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There are many kinds of orthodontic movements that make the clinical schedule a genuine test. With the 
appearance of the skeletal anchorage, it became more straightforward to take care of numerous issues, 

like anchorage, tipping, interruption among others. The reason for this article was to survey outright anchorage, including signs, 
implantation site, and any kind of orthodontic element.
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INTRODUCTION
This audit article portrays the fundamentals and clinical 
applications of skeletal anchorage in orthodontics, to be 
specic: areas of sign, anchorage gadgets, addition regions, 
signs, potential complexities, and their utilization in 
developing patients. Anchorage is a key issue in the treatment 
of malocclusions and dysgnathias. The stacking of the 
anchorage unit depends on the states of static equilibrium 
(activity = response) as characterized by Newton in 1687.At 
the point when teeth are utilized for the purpose of anchorage, 
their responsive not entirely set in stone as per the power 
extent, heading, type, and span of the minutes and powers 
applied through the biomechanical force framework for 
dynamic tooth movement. This issue should be considered. 
While arranging every single anchorage. On the off chance 
that the patient's periodontal anchorage potential neglects to 
oblige a denitive treatment objective, extra intraoral or extra-
oral anchorage gadgets should be utilized to forestall 
secondary effects. 

Each kind of helper anchorage gadgets like headgear or inter-
maxillary elastics involve trademark potential burdens, for 
example perceivability, consistence reliance, and the gamble 
of undesirable secondary effects. Class-II elastics, for 
instance, can prompt inclining of the occlusal plane in the cw 
heading, bulge of the incisors in the maxilla, and tooth 
expulsion. The point of the article is to show the rudiments of 
skeletal anchorage and depict the clinical parts of the skeletal 

[1]anchorage components as of now accessible.

Anchorage In Orthodontics
The word “Anchorage” was authored by Alexis Schlange. The 
term 'anchorage' in orthodontics alludes to the nature and 
level of protection from dislodging advertised by an anatomic 
unit when utilized to impact tooth movement. While the teeth 
are the most continuous anatomic units utilized for 
anchorage, different designs are accessible, for instance, the 
sense of taste, the lingual alveolar supporting bone in the 
mandible, the occiput what's more, the rear of the neck. There 

[2]are various kinds of anchorage. According to “Graber”.  The 
nature & degree of  resistance to displacement offered by 
anatomic  unit for the purpose of effecting tooth movement. 
According to  “White  &  Gardiner” Anchorage is the site of 
delivery from which a force is exerted. According  to “ Prott” 

[3]Anchorage is Resistance  to unwanted  tooth  movement.  As 
“Hoffman” Despite the fact that an orthodontist's fantasy of 
outright anchorage control and unadulterated muscular 
mediation has been understood, we set our sights higher to 

[4]think about issues past our horizons”.  “Nanda” Anchorage  
as the amount  of movement of posterior  teeth (Molars, 
Premolars) to close the extraction space in order to achieve  

[5].selected treatment  goals  “Pullen” Anchorage as selection  
of adequate & properly distributed  resistance units for control 
& direction of force applied  to teeth for dental arch 

[6]development  or for lesser  tooth movement.  

Sources of Anchorage
Anchorage mainly obtained from two sources:
Ÿ Intraoral  Anchorage
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Ÿ Extraoral Anchorage

Internal Sources of Anchorage
Ÿ Teeth
Ÿ Alveolar Bone
Ÿ Cortical Bone
Ÿ Basal jaw Bone

[7]
Ÿ Musculature.

External Sources of Anchorage
Ÿ Cranium (Occipital Bone or Parietal Bone)
Ÿ Back of the neck (Cervical Bone)

[7]
Ÿ Facial Bone (Frontal Bone, Mandibular Symphysis).

Classication of Anchorage
Simple  Anchorage
Dental anchorages where, the way and utilisation of force will 
in general dislodge or change the tendency of the tooth or 
teeth that structure the anchorage unit in the direction in which 
the power is being applied. In other terms the Tooth or Teeth is 
moved using the Anchorage unit's resistance to the Tipping 

{8}force.

Stationary  Anchorage 
Dental anchorages where, the way and utilization of force will 
dislodge the anchorage unit real in the plane where the power 
is being applied representing a bodily movement  is named 

[8]Stationary Anchorage(Graber) . In other terms the tooth/teeth 
is moved using the Anchorage unit's resistance to the Bodily 
movement.

Reciprocal Anchorage
It involves the resistance provided by two teeth units where 
they give  equivalent and opposite forces which causes the 

[9]corresponding tooth movement. e.g. Diastema closure.

Reinforced Anchorage
It includes building up the anchorage or opposition region 
either by adding more obstruction units or by the utilisation of 
different assistants. A straightforward approach to supporting 
anchorage is to band the subsequent molars. Different 
alternate ways incorporate, the utilisation of T.P.A., Nance 
holding curve, lower lingual curve. The Anchorage achieved 
from the Tissue.  for example, got by lip bumper can be 

[9]effectively used as distal molar. 

According to the jaws involved
1. Intra maxillary: When the units for Anchorage are present 
in the same jaw.. 

2. Inter maxillary: When the units for anchorage present in 
one jaw is used to provide force   for the required tooth 

[8]movement in another jaw . Baker's anchorage (1904).

According to the site of Anchorage
1.  Anchorage is established within the oral cavity. Intra oral :

[10]2. : Anchorage obtained outside the oral cavity.Extra oral 
a) :  e.g. neck straps                 Cervical 

b) :  e.g. Head gears Occipital 
c) :  e.g. high pull headgears    Cranial 
 d)  :  e.g. face masks Facial

3.  Anchorage derived from action of muscles. e.g. Muscular:
[8]Vestibular shields.

According to the number of Anchorage units
1. Single or Primary Anchorage
    Involves single tooth. 

2. Compound Anchorage
     Involves two or more teeth. 

3. Reinforced or Multiple Anchorage
Addition of non-dental anchorage Sites. e.g. Mucosa, muscle, 
head, etc.

Factors  Affecting  Anchorage
Biological  Factors
1.  Size of the anchor unit: Anchorage esteem relies upon the 

size of the anchor unit Expanding the quantity of teeth in 
the anchor unit works on the anchorage and limits 
undesirable tooth movement.

2.  Axial inclination of teeth: Distoaxial inclination of lower 
back teeth is better in anchorage. Control when 
contrasted with mesial inclination.

3.  D eferring extraction of teeth.
4.  Utilization of ideal power.
5.  Differential power framework.

[11]6.   Unusual strong power or constant propensities.

7. Mechanical  Factors
1.  Friction: Friction is an important mechanical factor. Tidy 
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(1989) is of the opinion that frictional resistance increases 
the strain on anchorage unit. Frictional resistance is high 
with nitinol wires and ceramic brackets whereas frictional 
resistance is low with stainless steel wires and SS 
brackets.

2. T ype of tooth movement planned: Frictional resistance is 
more with bodily movement and during space closure.

3. Technique employed: Friction varies depending upon the 
retraction mechanics employed in xed appliances. It is 

[11]more in sliding mechanics.

Anchorage Planning
1.  Number of teeth to be moved.
2.  kind of teeth being moved.
3.  Kind of movement of teeth .
4.  Condition of the Periodontism.
5.  Term of tooth movement.
6.  Anchorage esteem - Anchorage worth of any tooth is 

generally equivalent to its root     surface region. Molar 
and second premolar in each curve is around equivalent 

[12]in surface      region to incisors and canine.

Anchorage Loss
In orthodontic treatment, anchorage misfortune is a potential 
result of orthodontic mechanotherapy and one of the 
signicant reasons for fruitless outcomes Anchor misfortune 

[18]can happen in each of the 3 planes of space.

Sagittal plane
Ÿ Mesial  movement of molars.
Ÿ Proclination of front areas.

Vertical plane
Ÿ Extrusion of molars.
Ÿ Bite Deeping developing because of interior  extrusion.

Transverse plane
Ÿ Buccal erupting because of over expanded curve structure 

& inadvertent 
Ÿ lingual root force.
Ÿ Lingual unloading of molars.

Signs of Anchorage  Loss
Ÿ Mesial Movement of Molars. 
Ÿ Proclination of Anterior Teeth.
Ÿ Spacing of Teeth.
Ÿ Increase in Overjet.
Ÿ Change in Molar Relations.

[13, 14]
Ÿ Buccal Cross Bite of  Upper Posteriors,

Means To  Detect  Anchorage  Loss
Ÿ Increase in Overjet.
Ÿ Inclination of the Anchor Teeth.
Ÿ Measurements from Palatal rugae & Frenum.
Ÿ R a d i o l o g i c a l   E x a m i n a t i o n  ( C e p h a l o m e t r i c 

[15] [16]Radiographs).

Anchorage In Different Appliance Systems
[17]Anchorage In Removable Appliances 

Activator Bionator and Twin block
1.  Covering of incisal edges of lower incisors and 

appropriate attack of cups of teeth into  Acrylic.
2.  On the off chance that deciduous molars are available, it 

is utilized as Anchor teeth.
3.  Edentulous regions after loss of deciduous molars.
4.  Labial bow forestalls anterior aring and posterior 

relocation of the appliance. 

Base plate
Ÿ Mark of connection for the dynamic parts.
Ÿ Appropriation of traditionalist powers to the teeth and 

tissues.

Labial bow
Forestalls the Proclination of incisors which supports the xed 
anchorage.

[19,20]Anchorage In Fixed Appliances.
Partial Anchorage
In xed functional appliances Ordinarily in the maxillary 
curve the rst premolars and super durable rst molars are 
interconnected on each side. In mandibular curve the rst 
premolar bands are associated. This  kind of anchorage is 
called partial anchorage.

Total Anchorage
In certain cases this kind of anchorage is decient and thusly 
should be expanded by the joining of extra dental units. In the 
maxillary curve labial sectional wire is put in the sections of 
premolars, canines, incisors. In the mandibular curve lingual 
sectional wire is stretched out to rst long-lasting molars 
which are banded. This type of anchorage is called Total 
Anchorage.

Splint Anchorage 
In the deciduous and mixed dentition period fortied kind of 
herbs is utilized in view of nonappearance of rst premolars. 
This framework is called splint anchorage framework.

CONCLUSION
Anchorage ought to be of prime thought previously the treatment 
plan is formed. The skeletal and dental anchorage ought to be 
widely anticipated a superior completion also, complete outcome 
in orthodontic treatment. Anchorage assumes a conspicuous part 
in usage of extraction spaces, utilization of head gears, 
withdrawal mechanics, and so for to close we will sum up 
momentarily what we think about the supposed current idea of 
anchorage. It includes the utilization of existing anchorage, ready 
anchorage, skeletal anchorage and reinforced anchorage. 
Appropriate analysis through acknowledgment of anchorage 
accessibility should be made for better completing of the case.
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