient with a pleasing cosmetic result. The periodontal
surgery often required to address asymmetric gingival levels also perpetuates
this challenging situation.

Too many adults fit into the category of patients who are
“stuck in cosmetic limbo.”
Orthodontics often is briefly discussed with these patients, but the majority of adults are not interested in traditional comprehensive orthodontic options.1 Treatment times associated with conventional orthodontics are unappealing for most adult patients2; these patients typically have no treatment
performed and continue to live with displeasing smiles. This is disconcerting
for both patients and dentists. Too many adults fit into the category of patients who are “stuck in cosmetic limbo.”
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Figure 1: Composite brackets and tooth-colored wires
typically used with STO (note that this is a different
patient than in Case 1 and Case 2 discussed
in the article).

Short-Term Orthodontics

Treatment Philosophy

There is a relatively new type of
orthodontic treatment that can be a
solution to this common problem—
short-term orthodontics (STO). STO
utilizes straightwire orthodontic
mechanics with brackets and wires,
but unique aspects of this treatment
make it very attractive for dentists
and patients (Fig 1). Achieving an
ideal Class I relationship while creating ideal overjet/overbite is among
the primary objectives associated
with comprehensive orthodontic
treatment. Achieving this goal often
involves significant time (e.g., two
or more years). However, most of
the visible movements (i.e., leveling, aligning, intruding, extruding)
are easily accomplished within the
first six months of orthodontic treatment.3 Altering the Angle’s classification and providing ideal overjet/
overbite are the aspects of treatment
that often take years to fully correct.4
STO involves a shift in focus away
from the time-consuming areas
(changing Angle classification, etc.)
toward changes that can be made in
a much more reasonable amount of
time (i.e., average of six months).

The treatment philosophy used
in STO is similar to the philosophy applied when treating patients
with veneers. The goal when using
veneers is to provide patients with
a beautiful smile by increasing the
overall symmetry and harmony of
the teeth, lips, and gums, not to
change the patient’s Angle relationship. The same mindset is utilized
during STO treatment. STO enables
dentists to align the teeth and gingival margins and greatly improve the
overall symmetry of the smile. However, STO also provides a means for
correction of some bite issues, such
as crossbites and deep bites, as the
teeth are repositioned. The focus of
STO treatment is cosmetic improvement, but occlusal relationships can
also be improved as the arches are
leveled and aligned.5 This is all accomplished conservatively by gently
moving the teeth orthodontically in
an average time of six months.
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STO involves the use of clear
brackets and tooth-colored archwires. This, along with short treatment duration, makes the procedure
highly attractive for adults who oth-

erwise might not have any practical
options available to them. Most of
these adults have fairly specific cosmetic concerns that can be quickly
and conservatively corrected with
STO. Comprehensive orthodontics
is always an option to consider, but
STO provides a sensible solution
when adult patients refuse traditional treatment.

Case Selection
Case selection is determined by
the patient’s chief complaints. If a
patient’s chief complaint lies outside the boundaries of what can be
accomplished orthodontically in
approximately four to nine months,
then the patient would not be an
ideal candidate for STO treatment.
Patients who are not ideal candidates for STO treatment typically
are those who are seeking complete
correction of Class II and Class III
malocclusions, gummy smiles due
to vertical maxillary excess, or significant posterior crossbites. A referral
to a specialist is often the most suitable step for these more complex
scenarios. Success with STO depends
upon realistic and concordant goals
for both the patient and the treat-

Figure 2: Pre-treatment left lateral view of the patient’s
smile clearly showing the malposition of her teeth.

Figure 3: Pre-treatment left lateral retracted view showing
crowding, unfavorable gingival levels, and a lower
occlusal plane that was not level.

Figure 4: Left lateral smile view after seven months of
STO treatment and minor refinement of the incisal edges.

Figure 5: Left lateral retracted view after seven months
of treatment, showing even incisal edges and harmonious
gingival symmetry.

ing dentist. Dr. Vincent G. Kokich,
a prominent orthodontist, has said,
“In an adult…we can look at their
mouth, teeth, and their history and use
that to help make our treatment objectives more realistic than idealistic based
on their needs up to that point.”6

Case Report 1
A 55-year-old female in excellent health was seeking cosmetic
dental care because her son was getting married in 10 months, and she
wanted to “smile with pride” at his
wedding. She presented to the office
inquiring about porcelain veneers.

Findings
After the initial examination and
consultation, it was determined that
porcelain veneers were not a viable
option due to her malpositioned
teeth. Teeth #8 and #9 overlapped
significantly, and #6 was in buccoversion (Figs 2 & 3). The lower incisors were moderately crowded, the
gingival levels were unfavorable,
and the lower occlusal plane was
not level. Additionally, there was a
75% overbite. Comprehensive orthodontics was discussed, but the
patient was not willing to undergo
any orthodontic treatment that

would last longer than nine months.
After further discussing the patient’s
desires and ample examination, it
was determined that she was an ideal candidate for STO treatment. Examination and radiographs revealed
healthy temporomandibular joints
(TMJs), musculature, and periodontal tissues. A slight Class II canine
relationship existed bilaterally.

Treatment
Treatment consisted of STO using clear composite brackets and a
series of three tooth-colored NiTi
archwires (.014,” .016,” and .018”)
(Six Month Smiles; Rochester, NY).
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Conservative interproximal reduction was provided in the upper and
lower anterior regions using a medium-grit diamond strip and a .15mm interproximal disc (Six Month
Smiles). Conservative reduction
was performed at each of the first
four visits, rather than performing
reduction at the beginning of treatment, which is often done with traditional orthodontic treatment. This
was done so that the natural tooth
shapes could be maintained and reduction could be strategically controlled.7
The patient was seen monthly for
adjustment appointments that consisted of removing the wires, performing interproximal reduction as
needed, and replacing the archwires.
Tooth movement was primarily accomplished by the use of NiTi archwires, which level and align the dental arches as the wires regain their
shape via their shape memory.
Treatment was completed in
seven months. Upon completion,
the brackets were removed and
adequate retention was provided. Light enameloplasty was performed to remove mamelons and

to refine worn and uneven edges
(Figs 4 & 5). An occlusal adjustment
was performed three months after
cessation of treatment, to ensure
balanced and appropriate occlusal
contacts once settling had occurred
and the periodontal ligaments had
regained firmness.

STO involves a shift in focus away
from the time-consuming areas
(changing Angle classification, etc.)
toward changes that can be made in
a much more reasonable
amount of time.

Case Report 2
Crowded teeth, unlevel occlusal planes, and inadequate gingival
levels create challenges for the practitioner. Existing spaces within the
dental arches often create a tricky
predicament for the cosmetic dentist. Restoring spaced teeth with veneers can create the appearance of
teeth that are inappropriately proportioned. STO can be an extremely
powerful tool for the cosmetic dentist when faced with these situations.

Figure 6: Pre-treatment view of a male patient’s natural
smile clearly displaying the diastema between teeth
#8 and #9.
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Findings
A 19-year-old male in good
health presented for cosmetic dentistry with a chief complaint about
the diastema between teeth #8 and
#9 (Figs 6-10). The patient had minor spacing in the lower arch, but
these spaces were not included in
his chief complaint. The proportions of the teeth were evaluated using a Golden Proportion template
(Fig 11). It was determined that closing the diastema between teeth #8
and #9 with restorations would yield
central incisors that were slightly
too wide, particularly when compared to the existing width of the
upper lateral incisors. Furthermore,
the patient was averse to restorative
treatment because of the possibility
that the restorations would need to
be replaced in the future.
A thorough examination included evaluation of the TMJs, musculature, and occlusion; this revealed
healthy joints and muscles. Using
a leaf gauge, the patient was guided
into centric relation to determine
the occlusal relationship when the
condyles were fully seated.8 A very
slight slide was noted when the

Figure 7: Pre-treatment portrait view of the patient
showing the prominence of the anterior
maxillary diastema.

Figure 8: Pre-treatment retracted facial view of the
maxillary and mandibular arches.

Figure 9: Pre-treatment retracted right lateral view.

Figure 10: Pre-treatment retracted left lateral view.

Figure 11: The Golden Proportion template superimposed
over the patient’s teeth demonstrates that the maxillary
central incisors would be slightly too wide if the diastema
were closed with a restorative option.

teeth moved from centric occlusion
(CO) to maximum intercuspation.
STO was planned for the upper arch
only. No orthodontic or restorative
treatment was planned for the lower
arch. The patient was told that the
treatment would most likely be
completed in six to nine months.
The goals of treatment were to improve the relationship of the anterior teeth, improve the gingival arrangement in the upper arch, and
close all existing maxillary spaces.
For stability purposes and to reduce muscular activity, a secondary
occlusal goal was to create a situa-

tion where CO was concordant with
maximum intercuspation, although
studies point to a lack of a clear relationship between occlusal interferences and TMJ disorders (TMD).9
The literature also seems to show
little connection between occlusal
relationships (e.g., Angle’s class)
and TMD.10

Treatment
Treatment was initiated by indirectly bonding the orthodontic
brackets to the upper arch, and a
.018” archwire was secured. Indirect bonding enables predictable

and efficient placement of brackets.
Models were then sent to the laboratory, and a laboratory technician
positioned the orthodontic brackets
in the precise locations on models
of the patient’s teeth. The technician
then fabricated a two-layer tray that
was returned to the author along
with the other necessary orthodontic materials. Indirect trays make the
bracket placement process almost
as easy as seating a bleaching tray
(Fig 12).
This patient required just five
months of STO treatment. The upper spaces were closed, and the oc-
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Figure 12: View of the outer layer of the orthodontic
indirect bonding tray being removed.

Figure 13: View of the patient’s natural smile following
five months of STO treatment.

Figure 14: Post-treatment portrait view of the patient’s
new smile. Note the prominent difference made by closing
the diastema with STO treatment.

Figure 15: Post-treatment retracted facial view of the
patient’s maxillary and mandibular arches.

Figure 16: Post-treatment retracted right lateral view.

Figure 17: Post-treatment retracted left lateral view.
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clusal relationship improved. The
maxillary midline position also was
corrected (Figs 13-17). Upon completion of STO treatment, adequate
retention was provided, and a limited equilibration was performed. At a
three-month retainer check, a more
involved post-orthodontic equilibration was performed to ensure
that occlusal contacts and guidances
were desirable and that no centric
occlusion to maximum intercuspation slide existed.

Summary
Crowded and spaced teeth can
pose a challenge for cosmetic dentists. Traditionally, if patients with
malpositioned teeth refused comprehensive orthodontics, we were
torn between relatively aggressive
veneer preparations or no treatment
at all. STO provides dentists with a
tremendously valuable and conservative treatment option. STO can be
an effective stand-alone treatment,
but it is especially powerful when
coupled with conservative veneers.
STO treatment allows dentists to level and align the arches while correcting crowding and unfavorable tooth
angulations. Veneers or composite
bonding can provide the finishing

touches to tooth texture, color, and
shape.
The STO process is relatively easy
to learn and to implement. As dentists continually focus on conservative treatment, STO has become an
increasingly viable option.

Conclusion
With the ability to offer patients
STO therapy, cosmetic dentists no
longer have to search for the ideal
cosmetic dentistry candidates in order to create beautiful smiles. Treatment planning no longer must be
performed based upon the current
location of the teeth. Patients who
were not good candidates for veneers due to misaligned teeth and
asymmetrical gingival positions
now can be transformed into ideal
veneer cases in just a few months.
This provides cosmetic dentists with
new possibilities to offer highly appealing and conservative cosmetic
dentistry for our patients regardless
of the position of their teeth.
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