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Anodontia, the hereditary absence of primary 
or permanent teeth, is present in approxi-
mately 2% of the population and most 

commonly affects maxillary lateral incisors.1 Con-
genitally missing maxillary lateral incisors have 
been a challenge confronting dentists for a long 
time. While there are differing treatment modalities 
for maintaining, preserving, and treating patients, 
one thing is certainly agreed upon: Treatment must 
be conservative in nature.

Dentists have made great strides in how we man-
age these cases, overcoming both the physical mal-
formations and the impact of patient self-consciousness. We can 
now achieve clinically pleasing smiles and alignment of teeth 
while boosting patient confidence. Treatment planning needs to 
take into account the physiology, social maturity, and emotional 
intelligence of each patient. This is of particular importance in the 
early stages of treatment. 

Although there are many options for treating or preserving 
the space created by lateral incisors, the most common types will 
be discussed.

Currently, there are 5 mainstream treatments for missing maxil-
lary lateral incisors:  

1. A clear aligner as a framework for a composite or plastic 
pontic.

Treatment Considerations: Aesthetically, these can work well 
while the aligner is in place, but many patients find them incon-
venient due to functional limitations (eg, when dining out with 
friends or company, the aligner needs to be removed). For a highly 
impressionable and self-conscious adolescent, this may lead to a 
sense of social stigma and a struggle to hide his or her mouth while 
trying to eat and socialize—a true blow to his or her self-esteem 
and confidence.

2. A single-tooth retainer, typically a Hawley retainer with 
one or 2 pontics.

Treatment Considerations: Aesthetically, there is a wire 
showing, and for adolescents who have completed their orthodon-
tic treatment, this can be another blow to a sensitive self-image 
or fragile self-confidence. As a removable appliance, it shares the 
same challenges as an aligner when dining with friends, etc.

3. A single-tooth, removable partial denture (AKA a stay-
plate or flipper) 

Treatment Considerations: For adolescents and adults, the 
stigma of a “denture” can impact one’s self-image and self-confi-

dence. The average human being’s conscious mind 
is very aware that these are fake teeth coming in and 
out of his or her mouth. Again, as a removable appli-
ance, it shares some of the same challenges as an 
aligner or a retainer.

4. A Maryland bridge 
Treatment Considerations: A Maryland bridge 

is a good aesthetic option; however, it may not be a 
very good long-term or conservative solution. This is 
a more invasive option due to the removal of some 
tooth structure (typically the lingual of at least one 
tooth, sometimes both proximal teeth). A Maryland 

bridge is more conservative than a 3-unit bridge, but it is still not 
a great treatment for healthy teeth as it is still invasive since we 
still have to remove tooth structure on a young child or a teenager. 

5. A 3-unit fixed bridge
Treatment Considerations: A fixed bridge (fixed partial den-

ture) should be the last option considered for these cases. Due to 
the extensive reduction of tooth structure, they are truly the least 
conservative form of treatment for a young patient. Our treatment 
focus should be as conservative as possible for all dentitions and 
especially for the adolescent.

A long-term goal for managing congenital anodontia has been 
perfecting less invasive options with aesthetically pleasing results 
that are sustainable until the patient is of an age where he or she 
can optimally have an implant. 

When considering the range of restorative options following 
the completion of orthodontic treatment, the question becomes 
“What do we need to achieve for these patients restoratively until 
they are old enough for implants, and which treatment option will 
keep a single-tooth problem as a single-tooth problem and is most 
conservative?” This question led to the development of a strategy 
in our office, which we have used for some time, allowing us to use 
resin-impregnated, light-cured glass fiber strands to bond between 
2 teeth. Once bonded, we create a pontic on the strand with com-
posite. We etch and bond the fibers to the teeth, essentially with-
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out removing any tooth 
structure on the support-
ing teeth. The start is simi-
lar to techniques used 
for periodontal splints,2 
while the finish can cause 
great joy in all its valued 
features for patients.

The glass fibers create 
a strong, stable backing 
to build composite on and 
provide a base for compos-
ite veneers to replace the 
missing teeth. This allows 
us to be extremely conser-
vative and aesthetic while 
waiting for the patient to 
reach an age for implants. 
Throughout this treat-
ment, the occlusion is kept 
light to almost entirely 
off the opposing teeth to 
sustain the restoration’s 
longevity.3 Repair, if ever 
needed, is simple and con-
servative. The patient is 
happy and confident. The 
procedure is a great con-
servative option that can 
eventually take them to 
the age for implants. Con-
sidering growth factors 
and individual factors, the 
optimal youngest age for 
implants is 18 to 25 years, 
depending on gender. 
If unsure of the growth 
phase, an evaluation of the 
epiphyseal plate (growth 
plate) can be done.4

CASE REPORT 
A 13-year-old female pre-
sented with congenitally 
missing permanent lateral 
incisors after having com-
pleted orthodontic treat-
ment (Figure 1). She was 
periodontally and occlus-
ally stable. There were no 
restorations in her poste-
rior teeth, and her anterior 
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teeth were unrestored. She presented 
with no active decay, and her medi-
cal history was unremarkable. The 
patient had been diagnosed with con-
genitally missing maxillary lateral 
incisors, and her orthodontic treat-
ment included creating ideal space 
for these teeth. 

After a comprehensive examina-
tion, it was determined that there was 
no viable treatment for the retained 
maxillary primary lateral incisor 
other than removal and replacement 
as it was very loose. The patient’s 
parents were presented with a num-
ber of treatment options, from space 
maintenance to semi-permanent and 
permanent restorations. They chose 
to maintain the space until she is of 
age for dental implants. After dis-
cussing the different modalities of 
space maintenance, they chose the 
most aesthetic and conservative non-
removable solution of bonded glass 
fiber with a composite veneer.

Teeth No. 6 mesial and No. 8 distal 
were etched with 37% phosphoric 
acid (Uni-Etch w/ BAC Etchant [BISCO 
Dental Products]) for 15 seconds (Fig-
ure 2) after micro-roughening the 
surface using dental air abrasion with 
a microetcher (MicroEtcher II [Zest 
Dental Solutions]). Next, Futurabond 
U (VOCO America), a dual-cured uni-
versal adhesive, was used as the bond-
ing agent to create an excellent bond 
between tooth and restoration. The 
bonding agent was light-cured using 
The Light (GC America), a cordless 
LED curing light. A small amount 
of flowable composite, GrandioSo 
Flow (VOCO America) (Figure 3) was 
applied to both surfaces of the teeth 
without curing in preparation for 
the glass fiber. The glass fiber used 
was GrandTEC (VOCO America), a 
glass strand pre-impregnated with 
light-curing methacrylate resin that 
remains pliable until its polymeriza-
tion. This material does not require 
special gloves or scissors for use and, 
in this case, was placed in a crisscross 
fashion to help facilitate compos-
ite placement for the pontic (Figure 
4). The glass fiber and the flowable 
composite were cured together for 
20 seconds. Subsequently, the com-
posite was now ready to be placed in 
2-mm increments to begin shaping 
the missing lateral. VOCO’s Admira 
Fusion shade A2 (VOCO America) 
was used as a lingual layer to build 

the first steps of the lateral. VOCO’s 
Admira Fusion x-tra (VOCO Amer-
ica), a single-shade, omnichromatic, 
Nano-ORMOCER restorative, was 
used to formulate the remaining 
facial surface of the incisor (Figure 5). 
To give the ideal shape and produce 
a predictable and reproduceable 
composite restoration, the Uveneer 
Extra (Ultradent Products) template 
system was used (Figure 6). Once the 
composite was cured under the tem-
plate, a process of adjusting and pol-
ishing the restorations commenced. 
Care was taken to ensure that there 
was access for the restoration to be 
flossed and that the occlusion was 
very light or completely off the 
restoration. The patient was given 
instructions not to use any shearing 
forces on the laterals, and the final 
restorations were photographed at 
the end of the procedure (Figure 7). 
The patient was extremely happy 

with the results of her restorations, 
especially because she now had non-
removable, conservative treatment 
for her teeth. 

CONCLUSION
This unique and non-invasive treat-
ment for missing lateral incisors 
adds a conservative yet functional 
option to our armamentarium, giv-
ing patients another choice to bridge 
the gap between their smiles and con-

fidence. While most of these cases 
are due to the congenital absence of 
maxillary lateral incisors, this glass-
fiber-bonded temporary technique 
can be used as an interim treatment 
for adults as well. It can be used dur-
ing the healing phases of implant 
treatment, during bone grafting pro-
cedures to prepare for implants, and 
during post-orthodontic cases for 
children and adults before missing 
teeth are replaced permanently. The 
technique can also be used to make a 
temporary for implants for patients 
who have had fixed or removable 
partial dentures to move forward 
into treatment while getting bone 
grafting and implants. This proce-
dure, though conservative in nature, 
allows us, as dentists, not only to treat 
the physical needs of the patient but 
to handle the emotional and psycho-
logical sides as well.F  
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Figure 1. The patient’s initial presentation, 
post orthodontic treatment.

Figure 2. The patient’s teeth Nos. 6 and 8 
were etched in preparation for bonding.

Figure 3. A small amount of uncured flow-
able composite was placed on the surface 
of both teeth before the glass fiber was 
placed.

Figure 4. GrandTec glass fiber strands 
(VOCO America) were used to support the 
composite material that would create the 
pontic.

Figure 5. The composite, Admira Fusion 
x-tra (VOCO America), was placed in 2-mm 
increments to begin formulating the miss-
ing incisor.

Figure 6. To create the ideal lateral 
shape, the Uveneer Extra template system 
(Ultradent Products) was used.

Figure 7. The final restorations gave the 
patient a great alternative to standard 
post-op ortho treatment.
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