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Rage!
A L L  T H E

Townies let off some steam by sharing 
what gets them all worked up at work

We’ve collected some of the top triggers— 
to get started reading, turn to page 40.
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I’m going to put this under “fixed vs. occlusion” because of all the anterior wear fixed cases 
I see on DT. 

The labial and incisal positions are largely determined by aesthetic parameters, and the 
lingual by occlusal considerations such as vertical dimension of occlusion, arch relationship, 
parafunctional patterns and intended excursive pathway angles. The aesthetic plan is the archi-
tecture and the occlusal plan is the engineering.

In this case, the patient is very happy with the aesthetic A point, not so happy that a couple 
of veneers have popped off and there are fractures evident in the others ...

What say you? n

 

 

Looks like erosion and pathway wear? The deep overbite means the attack angle on the 
ceramics is too steep, hence the fractures. You’d look to restoring the lingual lost tooth struc-
ture and at the same time decreasing the overbite to decrease the attack angle on the ceramics. 
Obviously start with deprogramming, mounting, diagnosing. If you have your aesthetic A point 
already, then the incisal edge position of the centrals stays where it is, and you can wax the 
lingual from there. Am I on the right track? n

Anterior guidance has been a mystery to me, but I will take a shot. Looks like #7–10 are 
supraerupted. Either this was not taken care of when the veneers were done originally or has 
happened slowly over time. Due to their supraeruption, the incisal edges have been getting in the 
way of excursive movements and led to veneers debonding. Would love to know your thoughts 
and how you treated it. n

If a tooth wears in areas where it occludes with the opposing tooth, regardless of the etiology 
for the wear, attrition, erosion or abrasion, there are a limited number of possibilities that can 
occur. Either the tooth or its opposing tooth or teeth will erupt to maintain the occlusion, or not 
erupt and develop an open bite. n

Pathway wear and erosion, probable compensatory eruption. Any photos of lowers? Game 
plan: Increase overjet/decrease overbite. How? Ortho and/or restorative. (Additive) Open bite or 

The Geek’s Thoughts on Anterior Guidance
One of our top-followed Townies, Dr. Lane Ochi (“velogeek”), presents a case and gets the conversation started

7/20/2019

7/20/2019

7/20/2019

7/20/2019

POSTS
in 3 weeks

82

28 OCTOBER 2019 // dentaltown.com



velogeek 
Member Since: 04/15/10 
Post: 12 of 101 

RichieDDS 
Member Since: 06/06/11
Post: 13 of 101 

gkg 
Member Since: 02/09/12 
Post: 14 of 101 

7/20/2019

7/20/2019

7/20/2019

7/20/2019

possible subtractive + additive might be easiest, most cost-effective if allowed. Plasty the lower 
anteriors and additive to linguals of upper anterior. The uppers also look a little long. Possibly 
shorten them a tad as well. Looking forward to your case. n

Lower anteriors. n

My prediction would be ortho to intrude mandibular anteriors, mount the case, protrusive 
bite registration, restore maxillary anteriors full coverage, and match lingual inclines to the 
angle found from disclusion of posteriors in protrusion. n

To diagnose the case properly, we need repose lip position photo, maximum smile photo 
first. You said aesthetic plane A is good, so I am assuming maxillary incisal edges at the proper 
level. So now one needs to see where the mandibular incisal edges are with occlusal plane. If 
mandibular incisal edges are at right position to lip and 
in line with mandibular posterior teeth, then it is not a 
good idea to do mandibular incisal intrusion.

Lane, I do not get your idea of showing only few 
pictures to discuss the case. n

There are two reasons the 
lower incisal edges are now 
where they are, there was either 
dento-alveolar extrusion or continued active eruption. 
Would they be treated the same?

 

“The aesthetic plan is the architecture and the occlusal 
plan is the engineering.”  n

I am guessing this is max-
imum smile photo. How does 
the repose photo look like? How 
does the maxillary and mandibular plane look? n
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I think both maxillary and mandibular anteriors need intrusion. Why is the position of 
point A correct? Her smile would look much better with max anterior intruded and less gingival 
display on smiling. n

n

Now we have full face photo and mandibular occlusal plane. Mandibular anterior teeth are 
higher than posteriors. I see two choices.
1.  Add posterior mandibular posterior and increase VDO; however, it will increase facial 

height and she already has a long face.
2.  Intrude mandibular incisors to level posterior teeth and at the same time that solves 

envelope issue. n

Good stuff. Does what is happening with the posterior teeth affect the “envelope of function”? n

Of course! Increasing VDO makes it less steep. n

Right on. And the flatter the angle of guidance, the lower the elevator muscular activity 
(Williamson E., J Prosthet Dent, 1983, June, 49(6), 816–823.) But something else with the 
posteriors is critical.

I’m going to change directions, but promise to come back to the anteriors. A previous com-
ment was made about creating restorative room by opening the VDO. Treatment plan back to 
front and front to back. What does locating and using CR do for us? Typically it creates an AOB. 
This is taught by others and embraced by me: Why does Uncle Pete start in the back? n

Because a little in the back (closer to the center of rotation) increases as the distance from 
the center of rotation increases? n

Yes. But what about subtractive equilibration?
So we have long been told that a stable centric/joint home position is critical for success, as 

well as respecting the envelope of function. But where does that come from? When I followed 
the literature and references backwards, it starts with Lundeen and Gibbs and their Replicator 
studies. Interesting stuff, the study was vetted by 3 NIH grants. And this is what they found. 
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Centric interferences can cause erratic contacts on anterior teeth during chewing. Back to 
front, front to back. n

If you remove the premature contacts in posterior and get enough anterior space to restore 
the anterior due to the AOB caused by CR, you probably won’t have to restore the posterior. If 
you increase the VDO first, you have to restore every tooth. n

Turns out there is very little centric slide in this case (back), but what about the condylar 
pathway? Nothing has been mentioned about that. Using check bites the condylar inclination 
angle is 25° bilaterally.

So what does that mean for the linguals of the upper anteriors? A time-tested philosophy has 
developed that suggests anterior guidance should be consistent with condylar guidance. (I can 
post citations, if you want.) This will create a more ideal envelope of motion, and when coupled 
with a stable seated centric, an ideal envelope of function.

Here’s what her anterior angle of disclusion is:

 

Think of the mechanics at play here. So, what to do? 
Start waxing in this case, rather than open the VDO. 
And the lower anteriors needed to be restored for aes-
thetics, and from the gingival levels it did not appear 
there was much dentoalveolar extrusion. I elected to 
“reshape” them for now and see what I could accomplish 
with wax. n

The discussion 
continues online!
Dr. Lane Ochi received lots of 
comments and suggestions 
from his fellow Townies on this 
thought-provoking case. If you’d 
like to read the entire message 
board, go to dentaltown.com 
and under message boards, 
search “Geek’s Thoughts.”
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