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Angle (1907) described the dental midline diastema as a

rather common form of incomplete occlusion

characterized by a space between the maxillary and - less

frequent – mandibular central incisors. He also

recognized the functional and esthetic implications of

the midline diastema. He stated that the interdental

diastema "always creates an unpleasant appearance and

interferes with speech depending on its width".

Similarly, Andrews (1972) in his classical article "The six

keys to normal occlusion" supported, in the fifth
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O Angle (1907) ÂÚÈ¤ÁÚ·„Â ÙÔ ‰È¿ÛÙËÌ· ÌÂÙ·Í‡ ÙˆÓ
‰ÔÓÙÈÒÓ ÛÙË Ì¤ÛË ÁÚ·ÌÌ‹ ˆ˜ Ì›· Û¯ÂÙÈÎ¿ ÎÔÈÓ‹ ÌÔÚÊ‹
·ÙÂÏÔ‡˜ Û˘ÁÎÏÂ›ÛÂˆ˜, Ô˘ ¯·Ú·ÎÙËÚ›˙ÂÙ·È ·fi ¤Ó·Ó
¯ÒÚÔ ·Ó¿ÌÂÛ· ÛÙÔ˘˜ ¿Óˆ Î·È - ÏÈÁfiÙÂÚÔ Û˘ÓËıÈÛÌ¤ÓÔ -
ÛÙÔ˘˜ Î¿Ùˆ ÎÂÓÙÚÈÎÔ‡˜ ÙÔÌÂ›˜. ∞Ó·ÁÓÒÚÈÛÂ fiÙÈ ÙÔ ‰È¿ÛÙË-
Ì· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ¤¯ÂÈ ÏÂÈÙÔ˘ÚÁÈÎ¤˜ Î·È ·ÈÛıËÙÈÎ¤˜
Û˘Ó¤ÂÈÂ˜. ¢‹ÏˆÛÂ Â›ÛË˜ fiÙÈ ÙÔ ‰È¿ÛÙËÌ· ÌÂÙ·Í‡ ÙˆÓ
‰ÔÓÙÈÒÓ "¿ÓÙ· ·ÚÔ˘ÛÈ¿˙ÂÈ ÌÈ· ‰˘Û¿ÚÂÛÙË ÂÌÊ¿ÓÈÛË Î·È
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AABBSSTTRRAACCTT
This study is a comprehensive literature review of
contemporary views concerning the etiology of a
common dentoalveolar feature, which is the midline
diastema of the maxillary dental arch. This review
revealed that there is quite a debate in progress
related to the etiological factors and consequent
clinical management. According to certain authors the
etiology is genetic, whereas others support the view
that environmental factors are involved. On the basis
of contradicting data, it may be concluded that
multiple factors are involved in the etiology of
maxillary midline diastema, a fact suggesting that
further research is required.

KKeeyy  wwoorrddss::  Diastema, orthodontic treatment,
retention, relapse, hypertrophic frenum
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™ÙËÓ ·ÚÔ‡Û· ÂÚÁ·Û›· Ú·ÁÌ·ÙÔÔÈ‹ıËÎÂ ÂÎÙÂÓ‹˜
‚È‚ÏÈÔÁÚ·ÊÈÎ‹ ·Ó·ÛÎfiËÛË ÚÔÎÂÈÌ¤ÓÔ˘ Ó· ·Ó·ÊÂÚ-
ıÔ‡Ó ÔÈ ‰È¿ÊÔÚÂ˜ Û‡Á¯ÚÔÓÂ˜ ·fi„ÂÈ˜ Û¯ÂÙÈÎ¿ ÌÂ ÙËÓ
·ÈÙÈÔÏÔÁ›· ÂÓfi˜ ÎÔÈÓÔ‡ Ô‰ÔÓÙÔÊ·ÙÓÈ·ÎÔ‡ ¯·Ú·ÎÙËÚÈ-
ÛÙÈÎÔ‡, ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ
Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘. ∏ ·Ó·ÛÎfiËÛË ·˘Ù‹ ¤‰ÂÈÍÂ fiÙÈ
˘¿Ú¯ÂÈ ·ÚÎÂÙfi˜ ÚÔ‚ÏËÌ·ÙÈÛÌfi˜ Û¯ÂÙÈÎ¿ ÌÂ ÙÔ˘˜
·ÈÙÈÔÏÔÁÈÎÔ‡˜ ·Ú¿ÁÔÓÙÂ˜ Î·È ÙËÓ ÎÏÈÓÈÎ‹ ·ÓÙÈÌÂÙÒÈ-
ÛË. ™‡ÌÊˆÓ· ÌÂ ÙËÓ ¿Ô„Ë ÌÂÚÈÎÒÓ Û˘ÁÁÚ·Ê¤ˆÓ, Ë
·ÈÙÈÔÏÔÁ›· Â›Ó·È ÁÂÓÂÙÈÎ‹˜ Ê‡ÛÂˆ˜, ÂÓÒ Û‡ÌÊˆÓ· ÌÂ
ÙËÓ ¿Ô„Ë ¿ÏÏˆÓ, Ë ·ÈÙÈÔÏÔÁ›· Â›Ó·È ÂÚÈ‚·ÏÏÔÓÙÈÎ‹˜
Ê‡ÛÂˆ˜. ∞fi Ù· ·ÓÙÈÎÚÔ˘fiÌÂÓ· ÛÙÔÈ¯Â›· ÙË˜ ‚È‚ÏÈÔ-
ÁÚ·Ê›·˜ Û˘Ó¿ÁÂÙ·È fiÙÈ ÂÌÏ¤ÎÔÓÙ·È ÔÏÏÔ› ·Ú¿ÁÔ-
ÓÙÂ˜ ÛÙËÓ ·ÈÙÈÔÏÔÁ›· ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÌÂÙ·Í‡ ÙˆÓ ¿Óˆ
ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ, ÁÂÁÔÓfi˜ Ô˘ ˘Ô‰ËÏÒÓÂÈ ÙËÓ ·Ó¿-
ÁÎË ÂÚ·ÈÙ¤Úˆ ‰ÈÂÚÂ‡ÓËÛË˜. 

§§¤¤ÍÍÂÂÈÈ˜̃  ÎÎÏÏÂÂÈÈ‰‰ÈÈ¿¿:: ¢È¿ÛÙËÌ·, ÔÚıÔ‰ÔÓÙÈÎ‹ ıÂÚ·Â›·,
Û˘ÁÎÚ¿ÙËÛË, ˘ÔÙÚÔ‹, ˘ÂÚÙÚÔÊÈÎfi˜ ¯·ÏÈÓfi˜
∂ÏÏ OÚıÔ‰ ∂Èı 2005;8:93-103.
¶·ÚÂÏ‹ÊıË: 18.06.2003 – ŒÁÈÓÂ ‰ÂÎÙ‹: 28.07.2005



principle, the view that interdental diastemas should not
exist and that all contact areas should be tight, so that
the patient has "straight and attractive teeth, as well as
a correct overall dental occlusion".
Broadbent (1941) described the maxillary midline
diastema in growing children as non-esthetically
pleasing and characterized it as the "ugly duckling"
stage of dental development. He considered this stage as
a transitional phase for the maxillary interincisal
diastema, indicating the space available for the erupting
permanent dentition. Broadbent also described the
closure of this diastema with complete eruption of
lateral incisors and canines as a normal stage of occlusal
development.
Numerous etiological factors for the development of
midline diastema are reported in the literature, many of
which are environmentally related (Baum, 1966; Bishara,
1972; Becker, 1978; Huang, 1995; Nainar and
Gnanasundaram, 1997; Oesterle and Shellhart, 1999).
There is a significant literature gap concerning the
possible genetic contribution or even cause of persisting
maxillary midline diastema. Reports on the genetic
etiology of dental features are largely anecdotal.

DDIIAASSTTEEMMAA  AANNDD  NNOORRMMAALL  DDEENNTTAALL  DDEEVVEELLOOPPMMEENNTT

Broadbent’s view (1941) concerning midline diastema in
the developing dentition as a normal phenomenon in
growing children has been supported in large extent in
the literature (Gardiner, 1969; Bishara, 1972; Richardson
et al., 1973; Huang and Creath, 1995). Taylor (1939)
found in his study that 98% of six-year old children
presented interincisal diastema. Midline diastema was
present in 88.7% of 6- to 7-year old children, while as
age increased, this percentage significantly decreased.
The 10- to 11-year old group showed a midline diastema
in 48.7% and in the sample of 12- to 18-year old
students the figure dropped to 7%. Taylor’s research
represented children with any type of midline diastema
without referring to contributing factors.
Weyman (1967) found that midline diastema in a sample
of 751 children was present in 56.8% following eruption
of permanent central incisors, in 38% following eruption
of the lateral incisors, in 7.4% after canine eruption and
in 5.7% between 14 and 16 years of age. The author
concluded that the developmental stage of the dentition
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·ÚÂÌ‚·›ÓÂÈ ÛÙËÓ ÔÌÈÏ›· ·Ó¿ÏÔÁ· ÌÂ ÙÔ Â‡ÚÔ˜ ÙÔ˘".
¶·ÚÔÌÔ›ˆ˜, Ô Andrews (1972) ÛÙÔ ÎÏ·ÛÈÎfi ÙÔ˘ ¿ÚıÚÔ
"∆· ¤ÍÈ ÎÏÂÈ‰È¿ ÁÈ· ÌÈ· Î·ÓÔÓÈÎ‹ Û‡ÁÎÏÂÈÛË", ˘ÔÛÙ‹ÚÈÍÂ
ÛÙËÓ ¤ÌÙË ·Ú¯‹ fiÙÈ ‰ÂÓ ı· ¤ÚÂÂ Ó· ˘¿Ú¯Ô˘Ó ‰È·-
ÛÙ‹Ì·Ù· ·Ó¿ÌÂÛ· ÛÙ· ‰fiÓÙÈ· Î·È fiÙÈ fiÏÂ˜ ÔÈ ÂÚÈÔ¯¤˜ Â·-
Ê‹˜ ı· ¤ÚÂÂ Ó· Â›Ó·È ÛÊÈ¯Ù¤˜, ¤ÙÛÈ ÒÛÙÂ Ó· ÌÔÚÂ› Ó·
ıÂˆÚËıÂ› fiÙÈ Ô ·ÛıÂÓ‹˜ ¤¯ÂÈ ‰fiÓÙÈ· Ô˘ Â›Ó·È "›ÛÈ· Î·È
Â˘¯¿ÚÈÛÙ· ˆ˜ ÚÔ˜ ÙËÓ ÂÌÊ¿ÓÈÛ‹ ÙÔ˘˜, fiˆ˜ Â›ÛË˜ Î·È
Ì›· Û‡ÁÎÏÂÈÛË ‰ÔÓÙÈÒÓ Ô˘ ıÂˆÚÂ›Ù·È ÁÂÓÈÎ¿ ÛˆÛÙ‹". 
O Broadbent (1941) ÂÚÈ¤ÁÚ·„Â ˆ˜ ÌË ·ÈÛıËÙÈÎ¿ ÔÚı‹ ÙËÓ
ÂÌÊ¿ÓÈÛË ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙË˜ ¿Óˆ ÁÓ¿-
ıÔ˘ ÛÂ ·È‰È¿ Ô˘ ·Ó·Ù‡ÛÛÔÓÙ·È Î·È ÙËÓ ¯·Ú·ÎÙ‹ÚÈÛÂ ˆ˜
ÙÔ ÛÙ¿‰ÈÔ "¿Û¯ËÌÔ ·¿ÎÈ" ÙË˜ Ô‰ÔÓÙÈÎ‹˜ ·Ó¿Ù˘ÍË˜. ∞˘Ùfi
ÙÔ ÛÙ¿‰ÈÔ ÙÔ ¯·Ú·ÎÙ‹ÚÈÛÂ ˆ˜ Ì›· ÌÂÙ·‚·ÙÈÎ‹ Ê¿ÛË, Ô˘
Â›Ó·È ÂÓ‰ÂÈÎÙÈÎ‹ ÙÔ˘ ‰È·ı¤ÛÈÌÔ˘ ¯ÒÚÔ˘ ÁÈ· ÙËÓ ÂÎÊ‡Ô˘Û·
ÌfiÓÈÌË Ô‰ÔÓÙÔÊ˘˝·. O Broadbent ÂÚÈ¤ÁÚ·„Â ÙÔ ÎÏÂ›ÛÈÌÔ
ÙÔ˘ ¯ÒÚÔ˘ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÌÂ ÙËÓ ÔÏÔÎÏËÚˆÌ¤ÓË ·Ó·ÙÔ-
Ï‹ ÙˆÓ Ï¿ÁÈˆÓ ÙÔÌ¤ˆÓ Î·È ÙˆÓ Î˘ÓÔ‰fiÓÙˆÓ ˆ˜ ¤Ó·
Ê˘ÛÈÔÏÔÁÈÎfi ÛÙ¿‰ÈÔ ÙË˜ Û˘ÁÎÏÂÈÛÈ·Î‹˜ ·Ó¿Ù˘ÍË˜. 
™ÙË ‚È‚ÏÈÔÁÚ·Ê›· ·Ó·Ê¤ÚÔÓÙ·È ÔÏ˘¿ÚÈıÌÔÈ ·ÈÙÈÔÏÔÁÈÎÔ›
·Ú¿ÁÔÓÙÂ˜ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜, ÔÈ ÂÚÈÛ-
ÛfiÙÂÚÔÈ ÂÎ ÙˆÓ ÔÔ›ˆÓ Û¯ÂÙ›˙ÔÓÙ·È ÌÂ ÙÔ ÂÚÈ‚¿ÏÏÔÓ
(Baum, 1966; Bishara, 1972; Becker, 1978; Huang, 1995;
Nainar Î·È Gnanasundaram, 1997; Oesterle Î·È Shellhart,
1999). À¿Ú¯ÂÈ ¤Ó· ÛËÌ·ÓÙÈÎfi ÎÂÓfi ÛÙË ‚È‚ÏÈÔÁÚ·Ê›·
fiÛÔÓ ·ÊÔÚ¿ Ì›· Èı·Ó‹ ÁÂÓÂÙÈÎ‹ Û˘Ì‚ÔÏ‹ ‹ ·ÎfiÌ· Î·È
·ÈÙ›· ÁÈ· ÙÔ ÂÍ·ÎÔÏÔ˘ıËÙÈÎfi ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜
ÙË˜ ¿Óˆ ÁÓ¿ıÔ˘. OÈ ·Ó·ÊÔÚ¤˜ ÛÂ ÌÈ· ÁÂÓÂÙÈÎ‹ ·ÈÙÈÔÏÔÁ›·
ÙˆÓ Ô‰ÔÓÙÈÎÒÓ ÎÏËÚÔÓÔÌÈÎÒÓ ¯·Ú·ÎÙËÚÈÛÙÈÎÒÓ Â›Ó·È ÛÂ
ÌÂÁ¿ÏÔ ‚·ıÌfi ·ÓÂÎ‰ÔÙÔÏÔÁÈÎ¤˜. 

∆∆OO  ¢¢ππ∞∞™™∆∆∏∏ªª∞∞  ∫∫∞∞ππ  ∏∏  ººÀÀ™™ππOO§§OO°°ππ∫∫∏∏  OO¢¢OO¡¡∆∆ππ∫∫∏∏
∞∞¡¡∞∞¶¶∆∆ÀÀ••∏∏

∏ ÂÚÈÁÚ·Ê‹ ÙÔ˘ Broadbent (1941) ÁÈ· ÙËÓ ·fiÛÙ·ÛË ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÛÙËÓ ·Ó·Ù˘ÛÛfiÌÂÓË Ô‰ÔÓÙÔÊ˘˝· ˆ˜ ¤Ó·
Ê˘ÛÈÔÏÔÁÈÎfi Ê·ÈÓfiÌÂÓÔ ÁÈ· Ù· ·È‰È¿ Ô˘ ·Ó·Ù‡ÛÛÔÓÙ·È
¤¯ÂÈ ˘ÔÛÙËÚÈ¯ıÂ› Â˘Ú¤ˆ˜ ÛÙË ‚È‚ÏÈÔÁÚ·Ê›· (Gardiner,
1969; Bishara, 1972; Richardson Î·È Û˘Ó.,1973; Huang Î·È
Creath, 1995). O Taylor (1939) ÛÂ Ì›· ÌÂÏ¤ÙË ·È‰ÈÒÓ
‚Ú‹ÎÂ fiÙÈ ÙÔ 98% ÙˆÓ ÂÍ¿¯ÚÔÓˆÓ ·È‰ÈÒÓ Ô˘ ÂÍÂÙ¿ÛıË-
Î·Ó ·ÚÔ˘Û›·ÛÂ ·fiÛÙ·ÛË ·Ó¿ÌÂÛ· ÛÙÔ˘˜ ÙÔÌÂ›˜. ™ÙËÓ
ÔÌ¿‰· ·fi ·È‰È¿ ËÏÈÎ›·˜ 6 ¤ˆ˜ 7 ÂÙÒÓ ¤‰ÂÈÍÂ fiÙÈ ÙÔ
88,7% Â›¯·Ó ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. ŸÛÔ ·˘Í·Ófi-
Ù·Ó Ë ËÏÈÎ›·, ÙÔ ÔÛÔÛÙfi ÙˆÓ ·È‰ÈÒÓ Ô˘ ·ÚÔ˘Û›·˙·Ó
‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÌÂÈˆÓfiÙ·Ó ÛËÌ·ÓÙÈÎ¿. ™ÙËÓ
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rather than age per se is a more accurate basis for
treatment planning. 
In an attempt to predict whether the diastema might
close on its own as age increases, Sanin et al. (1969)
developed a method that could predict, with an accuracy
of 88%, whether the space would be spontaneously
corrected in the developing dentition. The prediction is
based on millimeter measurement in the early mixed
dentition. The possibility of space closure without
treatment is inversely proportionate to diastema size. For
a 1 mm space in the early mixed dentition, the possibility
of spontaneous space closure is reported to be 99%, for
a 1.5-mm space 85%, 50% for a 1.85-mm diastema and
for 2.7 mm of space the possibility of closure without
treatment decreases to 1%. The authors note that the
measurement should be performed at the time when
eruption of lateral incisors is complete. Attempts for
similar predictions at an earlier stage were proved to be
totally inaccurate (Sanin et al., 1969).

MMIIDDLLIINNEE  DDIIAASSTTEEMMAA  EETTIIOOLLOOGGYY

Numerous etiological factors contributing to the
development of midline diastema have been reported
and discussed in the literature. There is no agreement on
a single etiological factor. The prevailing view seems to
consider its development as a multifactorial
phenomenon (Baum, 1966; Bishara, 1972; Becker, 1978;
Huang, 1995; Nainar and Gnanasundaram, 1997;
Oesterle and Shellhart, 1999).

TThhee  ggeenneettiicc  nnaattuurree  ooff  mmiiddlliinnee  ddiiaasstteemmaa

International literature includes few reports on genetics
or heredity as etiological factors for the development of
the maxillary midline diastema. Gass et al. (2003) note
that preliminary results from thirty families show a
possible genetic basis for this diastema. More specifically,
"heritability" was estimated at 0.32 for the white and
0.04 for the black population. "Heritability " is defined as
the ratio of the total genotypic diversity to the total
phenotypic diversity with values ranging from 0 to 1.
Data from family trees suggest a dominant autosomal
hereditary type. Gardiner (1969) discusses the etiology of
the persisting midline diastema and notes that there is
"almost no limitation concerning contributing factors.

ÔÌ¿‰· ·È‰ÈÒÓ ËÏÈÎ›·˜ 10 ÌÂ 11 ÂÙÒÓ ÙÔ ÔÛÔÛÙfi ÙÔ˘ ‰È·-
ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ‹Ù·Ó 48,7% Î·È ÛÙÔ ‰Â›ÁÌ·
Ì·ıËÙÒÓ Á˘ÌÓ·Û›Ô˘ ËÏÈÎ›·˜ 12 ¤ˆ˜ 18 ÂÙÒÓ, ÙÔ ÔÛÔÛÙfi
Ô˘ ·ÚÔ˘Û›·ÛÂ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ¤ÂÛÂ ÛÙÔ
7%. ∏ ¤ÚÂ˘Ó· ÙÔ˘ Taylor ‹Ù·Ó ·ÓÙÈÚÔÛˆÂ˘ÙÈÎ‹ ·È‰ÈÒÓ
ÌÂ ÔÔÈÔ‰‹ÔÙÂ Ù‡Ô ·fiÛÙ·ÛË˜ ÛÙË Ì¤ÛË ÁÚ·ÌÌ‹, ¯ˆÚ›˜
Ó· ·Ó·Ê¤ÚÂÙ·È ÛÙÔ˘˜ ·Ú¿ÁÔÓÙÂ˜ Ô˘ Û˘ÓÙÂÏÔ‡Ó ÛÂ ·˘Ùfi. 
O Weyman (1967) ‚Ú‹ÎÂ ÛÂ ¤Ó· ‰Â›ÁÌ· 751 ·È‰ÈÒÓ fiÙÈ Ë
ÂÌÊ¿ÓÈÛË ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ‹Ù·Ó 56,8%
ÌÂÙ¿ ÙËÓ ¤ÎÊ˘ÛË ÙˆÓ ÌfiÓÈÌˆÓ ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ, 38%
ÌÂÙ¿ ÙËÓ ¤ÎÊ˘ÛË ÙˆÓ Ï¿ÁÈˆÓ ÙÔÌ¤ˆÓ, 7,4% ÌÂÙ¿ ÙËÓ
¤ÎÊ˘ÛË ÙˆÓ ÌfiÓÈÌˆÓ Î˘ÓÔ‰fiÓÙˆÓ Î·È 5,7% ÛÙËÓ ËÏÈÎ›·
·fi 14 Ì¤¯ÚÈ 16 ÂÙÒÓ. O Û˘ÁÁÚ·Ê¤·˜ Û˘Ì¤Ú·ÓÂ ·fi
·˘Ù‹Ó ÙËÓ ¤ÚÂ˘Ó· fiÙÈ ÙÔ ÛÙ¿‰ÈÔ ·Ó¿Ù˘ÍË˜ ÙË˜ Ô‰ÔÓÙÔÊ˘˝·˜
Â›Ó·È ¤Ó· ÈÔ ·ÎÚÈ‚¤˜ ÛËÌÂ›Ô ÛÙÔ ÔÔ›Ô ÌÔÚÂ› Ó· ‚·ÛÈÛÙÂ›
Ô ÚÔÁÚ·ÌÌ·ÙÈÛÌfi˜ ÙË˜ ıÂÚ·Â›·˜ ·fi fi,ÙÈ Ë ›‰È· Ë ËÏÈÎ›·. 
™Â ÌÈ· ÚÔÛ¿ıÂÈ· Ó· ÚÔ‚Ï¤„Ô˘Ó ·Ó ¤Ó·˜ ¯ÒÚÔ˜ ‰È·-
ÛÙ‹Ì·ÙÔ˜ ÌÔÚÂ› Ó· ÎÏÂ›ÛÂÈ ·fi ÌfiÓÔ˜ ÙÔ˘ fiÛÔ ÂÚÓ¿ÂÈ Ë
ËÏÈÎ›·, ÔÈ Sanin Î·È Û˘Ó. (1969) ·Ó¤Ù˘Í·Ó Ì›· Ì¤ıÔ‰Ô
Ì¤Ûˆ ÙË˜ ÔÔ›·˜ ı· ÌÔÚÔ‡Û·Ó Ó· ÚÔ‚Ï¤„Ô˘Ó, ÌÂ ÌÈ·
·ÎÚ›‚ÂÈ· ÙË˜ Ù¿ÍË˜ ÙÔ˘ 88%, ·Ó Ô ¯ÒÚÔ˜ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜
ı· ÌÔÚÔ‡ÛÂ Ó· ‰ÈÔÚıˆıÂ› ·fi ÌfiÓÔ˜ ÙÔ˘ ÛÙËÓ ·Ó·-
Ù˘ÛÛfiÌÂÓË Ô‰ÔÓÙÔÊ˘˝·. ∏ Úfi‚ÏÂ„Ë Â›Ó·È ‚·ÛÈÛÌ¤ÓË ÛÂ
Ì¤ÙÚËÛË ¯ÈÏÈÔÛÙÔ‡ ÛÙËÓ ÚÒÈÌË ÌÈÎÙ‹ Ô‰ÔÓÙÔÊ˘˝·, ÌÂ ÙËÓ
Èı·ÓfiÙËÙ· Ó· ÎÏÂ›ÛÂÈ ÙÔ ‰È¿ÛÙËÌ· ¯ˆÚ›˜ ıÂÚ·Â›· ˆ˜ Ì›·
·ÓÙ›ÛÙÚÔÊË ·Ó·ÏÔÁ›· ˆ˜ ÚÔ˜ ÙÔ Ì¤ÁÂıÔ˜ ÙÔ˘ ‰È·ÛÙ‹Ì·-
ÙÔ˜. ™Â Ì›· Ì¤ÙÚËÛË ‰È·ÛÙ‹Ì·ÙÔ˜ 1 ¯ÈÏÈÔÛÙÔ‡ ÙË˜ ÚÒÈÌË˜
ÌÈÎÙ‹˜ Ô‰ÔÓÙÔÊ˘˝·˜, Ë Èı·ÓfiÙËÙ· Ó· ÎÏÂ›ÛÂÈ Ô ¯ÒÚÔ˜ ÙÔ˘
‰È·ÛÙ‹Ì·ÙÔ˜ ·fi ÌfiÓÔ˜ ÙÔ˘ ¤¯ÂÈ ·Ó·ÊÂÚıÂ› fiÙÈ Â›Ó·È 99%,
ÛÂ ·˘Ù‹Ó ÙÔ˘ 1,5 ¯ÈÏÈÔÛÙÔ‡ 85%, ÛÙ· 1,85 ¯ÈÏÈÔÛÙ¿ 50%
Î·È, fiÙ·Ó ¤¯Ô˘ÌÂ ‰È¿ÛÙËÌ· 2,7 ¯ÈÏÈÔÛÙÒÓ, Ë Èı·ÓfiÙËÙ· Ó·
ÎÏÂ›ÛÂÈ Ô ¯ÒÚÔ˜ ¯ˆÚ›˜ ıÂÚ·Â›· ¤ÊÙÂÈ ÛÙÔ 1%. OÈ Û˘Á-
ÁÚ·ÊÂ›˜ ÂÈÛËÌ·›ÓÔ˘Ó fiÙÈ Ë Ì¤ÙÚËÛË Ú¤ÂÈ Ó· Á›ÓÂÈ ÛÂ
ÂÎÂ›ÓÔ ÙÔ ¯ÚÔÓÈÎfi ÛËÌÂ›Ô Ô˘ Ë ¤ÎÊ˘ÛË ÙˆÓ Ï¿ÁÈˆÓ
ÙÔÌ¤ˆÓ Â›Ó·È Ï‹ÚË˜. OÈ ÚÔÛ¿ıÂÈÂ˜ ÁÈ· ÙËÓ Úfi‚ÏÂ„Ë
ÛÂ ÚÔÁÂÓ¤ÛÙÂÚÔ ÛÙ¿‰ÈÔ ·Ô‰Â›¯ıËÎ·Ó Ï‹Úˆ˜ ·Ó·ÎÚÈ-
‚Â›˜ (Sanin Î·È Û˘Ó., 1969). 

∞∞ππ∆∆ππOO§§OO°°ππ∞∞  ∆∆OOÀÀ  ¢¢ππ∞∞™™∆∆∏∏ªª∞∞∆∆OO™™  

¶ÔÏ˘¿ÚÈıÌÔÈ ·ÈÙÈÔÏÔÁÈÎÔ› ·Ú¿ÁÔÓÙÂ˜ Ô˘ Û˘ÓÙÂÏÔ‡Ó ÛÙË
‰ËÌÈÔ˘ÚÁ›· ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ¤¯Ô˘Ó ·Ó·-
ÊÂÚıÂ› Î·È ¤¯Ô˘Ó Û˘˙ËÙËıÂ› ÛÙË ‚È‚ÏÈÔÁÚ·Ê›·. ¢ÂÓ ˘¿Ú-
¯ÂÈ ÔÌÔÊˆÓ›· ·fi„ÂˆÓ ¿Óˆ ÛÂ ¤Ó·Ó ÌÔÓ·‰ÈÎfi ·ÈÙÈÔÏÔ-
ÁÈÎfi ·Ú¿ÁÔÓÙ·. ∏ ÂÈÎÚ·ÙÔ‡Û· Û‹ÌÂÚ· ¿Ô„Ë Ê·›ÓÂÙ·È
Ó· ıÂˆÚÂ› fiÙÈ ÙÔ ¯·Ú·ÎÙËÚÈÛÙÈÎfi ·˘Ùfi Â›Ó·È ·ÔÙ¤ÏÂÛÌ·
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Undoubtedly, hereditary causes are high up the list and
we have all seen parents and offspring with this
feature". Shashua and Artun (1997) report that genetic
predisposition is a probable precondition contributing to
midline diastema development. The authors concluded
that the family tree of diastema was one of the only two
important risk factors for diastema relapse. The other
factor was diastema size before treatment. 
Nainar and Gnanasundaram (1997), in their study of
midline diastemas in a South India population sample,
examined 9774 individuals from 13 to 35 years of age in
order to determine the consequences and possible
etiological factors of this feature. The relatively
increased frequency of familial occurrence led the
authors to propose the presence of a genetic factor
contributing to midline diastema expression. 
Schmitt (1982) described eight members of a family who,
for more than three generations, presented a syndrome
including bilateral triphalangeal thumbs, radial
hypoplasia, hypospadias (congenital abnormality of the
urethra) and maxillary diastema. All family members
with the disease had a midline diastema and the authors
concluded, on the basis of the hereditary pattern, that
the syndrome follows the autosomal dominant type. The
authors did not discuss the role or the correlation of the
maxillary diastema with the syndrome, nor did they
further elaborate on the genetic contribution possibly
responsible for the expression of the dental hereditary
feature.
There are other developmental anomalies of the
orofacial midline structures not necessarily related to
syndromes. Neville et al. (1997) describe the thyroglossal
cyst of the duct as a remnant of the thyroglossal duct
epithelium that normally undergoes atrophy and is
eliminated. Occasionally, however, it remains and forms
a cyst. They also report that thyroglossal duct cysts
appear in the midline and may develop from the
foramen tongue caecum to the superior fissure. The
median palatal cyst is another midline structure, which
Neville et al. describe as a rare cyst originating from
epithelium trapped along the line of fusion of the lateral
palatal maxillary processes during development.
Incomplete palatal fusion is a possible cause of the
persisting midline diastema (Stubley, 1976) and there are
data supporting that these cystic formations may be
related to family history, a fact indicating genetic

ÔÏÏÒÓ ·Ú·ÁfiÓÙˆÓ ˆ˜ ÚÔ˜ ÙË ‰ËÌÈÔ˘ÚÁ›· ÙÔ˘ (Baum,
1966; Bishara, 1972; Becker, 1978; Huang, 1995; Nainar
Î·È Gnanasundardm, 1997; Oesterle Î·È Shellhart, 1999). 

°°ÂÂÓÓÂÂÙÙÈÈÎÎ‹‹  ‚‚¿¿ÛÛËË  ÙÙÔÔ˘̆  ‰‰ÈÈ··ÛÛÙÙ‹‹ÌÌ··ÙÙÔÔ˜̃

™ÙË ‰ÈÂıÓ‹ ‚È‚ÏÈÔÁÚ·Ê›· Á›ÓÂÙ·È ÌÈÎÚ‹ ·Ó·ÊÔÚ¿ ÛÙË ÁÂÓÂ-
ÙÈÎ‹ ‹ ÙËÓ ÎÏËÚÔÓÔÌÈÎfiÙËÙ· ÛÙ· Ï·›ÛÈ· ÙË˜ ·ÈÙÈÔÏÔÁ›·˜
ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡
ÙfiÍÔ˘. OÈ Gass Î·È Û˘Ó. (2003) ·Ó·Ê¤ÚÔ˘Ó fiÙÈ Ù· ÚÔÎ·-
Ù·ÚÎÙÈÎ¿ ·ÔÙÂÏ¤ÛÌ·Ù· ·fi ÙÚÈ¿ÓÙ· ÔÈÎÔÁ¤ÓÂÈÂ˜ ‰Â›¯ÓÔ˘Ó
ÌÈ· Èı·Ó‹ ÁÂÓÂÙÈÎ‹ ‚¿ÛË ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·Ì-
Ì‹˜ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘. ∂È‰ÈÎfiÙÂÚ·, Ë "ÎÏËÚÔÓÔÌÈ-
ÎfiÙËÙ·" ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ Ô‰Ô-
ÓÙÈÎÔ‡ ÙfiÍÔ˘ ˘ÔÏÔÁ›ÛÙËÎÂ ÛÂ 0.32 ÁÈ· ÙÔ ÏÂ˘Îfi ÏËı˘-
ÛÌfi Î·È 0.04 ÁÈ· ÙÔ Ì·‡ÚÔ ÏËı˘ÛÌfi. ø˜ "ÎÏËÚÔÓÔÌÈÎfi-
ÙËÙ·" ÔÚ›˙ÂÙ·È ÙÔ ËÏ›ÎÔ ÙË˜ Û˘ÓÔÏÈÎ‹˜ ÁÔÓÔÙ˘ÈÎ‹˜ ÔÈÎÈ-
ÏfiÙËÙ·˜ ÚÔ˜ ÙË Û˘ÓÔÏÈÎ‹ Ê·ÈÓÔÙ˘ÈÎ‹ ÔÈÎÈÏfiÙËÙ· Î·È ÔÈ
ÙÈÌ¤˜ ÙË˜ Î˘Ì·›ÓÔÓÙ·È ·fi 0 ¤ˆ˜ 1. ∆· ÛÙÔÈ¯Â›· ·fi Ù· ÔÈÎÔ-
ÁÂÓÂÈ·Î¿ ‰¤ÓÙÚ· ˘Ô‰ËÏÒÓÔ˘Ó ÂÈÎÚ·ÙÔ‡ÓÙ· ·˘ÙÔÛˆÌÈÎfi
ÙÚfiÔ ÎÏËÚÔÓÔÌÈÎfiÙËÙ·˜. O Gardiner (1969) ÛÙË Û˘˙‹ÙË-
Û‹ ÙÔ˘ ÁÈ· ÙËÓ ·ÈÙÈÔÏÔÁ›· ÙÔ˘ ÂÍ·ÎÔÏÔ˘ıËÙÈÎÔ‡ ‰È·ÛÙ‹Ì·-
ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÂÈÛËÌ·›ÓÂÈ fiÙÈ ‰ÂÓ ˘¿Ú¯ÂÈ "Û¯Â-
‰fiÓ Î·Ó¤Ó·˜ ÂÚÈÔÚÈÛÌfi˜ ÛÙÈ˜ Û˘Óı‹ÎÂ˜ Ô˘ ÌÔÚÔ‡Ó Ó·
Û˘Ì‚¿ÏÔ˘Ó ÛÂ ·˘Ùfi. ∞Ó·ÌÊ›‚ÔÏ· ÔÈ ÂÎ ÁÂÓÂÙ‹˜ ·ÈÙ›Â˜
Î·Ù·Ù¿ÛÛÔÓÙ·È „ËÏ¿ ÛÙË Ï›ÛÙ· Î·È ¤¯Ô˘ÌÂ fiÏÔÈ ‰ÂÈ ÁÔÓÂ›˜
Î·È ·ÔÁfiÓÔ˘˜ ÌÂ ·˘Ùfi ÙÔ ¯·Ú·ÎÙËÚÈÛÙÈÎfi". OÈ Shashua
Î·È Artun (1997) ·Ó·Ê¤ÚÔ˘Ó fiÙÈ Ë ÁÂÓÂÙÈÎ‹ ÚÔ‰È¿ıÂÛË
Â›Ó·È Ì›· Èı·Ó‹ ÚÔ¸fiıÂÛË Ô˘ Û˘Ì‚¿ÏÏÂÈ ÛÙÔ ‰È¿ÛÙË-
Ì· ÌÂÙ·Í‡ ÙˆÓ ¿Óˆ ÙÔÌ¤ˆÓ. OÈ Û˘ÁÁÚ·ÊÂ›˜ Û˘Ì¤Ú·Ó·Ó
fiÙÈ ÙÔ ÔÈÎÔÁÂÓÂÈ·Îfi ÈÛÙÔÚÈÎfi ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ‹Ù·Ó ¤Ó·˜
·fi ÙÔ˘˜ ÌfiÏÈ˜ ‰‡Ô ÛËÌ·ÓÙÈÎÔ‡˜ ·Ú¿ÁÔÓÙÂ˜ ÎÈÓ‰‡ÓÔ˘ ÁÈ·
ÙËÓ ˘ÔÙÚÔ‹ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜. O ¿ÏÏÔ˜ ·Ú¿ÁÔÓÙ·˜ ‹Ù·Ó
ÙÔ Ì¤ÁÂıÔ˜ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÚÈÓ ·fi ÙËÓ ıÂÚ·Â›·. 
OÈ Nainar Î·È Gnanasundaram (1997) ÛÂ ÌÈ· ÌÂÏ¤ÙË ÙˆÓ
‰È·ÛÙËÌ¿ÙˆÓ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÛÂ ¤Ó· ÙÌ‹Ì· ÙÔ˘ ÏË-
ı˘ÛÌÔ‡ ÙË˜ ¡fiÙÈ·˜ πÓ‰›·˜, ÂÍ¤Ù·Û·Ó 9774 ·ÛıÂÓÂ›˜ ËÏÈÎ›·˜
13 ¤ˆ˜ 35 ÂÙÒÓ, ÁÈ· Ó· ÚÔÛ‰ÈÔÚ›ÛÔ˘Ó ÙÈ˜ ÂÈÙÒÛÂÈ˜ Î·È
ÙÔ˘˜ Èı·ÓÔ‡˜ ·ÈÙÈÔÏÔÁÈÎÔ‡˜ ·Ú¿ÁÔÓÙÂ˜ ÙÔ˘ ¯·Ú·ÎÙËÚÈ-
ÛÙÈÎÔ‡. ∆Ô Û¯ÂÙÈÎ¿ ·˘ÍËÌ¤ÓÔ ÔÛÔÛÙfi ÙË˜ ÔÈÎÔÁÂÓÂÈ·Î‹˜
Û˘¯ÓfiÙËÙ·˜ ÂÌÊ¿ÓÈÛË˜ ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·Ì-
Ì‹˜ Ô‰‹ÁËÛÂ ÙÔ˘˜ Û˘ÁÁÚ·ÊÂ›˜ ÛÙÔ Ó· ÚÔÙÂ›ÓÔ˘Ó ÙËÓ
‡·ÚÍË ÂÓfi˜ Èı·ÓÔ‡ ÁÂÓÂÙÈÎÔ‡ ·Ú¿ÁÔÓÙ· Ô ÔÔ›Ô˜
Û˘ÓÙÂÏÂ› ÛÙËÓ ¤ÎÊÚ·ÛË ÙÔ˘ ¯·Ú·ÎÙËÚÈÛÙÈÎÔ‡. 
O Schmitt (1982) ÂÚÈ¤ÁÚ·„Â ÌÈ· ÔÈÎÔÁ¤ÓÂÈ·, ÔÎÙÒ Ì¤ÏË
ÙË˜ ÔÔ›·˜ ÁÈ· ¿Óˆ ·fi ÙÚÂÈ˜ ÁÂÓÈ¤˜ Â›¯·Ó ¤Ó· Û‡Ó‰ÚÔÌÔ
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Ô˘ ÂÚÈÏ¿Ì‚·ÓÂ ·ÌÊ›ÏÂ˘Ú· ÙÚÈÊ·Ï¿ÁÁÈ· ‰¿¯Ù˘Ï·, ˘Ô-
Ï·Û›· ÙË˜ ÎÂÚÎ›‰·˜, ˘ÔÛ·‰›·ÛË (Û˘ÁÁÂÓ‹˜ ·ÓˆÌ·Ï›·
ÙË˜ Ô˘Ú‹ıÚ·˜) Î·È ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. ŸÏ· Ù·
Ì¤ÏË ÙË˜ ÔÈÎÔÁ¤ÓÂÈ·˜ Ô˘ ÓÔÛÔ‡Û·Ó Â›¯·Ó ¤Ó· ‰È¿ÛÙËÌ·
ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ Î·È ÔÈ Û˘ÁÁÚ·ÊÂ›˜ Û˘Ì¤Ú·Ó·Ó, ‚·ÛÈ-
ÛÌ¤ÓÔÈ ÛÙÔ ÚfiÙ˘Ô ÙË˜ ÎÏËÚÔÓÔÌÈÎfiÙËÙ·˜, fiÙÈ ÙÔ Û‡Ó-
‰ÚÔÌÔ ·ÎÔÏÔ˘ıÂ› ÙÔÓ ÂÈÎÚ·ÙÔ‡ÓÙ· ·˘ÙÔÛˆÌÈÎfi Ù‡Ô. OÈ
Û˘ÁÁÚ·ÊÂ›˜ ‰ÂÓ ÂÂÎÙ¿ıËÎ·Ó ÛÙÔ ÚfiÏÔ ‹ ÙË Û¯¤ÛË ÙÔ˘
‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÛÙÔ Û‡Ó‰ÚÔÌÔ, ‹ ÛÙË
ÁÂÓÂÙÈÎ‹ Û˘Ì‚ÔÏ‹ Ô˘ ÌÔÚÂ› Ó· ‹Ù·Ó ˘Â‡ı˘ÓË ÁÈ· ÙËÓ
¤ÎÊÚ·ÛË ÙÔ˘ Ô‰ÔÓÙÈÎÔ‡ ÎÏËÚÔÓÔÌÈÎÔ‡ ¯·Ú·ÎÙËÚÈÛÙÈÎÔ‡. 
À¿Ú¯Ô˘Ó Î·È ¿ÏÏÂ˜ ·Ó·Ù˘ÍÈ·Î¤˜ ·ÓˆÌ·Ï›Â˜ ÙˆÓ ÛÙÔÌ·-
ÙÔÚÔÛˆÈÎÒÓ ‰ÔÌÒÓ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ Ô˘ ‰ÂÓ Û˘Ó-
‰¤ÔÓÙ·È ·Ó·ÁÎ·ÛÙÈÎ¿ ÌÂ Û‡Ó‰ÚÔÌ·. OÈ Neville Î·È Û˘Ó.
(1997) ÂÚÈÁÚ¿ÊÔ˘Ó ÙË ı˘ÚÂÔÁÏˆÛÛÈÎ‹ Î‡ÛÙË ÙÔ˘ fiÚÔ˘
Û·Ó ¤Ó· Î·Ù¿ÏÔÈÔ ÙÔ˘ ı˘ÚÂÔÁÏˆÛÛÈÎÔ‡ ÂÈıËÏ›Ô˘ ÙÔ˘
fiÚÔ˘ Ô˘ Ê˘ÛÈÔÏÔÁÈÎ¿ ˘Ê›ÛÙ·Ù·È ·ÙÚÔÊ›· Î·È ··ÏÂ›-
ÊÂÙ·È, ·ÏÏ¿ ÂÚÈÛÙ·ÛÈ·Î¿ ‰È·ÚÎÂ› ¤ÙÛÈ ÒÛÙÂ Ó· Û¯ËÌ·Ù›ÛÂÈ
ÌÈ· Î‡ÛÙË. ∞Ó·Ê¤ÚÔ˘Ó Â›ÛË˜ fiÙÈ ÔÈ ı˘ÚÂÔÁÏˆÛÛÈÎ¤˜
Î‡ÛÙÂÈ˜ ÙˆÓ fiÚˆÓ ·Ó·Ù‡ÛÛÔÓÙ·È ÛÙË Ì¤ÛË ÁÚ·ÌÌ‹ Î·È
ÌÔÚÔ‡Ó Ó· ÚÔÎ‡„Ô˘Ó ·ÓÙÔ‡, ·fi ÙË ‰È·ÌÂÚ‹ ÎÔÈÏfi-
ÙËÙ· ÙÔ˘ Ù˘ÊÏÔ‡ ¿ÎÚÔ˘ ÙË˜ ÁÏÒÛÛ·˜ Ì¤¯ÚÈ ÙËÓ ¿Óˆ Û¯È-
ÛÌ‹. ∏ ÌÂÛ·›· ˘ÂÚÒÈ· Î‡ÛÙË Â›Ó·È ·ÎfiÌ· Ì›· ‰ÔÌ‹ ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ Ô˘ ÂÚÈÁÚ¿ÊÂÙ·È ·fi ÙÔ˘˜ Neville Î·È
Û˘Ó. ˆ˜ Ì›· Û¿ÓÈ· Î‡ÛÙË Ô˘ ·Ó·Ù‡ÛÛÂÙ·È ·fi ¤Ó· ÂÈ-
ı‹ÏÈÔ ·ÁÈ‰Â˘Ì¤ÓÔ Î·Ù¿ Ì‹ÎÔ˜ ÙË˜ ÁÚ·ÌÌ‹˜ ÙË˜ ¤ÓˆÛË˜
ÙˆÓ Ï¿ÁÈˆÓ ˘ÂÚÒÈˆÓ ·ÔÊ‡ÛÂˆÓ ÙË˜ ¿Óˆ ÁÓ¿ıÔ˘
Î·Ù¿ ÙË ‰È¿ÚÎÂÈ· ÙË˜ ·Ó¿Ù˘ÍË˜. ∏ ÌË ÔÏÔÎÏËÚˆÌ¤ÓË
¤ÓˆÛË ÙË˜ ˘ÂÚÒ·˜ Â›Ó·È Ì›· ÚÔÙÂÈÓfiÌÂÓË ·ÈÙÈÔÏÔÁ›· ÁÈ·
ÙÔ ÂÍ·ÎÔÏÔ˘ıËÙÈÎfi ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ (Stubley,
1976) Î·È ˘¿Ú¯Ô˘Ó ÛÙÔÈ¯Â›· fiÙÈ ·˘ÙÔ› ÔÈ Î˘ÛÙÈÎÔ› Û¯ËÌ·-
ÙÈÛÌÔ› ÌÔÚÔ‡Ó Ó· Û˘Ó‰¤ÔÓÙ·È ÌÂ ÔÈÎÔÁÂÓÂÈ·Îfi ÈÛÙÔÚÈÎfi,
ÁÂÁÔÓfi˜ Ô˘ ˘Ô‰ÂÈÎÓ‡ÂÈ ÁÂÓÂÙÈÎ‹ ÂÈÚÚÔ‹. 
OÈ Harris Î·È Johnson (1991) ÂÍ¤Ù·Û·Ó Â›ÛË˜ ÙÔ ÚfiÏÔ ÙË˜
ÎÏËÚÔÓÔÌÈÎfiÙËÙ·˜ ÛÙËÓ ·ÙÂÏ‹ Û‡ÁÎÏÂÈÛË ÙˆÓ ‰ÔÓÙÈÒÓ. OÈ
Û˘ÁÁÚ·ÊÂ›˜ ‰ÈÂÚÂ‡ÓËÛ·Ó ÙfiÛÔ ÙÈ˜ ÎÚ·ÓÈÔÌÂÙÚÈÎ¤˜ fiÛÔ Î·È
ÙÈ˜ Ì·ÛËÙÈÎ¤˜ ÌÂÙ·‚ÏËÙ¤˜ ÛÂ ÌÈ· Ì·ÎÚÔ¯ÚfiÓÈ· ·Ó¿Ï˘ÛË
ÙˆÓ Û˘ÁÁÂÓÒÓ. ∏ ÌÂÏ¤ÙË ‚·Û›ÛÙËÎÂ ¿Óˆ ÛÂ ÛÂÈÚÈ·Î¤˜
·ÔÙÈÌ‹ÛÂÈ˜ ÎÂÊ·ÏÔÌÂÙÚÈÎÒÓ ·ÎÙÈÓÔÁÚ·ÊÈÒÓ Î·È ÂÎÌ·ÁÂ›-
ˆÓ ·fi 30 Û˘ÁÁÂÓÂ›˜ (4 ¤ˆ˜ 20 ÂÙÒÓ) Ô˘ ‰ÂÓ Â›¯·Ó ‰Â¯ıÂ›
ÔÚıÔ‰ÔÓÙÈÎ‹ ıÂÚ·Â›·, ÛÙÔ Bolton-Brush Growth Studies
ÙÔ˘ ∫Ï‹‚ÂÏ·ÓÙ ÛÙÔ O¯¿ÈÔ. O ÛÎÔfi˜ ÙË˜ ¤ÚÂ˘Ó·˜ ‹Ù·Ó Ó·
·ÔÙÈÌ‹ÛÂÈ ÙË Û˘Ì‚ÔÏ‹ ÙË˜ ÎÏËÚÔÓÔÌÈÎfiÙËÙ·˜ ÛÂ ÌÈ· ÔÈ-
ÎÈÏ›· ÎÚ·ÓÈÔÚÔÛˆÈÎÒÓ, ÛÎÂÏÂÙÈÎÒÓ Î·È Ì·ÛËÙÈÎÒÓ
ÌÂÙ·‚ÏËÙÒÓ. OÈ Û˘ÁÁÚ·ÊÂ›˜ Î·Ù¤ÏËÍ·Ó ÛÙÔ fiÙÈ ÔÈ ÎÚ·ÓÈÔ-
ÌÂÙÚÈÎ¤˜ ÌÂÙ·‚ÏËÙ¤˜ Û¯ÂÙ›˙ÔÓÙ·È ÌÂ ˘„ËÏ¤˜ ÙÈÌ¤˜ ÎÏËÚÔ-

influences. 
Harris and Johnson (1991) also examined the role of
heredity in abnormal dental occlusion. The authors, in a
longitudinal analysis of relatives, investigated both
craniometric and occlusal variables. The study was based
on serial evaluations of cephalometric radiographs and
dental casts of 30 relatives (4 to 20 years old) with no
previous orthodontic treatment from the Bolton-Brush
Growth Studies in Cleveland, Ohio. The aim of the study
was to evaluate the contribution of heredity to a variety
of craniofacial, skeletal and occlusal variables. The
authors concluded that craniometric variables are
correlated with high heredity values, whereas almost all
occlusal variability is more acquired and less hereditary.

TThhee  eennvviirroonnmmeennttaall  nnaattuurree  ooff  mmiiddlliinnee  ddiiaasstteemmaa

Concerning the etiology of midline diastema, most of
the literature focuses mainly on environmental factors. A
factor often considered "responsible" for this diastema is
a hypertrophic labial frenum. Angle (1907) supposed
that the maxillary midline diastema is caused by the
superior labial frenum; however, he supported that the
stability of space closure does not depend on frenum
excision. Sicher (1952) and Gardiner (1967) also
supported this view. Edwards (1977) found that there
was a high, but not absolute correlation of the pre-
treatment relationship between clinically hypertrophic
superior labial frenum and midline diastema.
Furthermore, individuals with hypertrophic frenum
before treatment had higher relapse risk following space
closure with orthodontic treatment. James (1967)
surgically removed the hypertrophic superior labial
frenum in ten individuals, all of whom had midline
diastema and complete adult dentition before surgery.
After a one-year postoperative period and without any
orthodontic treatment, 80% of them presented some
degree of midline space closure.
Popovich (1977a, 1977b, 1979) disputed that the frenum
is the cause of a persisting diastema, like many clinicians
have already proven. He believes that there is an inverse
relationship: the labial frenum persists due to the
existing diastema and, because the dentition applies
little or no pressure on the tissues, there is little or no
atrophy of the frenum. Tait (1924) stated that the frenum
has no function and its action on upper incisors, if any, is
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purely passive. Tait’s disagreement was based on the fact
that the frenum is sometimes related, but it is not the
cause of maxillary central incisor diastema. Ceremelo
(1953) examined two groups of 17 patients each, with
and without diastema respectively, and concluded that
the location and nature of the frenum was not
correlated with the presence or width of the diastema.
Bolton discrepancy (tooth size discrepancy) is another
cause of midline diastema often reported in the
literature. Bishara (1972), Becker (1978) and, Oesterle
and Shellhart (1999) described tooth size discrepancy as
one of the main causes for maxillary midline diastema.
They claimed that the most common discrepancy
concerning tooth size is the presence of peg shaped
lateral incisors; the small shape and size of lateral
incisors allows for the distal tipping of central incisors,
thus creating the midline diastema. Tooth size
discrepancy is a manifestation of what could be
considered a generalized dentoalveolar discrepancy.
Other factors contributing to maxillary midline diastema
include teeth missing due to trauma or disease
(congenital tooth absence), extra teeth (supernumerary,
mesiodens) (Mason, 1995), displaced teeth in the
anterior maxillary segment (Bishara, 1972) and presence
of odontomas (Follin, 1985). Oesterle and Shellhart
(1999) lay out the consequences of dentoalveolar trauma
stating that in any case it may result in generalized
spacing and, more specifically, in maxillary midline
diastema. The authors report that endocrine disorders
resulting in increased growth hormone, such as in
acromegaly, and weak tone of orofacial muscles may
also contribute to diastema problems. People with
acromegaly may also have large jaws for their tooth size,
a situation that creates diastemas. Moreover, individuals
with weak orofacial muscles and hypotonic lips may
present external dentoalveolar migration with labial or
buccal tooth movements. These patients may have broad
oval arches with no tooth contacts.
Excessive anterior overbite has also been suggested by
Oesterle and Shellhart (1999) as a factor contributing to
midline diastema. When there is no Bolton discrepancy
and the patient has an Angle Class I occlusion, increase
of the anterior overbite results in either increase of upper
arch circumference leading to diastema or anterior
mandibular crowding. This phenomenon is due to the
wedge-shaped lingual surface of upper central incisors.

ÓÔÌÈÎfiÙËÙ·˜, ÂÓÒ Û¯Â‰fiÓ ÔÏfiÎÏËÚË Ë Ì·ÛËÙÈÎ‹ ÌÂÙ·‚ÏË-
ÙfiÙËÙ· Â›Ó·È ÂÚÈÛÛfiÙÂÚÔ Â›ÎÙËÙË ·Ú¿ ÎÏËÚÔÓÔÌÈÎ‹. 

¶¶ÂÂÚÚÈÈ‚‚··ÏÏÏÏÔÔÓÓÙÙÈÈÎÎ‹‹  ‚‚¿¿ÛÛËË  ÙÙÔÔ˘̆  ‰‰ÈÈ··ÛÛÙÙ‹‹ÌÌ··ÙÙÔÔ˜̃

∂ÍÂÙ¿˙ÔÓÙ·˜ ÙÈ˜ ·ÈÙ›Â˜ Ô˘ ÚÔÎ·ÏÔ‡Ó ÙÔ ‰È¿ÛÙËÌ· ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜, Ë ‚È‚ÏÈÔÁÚ·Ê›· ÛÙËÓ ÏÂÈÔÓfiÙËÙ¿ ÙË˜ ÂÈ-
ÎÂÓÙÚÒÓÂÙ·È Î˘Ú›ˆ˜ ÛÙÔ˘˜ ÂÚÈ‚·ÏÏÔÓÙÈÎÔ‡˜ ·Ú¿ÁÔÓÙÂ˜.
ŒÓ·˜ ·Ú¿ÁÔÓÙ·˜ Ô˘ ·Ó·Ê¤ÚÂÙ·È ÛÙË ‚È‚ÏÈÔÁÚ·Ê›· Î·È
Û˘¯Ó¿ "ÂÓÔ¯ÔÔÈÂ›Ù·È" ˆ˜ ·ÈÙ›· ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜
ÁÚ·ÌÌ‹˜ Â›Ó·È Ô ˘ÂÚÙÚÔÊÈÎfi˜ ¯ÂÈÏÈÎfi˜ ¯·ÏÈÓfi˜. O Angle
(1907) ˘¤ıÂÛÂ fiÙÈ ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘
¿Óˆ Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘ ÚÔÎ·ÏÂ›Ù·È ·fi ÙÔÓ ¿Óˆ ¯ÂÈÏÈÎfi
¯·ÏÈÓfi, ˆÛÙfiÛÔ ˘ÔÛÙ‹ÚÈÍÂ fiÙÈ Ë ÛÙ·ıÂÚfiÙËÙ· ÙÔ˘ ÎÏÂÈÛ›-
Ì·ÙÔ˜ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ‰ÂÓ Â›Ó·È ÂÍ·ÚÙËÌ¤ÓË ·fi ÙËÓ
·Ê·›ÚÂÛË ÙˆÓ ÈÛÙÒÓ ÙÔ˘ ¯·ÏÈÓÔ‡. O Sicher (1952) Î·È o
Gardiner (1967) ˘ÔÛÙ‹ÚÈÍ·Ó ·˘Ù‹Ó ÙË ÏÔÁÈÎ‹. O Edwards
(1977) ÛÙËÓ ¤ÚÂ˘Ó¿ ÙÔ˘ ÁÈ· ÙÔÓ ¯·ÏÈÓfi Î·È ÙÔ ‰È¿ÛÙËÌ· ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ‚Ú‹ÎÂ fiÙÈ Ë ÚÔıÂÚ·Â˘ÙÈÎ‹ Û¯¤ÛË ÌÂÙ·-
Í‡ ÂÓfi˜ ÎÏÈÓÈÎ¿ ÂÌÊ·ÓÈ˙fiÌÂÓÔ˘ ˘ÂÚÙÚÔÊÈÎÔ‡ ¿Óˆ ¯ÂÈÏÈ-
ÎÔ‡ ¯·ÏÈÓÔ‡ Î·È ÂÓfi˜ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜
ÂÌÊ¿ÓÈÛÂ Ì›· ‰˘Ó·Ù‹, ·ÏÏ¿ fi¯È ·fiÏ˘ÙË Û˘Û¯¤ÙÈÛË.
∂ÈÏ¤ÔÓ, Ù· ˘fi ÂÍ¤Ù·ÛË ¿ÙÔÌ· ÛÙ· ÔÔ›· ˘‹Ú¯·Ó ÚÈÓ
ÙË ıÂÚ·Â›· ˘ÂÚÙÚÔÊÈÎÔ› ¯·ÏÈÓÔ› ÂÌÊ¿ÓÈÛ·Ó ˘„ËÏfiÙÂÚÔ
Î›Ó‰˘ÓÔ ˘ÔÙÚÔ‹˜ ‡ÛÙÂÚ· ·fi ÙÔ ÎÏÂ›ÛÈÌÔ ÙÔ˘ ‰È·ÛÙ‹-
Ì·ÙÔ˜ ÌÂ ÔÚıÔ‰ÔÓÙÈÎ‹ ıÂÚ·Â›·. O James (1967) ·Ê·›ÚÂ-
ÛÂ ¯ÂÈÚÔ˘ÚÁÈÎ¿ ÙÔÓ ˘ÂÚÙÚÔÊÈÎfi ¿Óˆ ¯ÂÈÏÈÎfi ¯·ÏÈÓfi ·fi
‰¤Î· ¿ÙÔÌ· ˘fi ÂÍ¤Ù·ÛË, fiÏÔÈ ÂÎ ÙˆÓ ÔÔ›ˆÓ Â›¯·Ó ‰È¿-
ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ Î·È Â›¯·Ó ·ÔÎÙ‹ÛÂÈ Ì›· ÔÏÔ-
ÎÏËÚˆÌ¤ÓË ÂÓ‹ÏÈÎË Ô‰ÔÓÙÔÊ˘˝· ÚÈÓ ·fi ÙËÓ ÂÁ¯Â›ÚËÛË.
⁄ÛÙÂÚ· ·fi Ì›· ÌÂÙ·¯ÂÈÚÔ˘ÚÁÈÎ‹ ÂÚ›Ô‰Ô ÂÓfi˜ ¯ÚfiÓÔ˘
Î·È ¯ˆÚ›˜ ÔÚıÔ‰ÔÓÙÈÎ‹ ıÂÚ·Â›·, ÙÔ 80% ÙˆÓ ÂÍÂÙ·˙fiÌÂ-
ÓˆÓ ·ÚÔ˘Û›·Û·Ó Î¿ÔÈÔ ‚·ıÌfi ÎÏÂÈÛ›Ì·ÙÔ˜ ÙÔ˘ ¯ÒÚÔ˘
ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. 
O Popovich (1977a, 1977b, 1979) ·ÌÊÈÛ‚‹ÙËÛÂ ÙÔ fiÙÈ Ô
¯·ÏÈÓfi˜ ·ÔÙÂÏÂ› ·ÈÙ›· ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜, fiÙ·Ó ÙÔ ‰È¿ÛÙËÌ·
ÂÍ·ÎÔÏÔ˘ıÂ›, fiˆ˜ ÔÏÏÔ› ÎÏÈÓÈÎÔ› Â›¯·Ó ÚÔËÁÔ˘Ì¤Óˆ˜
·Ô‰Â›ÍÂÈ. ∫·Ù’ ·˘ÙfiÓ ˘¿Ú¯ÂÈ Ì›· ·ÓÙ›ÛÙÚÔÊË Û¯¤ÛË: Ô
¯ÂÈÏÈÎfi˜ ¯·ÏÈÓfi˜ ÂÍ·ÎÔÏÔ˘ıÂ› ˆ˜ Û˘Ó¤ÂÈ· ÙÔ˘ ‹‰Ë ˘¿Ú-
¯ÔÓÙÔ˜ ‰È·ÛÙ‹Ì·ÙÔ˜ Î·È, ÂÂÈ‰‹ Ë Ô‰ÔÓÙÔÊ˘˝· ·ÛÎÂ› Ï›ÁË
‹ Î·ıfiÏÔ˘ ›ÂÛË ÛÙÔ ¯·ÏÈÓfi, ·Ú¿ÁÂÈ Ï›ÁË ‹ Î·ıfiÏÔ˘
·ÙÚÔÊ›· ÙÔ˘ ¯·ÏÈÓÔ‡. O Tait (1924) ‰‹ÏˆÛÂ fiÙÈ Ô ¯·ÏÈÓfi˜
‰ÂÓ ¤¯ÂÈ Î·Ì›· ÏÂÈÙÔ˘ÚÁ›· Î·È Ë ‰Ú¿ÛË ÙÔ˘, ·Ó ·˘Ù‹ ˘Ê›-
ÛÙ·Ù·È, ÛÂ Û¯¤ÛË ÌÂ ÙÔ˘˜ ¿Óˆ ÙÔÌÂ›˜ Â›Ó·È Î·ı·Ú¿ ·ıËÙÈ-
Î‹. ∏ ‰È·ÊˆÓ›· ÙÔ˘ Tait ‚·Û›ÛÙËÎÂ ÛÙÔ fiÙÈ Ô ¯·ÏÈÓfi˜ Û¯Â-
Ù›˙ÂÙ·È ÌÂÚÈÎ¤˜ ÊÔÚ¤˜, ¿ÏÏ· ‰ÂÓ ·ÔÙÂÏÂ› ÙËÓ ·ÈÙ›· ÙÔ˘
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‰È·ÛÙ‹Ì·ÙÔ˜ ÌÂÙ·Í‡ ÙˆÓ ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ ÙÔ˘ ¿Óˆ Ô‰Ô-
ÓÙÈÎÔ‡ ÙfiÍÔ˘. O Ceremelo (1953) ÂÍ¤Ù·ÛÂ ‰‡Ô ÔÌ¿‰Â˜ ÙˆÓ
17 ·ÛıÂÓÒÓ Ë Î·ıÂÌ›·, ÛÙËÓ Ì›· ·fi ÙÈ˜ ÔÔ›Â˜ ÔÈ ·ÛıÂ-
ÓÂ›˜ Â›¯·Ó ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÂÓÒ ÛÙËÓ ¿ÏÏË fi¯È
Î·È Î·Ù¤ÏËÍÂ ÛÙÔ Û˘Ì¤Ú·ÛÌ· fiÙÈ Ë ı¤ÛË Î·È Ë ÂÌÊ¿ÓÈÛË
ÙÔ˘ ¯·ÏÈÓÔ‡ ‰ÂÓ Û˘Û¯ÂÙÈ˙fiÙ·Ó ÌÂ ÙËÓ ·ÚÔ˘Û›· ‹ ÙÔ
Â‡ÚÔ˜ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜. 
ŒÓ·˜ ·ÎfiÌË ·ÈÙÈÔÏÔÁÈÎfi˜ ·Ú¿ÁÔÓÙ·˜ ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ Ô ÔÔ›Ô˜ Û˘¯Ó¿ ·Ó·Ê¤ÚÂÙ·È ÛÙË ‚È‚ÏÈÔ-
ÁÚ·Ê›· Â›Ó·È Ë ‰˘Û·ÚÌÔÓ›· ˆ˜ ÚÔ˜ ÙÔ Ì¤ÁÂıÔ˜ ÙˆÓ
‰ÔÓÙÈÒÓ (Bolton discrepancy). OÈ Bishara (1972), Becker
(1978) Î·È Oesterle Î·È Shellhart (1999) ÂÚÈ¤ÁÚ·„·Ó ÙË
‰˘Û·ÚÌÔÓ›· ˆ˜ ÚÔ˜ ÙÔ Ì¤ÁÂıÔ˜ ÙˆÓ ‰ÔÓÙÈÒÓ ˆ˜ Ì›·
Î‡ÚÈ· ·ÈÙ›· ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ
Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘. πÛ¯˘Ú›ÛÙËÎ·Ó fiÙÈ Ë ÈÔ ÎÔÈÓ‹ ·Û˘ÌÊˆ-
Ó›· ˆ˜ ÚÔ˜ ÙÔ Ì¤ÁÂıÔ˜ ÙˆÓ ‰ÔÓÙÈÒÓ ÂÎ‰ËÏÒÓÂÙ·È ÌÂ ÙË
ÌÔÚÊ‹ ÙˆÓ Ó¿ÓˆÓ ¿Óˆ Ï¿ÁÈˆÓ ÙÔÌ¤ˆÓ (peg shaped) Î·È
fiÙÈ ·˘Ùfi ÙÔ ÌÈÎÚfi ÙÔ˘˜ Û¯‹Ì· Î·È Ì¤ÁÂıÔ˜ ÂÈÙÚ¤ÂÈ ÙËÓ
¿ˆ ÎÏ›ÛË ÙˆÓ ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡
ÙfiÍÔ˘, ‰ËÌÈÔ˘ÚÁÒÓÙ·˜ ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. ∏
‰˘Û·ÚÌÔÓ›· ˆ˜ ÚÔ˜ ÙÔ Ì¤ÁÂıÔ˜ ÙˆÓ ‰ÔÓÙÈÒÓ Â›Ó·È Ì›·
ÂÎ‰‹ÏˆÛË ·˘ÙÔ‡ Ô˘ ı· ÌÔÚÔ‡ÛÂ Ó· ıÂˆÚËıÂ› ˆ˜ Ì›·
ÁÂÓÈÎÂ˘Ì¤ÓË Ô‰ÔÓÙÔÊ·ÙÓÈ·Î‹ ‰˘Û·Ó·ÏÔÁ›·. 
ÕÏÏÔÈ ·Ú¿ÁÔÓÙÂ˜ Ô˘ ÌÔÚÔ‡Ó Ó· Û˘Ì‚¿ÏÔ˘Ó ÛÙÔ ‰È¿-
ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘, ˘fi
·˘ÙfiÓ ÙÔ ÁÂÓÈÎfi Ù›ÙÏÔ, ÂÚÈÏ·Ì‚¿ÓÔ˘Ó ‰fiÓÙÈ· Ô˘ ·Ô˘-
ÛÈ¿˙Ô˘Ó ÂÍ’ ·ÈÙ›·˜ Î¿ÔÈÔ˘ ÙÚ·‡Ì·ÙÔ˜ ‹ Î¿ÔÈ·˜ ¿ıËÛË˜
(Û˘ÁÁÂÓ‹˜ ¤ÏÏÂÈ„Ë), ÂÈÏ¤ÔÓ ‰fiÓÙÈ· (˘ÂÚ¿ÚÈıÌÔÈ, ÌÂÛfi-
‰ÔÓÙÂ˜) (Mason, 1995), ÌÂÙ·ÙÔÈÛÌ¤Ó· ‰fiÓÙÈ· ÛÙÔ Úfi-
ÛıÈÔ ÙÌ‹Ì· ÙË˜ ¿Óˆ ÁÓ¿ıÔ˘ (Bishara, 1972), Î·ıÒ˜ Â›ÛË˜
Î·È ‡·ÚÍË Ô‰ÔÓÙˆÌ¿ÙˆÓ (Follin, 1985). OÈ Oesterle Î·È
Shellhart (1999) ÛÎÈ·ÁÚ·ÊÔ‡Ó ÙÔ Â·ÎfiÏÔ˘ıÔ ÙÔ˘ ÙÚ·˘-
Ì·ÙÈÛÌÔ‡ ÛÙÔ Ô‰ÔÓÙÔÊ·ÙÓÈ·Îfi Û‡ÌÏÂÁÌ·, ·Ó·Ê¤ÚÔÓÙ·˜
fiÙÈ ÛÂ fiÏÂ˜ ÙÈ˜ ÂÚÈÙÒÛÂÈ˜ ÌÔÚÂ› Ó· ÚÔÎ‡„ÂÈ ÁÂÓÈÎÂ˘-
Ì¤ÓÔ ‰È¿ÛÙËÌ· Î·È, ÈÔ Û˘ÁÎÂÎÚÈÌ¤Ó·, ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜
ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘. OÈ Û˘ÁÁÚ·ÊÂ›˜ ·Ó·-
Ê¤ÚÔ˘Ó fiÙÈ ÔÈ ÂÓ‰ÔÎÚÈÓÈÎ¤˜ ‰È·Ù·Ú·¯¤˜ Ô˘ ¤¯Ô˘Ó ˆ˜ ·Ô-
Ù¤ÏÂÛÌ· ÙËÓ ·˘ÍËÌ¤ÓË ·˘ÍËÙÈÎ‹ ÔÚÌfiÓË, fiˆ˜ ÛÙËÓ ÂÚ›-
ÙˆÛË ÙË˜ ·ÎÚÔÌÂÁ·Ï›·˜, Î·È Ë ·‰˘Ó·Ì›· ÛÙËÓ ÙÔÓÈÎfiÙËÙ·
ÙˆÓ ÛÙÔÌ·ÙÔÚÔÛˆÈÎÒÓ Ì˘ÒÓ ÌÔÚÔ‡Ó Â›ÛË˜ Ó· Û˘Ì-
‚¿ÏÔ˘Ó ÛÂ ÚÔ‚Ï‹Ì·Ù· ‰È·ÛÙ‹Ì·ÙÔ˜. ÕÙÔÌ· ÌÂ ·ÎÚÔÌÂ-
Á·Ï›· ÌÔÚÔ‡Ó Ó· ¤¯Ô˘Ó ·Û˘Ó‹ıÈÛÙ· ÌÂÁ¿ÏÂ˜ ÁÓ¿ıÔ˘˜ ÛÂ
Û¯¤ÛË ÌÂ ÙÔ Ì¤ÁÂıÔ˜ ÙˆÓ ‰ÔÓÙÈÒÓ ÙÔ˘˜, Î¿ÙÈ Ô˘ ÚÔÎ·-
ÏÂ› ‰È·ÛÙ‹Ì·Ù·. ∂ÈÚfiÛıÂÙ·, ¿ÙÔÌ· ÌÂ ÂÍ·ÛıÂÓËÌ¤ÓÔ˘˜
ÛÙÔÌ·ÙÔÚÔÛˆÈÎÔ‡˜ Ì‡Â˜ Î·È ˘ÔÙÔÓÈÎ¿ ¯Â›ÏË ÌÔÚÂ›
Ó· ¤¯Ô˘Ó Ì›· ÂÍˆÙÂÚÈÎ‹ ÌÂÙ·Ó¿ÛÙÂ˘ÛË ÙÔ˘ Ô‰ÔÓÙÔÊ·ÙÓÈ·-

Oral habits are another etiological factor (Bishara, 1972).
Gardiner (1969) noted that finger sucking and/or tongue
movement or size may result in interincisal spacing.
Proffit (1993) rejected the view that tongue pressure is a
possible etiological factor, because of the brief tongue
contacts with the lingual surface of anterior teeth;
however, he suggested that tongue position at rest may
have a greater impact on tooth position. Many other
clinicians have "blamed" habits, such as thumb or finger
sucking as etiological factors for maxillary midline
diastema. Oesterle and Shellhart (1999) suggested that
any habit that results in a long-term force leading to
upper anterior teeth separation should be considered as
a possible etiological factor.
Finally, specific pathological conditions, such as
extensive interdental caries, may create the impression
of diastema. According to Bishara (1972), periodontitis,
cysts and tumors may cause tooth separation.

FFRREEQQUUEENNCCYY//PPRREEVVAALLEENNCCEE  OOFF  DDIIAASSTTEEMMAA  

Numerous studies have investigated the
frequency/prevalence of diastema. Consequently, there
was a wide range of findings from 1.6% to 25.4% in
adults and an even greater range in groups of young
people (Keene, 1963; Lavelle, 1970; Richardson, 1973;
McVay and Latta, 1984; Steigaman and Weissberg, 1985;
Brunelle et al., 1991; Nainar and Gnanasundaram, 1997).
Differences in epidemiological study findings may be
attributed to the increased number of factors
contributing to midline diastema, to the definitions used
to explain its presence and to gender and race
differences in the distribution of the hereditary feature in
question (Sullivan et al., 1996).

DDIIAASSTTEEMMAA  TTRREEAATTMMEENNTT  AANNDD  SSTTAABBIILLIITTYY  

It is clear that the midline diastema does not always
close as a consequence of dental development.
Persisting midline diastemas are often seen by dentists in
people seeking esthetic improvement. A study by
Kerosuo (1995) reports that people with significant
anterior crowding or midline diastema were very
frequently considered less intelligent, beautiful and
sexually attractive and were perceived to be of a lower
social status in comparison to the same individuals when
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ÎÔ‡ Û˘ÌÏ¤ÁÌ·ÙÔ˜ ÌÂ ¯ÂÈÏÈÎ‹ ‹ ·ÚÂÈ·Î‹ ÌÂÙ·Î›ÓËÛË ÙˆÓ
‰ÔÓÙÈÒÓ. ∞˘ÙÔ› ÔÈ ·ÛıÂÓÂ›˜ ÌÔÚÂ› Ó· ÂÈ‰Â›ÍÔ˘Ó Ï·ÙÈ¿
ˆÔÂÈ‰‹ ÙfiÍ· ÌÂ ¤ÏÏÂÈ„Ë ÌÂÛÔ‰fiÓÙÈ·˜ Â·Ê‹˜. 
∏ ˘ÂÚ‚ÔÏÈÎ‹ ÚfiÛıÈ· Î·Ù·ÎfiÚ˘ÊË ÂÈÎ¿Ï˘„Ë ¤¯ÂÈ Â›-
ÛË˜ ÚÔÙ·ıÂ› ·fi ÙÔ˘˜ Oesterle Î·È Shellhart (1999) ˆ˜
¤Ó·˜ ·Ú¿ÁÔÓÙ·˜ Ô˘ Û˘Ì‚¿ÏÏÂÈ ÛÙËÓ ·ÈÙÈÔÏÔÁ›· ÙÔ˘ ‰È·-
ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. ŸÙ·Ó ‰ÂÓ ˘Ê›ÛÙ·Ù·È ‰˘Û·Ú-
ÌÔÓ›· Bolton Î·È Ô ·ÛıÂÓ‹˜ ¤¯ÂÈ Û‡ÁÎÏÂÈÛË ∆¿ÍË˜ π Î·Ù¿
Angle, Ì›· ·‡ÍËÛË ÛÙËÓ Î·Ù·ÎfiÚ˘ÊË ÂÈÎ¿Ï˘„Ë ÙˆÓ
ÚfiÛıÈˆÓ ‰ÔÓÙÈÒÓ ¤¯ÂÈ ˆ˜ ·ÔÙ¤ÏÂÛÌ· ‹ ÙËÓ ·‡ÍËÛË ÙË˜
ÂÚÈÊ¤ÚÂÈ·˜ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡ ÙfiÍÔ˘ Ô˘ Ô‰ËÁÂ› ÛÂ ‰È¿-
ÛÙËÌ· ‹ ÙÔÓ ÚfiÛıÈÔ Û˘ÓˆÛÙÈÛÌfi ÛÙÔ Î¿Ùˆ Ô‰ÔÓÙÈÎfi
ÙfiÍÔ. ∞˘Ùfi ÙÔ Ê·ÈÓfiÌÂÓÔ Â›Ó·È ÙÔ ·ÔÙ¤ÏÂÛÌ· ÙË˜ ÛÊËÓÔ-
ÂÈ‰Ô‡˜ ÁÏˆÛÛÈÎ‹˜ ÂÈÊ¿ÓÂÈ·˜ ÙˆÓ ¿Óˆ ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ. 
OÈ ÛÙÔÌ·ÙÈÎ¤˜ ¤ÍÂÈ˜ ÙˆÓ ·ÙfiÌˆÓ Â›Ó·È ¤Ó·˜ ÛËÌ·ÓÙÈÎfi˜
·ÈÙÈÔÏÔÁÈÎfi˜ ·Ú¿ÁÔÓÙ·˜ ÁÈ· ÙËÓ ¤ÎÊÚ·ÛË ÙˆÓ ‰È·ÛÙËÌ¿-
ÙˆÓ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ (Bishara, 1972). O Gardiner (1969)
ÂÈÛ‹Ì·ÓÂ fiÙÈ Ë ÂÎÌ‡˙ËÛË ÙˆÓ ‰¿¯Ù˘ÏˆÓ Î·È/ ‹ Ë Î›ÓËÛË
‹ ÙÔ Ì¤ÁÂıÔ˜ ÙË˜ ÁÏÒÛÛ·˜ ÌÔÚÔ‡Ó Ó· ¤¯Ô˘Ó ˆ˜ ·ÔÙ¤-
ÏÂÛÌ· ÙËÓ ‰È¿ÛÙ·ÛË ÙˆÓ ¿Óˆ ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ. O Proffit
(1993) ·fiÚÚÈ„Â ÙËÓ ¿Ô„Ë fiÙÈ Ë ›ÂÛË ÙË˜ ÁÏÒÛÛ·˜ Â›Ó·È
¤Ó·˜ Èı·Ófi˜ ·ÈÙÈÔÏÔÁÈÎfi˜ ·Ú¿ÁÔÓÙ·˜ ÁÈ· ÙÔ ‰È¿ÛÙËÌ·
ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜, ÂÍ·ÈÙ›·˜ ÙˆÓ Û‡ÓÙÔÌˆÓ Â·ÊÒÓ ÙË˜
ÁÏÒÛÛ·˜ ÌÂ ÙË ÁÏˆÛÛÈÎ‹ ÂÈÊ¿ÓÂÈ· ÙˆÓ ÚfiÛıÈˆÓ
‰ÔÓÙÈÒÓ, ·ÏÏ¿ ÚfiÙÂÈÓÂ fiÙÈ Ë ı¤ÛË ÙË˜ ÁÏÒÛÛ·˜ ÛÂ ·Ó¿-
·˘ÛË ÌÔÚÂ› Ó· ¤¯ÂÈ ÌÂÁ·Ï‡ÙÂÚÔ ·ÓÙ›ÎÙ˘Ô ÛÙË ı¤ÛË
ÙˆÓ ‰ÔÓÙÈÒÓ. ¶ÔÏÏÔ› ¿ÏÏÔÈ ÎÏÈÓÈÎÔ› ¤¯Ô˘Ó "ÂÓÔ¯ÔÔÈ‹-
ÛÂÈ" Û˘Ó‹ıÂÈÂ˜ fiˆ˜ Ë ÂÎÌ‡˙ËÛË ÙÔ˘ ·ÓÙ›¯ÂÈÚ· ‹ ÙˆÓ
‰·ÎÙ‡ÏˆÓ ˆ˜ ·ÈÙÈÔÏÔÁÈÎÔ‡˜ ·Ú¿ÁÔÓÙÂ˜ ÁÈ· ÙËÓ ¤ÎÊÚ·ÛË
ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÙÔ˘ ¿Óˆ Ô‰ÔÓÙÈÎÔ‡
ÙfiÍÔ˘. OÈ Oesterle Î·È Shellhart (1999) ÚfiÙÂÈÓ·Ó fiÙÈ
fiÔÈ· Û˘Ó‹ıÂÈ· ¤¯ÂÈ ˆ˜ ·ÔÙ¤ÏÂÛÌ· Ì›· Ì·ÎÚÔ¯ÚfiÓÈ·
‰‡Ó·ÌË Ô˘ Ô‰ËÁÂ› ÛÙÔ ‰È·¯ˆÚÈÛÌfi ÙˆÓ ¿Óˆ ÚfiÛıÈˆÓ
‰ÔÓÙÈÒÓ, ı· Ú¤ÂÈ Ó· ıÂˆÚÂ›Ù·È ¤Ó·˜ Èı·Ófi˜ ·ÈÙÈÔÏÔÁÈ-
Îfi˜ ·Ú¿ÁÔÓÙ·˜ ÁÈ· ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. 
∆¤ÏÔ˜, Û˘ÁÎÂÎÚÈÌ¤ÓÂ˜ ·ıÔÏÔÁÈÎ¤˜ Î·Ù·ÛÙ¿ÛÂÈ˜, fiˆ˜
ÂÎÙÂÙ·Ì¤ÓË ÌÂÛÔ‰fiÓÙÈ· ÙÂÚË‰fiÓ·, ÌÔÚÂ› Ó· ‰ÒÛÔ˘Ó ÙËÓ
ÂÓÙ‡ˆÛË ‰È·ÛÙ‹Ì·ÙÔ˜. ¶ÂÚÈÔ‰ÔÓÙ›ÙÈ‰·, Î‡ÛÙÂÈ˜, Î·È
fiÁÎÔÈ ÌÔÚÂ› Ó· ÚÔÎ·Ï¤ÛÔ˘Ó ‰È·¯ˆÚÈÛÌfi ÙˆÓ ‰ÔÓÙÈÒÓ
Û‡ÌÊˆÓ· ÌÂ ÙÔÓ Bishara (1972). 

™™ÀÀÃÃ¡¡OO∆∆∏∏∆∆∞∞  ∂∂ªªºº∞∞¡¡ππ™™∏∏™™  //  ∂∂¶¶ππ¶¶OO§§∞∞™™ªªOOÀÀ  ∆∆OOÀÀ
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À‹ÚÍ·Ó ÔÏ˘¿ÚÈıÌÂ˜ ÌÂÏ¤ÙÂ˜ ÁÈ· ÙËÓ Û˘¯ÓfiÙËÙ· ÂÌÊ¿ÓÈ-
ÛË˜/ÂÈÔÏ·ÛÌÔ‡ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜.

they had excellent occlusion. Rosenstiel and Rashid
(2002), in an Internet study concerning the opinion of lay
people about anterior teeth esthetics, showed that
conditions such as diastema and midline deviation
received the worst ratings. Detailed analysis and
understanding of malocclusion is needed by the
orthodontist, so that s/he may successfully treat midline
diastema for the patient’s esthetic and functional
benefit.
Specific strategies have been proposed for diastema
treatment. An issue often discussed in literature is that
of treatment stability. Treatment methods include
orthodontic correction with fixed or removable
appliances, surgical orthodontic correction and
prosthetic correction with composites, crowns etc.
According to Attia (1993), if the diastema is due to a
mesiodens, the latter should be extracted and
orthodontic treatment should follow immediately in
order to achieve a stable result. If the diastema is due to
congenital absence of a lateral incisor, there are two
options following midline diastema closure: mesial
canine movement to the lateral incisor position or distal
canine movement and prosthetic restoration of missing
lateral incisors (with or without osseointegrated
implants) (Attia, 1993). If the reason for the diastema is
peg-shaped laterals (one or both), then, following space
closure between central incisors and with great respect
for the midline, the space necessary for the prosthetic
restoration of peg laterals is created. If the diastema is
due to hypertrophic frenum, the latter should be
surgically excised after space closure (Attia, 1993;
Sakellarios, 1973). Edwards (1977) describes the surgical
technique for frenum excision preserving the interdental
papilla and removing fibrous bundles and interseptal
fibers. 
Sullivan et al. (1996) examined a sample of 35 patients,
with maxillary canines already erupted, presenting
diastema ranging from 0.9 to 3 mm. The aim of the study
was to evaluate the stability of diastema closure
following the period of retainer use, to investigate any
relapse signs and to examine the relationship between
relapse and post-retention changes. The authors found
that measurable relapse of diastema was evident in 12
out of 35 cases.
Shashua and Artun (1999), in their study of 96 patients
who were treated orthodontically and had a midline
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∞ÓÙ›ÛÙÔÈ¯· ÌÂÁ¿ÏË ˘‹ÚÍÂ Ë ÔÈÎÈÏ›· ÙˆÓ Â˘ÚËÌ¿ÙˆÓ ÛÙ·
ÔÚ›ÛÌ·Ù· ÙˆÓ ÌÂÏÂÙÒÓ, ÌÂ Â‡ÚÔ˜ Î˘Ì·ÈÓfiÌÂÓÔ ·fi 1.6%
¤ˆ˜ 25.4% ÛÙÔ˘˜ ÂÓ‹ÏÈÎÂ˜, Î·È ÌÂ ·ÎfiÌ· ÌÂÁ·Ï‡ÙÂÚÔ
Â‡ÚÔ˜ ÛÂ ÔÌ¿‰Â˜ Ó¤ˆÓ (Keene, 1963; Lavelle, 1970;
Richardson, 1973; McVay Î·È Latta, 1984; Steigaman Î·È
Weissberg, 1985; Brunelle Î·È Û˘Ó. , 1991; Nainar Î·È
Gnanasundaram, 1997). OÈ ‰È·ÊÔÚ¤˜ ÛÙ· ÔÚ›ÛÌ·Ù·
·˘ÙÒÓ ÙˆÓ ÂÈ‰ËÌÈÔÏÔÁÈÎÒÓ ÌÂÏÂÙÒÓ ÌÔÚÔ‡Ó Ó· ·Ô-
‰ÔıÔ‡Ó ÛÙÔÓ ÌÂÁ¿ÏÔ ·ÚÈıÌfi ÙˆÓ ·Ú·ÁfiÓÙˆÓ Ô˘ ÌÔ-
ÚÔ‡Ó Ó· Û˘Ì‚¿ÏÔ˘Ó ÛÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜,
ÛÙÔ˘˜ ÔÚÈÛÌÔ‡˜ Ô˘ ¯ÚËÛÈÌÔÔÈÔ‡ÓÙ·È ÁÈ· Ó· ÂÚÌËÓÂ˘ÙÂ›
ÙÔ ‰È¿ÛÙËÌ· Î·È ÛÙÈ˜ ‰È·ÊÔÚ¤˜ ˆ˜ ÚÔ˜ ÙÔ Ê‡ÏÔ Î·È ÙË
Ê˘Ï‹ ÛÙËÓ Î·Ù·ÓÔÌ‹ ÙÔ˘ ÎÏËÚÔÓÔÌÈÎÔ‡ ¯·Ú·ÎÙËÚÈÛÙÈÎÔ‡
(Sullivan Î·È Û˘Ó. 1996). 

££∂∂ƒƒ∞∞¶¶∂∂ππ∞∞  ∫∫∞∞ππ  ™™∆∆∞∞££∂∂ƒƒOO∆∆∏∏∆∆∞∞  ∆∆OOÀÀ  ¢¢ππ∞∞™™∆∆∏∏ªª∞∞∆∆OO™™

∂›Ó·È Ê·ÓÂÚfi fiÙÈ ÙÔ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ‰ÂÓ
ÎÏÂ›ÓÂÈ ¿ÓÙ· ˆ˜ Û˘Ó¤ÂÈ· ÙË˜ Ô‰ÔÓÙÈÎ‹˜ ·Ó¿Ù˘ÍË˜. ŒÓ·
ÂÍ·ÎÔÏÔ˘ıËÙÈÎfi ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÂÓÙÔ›˙Â-
Ù·È Û˘¯Ó¿ ·fi Ô‰ÔÓÙÈ¿ÙÚÔ˘˜ ÛÂ ¿ÙÔÌ· Ô˘ ÂÈ˙ËÙÔ‡Ó
·ÈÛıËÙÈÎ‹ ‚ÂÏÙ›ˆÛË. O Kerosuo (1995) ÛÂ ÌÈ· ÌÂÏ¤ÙË ÙÔ˘
·Ó¤ÊÂÚÂ fiÙÈ ÚfiÛˆ· Ô˘ ·ÚÔ˘Û›·˙·Ó Û˘ÓˆÛÙÈÛÌfi
ÛÙ· ÚfiÛıÈ· ‰fiÓÙÈ· ‹ ‰È¿ÛÙËÌ· Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ·ÍÈÔÏÔ-
Á‹ıËÎ·Ó ÛÂ ÛËÌ·ÓÙÈÎfi ‚·ıÌfi ˆ˜ ÏÈÁfiÙÂÚÔ ¤Í˘Ó·,
fiÌÔÚÊ· Î·È ÛÂÍÔ˘·ÏÈÎÒ˜ ÂÈı˘ÌËÙ¿ Î·È ıÂˆÚ‹ıËÎ·Ó
fiÙÈ ‚Ú›ÛÎÔÓÙ·È ÛÂ ¯·ÌËÏfiÙÂÚË ÎÔÈÓˆÓÈÎ‹ Ù¿ÍË ÛÂ Û¯¤ÛË
ÌÂ Ù· ›‰È· ÚfiÛˆ· Ô˘ fiÌˆ˜ Â›¯·Ó È‰·ÓÈÎ‹ Û‡ÁÎÏÂÈÛË.
OÈ Rosenstiel Î·È Rashid (2002) ÛÂ ÌÈ· ¿ÏÏË ÌÂÏ¤ÙË ÛÙÔ
‰È·‰›ÎÙ˘Ô ÁÈ· ÙË ÁÓÒÌË ÙÔ˘ ÎfiÛÌÔ˘ Û¯ÂÙÈÎ¿ ÌÂ ÙË ÂÌÊ¿-
ÓÈÛË ÙˆÓ ÚfiÛıÈˆÓ ‰ÔÓÙÈÒÓ Â¤‰ÂÈÍ·Ó fiÙÈ Î·Ù·ÛÙ¿ÛÂÈ˜
fiˆ˜ ÙÔ ‰È¿ÛÙËÌ· Î·È Ë ÌÂÙ·ÙfiÈÛË ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜
Â›¯·Ó ÙÈ˜ ¯ÂÈÚfiÙÂÚÂ˜ ÚÔÙÈÌ‹ÛÂÈ˜ ÌÂÙ·Í‡ ÙÔ˘ ÎÔÈÓÔ‡. ∞Ó Ô
ÔÚıÔ‰ÔÓÙÈÎfi˜ ÚfiÎÂÈÙ·È Ó· ıÂÚ·Â‡ÛÂÈ ÂÈÙ˘¯Ò˜ ÙÔ ‰È¿-
ÛÙËÌ· ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÁÈ· ÙÔ ·ÈÛıËÙÈÎfi Î·È ÏÂÈÙÔ˘Ú-
ÁÈÎfi fiÊÂÏÔ˜ ÙÔ˘ ·ÛıÂÓÔ‡˜, ÙfiÙÂ Ì›· ‰ÈÂÍÔ‰ÈÎ‹ Î·Ù·ÓfiË-
ÛË ÙË˜ ·ÙÂÏÔ‡˜ Û˘ÁÎÏÂ›ÛÂˆ˜ ··ÈÙÂ›Ù·È ÁÈ· Î·Ï‡ÙÂÚ·
·ÔÙÂÏ¤ÛÌ·Ù·. 
ŒÓ·˜ Û˘ÁÎÂÎÚÈÌ¤ÓÔ˜ ·ÚÈıÌfi˜ ÛÙÚ·ÙËÁÈÎÒÓ ıÂÚ·Â›·˜
¤¯ÂÈ ÚÔÙ·ıÂ› ÁÈ· ÙËÓ ·ÓÙÈÌÂÙÒÈÛË ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. ŒÓ· ı¤Ì· Û˘˙‹ÙËÛË˜ ÛÙÈ˜ ‰È·ÊÔÚÂÙÈÎ¤˜
ÌÂıÔ‰Â‡ÛÂÈ˜ ÁÈ· ıÂÚ·Â›· Ô˘ ¤¯ÂÈ ·ÚÔ˘ÛÈ·ÛÙÂ› ÛÙË
‚È‚ÏÈÔÁÚ·Ê›· ˘‹ÚÍÂ ¿ÓÙ· ·˘Ùfi ÙË˜ ÛÙ·ıÂÚfiÙËÙ·˜. OÈ
ÛÙÚ·ÙËÁÈÎ¤˜ ıÂÚ·Â›·˜ Ô˘ ¤¯Ô˘Ó ÚÔÙ·ıÂ› ÂÚÈÏ·Ì‚¿-
ÓÔ˘Ó ÙËÓ ÔÚıÔ‰ÔÓÙÈÎ‹ ‰ÈfiÚıˆÛË ÌÂ ¿ÁÈÂ˜ ‹ ÌÂ ÎÈÓËÙ¤˜
Û˘ÛÎÂ˘¤˜, ÙË ¯ÂÈÚÔ˘ÚÁÈÎ‹ ÔÚıÔ‰ÔÓÙÈÎ‹ ‰ÈfiÚıˆÛË Î·È

diastema ranging from 0.5 to 5.62 mm, came up with
findings similar to those of Sullivan et al. (1996). The
authors found a relapse rate of 49% and concluded that
the only relapse risk factors were pre-treatment
diastema size and presence of one family member with a
similar condition. 

CCOONNCCLLUUSSIIOONNSS

Considering the different views related to normal dental
development, we can conclude that an initial presence of
midline diastema is not a matter of concern. However,
when the diastema is greater than 2.7 mm even after the
eruption of lateral incisors, orthodontic intervention is
necessary.
According to the literature, the etiology of midline
diastema may include a variety of factors. Greater
emphasis has been given to environmental factors,
whereas possible genetic influences have received
minimal attention. Nevertheless, the author of this paper
believes that the genetic factor issue finally prevails, due
to significant and documented arguments originating
from recent research studies (Schmitt, 1982; Gass, 2003).
Consequently, the orthodontist’s ability to evaluate
heredity and predict the risk of a developing midline
diastema in future generations is valuable for patient
diagnosis and protocols of treatment/retention.
Finally, the high relapse risk following orthodontic
treatment in cases with midline diastema leads to the
conclusion that it is necessary to follow a more
conservative retention protocol and more specifically,
that of fixed retention (Zachrisson, 1997).
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ÙËÓ ÚÔÛıÂÙÈÎ‹ ‰ÈfiÚıˆÛË ÌÂ Û‡ÓıÂÙÂ˜ ÚËÙ›ÓÂ˜, ÌÂ ÛÙÂ-
Ê¿ÓÂ˜, Î.Ï.. ™‡ÌÊˆÓ· ÌÂ ÙÔÓ Attia (1993), ·Ó ÙÔ ‰È¿-
ÛÙËÌ· ÔÊÂ›ÏÂÙ·È ÛÂ ÌÂÛfi‰ÔÓÙ·, ÙfiÙÂ ··ÈÙÂ›Ù·È ÂÍ·ÁˆÁ‹
·˘ÙÔ‡ Î·È ¿ÌÂÛË ÔÚıÔ‰ÔÓÙÈÎ‹ ıÂÚ·Â›·, Ë ÔÔ›· ı· ¤¯ÂÈ
ÛÙ·ıÂÚ¿ ·ÔÙÂÏ¤ÛÌ·Ù·. ∞Ó ÙÔ ‰È¿ÛÙËÌ· ÔÊÂ›ÏÂÙ·È ÛÂ
Û˘ÁÁÂÓ‹ ¤ÏÏÂÈ„Ë ÙÔ˘ Ï¿ÁÈÔ˘ ÙÔÌ¤·, ˘¿Ú¯Ô˘Ó ‰‡Ô ÂÈ-
ÏÔÁ¤˜ ÌÂÙ¿ ÙÔ ÎÏÂ›ÛÈÌÔ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÌÂÙ·Í‡ ÙˆÓ
ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ: Â›ÙÂ ÂÁÁ‡˜ ÌÂÙ·Î›ÓËÛË ÙˆÓ Î˘ÓÔ‰fi-
ÓÙˆÓ ÛÙË ı¤ÛË ÙˆÓ Ï¿ÁÈˆÓ Â›ÙÂ ¿ˆ ÌÂÙ·Î›ÓËÛË ·˘ÙÒÓ
Î·È ÚÔÛıÂÙÈÎ‹ ·ÔÎ·Ù¿ÛÙ·ÛË ÙˆÓ ÂÏÏÂÈfiÓÙˆÓ Ï¿-
ÁÈˆÓ ÙÔÌ¤ˆÓ (ÌÂ ‹ ¯ˆÚ›˜ ÔÛÙÂÔÂÓÛˆÌ·ÙÔ‡ÌÂÓ· ÂÌÊ˘-
ÙÂ‡Ì·Ù·) (Attia, 1993). ∞Ó ÙÔ ‰È¿ÛÙËÌ· ÔÊÂ›ÏÂÙ·È ÛÙÔ
ÁÂÁÔÓfi˜ fiÙÈ Ô ¤Ó·˜ ‹ Î·È ÔÈ ‰‡Ô Ï¿ÁÈÔÈ ÙÔÌÂ›˜ Â›Ó·È Ó¿ÓÔÈ
(peg-shaped), ÙfiÙÂ, ÌÂÙ¿ ÙÔ ÎÏÂ›ÛÈÌÔ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜
ÌÂÙ·Í‡ ÙˆÓ ÎÂÓÙÚÈÎÒÓ ÙÔÌ¤ˆÓ Î·È ÌÂ È‰È·›ÙÂÚË ÚÔÛÔ¯‹
ÛÙË Ì¤ÛË ÁÚ·ÌÌ‹, ‰ËÌÈÔ˘ÚÁÂ›Ù·È Ô Î·Ù¿ÏÏËÏÔ˜ ¯ÒÚÔ˜
ÁÈ· ÙË ÚÔÛıÂÙÈÎ‹ ·ÔÎ·Ù¿ÛÙ·ÛË ÙˆÓ Ó¿ÓˆÓ Ï¿ÁÈˆÓ
ÙÔÌ¤ˆÓ. ∞Ó ÙÔ ‰È¿ÛÙËÌ· ÔÊÂ›ÏÂÙ·È ÛÂ ˘ÂÚÙÚÔÊÈÎfi ¯·ÏÈ-
Ófi, ÙfiÙÂ ·˘Ùfi˜ Ú¤ÂÈ Ó· ·Ê·ÈÚÂıÂ› ¯ÂÈÚÔ˘ÚÁÈÎ¿ ÌÂÙ¿ ÙÔ
ÎÏÂ›ÛÈÌÔ ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ (Attia, 1993; Sakellarios,
1973). O Edwards (1977) ÂÚÈÁÚ¿ÊÂÈ ÙË ¯ÂÈÚÔ˘ÚÁÈÎ‹
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§·Ì‚¿ÓÔÓÙ·˜ ˘fi„Ë ÙÈ˜ ‰È¿ÊÔÚÂ˜ ·fi„ÂÈ˜ ÁÈ· ÙË Ê˘ÛÈÔ-
ÏÔÁÈÎ‹ Ô‰ÔÓÙÈÎ‹ ·Ó¿Ù˘ÍË, Î·Ù·Ï‹ÁÔ˘ÌÂ ÛÙÔ Û˘Ì¤Ú·-
ÛÌ· fiÙÈ Ë ÂÌÊ¿ÓÈÛË ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜ ÁÚ·ÌÌ‹˜
Î·Ù·Ú¯‹Ó ‰ÂÓ Â›Ó·È ·ÓËÛ˘¯ËÙÈÎ‹. ŸÙ·Ó fiÌˆ˜ ·Ú·ÙËÚÂ›Ù·È
‰È¿ÛÙËÌ· Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÌÂÁ·Ï‡ÙÂÚÔ ÙˆÓ 2,7 ¯ÈÏÈÔÛÙÒÓ
ÌÂÙ¿ ÙËÓ ·Ó·ÙÔÏ‹ Î·È ÙˆÓ Ï¿ÁÈˆÓ ÙÔÌ¤ˆÓ, ÙfiÙÂ Ë ·Ú¤Ì-
‚·ÛË ÙÔ˘ ÔÚıÔ‰ÔÓÙÈÎÔ‡ Â›Ó·È ÂÈ‚Â‚ÏËÌ¤ÓË. 
ŸÛÔÓ ·ÊÔÚ¿ ÛÙËÓ ·ÈÙÈÔÏÔÁ›· ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜ Ì¤ÛË˜
ÁÚ·ÌÌ‹˜, ·˘Ù‹, Û‡ÌÊˆÓ· ÌÂ ÙË ‚È‚ÏÈÔÁÚ·Ê›·, ÌÔÚÂ› Ó·
ÂÚÈÏ·Ì‚¿ÓÂÈ ÔÈÎ›ÏÔ˘˜ ·Ú¿ÁÔÓÙÂ˜. ªÂÁ·Ï‡ÙÂÚË ¤ÌÊ·-
ÛË ¤¯ÂÈ ‰ÔıÂ› ÛÙÔ˘˜ ÂÚÈ‚·ÏÏÔÓÙÈÎÔ‡˜ ·Ú¿ÁÔÓÙÂ˜, ÂÓÒ
·ÓÙ›ıÂÙ· ÂÏ¿¯ÈÛÙ· ¤¯ÂÈ ÂÛÙÈ·ÛıÂ› Ë ÚÔÛÔ¯‹ ÛÂ Ì›· Èı·Ó‹
ÁÂÓÂÙÈÎ‹ ÂÈÚÚÔ‹ ÛÙËÓ ¤ÎÊÚ·ÛË ÙÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜. øÛÙfiÛÔ, ¿Ô„Ë ÙÔ˘ Û˘ÁÁÚ·Ê¤· ÙÔ˘
·ÚfiÓÙÔ˜ ¿ÚıÚÔ˘ Â›Ó·È fiÙÈ Ë ¿Ô„Ë ˘¤Ú ÙË˜ ˘ÂÚÔ¯‹˜
ÙˆÓ ÁÂÓÂÙÈÎÒÓ ·Ú·ÁfiÓÙˆÓ ˘ÂÚÈÛ¯‡ÂÈ ÙÂÏÈÎ¿, ÏfiÁˆ È‰È-
·›ÙÂÚ· ÛËÌ·ÓÙÈÎÒÓ Î·È ÙÂÎÌËÚÈˆÌ¤ÓˆÓ ÂÈ¯ÂÈÚËÌ¿ÙˆÓ
Ô˘ ·ÔÚÚ¤Ô˘Ó ·fi ÚfiÛÊ·ÙÂ˜ ÂÚÂ˘ÓËÙÈÎ¤˜ ÂÚÁ·Û›Â˜
(Schmitt, 1982; Gass, 2003). ™˘ÓÂÒ˜, Ë ÈÎ·ÓfiÙËÙ· ÙÔ˘
ÔÚıÔ‰ÔÓÙÈÎÔ‡ Ó· ·ÔÙÈÌ‹ÛÂÈ ÙËÓ ÎÏËÚÔÓÔÌÈÎfiÙËÙ· Î·È Ó·
ÚÔ‚Ï¤„ÂÈ ÎÈÓ‰‡ÓÔ˘˜ ·Ó·Ù˘ÛÛfiÌÂÓÔ˘ ‰È·ÛÙ‹Ì·ÙÔ˜ ÙË˜
Ì¤ÛË˜ ÁÚ·ÌÌ‹˜ ÛÂ ÌÂÏÏÔÓÙÈÎ¤˜ ÁÂÓÈ¤˜ Â›Ó·È ÔÏ‡ÙÈÌË ÛÙÔ
Û¯ËÌ·ÙÈÛÌfi ‰È·ÁÓÒÛÂˆÓ Î·È ÚˆÙÔÎfiÏÏˆÓ ıÂÚ·-
Â›·˜/Û˘ÁÎÚ¿ÙËÛË˜ ÁÈ· ÙÔÓ ·ÛıÂÓ‹. 
∆¤ÏÔ˜, Ô ·˘ÍËÌ¤ÓÔ˜ Î›Ó‰˘ÓÔ˜ ˘ÔÙÚÔ‹˜ ÌÂÙ¿ ÙËÓ ÔÚıÔ-
‰ÔÓÙÈÎ‹ ıÂÚ·Â›· ÛÂ ÂÚÈÛÙ·ÙÈÎ¿ ÌÂ ‰È¿ÛÙËÌ· ÙË˜ Ì¤ÛË˜
ÁÚ·ÌÌ‹˜, Ô‰ËÁÂ› ÛÙÔ Û˘Ì¤Ú·ÛÌ· fiÙÈ Â›Ó·È ··Ú·›ÙËÙÔ Ó·
·ÎÔÏÔ˘ıËıÂ› ¤Ó· ÈÔ Û˘ÓÙËÚËÙÈÎfi ÚˆÙfiÎÔÏÏÔ Û˘ÁÎÚ¿-
ÙËÛË˜ Î·È Û˘ÁÎÂÎÚÈÌ¤Ó· ·˘Ùfi ÙË˜ ÌfiÓÈÌË˜ Û˘ÁÎÚ¿ÙËÛË˜
(Zachrisson, 1997). 
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