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Change is all we need

Last month, | received an email from Dr.Tom Pitts. He shared u PERSPECTIVES
with me his excitement of converting to Apple. He wrote, “It will 24 The ABO Discrepancy Index: A Measure of Case Complexity
be a learning curve and take some time, but life is a journey.” Dr. 28  American Board of Orthodontics: Objective Grading System
Tom Pitts, a 68-year-old orthodontic master, is willing to make a for Dental Casts and Panoramic Radiographs ( Part | )
complete switch from PowerPoint to Keynote in his digital
presentation. Such a change takes not only time, but most B CASE REPORT
importantly, courage. 32 Early Treatment of Multiple Missing Teeth

We all have heard about those life-turning changes people
make in their lives. When we try to follow these examples and B8 CLINICAL PEARL
aren't quickly rewarded, we might end up feeling worse. The 34  Apically Positioned Flap in Exposing an Impacted Maxillary
problem, of course, is not that change is impossible, but that it does
not come easily. It takes years for the most important change to be 36 Dental Morphological Relation to the Bonding Position

made.

Central Incisor

. VOICES FROM THE ORTHODONTIC WORLD
38 Motto in Orthodontics

In this issue we will feature Dr. Pitts’ lecture in Taiwan in

November. Dr. Pitts’ approach to the Damon system is quite

different from the way you may have known. This may not seem N UNSOLVED MYSTERY

easy to follow, especially the way he positions the brackets. 40 Ankylosed Upper Posterior Teeth
However, it has proven to be one of the best quality and most
efficient.

Major changes in life will not be finished in one day, but it can
certainly start today. If a-68-year-old master has the courage to
make such changes in the digital field, why should | have second
thoughts in doing so in my orthodontic practice?
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A New Method of Placing Orthodontic
Bone Screws in |ZC

FQU v

The infrazygomatic
crest (IZC) is an ideal

site in the maxilla to

place orthodontic
" miniscrews.
Fig.1
1ZC is an area of cortical bone at the zygomatic process
of the maxilla. It is a palpable bony ridge running along the
curvature between the alveolar and zygomatic processes of
the maxilla. In younger patients, it is located between the
maxillary second premolar and first molar, whereas it is
above the maxillary first molar in adults.

Liou’s computed tomographic study ( reference 1 ) of
the IZC placement of screw over the mesiobuccal root of the
upper first molars suggested that insertion of orthodontic
bone screws in the IZC for adults should be at the 14 to 26
mm above the maxillary occlusal plane and the maxillary
first molar, and at an angle of 55° to 70° to the maxillary
occlusal plane. ( Fig.1)

The author followed the referenced guide line and used
a 2 mm x12 mm stainless steel orthodontic bone screw. At
first the orthodontic bone screw was inserted perpendicular
to the bone surface to about 1 to 1.5 mm deep over the
mucogingival junction around mesiobuccal root of the upper
first molar. Then the author changed the orthodontic bone
screw’s direction at an angle of 559 to 70° to the maxillary
occlusal plane before drilling the orthodontic bone screw
into the IZC bone region. The strength and sharpness of the
stainless steel orthodontic bone screw requires neither
incision nor tissue punch. Self-drilling is sufficient. ( Fig.2 )

Clinically the author observes the IZC bone over the
mesiobuccal root of upper first molars is quite thin in many
cases. Recently cone beam CT images have shown that the

buccal bone over the mesiobuccal root area of the upper

second molar is much thicker than the buccal bone over the
mesiobuccal root area of the upper first molars. Both a
patient’s CT ( Fig.3 ) and a dry skull with part of the sinus
wall removed ( Fig.4 ) can confirm such a finding. The cone
beam CT images study ( reference 2 ) of Chen also provided
a favorable proof. So nowadays the author prefers to place
orthodontic bone screws in the IZC area over the
mesiobuccal root area of upper second molar, instead of first
molar.

From a clinical case ( Fig.5 ) we can see a 2mm x12mm
stainless steel orthodontic bone screw was placed over 1ZC
above the mesiobuccal root of upper second molar. The PA
cephalometrics showed the orthodontic bone screw was away
from the root. From the panoramic radiograph it revealed the
orthodontic bone screw was over the mesiobuccal root of
upper second molar. The cone beam CT image suggested a
2mm x 12mm orthodontic bone screw made a good bicortical
engagement. The tip of a orthodontic bone screw just
penetrated about Imm into the sinus. ( Fig.5)

This is a case ( Fig.6 ) that a 2mm x 10mm orthodontic
bone screw was placed over the right upper edentulous area.
After placing the IZC orthodontic bone screw, the patient
complained about sinusitis on the right side and was
diagnosed by an ENT doctor. The author suspected it was

caused by the insertion of the screw. For a more thorough

No incision

No tissue punch
No pre-drilling
Self-drilling




diagnosis, the author sent the patient to have a cone beam CT
taken. The result showed the short 2mm x 10 mm orthodontic
bone screw provided only mono cortical engagement, without
touching the sinus wall at all. When tracing back the patient’s
past history, it turned out she has suffered chronic sinusitis.
The latest sinusitis occurred simply coincided with the IZC
placement of the orthodontic bone screw. From the panoramic
view of the cone beam CT it clearly showed radiopaque
shadow on the lower part of the sinus. ( Fig.6)

Regarding soft tissue, the author try to limit the
placement of the IZC orthodontic bone screw only over
attached gingiva zone. On Fig.7, the zone of attached gingiva
is quite narrow on the right buccal size of the case C. After
placing the orthodontic bone screw, the head would almost
touch the buccal tube which

made it impossible to

e

distalize the whole upper
dentition. The case A, B and
the left buccal of the case C
all have enough attached
gingiva for the IZC placement
of the orthodontic bone screw. Fig.4
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The upper case of Fig.8, a 16-year-and-3-month-old
female came for treatment. Her soft tissue had enough attached
gingiva, but the orthodontic bone screw became loose and
failed in one week. The cone beam CT found out the sinus
floor was very low. Even though it’s a bicortical engagement,
the engagement was only about 2~3mm on the solid bone wall.
No wonder it failed. (upper Fig.8 )

The lower case of Fig.8 was a 29-year-2-month-old male
patient. A similar case of the same IZC orthodontic bone screw
with only around 2~3mm bicortical engagement. However, the
orthodontic bone screw stayed in place for more than 6 months
and distalized the whole upper arch.

When comparing the two cases ( Fig.8 ), it clearly
showed that a bicortical engagement only needs 2~3mm on a
mature adult bone. However, if the patient was young and the
bone was not mature, then it’d be easily result in failure. These
two cases also demonstrated that the perforation of sinus wall
happened quite often. However, as long as the aseptic
procedure was performed during screw placement, one should
not worry about sinus perforation by the orthodontic bone
screw. We can observe similar successful results from mini-

plate fixation of the sinus wall on Le Fort I cases on the

orthognathic surgery patients.
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Even though we can place IZC orthodontic bone screw over
mucosa easily, but it is usually not ideal in the long run. In this
case ( Fig.9 ) the orthodontic bone screw was placed over mucosa
region. Two months later, soft tissue piled up due to the movable
mucosa around the screw head. As time went on the screw head
became totally embedded in the soft tissue and caused severe
cellulitis.

Sugawara’s study ( reference 3 ) the distalization of the
whole upper arch showed the distal movement of the crown by
3.78mm and the root by 3.2mm with the use of min-plate system.
Liaw’s study ( reference 4 ) on the whole upper arch distalization
revealed the distal movement of the crown by 2.8mm and the root
by 1.4mm with the IZC placement of the orthodontic bone screws.
Even though the amount of distalization seems less in the
orthodontic bone screw group, clinically it is a very useful adjunct
( see reference 5.6.7.8.9 ) The mini-plates are not only more
expensive but also involve quite a comprehensive surgery. Patients
have to suffer from severe pain, swelling and a removal surgery
afterwards. Comparing to mini-plate, the orthodontic bone screw
is a very simple procedure. Orthodontists don’t have to refer to
other specialists to perform this easy and economical procedure. In
conclusion the new IZC placement (over mesiobuccal root of
upper second molars) is a very useful clinical adjunct.

Summary of the new IZC placement:

It’s outside of the root area. Unlike inter-radicular placement, the size has to be limited to 1.2mm-~1.5mm. Instead using a
2mmx12mm stainless orthodontic bone screw for bicortical engagement avoids root damage and caused almost no fracture to the screw.

It can be as an excellent anchorage unit as inter-radicular placement of orthodontic bone screws.

It’s much better than inter-radicular placement of orthodontic bone screw for distalization of the whole upper arch.

The 2mx12mm stainless steel orthodontic bone screw requires neither incision nor tissue punch. Self-drilling is sufficient.
1ZC placement over mesiobuccal root area of upper second molar is better than over that of the upper first molars.

Better be placed over the attached gingiva area.

Contra indicated for patients of a very young age and with low sinus floor among the roots of maxillary molars.

Using about 10~120z (or 284-340gm ) to distalize the whole upper arch. An excessive force will result in failure!
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Figure 8 7 ‘ Failure
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Nonsurgical and Nonextraction Treatment of
a Skeletal Class lll Adult Case

The patient

A 19-year-old Japanese female came in our clinic for consultation.
Her chief complaints included anterior cross bite, speech and
chewing dysfunction, dished-in face and TMJ symptoms. She
appeared in good health with no contributory medical history.

The patient has hereditary Class III malocclusion from her mother.
She presented a long-lower facial height and a concave profile. Her
upper lip appeared short and tight with flattened lower lip.
Diagnosis

The cephalometric analysis indicated this was a case of skeletal
Class IIT malocclusion. The maxilla was retruded (SNA; 76.0°,
MEAN; 81.5°4£3.1°). The mandibule was in an average position
(SNB; 78.0°, MEAN; 78.2°4+3.1°).

The patient also had a narrow maxillary dento alveolar arch,
causing occlusal interference in the posterior area. The intra-oral
examination revealed that the tongue was unable to lift up to reach
the palate. She also had habitual anterior placement of the tongue
with mouth breathing.

The mandibular posterior teeth were mesiolingual tiilted, creating
an excessive posterior vertical occlusal dimension (ANS-PNS to
GoGn; 30.0°, MEAN; 26.3°+6.3°) and mandibular rotated open (SN
to GoGn; 43.0°, MEAN; 34.5°+6.1°). According to these findings,
this skeletal class III malocclusion combined with TMD symptoms
had been aggravated by functional and environment factors as well
as growth, development and genetic factors. Therefore, the form and
function of the joint may be adversely affected in skeletal class II1

malocclusion by the structural and functional asymmetry.
Treatment Plan

A treatment plan was made to treat this malocclusion only
orthodontically with Damon 3 brackets and reshaping of the

maxillary and mandibular dento-alveolar arches. The expansion of

maxillary arch was assisted by use of removal palatal expansion

plate. The reshaping technique aimed to restore harmony and

) . . wits | SNA | SNB | ANB | Goa |3N-
function of the tongue, perioral, and chewing muscles. Such O |GoMe

Pre -9.0 76.0 78.0 -2.0 126.0 | 43.0
Post | -3.0 76.5 75.5 1.0 126.0 | 425

procedure could also reestablish the proper functions of nose

Fig 1. Pre-treatment ( 19Y8M ) 2007.02.07



Pal.P- Tto 1o F.Occp-

GoMe | L-SN| GoMe |DC.LII[AB | O | OB.
300 | 955 | 88.0 | 99.0 | 70.0 0 0

290 | 1000 | 80.0 | 980 | 870 | 15 | 20

Fig 1. Post-treatment ( 20Y11M ) 2008.05.31
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breathing without extraction or surgical intervention.

The total active treatment time was 14 months. Begg type and
tooth positioner was adopted for retention. Appliances used included
the followings : Damon 3 brackets, removal maxillary expansion
plate, lift up tongue training with chewing gum.

Discussion and Summary

This case was skeletal class III malocclusion with complicated
maxillary and mandibular dento-alveolar arch form disharmony,
abnormal tongue behavior, mouth breathing and TMD. This case ,
which was originally classified as a surgical case by other
orthodontists, was successfully treated solely orthodontically by
uprighting and intruding mandibular posterior teeth to reconstruct
the functional occlusal plane.

As a result, this case was treated without pushing the patient to
receive extractions or surgical therapy. These revealed that the key
factors of occlusal improvement were creating a favorable
environment, reshaping the dento-alveolar arches and creating
adequate tongue space to open the air way and to establish nasal
respiration with effortless lip closure. Therefore, functional recovery
that restored the harmony of the tongue, perioral chewing muscle
activities and the creation of normal nasal breathing are the best way
in achieving successful treatment during short active treatment time.
Especially for the skeletal class III malocclusion cases, a low
friction brackets with light force wire is necessary to stimulate the
functional recovery. Light force and low friction system cannot
offer optimal torque expression for all teeth. If such appliance is
used to correct the malocclusion, we need additional force to create
torque. Therefore, the best way to achieve functional recovery
during treatment is by using light force and low friction brackets.
The light force and low friction system needs additional forces
generated by tongue, perioral, masticatory and neck muscle
functions. Thus, the normal nasal respiration and normal

swallowing pattern can be achieved with the lip closed effortlessly.
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10 months into active treatment (20Y7M ) 2008.02.09

Post-treatment ( 20Y11M ) 2008.05.31 Active treatment time : 14 months

Fig.2: Intra-oral photographs from pre-treatment to post-treatment
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Class III molar and canine relationship with 0 mm overjet and
overbite. The tongue was unable to be positioned up to the Mx.
dento-alveolar arch. The patient also showed habitual anterior
placement of the tongue and mouth breathing. These created a
narrow MXx. arch with posterior cross bite, causing interferences in
the posterior area and TMD.

Active treatment was started with Damon 3 brackets and
removable Mx. expansion plate, in conjunction with short class III
and canine triangle elastics.

The Max. dento-alveolar arch has been reshaped to eliminate
occlusal interferences in the posterior area and TMD symptoms. The
Max. posterior teeth were uprighted and intruded with distalizzation
of the Mand. arch. Short class III and canine triangle elastics also
made part of the contributions. As a result, antero-posterior occlusal
disharmony was almost corrected in only 8 months. O.J. and O.B.
became 1.0mm respectively. The tongue achieved a normal posture
and nasal breathing was established. After starting MFT with lift up
tongue training, a lower lingual frenectomy was performed. Then,
the Max. expansion plate was removed and lift up tongue training
continued.

The patient was instructed to put the tongue within the Max.
arch and to bite anything as hard as possible. Antero- posterior and
vertical skeletal occlusal disharmonies were almost corrected to
Class 1 canine and molar relationships with 1.5 mm O.J. and 2.0
mm O.B.. Furthermore, adequate tongue space with favorable
incisor inclination accompanied an improvement in speech
dysfunction were also achieved.

12 months after treatment started, all elastics were discontinued for
the final two months. Another 3 weeks later, since the tongue and
other peperioral muscles seemed to be adapted to the new
enenvironment, the Max. appliance has been removed.

14 months after treatment started, a stable occlusion with class T
canine and molar relation with matched midline, normal O.J. and
O.B. ( 1.5 and 2.0 mm respectively ) were achieved. There were no
recurrent TMD symptoms and jaw movement appeared smoothly
without any interferences. The Max. appliance was removed. Active
treatment time was 14 months.

11
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Fig.3-A: CT image at pre-treatment and post-treatment
Axial TCT image at post-treatment revealed all teeth held within the
cancellous bone of the alveoli, by balanced tongue pressure and the perioral
and masticatory muscles. The alignment was satisfactory and the arch fits the

shape of a relaxed tongue.

Pre-treatment ( 19Y8M ) 2007.02.07 Post-treatment ( 20Y1IM ) 2008.05.31

Fig.3-B-1: CT image at pre-treatment and post-treatment
Sagittal CT image at post-treatment revealed the tongue was able to be
positioned within the maxillary arch, and the air way was opened,
establishing nose breathing with the lips close effortlessly. As a result,

favorable interincisal angle, beautiful lip and neck profile were achieved.

Pre-treatment ( 19YSM ) 2007.02.07 Post-treatment ( 20Y11M ) 2008.05.31

N A
ClassII"i
-

Pre-treatment ( 19Y8M) 2007.02.07 Post-treatment ( 20Y1IM) 2008.05.31
Fig.3-B2: 3D image at pre-treatment and post-treatment
Lateral 3D image at post-treatment revealed a stable occlusion established with posterior support. The long axes of maxillary and

mandibular posterior teeth being perpendicular to the functional occlusal plane.

Fig.3-C: 3D image at pre-treatment and post-treatment

Lateral 3D image at post-treatment revealed a stable occlusion established
with posterior support that the long axes of maxillary and mandibular
posterior teeth were perpendicular to the functional occlusal plane. The Key
ridge (normal line at inferior apex of the zygomatic arch) goes through the

bifurcation point of the mesiobuccal and distobuccal root of the maxillary

first molar.
Pre-treatment ( 19YS8M ) 2007.02.07 Post-treatment (20Y1IM ) 2008.05.31

Fig.4: 3D image frontal at post-treatment revealed that Right-sided
deviation of the mandible was improved with a matched midline in

occlusion.

Pre-treatment ( 19YS8M ) 2007.02.07 Post-treatment ( 20Y1IM ) 2008.05.31
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Fig.5: Curved MPR CT image at post-treatment revealed both condyles
were in comparable position within the articular fossae, indicating that

normal function had been attained after treatment.

Pre-treatment ( 19Y8M ) 2007.02.07 Post-treatment ( 20Y1IM ) 2008.05.31

Fig.6 : Functional findings: Comparison of electromyogram (EMG)

record from pre-treatment to post-treatment

Post-treatment EMG record revealed that both the Masticatory muscles

(MM) and Temporal muscles (TM) achieved favorable bilateral balance

after active treatment.
Pre-treatment ( 19Y8M ) 2007.02.07 Post-treatment (20Y11IM ) 2008.05.31

—— Pre-treatment The functional occlusal plane moved down 17° posteriorly during treatment
—— Post-treatment by uprighting and intruding mandibular posterior teeth. As a result, the long
axes of both maxillary and mandibular posterior teeth were corrected to
perpendicular to the functional occlusal plane, establishing posterior support
with minimal and balanced loading of the TMJs. The upper incisors’ crown
inclined labially, providing proper incisal guidance and freedom of mandibular
movement in all direction. As a result, temporomandibular problems were

solved during treatment.

Superimposition of pre-treatment and post-treatment
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Dr.Tom Pitts’ Secrets of Excellent Finishing
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Getting The Best Esthetics possible from Passive Self-Ligation FER BN EER AT A E NG > RAR B IRAES I
The Art of Arch Development, Proper Torque, and Smile Arc EACHEPCR S > bonding FFHAREESHEHE A BYFRISELR 2R
Protection LR IERS - RS R S PRV 7 R 22 S ER S EE
A Close look at Bracket Placement, Working Arch Wires ( Gummy Smile ) M-A3EE > BAEFRFTTHLEZIIFT T A
and “Finishing” EREE AR - 54355 > KB ETIE intrusion 2X extrusion
Revolutionary Early Elastics HYENE » BE ] DA R — R & AR =) f S Y i S HE )
Extraction mechanics H RiTfe e R — i S A - NME R AT
Retention HEE KRR S - HEEA RS HB SR E
AEERE - BABAVRE E)ERRAE R - NMERKE ~ THRELLK
@® New Esthetic Model FEGFEREEME - FREEESE M EEHIER - Bk

Dr. Sarver 1 1990 FAUBELIVELS, - DUBBR RG] gy 01 ool e AT AL 7R 2R S K

. T LA B T T » B e et Damon SF& passive self-ligating Za% A% E%EJU\IEE\#%;%
TR "T S ﬂ , A[:/\ Atﬁj '\H s Sl |
dish-in B8 - WORBERBC AR ABER « s - P POCRBRE SRR A |

Fig. 1 Fig. 2



@ Best Esthetics Possible

WA ERE “ Best Esthetics Possible ”  ? B So{RFrEE
HISNEL - THE EE - i BEE B EME (Lip
R FEE FEREARRAZE ( Smile
curtain ) » LLRJSELHRSPEERYZ 2 ( Vermillion display ) © fi@
HREEE 3 AREEBI ( Vertical proportion ) JRIFH EHZE - B
FEAY vertical proportion BJ 4R MEETN4E ( Smile arc ) K H7tf
SMNERHIREIE 5 MHEHY » Al i B i i Y 2 B o3 AT EE
AR T AR Y smile arc Bz enamel display ©

BEETANE - BB EFEEA T EEAKES] arch
development DARA/I Dento-skeletal volume > BIF]F= R
iR S > AR EENRR - B EERMEE
BREAE R BEMAVEIFHY “ BREALEZRER 7 - BS  &
HX A WA Full smile ~ BRAEAY Lip-tooth relationship » LA
FHRERIEETNER © 5940 » FEtERHAERE (torque ) —
HJE canine — {EZRIRERAYSEEIZRIE EHAL TR E2EAH
fi o ¥Ry upright #Y canine % & A LR Arch width

fullness )

K Ry HERY Smile arc (Fig. 3,4 ) » FiLAME B EEE
keep canine upright > “NEE8ERY retroclined  Dr. Pitts S54Mi
SR —(EEBEE © R over-torque HEEFTH -

HEREMY |

Fig. 3 /75 A RIF I T B R EESS (Smile line ) B85S
a;%%% s A BIZEBET TS AL (Smile arc ) B

FEATURE NTO 13

AP A e R © ARIRAFIE {
EEEFISAY crown _EE—ED) t
G EIRAEERL FH pkne PR
( Fig. 5 ) ° FH plane &% Po - Or
LR (HEHATE Ceph | Po i g
SEAL 0 FTEL Dr. Pitts HEM
condyle fz_E&HIREHU Po
DEBEEEEMNS » FHARTGHFER passive
self-ligating Zr&0EHE » LLIRA S Bpi A B Ehny = #
AT BOR S R B IR - R 07 A2 B ey
MEIE aREsaT
1. #EH{EA Damon Z4LAEFISEBIRTARER -
2. BiSHYEEE TS R 2 LR oM -
3. Wal4EH; Wider arch > Smile arc BAK, Enamel display 75~
Hi# =% -
4. P& ERILE -
5. MIEFESITERERRBENEZHEH - KA T
P EHRIIELR > F#{F Damon Z4AVIEFZEEH
B
TR PRI HY 2 1+ PP m] 88 458 0 i Fy b SH i o

Fig. 5

AHERREEAAE (Y EREamEEREaE

R -9°) o IS WoREE AnAHESEE )
[ » SR EEIR Buccal

Corridor !

Fig. 4

15
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FEATURE

Bracket torque > G Smile arc 3&f:%E Bonding position °
DIEER(FEAENY Enamel display K Smile arc © FJF§ Damon %
SrTREHI N0 lower face height ~ EFEE NI A SR ~ 34
B SIMNE - LS ARRRRL |

@ Arch Development, Proper Torque, and Smile Arc

Protection

Passive

Fig. 6

Dr. Hisham Badawi %Uﬁﬁé{%iﬁﬂ%ﬁ% » LB Active self-
ligating bracket Kz Passive self-ligating bracket ;AREMEEHE/E
HrEEE > FEREIEAY TSERT S > {#HH  Passive  self-ligating
bracket FBF{E 1st premolar area 2% Buccal displacement @ [FE
active self-ligating bracket BB Y incisor flaring ( Fig. 6 ) °

SRR H4S: Damon system fEA SIERE ( Lateral
adaptation ) FYZRER b » B{ETAH M 4K © Dr. Pitts /£ =
T —{# Bilateral lingual crossbite case ° iB{EHEZHKR A Low
tongue position + B SHEEE SERE - FEILAER
RPE J57% » 15 EIRTRUR % By crown buccal tipping » 1 HLAE#

T HIAEE — LHEWR AL - Dr. Pitts ] Damon
system » HAE(] .016 CuNiTi &% 218 A\ JHk—ERisFE] - BEZR
BEZFRAER > wire ] 1st molar - AIEHF S
FEIERER » SR REIRIESE - il EBEUEEA
FY E$2 > FINE Passive self-ligating bracket system A BEZEF]
BN ST SRR -
@® Bracket Placement, Working Arch Wires and «
Finishing ”

HAEHRE ESS B VSR T %2 ¢ (Fig. 7 - Fig. 8)

* Smile Arc

*  Mutually Protected Occlusion

*  Marginal Ridges and Contacts

*  Symmetry

¢ Transition from the Anteriors to the Buccal Segments/
Occlusion of Buccal Cusps

* Torque Control
Dr. Pitts 585 > Bonding can Make us or Break us ! ”

—BRAGHEMERG S RE IR Es - BIVATDAME Finishing F5-FEATFHY
B o BV EEAR A FETE T KSR AT (AT DR,
WREEFE5 359 “ Rebonding”  © Precision bonding FY /5745
B0y

1. FEEILER - HHEMEEEZ A - Fhi g

o  TEEREFIE—RFEIERLE » Bracket pad A9 occlusal surface FERZ{EHA contact point 245 » ZEHA T EEE R FAE

HIFERSAE ( Gingival ) IASE—KFE

o EEREFE—ARFAEINEAE » Bracket pad #Y occlusal surface JFEFET4 A contact point 348 » EHE T KFEIEN

H AIERSE (Occlusal ) JAEE—KFIES

Fig. 7



BENKEFHESER - FSEERR - 2L
FAHEETIR @

PE T AREAEEAL S HIS = & I contact point Y
ALE - WERZLE > BURE-E55 - Dr. Pitts bonding HF
—EEAE chairside #Eff Pano ~ BEIEHEIER ~ LKL
B o

FH T i B B S 2 0 5 P R Y B8 AR Bk
4 - Dr. Pitts &4F tube HY base ZJ0ZEFK bonding
agent ° FRM—IRIEFE b resin > i S @R
Sk B -

Bonding Fif football diamond bur & HE5{F
reshaping * 274 white stone K black rubber
polish » ST DLEE bracket HEAF BOkS MEHY AL
& - Reshaping AY#IEIFIFERRAY cusps » LHE
Canine > Dr. Pittts 7£ bonding A7 reshape 99% Y
canine ° LN > IR FEGHY labial surface H—EEFA AR
HYBEEREEY bracket base M)A FREAEGFRH - HIEIF
reshaping HYEHTE -

4% bonding 58 > & bonding F%H -

F rubber cup 3 pumice powder JEEFE © FHH-ERN

FEATURE NTO 13

TeRPelRB & ~ CI/KFIRRIE © 7e45 NHY 2 molar 5t
fif o #HZZ contact point AYNL'E » T4 bracket 4%
EJA contact point #HZRE o FIFHACISREREE Tt
(long axis ) REEREG{RHASS—HEHY 200 molar HEE(
CEE c ORGMIIFTAFEE bracket FH{E mesial A (R
lateral incisor fRE{HI I B EEARAT A & 3R AR A kLS
%) mesial T 0 SE LW bonding FEEIEHEEE
WERZK distal - EEFEIIAFEET S
derotation ) © Bracket base ZHEFEER|E ~ EMLI& T
e
P2 Bonding % - BA%A Bonding FBHRFTST G
SNSRI - DU i RBHEERY bracket slides &
HEEEE o FFH/NOgH R RREEZE 24 molar 1Y
buccal groove Fll contact point ffEE bracket I E » k-
TH bracket N44J1E contact point 745 F < L Premolar
PRI AR OSERZ e o ( long axis ) > EIRFIN_E
Loupes SRR E TR IBEREHIFLE < KEHIFT
TFHF bracket HY mesial surface ZEEITHIFTFHY mesial
surface > W] DARH1E mesial #h o 252 Central [T ZF
1T mesial surface PASh > HWEFERIH] central B

DFEEARREAHIR - 4 FH football diamond bur 17 ©
IR B B S MAR L E AL E > RIE Dr.
Pitts EEIEH P HE#LSE gingiva —B5 > HIFTFHRIR
B PR —LE -

IFT o R R e RS B4R 57 mesial FYHETT o

AT R R AR UG R E > 35 FeBARS Al S it 1

A

FEIES I B E IR ¢
o REGHLTF A% mesial -
* F—/NAEHE A% distal

Fig. 8
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FEATURE

mesial side FEEEZEAH[E] o Canine HIIZE;E I {AI = 0 E
FHIE] » 8% occlusal plane A RE canting ° K55E1% » ik
HE case ZERIATEZELE insicor palatal sidefill bite
turbos » Wi FHEIEEAVR G ST o BRI wire BA ©
FETZREEEN (A Working wire FYERN - RATLIT :
* {EB X working wire BRI {EBHIAMETT
working wire ffY 15t ~ 2nd ~ 31d order bend adjustment ©
» {#iF Stainless steel or TMA £ Working wire ©
* Working wire FMIFIFE L IH—EZEA Posts K
Loops °
* LTSRN Working wire MEAAAETE > LT 0 o Pt
28 E T iafen 2 L T Working wire fEREEZIR S
YW B2 o0 = — BT 4R - o5 1% I 1 7R i v sy R
Stainless steel wire {5 expansion ©
AR TR Working wires UE ? A ERSTHE
2z %A 19X25 SS» MEHA 16X25 SS e %/ open bite
case > B¥, Class Il FFHIF 19X25 TMA 2 17X25 TMA © % By
Class IT BEEEHSF case HSHIJA Stainless steel & working wire °
By T #EG R By arch development AR TR/ NER] » (8
A K modules B¢ .008 ligature wire 2K tie back °
AArkE 8
ST B
1. FIFRIESEE - BRTEENRE

Damon %%tHY finishing work , Dr. Pitts 5258

 HL IR

AL ERS EEs - ISR & 1Y torque °

2. EEAE KA torque control » FHEHAYZE Al
R SRENEK - SF8EN Facial K smile
esthetics » MFEF AP AR EFIRE BRI -

3. [EIRFSRERAERD AR E I NS ERVRCE - FEEE
EHEERIESS - BEEEDN torque ~ FEEMEAGKH
TEHHTI R A AUBE ~ Early light short elastics FYfiE
F ~ Finishing elastics BYEA ~ DLASEEFEEIME -

4. AMATHERIAERNR o Bk T EEI IR R &
IVOSES Tl Egs T REC T

@ Early Light Short Elastics
{iFH early light short elastics FY/EBELIT ¢ (Fig. 9)

o TEAREFRHAFEEEIEH] Vertical dimension » %A deep bite
B open bite # H] LA HIE

e A Class [l or Class IIT 5= > #oIFEHHEA 2 oz (19
early light short elastics > %50 elastics 7K [a & #8 AT
JE K side effect » FEIGHE IR AT 5 AP direction ZUIE -

o FHAFEF} tongue position

o SREM cross elastics G FHIE B I arch
width » RETTER/N - BN GEE RS T8
tipping °©

o IREVAIIVRE -

o IFRA light force » I A ERAS & RLEKIRE |
TEREH R Early light short elastic + Bite turbo i2{E 7572 >

A DLEEE S intrusion BUE extrusion IERERYFEE - 2I%EH]




FEATURE NTO 13

Class 1, 11 /9 Deep bite cases » =51 Bite turbo iU EERIS » F class 11 elastic T
1F Ud to L6 > 1F .014 or .018 AYER&R E - 35F 3/167 2 oz (Quail ) Full time > FI
THAEE 014 x .025 CuNiTi %8 » A% 3/16” 4 oz ( Kangaroo ) » FIAEE—{E{IE »
JEE ¢ Keep it short (7REIJEZD horizontal vector) ! i A& H %A AEFAR - M HA
Fte T He2s » R e A soft diet » BV > EHENE T il Ry 1k |

$§J7> Class 1 anterior open bite case > 55fE molar area fill_I= Bite turbo > {#H
3/16" 20z fE U3to L4 or L3 (< case A7E Class 1T or Class III direction ) > I H#&
B “1% I EL#EE) (Squeeze exercise ) © — HEFFEHAE post. fiber of temporalis
muscle area > FFRELENE - FEREFIHLARIIELE (W) » SO R—(E set
K 6 set » LAIOIHE molar intrusion YRR

£ Class 11 open bite case * F§  “more” class II elastic > B elastic JEAE U3 to L5 » {RZREC& Squeeze exercise ° ECiAN
BEFH 3.5 0z 0 {REREFH 3/167 2 oz 0 By 2 oz MY tissue reaction #5EF o ¥4 Class 111 open bite » HI L AP elastic Y75 (A
(UStoL3) » HegEAMEE -

19

17 Post. cross bite case » FJLATE %8 2nd premolar & 1st molar A9 palatal
side %5 F Kaplan hooks @ FH 5/16” 2 oz (Parrot) 7% US5-6 palatal fir%] L5-6
buccal side * PAZEHF molar area F bite turbo 7£ lower molar cusp BEHKE » 5§
TR A AR 0.018 NiTi  elastic 2503k 5/16” 30z (Dolphin) e

534h » Class III severe open bite * post. crossbite * narrow upper arch 9 case °
w]BLA cross bite elastic » class I » Jl_F Ant. up & down elastic FJ 2 oz %4 » &
EEFEB S 3 oz (Dolphin) » FH#aEL 018 x .025 NiTi B » 2 Zebra ©

Fig. 9 Dr. Pitts # % elastics & %
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vertical dimension » FDAYERF smile arc - i BLi2/2 reversed
curve wires fRERZFIAYRER » LAAT Dr. Pitts HAE F5EA
Reversed curve wires > H{F T Damon + Early light short
elastics + Bite turbo PAf% » EASATFEZEAHH reversed curve
wires 1 ©

Dr. Pitts ST » /KERIFFHE vertical k2 AP £
R - fERSPRIEA > Deep bite FY case FLAERTF 2
15 0 1B I elastics 5 Tfi Open bite FEAE1& &S - AiA-HI
elastics * AIIRFE ecarly elastics EHAR » BLEEHE

“disarticulation” !

—EZEE > 7F Deep bite case » ZFEE “ Keep the
elastics distally ”  DLFJ{BIFHY extrusion s 2> Open bite
case HIIZEFE “ Keep the elastics anteriorly ” LUFIETSFHY
extrusion ° £y I #ERF BLATHYEEREE > Open bite case Hx4F
B overcorrection FI5—%E Deep bite s 22 > Deep bite
case FiFE overcorrection F| bite 72—%k o 1fj Class 1I case
w T2 overcorrection ] edge-to-edge ; Class 11T case Al
YT overcorrection £ bite B&ZE ~ B —HBiEE Class 1T #YER

N —ESRE A T RAYE o OVESE RERRD
#" ( Full time 24 hours ) | 38 A\ RIZEE 0] DU AT
BIiaRRE (AIREZEE 1288 ) I HRESE T
HyaEGER | BH - RGNS 55 - HEIHTE
SHIE -

@ Extraction mechanices

SCfE!  “ Extraction for the face , not for the space ” !
I > SR HVERERE S A YR -

1. Bimaxillary protrusion with Lip incompetence

2. Crowding with protrusion & very wide arches

Dr. Pitts fRVHEETTHA G - FRIEBEINEA 28 -

K% EE A B Bimaxillary protrusion with Lip incompetence
A GHEEI T 6% » VEZERE Crowding with protrusion
i L EEN T 5 CAIR R A BRI ek HEEE
JAR/DH, © Lip incompetence HYEEFRELLE Lip seal
exercise * DARFFEERAS - B2 E T BE —HF AR

H o

HERENTSHEHPTAE (Torque) HE - 5h
A DU R AR - WRECPRY B AIEEA YT - —
ReREESTaR 10 2] 12 @H > HRAESERNEHRF -

P H AR E S ATA 4 #8 Leveling and alignment
% crowding & rotation&EXIE T ¢ 3-3 A .008 ligature wire
A —HE - BAZEERF—E 2 Stainless steel wire DLAER
A EE A AR dumping » i H FIAY/Z 19 X 25 SSW »
B wire REE—RHERTT » AEFE REE - B
YETERRZE M A SR RIS free » VA NiTi J74%
fi leveling and alignment B A @ri#i 58 — KFIE -

/BRI REIE - FRDEBRRE —EZMH High
torque (+7°) HYRBIEES @ 1825 T ZE 2R Buccal
plate » ##5 FHREEE] Buccal plate 1745222 EIRA-FAEAK -
HYMEETAE Buccal segment Y wire | o ZESMILE 20°
Lingual root torque * HAYH R T EEFFR%2HE Buccal
plate DAFIZEfERARA  Posts B4 loop M ELMIFT 42
Ol > EREE YA - WHEA Medium NiTi coil
spring (4 ~60z,9 mm) BHZERE - {EF—KEE distal
wire HE] posts B loop I MR EBEHHEIKE I - Coil
spring &F 11 # activate —X » KAXHEEERA - GH&E
(EHEE - BEPAZEMEREEL AEEH 1.2 mm 24 -

Dr. Pitts Z#(H 9 mm medium NiTi coil spring * &
— IR E R 90 EEEIE—REIERY distal wire »
YN H B F B IESSHY hook L - EREEEEIARGES:
binding * F—FH ligature wire 42 ES i8R E55E 1F 255 H]



PS40 hook | » BS#E R ESRE (E2S coil spring ELEAN &
S8 (Fig. 10) ° Activate £ 18 mm (&9 200 gm) * XK
B L= oature wire [H)F(] activate BJE] o 415 FE—1E222 ]
RAPFZRS#LME - Dr. Pitts &35 875 55 8 022 18 S PE Bkg
SECIE SR E BB Class 1 elastic ; AHFEF| Lz
FREAEAR S E8 A% B > Dr. Pitts ®7E Buccal segment Y
wire flI_E Lingual root torque » i %22 5k ] EFIRAES - 40
RepagERE > AU activate ZEfIAREHNE - FHlECEH
i CII 5% CIII elastics {#/ © Dr. Pitts #25 coil spring R EEZ

-
£
‘,f/” =~

P ) Fig. 10

’\\ /r‘
A ¥
\;L\\ W, g /“

-

HISEEEAMET Dr. Pitts AUIERT :
Ql. ZFi{E Phoenix JE5E2#%0% > Dr. Thomas 234157 57 Transverse development B > Canine {3 A High torque bracket °

R RAY = R er 2

FEATURE NTO 13

[ H 5 —RHE b > R ERE(REEE IR passive
self-ligating bracket AGRNFFZE(y anchorage MYRTREE » =
JE1S B 4917 arch width » BT L] DA retraction F2%

AR IELERIRT T Dr. Pitts € .010 ligature wire
R figure 8 44E—#E - EEHT[EIE] 18 X 25 NiTi fii#
BEEIEE KR8 T 8 ~ 10 #AY leveling & alignment
Bte#ala] 16 X 25 SS 50 TMA #E{T detailing & finishing e
Dr. Pitts 585/ » TEHU case [EEERFEFSVEE > F5
AT BT LM IR E % o (RIFECR A =t m A o i
Ji% buccal corridor

BAFY 19 X 25 SS- Dr. Pitts BEAERMEM AP
correction 52 Space closure B > 322 —{FRIEHHY wire - B
HEFF arch FY integrity » JCHAE Vertical J7RIFY4ERFA B RHY
=R -

Dr. Pitts BEGEHEE - I ERGLEAIRA G
% 6~8EH - ifi—RENI aRZIE 18 (B H » $FHE 24
fEH -

=R HAEERTER T 4 & {5 High torque canine bracket !

Ans : Dr. Pitts 8% °

1. Canine JFARAVFAE #L{R retrocline °
2. PR B -

BIIAAEE over-torque canine * [ H. Arch #F Lateral development B > canine L& PR/ H. upright »

Bt DA ZE 3245 51 High torque bracket °

Q2. JEFHBIZIE R FEFIRY 1 molar tube H 4 accent tube » 552 2 molar tube (LIS ? S & A @822 [t molar HY torque

IR ?

Ans : Dr. Pitts £ > it FHAYE A IEMEAER 15 molar tube » Z=FIHEFER U6 1Y offset 5& 12 & » U7 A offset /2 10 /& > DU T2 M

PR R 5%

LL6/ #342-5131/-27 torg/0 ang LL7/#342-5117/-10 torg/0 ang
UL6/ #342-5115/-10 torg/0 ang UL7/#342-0445/ -27 torg/0 ang
Dr. Pitts 45092t —+FRTHEIHY A company tube » & 58 20d molar 22)2H -27° #Y tube » FTRAMLAA T 2 molar EE/E

LR6/#342-4131/-27 torg/0 ang
UR6/#342-4115/-10 torg/0 ang

LR7/4#342-4117/ -10 torg/0 ang
UR7/#342-0545/-27 torg/0 ang

TR ETEALER - BRIWA -27 9 Upper 2 molar tube FJF > HRAMELHIE T - Fi—EEHAES -

Q3.

=% 5145 Bonding H#FHAY small tip light cure machine FFHFE » HFEZKL curing & FHSEFGIR4FH |

Ans : Dr. Pitts & > #3f& Laser tip RE ARG THFH - SeBERSITET - M B#—(E tip 2 USD 1000 » ArLL........

P
=]
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FEATURE

@ Retention

By T 4R REFITERR - J8FE Pt 2R A 2 ey
check B HY CR position « —EZMEEKFTERE - BEL
# Dual bite 2¢ CO - CR sliding > B GHFEERA GiET |
i Early light short elastics HIFE& S &% FHIGEAE
IXIE A-P discrepancy @ sEEEHTHEKHLA RS AT H BRI
MY adaptation K balance ° 534) - Finishing stage [& T L
finishing elastics Z#b » fff Occusal adjustment DAZEER
interferences ~ ffEfr CO = CR H/@2fREZAY ! Dr. Pitts 1Y
Occusal adjustment & 99% #EAE(ZEE Lingual cusps * [R5y
B [ingual side & premature contact > ARMEE Buccal side 3
JEJFHL finishing elastics #A AJRERSS4T | | Dr. Pitts 585
Finishing P&E:—E BHEEEG A ERST - N EHRGTE
DiiggHaC settle | ¥ REERER S HT settle !

Dr. Pitts #FERTAFIMAME LZE#ER Lingual fixed
retainer > ARy Dr. Pitts BHEIXY 50% JEHETERHTESE » HIFT
TG m AR eE) SRR ER  RILF TR E5H 2
F| 2 [EE - Dr. Pitts finished A8 > 7T CII X anterior
openbite HBEZE overcorrection ¢ B HEIGTH B Sy ZE i AT LKL
fixed retainer Z4h » HAth B85 Bite HHEEMEH A & Sy2= i n]
DIZEE - TEEATA .027 TMA 2% .0175 / .0195 twisted wire
TE3FN3 > BEEHHHEA Clear retainer o F FEAAY Clear
retainer £ debonding &A1 4 HLHEEKECE - A& AIKUK
ith E#% - _EZAAY fixed retainer WMEBETE =L E > TEEM
RIVESSAEEE - E % EAY Clear retainer t/EASAERCR,
References :
1.Tom Pitts’ lecture in Taipei 11/15/2008

FRADERRE BRI EHIRENEE > A Clear
retainer {ERCEGEFIE - palatal side SRS —REDIMERFES S
Dr. Pitts =& B FM% F# muscle training splint ( Fig.
11) > EHEREFE—E retainer # 3 {EH 2 & FHUERMM £
FIRFf% By 0 1. Herbst retention * 2. Severe posterior
crosshite » 3. Lat. tongue thruster > 4. CIII' s corrected with
elastics or Herbst with springs > 5. C1 Tl malocclusion * 6. Deep
overbite cases > 7. Anterior open bite > 8. Any patient with
severe muscle dysfunction * 9.
Tongue trainer > 10. TMJ -
bruxing / clenching > 11. Sleep
Apnea ° Ft FHHIME 2 AH & B
#Y Dual hardness material > B
R 4H 4% £ il 5y 7 T 40 T ED
BE 1T A S Y R R R A
RIZeRey » AR EE S Fig. 11
Wy o Cl 11 K Sleep apnea fEEEsMigE| edge to
edge > Anterior bite opening 4J 5 ~ 6 mm > Apnea EETF
bite open B 26—%k ; Cl 11T AIEAE CR Air BESAERT 1 mm °
Dr. Pitts 325 » BMEIEEERACETED | JfTF
T Damon Light Force System * FF#5M1 Precise bonding +

Torque selection + Bite turbo + Early light short elastics » s Z4%%
S RAVREE © B 1E e a] LAFE B Effective & Efficient !!

2. Chang CHN. Beethoven Orthodontic Mobile Learning Program. Advanced Damon Course No. 4: Dr. Pitts’ secrets of fininshing. 2008; Newton’ s A Ltd, Taiwan.

B % 5545 EhEREE -
IR BeEp (£)
EHMTF B
FRaza BEn (F)
BT &2 An

RouE Ben (&)
UEEE £

Risle BER (£1E1)
SE bR v

REBE BER (£123 )
W F EA

REH B (F)
RE54EEFCARA




The Dream Screw for the Next Generation’s Orthodontists

OrthoBoneS

Beethoven Orthodontic Center

OrthoBoneScrew (OBS) has a double-crossed rectangular
slot on its neck. This 0.018 x 0.025 inches rectangular slot
provides a versatile use of orthodontic mechanics. A 0.017
x 0.025 wire in dimensions can be secured in the slot

firmly.

NEWLY RELEASED  NTO 13

Case report of palatal impacted canines:
Demonstration of OBS application

Yi Yang Su, Chris Hwai-Nan Chang, Beethoven Orthodontic Center

Mechanics Design :

A 24-year-and-7-month-old male had one maxillary right impacted canine
located on the palatal side.

Firstly, we uncovered the impacted canine to allow auto-eruption. Secondly, we
extracted the maxillary right 15t premolar. 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 .

OrthoBoneScrew

Corporate Headquarters :
Newton’s A
2F, No. 25, Jiangung 15t Rd,
Hsinchu, Taiwan 300
Tel: +886 3 5735676
Fax: +886 3 5736777
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ABO EFE EHERIEEEITFE ARG DI ( Discrepancy Index ) A% IEAVEESEEES > &2 T 12 {#IHE

H : Overjet ~ Overbite ~ Posterior Open Bite ~ Anterior Open Bite ~ Crowding ~ Occlusion ~ Buccal Posterior
Crossbite ~ Lingual Posterior Crossbite ~ ANB Angle ~ SN-MP Angle ~ L1 to MP ~ Others ° #1832 2615 H ER M A —{E5E
—HIREAESREEAE case FVEES) ~ 1f ABO EEIFE IEHERIEEATH 5 Z HE(E index AR EFE case AUEERE

FZAETE DI A > K& IEAE
¢ REBRTHRIGI SRR E -
[l A T SR P H Y
SPIHIR > A REAG R & R AR

ITIE

. Overjet : & EFIFUIIGE] TP EMIEZAEERE - & overjet /& 0 mm

( edge-to-edge ) 15 1 47 > overjet /5 0 ~ 3 mm %3 0 43 > 3.1 ~ 5 mm 5 2
73051 ~Tmm 357 7.1 ~9mm 4 57 i 9 mm AEFAS 77« 4
HEi & T A negative overjet ( anterior crossbite ) 3 > N EEEEH crossbite HY
overjet FEEENI4E —FFEC A% 0 FI40 # 42 overjet = - 2 mm * # 41 overjet = -1
mm * AIARIEEE 35 3 57 ¢

. Overbite : Sy EFISFUNImEI NI UltwAYRERE 5 3 mm PANAR 073 2 3.1~ 5

mm % 2 530 5.1 ~7 mm 5 3 53 0 45 PEAPTFIRE] B 0 5 100 % HY
overbite » HIIEZA 545 -

. Anterior Open Bite : {fx - T SHEFHRAT A ( canine to canine ) HYFEREAR 1A

=43 > edge to edge (overbite = 0 mm ) B 1 47 > FEEEZS/D mm AV4E&SHE Bt
TERAESY » 5140 # 11 B # 41 open bite 4 mm > # 21 B2 # 31 open bite 2 mm °
A EHERA(%F edge to edge * AIATEF 2/ 1+1+4+2+1+1=10
Gy (BERIHFE P NEA FE A blocked-out X SHMNKE MRS EHH %
E o QA ATIAGT T -
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BRAFEE R %45 IE AR EE

/
4. Lateral Open Bite : {x I 5. Crowding : & crowding A/ 805 - HEURIEIRAY arch circumference 51|
TEHEEESHE (1 AET5r (EE%H) > & 520k 1t molar to 15t molar & FH AT 380 EEEEAE
premolar to 3% molar ) AYEE ERETFSE 1 ~3mm A 1531 ~5mm & 24751 ~7mm 54
HEAR &8st o> 0 BEEEZ 43 0 RS Tmm FHeHA T 47 e
/b mm HIEES x 2 Bl itk
TH4EST -
6. Occlusion : F({"{#H Angle Classification #5774 i HI
’ 1 #Y molar relationship & AIHETST - & 158 1 molar #Y
% ) / ‘ MB cusp BIAE F2H 1% molar A9 buccal groove %] MB cusp
A n}) | ' Q [ ( cusp-to-cusp or end on ) £ 0 43 » Class Il or III end
l on relationship ( cusp-to-cusp ) &1 2 43 » Full Class II or 11T
H : relationship &1 4 43 ( Full Class 1T : _E58 15t molar #Y MB

cusp BAF 28 1t molar B2 2nd premolar embrasure 2 [H]
Full Class 11T : %8 27 premolar EAE 58 15t molar buccal
groove ) ° ‘Ei8## Full Class Il or Il » A% 1 mm 52
14y e

7. Buccal Posterior Crossbite : 41/ & °
¢ 1%t premolar 2/ 3 molar » H5H 2 47 °

iy

8. Lingual Posterior Crossbite : #1/5E]
BE17 -
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gﬁo

—éj\"

12. Others : & LU FAYIEILHEREF RIS AT -

o Supernumerary - &FH x 14
o Ankylosis : 8 X247

¢ Anomalous morphology ( tooth size &

shape ) © £ ( B4 peg lateral incisor) X 277
o Impaction (BT 3% molar 4 ) : 55 X254y
o Missing ( &7 34 molar 4 ) : &FFH x 143
 Congenitally missing ( [ 7" 3% molar

USER=: X277

11. L1-MP : & LI-MP 299 0 155 1 53 » & > 99 0 —J&

o Midline discrepancy * fRf& 4% 3 mm 2L k=
e Spacing * Mx central diastema 2 mm L E

e Spacing : —SHAFSHEME 4 FALL FAYSF

B9 generalized spacing
e Tooth transposition : &-5H
o Skeletal asymmetry ( treated nonsurgically )

o Additional treatment complexities @ H'E A

FIARITEN

9. ANBangle: & ANB=60Ei<-20, 5545 » H>608<-20—
& SHNRINE—57
10. SN-MP @ & SN-MP =380 1552 73 » & > 38 0—J& » S54h Rk
W5y 5 & SN-MP <-260- 58] 1 57 » 5 <26 0 —f& » SHAMNEHN L

 INEIIE

X257
X247

X247

X257
X247

X247

5& IE A 4)) 2235 4] ST initial pre-treatment F&1E case HYEES#E5/E » DI ( Discrepancy Index ) %l HAYiEEEIH H
PURGET AL T IR E Y25 » ABO ¥ DI BEARSEEKEHHEESIE - ENTFEEMN AT KERE
BT~ 5 AISE case 1208 > 50k A DI 5143 » ={H case 7 DI score 10 43 LL_E ~ DAUK =l case {£ DI score 20 43 EAA]
DIAESIE - TR DI BELRHKCLZE ABO WER » 1 EBEER T ERESE S BETRTERN T/ DI

BT T ¢

Reference :

o

2008; Newton’s A Ltd, Taiwan.

Thomas J : The ABO Discrepancy Index: A Measure of Case Complexity. Am J Orthod Dentofacial Orthop 2004;125:270-8.
The American Board of Orthodontics Clinical Examination Guide. Third Edition May 2008 - May 2009.

www.americanboardortho.com/professionals/clinicalexam/casereportpresentation/preparation/measurementinstruments.aspx

Chang CHN. Beethoven Orthodontic Mobile Learning Program. Advanced Damon Course No. 4: Dr Pitts’ secrets of finishing.


http://www.americanboardortho.com/professionals/clinicalexam/casereportpresentation/download.aspx
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DISCREPANCY INDEX WORKSHEET

CASE # PATIENT

TOTAL D.I. SCORE

(Rev. 9/22/08)

OVERJET

0 mm. (edge-to-edge)
1 -3 mm.

3.1 -5 mm.

5.1 =7 mm.

7.1 — 9 mm.

> 9 mm. =

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

Total =

OVERBITE

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

Total =

ANTERIOR OPEN BITE

1 pt.

0 pts.
2 pts.
3 pts.
4 pts.
5 pts.

0 pts.
2 pts.
3 pts.
5 pts.

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. =
3.1 -5 mm. =
5.1 —7 mm. =
> 7 mm. =

Total =

1 pt.

2 pts.
4 pts.
7 pts.

OCCLUSION

Class I to end on =
EndonClassIlorIII =
Full Class II or 111 =
Beyond Class [T or Il =

NTO 13

0 pts.
2 pts. per side pts.
4 pts. per side pts.

1 pt. per mm. pts.
additional

Total =

LINGUAL POSTERIOR X-BITE

1 pt. per tooth Total

BUCCAL POSTERIOR X-BITE

2 pts. per tooth Total

CEPHALOMETRICS  (See Instructions)

ANB > 6° or < -2° = 4 pts.
SN-MP
> 38° = 2 pts.

Each degree > 38° X 2 pts. =
< 26° = 1pt

Each degree < 26° x1pt =
1to MP > 99° = 1pt

Each degree > 99° x1pt. =

Total =
OTHER  (See Instructions)
27

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. =
Missing teeth (except 3/ molars) x 1 pts. =
Missing teeth, congenital X 2 pts. =
Spacing (4 or more, per arch) X 2 pts. =
Spacing (Mx cent. diastema > 2mm) @ 2 pts. =
Tooth transposition X 2 pts. =
Skeletal asymmetry (nonsurgical tx) @ 3 pts. =
Addl. treatment complexities x 2 pts. =

Total =
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American Board of Orthodontics

Objective Grading System for Dental Casts and Panoramic Radiographs
(Part 1)

. Introduction and Background
FEBEEREEY (UG ABO) BHFMUK  —H
BN EEREMRENE = RBEERES > gAEL
o B R A BRISSIRENNE TH - HREsEE
SERRINB S E 2 EAE final occlusion * [ > 7 1994 4£
Fafa - fhM1E F LR R ERT B E/a R R K ORI
R B LEFTT.

BE - H R T7E W AR EE AL A A R B
Occlusal Index » {H/ZE(EJABNER - MHEE LEEHE
& W AR EEAl 58 TR 0GR ATHY R & R 1B P IR 6 B4
B2 1987 4 - HEFZ T 200 & dental casts R#FEHS—
£ PAR ( Peer Assessment Rating ) Index sREEAL ARERT{E IR
BRI o #EZR PAR Index HYRI{SHEE R IERERRS - (HE2E
HYHIE 7 AR SiEE S ] LAMFAIAE ABO case reports HUH A,
N —Le P (i B Y minor discrepancies * RIIE » f£19944EFH
4 ABO R T —HZEE - WHGE TR iEhE
IR ERRIEA K pano HYF572 -

19954 » ABO ZE®H 15 1H criteria 7307 & 2509
100 EFIIRER - JGFEHEE FE RASERE 85% #it
WAEE 15 EEER S 7 I8 > && T Alignment, Marginal

ridges, Buccolingual inclination, Occlusal relationships, Occlusal
contacts, Overjet, DAK Root angulation ° E]HiiE 7 TEAZ%E
% > 1996 FZEGHHE T HEES “IEEAVIE - E—(E
FEE I EEEES N A S UEEENRIT - HE
ERBEWRA—E - 115 - ERAVHE HAM FEE i
300 BRI R X ot - HERGS RS E REtsRbipi— 45541
H o EAFESEE 2 BNESERASHE R - Hit > &
BgiE#REH—ESENIE T EAREESREE R —
Bt 2 1997 4> B 5 (A EF A HAAHIE T AL
A TP L [E] 3 AT E 2 ElHY 832 BEVaIRR A K X Ot
et > FHANE TEBAEEEE 2 HEEERN—
PERRE T o N o R R E R E BB 0 B 8 TH AT A —
Interproximal contacts » MZEt¥$HIE T B FHH—EE0L - 1998
o AFEEE A B IERITH T2 EE apE O -
i (ERS B E AL E A4S 1% > sTH— BRI -
HHRY S = IR B PRE sl AU AT A & 0508 AR = 1999
T H 0 ABO FtGREE T E AT St. Louis FT8(T
1Y = PR R IR - ABO SZEhFT A TEZE 2015 = [ EA bR
st AYERET » FIF ABO objective grading system ZREEAEE
CHPAERESEE - DLEGZE L AE R D m S s ln e Bl | |

RIS E

v ~ N
m ARSI ¢ Incisal edges DLR lingual surfaces AR

TEEATLFIE - Incisal edges DAK labio-incisal surfaces 45 o

BHEIS EIAY R R 2R s R R R e Ay functioning areas * (1] HLis th 25228 esthetics AYEE TR 5 -

f |
®TE
pesn . ESRFIE ¢ Premolar B molar #Y mesiodistal central groove 2 S —E ;

o o, ‘\""-0\‘&'; ﬁ%ﬁ%ﬁﬁ

i FEES T 0 A 80% HYSEEAH HIRAT lateral incisor B canine 38 FLEE LA R 1st molar B2 2nd molar 32 FLEE ©

Fig. 1

TEE% OIS ¢ Premolar E| molar B9 buccal cusp tips 24 o
BRI LRI R KR R B 2 S O i 35 S BER A ey > T S /&35 L 5F 6519 functioning areas °



. Criteria and Rationale
ABO Objective Grading System 75/ JEFZEAE sk $+ AU

K Pano EF5r > & /\TEZEEMRE © Alignment > Marginal
ridges > Buccolingual inclination > Occlusal relationship °
Occlusal contacts > Overjet » Interproximal contacts * L Root
angulation = DA N 73 #L il E 15 )\ AR AR Y B ~ AR DA
B LA -
1., Alignment

DHEERE > alignment & (E(IRE E6F & EETHVEA H
2 o [RIL » ABO {REEEAVE alignment 57 AP lisE E G #4E
A —(EfZAE - ABO 1 alignment 47 anterior 5z posterior
WELAKE (Fig. 1)
2. Marginal Ridges

ABO FH marginal ridges ZREEE1% I vertical position ° #15
BENTELIAWMEY) - /A HBEFE - 1)2F periodontal
bone loss » ABFTA AR HY marginal ridges WAEEAE [E—1{
level » ¥ EEFEAVEFHMN S > marginal ridge FiE > FR
CE] th &% > #rbone level &% - BRIt 40 - KA
FLEE marginal ridges JE¥HKES cusps HY contact areas * RIJFEAL
H marginal ridge % > AOERARL AT LAES 5 Ay L BRARAY
occlusal contacts ©
LR
B A SEER AT FSHEE — KB RS SR - HAH
= N — K RS R - e mE SR 204 molar
BH EREIESS -

Marginal ridge - CEJ - Bone Level

NTO 13

T BT

BARBEZF oo BRRIEEER
EXCER SRR

R % 5 3RAz3hED

3. Buccolingual Inclination
Buccolingual Inclination +& 2k
SF(E & H buccolingual
angulation ° B T {#H1& FIER & HF
AEZEF] maximum intercuspation 7
W E] 7 EENIFAY balancing
interference - NEH{& S HY  buccal
Kz lingual cusps S fEARMEZ T KK
IR - EEEGHRHRE R
& > buccal ¥ lingual cusps Wi
B SR/ N 1 mm -
HE g |
Buccal J% lingual cusps 5872 Fe iy AL B H
"N 27d molar °

Pt gy sl

4. Occlusal Relationship

A B 0 occlusal relationship 2 FIAREEAL FNeEE S
AR BERE(% > 1620 Angle” s classification FyfE RysFsrk
o L ESHRYREE ~ /NEEEOR SRRV HEY BT
EAY interproximal embrasures FHEIFEM BEA A REEATD 1
mm ° Z2FIFER - LEHI molar Y mesiobuccal cusp MMVERAE

2H 1st molar buccal groove A& 1 mm DA -

\/

YV ¥V ¥
LI N N P

Cusp-embrassure within Imm

29
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5. Occlusal Contacts

Occlusal contacts & FH AREHAE | TS5 1% 5 Y 2 B 0] i LR
& RBHEEEERNEARNERY — SRR ETERS
Y maximum intercuspation o K[t - S{EE H T E AT
functional cusps ZRIEZEST » k2 NEA{& S-HY buccal cusps DL
Ko I EE{% PFHY lingual cusps ° 215 functional cusps BT IR 8
FEGEMVN AR TFErT -

14 f ) --
-
L . .'o‘\;'\

0 U : palatal cusp
Functional Cusps

RERNEREYHAEAELTHEE KA
intercuspation N&F °

6., Overjet

Overjet FIAREFA1& S HIREIE ( transverse ) LUK AT A HIAT
& mEA% - FER S SIS FEBIZL functional cusps — ELE
T5H buccal cusps FI_LZH lingual cusps — BB AHEERAE
fossae o o FERTA &I > ATA TSRATA incisal edges WZHA
SR lingual surfaces FEE £ - WELZEFAER overjet °

e 2w

Functional cusp to fossae@Contact to lingual surface

H R
B SRR L NPT I LR S R R overet ©

Referecnce

7. Interproximal Contacts
A& interproximal contacts FY H Ay T B & TEHEE AT HY2ZE
M & HEERIR - A2/
R TAEEZ I WA G
F food impaction HYRIRE - 7F
ABO Z: 1R Bt » space i
NERNKIIEE > RV ANGE
E{ETH H AR 8 -
8. Root Angulation
Root angulation & (&5 H 2 pano 2 S ARAHEH iz
BEEGEE RN EAREATE < 828 pano ARCKRE
RRFEEEML distortion HIRTE - (HEZE BRI AL » EVE
SEAG AAR AL B R S E VBT (E A THY T 0E » AR RAY
AT LR AH R BN 88 - MRS T 2 s g A 2
#HY bone - B ERFEARELA S FREEGE B tendency
BB IS IR E R -
srmsmai i
{6 5 AR B P AT K bl
RG> AE—HEE N
FRBE - EEEE S
bone breakdown HY#RE & = .
WO = o f A Parallel to one another &

. . Perpendicular fo the OP
dilaceration 15¥ > RllEZH
FARTEtIT -
HRSEA
SR RSERRAEAIPT S ~ REEE—/NEE - T NSHE R
SRR ERAE S —/ N8 -

DLEFAM4e81%E ABO grading Y criteria & rationale fifd

e > N—HARY NTO » FFIHELA—(E finished case HYRERYKL
pano A E O ST R 502 -

1. Casko JF, et al: Objective grading system for dental casts and panoramic radiograph. Am J Orthod Dentofacial Orthop 1998;114:589-599

N

Taiwan.

Chang CHN. Beethoven Orthodontic Mobile Learning Program. Advanced Damon Course No. 4: Dr. Pitts’ secrets of finishing. 2008; Newton’ s A Ltd
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= y AU Occlusal Contacts
ABO ID# il L]

Examiners will verify measurements in each parameter. | '. .. | '
ABO Cast-Radiograph Evaluation (rev.6-1-08) ) \ﬁ!‘ L\ A Ar\;ﬂ/‘«
Case #auto-7il|  patient | XY FAEDELDEN

Total Score: :’ &ﬂ , ﬂ ' | m N)
' . | L\
Alignment/Rotations R Buccal Surface L

Lingual Surface

Marginal Ridges Occlusal Relationships

[ ]

Buccolingual Inclination

L

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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Early Treatment of Multiple Missing Teeth

~ Response for Unsolved Mystery

A healthy 5 year and 10 month old girl
was brought to our clinic for a routine check
up. Panoramic X-rays showed a total of 11
missing permanent teeth. The missing teeth
were #18,15,14,24,28,38,35,34,44,45,48. In
addition, there was an ectopic eruption of her
upper right 1%t permanent molar. Her primary
dentitions were in solid Class I occlusion and
her lower first permanent molars were about to
erupt. The lower permanent central incisors
were halfway erupting and came in contact
with her upper primary central incisor with a
lower midline shift 2 mm to the left. The
treatment goals were to keep all the permanent
teeth in occlusion and to preserve the dental

alveolar bone for future implant.

Parents were informed the advantages and
disadvantages of early treatment, and that their
daughter would need at least 3 implants when
she reached adulthood.

An upper Schwartz appliance with thin
occlusal coverage was worn by the patient only
at night. Her mother was instructed to turn the

expansion screw once a week ( 1 turn = 0.25
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mm ) for upper arch development and to allow the
permanent molars and incisors to erupt into a better
occlusion.

The patient was very cooperative with the
treatment. The appliance was active for 8 months and
she wore the appliance as a retainer until she lost her

upper right primary 2" molar.

At the age of 7 years and 9 months, her 1t molars
had fully erupted. At this
time a new appliance was
made to distalize her upper
right 1%t molar in order to

create the space for a #15

implant in the future.

At the age of 10 years and 8 months, a fixed
appliance was placed on the upper arch. At the time her
mother requested closure of all the upper space so that
her daughter would require only two lower implants in
the future.

The patient had worn the upper fixed appliance for
2 years with multiple no-show appointments. The fixed
appliance was removed at the age of 12 years and 8

months. An upper Hawley retainer and a lower 3-3

spring retainer were worn at night only. There was no
fixed appliance put on her lower arch. We have since

obtained a reasonable occlusion and esthetic result.

74445 B EF Dr. Jin-Lai Chang
REZREE
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SRR R e R A RS IR AR PR B E 5 - Dr.
Vincent G. Kokich S &S{F4 LS -SRI (R EHY =
F2th Fig 7570 (Kokich 2004 ) - EfE:

1. Excisional Uncovering : E#HEE S NS AYAHS
PIIRR DAF S i 4%

2. Closed Eruption Techniques : & EIBR T3 ZAEH
REa EHV B THEERARARIE B - MRS IRE S EFTRRHIRE
EHEE R - FRAEIHE SOl E -

3. Apically Positioned Flap : £&8pHEIRFir 0 ZEEK
BB B SRS B - DI IGRE S AT RR YRS
BEE% o KR R T M S EE

It ==& HREHYEESE - Dr. Kokich (2004 )
EH R OAEFMTES - KRBT - A0
NTO st L e Py 4854 Apically Positioned Flap #577 » 42
H—ZE B ARG T T A B s H AR ET EL BY - s
REAE I IE— AR B - BE AR A RSHI T -

A6 EBE LT EE > RS RS - B
REROM B 4 e - RIEREIEE] ESEFT S > AR
B FERARPIF A SAEREHSE (Fe 1) - BEFE
88 P T 1Y P PR 22 S B AR S e S FIHES 1

e PR A A 45 B AR S 0 S i (L B 4YAE. Mucogingival
Junction B9 75 (Fig. 1) Ry FeaiE mucosa SR

Study: 2413

PSRI0OONT

Fig. 2 3D & BE ¥R X panoramic radiograph

Higm(b A2, #
BB DU OIRE
WA ES M - &,
0 7 Ry i BB AL
Apically Positioned Flap
( APF ) DUfnr{b
WG PRI E RS B i RS E -
HRBEEEY 3D 2R E R panoramic radiograph
(Fig. 2 ) o » T DUBRERYAIEFT 89 E DU B AT
TREVAERARRE - —fRM S - SRR E TR S H
12 2 2/3 HIH§E - 40
RRKEBEHIAFEIESN &
fEHg% - GRB8T
RIVIEFE#E  HE
Y - FALAYELLR A0

5L RV LK I
Fig. 3 R e 87 TE e

HYEE 8% 77 1| > R i Bl A AR AR T Bl 28 A2 o il 20 e B Y
palatal cortical bone MEEAEH » XAV dilacerated root ( Fig.
3) iR HERREIERM FAYREE -

BiZEE 3D #2448 (Fig. 2, 4 ) A PIAIELLR
RETTIPE 172 » B G Filahet o R E RIS
1T APF B2 tH Fila DA SR IR G -

TKWODOEA29



GRTFBER (£ ) B SN AEIERARRE WA T By
REFEEG (F) BEFHBEFCAERA
SREHBRER (&) RS EEREH

Apically Positioned Flap HIflg=VER 5T A Ed5m ¢

1. EEEFTFES DL open coil spring HEFFEFTREAVZERT © &0
a> b AR ((Fig. 4 ) EMARE NI apical 1% coronal J5 [FIfSH
BEEATEIER o BEREATUISRAVERET P2 1% flap fEARRI 2 E)
F - R flap WHEIHIERSERR - DIFG RS -

2. FEEAE coronal JTRIKYEEFFHEES SR Y free gingival
magin 2L internal bevel incision JTRAE—7KFEH)4% ( Fig. 47 ¢
and Fig. 5 ) o HEAVEEET O] DAERMIRH R AR ENIALT
B o BEAN > AKPUISRAYRIAIZERESE papilla 49 3 mm - ¥ 5%
P papilla 255 H 150 5 AT BERY A BRZE 4 -

3. 3 coronal J5[A LA partial thickness 7 MENGE flap 5 & BEET
RS A full thickness flap BEHFIS - EEIE(EPISFHY CEJ
Z FHE BRI

4. % button FEEFTFHY labial side | > W% I elastic chain > PAF]
BENBIEES] (Fig.6) -

5. 7K flap 1% apical J7 AR E) - FIREAYES » K flap HY/KEU)4REET
1E Mucogingival Junction FIfir & 444 (Fig. 7) °

6. HHRCETHE o] LB FIFRE LA B - DURAFERE 5 AR
flap (Fig.8) -

7. fatgsEEE LUK chlorhexidine » —R=ZVUZCHKI - I
B2 TR BN AR -

#5Em © Apically positioned flap J27EFZHE b SHAH I (K 588 A

R TERRIMo = - RS SRR AT S A

1. Mimic the nature growth » fE&EFEHY H AL RAVIE

2. Eruption from mucosa should be avoided » ¥ &5 {¢ mucosa £ °

3. 3 mm away from papilla * "R cut papilla * PJ438E papilla 3 mm °

MEHME 8 — 2 ] DS O FE F-HY A FT FHRR R R - I B P AR A AN
o

References :

1. Hsiao HY. 3D Control of An Ectopic Tooth. News and Trends in Orthodontics 2008;9:8-9.

2. Kokich VG. Surgical and Orthodontic Management of Impacted Maxillary Canines. Am J
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Dental Morphological Relation to the Bonding Position

Do you have problems bonding the upper first premolars? Do you feel its unusual anatomy affects accuracy of the
bonding position? Do you need detailing bending frequently at the finishing stage? After this

article, we hope you no longer will have problems bonding the upper first premolars.

I Mesial/Distal angulation on the buccal view of the upper first premolar

In most cases, because of the different length of the mesial and distal slopes of the
upper first premolars, it gives us the illusion that the tooth is tilting ( Fig. 1 ). Therefore, we
should not use mesial or distal buccal slopes as reference to position the bracket. Instead,
we should use the marginal ridge ( blue arrow ) as reference. If there is no marginal ridge

discrepancy between adjacent teeth, we should position the occlusal part of the bracket

base parallel to the marginal ridge ( Fig. 2 ).

Il Mesial/Distal position on the occlusal view of the upper first premolar
In the normal alignment of upper premolars, the line between the buccal cusp ridge and the
central grove is not anatomically parallel. Because of this character, it is likely for clinicians to Fig. 1 Fig. 2
put the bracket at a more mesial location ( Fig. 3 ) and cause a break of the alignment of the
central grove. Therefore, it is suggested to put the bracket more distally (still on the height of

contour) parallel to the central grove ( Fig. 4).

B Vertical position
When we consider the vertical position, the first thing we should notice is that there are
different cusp lengths over the buccal side from canine to molar. In addition, there is usually some

asymmetrical attrition on the adult dentition. Thus, it is unwise to use them as reference. Therefore,

we should use the marginal ridge or the contact area in a healthy periodontium as reference (Fig.
5). After determining the proper premolar position, we can use upper first premolars to place the Fig. 3 Fig. 4
canine bracket and then transfer it to the canine bracket position. The vertical position of the distal

contact area should be on the same level of the marginal ridge of the upper first premolars.

l Conclusion
Bonding is the most important step in the pre-adjusted appliance mechanics. Precise bonding can
reduce the need for wire bending and the complexity of finishing and detailing. However, there are many
morphological characters that affect the bonding position. In this article, we discussed some
morphological characters of upper first premolars and their relations to the bonding position. We hope it

will help you achieve a more accurate bonding position on the next bonding appointment.
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Orthodontics is not hard, if you know how to
position brackets!
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NTO 13 UNSOLVED MYSTERY

Unsolved Mystery :
Ankylosed Upper Posterior Teeth

The pursuit of excellence is a never-ending journey. NTO aims to provide a
platform for world-wide orthodontists to exchange and share their clinical
experience so together we can move further and faster. From last year on we
were opening a column to publish difficult cases that our readers encountered in
their practice. We invite our colleagues to brainstorm and share with us your
clinical analyses and treatment plans. Our consulting team will together review
these ideas and select the best one to be published in the next issue. NTO will
give out a box of the latest OrthoBoneScrew as a token of appreciation to the

orthodontist whose plan is selected. The complete set includes one handle, 2

blades and 20 pieces of screws in a carrying box, and is worth of USD 1500.

A 32-year-old male complained about posterior open bite on the left side. From the panoramic and cephalometric

radiograph, we found #17, #26, #27, and #28 did not erupt fully, which were suspected of ankylosis. Besides, deep bite
was observed. We appreciate many of our colleagues have been sharing with us your clinical insights and look forward
to seeing more responses from our readers. Please send your treatment plans to beeth.oven@msa.hinet.net by February
28,2009.


mailto:beeth.oven@msa.hinet.net
mailto:beeth.oven@msa.hinet.net
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Response for Unsolved Mystery ( NTO 12)

The unsolved mystery published in the 12 issue of NTO received a wide range of responses from our readers and we

are pleased to facilitate such an enthusiastic participation of learning and sharing. After a thorough discussion among our

consultants, we are glad to report that Dr. Hong-Po Chang ( 38Z<1# )’s treatment plan is most

recommended among all the received proposals. He will receive one super set of
OrthoBoneScrew which includes 20 screws ( no squared-holes ), 2 blades, one handle and one
container. We have also selected two quality treatment plans provided by Dr. Chiung Hua
Huang ( ¥ ) and Dr. Huan-Wen Chen ( 232 ) , each of who will receive 10 screws in

appreciation of their generous contribution to our collective learning.

Dr. Chang’ s Treatment Plan

A
ety

233

<S50

AM‘...AM

1. Firstly, leveling and alignment of maxillary dentition should be performed, by-passing the ankylosed

canine. Vertical elastics may be used to achieve intercuspation except the canine.

2. The ankylosed canine can be freed merely by light luxation, breaking the area of ankylosis and an
immediate continuous force can be used to position the tooth orthodontically into the arch. The
orthodontic force must be reactivated every 10 days if the elastomeric chains are used. Surgical luxation
of ankylosed teeth to break the ankylosis and allow orthodontic movement of the tooth has been used
with considerable success ( Newton 1957, Albers 1986 ). The patient should understand that the treatment
may either not produce movement of the tooth or result in the need for endodontic treatment.

3. An alveolar distraction osteogenesis and immediately reposition the dentoalveolar structure might be

considered if surgical luxation followed by orthodontic traction of the ankylosed canine failed.

4. Otherwise extract the ankylosed canine and restore with a bridge or a dental implant later, when

growth had ceased.

School of Dentistry, Kaohsiung Medical University, Taiwan

Dr. Huang’ s Treatment Plan

U3 ~ 3 High Q brackets

Plan I

1. Rebond #15 to correct mesial tilted root and to create space
for corticotomy.

2. Corticotomy of the ankylosed canine.

3. Put OBS on R't buccal shelf ( between #46 & #47 ).

4. Starting Class II elastics to pull down the ankylosed canine
and distalize R't upper dental segment.

5. Use power chain from R't lower posterior main archwire to
OBS in order to slightly intrude and correct torque of #43 ~
#46 which is resulted from previous vertical elastic.

Plan II

If the ankyloed canine still failed to come down,

try surgical luxation or autotransplantation to

bring the canine into occlusion.

Dr. Chiung-Hua Huang ‘\ /»

Dr. Hong-Po Chang

Dr. Chen’ s Treatment Plan 41

1. Remove main wire of the upper arch
2. Self-adjustment for a period of time ( Upper right
segment may be downward ).
3. Put OrthoBoneScrew at the upper right side to distalize
#15, #16, #17.
4. Inter-arch elastics for correction of #11, #12, #41, #42.
5. Treatment of ankylosed canine: Single Tooth Subapical
Osteotomy
MR TEEN LN » EEREE LA & E ;a0
RTIBEZE > QA wire 8184 T 50FH
elastics 1 T Z#HH7 ( The most
importance is blood supply ) °
6. Treatment of retrusion of labiomental
fold : Jasper Jumper, Forsus,...etc.
Dr. Huan-Wen Chen




L CES

REHEE

REHEE

REHEE

REHEE

2t S

b S

EXREH

BOFEH

International

IR
FERMBES -
RBER

Newz w4

R

et e F=r BHA EERER
iWork %51 : 528 113 2/7 (%) .
o Keynote Melisss)  mrmmeEnmmEE
iLifeZ5l : SE : . 117 > 2/21 (7%) .
S RPOdB iPod + iTunes 15:00~16-00 HREAETRRRAE
iLifeR% : &5 . e
El.géae%ﬁi;ﬁ% iMovie + iDVD 1/12;0025186:(0’0‘ ) SR ER RN R ERE
Keynotef#R% series 1 1. Keynote AP9 38198 (M) . R . R
AR 2. BRI 09:00~17:001 | (A EHINEEE B
Keynotefi#Ri% series 2 1. ZREEWRIE 48168 (M) 4 . . .
Dr. Kokich#+ s 2. 09:00~17:000 | FiEANBHINEEEE S
Keynotef&i#§i% series 3 1. AS¥RERE 68118 (M) 3 « BEET . B3
BIEEATFRBR 2. BB Wy | R REI LS
1. EGEAPS 2009%F2H5H~2H6H — 7= —
LB 2. iLife + iWorkiE B 09:00~17:00 Sk

Keynote, Management
OrthoBoneScrew &
Damon

Keynote, OBS & Damon

Workshop 2009/3/02 ~ 3/05

International Dentists

FEREABIABE B A E - BISHESEE 2005 © ~ -
FHEBMRRHBE DL (RAREB22) FTTTmiED 8255 (BLHEEER NES1T508E)
03-5735676 =/\tH  E£4UBHEE . www.newtonsa.com.tw




diameter lengt squared-hole code

2:mm 12 mm No OBS 2.0
C2Mm 12 mm Yes OBS24
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Lictive and reference text for postdoctoral orthodontic students and
thodontists. Definitely recommended reading!”

—Alex Jacobson, associate editor of AJODO

i Blending the Damon Systern &
s o manage difficyly malocclusions

@ @ % John -/i”-.lOng Lin

Forward by Larry Whire

ective Keynote Presentation Workshop---Series One ( Dec. 18, 2008 )
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