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Winners Are Made, Not Born

In the past six months, our group had visited Dr. Park's MIR Dental
Hospital twice. The way Dr Park and his assistant conduct implant
surgery is like two top musicians performing a piece of music with such
passion, precision, and speed. The harmonic collaboration does not come
from their talents. Instead, it comes after grueling hours of practice.

What made Dr. Park's group so successful?  The main difference
between those who achieve their goals and those who don't isn't exciting
or mysterious. The key is simply conscientiousness.  People who
approach things with order, common sense, consistency, and persistence
will ultimately succeed like Dr. Park.

The successful model
of Dr. Park's group can be
applied to every field of
dentistry, including
orthodontics. Come to see
their magical and
inspirational performance in
next January because their
achievements are both

relevant and attainable.
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NTO 20 LIVE FROM THE MASTER

Comparison between Damon and
TenBrook T1 Brackets

(A) Dr. TenBrook’s lecture

Through Taiwan Association of Orthodontists and
Concern’s arrangement, Dr. TenBrook gave an one-day
introductory course about TenBrook Axis Passive Self-

ligating system on July 18th, 2010 in Taipei, Taiwan.

In the course all the participants received one
TenBrook self-ligating system brochure! and one TenBrook

Axis Passive Self-ligating system syllabus?.

The brochure includes details on the bracket design,
prescription of the bracket, archwire sequence, five finished
cases, an interview with Dr. James TenBrook. He used the
Damon brackets since June of 2002, but with his own wire
sequence, and mostly round wire in the working phase by
adapting Begg concept’.  Furthermore, he emphasized
torque loss in the Damon system, though Ormco has many
torque options to solve this problem. Since he still was not
satisfy with it*5 (Fig 1), he developed his own bracket

system.

Dr. TenBrook was very thoughtful for the participants.
He put most of his lecture contents into one syllabus? with
most of the slides in it. This syllabus is a very good
reference for the participants. With a comprehensive bracket
brochure and a detail course syllabus, Dr. TenBrook gave a
very thorough , impressive and successful lecture on passive

self-ligating brackets!

The T1 brackets (Fig 2) are much cheaper than the
Damon brackets (Fig 3). This lecture gave the author a big
shock! If T1 brackets could do the same job as Damon

brackets, why not use the more economical T1?

I think most participants, and those who were not
present on that day are probably eager to know what the
major differences are and how to choose between these two

passive self-ligating systems?

(B) Comparison between Damon and T1 Brackets

1. T1- a much lower profile?

Dr. TenBrook claims that T1 has a lower profile than
Damon. As such, T1 has far fewer problem with rebonding.
I agree that brackets of low profile require less rebonding.
It’s easier to align anterior teeth with thinner traditional
edgewise brackets. On the other hand, thicker self-ligating

brackets due to its higher profile, it is more technique

Torque Prescription of Damon System

D3MX Ul U2 u3 L1 L2 L3
High 17 10 7 7
Standard 12 8 0 -1 -1 0
Low 7 3 -6 -6
DQ Ul U2 u3 L1 L2 L3
Super 22 13 11 13
Standard 15 6 7 -3 =3 7
Low 2 -5 -9 -11 -11 0

Fig. 1: Torque options of Damon Q.

Through clinical use of, the newly developed Damon Q has
improved the insufficient torque prescription®’ in the
previous versions of Damon 3, Damon 3MX by increasing
the value of high torque and decreasing the one of low
torque to better suit common clinical needs. These new
torque options make the Damon Q one of the most complete
self-ligating systems.



sensitive and requires doctors to bond in the right position.
The tolerance of misplacement is very limited. Hence, one

would expect more rebonding using this type of system (Fig
4).

Since the data on profile comparison of the T1 and
Damon brackets are insufficient (Fig 5, 6), it is yet to be
determined how T1 brackets are compared with Damon in
terms of profile size. In the brochure two out of the 5 cases
provided showed the upper incisors irregularity not well
aligned until the 9th month (Fig 7, 8). This is a common
phenomenon among thicker self ligating brackets. It seems
that T1 is, just like the Damon series brackets, not thin

enough to avoid rebonding.

2. Dr. TenBrook prefers .018 system

There are .18 and .022 systems available in the T1
system, and Dr. TenBrook highly recommends the .018

system.

TenBrask

Fig. 2: James TenBrook’s .018 T1
bracket with a rotating cap.
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Dr. John Jin-Jong Lin

MS, Marquette University
Consultant of NTO

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

Dr. TenBrook likes to apply Begg’s concept of
differential light forces® using the round wire to retract
incisors. He quoted Liu’s article® to demonstrate the effect of
light round wires to correct Class II deep bite cases (Fig 9).
Indeed, in this case he beautifully treated this case with
round wires and closed all the extraction spaces. However,
he did not show any bimaxillary protrusion and Class III
extraction cases of more difficulty using the same type of

wires.

3. Using round wire on working phase

Dr. TenBrook said he developed the T1 because
Ormco company did not respond well to his practical
requests: insufficient torque on the anterior teeth® (Fig 1).
He insists-only using a .017 x .025 rectangular wire on a
.018 x .025 slot and together one will have less torque loss.
Dr. TenBrook only uses round wires in the working phase

and then finished with fuller size rectangular wires (Fig 10).

Fig. 3: Dwight Damon’s .022 Damon Q
bracket with a sliding cap.
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Comparison between Damon and T1 Brackets

Damon TenBrook
Price Expensive Cheaper
. Required
RPE Not required difficult to get expansion in the .018 slot?
Ca Sliding Rotating
P Sometimes calculus deposit No calculus deposit (?)

Wire engagement | Easier in severe crowding due to More difficult in severe crowding due to rational cap

on the slot vertical cap
Working phase Rectangular wire Round wire
Slot size 22x28 18 x 25
Excellent Never showed a difficult Clll case? Smaller lumen

9
MEAW? effect Large lumen with smaller wire larger size wire difficult?

Cll deep bite Tx Rectangular wire Round wire with coqtr?l of curve of spee (Begg and
Liu’s concept)

Only showed simple ClI, Cll cases. On difficult CIl and

Torque control Better with rectangular wire Cl bimax, and Clll ext case will be very difficult. Not
enough difficult extraction cases to show efficiency

Alignment Best Best
Control of in-out More technique sensitive Less rebonding
Need more rebonding Is T1 thinner than Damon Q?
. Late, using 018 slot bracket, can use the retangular
nd ) ’

Bonding 2" molar Early NiTi to pick-up 2"d molar at a later stage (?)
Using the bracket As edgewise As Begg bracket, using the round wire in the working

system phase

Convenient for wearing elastics, but not good for

drop-in hooks available, easier . g o -
Hooks on 3, 4, 5 to bond on short clinical crown hygiene, difficult to bond gingivally on short clinical

crown
True bracket On upper central incisor T1=?
height Damon Q =0.081” (Wrong data on brochure?)

¢ Calculus deposition seems more related to patients’ oral hygiene than the mechanics of opening and closing
the cap of self-ligating brackets.

¢ So far there is insufficient information to determine whether the T1 brackets are thinner than the Damon Q
brackets.
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For easy cases working on round e e 0-G B-L M-D
wires may be acceptable. However, for
difficult cases, in the case of extraction, Damon Q
this will be a big problem. For
. . . 1447 .098 .105”
nonextraction oriented American D3MX 3.658 mm 2 489 mm 2667 mm
Caucasian patients, working on round
. . . . .135” 114”7 1167
wire may be sufficient. It will be far In-Ovation R 3.429 mm 2896 mm 2046 mm
more difficult to apply such method in
. . . .156” .093” 1.57”
Taiwan to close extraction space. Dr. In-Ovation C 3.962 mm 2362 mm 3.988 mm
TenBrook needs to show how it applied
- 144 105"
. . ?f)
to difficult extraction cases successfully, Vision LP 3.658 mm & 2667 mm
such as those severe bimaxillary
. 1327 .083” 1227
protrusion and Class III cases. SmartClip 3.353 mm 2108 mm 3.099 mm

4. Delay bonding on 2"9molars
Fig. 4: Comparison of self-ligating brackets.

Dr. TenBrook does not bond 2"d Data source: Ormco. Compared to other self-ligating brackets,

molar tubes in the early stage of Damon Q is a quite small bracket.

Self-Ligating Bracket Profile Comparison

TenBrook T1™ American Dentsply GAC In-Ovation-R* Damon Q* Damon MX* 3M Unitek Clarity SL™
(0.098in / 2.489mm) (0.104in / 2.642mm) (0.106in / 2.692mm) (0.110in / 2.794mm) (0.111in / 2.819mm) (0.124in / 3.150mm)

Fig. 5: Profile comparison of self-ligating brackets.

The data shown here seems not to be the buccal-lingual thickness. Instead it seems the data for the mesial-distal width. The
buccal lingual thickness of Damon Q is only .081”, if T1 is .098”. It means Damon Q is much thinner. OrthoClassic has been
mistakenly using the mesiodistal width, instead of the buccal-lingual width, to measure its profile. The author has contacted
Concern Co., to verification but no correction has been made. Data source: OrthoClassic T1 brochure.
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Traditional Edgewise Brackets ) Passive Self-Ligating Brackets

Fig. 6: The upper case used thinner traditional edgewise brackets while the lower case used relative thicker self-ligating
brackets. Even though the left upper brackets in the traditional edgewise case was too mesially positioned, the alignment
between two centrals remained acceptable. The lower case used self-ligating brackets. Even though the brackets were
positioned almost in the center, a small gap was still created in the incisors due to thicker self-ligating brackets.

N

4
i

" s :
' b X -

3 ms. Upper: 12x16 NiTi, Low: .014 NiTi 5 ms. 16x16 NiTi 9 ms. 17x22 NiTi Patient: D.C. 8 ms. 16x22 NiTi

Fig. 7: Case DC on p. 14 and 15 of the T1 brochure.
The upper central incisors are not aligned until the 9™ month. (Photos from T1 brochure')

il

3 ms. 16x16 NiTi 5 ms. .016 Working Wire ) 9 ms. 17x22 NiTi

‘Patient: AK. 6 ms. 16x22 NiTi

Fig. 8: Case AK on p. 22 and 23 of the T1 brochure.
The upper central incisors are not aligned until the 9™ month. (Photos from T1 brochure')



Fig. 9: Using round wires to retract Class II extraction case.
Dr. TenBrook used Begg 3 concepts and techniques modified
by Liu* to treat Class II deep bite extraction case.

treatment. Instead, he delays it until the finishing stage. He

emphasizes he can catch up 2" molar easier in a 18x25 slot.

If the 2" molars are in very good position, of course
one is in no need to bond it in the beginning. However, in
most cases they are in ideal positions. Hence early bonding

of 27 molars will save a lot of clinical time.

5. Rotating cap causes less calculus deposit?

Dr. TenBrook claims that rotating cap catches less
calculus. So T1 is much better in maintaining oral hygiene
when compared with Damon’s sliding cap. I think Damon’s
sliding cap, indeed, in some rare situations, is difficult to
open due to calculus deposition. However, the rotation
movement is rather cumbersome. Calculus depositions
happen when there are long intervals between-visits. Such
problem is more related to oral hygiene than the closing and
opening mechanics. This theory of rotating cap for

preventing calculus deposition is not convincing.
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Clinically, it’s much more direct to push close and
wedge open the sliding cap while rotational movement is

more indirect.

The width of rotational cap movement is much wider
than the width of the bracket itself. It means in a severe
crowding with very narrow inter-bracket distance, it is
possible to engage the vertical direction cap in Damon
system, it’ll be very difficult to close the rotational cap in the
T1.

6. Questionable MEAW effect?

Overall, Dr. TenBrook showed beautifully that his
system could manage difficult severe crowding cases as well
as the Damon system. However,due its smaller lumen (.018
x .025) made me doubt it’s MEAW? effect on CIII treatment.
He just showed two CIII cases which, in my view, were just
CI cases. All the cases he showed were mostly easy to treat,
compared to common Taiwanese cases. [ emphasized
Damon’s cases are most rich in its volume and quality of

documentation in the self-ligating bracket field. T1 needs to

provide more evidence in the treatment of difficult cases.
(C) Conclusion

1.  TenBrook T1 bracket can solve severe crowding as

efficiently as Damon brackets do.

2. There is only one prescription bracket in TenBrook T1

system.  Working on round wire, combined with
limited torque options, leads to questions about
retraction with bimaxillary protrusion extraction or
Class III extraction cases. If these cases could be

treated with T1’s round wire remains highly
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questionable. Further evidence needs to be provided
by Dr. TenBrook.

Damon system the large lumen of the .022 slot, even
when using 19x25 wires, still allows plenty of play.
Such feature enables the Damon system to have an
amazing MEAW? effect (Fig 12), especially in Class
III treatment. The author suspects that TenBrook’s .
018 slot system, due to smaller lumen, will not allow
as much play as in the Damon’s .022 system. Dr.
TenBrook needs to demonstrate this MEAW? effect
with difficult Class III cases treated with T1 to

convince users (Fig 13).

i
= Severe Crowding 013 30
™ Severe Crowding 014 50
\ ™ Moderate Crowding 012 x .016 55-70
. Mild Crowding 014 ¥ 016 75-90
(;j = Alignment .016 X .016 100
Alignment 018 x 018 140

G) 0.18 Working Force
y Treatment Bracket Slot (gms)
m ™ Space Closure, Bite 016 75-100
Opening, Overjet
O Reduction
= Space Closure, Bite 018 75-100
"— L, Opening, Overjet
m S R Reduction
> s

NN RN NN

2t06

Damon has demonstrated beautifully that arch
expansion, is possible, without RPE, using only the
Damon system. Dr. TenBrook still strongly believes in
using rigid heavy forces to create rapid palatal
expansion. Maybe in Dr. TenBrook’s T1 system, there
is not enough play in the .018 slot, so in most cases
upper arch expansion is not as significant as the
Damon cases. So in cases in need of arch expansion,

Dr. TenBrook still frequently count on RPE (Fig 11).

Premium Thermal 61.41.110.00013 61.41.210.00013
Premium Thermal 61.41.110.00014 61.41.210.00014
Premium Thermal 61.41.110.01216 61.41.210.01216
Premium Thermal 614111001416 61.41.21001416
Premium Thermal 61.41.110.01616 61.41.210.01616
Premium Thermal 61.41.110.01818 61.41.21001818

Light rectangular wires; allowing for unique directional forces, optimizing fast and efficient tooth alignment with minimal friction,

Treatment
Time TenBrook Shape TenBrook Shape
(months) Archwire Upper Lower
2t06  Premium Working 61.41.140.00016  61.41.240.00016

Premium Working 61.41.140.18000 61.41.240.18000

Tensile stiff round wire: \

Working Phase

TenBrook Technique Archwire Sequencﬂ

Treatment Bracket Slot

Second Molars, Detailing 016 X 022

Stage

™ Detailing, Finishing .016 % .022

Finishing 016 x 022

Second Molars, Detailing 017 X .022

= = Detailing, Finishing 017 X 022
o] == Finishing 017 % 022

Finishing Phase

0.18 Working Force
(gms)

w N

Treatment
Time
(months)

TenBrook Shape TenBrook Shape
Upper Lower

Archwire

61.41.120.01622 61.41.220.01622
61.41.110.16220 61.41.210.16220
61.41.130.01622 61.41.230.01622
61.41.220.01722
61.41.210.17220
61.41.230.01722

Ultra-Soft Thermal
Premium Thermal

Premium Elastic

Ultra-Soft Thermal 61.41.120.01722
61.41.110.17220

61.41.130.01722

Premium Thermal

Premium Elastic

Fig. 10: TenBrook Technique Archwire Sequence.

TenBrook emphasize using round wire on the working phase.
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‘ - i » g v . k - J
Tenbrook case , upper arch not as broad as Damon case’s pper arch

Damon case without RPE , broader upper arch
Fig. 11: No need to use RPE in Damon system.

In Damon’s case treated within Damon system, no RPE needed, the upper arch expanded beautifully to a much broader arch
form with computer tomogram proved after expansion still have enough healthy buccal bone. In TenBrook’s case, after
treatment, the upper arch is still not broad enough. This maybe due to in the .018 slot. There is not much room for archwire
play, so less RPE effect. (Photos from Damon workbook * and T1 brochure')

“Play” in the system

Damon feels that “if the
mechanical system is not
bound up by archwire ties or
active self-ligation, the slight
play in the mechanical
system allows teeth to
“settle into occlusion” as
they align and level.

Fig. 13: A Class III case treated with Damon system, the
Class III was corrected by using straight wire and Class II1
elastics. It’s the typical MEAW? effect of the Damon
system.

Fig. 12: Even in .019 x .025 rectangular wire in
the .022 slot Damon brackets, there is still plenty
of play between archwire and the large lumen
slot. This is the main reason that in Damon
system there is MEAW? effect. Severe Class III
can be corrected without using the multiloop wire.

— Special thanks to =

1. Tzu-Han Huang’s English editing.
2.Sabrina Hwang and Coiln Matheson’s information about the bracket design.
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Invisalign:

A Potential Alternative for the Future of Orthodontics!?

—
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Dr. How Kim Chuan

Introduction

I first came across Invisalign about 7 years ago when it was first
promoted in Singapore. I was impressed but skeptical about it because
of the immense limitations of case selection and high cost of treatment
with mismatch of expectation between high fees and less than ideal

treatment outcome.

Many years has gone by and I was increasingly requested by
patients to provide Invisalign as an alternative to conventional bracket
treatment; the relatively poor aesthetic, high friction and unpredictable
bond strength of the ceramic bracket have prompted me to venture into
lingual orthodontics. However, lingual braces is hardily any
consolation, while it may solve the aesthetic problem by moving the
ugly metal brackets into the lingual surface, it has also created a
completely new arrays of problems necessitating complex wire bending

skills and high adaptation and tolerance from the patients.

This has prompted me to revisit the possibility of Invisalign.

Problems with Invisalign

Extraction cases

The problem with Invisalign treatment is that it is usually not
recommended for extraction cases. This is because of the difficulty in
achieving a good root control and thus translational bodily movement.
However, many bold orthodontists had defied the odds and tried
extraction cases with successful outcomes and this has open up a new
horizon with expanded possibilities in what Invisalign could offer

originally.

With recent improvements in the design of the attachments
system and the best treatment protocol, this problem has been
minimized to a very large extend because these new attachments focus
on root based movement rather than the conventional crown based
movements.  Root movement is essential to translational bodily

movement, expression of torque as well as tip, which are critical for



better aesthetic and stability of orthodontic

treatment.

As we gain more understanding of how
the root move under Invisalign system, more
and more extraction cases have been treated

with reasonable results.

Poor Rotational control

Rotational control which is also known
as the first order movement, surprisingly is
This is

probably due to inadequate space resulting in

difficult to achieve with the aligners.

poor fitting of the aligners as well as poor
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Dr. How Kim Chuan

President of the Malaysian Dental Association

Vice President for the Commonwealth Dental Association
Chief Editor of the Asia Pacific Dental Federation

Invisalign® Metal braces

How does it work?

Invisalign

ear rem

straighten y

bra

uses a senes of

vable aligners to

Metal braces use wires and

orackets to prassurs your

teeth into straighter alignment

Nearly invisible

Removable during
treatment

Nao. You cannot rem

ve praces

tl treatmentis

mpletad

Treatment doesn't
involve metal that can

irritate teeth and gums.

No. The metal vares and
brackets used waith braces can

cause mouth imitation

Allows you to brush
and floss normally

. Braces hinder the ability

to reach the entire tooth/ gum

attachment design. This problem, however,

during treatment

v

area when brushing and flossing

has been improved with new attachment
designs, application of coupling force, relief of crowding and
creating spaces before derotation as well as over-correction

treatment.

Creating space prior to derotation is the key to rotational
control. This would also reduce the amount of interproximal
reduction (IPR) performed during the treatment. Invisalign has
often been criticized for incorporating too much IPR in the
treatment. In my opinion, IPR should be discretely used in
disproportional tooth size discrepancy rather than a routine of

orthodontic treatment.

Tipping movement

The second order control of the Invisalign movement is
primarily achieved through vertical rectangular attachment.
This would create a crown tip but the root is still left in situ.
This has resulted in poor finishing and high relapse tendency.
The new Invisalign treatment concept focuses on root base
movement rather than crown base while the new attachment

designs aim to improve this problems.

Root Torque versus crown inclination

The third order which is torque of tooth movement is the
most poorly understood aspect of orthodontics. Clinicians are
often confused of the use of variable torque mechanics concepts
to achieve better aesthetic, better stability and more
physiological position of the root with respect to the crown
movement. Recent studies have also suggested that there is
bone appositional growth following gentle root torque
movement with light force.  Therefore, it is important for
Invisalign to be able to achieve root torque in the same manner
So far the

aligners have not been able to achieve good root torque control

as conventional brackets in 3D control movement.
in the treatment. This could probably be attributed to poor
understanding of the TREAT technician, poor attachment design
as well as fast teeth movement with lesser aligners used. It
Thus

when the aligners sequence is too fast, it produces crowns

must be understood that crown move faster than root.

inclination rather than root movements. Further the root moves
better with the application of force closer to the centre of

rotation of tooth. Invisalign has this advantage as it is possible
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to incorporate dimple onto the buccal or palatal aspects of the

root inducing palatal or buccal root torque as deemed necessary.

Extrusion

Contrary to conventional braces, Invisalign is very poor
in extrusion and uprighting of tooth. This is probably because
the occlusal coverage of the aligner that prevents the extrusion
or vertical eruption of tooth. However, this problem can be
solved by the use of horizontal attachment in combination with

vertical elastic and the aid of orthodontic bone screw (OBS).

Intrusion

The full occlusal coverage with selective light occlusal
pressure from the aligner is probably the reason that Invisalign
is very effective in intruding teeth. This is completely opposite
to conventional braces where extrusion is a natural
consequences of treatment, however, on the contrary, intrusion
would be relatively more difficult. Hence in the conventional
orthodontic bracket system, intrusion of teeth often require the
use of OBS or extra-oral orthodontic traction force to achieve

the desired results.

The authour deliberately choose an intrusion case with
gummy smile to illustrate clinically how the Invisalign system
could be used eloquently to solved a difficult orthodontic
problem faced by the conventional bracket system (refer to the

diagrams of the clinical case).

Why | see Invisalign as the potential
of future orthodontic system?

Arch development versus expansion

The self ligating bracket is popular because of its ability
to apply light continuous forces under a near frictionless
environment. By the same token, Invisalign aligners may have
the same capability in achieving this end because it is truly
frictionless.  Furthermore, the amount of force delivery is

dependent on the force delivery of the aligner, that primarily is

the design and sequencing of the aligners during the treatment
planning by the orthodontist. ~As our understanding of the
biology of tooth movement increases, this would enable us to
apply this principle in developing a new generation of invisible
braces that is independent of conventional metal brackets. The
concomitant incorporation of buccal root torque would effect

bodily movement of teeth.

Anterior root Torque versus
distal tipping of crown

Overjet reduction is often associated with too much of
lingual tipping of upper anterior teeth that results in a disc in
appearance. This is due to inadequate torque in the aligner. The
development of the power ridge at the labial gingival root area
would build in torque in the aligner. However, it is not sure
how this built in torque would be expressed compared to the
conventional bracket system. The beauty of Invisalign system
is that the addition of the torque can be easily incorporated into
each individual tooth without affecting the adjacent tooth. A
more sophisticated development of the Clincheck would be to
enable orthodontists to customize the amount of torque required

for each individual tooth.

Skeletal discrepancy

This is one of the hardest treatments for both
conventional bracket systems as well as the Invisalign system.
The use of headgear, transpalatal arch, lingual arch, orthodontic
bone screw, inter-arch elastic, bite jumper, Herbst as well as
many functional appliances aims to counter this musculo-
skeletal discrepancy has been developed with variable degrees
of success. The common problem with these appliances is that
they are bulky and very much patient dependent compliant
appliance system. The Invisalign system, with its excellent
anchorage control offers a potential solution to this problem.
The ability to incorporate variable and selective anchorage
controls on each individual tooth increases the potential of this

system. In my humble opinion, further incorporation of the



OBS system, would increase the power of this system to treat

this complex neuromuscular skeletal discrepancy effectively.

Increase aesthetic demand for invisible
orthodontic appliance system

The aesthetic demand for dental treatment has expanded
to orthodontic discipline. There is an ever increasing demand
for invisible braces in orthodontics, however, there is no
effective alternative at this moment. Ceramic bracket has been
a big disappointment in terms of both aesthetic and frictional
force. The bond strength of the ceramic bracket is also highly
unpredictable. We used to face the problem of having too much
bond strength with the ceramic bracket in the 1980s and now
we are facing frequent loose bracket problem due to the

weakening of bond strength in the ceramic bracket system.

I see Invisalign as a potential alternative to fill in this
demand because of the superior aesthetic quality, excellent
anchorage control, virtually friction free system, ability to
incorporate variable and selective tip, torque and rotational
control and the ease to work in conjunction with the OBS

system.

Recommendation to further unleash
the potential of Invisalign System

The need to develop a more sophisticated
Clincheck System

At present, the Clincheck system is operated by the
TREAT technician under the instruction of orthodontists. The
software system, though fantastic in allowing both the clinician
to visualize the proposed treatment outcome, is still incomplete
because of the limitation in incorporating precise 1st, 2nd and
3rd order into the aligner. The correlation between the amount
of built in order and the effect on the tooth is still not fully

understood. Therefore there is a need to further develop the
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software to express this effect into the system and hence more

precise tooth movement.

The need to visualize the smile in relation to
face in the Clincheck System

The contemporary orthodontic emphasize on Face Driven
Philosophy. Many treatment decision are based on aesthetic
smile arc creation and achieving facial harmony with the
occlusion of teeth. This would not be possible with the current
Clincheck system as it would allow the clinician to visualize
teeth movement. In the absence of detail information on how
these teeth movement would impact the nose-lip-chin
relationship as well as the overall facial form, it would most
certainly impair the diagnosis and treatment planning of the

Invisalign system.

Therefore we look forward to the development of the new
Clincheck system that would incorporate this important facial

information into the treatment plan.

The need to empower the orthodontist to
manage the Clincheck System

As a way forward to improve the efficacy of the
Invisalign system and to further explore the the potential, there
is a need to empower selective orthodontists into further
research and development of the system.  This includes
development of new attachment, further improvement of best
clinical protocols, systematic and comprehensive staging of
treatment and embarkment of treatment of complex

malocclusion in conjunction with the OBS system.

As Invisalign is a system enabling orthodontists to
commence a treatment with the end in mind and a system to
view the progress of treatment in stages with reasonable
precision. This is certainly a clear advantage which was not
possible in the past and Invisalign should capitalize on this
strength and develop further into a truly system of “ What you

see is what you get”.
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In the past, what makes a good orthodontist is someone
who is able to bend the best wire.  Nowadays, a good
orthodontist is someone who is able to position brackets
accurately, and in future, a good orthodontist would be someone
who is able to plan accurately and precisely with the end in

mind.

The need to develop new materials that would
variable force delivery on different stages of
treatment

Just like in conventional bracket systems when various
archwire materials give a different range of forces with variable
Modulus of Elasticity to deliver different effects. The size of
the archwire change and the choice of archwire materials would
produce different clinical effects. The same goes to aligner
materials. During the alignment stage, softer aligners with a
longer range of action should be used during the alignement
stage. Whereas when it comes to the leveling stage, a more
rigid property with firmer control of vertical relationship is
desired; thus the use of a more rigid aligner material is

desirable.

Similarly when it comes to torquing and tipping of tooth,
a semi rigid material should be used to allow application of
selective point forces onto the tooth surface. This concept of
variable Modulus of Elasticity may well be applicable for the
future of aligner materials where each stage of treatment,

specialized material is used to achieved the optimum results.

The need to have more scientific research to
substantiate the biology of tooth movement
within the physiological limit

Currently there is no evidence to suggest that tooth

movement by Invisalign is not physiological. There have been

many criticism that the tooth movement is only “cartoondontic”

and there is no scientific evidence base to support that.

However, on the other hand, it is a well known
observations from our patients that the Invisalign system is
usually less painful and  better tolerated by the patients

compared to conventional bracket system.

If this observation was true, then we could surmize that
there should be lesser root resorption in the Invisalign System!
However, currently there are very few published studies to
support this observation convincingly. From the evidence based
study perspective, it is desirable to have more scientific

evidences to support this claim.

The need to treat more complicated
malocclusion

The current recommendation from Invisalign is to treat
simple cases and preferably non-extraction cases. However,
given the immense potential of this system, it is absolutely
possible to embark on more complex malocclusion with better
control and arguably shorter treatment time. For Invisalign
System to develop as a potential system for the future of
orthodontics, this is certainly a compelling and mandatory
requirement to be able to treat complex malocclusion with

satisfactory result and excellent control with minimum efforts.

The author has embarked on a few complex
malocclusions and has achieved satisfactory results so far.

More results would be published in the near future.

Conclusion

Considering the strengths and weaknesses of the
Invisalign System, the strength definitely outweights the
weakness, and thus is my humble opinion to submit that the
Invisalign System has immense potential to be the future
orthodontic system. However, more research and development

is needed to achieve this end.
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Clincal Case lllustration of
a Simple Gummy Smile Case

The authour deliberately choose an intrusion case with gummy smile to illustrate clinically how the Invisalign system could be

used eloquently to solved a difficult orthodontic problem faced by the conventional bracket system.

An adult female complained of gummy smile with relatively well aligned teeth requested for treatment to improve her smile.

Fig. 1. Gummy smile with asymmetrical smile, notice the soft tissue lip lifted higher on the right, exposing more gingival on the right on
smiling. Fig. 2. Frontal view, notice the uneven incisor length and asymmetry between the left and right segments. Fig. 3. Upper occlusal.
Notice the slight asymmetry in the archform between the lefib right sides. Fig. 4. Lower occlusal. Note the corresponding asymmetry and
mild imbrication of lower incisors. Fig. 5-6. Notice good buccal interdigitation of the occlusion.

Fig. 7. Pretreatment Lateral Cephalograph showing skeletal I with high angle and increase vertical proportion. Fig. 8. The
orthopanthomograph shows the full compliment of teeth with the exception of upper third molars. Fig. 9. The postero-anterior skull view
shows a mild degree of facial asymmetry between the left and the right.
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BEFORE

Fig. 10-11. (Clincheck  Fig. 12-15. (Clincheck before and after). These figures Fig. 16-19. (Clincheck before and after). The left and

before and after). show the Clincheck on the occlusal aimed at developing right buccal occlusion is maintained.Notice the incisal

Clincheck computer and symmetricizing the archform for the upper and  proclination is corrected by distal tipping rather than
software planning aimed at lower occlusal. proclination due to space gaining lateral arch

intrusion of upper anterior, development.
creating a smile arc and
relieve mild crowding in the
lower anterior.

Fig. 20-22. shows the treatment
progress of intrusion which
causes the change in smile line at
0, 12 weeks and 28 weeks of
treatment.

Fig. 23-25. shows the change in
frontal aesthetic at 0, 12 28
weeks of treatment
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Fig. 26-28. show the change in
occlusal symmetry and archform
development at 0, 12, 28 weeks
of treatment.

Fig. 29-31. show the change in
symmetry and archform
development as well as the
spontaneous alignment of the
lower anterior.

Fig. 32-34. show the left buccal
segment at 0, 12, 28 weeks. Note
there is metal bracket bonded at
28 weeks to improve on the
buccal interdigitation as finishing
procedure.

Fig. 35-27. show the right buccal
segment at 0, 12, 28 weeks. Note
there is mild occlusal opening
due to poor extrusion capability
of the Invisalign system, hence
metal brackets is needed as
finishing procedures to detail the
occlusal fit.




2011 Beethovenw International Damow & OBS Workshop

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 local
transportation, two days of food
and two nights of shared
accommodation(double
occupancy). Airport pick up is
available upon request with
additional charges.

Cost: USD 1,400;

For May session, register
before 3/10 discount $200 off;
before 4/10 discount $100 off

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 one day
of food and one night of shared
accommodation (double
occupancy).

Cost: USD 350

For May session, register
before 3/10 discount $100 off;
before 4/10 discount $ 50 off

Registration:

A 50% deposit is required to
confirm registration. To make a
payment by wire, please email

thhuang@newtonsa.com.tw or
call +886-3-5735676

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 .

Dear Chris:

I must say what | learnt these few days is possibly much more
than what | learn in the past few years. You obviously had surpassed
my expectation.

I learn how one could create a kingdom out of a little town; how
one could manage an efficient patient flow in a shortest possible time
frame with the biggest possible number; | further learn that how one
should delegate the works effectively, empower the staff systematically
and inspire them spontaneously to be contributory to the growth of the
organization

| also reckon that effective
presentation does not depend on
how flowery the language we use
but on how we connect to the | l
audience and engage their | i
attention to our flow of thoughts. Q{,
An effective presentation needs an 3
effective tool to support the need.

Dr. How Kim Chuan, Malaysia (middle)
President of the Malaysian Dental
Association


mailto:thhuang@newtonsa.com.tw
mailto:thhuang@newtonsa.com.tw

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 orthodontic bone screws.

December 07,2010

13:00—14:00 Welcome Lunch
14:00—14:40 Orientation
14:40— 15:00 Introduction of Beet'h('wen and
Anderson Clinic
15:00—18:30 Chair-side observation
December 08,2010
: ) Optimized Orthodontic Treatment I
& e Dr. Chris Chang
10:30—11:00 Break
| . Optimized Orthodontic Treatment 11
HR00= ot Dr. Chris Chang
12:30—13:50 Lunch
14:00—15:00 Model Practice
15:00—18:30 Chair-side observation
December 09, 2010
09:00—10:00 6 Essentials of the new Damon Q
10:00—10:10 Break
10:10—12:30 Damon + Screw  Dr. John Lin

12:30—13:30

Lunch

14:00—15:30
15:30—15:45
15:45—17:00

09:00—10:00
10:00—10:10
10:10—11:30
11:30—13:30

—

Introduction of Keynote:
Organize your patient files for
presentation

Break

Key Presentation Principles I

Key Presentation Principles II
Break

Make it Visual
Lunch

L )‘mﬂ“

5 5.5

positioning gauge
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ABO Case Report
Non-extraction Management of Skeletal Class

lll Malocclusion with Facial Asymmetry

A young adult female, aged 19 years 2 months, came
to our clinic to evaluate a chief complaints of severe
crowding, anterior cross bite and prognathic mandible. The
patient was in good general health. Oral soft tissues,
periodontium, frena, and gingival health were all within
normal limits. Oral hygiene was excellent. Medical and

dental histories were noncontributory.

DIAGNOSIS AND ETIOLOGY

Pretreatment facial photographs (Fig. 1) showed a
concave profile with a retrusive upper lip. Mild facial
asymmetry as noted with chin deviated to the right of
facial midline. The pretreatment intraoral photographs
(Fig. 2) and study models (Fig. 3) revealed a molar
relationship of Class I on the right and Class III on the left.
The lower dental midline was shifted 3 mm to the right of
the facial midline. A lingual cross-bite, extending from the
maxillary right 1st molar to the left lateral incisor, was due
to a narrow and tapered upper arch. A lateral open bite
was noted in the left canine and premolar area. Intra-oral
exam as well as the initial panoramic (Fig. 7) and
cepholametric (Fig. 8) radiographs revealed impactions of

all four third molars.

Cephalometric analysis showed a skeletal Class III
pattern, due to a retrognathic maxilla and a prognathic
mandible that was manifest as a 7-mm anterior cross bite.
The ANB angle was -2°, the SN-MP angle was steep (47°),
and the lower incisors were inclined 75° to mandibular
plane. The cephalometric values are summarized in the
Table 1. The American Board of Orthodontics (ABO)

discrepancy index (DI) was 64, as is documented in the DI

worksheet presented later in this report. Fig 3. Pretreatment study models
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Dr. Sabrina Huang, 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)

TREATMENT OBJECTIVES

The overall objective of treatment was to maintain the
vertical dimension of occlusion (VDO), rounding out the
maxillary arch, and leaving the maxillary incisors in a
more forward position to compensate for the prognathic
mandible.  This approach allowed the achievement of
bilateral Class I molar and canine relationships, with ideal
overjet and overbite. The specific treatment objectives

were:
* Maintain the A-P position of the maxilla.

* Avoid extruding lower molars to maintain the VDO

and correct anterior open bite.
* Protract the maxillary incisors.

* Correct the anterior and lateral lingual X-bite, and

] "";

T ‘& align the midlines

g ‘ * Establish a normal overjet and overbite in a

mutually protected, Class I occlusion.

" ' * Enhance upper lip protrusion to improve facial
Fig 5. Post-treatment intraoral photographs bal
alance.

TREATMENT ALTERNATIVES

The patient’s chief concerns were the crowding of
upper arch and the anterior cross bite. Because of the
retrusive upper lip, narrow upper arch, concave profile,
and mild facial asymmetry, an orthognathic surgical option
was discussed, but the patient and her parents deemed that
to be too aggressive. Thus a nonsurgical camouflage
treatment plan was devised to meet the patient’s needs: 1.
non-extraction, 2. bilateral bone screws in the mandibular
buccal shelfs to prevent flaring of lower anterior segment,
3. Expand the upper arch to correct the posterior lingual

cross-bite, 4. extract the impacted lower 3rd molars, and 5.

remove appliances in preparation for upper and lower fixed

Fig 6. Post-treatment study models

retainers.
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Fig. 7-8. Pretreatment pano and ceph radiographs Fig. 9-10. Post-treatment pano and ceph radiographs

TREATMENT PROGRESS

0.022-in Damon D3® (standard torque) and D3MX®

brackets (Ormco) were used. Both arches were bonded and
aligned with .014 NiTi arch-wires. In 3¢ month of treatment,
the anterior cross-bite was corrected, a .016 x .025” NiTi arch-
wire was placed in the lower arch, and a triangle vertical elastic
(3/16”, 3.5 0z) with slight Class III vector on #11, #21 & #22
was used to close the anterior and lateral open bite. In the 4«
month, a .014x.025 NiTi arch-wire was placed in the upper
arch. In 6™ month of treatment, a .019 x .025 SS arch-wire was
placed in upper arch and Class III elastics (5/16”, 6 oz, Moose)
were started on the left side to correct the midline discrepancy.
One month later, another right side Class II elastic was added to
facilitate midline correction. In the 9™ month of treatment, the
midline discrepancy had been successfully corrected for the
lateral open bite in the left premolar area. For correcting the
lateral open bite, brackets of teeth #22 and #23 were re-bonded
in a more gingival position, and elastics were continued to over-
correct the midline discrepancy. In 19™ month of treatment, the
maxillary incisors were bonded with low torque brackets to de-
torque and correct the mesiodistal angulation according to a
periapical film. For correcting the torque of upper anterior

segment (26 month of treatment), an anterior root torquing Table 1 Cepha analysis
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Fig 11. Superimposed tracings. Superimposition on maxilla and mandible revealed extrusion of anterior teeth and
tip-back of molars. These contributed to correction of anterior cross-bite and Class III relationship.

(ART) spring was placed after a .017 x .025 TiNb arch-wire
was seated. The upper anterior axial inclination was
overcorrected in about 5 months. With the flexible .017 x .025
TiND, it was possible to do some finishing bends as well as de-
torquing of the upper anteriors with Class II elastics. In 31t
month of treatment, appliances were removed and retainers

were delivered.

TREATMENT RESULTS

The overall results were pleasing to both the clinician and
the patient. Facial harmony and upper lip retrusion were
improved (Fig. 4). Posttreatment intraoral photographs (Fig. 5)
and study casts (Fig. 6) show a Class I buccal interdigitation
bilaterally. The maxillary dental midline was aligned with the
facial midline while mandibular midline was still slightly
deviated to right side. Ideal overjet and overbite were achieved.
The posttreatment panoramic radiograph (Fig. 9) documents the
axial alignment of the dentition, and the cephalometric film

(Fig. 10) shows the relative skeletal and dental balance.

Cephalometric analysis and superimpositions (Fig. 11)
showed a slight extrusion of the maxillary and mandibular
anterior teeth and modest opening of the mandibular plane
angle. The upper incisor to the SN angle was maintained at
107°. The lower incisor to the Md plane angle decreased from
79° to 77°. Critical assessment of this case with the ABO cast-

radiograph method resulted in a score of 25, as documented on

the form appearing later in this report. This score is within the
limit of 26 which is deemed acceptable for an ABO case report.

The following deviations from ideal were noted:

* Maxillary right 2" molar and mandibular lateral incisors

exhibit minor mesial-in rotation.

» Marginal ridge discrepancies exist between #13-14,
#30-31, #18-19 and #17-18.

 Mandibular 2" molars exhibit excessive lingual root

torque.

* Inadequate overjet on the maxillary right canine and left

2nd molar.

* Lack of occlusal contacts was noted on the buccal aspect
of left maxillary 2" molar, lingual side of 1t and 2™

premolars bilaterally, and on the right 2" molar.

DISCUSSION

A Class III skeletal malocclusion, with marked negative
overjet, was treated conservatively with a non-surgical
approach. These malocclusions have long been challenging for
orthodontists, particularly when complicated with an open bite
and high mandibular plane angle. The treatment of skeletal
open bite often involves extraction of 1% premolars, 2nd
premolars or even 15t molars, even when crowding is deemed to
be mild'. Differential intermaxillary space closure for sagittal

discrepancies is the approach preferred by many clinicians. It
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has been suggested that if the molars are moved anteriorly
without extrusion, the mandible will show an anterior rotation.
Conversely, extrusion of molars results in posterior mandibular
rotation. Therefore, the most challenging part of non-extraction
treatment for skeletal openbite malocclusions is the control of

molar extrusion to avoid posterior rotation of mandible.

A non-extraction approach for anterior open bite usually
requires extrusion and lingual tipping of both upper and lower
incisors, as well as intrusion of upper and lower molars. Multi-
loop Edgewise Arch Wire (MEAW) technique can effectively
treat high-angle adult patients by extruding incisors and
intruding molars?. Another effective method to correct anterior
open bite is the skeletal anchorage system invented by Dr.
Sugawara’. Since our patient had a retrusive upper lip and the
parents don’t like invasive treatment with skeletal anchorage,
we decided to do treatment without extraction in combination
with muscle training technique, introduced by Dr. Kondo*.
Class III open bite patients usually have low tongue posture and
a mouth breathing habit which is reflected by a narrow upper
arch as well as anterior open bite. Successful correction of
anterior open bite with the achievement of good facial balance

involves: 1. myofunctional training to elevate the tongue, 2.

Fig. 12. Day 1, Full mouth bonding.
Use Damon 3 on upper arch and Damon 3MX on lower with
standard torque.

lip posture training to assist establishment of more ideal axial
inclination of the incisors, and 3. Class III elastics to tip-back
back the lower molars. With conventional appliances, molar
tip-back can be attained by MEAW technique with inter-arch
elastics. Wire bending, including multiple L-loops and tip-back
bends in MEAW technique, can deliver light force with
relatively a low load-deflection rate. These wire bends can
improve the effects of elastics. But there are some
disadvantages of the wire bends such as technically difficulty,
excessive chair time, and the loops interfere with the patient’s
oral hygiene. Conversely, it is possible to generate a similar
force system with the low friction passive self-ligation system

without the complicated wire bending.

For the present patient, delayed application of inter-arch
elastics’, and no posterior bite turbos to open the bite, resulted
in a prolonged treatment time (31 months). In the 2" month of
treatment, the left maxillary lateral incisor, which was not
locked in by the occlusion of the lower anterior teeth, has been
aligned (Figs.12 and 13) but the locked in right side is still
palatally positioned. After 6 months of leveling and alignment,
without utilization of early elastics, the lower dental midline

was deviated 6 mm to the right of the facial midline (Fig. 14).

Fig. 13. 2 month in progress.
Note #7 still in cross-bite position because we didn t unlock bite
with bite turbos.



A Class III elastics (5/16”, 6 oz, Moose) was used on the left
side to correct the midline discrepancy. Thanks to the
cooperation of the patient (24 hours wearing elastics), the
midline was effectively corrected in 3 months (Fig.15a, 15b).
In 26" month of treatment, the maxillary incisors are too
proclined (Fig. 16) because of the application of Class III
elastics. An anterior root torquing (ART) spring and Class II
elastics were used to de-torque the upper incisors. In 31" month
of treatment, all appliances were removed. Retention was with
a clear retainer on the upper arch and a fixed retainer for the

lower anterior segment.

When evaluating our final results with ABO grading
system, the principal problems were marginal ridge
discrepancies and lingual occlusal contacts (see scoring form
below). Marginal ridge discrepancies (Fig. 17) between lower
Istand 2" molars were primarily due to application of Class III
elastics. Side effects of using Class III elastics include lingual
tipping of lower incisors, labial tipping of upper incisors,
extrusion of upper molars, and tip-back of lower molars.
Flaring of the upper incisors were corrected later by ART, and
the extrusion of upper molars were controlled by squeezing

exercises (myofunctional therapy)®. The patient was instructed

ABO CASE REPORT NTO 20

to place fingers over the posterior fibers of the Temporalis
muscle to feel the muscle contraction with maximum
intercuspation. The exercise is repeated 50 times as a cycle, and
6 cycles day are prescribed to avoid molar extrusion. Since the
lower 3" molars were not extracted, the tip-back effect on the
lower 2" molars could not be resolved even though the teeth
were rebonded twice. Lack of occlusal contacts on lingual
aspects of premolars and 1% molars (Fig. 18) were primarily due
to the sharp buccal cusps of those teeth. Treatment of the open
bite from right maxillary canine to left 1% premolar aligned

unworn teeth in an arch of worn ones, even though the patient

Fig 15a. 9" month in progress.
Facial asymmetry seemed to be solved as well as dental midline by
menas of inter-arch elastics.

Fig 14. 6" month in progress.
Wires changed to 19x25 SS on upper and 16x25 NiTi on lower. Use
anterior diagonal and Class 111 elastics (5/16”, 6 oz, Moose) on
left side to correct 6 mm midline discrepancy.

Fig 15b.9" month in progress.
Midline discrepancy has been successfully corrected by elastics.
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was 19 years old. Therefore, it was necessary to perform enamel
re-contouring>® to achieve good occlusal contacts. This is a
common problem for adult malocclusions, particularly if there

are teeth in crossbite.

In conclusion, this case presentation demonstrates that
severe skeletal Class III open bites can be corrected with
relatively simple mechanics. Long-term stability of open bite,
non-extraction treatment is still debated. Extraction treatment
for open bite malocclusion seems to have greater stability of the
overbite than open bites that are corrected by non-extraction
treatment’. Although extraction treatment demonstrates a
statistically greater stability of the overbite, there is no
statistically significant difference in relapse of the open bite

between extraction and non-extraction treatment. After 1-year-

follow up (Fig. 19), the overbite was maintained relatively well,
but there was some relapse in the left canine and premolar area
which appeared to be due to the patient’s lateral tongue posture

habit. Close follow up is indicated to maintain tongue training

to help prevent further relapse.

Fig 16. 26" month in progress.
Anterior root torquing spring (ART) is used to correct proclined
upper incisors.

Fig 17. Marginal ridge discrepancies.
Marginal ridge discrepancies were noted particularly on lower molar areas because of tip-back effects of Class 11l elastics and not re-
contouring the unworn cusps.
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Fig 18. Lack of occlusal contacts on lingual aspects. Fig 19. I-year follow up.
Lack of occlusal contacts on lingual aspects of premolars The overbite was maintained relatively well, but there was
and 1¥ molars were primarily due to the sharp buccal cusps of some relapse in the left canine and premolar area.

those teeth.
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DISCREPANCY INDEX WORKSHEET
CASE # PATIENT
TOTAL D.I. SCORE 64

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 =

OVERBITE

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

ANTERIOR OPEN BITE

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

Total =

LATERAL OPEN BITE

2 pts. per mm. per tooth

Total =

CROWDING (only one arch)

1 -3 mm. = 1 pt.
3.1 -5 mm. = 2 pts.
5.1 =7 mm. = 4 pts.
> 7 mm. = 7 pts.
OCCLUSION

Class I to end on = 0 pts.

End on Class II or 111
Full Class II or III
Beyond Class II or III

2 pts. per side pts.
4 pts. per side pts.
1 pt. per mm. pts.

additional

(4]

Total =

EXAM YEAR
ABO ID#

LINGUAL POSTERIOR X-BITE

1 pt. per tooth Total =

BUCCAL POSTERIOR X-BITE

]

2 pts. per tooth Total =

CEPHALOMETRICS  (See Instructions)

= 4pts.

ANB > 6° or < -2°

Each degree <-2° x1pt. =
Each degree > 6° x1pt. =
SN-MP
> 38° = 2pts.
Each degree > 38° 9 X 2 pts. = 1 8
< 26° = 1pt
Each degree < 26° x1pt =
1 to MP > 99° = 1pt
Each degree > 99° x1pt. =

Total =

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. =
Midline discrepancy (>3mm) @2 pts.= 2
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. = 3
Skeletal asymmetry (nonsurgical tx) @ 3 pts. =
Addl. treatment complexities x 2 pts. =

Identify:

:

Total
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Occlusal Contacts

Exam Year
ABO ID#

Examiners will verify measurements in each parameter. ‘ :, U 'l, f" “ J
ABO Cast-Radiograph Evaluation (rev. f )’ Yalal Y aVal: *
Case # | | Patient | {:\( }{ \‘{ } \r -

Total Score: @ N N { | } \\
4 /‘ ' U I.J f \ \‘ "-‘ \ \

Buccal Surface

\’uz | y l}l_ﬁi
L

Lingual Surface

Alignment/Rotations

Marginal Ridges Occlusal Relationships

NES o
B0 & A SR TTV R T

Interprommal Contacts

Buccolingual Inclination

e ARAA AR
RYAY f&#ﬁm )

2\“3% W x“wll H
YA

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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ABOQO Case Report
Early Intervention for Multiple Impacted Teeth:

More Comprehensive Clinical Assessment with the iSAS Method

HISTORY AND ETIOLOGY

A 9 year 5 month girl presented with her parents for an
orthodontics consultation (Figure 1). There was no contributory
medical history, but she had a dental history of extensive
restorative and space saving treatment of the deciduous molars in
the mandibular arch. The chief complaint was multiple unerupted
and malaligned teeth (Figures 2). The patient and her parents had
consulted several orthodontists previously. They were well aware
of the complexity of the malocclusion and sought a

comprehensive solution for the severe malocclusion.

Two residual roots of the upper primary canines and both
lower primary molars were retained (Figure 2). Following the loss
of the mandibular primary teeth, casts were obtained (Figure 3).
The initial clinical examination revealed a bilateral Class II molar

relationship with inadequate space in both arches (Figures 2 and

3). The treatment plan proposed resulted in a near ideal
resolution of the malocclusion (Figures 4-6). The clinical
details of this successful result will be documented later in this

report.

The pretreatment cephalometric and panoramic radiographs
(Figure 7) revealed an impacted central incisor and two impacted
premolars in the maxillary arch. The lower 2~ premolar has
insufficient space for eruption on the right side, despite the
previous use of a space maintainer (Figures 2 and 7). Although the
treatment plan was to achieve an ideal alignment of the entire
dentition (Figure 8), the relationship of the impacted teeth to the
adjacent teeth and the alveolar process was not clear. The patient
was referred for a pretreatment cone-beam computed tomography
(CBCT) radiograph (Figure 9). The CBCT images revealed that
the upper right 2" and left 1 premolar were both palatally
impacted. The long axis of the upper right central incisor was
about 110° to the left central incisor. Figure 10 is cephalometric

documentation of the treatment rendered.

DIAGNOSIS

Skeletal :

Fig. 3. Pretreatment study models
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Dr. Yu Lin Hsu, Lecturer, Beethoven Orthodontic Course (right)
Dr. Chris HN Chang, Director, Beethoven Orthodontic Center (middle)

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

o Skeletal Class I with SNA 89°, SNB 87°, and ANB 2°
(Figure 7 and Table).

* Normal mandibular plane angle (SN-MP 28°, FMA
20°).

Dental :

» Class II molar relationship on the left side.

» The overbite and overjet were both 1 mm.

¢« Mx R 2™ and Mx L 1% premolars were palatally

impacted, Mx R central incisor was a labial
. . impaction.

Fig. 4. Posttreatment facial photographs
* Both maxillary primary canines were retained.

* There were no signs or symptoms of TMJ
dysfunction.
* The ABO Discrepancy Index (DI) was 14 as shown in

the subsequent worksheet.

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
Macxillary Dentition
A - P : Maintain
Vertical : Maintain.
Inter-molar Width : Maintain

Mandibular Dentition
A - P : Maintain

Vertical : Maintain

Inter-molar / Inter-canine Width: Maintain.

Fig. 6. Posttreatment study models

Facial Esthetics : Maintain.
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Fig. 7. Pretreatment pano and ceph radiographs show Fig. 8. Posttreatment pano and ceph radiographs show
multiple impacted teeth and retained primary canines. a balancing lip profile.

Table 1. Cephalometric summary

Fig. 9. 3D images show that #15,24 were palatally impacted,
and #11 was labially impacted.
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Fig. 10. Superimposed tracings show a sight extrude and protraction of the mandibular molars.

TREATMENT PLAN

A non-extraction treatment, with a full fixed
orthodontics appliance, was indicated to correct crowding,
level the curve of Spee, and coordinate the arches. At the
initial stage of treatment, space was opened for all the
impacted teeth. The surgical plan included palatal exposure
of impacted maxillary premolars, and an apically positioned

flap to expose the impacted maxillary central incisor.

Elastics were needed to achieve a good interdigitation in the
detailing stage. For retention, upper & lower 3-3 fixed
retainers were supplemented with an upper clear overlay

retainer.

APPLIANCES AND TREATMENT PROGRESS
0.022” Damon D3MXe brackets (Ormco Corporation)

were used. Upper 2-2 low torque brackets (central incisor :

7°; lateral incisor : 3°) were used to prevent flaring of

Fig. 11. Open coil springs were placed over the sites of

impactions to create proper spaces.

Fig. 12. Localized enamel hypoplasia was noted on the distal-
buccal surface of right 2" premolar. The texture was smooth.
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incisors. Open coil springs were used to
open spaces for the impacted teeth
(Figure 11). The wire sequence was as
follows: 0.014” CuNiTi, 0.014X25”
CuNiTi, 0.017X25” TMA.

In the 7™ month of treatment, the
impacted right maxillary 2™ premolar
erupted spontaneously with a yellow-
brown spot on its buccal surface (Figure
12). In the 10" month of treatment, the
right maxillary central incisor was
exposed with a modified apically
positioned flap. The procedure involved
two vertical incisions and one horizontal
incision on the alveolar ridge. A full
thickness flap was reflected to expose the
central incisor. A lingual button, attached
to a power chain, was bonded on the
labial surface of the incisor, and it was
tied to the main arch wire. The flap was
positioned at the CEJ level of the adjacent
teeth and sutured with silk. An open
window for exposure of the left maxillary
1%t premolar was performed in the same
visit.

The surgical exposure and initial
orthodontic alignment of the impacted
maxillary central incisor is documented in
Figure 13. After 2 months of traction
(12" month of treatment), the impacted
incisor was exposed in the oral cavity
(Figure 13). In the 15" month, all the
maxillary teeth were engaged with the
0.014” CuNiTi archwire, except the left
I8t premolar. In the 19t month, the left

15t premolar was engaged with the 0.014
CuNiTi wire (Figure 14). At the 21

Fig. 13. Intra-oral photos documented the first day of surgery, 3 days later
and 1, 2, 5 month later since traction began.



ABO CASE REPORT  NTO 20

Fig. 14. Intra-oral photos showed the progress of maxillary alignment.

month of treatment the main archwire was changed to
0.014X25” CuNiTi, and the alignment of both arches was
achieved. A panoramic radiograph was taken to evaluate root
angulation of the teeth and reposition the brackets. The wire
sequence was as follows: 0.014X25” CuNiTi, and 0.017X25”

Fig. 15. In the 24" month, vertical elastics (3.5 oz, 1/4 inch)
were used for final detailing.

TMA. In the 24" month, a minor odontoplasy procedure on
the cusp tip of the bilateral maxillary canines and occlusal
adjustment on maxillary premolars were performed using a
green stone. U3 to L34 triangular elastics (3.5 0z) were also
applied bilaterally (Figure 15). Appliances were
subsequently removed and retainers were delivered after 30
months of active treatment. Figure 16 documents the
orthodontics alignment with a comparison of panoramic

radiographs, exposed at the 13™ and 24™ month of treatment.

RESULTS ACHIEVED

Maxilla :
A - P: Maintained
Vertical : Maintained.
Transverse : Maintained.
Mandible :

A -P: Posterior 2-3 mm.
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Tongue posture, lip competence and bite-squeeze (clenching)
exercises were also recommended after treatment. In addition,

the extraction of bilateral impacted 3" molars were suggested.

FINAL EVALUATION OF TREATMENT

Superimposed cephalometric tracings revealed an

unusual skeletal response (Figure 10). The mandible grew

several millimeters in length, but was more distally positioned
in the sagittal plane after treatment. This pattern suggests that
the patient had a centric relation to centric occlusion
discrepancy initially (“Sunday bite”). This additional
complication, which was not evident at the initial

examination, resulted in a posterior rotation of the mandible.

This problem does not appear to be related to orthodontics

Fig. 16. Comparison between radiographs in 13" mechanics, but did require labial tipping of the mandibular

and 24" month. incisors to correct the overjet.

The ABO Cast-Radiograph Evaluation was scored at 28

Vertical : Increased 1-2 mm. points, indicating a finished occlusion that is marginal for an

Transverse : Maintained. ABO case presentation. The goal for an ABO case is <26
Maxillary Dentition : points. The major discrepancies were alignment and marginal

A - P : Molars retracted ~1 mm. ridge discrepancies on the second molars, which were newly

Vertical : Maintained. erupted and not bonded.

Inter-molar Width : Maintained. For the present patient, the impacted teeth were corrected
Mandibular Dentition : in a direct manner. CBCT imaging provided important

A - P: Incisors anterior 1-2 mm. diagnostic information to design appropriate surgical

Vertical : Molars and incisors extruded ~2 mm. approaches (Figures 9, 17). The treatment timing may have

Inter-canine Width : Maintained. been a little early because of the unerupted second molars.

) Considering the ever increasing complexity of clinical cases,
Inter-molar Width : Increased 3 mm. . . .
early intervention might

Facial Esthetics : More convex profile due to nasal be a better choice than

growth and posterior rotation of the mandible. delayed treatment for this

type of cases. In general,

RETENTION
the treatment results were
An upper clear overlay retainer was delivered. The deemed to be very good,
patient was instructed to wear it full time for the first 6 for such a complex
months and nights only thereafter. The upper and lower fixed malocclusion.

3-3 retainer were bonded (Figures 4, 5, 6 and 10). The patient

was instructed on home care and maintenance of the retainers. Fig. 17. CBCT.
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the impacted central incisor faced the labial side of alveolar
ridge. This orientation presents a high risk of root
dilaceration of the incisor.>? Dilaceration of a maxillary

/\/' incisor root has long been a challenge to clinicians.*?
Dilacerated root Treatment options for a dilacerated incisor are either

P extraction or surgery combined with orthodontic traction. As
Cortical bone

the CBCT image shows, the root development of the ectopic

incisor is only one-third completed. Hopefully, early

orthodontic retraction prevent root dilaceration. In this case
the anomalous dental development was a key factor in

initiating early treatment.® (Figure 18, 19)

The surgical method affects the outcome of soft tissue
for labial impactions significantly. There are three techniques
for treating the labial ectopic incisor: excisional uncovering,
closed eruption, and apically positioned flap (APF).
According to criteria to determine the appropriate method, a
closed eruption technique and APF are possible choices in
Tooth Eruption: this case.” The APF usually results in a deepened vestibule

1 /2 - 2/3 of the root has developed and increased keratinized gingiva, but there may be a soft
tissue scar. The closed eruption technique often results in a

shallow vestibule, preserved keratinized gingiva, and good

Fig. 18. Treatment timing for upper impacted incisor. soft tissue esthetics. In this case the APF is used because that

DISCUSSION Treatment Timing

The time at which orthodontic treatment Early Tx. After eruption of 7s

should be started remains a matter of conjecture.

™ Avoid #1 |
dilaceration
& | Complexity S5

?ncomplete root
ormation)

Anomalies of dental development and functional

problems tend to be addressed in the mixed

dentition, while definitive treatment tends to be
@ | Root

delayed until the late mixed dentition to resorption of
maximize growth potential, optimize patient igf:hem

compliance, and allow for eruption of second o | Tx. time

molars during active treatment. Delayed eruption

of a maxillary incisor often results in mid-line 5 2
Y Should we treat this case as early as possible or after

eruption of 2" molars ? i
e ———

shift and an irregular alveolar ridge height.! The

images of CBCT show that the palatal surface of

Fig. 19. Treatment timing consideration in this case.
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Fig. 20. Pink esthetic comparison between pre-tx and post-tx photos.

the patient already has shallow vestibule and narrow
keratinized gingival band. The position of incisor crown was
above the mucogingival junction. The surgeon placed the
flap apically and covered the crown instead of the CEJ level,
due to the relation between the vestibule and the crown
position. This modified APF procedure resulted in a good
outcome both functionally and esthetically. ( Figures 20, 22 )

Enamel hypoplasia (EH) is a tooth enamel defect that
results in a tooth or teeth having less than the normal amount
of enamel® ( Figure 21 ). When the impacted right maxillary
2m premolar erupted, a yellow-brown spot was noted on its
distal-buccal surface. This anomaly of enamel structure is
usually localized, which results in small dents, grooves or
pits on the outer surface of the affected tooth. This anomaly
makes the tooth’s surface very rough, and the defects are

often highly visible because they are brown or yellow in

¢

: \
{ \\

X -

Fig. 21. Enamel hypoplasia over #15 was noted.

color. In extreme
cases, the tooth
enamel is missing
entirely, causing the
affected tooth to be
malformed or
abnormally small.
Fortunately, EH can
usually be managed
by restoring the
missing enamel.
The patient must
adhere to proper oral hygiene methods, receive regular
fluoride treatments, and avoid foods containing an excessive
amount of sugar.’ If the EH is very mild, the dentist may fill
in the pits or dents with a clear sealant. Another common

treatment for this dental condition involves bonding a tooth-

Modified Apically Positioned Flap

Scar Formation ’
. Increased KG

Shallow
Vestibule

! Close Eruption ! Which One is Better? APF

Shallow Vestibule "

Deep Vestibule

Preserve KG Increase KG

Lesser W'd

Large W'd

Fig. 22. Pros and cons in modified apically positioned flap.



colored material to the tooth in order to protect it from
further wear. If the enamel has such an irregular surface, that
it is impossible to bond to it, the dentist may choose to place
a permanent cast or stainless steel crown on the affected
tooth. In this case, the inform consent to parents is

important.?

Ectopic eruption and impactions are challenging
problems in orthodontics.!® Although the DI score has
proven to be an effective indicator of treatment
complexity (severity) for most patient, it
underestimates the difficulty for such impactions. A
revision of the DI more appropriately weight the
difficult osseous impactions is indicated. An
impaction Specific Assessment System (iSAS) to
supplement the ABO DI is helpful when recognizing
case difficulties.!! For the subject of this case report,
the iDI score was 29 points. When added to the ABO
DI score of 14 points, the total DI score was 43
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. For the present case report, the iCRE
score was 7 points and the total CRE was 35 points (the
original CRE score 28 + iCRE score 7). A revision of the
CRE more strictly evaluate the soft tissue condition after
impacted tooth surgery is indicated. The formerly qualified
score of 26 in the CRE may be broadening for the tolerance

of the pink esthetic result.
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DISCREPANCY INDEX WORKSHEET EXAM YEAR

CASE # PATIENT ID#

TOTAL D.I. SCORE ﬂ L+ 9 — 43

OVERJET LINGUAL POSTERIOR X-BITE

0 mm. (edge-to-edge) = 1 pt.

1—3 mm. - 0 pts. 1 pt. per tooth Total = 0
3.1 -5 mm. = 2 pts.

5.1-7mm. = 3 pts. BUCCAL POSTERIOR X-BITE

7.1 — 9 mm. = 4 pts.

> 9 mm. B > pts. 2 pts. per tooth Total = 0

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

Total = 1
ANB > 6° or < -2° = 4pts.
VERBITE
Each degree <-2° x1pt =
0—-3 mm. = 0 pts.
3.1-5mm. = 2 pts. Each degree > 6° x1pt. =
5.1 =7 mm. = 3 pts.
Impinging (100%) = 5 pts. SN-MP
> 38° = 2 pts.
Total B 0 Each degree > 38° X 2 pts. =
< 26° = 1pt
ANTERIOR OPEN BITE Each degree < 26° x 1pt. =
0 mm. (edge-to-edge), 1 pt. per tooth
then 1 pt. per additional full mm. per tooth 1 to MP > 99° = Ipt
Each degree > 99° x1pt =
Total = 0
LATERAL OPEN BITE Total =L 0
2 pts. per mm. per tooth OTHER  (See Instructions)
Supernumerary teeth x 1pt. =
Total = 0 Ankylosis of perm. teeth x 2 pts. =
Anomalous morphology X 2 pts. =
CROWDING (only one arch) Impaction (except 3™ molars) 3 x2pts.= 6
B Midline discrepancy (>3mm) @ 2 pts. =
; I 3 rsnm B é pt. Missing teeth (except 3'4 molars) x 1 pts. =
5' 1 N . mm. B 4 pts. Missing teeth, congenital X 2 pts. =
>'7 — / mm. B 7 P:S- 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 - 7 Skeletal asymmetry (nonsurgical tx) 5 D @ 3 pts. :: !S ’
Addl. treatment complexities I X 2 pts. =
OCCLUSION Identify:
Class I to end on = 0 pts.
EndonClassITor III = 2 pts. perside ___ pts. Total -
Full Class II or I1I = 4 pts. per side pts
Beyond Class [T or I[II = 1 pt. per mm. pts.

additional

Total = E
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iDI impaction Discrepancy Index Total score = 29

1. Anqulation of the impaction to the midline in degree

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

Total = 4

2. Vertical distance from the occlusal plane

Grade 1 : Below the level of the CEJ 1 pt.

Grade 2 : Above the CEJ, but less than halfway up the root = 2 pts.
Grade 3 : More than halfway up the root, but less than the full root length = 3 pts.
Grade 4 : Above the full length of the root = 4 pts.
Total =

3. Mesiodistal position of the impaction tip

Grade 1 : No horizontal overlap = 1pt.

Grade 2 : Less than half the root width = 2 pts.
Grade 3 : More than half, but less than the whole rot width = 3 pts.
Grade 4 : Complete overlap of root width or more = 4 pts.

Total = 8
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iD| impaction Discrepancy Index

4. Anterior-posterior position of the impaction root apex

Grade 1 : Above the region of the ideal position = 1 pt.
Grade 2 : Above the neighbouring teeth region = 2 pts.
Grade 3 : Above the next next teeth region = 3 pts.

Total = 4

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 = 1 pt.
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 = 0 Total = 4




Exam Year
ABO ID#

Examiners will verify measurements in each parameter.

ABO Cast-Radiograph Evaluation (rev.6-1-08)
Case# | | Patient | |
Total Score: E28}|—7=35

Alignment/Rotations
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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.



NTO 20 ABO CASE REPORT

iICRE impaction Cast-Radiograph Evaluation

Total Score: = 7

1. Gingival esthetic score

2. Root resorption of the recovered and adjacent teeth

Total = 4

1. Mesial Papilla

0 2
2. Distal Papilla 01 2
3. Curvature of Gingival Margin 01 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 0(1) 2
3. Curvature of Gingival Margin 0 @ 2
4. Level of Gingival Margin 0)1 2
5. Root Convexity ( Torque ) 0)1 2
6. Scar Formation 0 1 G
7. Keratinized Gingival Exists 0 { 2

Total = 3

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

Apical root resorption more than one third
original root length

Normal apical contour

Apical irregularity, same length as
pretreatment

v @ @

Apical root resorption of less than 2 mm

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

w

Apical root resorption more than one third

original root length 4
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OrthoBoneScrew

The Dream Screw for Next Generation’s Orthodontists

Beethoven Orthodontic Center,Taiwan
Yu-Lin Hsu, Chris HN Chang, W, Eugene Roberts

The 8 Applications of OBS on the teeth.

OrthoBoneScrew

Corporate Headquarters
2F, No. 25, Jian-Jhong First
Road, Hsinchu, Taiwan 300

Tel: +886 3 5735676
Fax: +886 3 5736777




Upper labially impacted cuspids

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.

Mechanics design:

A 0.017 x 0.025-inch TMA lever arm was consisted of a helical coil
on one end and helical attachment on the other end. When this lever arm
was inserted in the square hole in the OrthoBoneScrew (located at
infrazygomatic crest) and activated, it could build a force system which
distalized the canine first, then moved buccally slightly, and finally
downward to the reserved canine space. If the mechanics were designed
to exert force directly from the main arch wire, it would have been
detrimental to the roots of the lateral incisor. During the follow-up
visits, the helix was adjusted without taking it out. After four months,
the impacted canine was successfully moved away from the previously

impacted site and was ready for bracket bonding.




Upper labially impacted cuspids
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1.5 x 8 mm OBS
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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. After 7.5 month-long treatment,
this transpositional cuspid has been pulled mesially for 12
mm. The distance between the OBS and the cuspid has
been shortened, as a result in the protraction, then the
placement of the OBS was changed to the interdental
space of the incisor and the lateral incisor. This two-stage
placement of the OBS was to prevent the gingival

impingement around the corner of the alveolar arch.

The 2" stage placement of the OBS
T
e Y



Upper labially impacted cuspids

Firstly the space was created by NiTi opening spring between #21 &
#24 without engaging adjacent tooth during switching. Secondly a

modified apically positioned flap was designed to expose

the impacted canine. Then a 3D lever arm was inserted in
the square hole of OBS, and attached to the impacted
canine by an elastic chain. The force was applied
consistently by adjustment of the 3D lever arm. Finally the
crown of the impaction appeared in the oral cavity, and

allowed for bracket bonding.



Upper palatally impacted cuspids

Firstly, the space was created by open coil spring. Secondly, the impacted
canine was uncovered to allow auto-eruption. After the canine erupted, a rotating
force system was created by a palatally inserted OBS, and an elastic chain
connecting to the archwire. Once the impacted canine moved within the reach of
a wire, a .014 CuNiTi was then placed for further alignment. Finally, the impacted

canine was successfully moved into the arch .




Upper palatally impacted cuspids

Firstly, the impacted canine was uncovered to allow auto-eruption.
Secondly, the maxillary right 15t premolar was extracted. After the canine erupted, a
rotating force system was created by a 3D lever arm stretching out from the right
side of OBS, and an elastic chain connecting to the left side of OBS. Once the
impacted canine moved within the reach of a wire, a .014 CuNiTi was then placed
for further alignment. Finally, the impacted canine was successfully moved into the

arch.




Lower horizontal impacted cuspids

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.

Mechanics design:

A 0.017 x 0.025-inch TMA lever arm was consisted of a helical coil on one
end and helical attachment on the other end. When this lever arm was inserted in
the square hole in the OBS ( located at buccal shelf ) and activated, it could
build a force system which protracted the tip of canine first, then moved
buccally, and finally elevated to the reserved canine space. If the mechanics
were designed to exert force directly from the main arch wire only, it would
have been detrimental to the roots of first premolar. During the follow-up visits,
the helix was adjusted without taking it out. After three months from operation,
the impacted canine was successfully moved away from the previously impacted
site and was ready for bracket bonding.




Lower impacted premolar

A 13-year old female had a lower impacted
2nd premolar, approximately 10 mm deep on the
left side. The treatment plan was to extract the
2"d primary molar and pull out the 2" premolar.
During the treatment, the 2" primary molar was
first extracted, followed by bonding an eyelet

Notice the mental nerve. ~

bracket on the surgically exposed 2" premolar.
Meanwhile, the bone surrounding the crown of
the second premolar was reduced until reaching CEJ and a lateral window was made
for bracket bonding. An eyelet bracket was bonded on the buccal surface of the
deeply impacted second premolar. The OBS was inserted on the left buccal shelf
area. A power-chain was attached between a 3D lever arm and the eyelet bracket to
extrude the second premolar. This 0.017 x 0.025-inch TMA lever arm was consisted
of 3 helical coils: one in the middle, two in both ends. When this lever arm was
inserted in the square hole
of the OBS and activated,
it would form a force
system which extruded the

second premolar directly.




Lower impacted molar

A 19-year—and—10—month—old male had lower
impacted second and third molars on the right side. The
treatment plan was to extract the 3’ molar and upright the 2"d
molar. During the treatment, the third molar was first
extracted, followed by exposing the second molar surgically.
Meanwhile, the bone surrounding the crown of the second
molar was removed to CEJ and the second molar was
surgically luxated by an elevator. A button was bonded on the
distal surface of the second molar. The OBS was inserted on
the right ramus of the mandible. An elastic chain was attached
between the OBS and the button to upright the second molar.
In 4 months, the second molar was uplifted successfully.
Finally, a molar tube was bonded for advanced alignment and
leveling. An open coil spring was inserted between 1t and 2™

molars to push and upright the 2" molar.
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INTERDISCIPLINARY TREATMENT

An Innovative Type of Implant for Fresh Extraction Sockets

of Seriously Compromised Multi-rooted Teeth:
The “RESCUE” Implant (Part I)

Felice P!, Park KB2 Corvino V3, Pistilli R%, Pellegrino G®, Checchi V', Piattelli M3

The use of dental implants currently represents an
effective and reliable technique! for treatment of
partially or totally edentulous patients, with good long
term results. The success rate and predictability of
results depend on various factors?3, some of which are
related to the surgeon, such as the choice of surgical
and prosthetic protocols; others, are associated with the
patient, mainly regarding the bone quality of the
rehabilitation site. Maxillary and mandibular posterior
regions are often considered high risk for implant
rehabilitation despite their high success and survival
rate. The reasons can be contributed to the poor
quality and quantity of residual bone tissue. In these
cases sinus pneumatization is often found in the
maxilla while partial superficialization of the alveolar
nerve, consequent to bone atrophy is frequently
observed in the mandible. The association between
these anatomical limitations and biomechanical
considerations regarding the high masticatory loads of
posterior regions?, is the reason for limited use of

implant therapy in these regions.

Nowadays, when the clinician needs to rehabilitate

posterior sites, the choice is between using short

implants>® or guided bone regeneration (G.B.R.)
techniques’ 8, osteogenetic distraction’-®, inlay, onlay®
and interpositioned grafts®!® and alveolar nerve
repositioning?.

On one hand, these bone increment techniques
significantly increase the number of appointments!!-12
and treatment time necessary to restore masticatory
functions!3.  On the other hand, the use of short
implants (less than 7mm) in posteriors areas shows a

lower success rate than standard implants'4-17,

Sullivan'® reported a high percentage (14%) of
fractures in standard diameter implants used as
substitutes for single molar tooth. He proposed that
standard diameter implants could be suitable for the

rehabilitation of posterior regions.

Other authors!7-'® assert that a high percentage of
implant fractures can be found in single restoration in
the molar area, due to bone resorption, as a result of
overloading. With the aim of avoiding short implants
fracture, it was suggested to use wide diameter
implants with an adequate surface treatment, in order

to extend the bone-implant contact surface.
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Therefore, wide diameter implants seem to present
better fatigue resistance and higher resistance to
tension forces, than standard diameter implants'®; they
assure a B.I.C.20 increase, allow bicorticalism and
provide good primary stability. Moreover, in order to
reduce gap between bone tissue and implant surface, a
minor bone regeneration procedure will be necessary to

facilitate osseointegration®!'-22,

However, the first data concerning their success
rate was quite disappointing. The reasons for this can
be found in the clinical indications for short implants
with wide diameter: clinical conditions with inadequate
bone quantity or quality, the need to substitute a failed
implant?? and immediate placement in compromised

fresh extraction sockets?2-24.

Shin?® reported a success rate of 80.4% for wide
diameter implants, versus a 96.8% for the standard
diameter implants, although failure percentages
referred to turned wide diameter implants in literature

are between 9% and 24%,20:25,

One should note most reported failures took place
before the second surgical stage, such as errors in
surgical protocols, indications, implant design selection
and consequently in the reduced implant stability. In
the end all these errors were caused by the surgeon’s

inexperience?.

Implants of wide diameter are often used in
maxillary posterior cases because they provide ideal

support for the following prosthetic rehabilitation. In

INTERDISCIPLINARY TREATMENT  NTO 20
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addition, they can tolerate high occlusal loads* and
reduce consequent marginal bone resorption?6-2,
Meanwhile, the increased B.I.C. reduces the risk of

fracture of abutment screw!6-17.

In recent years high diameter implants have been
used very often in fresh extraction sockets in order to
replace seriously compromised multirooted teeth or
implant failures because of fracture or loss of
osseointegration; These implants, unlike the standard
diameter ones, can provide good primarily stability
even when the interradicular septum is often too thin

and short.

After a multirooted tooth extraction, ideally an
implant has to be inserted in the middle of the socket,
that is the interradicular septum located between the
buccal and palatal cortical bone, in order to obtain a
three-dimensional placement adequate for the
following prosthetic rehabilitation®® (Fig. 1).
Unfortunately after extraction of seriously
compromised or ankylosed posterior teeth, even if the
clinician tries to perform an atraumatic surgery, in most
of cases, both interradicular septum and residual
alveolar process are inadequate for standard implant

placement (Fig. 2).

Clearly in these situations fresh extraction sockets
have a distance between mesio-buccal and/or bucco-
lingual walls wider than 6 mm, an inadequate

interradicular septum and a residual basal bone height
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Fig. 1 (a-f). First inferior molar with decay and lesion of the pulp chamber floor (a). Tooth extraction and immediate implant placement is
planned. In the middle of the septum, suitable in diameter and height (b), the implant site is prepared and the fixture inserted (c,d). At the
clinical (e) and radiographic (f) views the implant seems to have a correct three dimensional placement.

INADEQUATE inter-radicular septum

thin septum partial septum no septum

Fig. 2. After extraction of ankylosed or seriously compromized teeth, socket walls and/or interradicular septum can be inadequate:
a) presence of a septum with a reduced thickness; b) presence of a septum with reduced height, c) septum totally absent.
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Fig. 3 (a-b). Second inferior molar with osteolytic lesion in the
furcation and wide resorption of the interradicular septum. It is
observable the meagre height of the alveolar process from the
mandibular canal (a) and mesio-distal and bucco-oral diameter
of the extraction socket > 6 mm (b).

less than 7 mm from the maxillary sinus or the

mandibular nerve (Fig. 3-4).

When these particular clinical situations were
present in the past years, dentistry did not have a
therapeutic option and implant therapy had to be
postponed for three or four months or after socket
healing. Nowadays the use of wide diameter implants
(> 6 mm) allows to perform an immediate implant
therapy using mesio-distal and/or bucco-lingual walls
of the socket (Fig. 5-6), although the interradicuar
septum has an inadequate thickness (Fig. 7), height
(Fig. 8) or is totally absent (Fig. 9).

Rescue (Rescue® Implant System, MegaGen
Implant Co. Ltd., South Korea) Internal Trip® implants
can be used in these clinical situations’!-3? (Fig 10);
they are available in five different diameters (6, 6.5, 7,
7.5 and 8 mm) and in seven different lengths (5, 6, 7,
8.5, 10, 11.5 and 13 mm), with a super-RBM surface

achieved through sandblasting with resorbable

Fig. 4 (a-b). Second upper molar compromised due to periodontal lesion
and presence of a tooth in total inclusion. It is observable the meagre
height of the alveolar process from the maxillary sinus floor in the site
that needs implant placement (a). After the extraction of the impacted
tooth and of the second molar the extraction site shows mesio-distal and
bucco-oral diameters > 6 mm (b).

hydroxyapatite particles and characterized by a high Ra

value (1.7 pm).

The internal connection is obtained through a
triple groove that prevents the stripping of the
antirotational device, even in the case of a high
insertion torque (>500 Ncm) (Fig. 11).

The diameter of the coronal part of the fixture is
0.1 mm wider than the apical part and this allows more
contact between implant surface and cortical bone, in
order to achieve better primary stability. Since the
platform is smaller than the implant body, which is
commonly referred as platform switching, it is
favorable for the biological width (Fig. 12).

Unfortunately, there is limited scientific evidence
on this topic. In order to evaluate clinical utility and
effectiveness of Rescue® implants in fresh extraction
sockets after the extraction of seriously compromised
teeth or removal of failed implants, a multicentric

study is needed in the future.
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INADEQUATE inter-radicular septum

thin septum partial septum no septum

1J=ls

Fig. 5. Interradicular septum inadequate in thickness (a), height (b) or totally absent (c) and mesio-distal
and bucco-lingual diameters > 6 mm (a,b,c).

INADEQUATE inter-radicular septum

thin septum partial septum no septum

3
1 3 ’
[

a o] (o}

Fig. 6. When a interradicular septum inadequate in thickness (a), in height (b) or totally absent (c) and
with mesio-distal and bucco-lingual diameters > 6 mm is present (a,b,c), the immediate placement of a
large diameter implant is possible due to the septum engagement (a,b) and/or to the alveolar walls (a,b,c).
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Fig. 7 (a-d). Mandibular second molar extraction socket with an interradicular septum adequate in height but reduced in thickness (a).
Implant site preparation only with the trephine bur (b). Fixture placement 2 mm under the bone crest in order to compensate the physiological
resorption that will occur during socket remodeling (c). Radiographic control after 4 months during the prosthetic procedures (d).

Fig. 8 (a-k). Mandibular first molar fresh extraction site (a), with bucco-lingual diameter of 10 mm and with interradicular septum
inadequate in height (b). Implant site preparation only with the trephine bur (c). Fixture placement (d) 2 mm under the bone crest (e).
Autologous bone (f), harvested with the trephine, and fibrin sponges grafted in the gap between fixture and alveolar walls (g). Vicryl sutures
(h). Radiographic control after the surgical procedure (i). Radiographic and clinical control after 24 months from the prosthetic load (j,k).



NTO 20

\ Bevel Length
1 0.35mm

Body length

Thread Diameter

Fig. 10. Pattern of the Rescue Internal
Trip® implant design.
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Fig. 9 (a-g). Second inferior molar with periapical lesion to be extracted and evident
reduced height of the alveolar process from the mandibular canal (a). Extraction socket
with no interradicular septum (b) and with mesio-distal and bucco-oral diameters > 6 mm
(c). Choice of a wide diameter implant (O 8 mm) (d). Fixture placement (e) 2 mm under the
bone crest (f). Radiographic control after 4 months (g).

Platform Diameter Conical Diameter = @ 4.0

———— b Internal Angle 22°

. “‘ “‘ A
( Cortical Bone Conical Seal

Contacting Area Area Depth=

=2.1mm

Tripod Groove

Fig. 11. The triple internal groove
assures the antirotational effect of
the abutment.

Fig. 12. The internal connection allows a
hermetic seal. The diameter of the coronal
part of the fixture is 0,1 mm wider than the
apical part and this allows a higher contact
between implant surface and cortical bone.
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HE MR R R SR
Material Selection in Implant Restoration

Dr. Fernando Rojas-Vizcaya

TATBERITESE (types of abutment)

ERE R E AR AT o Y AL E DL R AR 1) S SE B R BT (cervical
contour) A ZESGSEIRERE - B A EE Firarst v Ik ER (B—) -« BlEIER
T ER REE T TR () -

SEENTIRER R F B IRAT E B - RATHY S A B R A B R IE RS
F o GEECENERE T e R E BRSO RAEBRRTCS AR B
FrE S EREBP R RRESHEBNKIIE (B=) -

R E AT SO RS M E G A iR e R S B AR EEI A

Dr. Fernando Rojas-Vizcaya R o IR AN [R] B AR S i B A B [ IR SO RS R IR R SRR th & B P

Instructor, USC Implant E (EY) -

Training Program in Taiwan

HHEBEAEEME  THESOEHEENER  SHBEEREE > v
RN S - BT REE - R LB SRR AT R -

EEEEL AR NEE - SORM S UL ESPTRVE R E MG - S AR A AR SO - SR F YRS

FEHE - E R AR AR IR 2 R WU 7 I AT R A AR e T AR SO Rt B

TERSE T I B2 R EESLE (Implant and abutment connection)

Dr. Rojas-Vizcaya 7G5 [#fi—
e IE B B S AT R A e LB UE B
ISR - EE R AT 2 B
JIEGRIF T RSB SR
HiMIERI R E) » EEESE AR
P - T S TETIN S O < /G O
(microgap ) %2 {177 (% & &

N —
e
= —
R—
—_—
Re—
—_—
R
Re—
§

cervieal Contour

v
L+ E—
A AERTBRER  BRAEE B MEEENEALE B= - ARERNEEHREEIZENY
MR FEBEHSE o TREEE RS TEREEAN

1. Micro-movements at the implant-abutment interface: measurement, causes, and consequences. Holger Zipprich, Paul Weigl, Bodo Lange, Hans-Christoph

Lauer. Implantolgie, Vol. 15, 2007 Issue 1, p.31-46. (www.kgu.de/zzmk/werkstoffkunde/index_en.html)


http://www.kgu.de/zzmk/werkstoffkunde/index_en.html
http://www.kgu.de/zzmk/werkstoffkunde/index_en.html

R F (EAH) - RERBE 7S s i S
B E A M AR S SRR - B AT E
(Pumping effect) - 4= BiliE {5 J& B 2 f& 55 W 4 FH R
% -

IRBEEZET - B3] S0N K » R4 ERERE
MR EER ST g6 ME  BHE%ME
150N Ff » T Bego-Semados, Straumann solid abutment,
Ankylos, Astra Tech 725 #24# - & T2 NE 200N
i » HFEIT Ankylos F1 Astra Tech %75 (1245 - $E 2
#F#%5T (Conical Seal Design ) 72 AEH#E G EBE A2 1188
R L M A R B AR T -

BETR A i akE [R) IRe H AT DU o i A SE R I Y R RE R
ZARE (B7S) - W RERS EE T EHE e s R
TEIE - P& 8 S 0 IR 4l 2R A e A A AT A
TEPRB R EE /Y - B2 EMERRA » EEES
HOUREE > MR R E v R R A eI R R

. OsseoSpeed ‘” )

Conical
Seal
Design

<

@

|
<

= BENEREMRYESREBER

R % 5045 B3R A2 AL T S8 Sk 67
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544 BT
EBARRT BT

NG R g B R U -

T ISEBER s T RER 2 A RE (CAD/
CAM abutment)

SRR AL BATRE ~ SOHERERY R - WOHARY
AR R ARV B E SR SR BR - (LR R 5
REFTHIRAR - B MRE T ¢ 1 DURBRAY SRR
Pl e BRI A B ST o Ak - 2. BRI B s s T s Y SOk
B2 o B Atlantis BEASEREE RAU K RS RSO
AHpgme (Et) -

JE S R 9 0 ) B — R T i B ERERY R BIRY
FEME N (B/) - RERREEONELF X
R N B E BT BT A > BRIA e BEATRGET AR - A
FIEE RS Bl st - N AR A 2 H PR el B AL B B
HE5HR (Stent) - HAETRVEMEERIEN » FEE

tdeal Abutment Selection

Different Restorative Scenarios

ldeal - tmplant Position

L deal Tissue Dimensions

pisparalellism Between mplants

Now ldeal tweplant Position I

Tissue Deficiency J

© Fermando Rojas-Vizcaya DDS, MS. 2010

B~ ZERAEHENSTRREL R
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i

B AR AREER N ERE BN - R R A A F S S AR R

www.prosthodontics.es

© Fernando Rojas-Vizcaya DDS, MS. 2010 www.fernandorojasvizcaya.com
Bt~ ZHEEMESTR (ELESENTINE ATLANTIS R4 » £ CAD/ICAM HIRTE - B THALAN T X ZUERMN &
BERT S AR B FIR B R AT SE AR
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Fﬁ' E’Mﬁﬂfquﬁ EEE’J’“TE’%ETEJ\ EZTE’%E% BEE ?'J quEI’Ji’fﬂﬁEfE’JXEufEIH @ J@T%é‘aﬁ”ﬁfﬁuuﬁ [Hﬁ
R IERRRY) - AR IEARRY) - HREIKIRET ERETE B W B ER R AR (@ d)
ﬁﬂﬁ%’%ﬁ/‘jkfi‘ (E/\ a) ° ﬁ%ﬁ*ﬁ;{léﬂ:%%% (Pll’lk é% Azpﬁiﬁiﬁiﬁ%[g@%_fﬁ(f , @é%@,ri

v 48
Esthetics ) %DE%?%% ( White Esthetics ) &&= =E PR SRR AR R R ST A o TR R R F R R
T B a7 B T A =] o
B E B R B At (B /Ube) XA BEMEMSNZEMEEE - T Ta8

10! sll),

.prosthodontics.es

pee——— yo———
G Esthetic design for complex cases

Esthetic 0/6513I7 for complex caseS"

"I\ 2

PINK ESTHETICS

of the Gingival Levels
- More Coronal in 7 and 10
- Symmetrical
Zenith of the Gingival Contour
- Same Level Between 8-9
- Distal in 6,8,9 and 11
Li: Final Restoration ; - Centerin 7and 10
e e — e e m——— -

Implant Placement * Abutment Selection |*| Provisional Restoration

“ w Transter £5t/pez‘zc5 M Esthetic design for complex cases

Informatio
wc:-o«.-

S WHITE ESTHETICS

Wax-up
E
|

Level of the interdental contact

- Tooth dimensions
- Tooth form
- Tooth characterization

- Color wwwernandorofasvizcaya.com

© Fernando Rojas-Vizcaya DDS, MS. 2010 www.fernandorojasvizcaya.com
BN ~ EHHEGHEERRE
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AN AR AL SRR (EL) - BlER
RZH R T e s 8 FIFER B (Heavy body
silicone index ) & il H B AR SOAEBE Y = AL 0 (BB SE
(E+) -
BECGENE EE > EH Atlantis FEHEEE
HRAL R RS R SCHERE A (ATLANTIS Virtual
Abutment Design ) ([E-+—) -

H IR AL B R B BRI - B2 T 2R B9 BRAD kg
FFEREL—FE ° Dr. Rojas-Vizcaya $eE|{FFEE5ER
IFREE 1. RIPERE S AR ATRERI RN » A AR
RE - 2. FREERN ] DOZ S| BT IR AT A EE o 2
ZZAEMERE - 3. BN DMECE (A4 B R T (B
Z) -

ERMBIGERE (RIE—) - T E R SR
ARG - EmED SRR ER -

TREY S I N GHAR RS B R 1 W
BiE -2 1E -3 BETEE (BE+=) -

Abutment Modifications

77~ Space for restorative materials

Parallelism
Finishing line

Emergence profile

© Fermando Rojas-Vizeaya DDS, MS. 2010

Bl ~ SRR EE

ZHRrEg AT LEE (E+H) - BAREFR
= BRREESOERBGME - AR E R
(rE - B R LU E A E AR AR A - AT
I E AR B SRARABERE - R BIAYIE DUE ] DU E SR
B RRAT -

FAREEH TS (Emergence width ) HYEERE » AT LUK
RERAL A TR B % D RE R B S Y T g A [ A IR
(B+H)  AGHIRIHERERRNIME  FE
AR EER S R EMEGHAR S - (R

T AR FRED
JRERIEIH] -

5 #E7% Dr. Fernando HWIEERMfAEME » FEEHHEFEADY

EERMENES > HEERRGIFEZ% iPod touch HY
¥R 3-1 12330 3-2 ( Newtons’A Implant Podcast ) -

© Fernando Rojas-Vizcaya DDS, MS.2010
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ATLANTIS Prescription Form

SECTION I: CUSTOMER INFORMATION Please PRINT clearly. All information in Sections | and Il are required. See case requirements on reverse side.
Today’s Date Patient Name or PO/Reference Number Prescribing Clinician Zip Code (Required) Astra Tech Customer Number (if available)
Prescribing Clinician or Lab Signature: The sig Payment Method Shipping Preference
s being ordered o the req fﬁc’::“:: [ Invoice [J Next Business Day PM {default] [0 200y
“ |0 Am Ex O vise O MasterCard [J Next Business Day AM
CC# Exp Date:
Ordered By {Name of Lab or Proctice) BillTo [ Scme as “Ordered By" ShipTo [ Scme os “Ordered By"  [J Same s “Bill To”
Contact [ Contac
Address | Address
City State Zip City State Zip | City State Zip
Phone Fax Phone Fox | Phone Fax
Email address: Emoil address: | Email oddress:
[J Send images and hold case. (Case held until approval of cbutment design imoges is provided.} [JSend images and process case. {Images will be sent to “Ordered By" email address.)
SECTION II: CASE DATA
Please select from the Margin Position and Emergence Width Options to the right based on the type of case MARGIN POSITION EMERGENCE WIDTH OPTIONS
materials you are submitting: Select one option for ho [ 1. Full Anatomical Dimensions
- SILICONE Model of the Soft Tissue: Margin Position A, B or C; Emergence Width Option 1, 2, 3 or 4 position should be meas Largest diameter abutment
entire case: ed with best emergence
- STONE Model of the Soft Tissue: Ma Position A, B or C; Emergence Width Option 4 n position measured from ncision
- NO Model of the Soft Tissue: Margin Position B or C; Emergence Width Option 1, 2, 3 or 4 8 crest to cbutment margin g g b s
[ B. Margin position measured [ 2. Contour Soft Tissue {default)
from n’-b\o*t surfoce fo abutment Medium dicmeter anctomically
margin abulmen fo 1.0 mm
e of medel of soft
IMPLANT INFORMATION ABUTMENT MATERIAL/TYPE MARGIN DESIGN | RETENTIVE | HEAUNG || (] . Make abutment margin as fissue d
(seloct only one] | SURFACE | ABUTMENT s io latetoce b .
A A . A A DIAMETER margin positions ind [ 3. Support Tissue
Tocth mplant Platform | Ationtis Atlantis Atlantis Atlontis lin mm if L Anatomically shoped abutment wi
# brand &  diometer | abutment | cbutment | GoldHue™ | Gemini™ | Chamfer | Shoulder Ve liNg | #irasang B/F D M L be up to 0.2 mm larger thon sulcus
type {in mm} | in titonium | in zirconia® | cbutment | abutment - it e mode! of soft fissue
O O O O O O o a file. 1
[0 4. No Tissue Displacement
a O ] O a O 00 Abutment with no soft tissue
suppert. The abutment will not
O O O O O a oo touch the soft tissue or stone model
0 O O 0 0 0 0 0O of the soft fissue provided.
PARALLEL ABUTMENTS (If final restorations will be splinted, the abutments must be designed to be parallel to one another.) *Atlantis™ abutment in zirconia is not availoble as @ Gemini [duplicote) or with
Will restorations be splinted? [[] No O YES (Circ oups of abutments and/or teeth that will be splinted together.) a Retentive Surface.
1 2 3 & 5 7 8 9 10 12 13 14 15 16 ' ASTRATECH
32 31 30 29 2 26 25 24 23 22 21 20 19 18 17 ‘DENTAL

F=M— - ATLANTIS EFH &

wwwi.prosthodontics.es

LANTIS &' Atlantis VAD (Virtual Abutment Design)

Virtual Abutment Design Both the upper and lower models are scanned

Process using 3D optimized scanning

Abutments individually designed from the final tooth shape Virtual restoration in ideal position

Natural tooth-prep shape

Emergence profile Abutment design

Finishing line
‘erent materials

Final inspection of the abutment design

© Fermando Rojas-Vizcaya DDS, MS. 2010 www/fernando o svizcaya.com © Fermando Rojas-Vizcays DDS, MS. 2010

E+— B+=
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SILICONE Model
of the Soft Tissue

STONE Model
of the Soft Tissue

NO Model
of the Soft Tissu

wh

[ | 1. Full Anatomical Dimensions
Largest diameter abutment provided
with best emergence profile posible.

A surgical incision for placement may
be required.

2. Contour Soft Tissue (default)
Medium diameter anatomically
shaped abutment up to 1.0 mm larger
than sulcus of model of soft tissue
provided.

3. Support Tissue

Anatomically shaped abutment will be
up to 0.2 mm larger than sulcus of
silicone model of soft tissue provided
with desired emergence profile.
“Easy” insertion.

4. No Tissue Displacement
Abutment with no soft tissue support.
The abutment will not touch the
soft tissue or stone model of the
soft tissue provided.

B+H -~ BEEEE (Emergence width) AJiRE
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NEEF BB RESEEETT I
Site-Specific Implant Therapy

Dr. Homayoun Zadeh

Instructor, USC Implant
Training Program in Taiwan

Interdental space <14mm

Dr. Homayoun Zadeh

—. TREFTE (Fig. 1)

ETHHEFEET FEE G EHENEEE (D2 £1550% » D3 #1546% ) - {H
T ER inferior alveolar nerve HILE - — M ARIMIETE R FEIZ A
socket preservation » Z{2IZ BHREE AR EAVIER - [E1EGEETRERZII S
I8N ~ embrasure KA B E emergence profile NEFH (((RFEERE—5 ) SRIE -
KA R B B 93T 50 22 [ ( Mesio-distal Dimension ) A4 14 mm B » 2
LW S 3.75 mm HEEINR—SCERIER - MIHEEERFNRE&AZ ] » EE
7 emergence profile ( Fig.2) -

AEEBHEAATCHEEDHERE 2 mm > WX EBEZMHEDHERE 3 mm - Bk
3.5 mm FITERS - FrLIE 2+ 3.5+ 3 +3.5+2=14mm (Fig. 3) - W15EHELFEHL
K RIESR e E EAVEE - WSOEEBKIER /N BRI SN BUAEE - ATERR
—HERHEENEAR - M EFERFEREAE (Tunnel ) A] B RHRBINERMAE - D
A5 R A EEHE Y Table 1 -

Two implants

Interdental space z14mm

Wide(5mm)implant is possible Wide(5mm)implant is not possible

Low-normal occlusal forces

High occlusal forces or bruxism

Z. TSRETE (Fig. 4)

Table 1.

BEEEEEERE (D2 #11566% » D3 #I1525% ) » FMEFTEEREAETRH AT ERMEREERE - B
HRF D] 2 HEL P T 2/ T S R AR AR R o i ARG - m R AE S (0 BT B ATE RS 12 - (E/] cantilever bridge HY/E{R
wf e HAb - ADEMBUIAY 3 mm EEAVERE o (BB R N SHAY P A B Yy L SR P A = A -
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215 % B
LER
R % 545 B3R A2 AL T kS 3R 6D

Postérior mandible

* DI1:3%
Bone quality + D2:50%

*« D3:46%

« D4: 1%

Fig. 1.

Fig. 3.

Anterior mandible

Bone quality
* D1: 6%

« D2: 66%
 D3:25%
* D4: 3%

Fig. 4.
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=. FSEETFE

THEBRFEER S sinus floor #{K - alveolar ridge
W LA K D4 BMEEEEEEFRRA  ERETRIIER
H#160%~80% » HIEI AN - EIEE ST i
(sinus floor lifting ) RJ DU SLIEAE FFRIRC T2 - H AT
BB 43 A ¢ 1. crestal approach F 2. lateral
window ( Caldwell-Luc operation ) Fif& (Fig. 5) -+ Z=5l
ERYVE A graft material 7= -

1. Crestal approach

RS Osteotomes ( F35 A HEFEHE ~ JrA]
53 %5 concave ( X #%summers ) Mconvex@if® ) (Fig.
6) - convex osteotome FIHFH BAML site dilation - 55—
T8 F 0 #5 7% &y Piezosurgery® (& #H 7] ) (Fig.
7) o AOEH MBS 2 TR A -

2. Lateral window (Caldwell-Luc operation)

Y piezosurgery H 2 EANAVES) » vl IEEY)
EEEM A GEEML sinus FHAHA - Hob o B
RYUBZEEE AR crestal sinus surgery ( Fig. 8a-h) - /5 LZ8

Lateral
-\ Window
A -/
Fig. 5.
Vg
D

i IEZOSURGERY

— KFI5E periodontal bone loss /% periapical lesion * £
WEEF 2 MM T socket preservation surgery © =i H & i
sinus lifting [F]FFIEAMERS < 1. S5l drill #HET sinus
MR ZERE sinus floor [ cortical bone HYIF (Fig. 5a) =
2. HLUBH B JI2R44E preparation (K% {H B &
5 T membrane &GN —HERAY TR - TUHEAE sinus
floor EHAFEE®BERAER FEREFEE) = 3. i
Aguiding pin [ XSEREEFTEEHNE T FEME = 4. K
graft material FATANFREEREY] (EHE) 1218
#% graft material A TE/EL sinus floor = 5. check HY X-ray
film Fr] REIFTHCARY graft material 25— {EETEAR =
6. FHER—HPBREAEE - BH4—Ef 2B
BB TIH sinus floor ZEZFAFT A osteotome /¥ graft material
#: 2% - Dr. Homa FRAIFREETET sinus lifting surgery
BF o 1. S F B BEMUT socket preservation ° 2. fiTHii 76 HR
CT T anatomy - 3. @K E J] R EHEMK
endodontic treatment —ERFEFRE - A HI L Rt A
i - 4. BT graft material 27} - FTE B & B AL A
LUEA sinus N - 5. (FEREEAR » HETIVZEEE 1~2
mm [ graft °

Osteotomes

Concave (Summers) Crestal approach

R

Convex Site dilation

-

Fig. 6.
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Outcome of augmentation techniques : a. HENMINGEMEHEEE > FIYEHDN graft
& 3.4 mm - FEGE7NE AR ERIL 42% R
Fl#722mm (Fig.9) -

1. Sinus augmentation A5 91.8% MIEKINZE -

2. Vertical alveolar ridge augmentation FY K5 ZR (K H:
SN B B =] =
HFRRFAILE 90%~95% 5 LT ERRE

Socket
Preservation

Fig. 8a-h.

Cordaro L. et al. Clin. Oral Impl. Res. 13, 2002; 103.

Fig. 9.
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Short and Narrow Implant

M H R EE ] DURZ R G U 7 BREIRAS R
anfar 2 R EE ERY I JEAN{A ? £ Dr. Himmlova (2004) F
BRI RENERERZ IEN R ER » £
FIBAERELT « 17mm £ErVER A 8Smm BEAVERE
JE BB A Z TE ST 7.3% T E (Fig. 10) - {BEFF
FFERREET © 42mm ErVERH 3.6mm EHVEE
AT 31% BEAZES > 5.0mm EHIEBEL 42mm
HEBEDY T 16% TEEAZES (H2KR Smm
R EEREKRNZER ) (Fig. 11) - KA RIEENEE
EILRERGER - (B2 EEE ISR BT
W E % & anatomy IR~ A5 blood supply PAK 2
mm HY safe zone KR - B HEE ST #H > BI{HELE

TEEERER T » crestal area HYBFIEA R NIENEE
AEZE SRR B BT I BT -

Fr LA E SR RT R RE « FRATAVBN T - 2
BEREANER - IR RINEEE —BREE o F]
REE TN EE R B E - SERUE R R EEN S TR 558
NEMEEE - BEAELNTWEE R N EFEEEE
g

1. £ immediate loading implant ¥ ( [X % %3 initial

stability ) » #EEEFEE -HNEE - —H
osteointegration ZZREMNEEHEZET -

2. B—@AZERZE crown / Implant LEFI : FH[ERY

The difference between stress on 8 to 17 mm implants is 7.3%.

% 80
Relative
Stress
20
0 !
8 10 14 16 17
|mp|ant Width Himmlova, et al. ( J Prosthet Dent 2004;91:20-5.)
Fig. 10.

The difference between stress on 2.9 to 6.5 mm implants is 60%.

100 =

% 80
Relative 31%
Stress
20
0
29 3.6 4.2 5.0 5.5 6 6.5
Implant Width Himmlova, et al. ( J Prosthet Dent 2004;91:20-5.)

Fig. 11.
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1.5mm fJ marginal bone loss {E/1E %S FRtERE % -

FRrAfE RS EEREZER implant E¥HH
microthread AY#%ET © LAYE/) marginal bone loss RIEE © —
RO TE RS & JIBIME loading ZfEHEAIHE 0.5mm fY bone 0.4
loss ° M microthread FYTEAEZRZIHEA 0.2mm  Hbone
loss ° A2y microthread 7] LAF# {5 % &7 B bone loss HY pitch 0.2 ——
stress ( Fig. 12) -

BER—f8 crown / implant ration P3G NEEE T R T 2
implant survival rate I crestal bone loss % Fi#E - (H2&
BN _E A BF38E (technical complication ) » 1 : #24%
B (RFHHE (screw fracture, prosthesis fracture ) 3R
% .

Dr. Homa £ 2010 = H # &1 — R CEGHEFHY
best clinical trial » fifLEL[F] % 6mm E& % 6mm B 11mm
FiE# (Fig. 13) > fEMEA implant 7NEE - ik
provisional crown » 73fld H#Z i I final prosthesis * % 7 1
ZH B % EM{EERER bone loss 2B ~ HIKAILE 0.2
mm 7cf5 (Fig. 14) - FrRDI0IR EEGEEBIEE - BEE

case » B F & marginal bone loss

Marginal Bone Loss

mm Control Microthread

Berglundh & Abrahamsson, Clin Impl Dent Rel Res, 2006; 207

Fig. I2..

0.5

-8 6mm

o - 11
| Prquslonal ‘ Final o
Marginal Implant
Bone 0
Loss
05~ | Months from Loading

Fig. 14.
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X AH A % 1E

EH AT EYIRB R TREA

Vertical Vestibular Incision Subperiosteal Tunnel Access

s

REH B

BRI C.T. graft

(VISTA)

BZSEHsaBERO

FRZER N E G SRR > R RO EREEE - Hul - 3] DS — SRk
AT IREE (root coverage) & MEFIRME » BREFAMAA (connective tissue) ~ BEFEE
(dermal matrix ) ~ B4 (collagen membrane ) 5% - —\ S » e A REH » &Sk
et (fHR C.T. graft) AVFIREEN » IR BEA AN TR — - BRI ER A
& 7 AT C.T. graft » EIEEAEEIARFM ( coronally advanced flap ) ~ I [F)F% (o §HHFF
fii (Lateral sliding graft) - B%%E1% ( Tunnel method ) % - TERTAF EEE - BEE NMER LI
JEIE T H T AR R AL S A R I R AR Y B BEEF T X (B ERAREEE
f—FF G OREES—8T - (FE LIFEARRS - Dr. Zadeh #BAT VISTA ( Vertical

Vestibular Incision Subperiosteal Tunnel Access) T E fiEVIAE R FRE D - FROEFRERR LAEFEHE - 2
o B AMi#E—F 42 Chang’s Three Head Technique » 32 VISITA F it HEZE 5 5LTh -

4

A Case Report

L VISTA fifsU AR ia B £ LIPS oF e K e a9 oF BR = 48

_{l_Lfﬁiﬁiiét%% AT S S IRER R LR (#23) SIS EIEIAE - BIEAARE K #23

IERIE SR AN ERIRI 178 o B #22 ~ #23 HIREE SRR - MR E R o sEmE o sFEUTIRE
Z1i7 (root coverage ) 2RI LB K AR BURAY
ETHIREENTRT - WAHEMEE CET LE ~ o " V Recession? \\.

AEsESE - KBSV AETFR - 2 EEIER
Miller’s 73455 1 W8 HFTE RPNV EEE
AR Z—HNFRERKINE - ITHE VISTA

FHTHIA B -

Lack of buccal cortical bone
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ERCER R
R % 3545 SR A2 A 6

SURGICAL PROCEDURES
1. ZKF&E (recipient site) AYZEfH
(a) F1R %4 Root preparation (& 1)

TEFMHT - ST M A REEAlT - 282 DL fine
diamond bur E(/Z Neumyer’s bur » 5 1R FEHEE A BRY 14
MIFERISETE 1A - FFLL 20% EDTA O ARIEE - LIKkRE

PEE (smear layer) TR (EH (detoxification
effect) -

(b) VImfkEERIESG (B 2) - BESETERERR

(full thickness subperiosteal)

PIEEE 7 blunt dissection » 1 ZF lE #.2&
(papillae ) BAZE - HBFEFELZR (MG]) » AREE

B2 B T R [ T A o O B 22 R B o ’ 5
E%E‘EL B ertica on %

2. #tX[& (Donar site) Fiy : {EAESEEY C.T. graft
([ 3,4)

IRIR 2 R AR/ » BT — R EE TR BRRR » 2R E I e P E
BAERTEHAR D -
(@ F—7 (—7NFE)  EMRETHEITT
2~3 NEk  EEMEEAHERAEEEL  HE
R E N E—TT -

(b) 571 (IT5R) B —TIE  BHRKEE
I~1.5 N EFERE - RER— B — B
FlI MR RS A A A - BRI R SH AR I -

(c) £=7] (MNAMEN) : KR T CAERKI BN
A DL IR LYTE - FER S RE T EE
BIEHFE - B C.T. graft ©
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(d) 7 Colla-Tape fERLEZIEIGN » #EITHEE - I
DB = B GO EE -

3. O\ EtEAMANEEIE (Extra-oral graft
preparation)
(a) AR e BRE (B 5) -

(b) Three Head Technique : {# 3 4-0 #4857 7l #& 22 1E
CT. graft O=MAfMAE (B 6) - KEFEHFERKH
i (E7) -

4-0 Silk

4. 4§ C.T. graft USRS TEIRTFASZKE - TR
IND R RERSE o IS = E4RE D BB ERE=
MO (& 8,9,10) - ;

3 head technique for VISTA

5. AP EAE C.T. graft £ CEJ level > REMIT
BEO%BEEFHMN (Coroally advanced
reposition) - NEHFHEE CEJ 1 A » UIBIE
MR FiREpZES (B 1) -

4-0 Silk

6. L 6-0 Nylon #4& C.T. graft F1EZiE (B 12) B

HAEBREKNERDKRE+SE  IERIERE

(B 13) - ERFECERAERP L e tiia s &
RirEHRKENRSO (B 14) -

7 ESRIFRB=EERBEF MUK ZERT
FEHEBENER (B 15,16) °
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Vertical k‘snubpeﬁostezj Tunnel Access
= 4 ‘\\ ? ?l |
/ :
4 =

.

g
B . L
3 4 /5 gt . o
4 Key: Stabilization: the flap is pressed W a gauze soaked W
3 head technique for VISTA saline solution for 10 min to prevent dead space

79

~ ..‘.A:'\, \ ~.
¢ ’
. ‘.
W

i

Wear the Clear Retainer to
prevent minor tooth movement

post-op 20 day

Connective Tissue Graft

Vertical Vestibular Incision Subperi

post-op 27 day

v ErE
.' P ‘-‘I- ‘.Al

A ,\ '-:‘.
6-0 Nylon for minimal trauma

Suture is very important!!!
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Taicoan Star Life Kestards

B¥fE 201151828 09 : 00~17 : 00 ihE @ SALIREXHERE S8E (SILHIERB =305 )
EWEN  PERBBRAETERE 249 8850 (RESB)

HEEN FESERMBIRAR BEZ(FIERMOEBIRAR
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Feedback from the International
Damon Workshop

Dear Dr and Mrs Chris Chang,

First of all, I would like to express my sincere gratitude to both of you for hosting me the study :
tour in Beethoven last week. =

I must say what I learnt these few days is possibly much more than what I learn in the past e
few years. You obviously had surpassed my expectation.

I learn how one could create a kingdom out of a little town; how one could manage an efficient
patient flow in a shortest possible time frame with the biggest possible number; I further learn that
how one should delegate the works effectively, empower the staff systematically and inspire them
spontaneously to be contributory to the growth of the organization.

I also reckon that effective presentation does not depend on how flowery the language we use but on how we
connect to the audience and engage their attention to our flow of thoughts. An effective presentation needs an effective
tool to support the need. This could not be more true as the old Chinese proverb saying, “If you need to do a job well,
you would first have to pick the right tool and sharpen it”.

"Leaders are made, not born". "Success is simply doing the same thing repeatedly over and over again .... till we
perfect the skills". "Beware, it has to be done in a steady manner, not too fast.. not too slow..", thanks Chris, for such
philosophical idioms.

Last but not least, thanks for the invitation to your lovely home and the sumptuous Japanese Dinner. Your warm
hospitality is deeply appreciated. Indeed, great ideas are inspired in the toilet bowl, isn't it?

humbly, s - :
ours humoly g%ga/ %z %é{/mp

President of the Malaysian Dental Association
Vice President for the Commonwealth Dental Association
Chief Editor of the Asia Pacific Dental Federation

My joining the International Damon Workshop and Keynote was worth remembering! I have
learned very useful tips in my use of the OrthoBoneScrews. The difficult cases encountered in
my practice becomes easier and the use of the OrthoBoneScrews are now a must in my treatment
plan for cases that need maximum anchorage. So many questions in my mind had been answered
and I have gained more confidence in my practice.

The lecture was great! I highly recommend the workshop to everyone!

The Beethoven Clinic of Dr. Chang is the biggest and most organized clinic I have seen so far.
The trip to his clinics (Anderson Clinic) and his Mac center, Newton’s A, inspired me to change my
office set up and to update everything from office files to staff training.

The Keynote course helped me organize my cases, and presentation to the patients are awesome. With good
presentation, the patients are impressed so much so that they want to undergo treatment without delay.

%ﬂ/? %@W/f

Orthodontist, Philippines
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Feedback from the Beethoven
Comprehensive Course

BHEARERBRE/NMIE | AR RRMAEERB LM - RAERELR AR
REERESES  RERGRELINMT - DHEE T RICGREHES - BEMEENH
DEFGHAMBIE - REH T EREERNRE - KEE T =8 - RERETEHH
T BREFHEELRERFEDR ? REHM T IERRE - BEEITRK -

FREEZERRES - R AR IER T ZNER - 8 S R BRI LA ET —
%o R EZEEEFE - A REBESEILEEEME  EMBEaTETE &1
mEdl b WE—EAGS - REEREREH T SMEERE - RE I
BE S EREARERE MR - 28 - BRI BT eageEHE -
2 BN BhER ) SR — LA -
FZik BEm

W EETRAME B REEETRON RS RTNSEEES mpres
SIS TN - REASIPUBELREN « BIEABI - BIRTE - BB 4L

B SR B M AR B IEAE AR RGRE - RS LR ST -

BEAT VB BB B M IE R 2~ Angle BAIAFT |

FREGEILEE 2 18 EE > SREAT S REDEEIT R E B MABKABERBERN—
FHEEEE » B2 Damon f&1E » —EEAORREMIVE R - B THBIEZS » Er DIB R EE
HHZY » Mac Keynote FYEH » BEAESHANEE —RKEARAL LEERE  HE~1E | 1E |
BENERESIEANE > RGEERETED TESARE ) RS AR

WRABRBAT AL CAHRTRERE |

NEBMBER - sEAREAEREMAVE TRMATE  EENEEERE - RAKEE
TSR |

EFRESHECERES  SRNESE L @BLZH - TR E - EERTEHE !
HHEERRENFEZS  MEZIEE?

—EIF R ERZE - LR A RE T B A A 0 [FIRFRES LB EIEER L - MIRE R A
B LTI - KAER - A TENEE | HTH55  ARRERBRE - BRAERRK - 2R
R BRETEERAEE ? 2B CEETE ?

EHE R ERWER > RYEEBEFTRENHES B3 HIERE | A
SRS LA - BT DT B E # » SIHViE - EEFE ARG | Y e —
B2 F R - BREURITE B EER ARG |

WS ERESEMELIBRRIER  ERE EAREELER > TRIBLRED
FIER; - REERRAE - FIRERIEES - BRRLEEEAEEERT - BN LE
PR -

AEAT AR (8 RIS — TR ASCRAL ST A - 1 PR EE |

BEMZIRESBATS « ERRiey -

B4 5e BEAT
USC in Taiwan 894 F 3242 » KT A EAMT BT » KA - SREFESH
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Beethoven Scholarship Reports

—HIBHERREF MR ELEHRITNEEHNER AN —REEEMHMEREE R EE
Be - T o BT E K58 R AV RE B AT AR R B IEE LB T EAERA -

AR AT 2 A BB BT SRR R 2 R B I O B A e 9 B 21 e B 5 =X JE (Rl A T 2
HUREEE 77 B IEN MR B G F B EIE - AT E R T #R 2 g5 2 RIS R ey 77 A0 L&
H o RSN ERANREZEE . b o BEERNEAERERE MG EM R REEE
AR -

B T BN R EEEIREG 24 0 RE T AT MR " Kokich
ERE I B -TE EEER | BB — {8 o B Al e S 72 2 09 22100 & B R
BB - R T REFEITIELFERENER B hFEE
IRERTIEE B RIE > BN A SR AR TEAIEER, 1Y
RESIRRE RV E (F B CIEZ IR AT AR 5L -

FEN R ETREARBAMEXMSZ0RERN YR Z TE
TS AR BRI E R - R AEELEHEREREZT
EEVRE LR R RER B M " KIIAI3P , — Passion
Persistence ~ Practice » IE2% K R B EIEEFIN — BE - HEEFENENE T B
GBI AR - BRGH TR0 R E B R o AT E RS ER
KERA - EE T —EN2INE —ETNgRIEFFEFIUE[AREE - Elfp 2R =T

BEERZHELTREAML > A MARKNBEZHFBEFLOREBES  BRABE
RM=K"% BAESHENARRS  HEREERS -

REBHED > 2MTEARZIREUREREEMABSIRE » EERKRZITR B
2 RRITIESHENDEERN - TAFL—RFEMNBERRZZT - TR —EDHR
BRTFEBMSBNET Y BREHARSRMEEN X —ES1E  FRETM—
R /KESITHE - G2 BHRBERBRZ2IARAS  SNITEASTHEEITHE » B35k
BEIA R N2 B AR BREHE - EREAMAEE R
I ERR AR 2 AN 2 AR E A EE - T8 TIEARRRY)
RBE > BRRIEENRE -

ERRADS 0 AEREMEENS ZREWH - REEHY
HERITENS AR —BIFTREELSS - 15 BBERHE
ZRREREFNZ N REMR AR PBRBREE T FHEHEN
Ml MRER S TRATEY - RE—RANEMERUR
FENMAREENEE - BRR T BESMFEZMNFN - BT
MERAMRAEMS T » FA-LERENANE  JTUBTER
CARENBER -

ERZSBERONRE > BRATRNRE - REBSREMRARIRE
BEEM BRMAERSTHRERANBELER  HPHFE2RKERERH

BZ5RBIE
FOMEE » B—EEANHERE - SEFHIRERER S - BEEHSHKE |
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Implant Technique.+.DDx.+.Basic. Knowledge
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09:00 ~ 10:00 10:20 ~ 11:00 11:20 ~ 12:00

HHA
(W5) L .
ecture Case Analysis : : .
Moderator: Chris Chang (8+12)x2 mins Classic Article Review
1 2/25 Implant Bone Physiology Case 1 Case 2 Biologic Width around Implants
2  3/25 Practical GBR Case 3 Case 4 Tension-Free Primary Closure
3 4/29 Dr. #K88%% Special Lecture Inter-Implant Distance
4 527 Soft Tissue Management Case 5 Case 6 Papilla Management
5 6/24 Ortho-Implant Connection Case 7 Case 8 Lateral Incisor Missing
6 7/29 Dr. ;& Special Lecture Ovate Pontic
7 8% VISTA Case 9 Case 10 3D Bone-to-Implant _Relatlonshlp
on Esthetics
8 9/30 Abutment Selection Case 11 Case 12 Platform Switching
9 10/28 Dr. 82/f8 Special Lecture Healing of Extraction Sockets
10 | 11/25 Sinus Lifting Case 13 Case 14 Sinus Floor Elevation with
Osteotomes
11 12/30 Problem Solving of Case 15 Case 16 Simplified Socket Classification

Failed Implant
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