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Abstract 
Many methods of fabricating posterior bite planes have been described in the literature to temporarily raise the bite for correction 

of crossbites and deep bites. But these posterior bite planes have their own limitation. In this article we present, GREARTA 

posterior bite plane which will be useful for patient as it can help to maintain the hygiene, patient friendly and also have an 

advantage for correction of anterior cross bite and scissor bite in the maxillary arch. 
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Introduction 
This article describes the use of GREARTA 

posterior bite plane for the correction of anterior cross 

bite during fixed orthodontic treatment. During an 

orthodontic treatment there are many ways to correct 

the single tooth anterior cross bite by using removable 

posterior bite planes, even composites or glass ionomer 

cements are used for relieving the occlusion.1-3 Bite 

planes can be fixed or removable.4,5 In orthodontic 

practice we come across various malocclusion which 

involves sagittal, vertical and transverse discrepancies. 

Depending on the cases orthodontist has to modify the 

treatment objective. The mandibular posterior bite 

plane is used to disocclude the maxillary and 

mandibular teeth in case of partially blocked out 

maxillary anterior teeth. Many methods of posterior bite 

planes have been modified and fabricated previously.6 

There are advantages and disadvantages of the above 

said methods which may affect the occlusion pattern of 

the patients. 

Crossbite has been attributed to skeletal, muscular 

or dental factors. Evidence indicates that causative 

factors can be related to genetic, congenital, 

environmental, functional or from oral habits (digit 

sucking). A small maxilla to mandible width ratio may 

arise from genetic or environmental factors. Upper 

airway obstruction in the form of hypertrophied 

adenoids or tonsils and allergic rhinitis can result in 

mouth breathing and also who have been intubated 

during infancy are correlated with the development of 

posterior crossbites.7 An insufficient maxillary arch 

width typically results in a unilateral posterior crossbite 

with an associated lateral mandibular displacement 

which is also known as mandibular deviation or shift. A 

unilateral posterior crossbite usually presents with a 

mandibular midline discrepancy. In a review of the 

literature by Allen et al, the potential etiologic factors 

for posterior crossbite were given as follows- prolonged 

retention and premature loss of deciduous teeth, 

crowding, palatal cleft, genetic control, arch 

deficiencies, abnormalities in tooth anatomy or eruption 

sequence, oral digit habits, oral respiration during 

critical growth periods and malfunctioning TMJ’s.8 

 

Armamentarium Required: Alginate, spatula, mixing 

bowls, 0.022 slot mandibular molar bands, begs molar 

tube, self cure acrylic, elastics. 

Fabrication: After clinical evaluation impression 

procedures are made with alginate of both maxillary 

and mandibular arches and poured with orthocal. (Fig. 

1) Preformed molar bands with 0.022” slot buccal tubes 

are banded with lingual sheaths. These molar bands 

were transferred to the mandibular orthodontic study 

model and occlusal blocks with wire incorporated on 

molar bands was fabricated. Along with the occlusal 

blocks, Beggs molar tubes were acrylised in the 

occlusal blocks with elastics engaged onto the first and 

second mandibular premolar brackets for additional 

retention on either sides. (Fig. 2) Patient cooperation 

and few initial visits for patient compliance with the 

appliance is very important. Patient is motivated to use 

the appliance continuously. In each visit clearance 

between maxillary and mandibular anterior teeth is 

checked in cases where anterior crossbite has to be 

corrected so that sufficient space is available for the 

tooth in crossbite to jump the bite. 

 
Fig. 1: Intra oral photographs showing bilateral anterior crossbite in relation to maxillary permanent canine 
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Fig. 2: Mandibular casts showing fabrication of occlusal blocks with Beggs molar tube and clastics engaged to 

premolar brackets 

 

 
Fig. 3: Intra oral photographs with GREARTA: Posterior bile plane 

 

Discussion 
Posterior crossbite is one of the most prevalent 

malocclusions in the primary and early mixed dentition. 

It is reported to occur between 8% and 22%.9 It is 

defined as any abnormal buccal-lingual relation 

between opposing molars, premolars or both in centric 

occlusion. A functional shift of the mandible in 

growing patients can be caused by malposed teeth, 

dental crossbites, or a constricted maxillary arch in 

growing children. Abnormal tooth contacts cause 

subsequent mandibular displacement in maximum 

intercuspation. These can be corrected by aligning 

teeth, occlusal adjustments and maxillary expansions. 

The children with unilateral posterior crossbite tend to 

have abnormal chewing patterns and often 

characterized by reverse sequencing.10 Correction of 

functional posterior crossbite in the mixed dentition as 

early as possible after diagnosis has been 

recommended. If left untreated, can have deleterious 

effects on the development and functions of the 

TMJ’s.11 It occurs more frequently when chewing on 

the crossbite side and on harder foods. According to 

Profitt, correction of anterior dental crossbite requires 

first opening of enough space, then bringing the 

displaced tooth or teeth across the occlusion into proper 

position.12 Anterior crossbite may lead to abnormal 

enamel abrasion of the lower incisors, dental 

compensation of mandibular incisors leading to 

thinning of labial alveolar plate, and/or gingival 

recession.13,14 Anterior dental crossbite requires early 

and immediate treatment to prevent anterior teeth 

mobility and fracture, periodontal pathosis, and 

temporomandibular joint disturbance.15,16 

The case selection for using this appliance 

determines the success of the treatment as it depends on 

three basic factors given by Lee 1978 which include 

adequate space in the arch to reposition the tooth, 

sufficient overbite to hold the tooth in position 

following correction, and a class I molar relation. The 

presence of crowding in mandibular incisors, 

tempromandibular joint problems, and maxillary 

deficiency has to be considered before suggesting this 

appliance. The ideal age for the correction of anterior 

dental crossbite is between 8 to 11 years during which 

the root is being formed and the tooth is in the active 

stage of eruption. The important role plays not only the 

age of the child but also the motivation for treatment, 

how he or she perceives the problem. There are 

different treatment approaches for the correction of 

anterior dental crossbite which can be used in early 

mixed dentition period. These include tongue blade 

therapy,18 reverse stainless steel crowns, removable 

Hawley retainer with anterior Z-springs and bonded 

resin-composite slopes.19 The tongue blade therapy is 
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successful only with patient cooperation, and there is no 

precise control of the amount and direction of force 

applied. The reverse stainless steel crowns have been 

shown to be successful but the two main disadvantages 

of using reverse stainless steel crowns are the 

unaesthetic appearance of the crown form and the 

limitations of working with an inclined slope that is 

already formed. A removable appliance also requires 

patient cooperation and parental supervision. 

Many appliances have been fabricated depending 

on the cases for the correction of crossbite. The 

advantage of this appliance is that the patient can insert 

and remove the appliance for cleaning. It also helps to 

have more retention with Beggs molar tube inserted in 

the acrylic and also simultaneous fixed orthodontic 

treatment can be done in the mandibular arch. (Fig. 3)  

 

Conclusion 
This GREARTA posterior bite plane can be used 

for correction of anterior crossbites. It can also be used 

in the correction of scissor bite in the maxillary arch. 
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