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ABSTRACT 

Malocclusion is defined as the improper relationship 

of maxillary to mandibular teeth. Prevalence of the 

various types of malocclusion vary among different 

genders, races, ethnicities. Generally, genetics play a 

very important role in contributing to the same. Class 

II division 2 malocclusion is one of the lesser 

common types of malocclusion found in the 

population. The aim of our study is to analyse the 

association of class II division 2 malocclusion with 

gender, age groups and most commonly associated 

inter-arch and intra-arch malocclusions in the city of 

Jaipur. A retrospective analysis was done wherein 

patients’ intraoral photographs were checked for cross 

reference and Chi-square tests were performed. 41 

patients were observed with Class II division 2 

malocclusion. A higher prevalence of Class II 

division 2 malocclusion among males (p value>0.05) 

was observed and patients of age group 21-30 years 

were most commonly encountered in the clinic with 

Class II division 2 malocclusion (p value >0.05). 

Scissor bite (p value>0.05) was most commonly 

found as an associated malocclusion trait among these 

patients. 

Keywords: Malocclusion; Angle’s Classification; 

Class II Malocclusion; Class II Division 2. 

 

I. INTRODUCTION 
Malocclusion is defined as improper 

relationship between maxillary and mandibular teeth 

or as deviations of teeth and jaws from normal 

alignment [1].  Malocclusion can be due to 

discrepancies of tooth and jaw size, mal-relationships 

between dental arches in the sagittal, transverse and 

vertical positions, or it may also be due to 

malpositioning of individual teeth. Studies have been 

done stating that the gonial angle can also predict the 

growth pattern.[2] Angle’s classification is a 

universally accepted classification used to define the 

relationship of the maxillary first molar with the 

mandibular first molar due to its simplicity and the 

ease of communication between dental professionals. 

Orthodontic treatment is based on the principle that if 

prolonged pressure is applied to a tooth, tooth 

movement will occur as the bone around the tooth 

remodels[3][4][5].. 

Class II malocclusion are described as a 

distal relationship of the mandibular first molar to the 

maxillary first molar. Class II malocclusion has two 

divisions and one subdivision The class II division 2 

malocclusion, which is of current importance, is 

defined as the class II malocclusion with lingual 

inclination of the maxillary central incisors, a deep 

cite and minimal overjet.[6][7][8][9] The Class II 

malocclusions occurring unilaterally are depicted or 

classified as a Class II subdivision of the affected 

side. It is also seen in some congenital syndromes 

such as Treacher Collin syndrome, Mobius syndrome, 

Brodie syndrome, Pierre Robin syndrome,. 

Class II division 2 malocclusion is usually 

frequently occurring more in males than females as 

reported by Srdharan et al., [10][11] The difficulty in 

studying the prevalence lies in identifying and 

interpreting the class II division 2 malocclusions due 

to different methods and techniques used in other 

studies dealing with different ethnicities or races. 

Research on the frequency of class II 

malocclusions has shown that white persons are more 

likely than black people to experience them 

Anteroposterior skeletal discrepancies between the 

maxilla and mandible, manifested as either a 

protruding maxilla or a retruded mandible, have been 

noted to be associated with class II malocclusions. 

[12][13][14]These correlations are either large 

variations in the vertical face pattern, ranging from 

lower facial heights to raised, normal, or decreased 
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total heights . Examining the prevalence will direct 

our evaluation of orthodontic treatment and aid in our 

understanding of the variety of characteristics and 

variations that occur.[15] 

 

II. MATERIALS AND METHODS 
A retrospective study was carried out in a university 

setting among patients visiting the dental hospital. A 

total of 347 records of patients who visited a private 

dental hospital for treatment of malocclusion were 

analysed and checked for class II division 2 

malocclusion. 

 

Selection of Subjects 
The case sheets of patients of 18 to 40 years 

who reported to the clinic and were observed to have 

Class II division 2 malocclusion were collected. 

 

Data collection 
Records of the patients were obtained from 

the outpatient department of a Nims Denal College 

and Hospital. Cross verification was done by 

reviewing the intraoral photographs and checking for 

retruded maxillary incisors and decreased overjet.  

 

Inclusion criteria: 
- Patients of age 18 to 40 years  

- Permanent dentition (no retained deciduous 

teeth) 

-  

Exclusion criteria: 
- Patients with congenital syndromes causing 

facial asymmetry  

- Patients with systemic diseases  

- Patients with history of orthodontic treatment 

done - Patients who have undergone extractions 

of teeth other than third molars 

Incomplete data was excluded due to the possibility 

of bias.  

 

Statistical analysis 
The data about patients’ age, gender and 

inter-arch relation was collected and tabulated and 

subjected to statistical analysis. Using SPSS software, 

descriptive statistics and Chi square tests were 

performed. 

 

III. RESULTS AND DISCUSSION 
The study included 347 patients out of which 

41 patients were observed to have Class II division 2 

malocclusion. The prevalence of Class II division 2 

was calculated at 11.81%. We observed that males 

were most characterised as having Class II division 2 

malocclusion (p>0.05) as seen in Figures 1, 3. The 

most common associated malocclusion observed was 

scissor bite (p>0.05) seen greatly among men as seen 

in Figures 4, 5. A greater number of patients within 

the age group of 21-30 years reported to the dental 

clinic with Class II division 2 malocclusion among 

which scissor bite was majorly observed among the 

same age group as seen in Figures 2,6. 

The present research was undertaken for 

exploring the prevalence of Angles Class II division 2 

malocclusion, providing information about the 

occlusal variation among patients visiting Nims 

Dental College and Hospitals and comparing this 

analysis with other world populations. The age of the 

subjects in the sample studied ranged from 18 to 40 

years. This age range was a criterion for two reasons 

being, first; reliable assessment of the occlusion and 

establishing a classification should be done on 

permanent dentition. As any variations that are 

present at the mixed dentition stage, will modify the 

occlusion and thus the classification, second; the 

reliable estimation of occlusal status should be done 

post cessation of craniofacial growth and 

development.  

The Chi-square association among the 

gender of the patients and the ages of the patients 

with Angles Class II division 2 malocclusion, 

(p>0.05) - non significant, however the male 

population was observed to be predominant as shown 

by Figure 1. The occlusal variations or the prevalence 

of Angles Class II division 2 malocclusion varied 

among genders, thus, it can be said that occlusal 

variation is not independent of gender.  

 

 
Figure 1. Bar graph representing gender-wise 

distribution of Class II division 2 malocclusion. 
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Figure 2. Bar graph representing age-wise 

distribution of Class II division 2 malocclusion. 
 

 
Figure 3. Bar graph representing frequency 

distribution between age and gender of patients 

with Class II division 2 malocclusion.  

 

 
Figure 4. Bar graph representing frequency 

distribution of the associated malocclusions 

observed in Class II division 2 malocclusion. 

 

IV. CONCLUSION 
From the study done, it can be concluded 

that, within the limits of our study, higher prevalence 

of class II division 2 malocclusion among males was 

observed and scissor bite was reported as the most 

commonly observed associated malocclusion trait in 

Class II division 2 patients. Patients of age group 21-

30 years were most commonly encountered in the 

clinic with Class II division 2 malocclusion. Further 

studies with a larger population can help us estimate 

the prevalence based on race and therefore 

incorporate better and paves way for more efficient 

treatment planning. 
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