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EDITORIAL  NTO 19

Look for the best; never settle for less! 03  Editorial
| LIVE FROM THE MASTER
For the past 5 years our group had conducted over 30 Keynote
workshops around the world. Thanks to our kind participants the 04  Treatment of Severe Class lll Cases Demonstrating
responses we received were overwhelmingly positive. Not only do we Damon’s MEAW Effect
conduct presentation workshops, we also search for the best 16 The Key Elements of a Quality Orthodontic Practice

presentation format and Keynote presenters.
| ABO CASE REPORT

After attending the USC implant course early this month, | had no
doubt in my mind that the best Keynote master in dentistry is Dr
Fernando Rojas-Vizicaya. His teaching materials were insanely great and

24 Class Il Low Angle Adult Case with a Talon Cusp
32 Class Il Malocclusion Complicated by a Complex

was presented in a well-organized and logical manner.  He had Impacted Cuspid: Introduction of the iSAS Method for
demonstrated thorough knowledge and understanding of his assigned N More Clinical Assessment

topic. The most amazing part is every slide he used is a work of art. At

first, | thought this man must be a genius. But what | realized later was FEATURE

that, in most cases, he spends an entire weekend just to design and 50  OthoBoneScrew

produce one single slide in order to let his audience better understand

his concepts. | start to appreciate that peak performers are: | 52 Beethoven - a Learning Organization
INTERDISCIPLINARY TREATMENT

I. Not born - they are made.

2. Not superhuman with special talents-but average people like you and 62 Functional and Esthetic Rehabilitation of Molar Teeth

me. Missing with Super-Wide (Rescue™) Implant System:

3. Not workaholics - but they are committed to results, not activities. Two Case Reports

7 . . .
My dear readers, if you are in the lecturing circles, | strongly suggest 0 Fixed Esthetic Implant Supported Restorations

you to pause, watch and listen carefully to how Fernando presents his 8 Microbiological and Clinical Aspects in Peri-implant
information. If you are a regular audience, please look for the best and Diseases

never settle for less. With great sincerity | would like to say: Fernando, 90  Soft Tissue Graft-Vertical Vestibular Incision

you are the No.l Keynote master in the world. No one had
ever come close to you. As publisher of NTO, | am proud to

present Dr. Fernando Rojas-Vizicaya as one of our NTO's consultants. [t

B Subperiosteal Technique Access (VISTA)
FEEDBACK FROM THE ORTHODONTIC WORLD

is always a great honor to learn from a real expert. 94
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Treatment of Severe Class Il Cases

Demonstrating Damon’s MEAW Effect

(A) A long term follow up Class lll case
This diagnosis follows the author’s 3-Ring Diagnosis framework!
(11y2m: Fig. 1A, B, C, D)

(1) Profile: The patient has an orthgnathic CR profile at the beginning

which indicates a better prognosis.
(2) FS: There is a functional shift, so the prognosis is better.

(3) Occlusion: Both occlusions are in a CI III relationship with the

right side much more pronounced than the left side, and the lower

midline deviates to the left. The patient’s main concerns were
severe anterior crossbite and a labially blocked-out right upper
canine. It’s quite unusual that the lower dental midline deviates to

the left while the chin point deviates to the right.

The treatment began with using an inclined bite plane on the lower anterior teeth for bonding the upper dentition. When
IBP was instructed, posterior open bite was temporarily created. As a result, the patient had difficulty in chewing. In addition,

the lower anterior teeth cannot be bonded. So it’s difficult to have anteroposterior correction of the CI III relationship at the first
IBP stage. (11y4m: Fig. 2)

After around 7 months of initial alignment, the right upper canine was aligned. The occlusion still maintained severe CI II1
on the right side and less severe Cl III on the left side. Note the generalized gingival swelling due to poor oral hygiene.
(11yllm: Fig. 3).

Due to the patient’s poor oral hygiene, insufficient adherence to wearing CI III elastics, the effect of Cl III correction was
limited. All the brackets were temporarily removed. The author suggested the patient to stay in follow up until she reached 18

when most of the active growth stopped. Re-evaluation and retreatment could then be initiated. (12y4m: Fig. 4A, B, C)
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Dr. John Jin-Jong Lin

MS, Marquette University
Consultant of NTO

President of TAO ( 2000~2002 )
Author of Creative Orthodontics

Fig. 1B: 11y2m. Fig. 2: 11y4m.
Frontal and open smile views of the The patient has an orthognathic CR Inclined bite plane was used for
patient. profile. disocclusion and made the bonding of

upper dentition possible.

Fig. I1C: 11y2m. Fig. 1D: 11y2m. Fig. 3: 11ylIm.
Panorex showed an impacted right upper Class III malocclusion with right upper Gingival swelling due to poor oral
canine. The CR cephalogram showed an canine labially block-out.

¢ hygiene. Class III malocclusion was
orthognathic profile.

difficult to be corrected in this traditional
edgewise system by only Class III
elastics.

Fig. 4A: 12y4m. Fig. 4B: 12y4m. Fig. 4C: 12y4m.
Post initial alignment and debonding After initial treatment, the patient still Initial debonding, indicating Class III
frontal and open smile views with chin maintains an orthognathic profile. malocclusion with edge to edge bite and

still slightly deviating to the right side. gingival inflammation. Lower  dental

midline still deviates to left, which is
opposite to the chin point’s deviation.
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Fig. 5A: 24y9m. Fig. 5B: 24y9m. Fig. 6: Place the lower low torque anterior

Frontal and open smile view showed  The patient still has an orthognathic ~ brackets upside down. Make them as high
the chin deviating to the right side. CR profile. torque brackets as possible to prevent lingual

dumping of lower anteriors while retracting
with Class III elastics.

Fig. 5C: 24y9m. Fig. 5D: 24y9m.
CR cephalogram showed an orthognathic profile. Severe Class III malocclusion. The lower dental midline still
deviates to the left side.

24y9m: (Fig. 5A, B, C, D)

The patient returned to seek treatment again. She still had an orthognathic CR profile and maintained significant a Cl III
relationships on both buccal occlusions. This time Damon 3MX® brackets were available for use. Low torque brackets were
placed upside down on the lower anteriors to have +6 high torque on the lower anteriors for better retraction without dumping of

the lower incisors lingually. (Fig. 6)
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26y10m: (Fig. 7A, B, C)

After 2 years and 1 month of treatment with Damon 3MX® series and retraction by CI III elastics, the Cl III malocclusion
was efficiently corrected to Cl I with enough overbite and relatively bigger overjet due to the Damon’s MEAW effect. Hopefully

this overcorrection can offset further relapse. After 7 months in follow up, the overjet became smaller, overbite a little bit

shallower but still maintains CI I occlusion (Fig. 8)

ig WA 267 10m 3 , :
' dntal and p
& k i

—— 24y9m D %S\

26y10m

Fig. 7D: 24y9m vs. 26y10m

Even though the lower dentition successfully tipped back and Class III
relationship corrected to Class I, the upper incisors flared forward too much
due to a lack of proper torque control on the upper incisors.

26y10m vs. 27y5m: (Fig. 8)

After 7 months in follow up, the overjet became smaller, but still maintained enough overbite and overjet.

Fig. 8: 26y10m vs. 27y5m
After 7 months in post treatment follow up, the overbite and overjet became shallower, but the patient remains in Class I occlusion.
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Summary (Fig- 9A, B)

Fig. 9A: Summary of follow up and treatment changes.

i

e |
24y9'4' ¥

-
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Fig. 9B: Summary of follow up and treatment changes.



What can we learn from this case?

1. Using anterior bite turbos as an efficient method
of disocclusion to enhance correction of anterior

crossbite

The author used to apply the inclined bite plane (Fig.
2) to correct anterior crossbite. Lately the author prefers to
use the anterior or posterior bite turbos. The advantages of

anterior bite turbos are as follows: (Table 1)

(1) Bonding the lower anterior teeth at once is needed in
most of the situations. Using inclined plane cannot
bond the lower anteriors and bonding has to be delayed
which will delay the treatment effects. Using posterior
bite turbos (Fig. 10) or anterior bite turbos (Fig. 11)
make it possible to bond the lower anterior teeth in the

beginning.

LIVE FROM THE MASTER ~ VTO 19

(2) Free contact in the posterior teeth, in combination with
light short Cl III elastics, can correct over-closure
casily. Although there’s no posterior occlusal contacts
temporarily, the patient can still eat with front teeth.
After a short period of time, the posterior teeth will

settle quickly by using short C1 III elastics.

2. The Damon system has a useful MEAW effect to

correct anterior crossbite

For traditional edgewise, one of the best ways to
correct anterior crossbite is using Dr. Young Kim’s MEAW
technique (Multiloop Edgewise Arch Wire) 3. Now with the
light force provided by the efficient passive self-ligating
Damon system, amazingly without using complicated loops,
simply using Cl III elastics, the CI III malocclusion can be

corrected easily by the straight wire system ! 2. Damon’s

Fig. 10
Using posterior bite turbos, made of glass Lower anterior bite turbos made of The patient had lip incompetence and
Ionomer cement, on the occlusal surface of composite over the lingual side of lower protruded upper incisors at first.
the upper first molars, makes it possible to incisors makes the bonding of both upper After using short Class III elastics,
bond both the upper and lower dentition in and lower dentitions possible. The use of the upper incisors proclined more

Fig. 11

the beginning of the treatment.

Fig. 12

light short elastics can facilitate extrusion and he became a bimaxillary

of the posterior teeth and correct posterior protrusion. The buccal shelf mini-
open bite and Class III relationship. screw would have been a far better

(Courtesy of Dr. Ponchai)

choice of treatment than Class III
elastics. (Courtesy of Dr. Ponchai)
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Inclined Posterior Anterior
Bite Plane Bite Turbo Bite Turbo
Abbreviation IBP PBT ABT
Posterior chewing Difficult Some occlusal contact Difficult

Correction of

Free eruption of

More difficult to correct

Free eruption of posterior

over-closure posterior teeth

teeth, or closed by elastics

Bonding of

anterior teeth negative

positive positive

Table 1: Comparison of disocclusion methods for correction of anterior crossbite.

amazing MEAW effect, makes it a very efficient way to treat
ClLIII cases (Fig. 1~9, 13). In these two cases the posterior
molars were all tipped back and Cl III was corrected to Cl I

in this Damon system without using complicated loops.

3. Avoid early extraction treatment in treating

Class Ill malocclusion

When using traditional edgewise appliance, it’s very
difficult to correct Cl III malocclusion without extraction.
Extraction of lower premolars or molars are commonly
needed. Nowadays the combined use of the Damon self-
ligating bracket system and buccal shelf mini-screw makes it
possible to treat patients of this kind without extraction . It
was quite lucky the author did not do extraction treatment
when the patient (Fig. 1~9) was in active growth. Otherwise
the lower incisor torque will be difficult to control while
correcting anterior crossbite. Hence, for growing Cl III
patients, since it’s quite difficult to treat during growth, it’s

better avoid early extraction treatment. Instead, one should

wait until the active growth period is over and re-evaluate
the treatment plan. With the current advanced techniques,
nonextraction treatment is possible in most of the Cl III

cases, unless it’s a severe crowding case.

4. Proper use of various torque prescription in the
Damon system, can get the best treatment result

in Class Ill correction

When using C1 III elastics, one should be careful about
the flaring effect on the upper incisors. In this case the
patient’s original nasolabial angle is not too acute. Despite
the Cl III retraction which resulted in upper incisors
proclining forward (Fig. 7D), the upper lip is still acceptable.
For CI III patients with relative protrusive upper lips and lip
incompetence at the beginning, the early light short Cl III
elastics will make the upper and lower lip both protrusive.
This will turn the original Cl III nonextraction case to a Cl
IIT extraction case (probably four bicuspids extraction will

be indicated) (Fig. 12). The alternative to Cl III elastics, in



this type of cases, might be using the buccal shelf bone

screws to retract the lower anterior teeth?.

Luckily in this patient the high torque lower incisor
bracket were used. After retraction there is no lingual
dumping of lower anterior teeth. Unfortunately only standard
upper incisor brackets were used in this case (Fig. 6). The
long CI III elastics (from the upper first molar hook to hook
between the upper lateral incisor and canine) made the upper
incisors flared forward significantly (Fig. 7D). Although the

patient was very satisfied with the treatment result, the

LIVE FROM THE MASTER ~ NTO 19

cephalometric superimposition clearly indicated severe flare
out of the upper incisors. If the author have the chance to
retreat this patient, he would turn the D3MX® brackets
upside down as instructed in Tom Pitts’ method 2, which
explains, in order to avoid flaring of upper incisors, the
upside down use of standard Damon 3MX® brackets can
turn the central to -12, the lateral to -8 super low torque. This
will prevent the upper incisors from flaring forward too

much. (Fig. 13A: placing incisor brackets upside down can

to turn the upper incisor brackets to super low torque

L.

] — 27y9m

. W u i
Fig. 13B: Comparison of before and after treatment.

Fig. 13C: With Damon’s MEAW effect, even with the presence of lower 3'4 molars,
the Class I1I elastics can still be used to correct a severe Class III relationship.

- 29y9m
Fig. 13D

brackets, and high torque lower brackets.) (Fig. 13B) (Fig.
13C) (Fig. 13D: Excellent torque control on the upper arch
with upside down standard D3MX® brackets in order to get
super low torque, which prevents upper incisor from flaring
forward.). Now for the Damon Q series, there is low torque
prescription for upper central incisors, so there is no need to

turn the brackets upside down anymore 3.

5. Light short Class lll elastics is enough to correct

Class Il malocclusion in the Damon system

The author used to apply long Cl III elastics, from
upper first molar hook to the hook between lower lateral
incisor and canine. The author has observed Dr. Etsuko
Kondo ¢ and Dr. Tom Pitts’ efficient use of light short C1 IIT
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elastics 2 which can correct Cl III more effiently with less side effect (Fig. 14A, B). Such use can also avoid upper molar

extrusion and excessive upper incisor flaring. Nowadays the author routinely uses light short Cl III elastics in ways similar to

Dr. Ponchai’s cases.

Fig. 14B (Courtesy of Dr. Ponchai)

Special thanks to:

1. Dr. Ponchai Charuscharoenwittaya’s generous sharing of the cases (Fig. 11, 12, 14A, 14B).
2.Dr. Yu-Cheng Liaw’s detailed chaphalometric tracings of the presented cases.

3.Tzu-Han Huang’s English editing.
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The Key Elements of a Quality
Orthodontic Practice

Continuing education

Charlene White

%t are the Key Elements to a Top

Quality Orthodontic Practice?

Fortunately, I have had an opportunity to work with over 700
orthodontists since 1983. It has been a pleasure and an honor to
observe many of these practices become what I call a “Peak
Performance” practice. When Dr. Chang asked to write an article on
the “Key Elements of a Top Quality Orthodontic Practice”, I
immediately thought about the many doctors and team members I
have met over the years. A pattern was evident among the highly
respected practices. In this article I will summarize the 15 key

elements that define these practices.

@ CONTINUING EDUCATION

To create a top quality practice means you must continue your education.
This includes both the doctor and the team.  Continuing education is
fundamental to creating a quality practice. There are many options available:
journals, newsletters, the internet, webinars, seminars, conventions, and study
clubs just to name a few. Posting of the certificates and listing of the courses
taken by the doctor and team is both appropriate and impressive to patients.
This information should be displayed in your office and on your website. With
current technology, it is easy to purchase DVD's and CD's of courses from
around the world. When I observed the changing clement of staff going to
courses, I shifted to interactive webinars. The entire team can enjoy and learn
together in the comfort of your office.

Having presented over 200 courses and workshops in eight countries, I

have learned that the cream of the crop invest in continuing education.
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Charlene White

President, Progress Concepts

Orthodontic Consulting Firm

B.S. in Hygiene, Old Dominion University

Key Idea:

Post the courses taken by the doctor and staff in your
office, your website and on your phone message each year.
Make presenting an educational 15 minute talk to the team a

requirement each year as part of your evaluation.

@ LEADERSHIP

Everything filters down from the top. The leader(s) of
the practice set the standards and communicate the vision of the
practice. In order to project and uphold a quality image, the
leader must be committed to quality. They do not sacrifice
quality to do it cheaper, quicker, or easier. They set an example
that is steadfast and unwavering.  The purpose and vision is
clear to the team. Leadership is a learned skill. It takes focus
and discipline to become an effective leader. Excellent leaders
lead through example. They truly care about their team
members. They have developed the skill of being firm and
compassionate which is a delicate balance. Excellent leaders
have the respect of their team members and of others in the

community.

I served on the Board of the AAOF for six years which
gave me some insight into the time and effort that goes into the
leadership of the doctors who dedicate their time to the AAO.
In addition I have also worked with many Head of Departments
of Universities who have sacrificed income for passion for the
path they have chosen. I have also worked with many
orthodontists, managers, Clinical Coordinators mothers and
fathers who were excellent leaders. Their efforts bring quality

results.

Key ldea:

No matter what your leadership role is in life, pick
one top trait that people are looking for in an excellent
leader. The author of the book “Credibility” learned through
thousands of surveys, the four top qualities people want in a

leader are: inspiration, honesty, vision, or competence.

® TEAM BUILDING

A quality orthodontic practice only earns that reputation
by having a top notch team. They understand that every person
on the team plays a role in creating a quality experience for the
patient. A top notch team member contributes more than the
average person and they earn more than the average person.
They are willing to study to elevate their skills. They perform
their job well and display an excellent attitude. They are proud
to promote their doctor and team. A win/win formula is in place
where the doctor, the team and the patient all feel well cared for
in the environment.

In my consulting career, I have personally interviewed
over 4,200 team members. The vast majority are moms, wives,

single females who are hard working predominately women
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who are dedicated to orthodontics. They come to work with a
positive attitude no matter what they are dealing with at home.
My hat is off to these team members who help create beautiful

smiles everyday.

Key Idea:

Plan at least one team building event each year. One
of my favorites is a ROPES COURSE. Check out the one
that is closest to you. Individually commit to doing one
thing each day to go the extra mile to do something for

someone on your team.

@ CUTTING EDGE IMAGE

Image brings patients to the door and quality keeps them
there. A top quality practice has an excellent image. The
doctor(s) reinvests in the practice every year. One year it may
be a digital x-ray machine and the next year it may be going
paperless.  Every 5-7 years the decor must be updated.
Everything from the parking lot, front door, reception area,
coffee area, bathroom, clinic, games, music, lighting, and the
consult rooms must be top notch. Flat screen slide shows must
replace bulletin boards. Have Signature Pads instead of piles of
paper. These are all important to building the “WOW?” factor.

It is so much fun to walk into a new start up office that

created the “WOW?” factor on a dime and in addition has found

a way to put the new digital x-ray into their budget. Successful

Orthodontists are notorious for creating an excellent image.

Key Idea:

Focus on one or two areas this year to improve your
image. If you are getting compliments on a regular basis in
any area, you have arrived. If you are not getting
compliments for example on your scrubs, it is time to kick it
up a notch. Choose an area and brain storm together. It
could be the landscaping, the front door, your website or the

lighting in your office.

® COMPUTER UTILIZATION

A quality practice knows how to use technology to their
advantage. The doctor is not afraid to invest in the latest and
best software and hardware to get the job done efficiently. They
attend their software user meetings or they have a trainer in
each year to make sure they are optimizing their usage of the
software. They work with a hardware support company who
helps them maintain and update their hardware. Their website
reflects the image of their practice. The sites are not "under
construction”, they are completed. They attend meetings and
spend time on the exhibit floor to make sure they are in tune to
the latest available. They are always looking for an easier way

to get the job done.

Key Idea:

If you have not explored putting a detailed treatment
plan in the patient's chart via the software, get started today.
The clinical team is truly empowered by having a treatment
plan that guides them step by step through the treatment. It
takes an investment of time to set it up, but it is well worth

the process.



® EFFICIENT SYSTEMS

Top quality practices hear all the time from patients, "You
run such an organized practice. I wish more businesses were
run like yours." I am proud to report that the peak performance
practices that I have coached over the years hear this often. It is
rewarding for me to return to a practice that has all of the
systems we've been working on over the years in place. It is
running like a well oiled machine. Scheduling, recall, new
patient process, telephone scripting, clinical systems,
bookkeeping , accounts receivables, insurance , marketing and

personnel management are all functioning at a high level.

Key Idea:

Scheduling an in-office consultation periodically is a
sure way to know that you are on top of your systems. It’s
like working with a personal trainer. There is nothing like
having an excellent check up to assure that you are on the

right track in every area of your practice.

@ CLINICAL EFFICIENCY

There is nothing better for practice building than happy

patients telling others about their orthodontic result and their

LIVE FROM THE MASTER ~ NTO 19

experience in your office. A top quality team runs on schedule,
the have 3% or less repairs, they are proud to show their final
records a the study club meeting, decalcification is minimal,
less than 10% of their patients are past their target date, their
collections per visit is higher than average $300+, they perform
the procedures in the allotted time and the patients feel well
informed. All of these results do not just happen. It starts with
an excellent well written treatment plan on the patient record
that encompasses all of the treatment goals and the plan to get
there. Systems must be followed to reduce repairs and run on
schedule. The doctor also is willing to invest in top quality
clinical supplies. Photographs are taken routinely to document

the case and also used to educate the patient.

Key Idea:

Are you proud to show off your before and after
smiling photos? Well, get to work and display them on slide
show throughout the office. Patients do not like to see intra-
orals of anyone but themselves. They like to see attractive
smiling faces of patients who have an attractive smile arch

and full smiles. Do a collage as a screen saver.
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©® RELAXED FUN ATMOSPHERE

A top quality practice also has a fun and relaxed atmosphere.
They have worked hard to make it look easy. The patients
enjoy coming to the office therefore; they do not have many no-
shows. People are laughing and having engaging conversations.
Kids run in the door and go to their favorite "spot". The front
desk staff recognizes you, smiles and chit chats. Cookies and
coffee are available.  Mom can sit and enjoy the latest
magazines or dad can watch the close caption TV. Wii, Xbox,
Disney movies are available. There is something for every age
group. The team wears matching outfits that look crisp and
current. Does the top quality practice encounter problems? Of
course they do everyday. The difference is they come up with
quick solutions and move on to their tasks at hand. They do not

look back. They are moving forward.

Key Idea:

Brainstorm together as a team. What is one excellent
idea you can implement in the next 30 days that will add to
your fun atmosphere? Have a beach week for the month of
June. Add a Nerf ball hoop in the clinic so kids can throw to
win a prize. Have a wheel that you spin if you have good

hygiene to win a prize. People love to get involved.

® MARKETING

It is not smart to bank on "If I deliver quality treatment, I
should not have to market my practice". Having a strategic
marketing plan in place is the key to the success of any practice.
Number one is location. No marketing plan can overcome a
poor location. Quality practices do their homework. They
understand the importance of demographics and how to stay
ahead of the competition.  Competition is not necessarily
another Orthodontist. It can be discretionary dollars in the
family budget. They do not just sit back and hope someone will
call. They are proactive in the office, the community and in

their planning.

Key Idea:

For 25 years I had a small 50 page marketing book
that was not in high demand. When the recession started to
hit, I got to work on a marketing tool kit of 500 pages for the
orthodontic team. You need a plan, ideas, direction, a
formula for success and a handbook for the marketing
coordinator. Our new Marketing Tool Kit has been a big hit
with the marketing coordinators. It makes their job easier
and it works. I have also been coaching several offices these
past two year and their new patient numbers are up in a
down economy. A quality office knows and understands that
as the external factors change, the internal action plan must

change also.

0] THEY GIVE BACK TO
THE COMMUNITY

Successful orthodontic practices thrive off of the

community where they are located. The quality practices enjoy



giving back to the people in their community. Whether it is a
scholarship program, habitat for humanity, walk a thon, sports
support or a scout troop tour, the team is excited to be involved
in community events. [ have witnessed many clients and team
members over the years dedicate hours and money to

supporting their community.

Key Idea:
Set up a budget for donations for the year. Put

someone in charge of the budget. When requests come in,
send them to that person. Give them an application and let
the person know you will put them in for approval this year
or maybe next year if the budget is depleted. Put photos of
all community events you support on your website. Always
look for ways to bring people back to your office for a pizza

party at the end of the event.

® GIVING BACK TO THEIR
SPECIALTY OR ASSOCIATION

There are lots of ways to give back to your specialty.
Being an active member of your association, donation to your
university, being a part time professor or holding office in your
association. Quality oriented orthodontists give back time and
money to their specialty. That means missing nights or
weekends at home with their family at times. Staff can
participate in local associations. You can mentor young people

who may be interested in dentistry as a career.

Key Idea:

Design your code of conduct for your team and strive

to follow it each day.
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(® THEY HAVE A PIONEER SPIRIT

A pioneer trusts their instincts and is willing to go out on
a limb to try new technology. They move ahead of the "pack".
If everyone sat back and waited, nothing would happen. If no
one had the guts to question the status quo, the profession
would not move forward. Laser treatment, tads, cone beam x-
ray, clear aligners and self ligated brackets are all in the fore
front today. Staff that works in a pioneer spirited office, cannot
afford to have the attitude of "why do we need to change".
Things are moving at light speed. Do not get left behind.

Key Idea:

Sponsoring a booth on career day at local schools can
bring great returns. You can also invite young patients to be
an assistant for a day in your office. This type of program

has inspired many young people to go into dentistry.

(® KEEPING IT ALL IN BALANCE

Many orthodontists will tell you that they became an
orthodontist because they admired the orthodontist life style.
Their goal was to have a successful practice, a balanced life and
a happy home life. They wanted to be part of their children's

lives. I see more and more that the young orthodontists want to
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work at maximum efficiency to create a quality life in their
practice and at home. They want to be at the ball games and the
school events. They want their kids to remember mom and dad
being there to support them. I have some clients who worked
12 days a month when their kids were younger, who are now
working more days a month because the kids are off to college
and require less time. As I have said for years, the beauty is,

"Design is the way you want it."

Key Idea:

You can Google the latest and newest concepts on the

market in dentistry. Talk about it at your next staff meeting.

(D LIVING BY A CODE OF CONDUCT

It is like a Marine, the top quality performers live by a
code of conduct. The team knows the key rules and the
consequences for breaking them. You do not hire a staff
member from a top referring doctor without consequences.
You do not get lack on documenting charts or developing a
treatment plan without consequences. You cannot get lazy with
you marketing without consequences. You cannot neglect your
health without consequences. You do not allow the rude staff

member to stay on the team without consequences.

Key Idea:
Ask yourself... what would I change if I designed it

the way I wanted it? Do not wait. Life is too short. I have
helped many doctors redesign their template, produce more

and work fewer days or hours

(® EMPLOY EXCELLENT ADVISORS

It takes a lot of focus and talent to become a top quality
orthodontist. No one can be all things to all people.
Orthodontist’s who know how to manage their time to fullest,
know they can get where they want to go much faster if they
employ skilled advisors in other areas of their life. They go to
the experts in their field before making an important decision.
The top 20% of profitable orthodontists use consulting services.
The results are printed in surveys every year. A skilled practice
management consultant, tax consultant, investment advisor,
accountant, or lawyers etc. play a major role in the success of a
practice. The following are actual statistics from practices that
have benefited from my consulting services. These are truly

“Peak Performance” practices.

»
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ABO Case Report

Class Il Low Angle Adult Case with a Talon Cusp

HISTORY AND ETIOLOGY

A 26-year-and-2-month-old female was referred by her
general dentist to evaluate a chief complaint: “crooked,
unattractive teeth” (Figure 1-3). The patient was in good
general health and eager to receive the treatment prescribed
(Figures 4-6). The clinical course is documented by
comparing the pre-treatment cephalometric and panoramic

radiographs to the corresponding post-treatment images in

Figure 7 and 8, respectively. Figure 9, the superimposed pre-
. . Fig. 1 Pretreatment facial photographs
and post-treatment cephalometric tracings, documents the
dental and skeletal changes. The etiology of the malocclusion
appears to be genetic, because talon cusp, dental crowding
and a prognathic tendency may be related to signs of a
syndrome!. The developmental aspects of talon cusp are
unknown, but it may be a manifestation of dens evangenitis

or reflect fusion of an incisor with a supernumerary tooth?2.
DIAGNOSIS
Skeletal: Class I pattern (SNA 82°, SNB 80°, ANB 2°) and a

low mandibular plane angle (SN-MP 25°, FMA
19°). See Figure 7 and the Cephalometrics Table

for details.

Dental: Bilateral Class II canine and end-on molar Fig. 2 Pretreatment intraoral photographs

relationships were associated with moderate,
generalized crowding in both arches. The overjet
was 5 mm and the overbite was 5 mm. A talon cusp
associated with macrodontia was noted on the
lingual side of upper right central incisor. (Figures 2,
3,10 and 11).

Facial: Straight profile (Figure 1).
The American Board of Orthodontics (ABO) discrepancy
index (DI) was 18, as documented later in this report. The

major diagnostic factors were bilateral end-on C11I (4

points), crowding (4 points), anomalous morphology

(macrodontia) of the maxillary right central incisor (two

Fig. 3 Pretreatment study models
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Dr. Dennis HY Hsiao, Lecturer, Beethoven Orthodontic Course (left)
Dr. Chris HN Chang, Director, Beethoven Orthodontic Center (middle)

Dr. W. Eugene Roberts, Consultant, News and Trends in Orthodontics (right)

points) (Figures 2 and 3), a talon cusp which increased

treatment difficulty (2 points) (Figures 11).
SPECIFIC OBJECTIVES OF TREATMENT

» Maxilla ( all three planes ):
| 4 ¢ A -P: Maintain.
L * Vertical: Maintain.

» Transverse: Maintain.

Mandible ( all three planes ):
Fig. 4 Posttreatment facial photographs ¢ A-P: Maintain.

*  Vertical: Maintain.
» Transverse: Maintain.
Maxillary Dentition

* A - P: Retract to correct Class II buccal segments
and excessive overjet

* Vertical: Intrude incisors.
* Inter-molar Width: Increase.
Mandibular Dentition
* A - P: Flare mandibular incisors to compensate
for excessive maxillary anterior tooth size.
* Vertical: Maintain.
* Inter-molar / Inter-canine Width: Maintain.
Facial Esthetics: Maintain.

TREATMENT PLAN

After carefully considering the alternatives, non-
extraction treatment was chosen and bonded fixed
appliances were selected. Bilateral lingually-tipped
mandibular molars would be corrected with cross
elastics. Low torque brackets and a pretorqued archwire
would be used to help control excessive flaring of
mandibular incisors. Anterior bite turbos and Cl II
elastics would be instructed to resolve Cl II occlusion
and intrude lower incisors. The size discrepancy between

the upper central incisors would be corrected with

pulpectomy of the upper right central incisor, followed

Fig. 6 Posttreatment study models
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Fig. 7 Pretreatment pano and ceph radiographs Fig. 8 Posttreatment pano and ceph radiographs

by interproximal reduction, and interproximal augmentation
of the left central incisor. This esthetic correction of the
maxillary anterior segment would require flaring the

mandibular incisors to correct the overjet. Detailing bends

with seating elastics would produce the final occlusion. CEPHALOMETRIC
Fixed appliances would be removed and the corrected SKELETAL ANALYSIS
dentition would be retained with an upper clear overlay PRE-TX POST-TX  DIFF.
retainer, and upper and lower lingual fixed retainers from SNA® 82° 83° 1’
3-3. SNB* 80° 81° 1’
APPLIANCES AND TREATMENT PROGRESS ANB" z I I
. N-MP* 25° 26° 1
0.022” Damon D3MX® brackets (Ormco Corporation) S 8 6
were used. Standard torque brackets (+12°) were placed on FMA P 20 !
the upper incisors and low torque (-6°) brackets were placed DENTAL ANALYSIS
on the lower incisors. The archwire sequence for both arches UI'TONA mm 7 mm > mm 2 mm
was 014 copper NiTi, .014X25 copper NiTi, .016X25 UITOSN 13 Ho >
pretorqued copper NiTi, .017X25 TMA, and .019X25 SS. L1TONB mm 2 mm 5 mm 3 mm
. . L1 TO MP° 99° 113° 14°
After 5 months of treatment, the patient received root
. . L. FACIAL ANALYSIS
canal treatment on the maxillary right central incisor. The
. . E-LINE (U -1 0 1
Talon cusp was then removed and the width of upper right © — — —
E-LINE (L) 0 mm 0.5 mm 0.5 mm

central incisor was reduced with interproximal reduction.
Anterior bite turbos were then bonded to the maxillary

central incisors to accelerate the Cl II correction. Two

Table. Cephalometric summary
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Fig. 9 Superimposed tracings. Upper anteriors were slightly retracted and the
lower anteriors flared. Upper molars were distalized with slightly extruded.

months later, the upper left central incisor was built up to

match the size of the counterpart. (Figures 12 -14)

In the 10th month of the treatment, Cl I occlusion
was achieved. Bracket corrections were performed as
needed with the reference from the panoramic film.
Meanwhile, the lingual frenectomy was performed to

solve a tongue-tie problem (Figures 16 and 17).

One month prior to the completion of active
treatment, the upper archwire was sectioned distal to the
cuspids bilaterally, and 2 oz vertical elastics were used for
final detailing (Figures 15). After the buccal segments
were seated in occlusion, fixed appliances were removed
and retainers were delivered. Total treatment time was 27
months. A week after fixed appliance removal, a
gingivectomy of the maxillary incisors was performed
with a diode laser to improve the incisal exposure (Figure
18). Post-treatment panoramic and cephalometric
radiographs (Figure 8), and superimpositions of
cephalometric tracings (Figure 9) document the final

result.
RESULTS ACHIEVED

Maxilla ( all three planes ):
* A - P: Maintained.

e Vertical: Maintained.

¢ Transverse: Maintained.
Mandible ( all three planes ):

* A - P: Maintained.

e Vertical: Maintained.

¢ Transverse: Maintained.
Maxillary Dentition

e A - P: Maxillary incisors retracted to achieve
normal inclination.

* Vertical: Maintained.
* Inter-molar Width: Increased 4 mm.
Mandibular Dentition
* A - P: Mandibular incisors flared to correct overjet
* Vertical: Maintained.

¢ Inter-molar / Inter-canine Width: Increased 3 mm /
Increased 1 mm.

Facial Esthetics: Maintained.

RETENTION

When the upper clear overlay retainer was delivered,
the patient was instructed to wear it full time for the first 6
months and nights only thereafter. The upper and lower

3-3 retainer were bonded on every tooth. The patient was



NTO 19 ABO CASE REPORT

| —

—

Fig. 10 Uneven size of upper
central incisors

Fig. 11 Talon cusp of upper right

" ! Fig. 12 After endodontic treatment of
central incisor (occlusal view)

upper right central incisor

Fig. 13 Building up the upper left central
incisor to the size of the upper right central
incisor and application of bite turbos

Fig. 15 Finishing stage using
up-and- down elastics

Fig. 14 Symmetrical size of
upper centrals

instructed about home hygiene and maintenance of the
retainers because permanent fixed retention of the

mandibular anterior segment was required.

FINAL EVALUATION OF TREATMENT

Retraction, alignment and restorative recontouring of
upper incisors helped resolve the patient’s chief complaint.
The excessive overjet and overbite were reduced. Wearing
elastics as instructed was essential for correction of the

Class II buccal segments.

Once the mandibular intermolar width was corrected,
it was necessary to expand the canines and flare the incisors
to compensate for the incisal tooth size discrepancy. It was
anticipated that the mandibular anterior expansion and
flaring would be a challenge for stability, so the patient was
informed that she would be on long-term recall indefinitely.
The ABO Cast-Radiograph Evaluation was scored at 15
points, indicating a finished occlusion had been achieved
that was within the usual ABO standard of 26 points. The
major discrepancy was the lingual inclination of lower
molars, which resulted in a deduction of 4 points under

mandibular buccolingual inclination, and 8 points under

lingual surface, occlusal contacts (Figures 19-21). Overall,
there was significant improvement in both dental esthetics
and occlusion. The patient was especially satisfied with the

improvement of the upper central incisors.

DISCUSSION

Orthodontic patients with the talon cusp anomaly may
be substantial esthetic and functional challenges. Excessive
overjet and deep bite complicate the problem, because talon
cusp must be removed to achieve an ideal interincisal
relationship. Talon cusp belongs to a group of dental
anomalies referred to as dens evaginatus. This
protuberlence contains all the structural elements of a tooth:
enamel, dentin, and pulp tissue’*. Because of the
possibility of pulp degeneration, the patient was informed
about the need for endodontic treatment, the probability of
crown discoloration, and the necessity for full coverage
crowns on the maxillary central incisors sometime in the

future.

Proclination of the lower anterior teeth was expected
in this case due to anterior tooth size discrepancy and

nonextraction treatment plan. In addition to the selection of
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Fig. 16 Lingual frenectomy procedure Fig. 18 Gingivectomy with diode laser to

harmonize the gingival level

Fig. 19 The lower cast shows
lingually inclined molars.

Fig. 20 Measuring the buccallingual
inclination with ABO gauge

Fig.21 Close-up view of digitation of
posterior dentition from the back view

a negative torque prescription, interproximal reduction (IPR)
may have improved the result but that would have required
more width reduction of the maxillary central incisors which
was deemed to be a restorative problem. According to Mills®
the average amount of “stable” proclination of lower
incisors is only about 1 to 2 mm, and even that modest
protrusion usually requires fixed retention. For the present
patient, the proclination of the lower incisors was 3 mm
beyond the normal range, so a lower anterior fixed retainer

was essential for long-term stability.

The major deduction of scores in the ABO Cast-

Radiograph Evaluation®” of this patient was for the
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DISCREPANCY INDEX WORKSHEET

CASE # PATIENT

EXAM YEAR
ABO ID#

TOTAL D.I. SCORE 18

OVERJET LINGUAL POSTERIOR X-BITE
0 mm. (edge-to-edge) = 1 pt.
1-3 m(m_g &) = 0 Bts. 1 pt. per tooth Total = |I|
3.1 -5mm. = 2 pts.
S.1=7 mm. = 3 BUCCAL POSTERIOR X-BITE
7.1 =9 mm. = 4 pts.
> . = ts.
9 mm Spts 2 pts. per tooth Total = lI|
Negative OJ (x-bite) 1 pt. per mm. per tooth =
CEPHALOMETRICS  (See Instructions)
Total = 2
ANB > 6° or < -2° = 4pts.
OVERBITE SN-MP
> 38° = 2pts.
0 -3 mm. = 0 pts. = 38 P
3.1 -5mm. = 2 pts. Each degree > 38° x2pts.=_ 0
5.1 =7 mm. = 3 pts.
Impinging (100%) 5 pts. < 26° = lpt
Total = Each degree <-2° x1pt. =
Each degree > 6° x 1pt. =
ANTERIOR OPEN BITE
ANLERIOR OPEN BILE Each degree < 26° 1 x1pt. =1
0 mm. (edge-to-edge), 1 pt. per tooth
then 1 pt. per additional full mm. per tooth 1 to MP > 99° = Ipt
> © =
Total _ II' Each degree > 99 x 1 pt.
LATERAL OPEN BITE Total -
2 pts. per mm. per tooth OTHER  (See Instructions)
Supernumerary teeth x 1pt. =
Total = II' Ankylosis of perm. teeth X 2 pts.
Anomalous morphology x2pts.= 2
CROWDING (only one arch) Impaction (except 3'4 molars) X 2 pts. =
_ Midline discrepancy (>3mm) @2 pts. =
é I 3 gnm B é p:' Missing teeth (except 3" molars) x 1 pts.
5'1 B 7 mm. B 4 p tS. Missing teeth, congenital X 2 pts. =
>'7 — / mm. B 7 ptS. Spacing (4 or more, per arch) X 2 pts. =
mm. B pis. Spacing (Mx cent. diastema > 2mm) @2 pts. =
. Tooth transposition x 2 pts. =
Total - Skeletal asymmetry (nonsurgical tx) @ 3 pts. =
Addl. treatment complexities x 2 pts. = 2
OCCLUSION Identify:
Class I to end on 0 pts.
EndonClassIlorIII = 2 pts. per side pts. Total _ 4
Full Class II or III = 4 pts. per side pts.
Beyond Class ITor III = 1 pt. per mm. pts.
additional
Total -
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Examiners will verify measurements in each parameter.

ABO Cast-Radiograph Evaluation (Rev.6-1-08)

Case# | | Patient | Lee
Total Score: E

Alignment/Rotations
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Marginal Ridges
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Buccolingual Inclination
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Occlusal Contacts
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Buccal Surface
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Lingual Surface

Occlusal Relationships
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Root Angulation

1
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INSTRUCTIONS: Place score beside each deficient tooth and enter total score for each parameter
in the white box. Mark extracted teeth with "X”. Second molars should be in occlusion.

%
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ABO Case Report

Class Il Malocclusion Complicated by a Complex Impacted Cuspid:
Introduction of the iISAS Method for More Clinical Assessment

HISTORY AND ETIOLOGY

A 12 year 1 month girl was referred by her family dentist
for orthodontic consultation (Figure 1). There was no
contributory medical or dental history. Her chief complaints were
irregular central incisors and one retained primary canine
(Figures 2 and 3). The patient and her parents desired

comprehensive orthodontics treatment to achieve an ideal

alignment of the entire dentition (Figures 4-6).

The initial clinical examination revealed a Class I molar
relationship on the right side, and a Class II molar relationship on )
Fig 1. Pretreatment facial photographs
the left. Both the overjet and overbite were 4 mm. The maxillary
dental midline was 2 mm to the right of the facial and maxillary
midlines; upper incisor crowding was a contributing factor. A
retained primary canine was noted on the maxillary right side.
The pretreatment panoramic radiograph (Figure 7) revealed a
deep impaction of maxillary right canine, and its crown was
near the apex of the adjacent maxillary incisor. Although the
treatment plan was to achieve ideal alignment of the impacted
cuspid (Figure 8), the path of tooth movement was not clear. The
patient was referred for pretreatment cone-beam computed
tomography (CBCT) radiograph (Figure 9). The CBCT images
revealed that the canine cusp tip was impacted near the root

apices of the adjacent central and lateral incisors. Figure 10 Fig 2. Pretreatment intraoral photographs

documents the cephalometric history of the treatment rendered.
DIAGNOSIS
Skeletal :

Skeletal Class I with SNA 82°, SNB 79°, and ANB 3°
(Figure 7 and Table).

Normal mandibular plane angle (SN-MP 36°, FMA 29°).
Dental :

Right side Class I molar relationship and left side end-on

Class II molar relationship.

The overbite and overjet were both 4 mm.

Fig. 3. Pretreatment study models



Dr. Chris HN Chang, Director, Beethoven Orthodontic Center (middle)
Dr. Billy Su, Lecturer, Beethoven Orthodontic Course (right)

Dr. W. Eugene Roberts, Consultant, News and Trends in Orthodontics (left)

Fig. 4. Posttreatment facial photographs

Fig. 6. Posttreatment study models
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The maxillary dental midline was 2 mm to the right

of the facial and maxillary midlines.
Retained right maxillary primary canine.

There were no signs or symptoms of TMJ

dysfunction.

The ABO Discrepancy Index (DI) was 26 as shown

in the subsequent work sheet.
Facial : Near ideal profile with acceptable lip position.
SPECIFIC OBJECTIVES OF TREATMENT
Maxilla ( all three planes ):

* A-P: Allow for normal expression of growth.
* Vertical : Maintain
* Transverse : Maintain

Mandible ( all three planes ):

* A-P:Allow for normal expression of growth.

* Vertical : Maintain

* Transverse : Maintain
Maxillary Dentition

* A-P:Maintain

» Vertical : Maintain.

* Inter-molar Width : Maintain
Mandibular Dentition

* A -P:Maintain

» Vertical : Molar extrusion to open the bite.

+ Inter-molar / Inter-canine Width: Maintain.
Facial Esthetics : Maintain.
TREATMENT PLAN

A non-extraction treatment, with a full fixed orthodontics

appliance, was indicated to correct the crowding, level the
curve of Spee, and coordinate the arches. At the initial stage of

treatment, space was opened for the impacted canine and the

patient was referred for surgical exposure (Figure 11).
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Fig. 7. Pretreatment pano and ceph radiographs show the
high impacted canine and retained primary canine.

Fig. 9. 3D images show #13 is in good morphology without
any pathological change. The cusp tip of #13 is located in the
root apex area between #12, 11.

a balancing lip profile.
CEPHALOMETRIC
SKELETAL ANALYSIS
PRE-TX POST-TX
SNA® 82° 81°
SNB* 79° 78°
ANB® 3 3°
SN-MP* 36° 38°
FMA® 29° 31°
DENTAL ANALYSIS
Ul TO NA mm 2 mm 2 mm
U1 TO SN* 113° 112°
L1 TONB mm 3 mm 4 mm
L1 TO MP° 85° 91°
FACIAL ANALYSIS
E-LINE (U) -1 mm -1'mm
E-LINE (L) -1 mm -1 mm
Table 1. Cephalometric summary

Fig. 8. Posttreatment pano and ceph radiographs show

0 mm

0 mm
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Fig. 10. Superimposed tracings show a sight extrude and protraction of the mandibular molars.

Bilateral OrthoBoneScrews® inserted into the infra-
zygomatic crests were indicated to prevent the anterior
segment from flaring and to assist with anchorage to
distally tip the impacted cuspid. A 3-dimensional level arm
was inserted into the square hole of the right
OrthoBoneScrew® to correct the angulation and position of
the impacted canine (Figure 12). Figure 13 documents the
recovery of the impacted canine. After the canine was

aligned, the maxillary dentition was retracted with NiTi

open coil springs extended from the bone screws to the
anterior segment, bilaterally (Figure 14). Class II elastics
were used to achieve a Class I interdigitation and bilateral
triangular canine elastics were used to detail the occlusion
(Figure 15). At the debonding visit, upper Hawley

removable and lower 3-3 fixed retainers were delivered.

Fig. 11. APF procedures show as illustrated. Especially noted that
the bone covering crown and pathway for erupting cuspid are
removed.

Fig. 12. Design a force system which distalizes the canine first,
then move buccally a little, finally downward to the reserved
canine space.
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APPLIANCES AND TREATMENT PROGRESS side. A .017x.025 inch TMA lever arm was fabricated with a

0.022” Damon D3MX® brackets (Ormco Corporation) helical coil on one end and helical attachment on the other

were used. To facilitate space opening, for the impacted end. When this lever arm was inserted in the square hole on

maxillary right canine with an open coil
spring, no bracket was bonded on the
adjacent lateral incisor initially. The
wire sequence was as follows: .014”
copper NiTi, .014X25” NiTi,
017X25” TMA, and .019X25” SS.
The elastics were upgraded
gradually from 2 23 > 3.5 > 4.5
= 6oz

In the 4 month of treatment,
the impacted maxillary canine was
surgically exposed with an apically
positioned flap (Figure 11). The
procedure involved two vertical
incisions and one horizontal incision
over the area of impacted canine. A
full thickness flap was reflected to
expose the overlying bone. The bone
was removed down to the CEJ of the
impacted canine. Then the upper
right primary canine was extracted
and a path was created from the
crown of the impacted tooth to the
extraction socket. An eyelet was
bonded on the crown of the
impacted canine and tied with a
plastic tube to the main arch wire.
The flap was placed on the CEJ and
sutured with silk (Figure 11).

After one week, sutures
were removed and an

OrthoBoneScrew® was placed in the Fig. 13. Radiographs and intra-oral photos documented the first day of bonding, 4
month later and 4.5 month later since traction began. Key to success: The right

infra- ti t th ight L .
fnira-zygomatic crest on the ng lateral incisor was not bonded and remain as a free body.
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the OrthoBoneScrew® (located at infrazygomatic crest)
and activated, it delivered a force system which
distalized the canine, moved it slightly to the buccal, and
then occlusally into the canine space (Figure 12). After 4
months of traction (8 month of treatment), the impacted
canine was aligned axially and positioned for bracket
placement. In the 12th month, the impacted canine was

extruded to the level of the occlusal plane by the .014

Fig. 16. Reshape the sharp edge of
#13 with green stone.

NiTi wire (Figure 13). A panoramic radiograph was
taken to evaluate root angulation of the teeth and re-
position the brackets. The wire sequence was as
follows: .014X25” NiTi, .017X25” TMA, and .
019X25” SS. The OrthoBoneScrew® (2x12 mm,
stainless steel) was implanted on the left side of the
infrazygomatic crest and the close NiTi springs were
applied on the both sides of the OrthoBoneScrews®
to retract the upper dentition in the 19 month
(Figure 14). In the 30" month, a minor odontoplasy

procedure was performed on the cusp tip of the

canine by using green stone (Figure 16), and U3L34

triangular elastics (4 oz) were applied (Figure 15).

One month prior to completion of treatment, the

Fig. 17. In the 34" month, the upper archwire was sectioned distal to
the cuspids. Light vertical elastics (2 oz) were used for final detailing.
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| SA

impaction’s  pecific Assessment System

R RESULTS ACHIEVED
DI

Maxilla :

impaction Discrepancy Index iDI
L Angulation ofthe canine to the midiine in degrees

impaction Discrepancy Index iDI
4. Pouiion o canine rootapex antacapastedady

upper archwire was sectioned distal to the bicuspids. Light
vertical elastics (2 0z) were used for final detailing (Figure
17). Appliances were subsequently removed and retainers

were delivered after 35 months of active treatment.

A - P: Anterior ~1 mm.

Vertical : Maintained.
*Transverse : Maintained.
Mandible :

*A - P : Anterior ~ 3-4 mm.
*Vertical : Increased ~1 mm.
*Transverse : Maintained.
Maxillary Dentition :

*A - P : Maintained.

*Vertical : Maintained.
Inter-molar Width : Maintained.
Mandibular Dentition :

*A - P : Maintained.

*Vertical : Molar extruded ~ 2-3 mm.

eInter-molar / Inter-canine Width : Molar width

increased 3 mm, canine width was maintained.

Facial Esthetics : Maintained a normal growth pattern while

slightly retracting the upper lip.



RETENTION

An upper clear overlay retainer was delivered. The
patient was instructed to wear it full time for the first 6
months and nights only thereafter. The upper and lower fixed
3-3 retainer were bonded on every tooth after the finish
records were obtained (Figures 5, 6 and 10). The patient was
instructed on home care and maintenance of the retainers.
Tongue posture, lip competence and bite-squeeze (clenching)

exercises were also recommended after treatment.

FINAL EVALUATION OF TREATMENT

The ABO Cast-Radiograph Evaluation was scored at

25 points indicting a finished occlusion that is within the
ABO standard of = 26 points for an acceptable board case.
The major alignment discrepancies were: bilateral Class II
buccal interdigitation, alignment and rotation problems, as

well as multiple marginal ridge discrepancies.

For the present patient, this high impaction of the
maxillary canine was corrected in about 4 months. CBCT
imaging provided important diagnostic information to design
appropriate segmental mechanics (Figures 12-13). In general,
the treatment results were deemed satisfactory. The NiTi
maxillary arch retraction springs anchored with
OrthoBoneScrews® were effective for preventing excessive
anterior overjet and lip protrusion.  Continuous tongue
posture and bite-squeeze (clenching) exercises are indicated

to prevent relapse of the open bite.
DISCUSSION

Ectopic eruption and impaction of teeth are common
problems in orthodontics. Repositioning the displaced teeth
in their proper position is often a challenging problem. For
the present patient, the DI score was only 10 points.
Although the DI has proven to be an effective indicator of
treatment complexity (severity) for most patient, it

underestimates the difficulty for high canine impactions. A

ABO CASE REPORT NTO 19

revision of the DI to more appropriately weight the difficult
osseous impactions is indicated. An impaction Specific
Assessment System (iSAS) to supplement the ADO DI is
proposed that is based on 7 criteria: 1. Angulation of the
canine to the midline in degrees, 2. Vertical distance from the
occlusal plane, 3. Mesiodistal position of canine tip, 4.
Position of canine root apex anteroposteriorly, 5. Root
resorption of adjacent teeth, 6. Ages of root completed
formation, 7. Labial or palatal position of impaction. Criteria
1-4 were abstracted from the original article by Padhraig et
al. (2009) entitled “Influence of radiographic position of

ectopic canines on the duration of orthodontic treatment.”

ICRE

ABO CASE REPORT ~ VTO 19
impaction Cast-Radiograph Evaluation iCRE
Total Score: =
1. Clinical photograph Total =
E 1. Mesial Papilla 01 2
2. Distal Papilla 01 2
3. Curvature of Gingival Margin =~ 0 1 2
4. Level of Gingival Margin 01 2
5. Root Convexity ( Torque ) 01 2
6. Scar Formation 01 2
7. Keratinized Gingival Exists. 01 2
1. Mesial Papilla 0)1 2
2. Distal Papilla 01 2
3. Curvature of Gingival Margin -~ (0)1 2
4. Level of Gingival Margin 0(1) 2
5. Root Convexity ( Torque ) 01)2
6. Scar Formation 01 2
7. Keratinized Gingival Exists o1 2
Normal apical contour 0
Apical irregularity, same length as. '
pretreatment
Apical root resorption of less than2mm 2
Apical root resorption more than 2 mm,
less than one third original root length 3
Apical root resorption more than one third
original oot length
Normal apical contour 0
Apical irregularity, same length as. g
pretreatment
Apical root resorption of less than2 mm 2
Apical root resorption more than 2 mm, 3
less than one third original root length
Apical root resorption more than one third
original root length
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Panoramic and CBCT radiographs are required for the

evaluation:

1. Angulation of the canine to the midline in degrees is
scored as 1 point for 0-15°, 2 points for 16-30°, and 3 points
if>31°.

2. Vertical distance from the occlusal plane is scored
progressively. If the cusp tip of the impaction is below the
level of the CEJ of the adjacent tooth on the mesial, 1 point
is scored. Above the CEJ, but less than halfway up the root,
2 points are scored. More than half way up the root, but less
than the full root length, 3 points are scored. If the cusp tip
is above the full length of the root, a score of 4 points is

assessed.

3. Mesiodisal position of canine tip is scored progressively.
If the cusp tip of the impaction does not horizontally overlap
the distal surface of the lateral incisor, 1 point is scored;
overlap of less than half the root width scores 2 points; more
than half, but less than the whole root width, results in 3
points being scored; complete overlap of root width indicates

a score of 4 points.

4. Anterior-posterior position of the canine root apex is
assessed by scoring 1 point if the apex is superior to the
normal canine position, 2 points if it is in the Ist premolar

area, and 3 points if it is in the 2nd premolar area.

5. Root resorption of the adjacent teeth is scored according
to severity. Normal apical contour and length is no score;
apical contour irregularity but normal length is 1 point; for
apical root resorption < 2 mm, 2 points are scored; for apical
root resorption > 2 mm, but less than one third of the
original root length, 3 points are scored; for apical root
resorption more than one third original root length, 4 points
are scored. X denotes an extracted tooth, and an N indicates

an un-scored tooth.

6. Age relative to the completion of root formation is

scored as 0 if the patient is < 9 years (before central incisor

root completed formation); 1 point is scored for 9-11 years
(before lateral incisor root has completed formation); 2
points are scored for 12-13 years (before first premolar root
completed formation); and 3 points is scored for > 13 years

(canine root has normally completed formation).

7. Labial or palatal position of the impaction is scored as 1
point for palatal position and 2 points for labial position

relatice to the roots of adjacent teeth.

For the subject of this case report, the iDI score was 16
points. When added to the ABO DI score of 10 points, the
total DI score was 26 points. It is proposed that this revised
DI method, for weighting the clinical challenge of impacted
teeth, is a more appropriate indicator of the complexity of

the malocclusion.

Once the impacted tooth is recoverd, there may be a
discrepancy in occlusion, root resorption and/or gingival
compromise. The Cast/Radiograph Evaluation provide a
reliable tool for self-assessment of the finished alignment of
the recovered tooth, but there are no criteria for the
evaluation of the gingival compromise and root resorption.
A revision of the ABO CRE, deemed the improved Case
Radiograph Evaluation (iCRE), more appropriately weights
the assessment of the impacted canine by assessing two
additional outcomes: 1. gingival esthetic score from clinical
photographs, and 2. root resorption of the recovered and

adjacent teeth.

The gingival response to a recovered impaction is
assessed by the Pink Esthetic Score (PES) from clinical
photography according to 7 variables scored from 0->2:
mesial papilla, distal papilla, curvature of the gingival
margin, level of the gingival margin, root convexity, scar
formation, keratinized gingival band. The two papillary
scores (mesial and distal) are assessed for a complete papilla
(score 0), incomplete papilla, (score 1), or absence of a

papilla( score 2). The curvature of the gingival margin, also
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Fig. 18. Pre-treatment CT images and post-treatment photo. Which one is

the ectopic canine ?

defined as the line of emergence of the gingival margin, is
evaluated as being identical to comparative teeth (score 0),
slightly different (score 1), or markedly different (score 2).
The level of the gingival margin is scored by comparison to
the contralateral tooth in terms of an identical vertical level
(score 0), a slight (= 1 mm) discrepancy (score 1), or a major

(z 1 mm) discrepancy (score 2). The root convexity (labial

eminence) combines three additional specific soft tissue
parameters as one variable: the presence (score 2), partial
presence (score 0), or absence of a convex profile in the facial
aspect (score 1). The scar formation is scored by the absence
of scar (score 0), partial presence (score 1), and apparent
presence (score 2). The keratinized gingiva is scored by the
thick biotype (score 0), thin biotype (score 1) or absence of

the keratinized gingiva (score 2).

Root resorption of the impaction and the adjacent teeth is
scored as: 0 points for normal apical contour, same length as
pretreatment; 1 point for apical irregularity, but the same
length as pretreatment; 2 points for apical root resorption of
<2 mm; 3 points for apical root resorption >2 mm, but less
than one third original root length; and 4 points for apical root
resorption more than one third original root length. Again, X
denotes and an extracted tooth and N indicates an un-scored
tooth.

For the present case report , the iCRE score was 4 points

and the total CRE score was 25 points (the original CRE score
21 + iCRE score 4).

CONCLUSION

A thorough diagnosis, a well planned surgical strategy, and
an efficient, force system design are essential components for
successful management of an unfavorably positioned, high
maxillary canine impactions. The ABO DI has proven to be
an effective indicator of malocclusion complexity (severity)
for a wide variety of patients. The CRE has evolved into a
reliable and efficient assessment of the finished orthodontic
cases. Since neither the DI or CRE comprehensively assess
the complexity and clinical challenge of impacted teeth, the
proposed “Impaction’s Specific Assessment System (iSAS)”
includes the iDI and iCRE, to provide a broader array of

clinical parameters for patients with impacted teeth.
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impaction Discrepancy Index

1. Angulation of the canine to the midline in degree

Grade 1: 0°~ 150 = 1pt.
Grade 2 : 16° ~ 300 = 2pts.
Grade 3 : z 310 = 3 pts.

2. Vertical distance from the occlusal plane

Grade 1 : Below the level of the CEJ

Grade 2 : Above the CEJ, but less than halfway up the root

Grade 3 : More than halfway up the root, but less than the full root length
Grade 4 : Above the full length of the root

3. Mesiodistal position of the canine tip

DI

1 pt.
2 pts.
3 pts.
4 pts.

Grade 1 : No horizontal overlap

Grade 2 : Less than half the root width

Grade 3 : More than half, but less than the whole rot width
Grade 4 : Complete overlap of root width or more

1 pt.

2 pts.
3 pts.
4 pts.

Total =

Total =

Total =

16
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impaction Discrepancy Index iDI

4. Anterior-posterior position of the canine root apex

Grade 1 :Above the region of the canine position = 1pt.
Grade 2 : Above the upper first premolar region = 2 pts.
Grade 3 : Above the upper second premolar region = 3 pts.
Total = 3

5. Root resorption of the adjacent tooth

Normal apical contour = 0 pt.

Apical irregularity, same length as pretreatment = 1 pt.

Apical root resorption of less than 2 mm = 2 pts.

Apical root resorption more than 2 mm, less than one third original root length = 3 pts.

Apical root resorption more than one third original root length = 4 pts.

Total = 0

6. Age relative to the completion of root 7. Labial or palatal position of the impaction
formation
< 9 y/o ( Before Central incisor root completed) = 0 pt. Palatal impaction = 1pt.
9 ~ 11 y/o ( Before Lateral incisor root completed ) = 1 pt. Labial impaction = 2 pts.
12~13 y/o ( Before 1st premolar root completed ) = 2 pts.
> 13 y/o ( Canine root completed ) = 3 pts.

Total = 2 Total = 1
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impaction Cast-Radiograph Evaluation iCRE

Total Score:; = 4

1. Gingival esthetic score Total = 2

. Mesial Papilla

. Distal Papilla

. Curvature of Gingival Margin
. Level of Gingival Margin

. Root Convexity ( Torque )

. Scar Formation

O O O O o o o
—
N D DD DD D NN

. Keratinized Gingival Exists 1

1. Mesial Papilla (01 2
. Distal Papilla (01 2
. Curvature of Gingival Margin @ 1 2
. Level of Gingival Margin 0 @ 2
. Root Convexity ( Torque ) 0 @ 2
. Scar Formation @1 2
. Keratinized Gingival Exists @ 1 2
2. Root resorption of the recovered and adjacent teeth Total = 2
Normal apical contour 0

Apical irregularity, same length as
pretreatment

Apical root resorption of less than 2 mm 2

Apical root resorption more than 2 mm,

less than one third original root length 3
Apical root resorption more than one third
original root length

Normal apical contour Q)/)
Apical irregularity, same length as 3
pretreatment Q

Apical root resorption of less than 2 mm 2

Apical root resorption more than 2 mm,
less than one third original root length

Apical root resorption more than one third

original root length 4




DISCREPANCY INDEX WORKSHEET

CASE # PATIENT
TOTALD.I. SCORE |4 N) iI 6 . 26
T JT1T —

OVERJET

0 mm. (edge-to-edge) = 1 pt.
1 -3 mm. = 0 pts.
3.1 -5 mm. = 2 pts.
5.1 =7 mm. = 3 pts.
7.1 —9 mm. = 4 pts.
> 9 mm. = 5 pts.

Negative OJ (x-bite) 1 pt. per mm. per tooth =

Total = 2
OVERBITE
0 -3 mm. = 0 pts.
3.1 -5 mm. = 2 pts.
5.1 —7 mm. = 3 pts.
Impinging (100%) = 5 pts.
Total = 2

ANTERIOR OPEN BITE

0 mm. (edge-to-edge), 1 pt. per tooth
then 1 pt. per additional full mm. per tooth

Total = 0

LATERAL OPEN BITE

2 pts. per mm. per tooth

Total = 0

CROWDING (only one arch)

I -3 mm. = I pt.
3.1 -5 mm. . 2 pts.
5.1 =7 mm. = 4 pts.
> 7 mm. = 7 pts.

Total = 2
OCCLUSION
Class I to end on = 0 pts.
EndonClassTor Il = 2 pts. per side pts.
Full Class II or III = 4 pts. perside ___ pts.
Beyond Class [T or III = 1 pt. per mm. pts.

additional

EXAM YEAR
ID#

LINGUAL POSTERIOR X-BITE

1 pt. per tooth Total = 0

BUCCAL POSTERIOR X-BITE

2 pts. per tooth Total = 0
CEPHALOMETRICS  (See Instructions)
ANB > 6° or < -2° = 4pts.
Each degree <-2° x1pt. =
Each degree > 6° x1pt =
SN-MP
> 38° = 2pts.
Each degree > 38° x 2 pts.
< 26° = 1pt
Each degree < 26° x1pt. =
1to MP > 99° = 1pt
Each degree > 99° x1pt. =
Total = 0
OTHER  (See Instructions)
Supernumerary teeth x1pt. =
Ankylosis of perm. teeth X 2 pts. =
Anomalous morphology X 2 pts. =
Impaction (except 3 molars) X 2 pts. = 2
Midline discrepancy (>3mm) @ 2 pts. =
Missing teeth (except 3" molars) x 1 pts. =
Missing teeth, congenital X 2 pts. =
Spacing (4 or more, per arch) X 2 pts. =
Spacing (Mx cent. diastema > 2mm) @ 2 pts. =
Tooth transposition x 2 pts. =

Skeletal asymmetry (nonsurgical tx) I D I @ 3 pts. = 1 6
Addl. treatment complexities ! b= B x 2 pts. =

Identify:

Total = 1 8




Occlusal Contacts
Exam Year
ABO ID#

Examiners will verify measurements in each parameter. v
ABO Cast-Radiograph Evaluation (rRev.6-1-08) ‘&
Case # E Patient {}«/ \{ f\

Total Score: 2 }4 —

Buccal Surface

A

Lingual Surface

Alignment/Rotations

R mMXx

Occlusal Relationships
Marginal Ridges

b AR dane

Mx MD
R L L R 111 11
Interproximal Contacts

Buccolingual Inclination

& 4 »V ARLAALLAAMA
| fm Ll i

ST,
AT mwm

INSTRUCTIONS: Place score beside each deficient tooth and enter total score for each parameter
in the white box. Mark extracted teeth with "X”. Second molars should be in occlusion.

R mx L L wo R R
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LECTURER:
Dr. John Lin

President of the Jin-Jong Lin
Orthodontic Clinic. Dr. Lin

received his MS. from Marquette

University and is an internationally renowned lecturer. He’s
also the author of Creative Orthodontics and consultant to

News and Trends in Orthodontics .

T he visit to Beethoven and

Newton's A center of this time was
really an eye-opening experience
for me in many ways. Among
others, what impressed me the
most was the confidence of staff
members at work. Of course. it
must be the consequence of a
superb office management
system. A lot of time and effort
must have been poured in to
establish the current status, which is well rewarded.
the visit to Hshinchu, I have come back to my office
ideas to improve my own office system.

It was also a fun to get acquainted with some
Thailand, Malaysia and Vietnam. Thank you very much
and refreshing 2 days. I want to return some day with

to show them how efficient an orthodontic office can be.

.

Dr. Tomio Ikegami, Japan (middle)
President of the Japan MEAW
Technique and Research Foundation

“W"\.\ '

M

i
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LECTURER: Dr. Chris Chang

President of the Beethoven Orthodontic
Center. He received his PhD in bone
physiology and Certificate in
Orthodontics from Indiana University
in 1996. As publisher of News &
Trends in Orthodontics, he has been
actively involved in the design and

application of bone screws.

OrthoBoneScrew and
Damon workshop includes
two half-day lectures, two half-day
chair-side observation sessions, one
model practice and one case
discussion session. The costs also
covers two days of food and two
nights of shared accommodation.

Cost: USD 1,200
Next dates: December 7-9

Keynote Presentation
workshop includes a total of 6.5-
hours of lecture and hands-on
practice, focusing on improving your
professional communication skills.
The workshop will use Macintosh
computers and its presentation
software, Keynote 09.The costs also
covers two days of food and two
nights of shared accommodation.

Cost: USD 300
Contact: Ms. Huang
thhuang@newtonsa.com.tw

Being inspired by

with several new

new friends from
for the wonderful

my staff members




2010 International

Ortho B oneScrew

and Damon
Workshop

August 14,2010
9:00—12:30

12:30—14:00

14:00—14:20

14:20—16:00

17:30—
August 15,2010
09:00—10:30
10:30—11:00
11:00— 12:00

12:00—

August 16,2010
09:00—10:00
10:00—10:10
10:10—12:30
12:30—14:00
14:00—15:00

15:00—19:00

2010 Effective August 17,2010

eynote

Presentation
Workshop

09:00—10:30

10:30—10:45

10:45—12:00

12:00—13:30

13:30—14:30

15:00—16:00

Chair-side observation

Lunch

Introduction of Beethoven and Anderson Clinic

Damon Q Essentials

Dinner

Optimized Orthodontic Treatment I
Dr. Chris Chang

Break

Optimized Orthodontic Treatment II
Dr. Chris Chang

Lunch

Taipei tour
OBS tips Dr. Chris Chang
Break
Damon +Screw Dr. John Lin
Lunch

Model Practice

Chair-side observation

Introduction of Keynote: 5

Organize your patient files for presentation
Break
Key Presentation Principles I
Lunch
Key Presentation Principles II

Key Presentation Principles III




OrthoBoneScrew

Beethoven Orthodontic Center, Taiwan

OrthoBoneScrew ( OBS ) has a double-crossed rectangular slot on its neck. This 0.019” x
0.025” rectangular slot provides a versatile use of orthodontic mechanics. A 0.018” x 0.025” wire
can be secured in the slot firmly.

A Case Report Demonstrating OBS Application on
Transpositional Cuspid.

Yu-Lin Hsu, Chris HN Chang, W, Eugene Roberts

A 16-year-5-month old female had
an upper transpositional cuspid on the
right side. The tip of the cuspid was
located over the buccal side of the 1%
molar area. The treatment plan was to

extract the primary cuspid and pull the

transpositional cuspid to the ideal
position.

During the treatment, the primary cuspid was first extracted, followed by inserting an
OrthoBoneScrew at the buccal side of the extraction site. Meanwhile, a full-thickness
apically positioned flap was designed to expose the transpositional cuspid. A button was
bonded on the lingual surface of the exposed cuspid, and a power-chain was attached
between the OrthoBoneScrew and the button. In the 5™ month of the treatment, another
button was bonded on the buccal surface of the cuspid for de-rotation. After 7.5 month-
long treatment, this transpositional cuspid has been pulled down for 12 mm. The
distance between the OrthoBoneScrew and the cuspid has been shortened, as a result in
the protraction, then the placement of the OrthoBoneScrew was changed to the
interdental space of the incisor and the lateral incisor. This two-stage placement of the
OrthoBoneScrew was to prevent the gingival impingement around the corner of the
alveolar arch.

After the screw changed place, two
power-chains were attached between the
OrthoBoneScrew and the cuspid both

labially and lingually. This labio-lingual

traction could prevent the rotation

Corporate Headquarters . . . . .
2F, No. 25, Jian-Jhong First effectively. With this direct force design,

Road, Hsinchu, Taiwan 300 . 1 kK 1 h h
Tel: +886 3 5735676 it only took 10 months to move the

Fax: +886 3 5736777
Clontact:
info@orthobonescrew.com area to the normal location.

transpositional cuspid from the 15 molar



mailto:info@orthobonescrew.com
mailto:info@orthobonescrew.com

Mushroom
Head

Maximum
patient comfort
Easy fit for powe
chain & NT caoill

spring

i

The transpositional cuspid has been exposed with

a full-thickness apically positioned flap. After
bonding a button, An 1.5x8 mm OrthoBoneScrew
was inserted on the buccal side of canine space to

protract the cuspid. Meanwhile, one should keep

OBS as high as possible to make the switch easier.




- PEREEEBIESR
ESEm

- REIESAARIE SR B8R
ZEprt (ABO)

- News & Trends in
Orthodontics Z1TA

- REIEtRAEEALSE
EASARRIE ST PRE

- BIRSTFERE

B2 5 HE

A Learning Organization

El

illZ

R%%  BIFUNZANERR  HRAEGE MR
Rt R — KA EZ AT - ERMAEFSZE Google
hRARRBY TRES, EEABEIEFRE A HH
BB B8 BAZBRARMFINTENGER TR
BAEMRE LB R TR T AAS TR NEASIRE -

%55 R E X

RE25 BB RS BB - (ERSIEA B
H# - B8 THES TR, - TREERETR ) F
PR R} ~ JE1E R 5 oF S R B A [ (B 55 1 o 5 B L
PRAAERK - Bboh o 5L TR ) RO EEN R Z5E

PRORSAPERAL T B EE R, HRAETBEAR
£ SRS R R A RIEE R TR - & 7 Refeft
SERR R - WO E R E S L
EREEH S NN RRE 2 E IR RERE -

LR

B 22
| it
IR B 41 e
R — B

FRVER

D -




A&7 T L-BRE T A

—ERI A B TFBIE L BE SEEmE TIR B
SRR S 1AM AR AT (5 52 8 DL R W) 29 R
B FEMERRIRERE - G EREEENE T
FEMHE N BB HER  RERE BNV KA
& BB ARMEEREA - @i R -

FNEAEZE » FERIES —EEEER
S NEEIE - IE BB RAERS it N IR o B Al T
5 EEREERE | NANEERN—EE - $tA] 2
BE &S TR - TR TR Ry B EE R E
IRHVEF % B EERRGRI LT - FITHIIE \RZ
B W H AT A R RS R T ER SRR
i BUREFESS AL standby o FE AV 5 EIEEY
FRE R EIRE -

PEAEFVEERR  FEERIEDZ SR
E&k > BATERRERAREE EE BHnIEE - fHER
BHE_EA Apple £ ERIERS iMac IR HLEEAR7E G B RSP
TEAER > BBLTET ~ iR av IR A RlEk o IREIETEN
R BB Keynote fEE > R ENIXEFEE 3D 88
EISE ERHER  MEEEEERNTEREH  BEE
B EEHERAMMESTE iMac #E T > BIFERER
WE o SEEEE - WEURENEESBEREE KA
FBrofh R o B3 S RF AP FRE 5o SRR B i AL SRR -
HORVE > FERY LE i FED & N AR AR Y » 18
B NEBRAERME > HEEEK  IHEaRRIBRE -
7B H99 ( EHET AT DA — T d i -

HEZBIETL-2RIEERS

REMIERERVRN  EZREHNZREFR

# - RATANEHESRBEIEFE R  MEERIEZH
WS IR EPE R AT L BRI S #AAEE - (BRI
73 R BEEE AN BE MR IR B E (R AR - I BRI E 1
5B A 2 AN B EFTERG RS - T HACRRAR—
Wit | iE EERIIRORS B A T o SRR RS
B OWERA > I6F  EARER  BEetE - U0
B RMHREES BESERRERL —HTR!
B Be B AT A E B FRE_LAvTE  (RIREEIRIETT
AEEREEBIERATRE - TERHAMERE - BEN
FERAMAEABLTER - ERT - REDEIENE - RS0
IEF B R FEREN R EREI EMA I 2 - 85—
[ BEEMAL REANLECRR ~ PREE ~ BRCRAZE B ILARE |

[ {5 P FEE



SHRBIEPIL-TREENS

MFFRFH GG EER - EFBEATRIFI BN E EZ
KEBA~STFNG 7 Ry BERSHER REAE BRI AR ILIE 7 3K
BEREZZ " HENERE ) - AR ER BT
BEROBREATHI RS IEE YL - JERETLATIIGR - RREE
FERSE DL B BRI BN - AR BRI Y F ER Tk 1T HL 2L
2T EREBEIEENENEMIER - WARE
i C—EEESD - WAEEIAE LERFESERER
MR B EIRRE - KRN EAERIEREFE » TE

SANETIRE - EREEEE - TR A
BH R —EERRE] - EREEHE TR E |

HZ 55 BT LB IR LR TR

IREEHTFTERETAVERE » TRBE S BN - e
B 1) B2 B AR B BSR4 22 international workshop °
BRI A EIEF R » 2B MAREHIUEZERR
200 > o] RAREEETAVERIE R VIR R WA I | sREHTHFE
RF B B PR, o (B PR AV R A N o W B A 5
—EEE Y B BEREERIREE S S EE

(£) HeEkE

B AR B AR
Bl A AR
REE -

() &F—H
¥iENews &
Trends in
Orthodontics °
# H%A Andrew

Haas & fifi (E 7 4
FENTOZE 174 -

i REM ARG RSB RS
AT R T A 2 AR AR DU R RREE - BB RIS
B PR KR P B o B RF RY 2RI - AE R 25 B
AP Lo T TRV -

2% S5 RE IR L-H iREZEHY)
News & Trends in Orthodontics

HEZ5BIEH LR REAT T 2 E RIS &
IR ARNEEER - R TRABEFEERBE RS
Bili th BT R EE BRI DL R BN A BT iS B R AS
Uit A THEE S TR E —EEEINT A 0 REA
HHR T —EET R AT 9 =K HREB I EIE
HHIRIZ=T] " News & Trends in Orthodontics |+ #IEEE
W A1 R4 T B il 43 = AR R A AER i L i It
EBHEA S TR ENERRERRE  HEAERE
AR BT - W B R TR AL - e

News & TRENDS IgORTHODONTICS

A JOURNAL OF |NTERD|SCIPLINA§€V EATMENT FOR ORTHODONTISTS

Vol. 18 Apr. 1, 2010

evere Class Il with Buccal Shelf Miniscrews




AL ERE - BRI EHREN—EAHITH
M NS R EZ AR - FIRE 0599
& o BB NI LUARIZEERETE - ERES
JEEER R TR ) WRE > FRARLET S HA
TF R ER AT o HARA D AR AR E R - — R
HEEANET  NAHZERANEDS - BPKEEEHILE
AR - BRI R MR B R E T fE
BRI E R EMAE -

ER A HRAZGHBNERENEELE
{1y - BIEEEDE B %25 Bn R R E TR A B S R |
B (oETE A AR FTBR%E - M H R AR B
SRR EAER » /AR NGER TR - AR
R B RONRA ~ IR - EEHMZHE
B - Al E R E AR AR - 2B 58w
2R B2 HIRI S B2 AR BAVR L KA o SR

BMIT T R BERBAIEITIE R - CRERE
FAREE ~ U3 - Fe e T B BB AR HR B R I B 0 1%
BFRIME - rREREE . FE > RREREZHR
T2 - BYERAE B B AT 2 I E AR AT it
B AR TR ZKIE—8E - WSR2 ARy B B 1% sEiE
IRV > FESINR 275 HR Y S S B I AR |




ZIEFERESF sEnrOmnmes

ZEAE R E R

1 B 2 250 I oL B A RS T A B2
A 2% 1% 0t EY BRI B %25 e R R B Al R
BRI AT e R A TR R R T IR A e 1S B R
R - BERARREENFKEMAER S5 MEEL
16 B — (B H T A R E R RE SR - AAREEER
TRHTLEE » LIMFF S R S5 HUR R R R A R E—
FRHIFER > 2008 F T HEMBHHR T T LiEEREST
By o ZEENBERBEREMRT - ZEENHETRE
i E R — 8 R L B RLIYE IR - feft
KA RERIARES - RN ER TR R H L L
R -

e B SRR S A

LR SR EE R e w4 PR
fyicE - MEIEROBTR « BASEH/ N ~ HE

(7)) IRAEGEHBGIEERFE (5) 2K

A g s WG EBNERETER  HTFH
TREKKENERRE - HEATRNKEBRET
BHAARSTRE  WER—(FEE « # T R%EHE
B - MREZE G & it N E s R R i REER
YRR - B R E R H SR AR o e TS
AETE AR — 8 DUR B 2 DR R R -

N A TP R R M R R R

HAREFIRME » ZEEFERRENERY
FRAE - N AAERAVERES BT/ O3 B B A
HEALRARZ AN - AR R E R (D E A B aEiE B L
WAMR FrR M SR BB B - FE BRI iR - Bk
ERIIED - ALl BTEREEEN  BAETE
B RIEE - B &R AR REERR G
LR A BRI R ME A R BE R0l » e B B B ARA
B B e S A (e B BB R - DA B R R 7 (F
HUEEER A M IUEIIRE » SRR PR BEEARE
FLERFERAM - —H—ERERE NN ER R
BEIFC# o FELRT M LA S B RS . -

ZHEE R E R R E R

FEDIBSR AR » KRR A T
I T T R — TE I S B T LB K TR+ R
B TR A TAAR B 2 S R
THEDEHRRERERERRZ A B LR
5 2 L T 55 9 B IR AT T B e — 4 — 08+
505 P /BB T T B PR TE RE M M A B - 5301 BT
F IR AR ) 2 AR 0 LR LR SR R
% - BERE RS ERTE 3R B R - 18
B SRR T BRI (A THT IR A 2 ©
AR R AR AT AR 3 -

m 1

TR E RS BIRE -

B




EHIESfrFHE Fesssdn

7% B = e By
Keynote & %
WmARE o B
£ H "E—
AIKeynoteZ] /&
AECE S|
i H & HY )

ik S BLETY

BB o B A ASE S ER R PR L - TRERY
FrETE S IR R S I R R A A AL T
R EEMEE ISR ETEET AN E - &
LRIE BT RO B 2 S5oR A ER PR DA R e B 2
AF o BREREBHTIER  iPod touch LK EREE
Podcast » ZEFEFRFFEHI ] DI H B IERIITEIZ2E TR »
ELARIRL B PR A8 IR R 1 — 522 e -

What is YOUr Tx. Plan?

S EETRHY
1TENEEE iPod touch + fREHRTE

IREEEMR#EE Damon SRUEIE ~ 2RIR
H#T OrthoBoneScrew LUK Bh¥EHIGUIE =BT T2
[ > (B2 E T SRR H O HRANEAR - Bl
HEMANE RIS Keynote » ZUERLIBA IR &
FEERESE > FEEREER S NEAVERIIGE 5T

R FE IS A A E L AR WL EHE  iPod
touch & iPad # - Ni2 B AE L E R IR ECHT - 802
1% I E 2R BRI BT A LU R R A A e A
BB BREERISENE o G 58 = R E 1R

R - AN iPod HAGREEEZEEBAALIIAZE - 77 #EH
BATATRUERANEHT - ALl 2T L—EEHIE
BB B R A E R & &R U I H 2
VBRI -

SAHEH R R
BN #AE R E S +Keynote

BAREER TR RIE AR - thRER
Ff o HE - AERE R ST BEIRAV B ERIRE - 24
K BTG KRL & EEHE AT EEB 2 1E
BERENS > EFRERENZERSBR LS - 2hE
KA —EF2 TR E S - 806 Ry BE A &
1 B BRI B TR R LRI B B L RPET FADATRATE
TN - T IEREARE - BIESLZIRG T TR AR
AR NE BT Keynote iR+ - E[FIH{ABE
HRBIRR A - DU A B Filrsks Eim - —EREEAE
8RB BEF R BIIE S - BOTRY B AN RIS 2 FE SR
F b 75 HUE(ER A BRI - 1790 B K SR
B IRAERR AR R > 2 1% R A FiE
18 2 {71 B o B AR 17 R FE D T 2 A o
Fof R A SR P2 L1 R 4 M1 2 B ) 7B TR RO
B+ PR BRI A A 205 7T LU (] 25 (O —
SHIBE -




s,

EFHIESfFHE FriEssmmes

— AT AT RERE A TR E A A T H B L L —
B e AR ARG - MIREENRE TE &8
—IIFERI R 3093 AL 2 RRE R T AEmiEEE A
FIBEE - AT AT ~ BB A R AT
BEnTE o SR ENINE Keynote AUAR G - BUETTHE R
AN B EE SR E - IS 52 - FERC Keynote
BATIIARIRNR SRS DI 6E - WA R ARy N E v DUE
7R Y B R R BT 2R IR T RE » W
BLEIFRIECER N B AT LU iPod » SRR ILZIHE 5 75 35
% -

G fEE BHE - 2 28 /7 F $7 OrthoBoneScrew

B E S5 BIER O BB 3 > RESEA
SHE B G EANRIRE ST - S ErT S ERE S
P42 FUE ZZ AN University of Indiana-Purdue ZFE&Fi i
Dr. Eugene Roberts ##5 » HRRERM EEEILZ > DU E]
W A4 %6 IE B MM S SR BN AR - R SR TN BT - =2
BRNBHNESE - BB IEESTIER » A LIRKED
A 2@ IEFER T ISR - Eif SR E RS T
e IR AT 2B A] LU i B ST IS R T SR E R AR -

u
X

¢S 0 0

‘\,de

R Z 5 RAREE -HF b

TR R% %5
G R
A S R [ A EE
Pl Bz - FEER
E VN ESRINE PR
gl (HiEthZE
B LA Ry ki - R A T E B RR R - £
BT e PR AR TR B AR O RR - REEEII R
o BRI RRYINE LU RS IE R AR 7 B B A AR
FEAG o EE - IR B ERE - WL ARBRATRERS
IE R A 12 e BE R 2 T B SRR IR R AR B R O

R AR AR T R R AR EREER ; T FE s
AR o HIRMIRER TR inter-disciplinary IR E 1 EE
BRI - B SBIEEET E2E T EERE T &
BEEWESN  BERETHE . BETAEEE TN
A L BHSEFFULIIEKAL - BT BER AR
ANBETZEINGE » UREEE TR E S5 BREE -

REZEANZLEEEREEWY  EFTOHiE
EHEEEBIINRERE - BERENET
Q555 S HR R BE R B iR G A AL AT SR
RESETRME - MR AERRE P RIS A 2 B
BENE  FEHEIENREEHHCRREIEUER
HERHRFRLERLEE A SOP » Bl — K
FUEHE - MAG - EPPeEET E T E e
71 B E NSRS -

¥

o> 18 %

B &5 L RIR 2011 4£55L » RS54 -
PAIBAL T A Gl THIC RS IE S AE o R 175 )
BEWRERS  WREHEEEHEAVE S
BEATINAKRA » —HE AR ERAEFE T -



Authorized Reseller
g Fadiohs]

20M

K1 : B¥REEAL 9~17 : 00
EBARZRAMEBXFNEXRNIER  WBRT YRGB ?
memgﬂ—mﬁ%%ﬂwwmﬂ% eynote » EELS ANE
R - IRARZIEEER - ZBNIAREZ - BB BT - B
BIREN\NFEKREREEKeynote B HRIFLIT
EBREE : 1. KeynotelREAFT
2. BEEE R TAIR
3. REILETH
K2 : Dr. KokichByT fOEETNER 9~17 : 00
Keynote R — B NABHERFTERIYREFADr.KokichH
TRESWR BELAERNRERENZEEEERTNERE
BH  ABEMAER  BHERR |
BEER 1. Dr. Kokich +RK/EB MR
2. BAERENES H
3. ZEER F R
K3 : Jobs% A B REXRR AIEERERTT 9~17 1 00
RiG L MKeynote RINM RN = » WAER/RAZZED BITES 7=
%jtafﬁswve JobsE;zuﬂuRtHﬂ@J/\/u - BEETEEESNE
fg@%% EPRAERLSHNOMTRE  BE2RBAURABEROIHN
JE B °
EEER 1. Steve JobsHAIEEERIS

2. 2B FRETBR
3. IR ENEH

AZELR © 03-5735676 Hours :

2-9 pm
LERHEL TR K255 (R ﬁ%rﬁ) 212




/ ) \
/ /
2 ' !
(
\ | |
| ) ¥ /
) 4
i ) ey
& > -
P v )
ey’ 2 1
i |
{ | i
i ! |
|
\ ) /
. A

THEN | SEHTEMAE

FERE L | BREERGHEIRAF
T+ #EHIBABRREBE~HZH5EK\FRERERSE S Z
i¥ 19 F8H29H EHIH 9:00~17:00
it E SEZEEXREB RIXE 6 BFE—RE] - SEmM=KEBEHA—I00 53

SRZE 40 | SEEE 07-5361701 ~ 04-23058915

/NE 07-3350350

D RES Sk BL BER HEE UEE SHE BT IRH 438

9:00 - 10:30

[FR=5] A D2V ER i

[(Sifz] emBRETITIRE
(B8 E¥] FRIERRYF B = ARRE
[#F212] SR AR EE
[SREETS] I PSR
[=IBE] Bk T TEME

[REE] ERFWEHSZ

[((B5E & TR EABSHEFH
s BIEZE LR MR ETERETE
[RE1R] EFHEBERERIE R

[fR=5] FRIEEE F R E SRR

e

RSB IEAELE S Damon System EH Mini-Screw 2&F #F A F)
b RV ID B M ER & — E R AN5E !

(7€ A Bl A+ ABHBIETH? ]

RABRENMIBIOFERM  BRESTE - il 5T « BX
FhE - REMRBTTEAVERE » £ LFEZ BB SR
BPERABELAXBERIRIGEE - MAREEERILES
e REmE - AT FE - iEiBE A eeR B R e A !

[} IEFE /87 Tough or Easy ?]

EATFEL  BHEEAEERR - BARARNTHIGE @ 1E5R
Fi7 - 2T - FEES  TRENFEG P - FSERNEGESE
=AM A E R R 7 SR MIEE #IETR I & e S AFS |

EFEEHEGEF ST ENIESERE  NANAE
FHETR « KARMEH Visa IS EBBENEY 1
FERTR




News & Trenos in OrTHODONTICS

A JOURNAL OF INTERDISCIPLINARY TREATMENT FOR ORTHODONTISTS

RSHTMABRESHRSRBNENR - HERSIE - 88 - T - WR=Fa
BRRERTREHRMERNER -

L HRIE SR B BE 202 860 Dr. Park and Dr. Cho HJ Functional and Esthetic
Rehabilitation of Molar Teeth B £ B AN A ST B %l E4E Dr. Casey Chen (BREN
BERM ) M=Era N A LR Dr. Baldwin Marchack £ USC SYMPOSIUM 2010
IN TAIWAN EHAR B ENREARS -




NTO 19 INTERDISCIPLINARY TREATMENT

Functional and Esthetic Rehabilitation of Molar Teeth
Missing with Super-Wide (Rescue™) Implant System:
Two Case Reports

Dr.Young Chae Cho*, Dr. Kwang Bum Park**

owadays, the implant practice is becoming faster and less invasive with the

development of surgical techniques comparing with those of 10 years before. And

there was great improvements in prosthetic completeness on implant, especially on
the maxillary anterior area. But in the posterior molar region, most dentists are concerning
functions only, not the esthetics including emergence profiles from the gingiva. If we consider the
complete rehabilitation of natural beauty and function, it’s not difficult to think what we need to
prepare-A super-wide diameter implant which has similar strength of molar teeth, an excellent
emergence profile which can make a harmony with marginal gingiva and sufficient vestibular
depth and keratinized gingiva. Here we have two typical cases to show the recent advances of
implant dentistry in molar area.

Dr. Cho'* is a private Case } o

practitioner dedicated in the
esthetic implant treatment. He
graduated from Cheon-Nam A 35 years old female patient visited our office with a

University dental school and

is very active in teaching and chief complaint of broken crown. As shown in Fig 1-1 and

lecturing as a faculty of the 2, severe secondary caries was too severe to be restored
Midas Club-MINEC in

Korea, with conventional dental treatment. On the panoramic

radiograph, there was sufficient vertical height to place an
implant over the mandibular canal (Fig 1-3) and it was

Dr. Park'™ is the director of
the Midas Club-MINEC
which is an institute focusing
on esthetics and implant
education. He is also one of
the founders of the MIR
dental network and
MegaGem Implant Co. in
Korea.

Fig. 1-1 and 2. The first molar was broken at the cervical because of

secondary caries. There was minimal inflammation on the gingiva
around the tooth.



supposed to have minimal loss of crestal bone around
the decayed tooth. Considering her age and
environmental conditions, it was decided to extract and

place an implant immediately.

The tooth was carefully removed with split root
technique and not to damage marginal bone (Fig 1-4).
On the clinical examination of socket, there was no
vertical bone loss around the crest. After careful
degranulation of socket, a super-wide diameter implant
(6.5 x 8.5mm Rescue implant, MegaGen Implant Co,
Ltd, Korea) was placed following only two-step
drilling technique: trephine4050 - 5.9mm final drill
(Figl-5). The fixture platform was placed about 3-4
mm below under the buccal marginal gingiva without
opening flaps. On the healthy sockets, it can make sure
the position of fixture platform 1mm under the crest.
The fixture had excellent initial stability with
minimized remaining socket defect which was filled
with the autogenous bone harvested during trephine
procedure. To make sure the complete healing of

extraction socket with newly regenerated bone, it’s

ry

1-3. Panoramic

Fig.
radiograph showed enough

Fig. 1-4. Careful extraction of
decayed tooth is important
for immediate implant
placement.

vertical height over the

mandibular canal.
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important to make a tight sealing of gingiva against the
healing abutment. So a 10mm wide healing abutment
was chosen to minimize the movement of marginal
gingiva and simple suture was made (Fig 1-6).

In most cases like this, 3 months is enough to start
loading on implant because the size of defect is limited
and grafted with autogenous bone (Fig 1-7 and 8). With
the enlargement of fixture size, it can be more resistible
with lateral forces during mastication. So the occlusal
surface of molar tooth can be restored fully to give

satisfactory masticatory efficiency.

After two months trial use of a provisional
restoration, a customized post (Fig 1-9 and 10) was
fabricated for a cementless crown (Fig 1-11 to 13).
This specially prepared milling post should have 2
degree angulation at the upper half and 0 degree at the
cervical half to give enough retention without cement.
So it’s not easy to fabricate and need to cooperate with
excellent laboratory technicians, but it can give us
excellent performances in function and esthetics and

also we can have retrievability whenever we want. On

Fig. 1-5. The super-wide (6.5 x
8.5mm) Rescue implant can be
placed with only two step
drilling.

Fig. 1-6. A 10mm wide healing
abutment was connected to make
tight sealing.
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Fig. 1-7 and 8. A provisional restoration was connected to implant

Fig. 1-9 and 10. A specially modified post was made. It has 2 degree
after 3 months. Look at the soft tissue contour around the fixture.

angulation at the upper half and 0 degree at the cervical half.

Fig. I-14. The lingual view of  Fig. 1-15. The customized

Fig. 1-16 and 17. The crown was placed without cement;

crown. The slot on the crown occlusal and buccal views.

makes the removal of prosthetics
simple.

milling post was connected to
implant in the patient’s mouth.



the lingual view of crown, there is a small slot which
fits with a slot driver (Fig 1-14). This can make us to
remove the crown when needed.

The specially customized post was delivered to the
patient’s mouth (Fig 1-15) and the screw hole was
sealed with resin after 35 Ncm fixation with a torque
driver. And the PFM crown was delivered just with
press fit without any cement (Fig 16 and 17). As you
can see in the pictures, the rehabilitation was obtained
in function and esthetics. This became possible

because of super-wide diameter implant.

As seen at the panoramic radiograph taken after
treatment, the fixture length seems just like the length
of natural tooth. Because of the enlargement of
diameter, the surface areas for osseointegration was
broadened. So the possibility of complication to touch
the mandibular nerve was minimized with the Rescue

implant system.

Case > @

A 50 years old male patient visited our office with
a chief complaint of masticatory difficulty. On the
clinical and radiographic examination, the first and
second molar were missed with a root tip in the bone.
And the second premolar had a decayed cavity on the
distal marginal ridge. The mandibular third molar was

super-erupted due to long term missing of antagonistic

INTERDISCIPLINARY TREATMENT  NTO 19

Fig. 2-1 and 2. Clinical and panoramic radiograph before
treatment. There was a root rest in the bone, but the ridge looked
wide enough to place implants.

tooth. After discussion about the treatment plan, it was
decided to place two implants into the edentulous
ridge. The ridge seemed to have wide enough ridge to
place wide diameter implants.

For the placement of implant at multiple missing
cases, it’s recommended to use a surgical stent to guide
the correct position of each implant.(Fig 2-3). After
opening of the full thickness flap, the residual root was
removed first. From the occlusal view of the ridge, the
width seemed to have wide enough ridge to place
super-wide diameter implants(Fig 2-4). After drilling
for 6.5mm wide diameter fixture, the buccal wall of
osteotomy socket was appeared quite thin (Fig 2-5). So
it was decided to do minor bone graft on the buccal
surface. Even it looks a little bit complicated compared
with placing regular diameter fixtures and no bone
graft, it’s worth to do to make more ideal gingival
contour and emergence profile. And when we use the
special drilling technique utilizing a trephine, we can
harvest valuable autogenous bone. So it’s not difficult

to do minor bone graft. A resorbable collagen
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membrane was used to cover the bone graft and
tensionless primary closure was made with releasing

incision on the buccal periosteum (Fig .2-6~8).

Three months later, the second stage surgery was
done to make openings throughout the gingiva. In this
stage, we need to consider the amount of keratinized
tissue on the buccal side of healing abutments. When
we did releasing incision during primary closure on the
first stage surgery, it’s always better to do apically
positioned flap to return the depth of vestibule to
normal (Fig 2-10). To do this, a little bit lingual
incision on the crest is recommended (Fig 2-9). Free
gingival graft technique should be considered if the

remaining keratinized tissue on the crest is less than

Smm, especially in mandibular posterior area.

Two weeks later from the second stage surgery,
provisional restorations were delivered on the

fixtures(Fig 2-11 and 12). This procedure was

developed to do progressive loading in the beginning,
but with the improvement of surface technology, the
progressive loading lost its meaning. However, the
provisionalization is still important to manage the soft

tissue more ideally.

About two months later, final restorations were
made with same concepts of specialized milling posts
and cementless PFM bridge with Case 1 (Fig 13~18).
With the placement of super-wide diameter implants,
bone graft on the buccal aspect of implants and
apically positioned flap surgery with sufficient amount
of keratinized tissue, the complete rehabilitation was
achieved in this case. From Fig 2-19 and 20, we can
find excellent emergence profile and harmonious
gingival outline with adjacent teeth. This would be the
ultimate goal of dentistry, which can be obtained with

specialized and advanced implant technologies.

Fig. 2-3. Surgical stent in place.

wide implants.

Fig. 2-4. Full thickness flap was made and
ridge seemed wide enough to place super-

Fig. 2-5. After drilling, the remaining buccal
wall was looked quite thin. So it was decided
to do minor bone graft.
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Fig. 2-6 and 7. Two super-wide implants were placed with excellent initial stability. A Fig. 2-8. Primary closure was made
collagen membrane covered on the autogenous bone graft. following periosteal releasing incision on
the buccal flap.

Fig. 2-9 and 10. A lingual subcresal incision was made to do apically positioned flap at the Fig. 2-11. Provisional restorations were
second stage surgery. The amount of keratinized tissue on the buccal gingiva is important for connected to implants. This procedure is
esthetic and maintenance as well. important for soft tissue conditioning.

Fig. 2-13 and 14. Special customized milling posts. Fig. 2-12. Provisional restorations were
connected to implants. This procedure is

important for soft tissue conditioning.
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Fig. 2-15 and 18. PRM crowns made on the milling posts. They have same slots on the lingual surfaces as Case 1.

T

IS
4 + N
Fig. 2-19 and 20. Final restorations in place in the mouth. Fig. 2-21. Panoramic radiograph taken after
delivery of crowns.
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S E N FEHERE ST EEERR

Fixed Esthetic Implant Supported Restorations

Dr. Baldwin W Marchack

Instructor, USC Implant
Training Program in Taiwan

Dr. Baldwin W Marchack

r%_ Dr. Marchack RS2 REAHE (Zirconia) BYEZE » BHEIHEERIRAT
ERETEE (2O - 2 HCAD/CAM (Computer-aided
design and computer-aided manufacturing) 2 &8 Bh % 51 i (BIAH—) 585K -

Tl

S iEE

T RHF F RS i B s s RS A R E N R B RO - BRINTE19874F (Cerec
1) FAf#E - AR EEEENEREETY  BEF M LR ERE - 199445
7 & #5Cerec 2 » 20004F-Cerec 3HIBHIATEILIEEEAT » 200944 Hi I Cerec AC TE{H
A EEEE - WA R [E M A RS - Cerec RAHEE R L N RIAVH FE U
CelayZ4; ~ ProceraZi 4t ~ CerconZF 4 X 3M LavaR 41555 - Dr. Marchack [R7F
Cerec A4 » (HEPRHIZHEREFART CE—FH -

Dr. Marchack H19974F#EHUE T 836005 E L7 2E% (Alumina coping
crown) * {HEALIR 2 ZE RN RMCENEERR - EEERZENE R0 K E
PR » S FEE BB AEA R - 19994Eh EFE +FE5 CAD/CAM 2588 Dr.
Ueli Grunder - Fl#E#H28 75 F B ISR B) st BEUE AR - BH2001FE52 4 EL 8

Camera / Laser
Industrial

i e

Y . I
Scanning ———— Design - Milling\
t . g g

Scanner / Probe ‘
rv Indirect

In-Office Milling ‘
Machine
o}

B4 — - BiEWERETRIEREE




A R T BT SRR RE D E

T B 1600FEE (L 2 (Zirconia coping crown) © {
FliRaZTERERAEHER2ET  THESREEN
T A A B o (BNRE R AR E (Chipping) HY¥5 1 [E]
2 o I RS e 2 AL B P Y S 45 2k BlUR ok 77 =X
BLITF:

1.0 IS b #E M IE S (Tetragonal) FH## 2 B &l
(Monoclinic) FHE (L&KM B A EESE - FNED
(Sandblasting) M2 (Grinding) & bL#EFEME ~ A LAZK
YRI5 (Steam cleaning) ZFrE (LB FREIHE KigH
FLAFZE BB (Firing:1000°C, 10min) & EAL
R EEIESRE M EREINED -

2ATHIREIE PR A IE TR IE S (1 10°CHY 2 IE v B K I Z30%
SRFE) : ALLJRA > Dr. Marchack HE:ZE# THIERE - B
Ve Z e Fr IS AT IR 38 A -

3. A EA LA IR R ER - BERRLARES
B FEE - BREEHREEEANILE  gEREEN
TERK - 1SR A AE R R 2 -

Dr. Marchack 7 552 MUE(EAT B W&l F By

IREEE  ERRIBRTETIRE A K E A IR R (B A0

=)
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BX B B
ZFR SRR A T

H 7 & 4 B K HiDr. Masahiro Kuwataz7 2 7§ %
Ji@WiE (Coping) kel - P ZEM B G HUBE
fr o 2 A S BARAIDr. Lloyd Miller (1977) JDr.
Masahiro Kuwata (1993) HEsTF# (EH =) -

1. A &5t © Interproximal bulk, basic metal core, lingual
bulk for shear resistance, bulk beneath cusp limits shear

forces and increase compressive resistance °

2. ARE SR  Normal, end to end and crossbite

occlusion °

BRI & E SRR Z DU - Adequate support
under cusps, under marginal ridges & on lingual porcelain

subjected to compressive stresses only °

B FREs%aT (Marchack coping)

Dr. Marchack SF¥f NRsEa T 2OE (BN &
i) » FEIE A% (Shoulder margin) {EFF » B8R HLIER [H]
Hl (Cut back) + LATEHLFEZ 49 E E (Horizontal proximal
and palatal shoulders, with rounded internal and external
line angles) « F5 71 B S #1492 I HY S8 (0 86 9 et
(Milled coping following form of wax pattern) - ZL{ELFHY
FAbHE N2 H G S R K s SR KA B L

BHE= « S EEREERIEER T EZ R EMEEERE
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“It’s all in the design of the framework!” “It’s all in the design of the framework!”

R ERBA

“Normal” “End of End” “Crossbite” “Normal” “End of End” “Crossbite”
Relationship Relationship Relationship Relationship Relationship Relationship

Adequate Support Under Cusps, Under Marginal Ridges & On Lingual

=

“A Clinician’s Interpretation of Tooth
Preparation and the Design of Metal
Substructures for Metal-Ceramic
Restorations”

/4

Lloyd Miller, 1977

B= - S EREINRENRER T EZ NI EMEERE

FFF4  (occlusal slopes and high palatal butt ?omt _l,ﬂ:'fﬂ:i H:*EDQE
designed for porcelain support) * A1IHAYEALEE N o &t

RARIRTT T HRREE = -
Dr. Marchack i 22 BB 4 B iF 5000 5 4 78 25 B 15 2 11 BEE(LPERZE T (Nobel Biocare Procera zirconia
J r. Marc aciﬁxﬁﬂ < H mlugﬁi & g;tzf FPDs) - LUEG B 1 20455 B (R 8 8 + = 5170 LA 14 18
12?)) %goj WEWCAD//CEA;AD A/\ﬁ;fﬂz&:“ B SRR - P BT HR R S S
E k; ;;L ;a ) éjéjjlmj j{“':w BT R J%A s TP O B TR I e A
Vi :F 7= %l—' =1} /J\ TIZ joA IRAX F T?E‘LIEJ ’ [@T% }(%Aj"{ﬁljj R ﬁﬁﬁu&ﬁ W%Ed[gﬁ%{% ) T:f
T2 FsMarchack’s coping#8 1~ £y

E A LH 2E A EE ST 100%K & - fhEth
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A B4 (EHEYR) - &b#2E T W (Dr. Marchack’s
zirconia-based ceramic) ({RE! « 5! « SR ~ &b
HEEEREEE bHEEEEEAE)

B 45 R E #3288 (connector) R 2% HARWE S BA
ffiMr. Makoto Yamamoto <& /&M i EHeRa st (87
) EERNE  EEMEEEEI SR E b - R
PRI AT £ 100%

E R EAHE EIEHVE YR » 2% TambraE[X2003
FERERE > RIS LEER0.04mm - RIELERTEL
#0.044mm » & FHIZ0.024mm > M FE(E ZDr.
Marchack AJ#3217 < £ L#5E ZKDr. Ken MalamentfZ
[E[JE /1 (Hoop stresses) . 2% B {5771 <5 & [ 25 7 1 SH
H=n—RERNIREZ— -

ZHEETTE (All-in-Z® Crown)
BN~~~

BT A2 i E AL Bk EE R A B AR A ]
JEZE - N FEEZ & (55 KH#E) > Dr.
Marchack#% 5t I =BT iE— T FET R ~ BESEEE
BEBTEE - RERREAHNEEER -

v BER (FHHEER) : SEEERTEmOE - SRREOR
B8

(ZIER S L ERRE T S
(Modified All-in-Z® Crown) @#+-)

FETE(HEI ] RIEEEE - Dr. Marchacki% 5 7 &
EREBIIED BE I RIE L B S H oK HEEH 2%
1b#E A EFRE  EREBLERMS/CHEREZ T W] 3 EEE X
it -

ZOSLEEERETTHE (All-in-Z® Implant
Bridge) @@+=-+=-+m - +5)

REFHITE (B REARTIROET (&
1) » Dr. Marchack#—2 F1] F % A i Bh s st S S 25 4l
wmY) - fETERUR R > BAIER B E R b M BRI
KL BEREMZEEY - BEHREEEZHERE >
FH EE RS ol B 95 R T RGP S L — B8 i B 2
B ONHBEEE X RZMEm®RE i BE - £
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BI4E7% * Nobel Biocare CAD/CAM ErBesg st &L 5N EERB

BN\ ~ Dr. Marchack’s All-
in-Z® Crown (Z LT
B THEEITARAE)

o B2 B TP 58 B E AT 2 T LSS HE 8 o 16
(fixed detachable All-in-Z® Implant Bridge)

Dr. Marchackf5Z2 %Rl Dr. Shoko Sato (Dr.
Masatoshi SatoZZ5) 2120104 — A EF L& L24F
Y RHiE - Ll “Fabrication of milled zirconia screw-
retained fixed maxillary and mandibular complete dentures:

clinical and laboratory procedures i 15 & #% -

A ERN—EE > ZE 05 B R R R
72 W E T RS —HEIEIES » (E/2Dr. Marchack
R 77 Hhf2 Hi I B P Z i A w7 X - JR1E RS 58 Bk
% BWHEKRGRET BEERNIRERR > A

B4/ ~ Dr. Marchack’s All-in-Z® Crown (R ELEETE » TEE_AFIEE) (HEEEH)

B4t - SRR TR E A NERIEERET

o

B HERER R G R - & r] ERT TS
S — B A SO RS AR B E AR 2 T
SALFEER G > AR YR BAIRIE - —FItaREt
ZREEME LSRR - BOME » LR -

A FH B N i B R R R o [ W R 2 T E AL
TEBE P15 (All-in-Z® Implant Bridge) @ A2 tAY BB HF
T~ SEE > AR AEER - KL A E S B Gt
BUERESALHIEEE  TRAREEMEEABESE - M
B ERITHIRET R -
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%+ - Dr. Marchack’s B#+— + Dr. Marchack’s Modified All-in-Z® Crown
All-in-Z® Crown (Z&{bE% (EERZEHERET » LRE—AASEEERAIIEIEELRAIES)
7 - TEEEAEEE)
(ARER)

B#+= - Dr. Marchack’s All-in-Z® Implant Bridge & O#& 5 [B1E8%:%5

(resin pattern, cut-back for zirconia framework, resin framework scanned)

-

B#4E+= + All-in-Z® Implant Bridge E{b 822288 R MRS EER
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@4+« All-in-Z® Implant Bridge S b #2204 8 A1 T EHEERER B HREE

B#+H + All-in-Z® Implant Bridge St &2 EF1E L BRSESRNE L TERE

R e LSS References e — -

1. Single unit CAD/CAM restorations: a literature review. Freedman M, Quinn F, O’Sullivan M. JIDA 2007;53(1):38-45.
2. Clinical complications in fixed prosthodontics. Goodacre CJ, Bernal G, Rungcharassaeng K, Kan JYK. JPD 2003;90:31-41.

3. Wear of enamel 0pp0sin9g YPSZ Zirconia core material with two surface finishes.Tambra TR, Razzoog ME, Lang BR, Wang RF, Lang BE.
AADR 2003, Abstract #915

4. Precision of CNC-milled titanium frameworks for implant treatment in the edentulous jaw.
5.Jemt T, Back T, Petersson A. Int J Prosthodont 1999;12(3):209-215.

6. Comparison of ]_}recision of fit between cast and CNC-milled titanium implant frameworks for the edentulous mandible. Ortorp A, Jemt T,
Back T, Jalevik T. Int J Prosthodont 2003;16(2):194-200.

7. Fit of implant frameworks: an in vitro comparison between two fabrication techniques. Takahashi T, Gunne J. JPD 2003;89(3):258-260.

8. Maxillary zirconia implant fixed partial dentures ogposing an acrylic resin implant fixed complete denture. A two year clinical report.
Chang PP, Hegenbarth EA, Lang LA. JPD 2007;97:321-330.

9. Complete arch implant rehabilitation using subtractive rapid prototyping and porcelain fused to zirconia prosthesis: A clinical report.
Papaspyridakos P, Kunal L. JPD 2008;100:185-172.

10.Customization of milled zirconia copings for all-ceramic crowns: A clinical report. Marchack BW, Futatsuki Y, Marchack CB, White SN.
JPD 2008;99:169-173.



the Herman Ostrow e
School of Dfeﬂgi(s:,try USC
O UNIVERSITY

OF SOUTHERN
CALIFORNIA

USC Comprehensive Surgical and Restorative
Implant Training Program in Taiwan

\ & V)
Homa Zadeh Avishai Sadan  Baldwin Casey Chen  Domenico
Marchack Cascione

Ilan Rotstein ~ Yang Chai  Songtao Shi Parish Ramin
Sedghizadeh =~ Mahallati

HEEE: * * *

UsC EE Ik S ks AXBEAT P
BE4& A © Julie T YN 80 ) S N
E-mail: julie.chen@usc.edu Email: thhuang@newtonsa.com.tw Email: ed102030@edah.org.tw
&35 +1-213-821-5281 & 35 (03)573-5676 & 3%5: (07)615-0011*%2970
1% A& (07)615-0913 1% 2 (07)615-0913




NTO 19 INTERDISCIPLINARY TREATMENT

Microbiological and Clinical Aspects

in Peri-implant Diseases

Dr. Casey Chen
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1. Peri-implant disease and periodontal

disease HER

TEAE E B ZE R K (Peri-mucositis) & 1B BE [ B ITHES
JEEE RS > =Rl HRERIERT ; EESEE R (Peri-
implantitis) MEZREEE R HE—FS FEMTEE
R, R AR T ER R (Gingivitis) 2 > B
HE—FFHFE R (Periodontitis) FUFZEY » B EINVE X iFE
BHITE - N A A E R > RETEBZNVHERS
28 SRR (Bleeding on brushing) 2245
[l (BOP: Bleeding on probing) ; 7 LE4f 72 5 HA oF R 20 45
RAE R R - (B2 1 10 52 B 1 08 R 1B 4 P %
i » BOPHYIE LB BIRE - BRFERIENFEECIE 5~6
mm - AR RE GRS E R AR A HE 25 1 T E R
Fir LA B PR b3 R A RS ] B R 2 By e ik | TR T2
BN AR ARG B8 R B 4% o ek RS R
R

2. Implant-oral tissue interface HIRZS]4E1E

alJE -

B % 545 3042 AL T 4B A 6T
KA T 48 SRR DI R A2 1 3F
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I HAe BEm
ST B AT

BN B R EE A EHBE RS TR ERR
M BREHE (Fig.l) » (HR ARZEENTEE
(cementum) HYRBJFARAE - BT LUETASN T (BI40 5 FE T
$EH| periodontal probing) HIHEEFTEMEE (Fig. 2) - &
H EAHMBRE > ERFEREE LK
epithelium) 12 A5 #%7H%% (Connective tissue) H » Fr LI
TR A B R B 2 RE T sy -

(Junctional

3. Biologic width £ EE/EE

T % B B AR AT B A R RO B RS - R
53 BB b A AR BEART T 0.97
mm HPEEE EEANE 1.07 mm BISSSGFEATZ A 2.04
mm HJEYIEE - #£19964F Berglundh & Lindhe BB E
W FAT 5 L 4 mm & 2 mm B R ERAE AR
HEENERE (Fig 3a) KB EH > EEmELNRE
BBV A S EAEE > B 2.0 mm AR BRI
1.3 ~ 1.8 mm BIEEFFHEBIZEA 3.3 ~ 4.0 mm YY)
HE - Hf 2 mm BOFEHGHASE  S2HEEE
RRTT MW AT T AR A B EANEYER
T2 B¢ (Fig 3b)

aJE - - - aJE;CEJ

- BC
AFJ
BC™~
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Fig 3b. Fig 4. Fig 3a, b Z ALY F[E

Fig 5.



4. Peri-mucositis and peri-implantitis FI$EBIz2H

TEBE B 25 R 48 (Peri-mucositis) FITEEE & & 28 (Peri-
implantitis) FREZENER > EREEEEZSFEEES
WEUC 5 SRTM 1998 4 Mombelli ¢ Lang 2% P& E T A
#t » R Zmicrogap » TEMIEE—FRIEIILE » £ 09 ~
1.6 mm #HELINZ A #2Z0Y ; HERERK L # 5 X-ray
BEEE > BRERGERE (PPD) MN%E » TR K KIF
BRI ECE LIRS - SR IR S S A e A EL
Bz hnLAva R (Fig 5) ©

T 88 & 1S A A IR W & W 3 3 K12 P A A A A
ICT (Infiltrated connective tissue) ( &5 falsmis ) Y& B
K B NE - fr VERS A BRI A (Peri-mucositis) #%
B R E RS B B R (Peri-implantitis) -

5. Early implant bone loss after functional loading
FHEREEBEREIANER  FEEZELE
Occlusal overloading & Peri-implantitis » & 872 /& 7] DITE
B e 3Ry 5 (H2TEME A2 AFJ (Abutment fixture junction)
TR microgap (Fig 6) » A& RN 6] e R 555 T T 3 m) A
RHY 0 BT LARREHERA A I EE T -

Biological Width

. ‘\\J AFJ + Microgap

Sl md

Fig 6.
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6. Prevalence of periodontitis in the US

R4 2000 4F 7 H {7 Oral Health in America: A report
of the Surgeon General [z 22 EE 25 ~ 34 K 4
EEE Y IR RIREREMS » RS (FFEEE
% 2 mm) HRADE—REEENTERILHICEEZE 60%
BRI (Fig 7) » FmviEEREEEA T SR — %
% FRRNEEBAA % - HiEEFREE&SIE
AT ANAEEY - (RIELHESm B IRAE A — B R R 2
TEES A BRI A H A AAN |

7. Prevalence of peri-implant disease

2002 4 Dr. Berglund S48 2 HIERETERATELA : &
FBRZNCHIZE 2 ~ 3 % WEER > ZHZBRIVER
HEBIERETE R - BET2RIIREHR 5 ~ 8 % HEBELIEE
AER - FEZ TUFREEEE . B2ERENTER
PARAL B - AR TSRS 0 20065 Roos-
Jansaher £1#f218 ¥ 5 999 fEEE > HH 9~14 &
RUTE RS B B 25 25 (Peri-mucositis) TEFEZE ; 20054
Fransoon 71} 662 (i E B 5 It 3413 =2 » {HR{ M 5
FEEBEERE AR (Peri-implantitis) I THISC 5 45 R %
BB LA LZHFEH Peri-implant mucositis AR
R REERERAELREERE - Tt Peri-
implantitis AYA5 R FETRAE =20 E G S - 25
TE RS & 407H I Bl 3% AR R (Fig 8) -

A RIS o O 2 16 58 A B3 R I I8 K
FRE AT RERR 22 25 FE At s AMMEA N ERM S > W
REKFEIEHFIE - ATl Peri-implantitis 455 42 % JE
o R B B s
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The proportion of adults with at least one site with loss of periodontal attachment of 2 mm or more,

4 mm or more, and 6 mm or more increases with age
100 94.5 95.7
86.4 8.8
2 80 - P Loss of attachment
8 ¢ s 749 64.6 2 mm or more
2 ’ 60.5 \
s 60 50.2 54.9 4 mm or more
@ [ ] | :
A M 6 mm ormore
£ w0l ! ! 38.0
g : ' " 295
& 221 .
204 . ' 19.0
120 13.9
3.0 n 261 6.7
0 0.2 = | i : J : | :
18-24 “ 25-34" 35-44 45-54 55-64 65-74 75+
v Age group
Sources: Adapted from NCHS 1996, Burt and Eklund 1999.
Fig 7.

Peri-implant mucositits

Peri-implantitis

Fig 8.

[0 implants




8. Risk indicators for peri-implant disease

HRE T T AENRGAZE DT R E
B
a. History of Periodontitis

b. Poorly controlled diabetes

c. Subjects with (+) IL-1 genotype and a heavy smoker:

More implant complications
d. Alcohol consumption > 10 g/ day

e. Implant surface selection : More bone loss associated

with rough surface implant

R e RE - BETEFNVSEER
BT BRI R |

Adhesin Receptor

colonizers

C. sputigens

luawﬁw} N\

supnw
23ejAjRIS

uuaulels
| pusuioid

Acquired pellicle

Tooth surface
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9. Risk indicators for peri-implant disease

HEANXEMNE SEME - ET0E+E+- o
FRIEEORE - MREEVESZEHERTERRNE
FRE IR LR ARREY » B2 A MR 52 PR R+ AR 2t B A
B B AR ZE B R (3 4 R 1Y B 8 0 o 7 A A 153

s PRSI — B S FE LB A s 2 12 i G AR
2 L8 R FTRE I A R EUR B Y o B B
plaque) Fa%a7E BT AHARAT 2 S B - EE R R

% : Aggregatibacter actinomycetemcomitans,

(Pathogenic

Porphyromonas gingivalis, Tannerella forsythia, Treponema
denticola ; "REWHEBER L © Prevotella intermedia,

Peptostreptococcus micros, Fusobacterium nucleatum -

10. Formation of pathogenic plaque in pockets
(Fig. 9)

11. Periodontal bacteria in health and periodontitis
(Fig. 10)

12. Periodontal bacteria associated with teeth

and dental implant

LUF it i i AR AR R - Bt ARTEE
T A1~ [ B AR A [ PR P AN+ R R T IR B BRI 0 AR
) AR BEBVER B RS FREUAERESE - FA
BT RTT A EL B FEAE RS b W ey [ 2 ol B e %
Fe—EI (Fig 11) - 9

Fig 9. 7F IS R FRTHIRY Acquired pedicle [ & ry 5 8935
BV (Early colonization) » 70 52 B 58 A 7845 HE A2 1 i BEA
%E% (Late colonization) » 2 {74 B 2% BB 5 A BUR &I
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13. Microbial etiology of peri-implantitis BEEORAERR  E—H%  B2lE —(EREZE LT
M RREBUREEVERS SR - Fitt > EEEEEE
ARNLE ~ JEERHET - 2B IERRES ~ B
A T PR BRAE > A REE RO T S R B R A A BUE
7 -

H 2R 5F DUNAE P B Y o FE im0 el - -2 AH
FEIHY > RAEETEE PSS —ERS - B2E
& AR B B AR RFIREE - o AR EURE
H A S AR AT E AR - IRME # A EE R E R
(Peri-implantitis) HYEFE CIH > NMELE B EEEE EH K
B RREUREERE - MR E (RS RS e
Hi = EE BRI AR R 20w 3 (Fig 12) ©

14. Peri-implantitis and periodontitis are biofilm- $ St ¢ orecits C-o0t8

i i i ot
associated infection S Bimeds § & ot

R 2 e B B A B AR A RO B RS EOR B - &2 A
—EAYIE (Biofilm) Y75 4T (Fig 13) » FrLIEKE
75 S A TR AR BRI E T X #VEE E

HOAECHTF 5 0t 2 2 5 B o D O BEL A O 2 o oF e e
B o SRR B A S A R R - AT Fig 10,
AR % B P A PR (Endogenous) 4 B 4 AFIBIE Dr. Socransky i 5

Periodontal Bacteria associated with Teeth and Dental
Implants

Quirynen et al., COIR 2006

Fig 11.



M. ¥R MIEEERE E XY
B PR a2t Ko ia iR IR Al

15. Implant surface as a factor for the progression
of peri-implantitis
AN [] 2% THI 2 P 1 RS v AT R K P 25 5 BE R
7 — HEAEEEERE - &R A 5 R REUR

RIS » MEP IRl TiUnite 351 R AIE R E 4
BRI EE AT (Fig 14) -

16. Treatment of peri-implantitis

(50 JBE B B A TR IR 2 M 2 B R PR b I 4 i 5
PEHEEHI Y ES (Randomized controlled trial) A] 2% >
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MAEFFZERAEREEFRERLLEN  BEESKHFS
BR T R AR ERURA - SRMITE S VBRI 2
B —EPURLAE G E R FEAIRUR » BUZDr. Lang 7£
2000 37 Hi A P B 2SR L (CIST, Cumulative
Inerceptive Supportive Therapy) (Fig 15) @ tRIEN[F B E
3 REE Bl & R B R A BN R ARER N
7 BHEUREFERE X E BB TS EREREE

T

17. CIST: Cumulative interceptive

supportive therapy
BFERFPUT - FESR (Fig 16) 25 LU T %

Microbial Etiology of Peri-implantitis

Health)
Implants

Subjects with peri-implantitis

Fig 12.

Pen-lmplantiﬁs

0O P. gingivalis

0 P. intermedia

W P. nigrescens

O T. forsythia

0 A4 actinomycetemcomitans
B F_ nucleatum

O T. denticola

Healthy

Implants
- J
Subjects without peri-implantitis

Hultin et al_, COIR 2002
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Excluded

NUTRIENTS
® g absorbed into Fim

¢ surtace fim

tinking fim

substratum

. Increased tendency of inflammation and probing depth and/

or poor oral hygiene; 3-4 mm probing depth :

BIFETTA A
OHI; Scaling; Mechanically cleaning the implants with
rubber cup and polishing paste

. 4-5 mm probing depth, inflammation, initial evidence for

peri-implantitis
BEAFA D A+B
Local antiseptic such as subgingival irrigation with 0.2%

CHX (if possible also by the patient), daily oral rinse with
CHX

. 5 mm probing depth; Clear evidence of bone loss

HEHTA A+B+C
Microbial sampling; A+B, followed by systemic
antimicrobial therapy, and/or local delivery of antibiotics

. Continuing bone loss

HEHRN: A+B+C+D
Surgical treatment: Resective surgery or Regenerative
surgery

. Hopeless implant

#H#77 + E  ( Explantation )
Principle in anti-infective surgery: remove granulation

Implant surface as a factor for the progression

"’
Albouy et al, COIR, 2008

of peri-implantitis

i

Fig 14.

e 4 implants in each dogs
e Ligature-induced periodontitis
for 12 weeks (bone loss of 3.5-
4.6 mm)
e Additional 24 weeks follow-up
e Bone loss 1.6-2.8 mm
e TiUnite>the other 3 implant designs

Albouy et al, COIR, 2008



tissue, clean implant surface, modify existing bony
defect, create favorable environment for implant
maintenance.

18. Decontamination protocol

RIS SRR P U7 S — R g EE AR
e 2= HEY YA ER -

~CHX

~ Air abrasive

~ Application of tetracycline solution

~ Hydrogen peroxide

~ Citric acid

TEER KRBT ir & A BRI REEE T X > AL
FIEHEAEER RAFRUR (Fig 17) -
19. Regenerative procedures

T8 2F & (B 7 2R Tl rTHE A RIfE B AR R AR
T 3 - wall ZEBIEERENACE  BEERE
HEEESHWEE - #% Rough surface MEHAEEK re-

osseous integration HYF2 EZ KR smooth surface fE#S -

Clinical parameters

INTERDISCIPLINARY TREATMENT  NTO 19

20. Summary

KT A B R B ENERER » METRE
RN RIER (Fig 18) 5 (EREAFRAZTER » 52
FTERGE - iR B EEEAZE DER - it
WL RERE LT 2 L BT R M OB R A

~ Peri-implantitis behaves similar to periodontitis.

~ The prevalence of peri-implantitis will be 30-50%
after being used for 20 years.

~ It is preventable, because the disease is most likely
due to unfavorable local environment created by our
treatment.

~ Treatment of Peri-implantitis:

* Manage periodontitis first.
* Mechanical debridement and cleaning of implants

* Resective surgical Tx. will have some success in

disease resolution.

* Regeneration therapy should be attempted to in
some cases but will likely result in limited success.

Maintenance

PD mm

BOP Suppuration

RX defect

classification

(A)
A
A+B
A+B+C
A+B+C+D
E
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CIST

PPD <3 mm

PPD 4-5 mm

take an X-ray

PPD >5 mm

INTERDISCIPLINARY TREATMENT

Plaque index < 1

and BOP - (neg.) —
Plaque index > 1
and BOP + (pos.)

>

<

BOP + (pos.)
no cratering

BOP + (pos.)
notable cratering <2 mm

BOP + (pos.)
bone loss > 2 mm

4—»

Mechanical debridement
Polishing and scaling

>

==

Antiseptic cleansing
0.1% CHX gel 2 x daily
for 3-4 weeks

+

=+

Systemic or local
antibiotic therapy

=+

Resective or
regenerative surgery

O+ 0O + |

Decision tree for cumulative interceptive supportive therapy (CIST). Depending on the mucosal condition and

probing depth, either regime A or regime A+B, regime A+B+C or regime A+B+C+D are performed. A = Mechanical

debridement; B = Antiseptic cleansing; C = Antibiotic therapy; D = Resective or regenerative surgery.

After removal of granulation tissue

Fig 16.

»

After osteoplasty and implantoplasty

Romeo et al., COIR 2005

Fig 17.

3-year follow-up
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—_—  Q&A -

Ql: G (+) METCERE E B R BRI S YR LEGEREEER?
A ¢ 40 Staphylococcus oralis % #¥1J/A peri-implantitis » %2/ B periodontitis » (kAR AT = - B
TEEBRBURE R - B R ZEYIR IR RUR AT -

Q2: 1 B EHEFMAC S citric acid FRHEBEIEAITLR 2
A B rough surface TEFR/FHHEREEZE A - FTLA citric acid 5% R FE R RCR 2 EEFHHIAY -

Q3: Laser {2 peri-implantitisi&A%_EAIRR 2
A NREEFERES > LA SRS REURIRATERERER] - R % B 5 0 R A RS 2% 1 I P 5

decontamination HJR 5

Q4: Platform switching implant ¥1J7* peri-implantitis TH} F2 & H &8 2
A : Platform switching BIE% 51 FIFE FH 3G /I biological width » LA FA I early bone loss ZRIZEEE 4> peri-implantitis
B RIHEZE (Fig 19) -

Q5: 185 & B F A FiH criteria?

A RINEERYRIE - R RO EE A A
it IR EE R G E M RIIE
BEEERTM > CHEARBREER
Y e P B B -

Bone level at time of 1-2mm bone loss if no Hing
placement platform switching used platform switching

Bone remodelling with

Fig 19. Platform switching V%51 (B 1E BBAL B E )



Soft Tissue Graft

Vertical Vestibular Incision Subperiosteal Technique Access

(VISTA)

Beethoven Orthodontic Center, Taiwan

ingival recession can cause not only root hypersensitivity but also concerns over anterior

g esthetics. There are several materials which can provide root coverage to prevent gingival
recession, such as connective tissue graft, dermal matrix, collagen membrane. Generally
connective tissue graft is the one of the most predictable materials regardless of tissue biotype. A number
of surgical approaches are commonly used, including coronally advanced flap, lateral sliding graft and
the tunnel method. In the anterior esthetic area, the tunnel method is a good surgical technique for its

advantages in reducing scar and preserving the shape of papillae and soft tissue . However, the traditional
tunnel method which involves putting CT graft from one tooth to another tooth is highly technique
EHE W B intensive. Therefore, Dr. Zadeh invented the VISTA ( Vertical Vestibular Incision Superperiosteal Tunnel

REGFB%rr Access) technique to make the tunneling method more manageable. Dr. Chang Chris further proposes the

ERRE L Three Head Technique to simply the VISTA technique.

Sharon HF Chang, Chris HN Chang, Homa Sadeh

A Case Report Demonstrating VISTA Application on Gingival
Recession over the Upper Lateral Incisor and Canine.

A young female had class II deep bite malocclusion with upper L’t canine (#23) labial block out. After orthodontic treatment,

due to thin buccal bone of #23 and too much brushing force, #22 & #23 suffered from gingival recession and cervical abrasion.

When performing root coverage to treat gingival recession, we first need to identify the CEJ position, check the interproximal
bone level and the amount of keratinized gingiva left. In this Miller’s class I case, we have a good chance to achieve 100% root

coverage . The surgical procedures of VISTA are outlined as below:

SURGICAL PROCEDURES
1. Recipient site preparation
(a) Root preparation (Fig. 1) val 'S . - Recession? \\

Prior to the surgery, scaling and root planing have to be
completed. Then use fine diamond bur or Neumyer root planing bur
to make a smooth concave root surface. Despite some existing

controversies, we still advise using 20%EDTA for root conditioning

which can remove a smear layer and has a detoxificating effect. Lack of buccal cortical bone




(b) Make two vertical vestibular incisions (Fig. 2) and
create full thickness subperiosteal tunneling elevation
This is a blunt dissection, using periosteal elevator to
create full thickness tunneling elevation and a deep pouch

from papillac and beyond MGJ. Meanwhile, remember to

keep the tip of the interproximal papillae attached to the bone.

2. Donor site surgery (1 incision technique: get
connective tissue graft from hard palate) (Fig.
3,4,5)

Get a template to determine how big the graft is needed.

(a) The 1% incision needs to be 2-3 mm in depth apical to
the deepest pocket, 90 degrees to palate and directly touch the

bone.

(b) The 2™ incision starts from 1-1.5mm deep of the 1
incision and runs parellel to the tooth’s long axis until

touching the base of the palate.

(¢) The 3" inner cut is first to make a vertical incision,
use an elevator to create full thickness elevation and get

connective tissue graft out.

(d) Put Colla-Tape inside the wound, close it with suture

and then put tissue glue to secure the wound.

REF 86
#5F Byt
R % 3546 E A2 ER

3. Extra-oral graft preparation

(a) it’s unnecessary to remove excessive tissue (Fig. 5)
(b) Three Head Technique for CT graft fixation

Use three 4-0 silk sutures to grasp this CT graft (Fig 6).
Bend needle backwards to make a blunt end(Fig.7 ).

4. Place the CT graft in the recipient site and

perform the Three Head Technique ( Fig.8,9,10)

5. Position the CT graft at the CEJ level, then

perform coronally advanced flap which is better

to make 1mm overcorrection above CEJ.

6. USE 6-0 nylon suture to secure CT graft and
flap. Wear clear retainers to prevent minor tooth

movement ( Fig.11,12,13)

7. Keep the suture for over three weeks, and the

outcome will be more predictable and stable.
(Fig. 14, 15)




Connective Tissue Graft

e ".‘ e

Wear the Clear Retainer to
prevent minor tooth movement

4-0 Silk

3 head technique for VISTA

(9 JE. |
Vertical Vesrmllmn Subperiosteal Tunnel Mccess:
: 5\ y

]
¢

BBM 7 anele

3 head technique for VISTA

. 6-0.Ny!on for minimal trauma : the flap is pressed W a gauze soaked W
SUtu re Is very |mp0rta nt!!' saline solution for 10 min to prevent dead space

post-op 20 day

73

N
' o
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Study Report from the Visit of
the Beethoven Orthodontic Center

X N ~
A % 53451 E 25k

'ﬁ‘? Al PICHINE GG IE ? RAEEBELCPIEENE L » REHEBEG TR — (SR L5 IE
FL R BRI S RZIEEMMITRE ik - REBIEMFIINE - BT HEEME T EZ2ER0HE - (R
(R RRRES » BB IEENE IR - KiEE20R1(EE > RERKEENG - TIEFRERVBEANEHZE > MeH
%55 G IEFRAE ARG R By —20ME: - N LERBHI SR EE Hik > BERE LW - RNERA > 20KENBEE
FEAAREN - HE > HEFERBITIFRENER » RO IR E Y caseBlATRIVBEZ IR « BRAERBRAS(L
DERE20RELEIEEE -

FEEIH 37522 HIREAST B EMiPod touch i BUBTIL - MILER AT LURBSE ARILHIFE - BB HiPod
touch IR EATAYHE (5 R S84 MO - HRREEN TR - BB (RS TLUE MR S SRR ? SURIE R R
B EAEE T SRR IRHITERE S ? 8 » BF8 2 MiiPod touchbREE T REERIZER » 1 HL » AR LRI
MREHLER - —ERELIE - E— KRG R AERIL R — 2 L3 - GREOHTRERE T
SREEBIHRIE - BRI (LR - MR ERERNRE - REE BB MEIEOEE S - FiLAR R
A HiPod touch K HBNHT - B RIEIREMEAVRALESTR » BB M 0 E TR s
WENE - FRIRE  AHESETRNER NS  BETRR T RRAMEREE -

REGREF-RERMRBRS : WRERFBE - SALEM case report * DURTEME L3 - WG HLHAT
FHAA > ECAGEE - BAMIBIEE SEE - [EHAE M KeynotelIIRIIS » B VAT @SRRI, - i FLB
2 O - PR KeynoteRIFI » AHRIHTEERAENFHACEII A » AT - SRSk S -
ABE AR - BERTE + E(H Keynote M RbRRIE 20 KIBAE - i ELIN ALEMBRMANE - St —FEE
BREIHETS > A EEERENTROBETE - ERERBEOEEFERETNABENIE - (g0
o - RE AR - RSN SE  EATTLECEERT Keynotel -

MRR2EERLZBIETL  —EGREFCHIREERER - V—RAM/NE - 100EHTZ2E > MH - E60F
ARG @B - EBRAAREATIIREARE - RRE R EENHE B 8EMER - FEEIZEEHIM
A - B A BRARFAME CZME - BERRURE—BHNERL - BEZHEE  EWRIRR - HEKEEH
SR B AR AT TR 2 AR RTEIRUGE | E8ERR - A T HstiR A RS HEYCE T - REAERSRKAZ S
I LRI > IRl GEAVEHEIDUSERBITH - RREHEIRGEY - FRRIERIDIEIT - 3RS 5
iR AR B ARESNE NEREE - BRI - #ERZIFNRE - A EREME AR AES
A BRI A -

BETRZ5EBCRNTIERE - RIEEEECHRZHT > KnAEET & 20KRNEEREREALIE > R
o1 5 B HTN 12 RS BoE (o - Rl > PRSI S (I BBCH BB B - DU A 25 MIE IR B T3 A
DHECE - BTAR | E—X > RTBENEEZS  RESEIEENES > FEENE MENEE-LEFEE
R EAIMET - I ER M REFENER - B8 > AEFBIET LR BET LT ZHIREE MERAT -

\

. f/umf/m 7 %() DDS.

Cum Laude Art of Dentistry, General Dentistry, LA, USA

{EZ& 2 Dr. Samuel Lee TEUCLATRIEIIIEE » WIABEMERI =R FE -
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MEREHIELUT - B TERNEE - BARRTTHRERS. BERBETTEERS ?

Y REN=-EN

“tell a good story”BEREE - 5| AABNGREED  REHMAREFS NN
= WERBONRE - BEEREN LFETE - HERRMANBETENE -

BEABDNIEELIF—RoTE - HEESHELERY - FIEAZMHE - —F
B “BREER - REEAHSEEMBNAN - BEUSENERDEBL
fBILEET - ERRERIZEMNEE - LEEE make a difference FIZZH ! INE Y

RBPIREBAMHEE S EERERATN ) - ERENREEANER - £RO= -

FRIZEAERERE N - EARR PSR - MEMMALERE —RENHS - BBE B
SR T E&R2Ff

B HFIEERBATEAZHAYEREEE - (SRR G sl ieE g
At BRI PUE A R AR E A R RN BRI S RN - RIRMERET
RIVFH > RS T SE RN B E R o R HE—RYIAURRIE - R RYR2 1T RCHY
WG IEB S AE TR TN ARG WIS 1E > EEHUTFELE -

R BT ARG IR b PR B TR o E M RN BESE R e - FBEEy ESEm
BRI

REFTRE T THEEE - MRS > MAEOBS RIGER E - WA - EFNJEAT
MIARJRIBERIRE > S47H0BS » (iR ERELKON - fELIEM i - z«z;{%OBSE;E
AP -

1. BEZETEAYERET @ Coil Spring B2Power Chain NS » A FHEE -
2. RIBHRSEES - BEE  NEEA -

(98]

UM ERR TR (A R SR BT [ 5 -
4. RBERIHREZEK > BIEREEAE -

FC15  EFEFOBS 2R > 2K—ili H 2% 25HJOBS One Day Course * {/RFLE T fi#“OBS
really have the edge & are state of the art” ° DL_FFpaft /55 ML BRIEHA A E2 78 E {5 R

B OS » ARIR A THEIR RS > 3 —TOBS » —E{T ! 1EEAIE BRAT
R 7T B&E2 Fh
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Feedback from Dr. Chang’s Lecture in Malaysia

Dr. Chris Chang's lectures have given a lot of practical tips for the use of
OrthoBoneScrews.

A lot of tough cases can be treated much easier now with
the use of OrthoBoneScrews. They have made the life much
easier for those who treat many of the quite frustrated
orthodontic cases as the results of using OrthoBoneScrews
are more satisfied and completed.

To me, the lecture is a must for those who practice
orthodontics.

{j@¢%?5hﬂ

R - BEARRY > BEEE EREHTHEE (International OBS workshop) E.—4F © iPod¥%f
REBREREY > RGBS > BERGEL - HGHE -

FARBERREZ AR R B S TN AR SRR SRR T B AT A & G R B B 21l
Walg L - —(UEEESIMEERS KEHENE L GRS R R EERE >
TAE BRSSO - REEAREEROHE e P REEEN - &
FARIfRER - B HIREREE IR REM S8 » H S RE
TEENGRORTRE - PR ERER R o BERE NGRS
[FEIEREEERY R T - BB - HNEEEERIEN
CEEERRAN o A DABRIF S EATRS o A RSB R [E AT -
Wi BRI - BREAEHAIREIERRE - LFE S EREIR
i » FAIHPEAA BERATRE -

DA ESGEE - T R IR RS - AR -

%I -
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Mac OS X 7/4,8/8 (B) L
AP . Mac OS X o eo0 R EHESHRERE
iWork-TﬁﬁJ : 7/11, 8115 (B)
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International Damon and OBS worksh 1.Damon System 8/14-16, 12/7-9 International
ernationa amon a orkshop 2. OrthoBoneScrew ’ Orthodontists
oBS OrthoBoneS OBS lecture 9/17 (&) FEESE
obonescrew Workshop Hands-on Workshop @LCES
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| EERIES - RHFEBMRREEPD (RAEE2E) TP —I8265%; (B THEER NEFITo60E)
HROEAR - 03-5735676 E/VE  SAUEME : www.newtonsa.com.tw




Ortﬁo Bone S crew

Screw types Area

1 1.5x8 mm without holes | Anterior-incisor
intrusion
2 2x 12 mm without holes Posterior

Posterior-3D

3 2x12mm with holes
control only

Order : +886-3-573-5676 Ms. OBS
For more information visit http://orthobonescrew.com
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5218 Chang lecturing on

"Nel\ /s World Dental Scientific Convention and Trade Exhibition, 2010

9772079686201
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eethoven's Damon Comprehensive Orthodontic Course, Taipei, 2010
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