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The Dr. Angle’s statue has been placed in the AAO Library’s rare book collection with the books
_that Dr. Angle wrote (photo by Jackie Hittner, AAO Librarian).
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From the Founding Father of Our Profession
to My Godfather of Orthodontics

Someone can sit in the shade today because someone else planted a
tree a long time ago. If not for the hard work of Dr. Edward H. Angle in
developing the concept of treatment of malocclusion, orthodontists
around the world might never have gotten to the sophisticated level in
which we have today. Dr. Angle, the founding father of orthodontics, had
completely lifted the FACE of our profession. These are journeys that had
turned into legends. At the age of 45, Dr. Angle decided to open his
Angle school of Orthodontia in St. Louis. This small step in his life became
a galvanizing event in orthodontic education later on.

Although many portraits of Dr. Angle had been made, there was no
Angle’s bust in the history. My team spent two years trying to capture the
spirit of Dr: Angle at the age of 45.With the help of Dr. Lee Graber, this
Angle's bust is now in display in the AAO library along with the books
that Dr. Angle wrote. The photo taken by Ms. Jackie Hittner, the AAO
Librarian, is the cover page of this issue of NTO. What a perfect spot for
Dr. Angle's bust! Thank you, Ms. Jackie Hittner and Dr. Lee Graber!

It is easy to become brilliant at what you do when you stand on the
shoulder of a giant - the trick is picking the right giant. The Beethoven
Group has been very lucky to have Dr. Roberts as our mentor. Dr
Roberts is known to be an expert in bone physiology and biomechanics.
After his retirement from Indiana University, Dr. Roberts became the
owner of a famous winery in New Zealand and his wine has won several
prestigious awards. With his permission, we have the opportunity to
import and enjoy Dr. Roberts” wine. Before you lick the

bottle, please pay attention to the label, an
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orthodontic force and moment diagram. Look at

the label carefully and be forewarned - if you

drink Dr. Roberts' wine, your understanding of gy, e
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biomechanics will never be the same again.
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The Wisdom of Managing Wisdom Teeth

Part I. Lower 3" Molar Extraction in Class lll Treatment

(A) Introduction

It was once believed that the eruption and impaction of wisdom teeth may result in crowding of front teeth especially for
the lower incisors.!: 2 These concepts prompt orthodontists to routinely refer patients to have the 3" molars removed to prevent

lower incisor crowding in the post orthodontic treatment follow up.

Ricketts® even claimed that removal of the lower 3™ molar buds at the age of 7 to 10 years is surprisingly simple and
relatively atraumatic. This contrasts to the difficulty of extracting deeply impacted teeth in adults. Later this prediction was
proved to be difficult to be precise . Especially the so called geometric center of the ramous was, referred as the Xi point, is so
difficult to trace accurately that the calculation derived from it is very unreliable. The suffering of the early enudeation of the 3
molar bud is quite significant for young patients. Moreover, the 3" molar can be very useful in a lot of situations. Early

enucleation is not a wise method of managing wisdom teeth.

Many research findings 3 indicate that the mandibular intercanine width tends to decrease between the age of 3 to 45. This
suggests the lower anterior crowding is a natural phenomenon. The 3™ molars are an unrelated factor in contributing to this
condition. Fastlicht® found out that in orthodontically treated subjects, 11% of the cases had 3" molars but 86% had crowding.
It’s difficult to conclude the 3™ molars are the main contributor to the post orthodontic treatment crowding. Ades et al’s study’
showed no significant difference in mandibular growth patterns between the various 3™ molar groups whether erupted, impacted

or congenitally missing. In the majority of cases there was incisor crowding.

In conclusion, it is not a good reason to extract the lower 3™ molars for preventing late lower incisor crowding. On the
mutilated dentition, the 3" molars can become crucial replacement for badly decay or hopeless teeth. In Taiwan, the mutilated
dentition is a much more popular treatment option than in the western world. Whenever dealing with wisdom teeth, clinicians
should always have a comprehensive diagnosis before extraction, instead of removing wisdom teeth as a routine practice to

prevent late crowding.

(B) Cases Study

Case 1:

Extraction of two lower 3" molars and two lower premolars to treat Class llI
(Complication: upper 2" molars over-elongation)

A Class III case after two lower 1% premolar extraction treatment. Watch the over-elongated upper 2" molars due to lack

of antagonist.
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Dr. John Jin-Jong Lin
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Consultant of NTO

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

Before orthodontic treatment, the lower 3™ molars were removed. Then for correction of the Class III, two lower 1%t
premolars were removed, too. Although the Class III was successfully corrected with a slightly prognathic but still acceptable

profile, the two upper 2" molars were over elongated due to lack of antagonist.
Remaining concerns:
1. Two upper 2" molars not only over elongated due to lack of proper antagonist and with deep periodontal pocket.
2. Two upper 3" molars look fine but cannot be used.

3. The retromolar areas are too narrow for dental implants.

What we can learn from this case:

1. Before doing Class III with only lower arch premolar extraction treatment, clinicians should always check if the lower
31 molars are present. If the patient has no lower 3" molars, then two more upper 2" premolar extraction may be
indicated.

2. Nowadays, with the MEAW effect of Damon system and application of buccal shelf mini-screws, most difficult Class

IIT cases can be treated without extraction. Many lower arch premolar extraction to treat Class I1I can be avoided.

3. Don’t remove lower 3" molars without a comprehensive diagnosis. When in doubt, diagnostic model setup will be
very helpful.
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Case 2:

Keep lower 3" molars, extraction of two lower premolars to treat Class Il
(Prolonged treatment time)

This is a Class III case treated with two lower 1 premolars extraction.

At the age of 13 years and 7 months old right after two lower 1%t premolar extraction treatment, the upper 2" molar

became a little elongated with lingual cusp hanging down. 27 stage orthodontic treatment was postponed, until the lower 3™
molars erupted, to level the elongated upper 2" molars and upright the mesial tilted lower 3™ molars to get a better finishing

occlusion.

Case 2

10y5m: A Class III malocclusion with an acceptable profile. Nowadays this kind of case can be treated easily with the Damon system
and nonextraction therapy.

13y7m:  After the two lower 1 premolars extraction treatment, the lingual cusp of the upper 2! molar was hanging down because
the lower 3" molars had not erupted yet.

17y1Im: The lower 3" molar erupted into a malposition. 2" stage treatment was planned to level the elongated upper 2" molar and
upright the lower 3" molar:

18y11m: After the 2" stage treatment.
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4|4 Extraction Treatment

Single arch ext tx in Class lll cases

For single arch extraction of premolars to correct The panorex at the age of 10 years and 5 months
Class I, the lower 3" molars should be present. showed there were two lower 3" molars.

What we can learn from this case:

1. Before doing only lower arch 15t premolar extraction treatment, check the panorex to make sure the lower 3™ molars are

present.
2. Disadvantages of only lower 1% premolars extraction treatment of Class III include the followings:

(1) As in this case when finishing the treatment at 14, the lower 3" molars had not erupted yet. Further treatment could

not be made until the eruption of 3" molars.

(2) There is no good solution to prevent elongation of upper 2" molars. Fixed retainers may be needed to prevent them

from over eruption.’

(3) The lower incisor will easily be dumping lingually, and it may be difficult to have a good torque control.

(4) The lower 3t molars often cannot erupt into an ideal position, and the upper 2" molar will be elongated.Hence, a
2nd gtage treatment is required and the total treatment time will be prolonged significantly. So don’t remove the

lower 3" molars without a careful treatment plan.

Case 3:

Keep lower 3" molars and extract of two lower 15t premolars and two upper 2" molars to treat Class
III" (Unnecessary extraction of upper 2" molars)

A severe Class ITI® was corrected with traditional edgewise mechanics, by extraction of two lower 1% premolars and two

upper 2" molars.
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What we can learn from this case:

1. Extraction of two lower premolars makes the lower anterior teeth lingually inclined. The torque control is very

difficult.

2. For preventing the upper 2" molar from elongation before eruption of the lower 3¢ molar eruption, the upper 2"
molars were removed. The 3" molars usually cannot erupt directly into a good position and takes years to erupt. It

means the treatment time will be prolonged significantly.

Case 4:
Early nonextraction treatment of the severe Class lll with Damon system.

This is a 11 year and 7 month old boy, with severe Class III malocclusion, narrow upper arch, and functional shift. Even
though the CR profile is orthognathic, the patient’s chin has already deviated to the left side. For traditional orthodontics, it will
be very difficult to treat without extraction. Now with the use of passive self-ligating brackets, like the Damon system, it makes
correction of this kind of severe Class III at a young age possible. The author explained to the family that even though early
treatment of severe Class III malocclusion is possible, more asymmetric growth is expected after orthodontic treatment. Long
term follow up and re-evaluation is needed after the patient reaches the age of 18 to 20 when most of the active growth is

completed.

The family understood and accepted an early treatment plan and decided to first treat the severe Class III high canine,
anterior crossbite and a prognathic CO profile. The patient will return for evaluation of highly possible asymmetric growth when

the active growth period is over.
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Frontal profile showed the chin deviated to the left. The patient has an orthognathic CR lateral profile.

Watch the upper arch was expanded with the Damon system. RPE was not used

The severe Class III malocclusion was corrected with the Damon system to well align the upper anterior teeth. The

original narrow upper arch with buccal crossbite was corrected without using rapid palatal expander (RPE).
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Severe Class Il was corrected.

What we can learn from this case:

1. In young severe Class III patients, it’s possible to treat malocclusion with the Damon system and nonextraction therapy.

There is no need to use the so-called orthopedic correction like RPE and face mask treatment.

2. Even though the Class III malocclusion can be corrected at a young age, the late asymmetric growth of the mandible is

expected. Close follow up and re-evaluation after most of the mandibular growth is completed is indicated.

3. Now using the Damon system, many difficult severe Class III malocclusion cases can be corrected early and without

extraction. So early extraction treatment of severe Class III should be avoided.
Case 5:

Extraction of two lower 3™ molars to treat adult severe Class Ill with Damon system.

This is a severe adult Class III patient with acceptable lateral profile. The Class III malocclusion was corrected with the

Damon system without traditional premolars extraction (only two lower 3 molars were removed).

What we can learn from this case:
1. For a severe Class III patient with an acceptable profile, nonextraction treatment in adult patients is possible. Early
extraction treatment should be avoided.

2. Since no lower premolars were extracted, we don’t have to worried about lingual dumping of lower incisors.

3. The original torque of D3MX brackets of upper central incisors is 12°, and 8° for upper lateral incisors. In the case of
preventing upper incisors flaring due to the use of Class III elastics, all the four upper incisor brackets were placed

upside down to apply super low torque on upper incisors.
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4. The original torque of D3MX low torque bracket on lower incisors is -6°, in this case all four incisors low torque

D3MX brackets were placed upside down to make them +6°, as high torque bracket to prevent incisor from dumping

lingually while using Class III elastics.

5. Damon system is a very effective way of treating adult severe Class III patients with its special MEAW effect °. The
combined use of Damon and Class III elastics can tip back the whole lower dentition significantly. In addition, the

original larger retromolar area, after use of Class III elastics, became much smaller.

6. Notice the gingival recession over the left lower canine region due to original crowding and a lot of distal retraction.
The chance of gingival recession is relatively rare in Damon cases. However, it is still advised to precaution patients

about this possibility prior to the start of the treatment.
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7. Since the patient has larger nasolabial angle before treatment, although using Class III elastics will procline the upper
incisors and increase the nasolabial angle, it’s acceptable in this patient. If the patient has acute nasolabial angle before

treatment, then using buccal shelf mini-screws to distalize the whole lower dentition will be a better option to correct
the Class I1I.

Case 6:

Extraction of two lower 3" molars, to treat adult Class Il with buccal shelf mini-screws and Damon
system.

A severe Class III patient with a good lateral orthognathic profile. The Class III malocclusion was corrected with buccal
shelf mini-screws. Two lower 3" molars were removed before miniscrew distalization of the whole lower dentition. After two

years long term follow up the occlusion is still quite stable.

2y follow up

Case 6

18y10m: A severe Class III malocclusion. The patient was very concerned with the upper lip s position, and asked for maintaining the
upper incisor s angulation. He wished to keep the current upper incisors position.

19y2m:  To prevent flaring of upper incisors, only lower buccal shelf mini-screws were used to distalize the whole lower dentition
distally.

20y4m: After 1 year and 6 months of buccal shelf mini-screw distalization, Class Il malocclusion was corrected without the use of
Class 111 elastics.

22y4m: After 2 years of follow up, the original post treatment Class I occlusion was maintained.
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to correct severe Class III malocclusion without too 18y10m

What we can learn from this case:
1. For a Class III patient with a good orthognathic profile, B
the use of the buccal shelf mini-screws makes it possible a L

much change on the upper lip’s position. 20y4m

is not advised. After active growth is complete, buccal
shelf mini-screws can correct the malocclusion in a much

2. Extraction treatment for young severe Class III patients j Q
%

simpler way.

(C) Conclusion

1. For severe Class III single arch extraction of two lower premolars,the treatment plan should take into consideration the
presence of lower 3 molars. Further extraction of two upper 2™ premolars should be planned in the absence of the

lower 3" molars to avoid the lack of antagonist for the upper 2° molars.

2. Since the 3" molars usually erupt quite late, and the morphology and erupting position are not ideal. If the treatment

plan can avoid the use of the 3" molar, it will be much simpler and easier.

3. For early severe Class III malocclusion, it’s possible to correct the Class III with just the Damon system. It is

unnecessary to use the so called orthopedic appliance. Early extraction treatment should be avoided.

4. Now by using MEAW effect of the Damon system, or buccal shelf mini-screws, it’s possible to correct severe Class III

without extraction of premolars. Only removal of the lower 3™ molars is needed.

5. Whenever dealing with the 3™ molar extraction, comprehensive diagnosis should be made. Avoid unnecessary
extraction of the 3" molars. Whenever in doubt, diagnostic model set-up will be helpful to make a more comprehensive

treatment plan.
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consultant to News and Trends in Orthodontics .

Dear Chris:

| 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.

| 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
audience and engage their attention to our flow of thoughts. An
effective presentation needs an effective tool to support the deed.

Dr. How Kim Chuan, Malaysia (middle)
President of the Malaysian Dental
Association
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Do You Need an Office Manager?

Charlene White

Do You Need an Office Manager?

This is a big question facing many orthodontists today
and, unfortunately, there is no easy “yes” or “no,” for anyone.
Your need for an office manager is dependent on many criteria,
and the manager’s role in the practice varies among offices.
Some practice management firms advocate “self management”
and are totally against having a person on the staff with the title
“Office Manager” or “Office Administrator.” I do not agree
with this because every practice is unique, and let’s face reality,
not every office is staffed with a group of self-motivated people.

If you eliminate management in this situation, chaos results.

I agree with having an appointed office manager,
although I have consulted with offices that were running
beautifully without one. These offices were either very small or
staffed with a group of self-motivated people that practice

excellent teamwork.

If you are unsure about whether or not to appoint an

office manager, there are several questions you should consider.

1. Do you feel a need for someone to help you with the

administrative aspects of your practice?

2. Are you experiencing stress due to lack of staff

motivation?
3. Is there a lack of organization in your practice?
4. Does the teamwork need improvement?

5. Do you feel the need to check up on your staff to

make sure their duties are complete?
6. Are you troubled by inner office conflicts?

7. Do you feel there is a lack of communication between

you and your staff?

8. Do you have cliques in your office?

9. Do you feel stress due to lack of office policies being

carried through?
10. Do you ever feel like it’s you against the staft?
11. Do you want a person to help you lead your team?
12. Are you a multi-doctor practice?

If the answer to most of these questions is YES, it

indicates a need for an office manager in your practice.

Many of my clients have experienced a tremendous
decrease in their amount of stress and an increase in their
professional enjoyment after appointing a qualified person to

help them lead their team.

What is the Role of an Office Manager?

This is an area that I know many doctors are uncertain
about because many of the mangers I meet are in the role of
“sort-of office manager.”  This type of situation creates
frustration for the doctor, the manager and the staff. The office
management needs the title and the authority to be effective,
and only the doctor can make that a reality. Let’s look at some

of the situations that create the “sort-of office manager” role:

1. If something goes wrong, the doctor gets frightened
and takes some authority away from the “sort-of
office manager.” On the other hand, if the doctor is
feeling stressed, it becomes convenient to redelegate
to this person. The doctor/office manager relationship
must be cultivated over a period of time. The doctor
must place his/her trust and confidence in the

manager to prevent diminished morale.

2. Many doctors are unwilling to make a commitment
by announcing a staff member’s appointment to the
position of office manager. Often one person has

taken the responsibilities of office manager on their
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shoulders to fulfill the doctor’s requests and to meet
the leadership needs of the practice. However, the
doctor may be reluctant to announce the appointment,
fearing the other staff members will object. This
creates a frustrating situation for all especially for the
person in the “sort-of office manager” role. The
doctor must make a decision based on what is best for

the practice.

3. Many doctors have been reluctant to give their “sort-
of office manager” authority because the person has
risen up through the rants in the practice but does not
possess the necessary skills to manage people. There
is a tremendous need for advanced management
training for the person who is going to be leading the
orthodontic staff of the future. Continuing

management education and self-study are essential to

developing the management and people skills

necessary to effectively lead an orthodontic team.

To prevent the “sort-of office manager” role from holding

back your practice, I recommend the following:
1. Find the right person that you respect and trust.

2. Outline this person’s job description and distribute it

to the team.

3. Make an announcement to the staff regarding the

appointment and the manager’s role in the practice.

4. Make a commitment to support this person 100%.
For example, if a staff member comes to you (the
doctor) and complains about the manager or asks you
a question concerning a department that is a
responsibility of the manager, you should say, “Sally,
I understand what you are saying, but you will have to
talk with Jean about that.”

Many managers undermine their authority by being
message carriers for the doctor. For example: “Dr. Smith wants
all of you to clean the sinks better starting Monday.” This is not
the role of a good office manager. An effective manager would
say, “We all have a responsibility to keep our office clean for
our patients. The sinks were not cleaned yesterday. Let’s talk

about what is preventing this job from getting done.”

The staff needs to be fully aware of the responsibilities of
the office manager. The following is a sample job description
of an office manager. Each practice must design their own to

meet the needs of their office.

Office Manager Sample Job

Description

1. Responsible for all personnel issues in the practice.

To include the following:

= Recruiting, hiring and training of all staff

(clinical and administrative)

= Management of all staff compensation (i.c.,

insurance, retirement, etc.)
= Daily staff management

= Annual performance and salary reviews of all
staff

= Any necessary probation or dismissal action

against staff

2. Coordinate all staff meetings (i.e., daily morning

huddles, weekly staff meetings, and retreats)

3. Coordinate any staff functions (i.e., staff picnics,

holiday parties, etc.)

4. Act as a liaison for the staff on issues that demand the

doctor’s attention.
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11.

12.

14.

15.

16.

17.

18.
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Maintain all personnel records.

Maintain the annual staff empowerment calendar and
make sure that all birthdays, anniversary dates, etc.,

are recognized.

Act as a liaison between the financial coordinator and
the accountant to verify that the financial systems are

working properly.

Frequently review the scheduling coordinator’s
template to be sure that the appointments being

scheduled adhere to office requirements.

Oversee staff schedules.

. Stay abreast of new developments in training (i.e.,

home study courses, seminars, etc.) that may be of

value to the staff and doctor(s).
Supervise all marketing strategies of the practice.

Be properly trained to act in the role of New Patient
Coordinator, Appointment Coordinator, or Financial

Coordinator when necessary.

. Handle any customer service concerns of parents or
patients.
Organize all travel requirements of the doctor(s) or
patients.
Must constantly look for ways to streamline office
systems.
Responsible for keeping the practice’s policy and

procedure manual updated and making sure these

policies are followed.
Insure that the office facilities are well maintained.

Oversee any major projects for the practice (i.e.,

computer purchases, facility renovation, etc.)

Qualities of an Effective Office Manager

The following qualities are highly desirable in this

position:

I.

10.

11.

12.
13.
14.

15

Energetic person who works the hours needed to get

the job done.

Understands the big picture of the practice and shares

the same values of the doctor.

Honest and direct with their communication. Can tell

people the truth in a caring yet direct way.
Unwavering support of the office manual protocol.

Keeps confidence of the doctor and staff. The staff

learns they can trust the manager.
Sees both sides and works to find win/win solutions.
Does not show favoritism.

Motivates and empowers the staff with their actions

and communication.

Frequently solicits feedback from the staff regarding
their thoughts and feelings.

Develops healthy communication lines with the

doctor and is not afraid to be assertive when needed.

Is viewed by the staff as a hard worker and totally

committed to the purpose of the practice.
Is professional in their look and their actions.
Proactively takes action and gets things done.

Knows how to have fun with the staff and still remain

effective as a manager.

. Creates a zero fear level. The staff members feel safe

in discussing their feelings with the manager.



Evaluations of the Manager

Once every 6-12 months, the staff should have an
opportunity to evaluate the manager. Confidential forms should
be given to the staff. The forms should be returned to the
doctor to review. The doctor should discuss the positives and

any constructive feedback gleaned from the evaluations with the
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I have reported in many previous publications that the
total of staff salaries (not including lab technicians) range from
18%-23% with the average being 20%. This is the total amount
of the W-2 forms. If a doctor decides to add an office manager
who does not also function as a financial coordinator, new
patient coordinator or appointment coordinator, it will increase

the percentage by approximately 2%.

manager. A synopsis of the evaluations from the leader is more Many doctors tell me that the additional investment in the

effective than reading them individually. A good manager

budget is well worth it because of their reduced stress
desires feedback on how they can better serve the team. level. They gladly give up the extra percentage. An
effective office manger also helps keep the production

Percentage Spent on Staff Salaries

moving up therefore balancing out the addition to the

«?

salary percentage.
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ABO Case Report

Impacted Maxillary Canines on Both Sides:
One Palatally and One Labially

HISTORY AND ETIOLOGY

A 13-year-8-month-old male was referred by his
dentist for orthodontic consultation (Figure 1). His chief
concern was delayed eruption of both upper permanent
canines, associated with retained primary canines (Figure 2

and 3). There was no other contributing medical or dental

history. The patient was treated to an excellent result as
documented in Figures 4-10, as will be subsequently Fig 1. Pretreatment facial photographs
discussed.

The panoramic radiograph and 3D images (Figure 9)
revealed two mesiodens and two impacted permanent
canines, one on the palatal (right) and the other on the labial
(left). The etiology of the malocclusion was deemed to be
aberrant paths of eruption for both of the maxillary canines,
possibly due to the presence of the mesiodens (Figures 7
and 9).

DIAGNOSIS

Skeletal:

Skeletal Class I (SNA 78°, SNB 74°, ANB 4°) Fig 2. Pretreatment intraoral photographs
High mandibular plane angle (SN-MP 36°, FMA 31°)
Dental:
Right end-on Class II molar relationship

Left full cusp Class II molar relationship with full
buccal X-bite

0OJ 3.5 mm; OB 3.5 mm

Palatally and mesially impacted upper right canine;
transposition with adjacent lateral incisor (Figure 9)
Labially and mesially impacted upper left canine with
crown palatal to #9 (Figure 9)

Increased axial inclination (flaring) upper left lateral
incisor (#10)

Fig 3. Pretreatment study models

Peg shaped upper lateral incisors
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Dr. Shu Ping Tseng, Lecturer, Beethoven Orthodontic Course (left)
Dr. Chris HN Chang, Director, Beethoven Orthodontic Center (middle)

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

Two mesiodens in the anterior palatal area of the

maxilla
#2 buccal displacement

ABO Discrepancy Index 24, fitting the major

malocclusion category (DI>20)
Facial:
Convex profile

Competent, moderately protrusive lips

SPECIFIC OBJECTIVES OF TREATMENT

Maxilla (all three planes):
* A -P: Allow for normal expression of growth
* Vertical: Allow for normal expression of growth
* Transverse: Maintain
Mandible (all three planes):
+ A - P: Allow for normal expression of growth

* Vertical: Allow for normal expression of growth

e Transverse: Maintain

Fig 5. Posttreatment intraoral photographs Maxillary Dentition

* A - P: Correct flaring #10, increase axial inclination of
incisors

» Vertical: Align impacted canines, allow for extrusion
with growth

* Inter-molar: Release crowding and correct #2, #14
buccal cross-bite

Mandibular Dentition

* A - P: Retract incisors
* Vertical: Allow for growth-related extrusion
* Inter-molar / Inter-canine Width: Correct #18 lingual

inclination, expand intercanine width

Facial Esthetics: Maintain convex profile with moderately

protrusive but competent lips

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

CEPHALOMETRIC

SKELETAL ANALYSIS
PRE-TX POST-TX

SNA® 78° 78°
SNB* 74° 76°
ANB* 4° 2°
SN-MP* 36° 37°
FMA® 31° 32°
DENTAL ANALYSIS
Ul TO NA mm 2.4 mm 4.8 mm
U1 TO SN° 94° 103"
L1 TO NB mm 2.8 mm 3.6 mm
L1 TO MP* 90° 90°
FACIAL ANALYSIS
E-LINE(U) 1.0 mm 1.0 mm
E-LINE(L) 1.5 mm 1.5 mm

Fig. 9. Pretreatment 3D images from anterior view

Table. Cephalometric summary

Fig. 8. Posttreatment pano and ceph radiographs

DIFF.
0

e

2.4 mm

0.8 mm

0 mm

0 mm




TREATMENT PLAN

The retained primary canines and mesiodens were
extracted. Since there was no significant crowding,
nonextraction treatment was indicated. At the start of active
treatment, space was opened with coil springs (Figure 11) and
the buccal cross bite was corrected with a cross elastic on the
affected side with a bite turbo on the opposite side to open the
bite (Figure 12). The method for the labial impaction recovery
was adapted from the approach of Leite et al.! and the
technique for the palatal impaction followed the
recommendations of Kokich.2 The diagnosis and biomechanics
modifications used in this case report are published.’¢ Figure
13 documents the recovery and alignment of the right maxillary
canine, and Figure 14 shows the bite opening due to the turbo
used to correct the canine cross bite. Figure 15 is the
radiographic series demonstrating the correction of the upper
right transposition and Figure 16 shows the use of a torquing
spring. Regarding the peg laterals, their acceptable shape
precluded the necessity for restoration, but the small size of the

teeth presented finishing problems, that will be subsequently

ABO CASE REPORT NTO 22

Fig. 11. Cross bite correction by elastics combined
with .014 copper NITi in lower arch.

Fig. 12. Lingual button on lingual surface of tooth
#19, bite turbo on occlusal surface of tooth #30.
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Operation day 8.5M

21.5M

Fig. 13. Intra-oral photos showed the progress of tooth #6 alignment.

discussed. A full orthodontics fixed appliance was
utilized in conjunction with two mini-screws to

align and level the dentition.

The palatally impacted canine was exposed
with an excisional uncovering method.? For the
labially impacted canine, closed eruption
technique was used with a bonded button and
power chain (PC) attached.! To recover the
impacted canines, one mini-screw was placed near
the mid-palatal suture and a second mini-screw
was inserted in the left infrazygomatic crest.’*
PCs were used as needed to retract the impacted
canines. Torquing springs were necessary for
adjusting buccal root torque of both teeth (#6 and
10).

A lingual button and posterior bite turbo,
combined with cross elastics, were used to correct

the posterior cross-bite.

Class II elastics were used to solve the
sagittal discrepancy and detailing bends produced
the final occlusion. Fixed appliances were
removed and the corrected dentition was retained

with anterior fixed retainers in both arches.

Fig. 14. Bite turbo on #27 in the 16M traction



APPLIANCES AND TREATMENT
PROGRESS

0.022” Damon D3MX low torque brackets
(Ormco) were selected. Two sections of open coil
spring were applied between the central incisors
and first premolars to create spaces for impacted
maxillary canines. No brackets were bonded on
the lateral incisors initially (Figure 11). A lingual
button was bonded on tooth #19, a light cross
elastic was hooked to tooth #14, and a composite
bite turbo on tooth #30 was used for cross bite
correction from the first day of treatment (Figure
12).

An open surgical technique was used to
uncover the right palatally impacted canine in the
4t month of treatment. One month later, the crown
had spontaneously erupted more than halfway to
the occlusal plane, so two buttons were bonded on
it for further traction and providing rotational
control. A mini screw was inserted 2~4 mm away
from the mid-palatal suture, palatal to tooth #3,
and a power chain was used for canine

distalization. Figure 13 demonstrates the steps in

Fig. 15. Torquing spring in the 21.5 M traction

ABO CASE REPORT NTO 22

Pre-treatment 15M

1M traction 22.5M

oM De-bond

Fig. 16. X-ray films showed the progress of transposition correction.
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treatment used to align the palatally impacted canine.

Bite opening was necessary to facilitate moving the canine
labially. The root torque was corrected with a low torque
bracket ( or inverted high torque bracket ) and a torquing spring
(Figures 14, 15). After 15 months of traction, the crown was in
the desired position. But it required another 14 months to
achieve root movement with a wire sequence of .013 copper
NiTi, .016 copper NiTi, .014X.025 copper NiTi and .017X .025
TMA (Figure 16).

For the left canine impaction, closed eruption technique
was used to bond a button with a power chain in the 6t month
of treatment (Figure 17). After wound healing, the power chain
was directed occlusally and distally by a lever arm extended
from the infrazygomatic mini-screw3. During subsequent visits,
the helix was adjusted without removing it, 5.5 months later,
the left canine was engaged with a .014 copper NiTi archwire
(Figure 18).

The class II elastics were used to correct the Class II molar
and canine relationships. A continuous, vertical elastic was used
during final finishing and detailing. After 36 months of active

treatment, the appliances were removed.

RESULTS ACHIEVED

Maxilla (all three planes):

+ A -P: Optimal growth expression
 Vertical: Optimal growth expression
 Transverse: Maintained

Mandible (all three planes):
¢ A - P: Optimal growth expression
* Vertical: Optimal growth expression
 Transverse: Maintained

Maxillary Dentition

¢ A - P: Increased axial inclination of the incisors

* Vertical: Extrusion of the dental arch, impacted canines
uncovered and optimally aligned

¢ Inter-molar / Inter-canine Width: Molar constriction due to
buccal X-bite correction

Mandibular Dentition
¢ A - P: Maintained
¢ Vertical: Extruded molars and incisors

 Inter-molar/Inter-canine Width: Posterior expansion
because the left first molar was uprighted

Facial Esthetics: A pleasing profile with competent lips was

achieved.

RETENTION

The upper fixed retainer 2-2 and the lower fixed retainer

3-3 were bonded on every tooth. An upper clear overlay retainer

Fig. 17. Closed eruption surgery day and one week later.



was delivered. The patient was instructed to wear it
full time for the first 6 months and nights only
thereafter. The patient was instructed relative to
proper home hygiene and maintenance of the

retainers.

FINAL EVALUATION OF TREATMENT

The ABO Cast-Radiograph Evaluation was
scored at 26 points. The major discrepancies were
unevenly marginal ridges (7 points) and loss of some
occlusal contacts (8 points) over left molars (Figures
19-21).

The impacted canines were in optimal
alignment after treatment (Figure 22), the gingiva
texture was pleasing, and the root prominence was
satisfactory (Figure 22). From the radiographs, the
root alignment was ideal, but some bone loss was
noted for teeth #6 and #7. External apical root
resorption (EARR) up to 3mm was noted on teeth
#8-10, while the roots of teeth #6, #7, #11 were
blunted (Figure 23).

The molar and canine relationships are both
Class I. The OB and OJ are less than ideal (Figure
24), but acceptable, considering the unrestored
maxillary peg-shaped lateral incisors (Figures 22,
24).
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Surgery il 3W after surgery

I,/

Fig. 18. Intra-oral photos and X-ray films show
the progress of left canine traction.

Fig 19. Intra-oral photo of left view . Fig 20. Buccal view of left posterior area.

Fig 21. Palatal view of UL area.
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Overall, the treatment results for this challenging case

were pleasing to the patient and the clinician.

DISCUSSION

For patients with canine impaction, extraction should be
limited to teeth that are ankylosed, show severe internal or
external root resorption, have severe dilaceration, display
pathologic changes, and those where orthodontic movement
could compromise adjacent teeth.! For the present patient, it was
important to recover the poorly positioned, impacted canines.
The challenge was to design a force system likely to achieve a
esthetically pleasing, functional and periodontally healthy

result, without damaging the adjacent teeth.

For a palatally impacted canine, Kokich? recommends an
alternative technique for early uncovering of palatal canines and
allowing for spontaneous eruption, before the start of active
orthodontics traction. When the impacted canine cannot be
palpated, cone-beam computer tomography (CBCT) imaging is

indicated to design the surgical approach. Otherwise, the

surgical opening may be too large.’

CBCT images showed that the impacted right canine was
completely transposed with the adjacent lateral incisor (Figure
9). This information was helpful for designing a surgical
exposure to limit the size of the wound. The surgical uncovering
was performed in the 4 month of treatment. It could be done in
the same appointment when the supernumerary teeth were
extracted. This would have resulted in less surgical and

orthodontic treatment time.

The miniscrew in the palate was effective for retracting the
canine crown away from the incisors. Instead of inserting the
screw in the palatal suture, 3mm away from the suture was the
best location for the largest mechanical locking?. In comparison
to other areas of palate, this area has enough thickness of bone
and more consistent structure than suture (Figure 25). The head
of screw was positioned at the level of occlusal surface to avoid
an intrusive force on the canine. Besides, if the UR posterior
teeth were used to retract the canine posteriorly, some

anchorage might be lost, the CII molar relationship might be

Fig 22. Closed-up photos for anterior six posttreatment

Fig 23. Posttreatment radiography

Fig 24. Reduced OB and OJ posttreatment

Fig 25. Miniscrew 3mm away from the suture



worsened and the upper midline would have shifted to the left
due to the Canoeing effect (Figure 26). Besides, two buttons on

the canine made the rotation control possible.

Root angulation and torque control for the transposed
canine present significant challenges. There are several methods
for solving these problems: 1. bond the low forque bracket (or
inverted high torque bracket) in a position mesially tilting the
tooth; 2. torque the segmental wire within the canine bracket; 3.
add a torquing spring3. The most efficient and effective method
to generate favorable torque expression is the use of an
individual root torquing spring®*. In addition, the spring can be
used earlier with round or relatively small rectangular archwires
such as a .014 X .025 copper NiTi, or round the wire segment in
the canine slot of the heavy rectangular wire in the late stage of
treatment with green stone (Figure 27) which can shorten
treatment time and produce a more favorable and stable result’.
In comparison to Dr. Halazonetis’ case published in 2009, he
took 62 months to fix the transposed teeth with complicated
mechanics and finished in the compromised occlusion and
gingiva.® In the present case, without any complex appliance
construction or wire bending, the transposed canine was
corrected with simple mechanics (Figure 16). The important tip
to keep in mind is that bonding the two transposed teeth
alternately in the stage of switching the roots.> The torquing
auxiliaries were very effective for correction of maxillary
canine axial inclination (Figure 28). Correcting transposed teeth
is usually a big challenge. To avoid root damage it is best to
retract the impacted canine before bonding and aligning

incisors. Unsurprisingly, occlusal interference may occur while
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the canine moved labially, so bite opening by bite turbo or bite

plate was frequently advised in this stage (Figure 14).

The surgical method strongly affects the outcome of soft
tissue for labial impactions. There are three exposure
techniques: excisional uncovering, apically positional flap
(APF), and closed eruption technique.>? An APF is
recommended by Kokich?> when the impacted canine crown is
over the root of lateral incisor. Niagara et al.” suggested that
labially impacted teeth might have a thinner plate of bone, and
therefore are at greater risks for attachment loss if uncovering
with an APF. For this reason, the closed eruption technique was
chosen in this case and the bone on the designed pathway of
canine were reduced with osteo-bur in the surgery to facilitate
the movement of canine’® (Figure 17). Fortunately the final

periodontal condition is nearly ideal.

After the closed eruption surgery, an occlusal and distal
force was generated by the power chain hooked to the lever arm
(Figure 29), that extended from the infrazygomatic miniscrew?.
At subsequent visits, the device was reactivated by cutting loops
off the power chain or adjusting the lever arm. The adjacent
lateral incisor was not bonded and engaged on the arch wire
until the canine had been moved away from it3®. 6 months later,
the left canine was brought into arch successfully, contrary to
the views of Dr. Becker and Dr. N. Dykstein in The Orthodontic
Treatment of Impacted Teeth, that orthodontic resolution and
alignment are often impossible to achieve for the canine root
labial to the root of the lateral incisor and its crown palatal to

the central incisor.!?

The buccal posterior cross-bite was corrected in the first 3

Fig 26. Canoeing effect =
increased OJ + ML off

Fig 27. Round the wire between
the torquing spring

Fig 28. Torquing spring for #6 and #10
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months with a lingual button, bite turbo and cross elastics. This
proved to be an efficient mechanism for managing this

functional problem early in treatment.

As previously mentioned, the peg-shaped maxillary lateral
incisors were not restored. This approach presented a problem
in finishing the maxillary anterior alignment without leaving
interproximal spaces. It was necessary to reduce the overbite
and overjet. Fortunately, the outcome was acceptable for both

the patient and the clinician.

In treating patients with impacted canine and peg laterals,
root resorption was always a concern. Comparison of the root
form of the maxillary incisors before and after treatment
revealed that the incisor roots were either blunted or displayed
irregular root resorption (Figure 30). Under these circumstances
the EARR was deemed to be in the acceptable range. However,
it is important to ensure there is no occlusal trauma to the
incisors in the finished position. Otherwise, the EAAR can be
progressive following the treatment. Moreover, the alveolar
crest bone levels were reduced for the right lateral incisor and
canine. This problem does not appear to be progressive but it

will be closely monitored.

The ABO Cast-Radiograph score was 26 points within the
acceptable range for a board case. The major discrepancies

were uneven marginal ridges (7 points) and failure to achieve

occlusal contacts in the left buccal segments (8 points) (Figures
19-21) due to the side effect of distalization by miniscrew
(Figure 28). For achieving excellent finishing, take impressions
before appliance removal and refer to the ABO-Cast-
Radiograph-Evaluation list for a systemic review, are strongly
recommended?. In this case, the impression and evaluation were
done 5 months prior to the debonding day and the score was 42
points then (Figure 31). After carefully identified and corrected,
the errors points were lowered to 26 points simply by rebonding
some brackets and adjusting the wires in only 5 months and
made the case pass’. Overall, the result was very good
considering the severity of the malocclusion. An optimal finish
was achieved in 36 months, which is a relatively short
treatment time considering the difficult impactions, and
particularly the tooth transposition’. This case report
demonstrates a creative approach for management of a number

of difficult problems in the same patient.

Regarding retention, the upper fixed retainer did not
extend to maxillary canines (Figure 30). This approach
maintains incisor alignment, but still allows the canines to
function independently. The latter is important because
previously impacted teeth tend to intrude. If they are tied to
incisors with a fixed retainer, the entire maxillary anterior
segment could be affected by a tendency for the canines to

relapse.

Fig 30. Periapical film
revealed the root resorption
posttreatment

Fig 29. 2x12 mm SS Miniscrew
with lever arm

Fig 31. Models for CRE analysis for fine tuning



CONCLUSION

For palatally impacted teeth, excisional uncovering as
early as possible to allow for spontaneous eruption is an
effective treatment method.2? For a canine, that is labially
impacted above the mucogingival junction, with its root
overlapping the root of the adjacent lateral incisor, the closed
eruption method, with the use of lever arm from a miniscrew, is

the best approach to achieve optimal periodontal health.?

To avoid, or at least minimize root resorption, delay
bonding and arch wire engagement on teeth adjacent to
impactions, until the traction on the impacted tooth moves it
away from the adjacent roots. This method allows the unbonded
teeth to spontaneously move out of the way of the path of
canine traction, thereby avoiding or at least minimizing root

resorption.

Torque control of recovered canines is readily managed

References
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with proper bracket selection and torquing spring application.

Extra-alveolar endosseous miniscrews provide excellent
anchorage for the specialized mechanics required for impaction
recovery and transposition correction. These temporary
anchorage mechanics allow for specialized movement of
impacted and transposed teeth without undesirable side effects

on adjacent teeth.’

This case report demonstrates that palatally and labially
impacted teeth can occur in the same arch. The treatment
strategies must be considered separately to avoid bilateral

interference and gain a satisfactory result.
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DISCREPANCY INDEX WORKSHEET

CASE # 1 PATIENT Z.S. T

TOTAL D.I. SCORE 24
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 =

VERBITE
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

[ o ]

Total =

LATERAL OPEN BITE

2 pts. per mm. per tooth

CROWDING (only one arch)

1 -3 mm. = 1 pt.

3.1 -5mm. = 2 pts.

5.1 =7 mm. = 4 pts.

> 7 mm. = 7 pts.

OCCLUSION

Class I to end on = 0 pts.

EndonClass Il or III = 2 pts. perside __ 2 pts.

Full Class IT or III = 4 pts. perside _4 pts

Beyond Class T or Il = 1 pt. per mm. pts.
additional

EXAMYEAR 2011
ABOID# 96112

LINGUAL POSTERIOR X-BITE

1 pt. per tooth Total =

G
B AL POSTERIOR X-BITE

CEPHALOMETRICS  (See Instructions)

2 pts. per tooth Total =

ANB > 6° or < -2° = 4pts.
Each degree <-2° x 1pt. =
Each degree > 6° x 1pt. =
SN-MP
> 38° = 2pts.
Each degree > 38° X 2 pts. =
< 26° = 1pt
Each degree < 26° x1pt. =
1 to MP > 99° = 1pt
Each degree > 99° x 1pt. =

Total = II|

OTHER  (See Instructions)

Supernumerary teeth 2 x 1pt. = 2
Ankylosis of perm. teeth x 2 pts. =
Anomalous morphology 2 X 2 pts. = 4
Impaction (except 3™ molars) 2 x 2 pts. = 4
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 1 X 2 pts. =
Skeletal asymmetry (nonsurgical tx) @ 3 pts. =
Addl. treatment complexities x 2 pts. =

Identify:

Total =

2
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Exam Year 2011 Occlusal Contacts

o]
A AMA

Examiners will verify measurements in each parameter.
.“1": - .l.3

Case # Patient ‘Z_ S. T ‘

Total Score: 26

Alignment /Rotations

Buccal Surface 2 2

Lingual Surface

Occlusal Relationships

Buccolingual Inclination

R X L L mMD R

Overjet

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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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

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

% 15t atn ol e o . .
SRR Om 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.



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 labially impacted cuspids

A closed eruption technique
Modified from Vertical Incision Subperiosteal Tunnel Access

VISTA (O Homa Zadeh, USC)

In this case, closed eruption technique was chosen for
primary wound healing which is more comfortable than APF.
The combination of VISTA technique not only avoid the 2-
stage placement of OrthoBoneScrew but also offer a good
connection between the OBS and the covered transpositional
cuspid. Meanwhile, one should keep OBS as high as possible
to make the switch easier. After 2 month-long treatment, this

transpositional cuspid has been pulled mesially for 3~4 mm.




Upper labially impacted cuspids

A closed eruption technique
Modified from Vertical Incision Subperiosteal Tunnel Access

VISTA (Dr. Homa Zadeh, USC)

The difficulty of this case is the position of the
impacted incisor. The incisal edge was right in the anterior
nasal spine. The treatment plan was to use a closed eruption
technique modified from VISTA (vertical incision
subperiosteal tunnel access). The key to the traction is the
removal of the covering hard tissue. This modified
technique 1s minimally invasive and relatively comfortable

for patients with high impaction.



Upper labially impacted cuspids

A closed eruption technique
Modified from Vertical Incision Subperiosteal Tunnel Access

VISTA (Dr Homa Zadeh, USC)

In this case, closed eruption technique was chosen for fast primary wound healing,
more comfortable than APF. Unlike the traditional VISTA technique with only one
vertical incision line, the double vertical incision lines could better expose the impacted
tooth and create a clear field for removal of the bone on the traction route. This type of
closed eruption technique, modified from VISTA, can not only avoid a 2-stage placement
of OrthoBoneScrew but also allow power chains connecting the OBS and the covered

impacted cuspid.




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

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.




Sublingual trans-alveolar impacted cuspids

|t surgery

The force system was designed to
deliver by a 0.019 x 0.025-inch SS lever
arm and the OBS which was located at
buccal shelf. When this lever arm was
inserted in the square hole in the OBS
and activated, it could upright the trans-
alveolar canine first, then moved
buccally, and finally elevated to the
reserved canine space. During the
exposure surgery, it was important to
keep the operation field as superficial as
possible on both labial and lingual side




Sublingual trans-alveolar impacted cuspids

2" surgery

to avoid cutting the mental nerve and
sublingual artery. This safety
consideration led to a restricted
bonding position of the eyelet on the
surface of the root. After 2 months 7% ,
from operation, the horizontal impacted mﬁ:&
canine was upright successfully, and .
the 2" exposure surgery was aimed to
change the position of the eyelet to the
crown. By adjusting the lever arm, the
tip of the impacted canine was shown
up in the oral cavity 2 months later.




Initial §

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 15t and 2™

molars to push and upright the 2" molar.

Initial




More Applications of OBS

Molar intrusion

In this case the treatment plan was to use orthodontic

treatment to intrude lower molars for subsequent implant
therapy. However, it was very difficult to intrude the lower I*
molar in the absence of antagonist. Moreover, although a
buccal miniscrew can provide an unilaterally intrusive force, it
can also cause the 1 molar tipping buccally. Therefore, an
OBS was placed in the upper missing area with its head
covered by GIC. As such, an antagonist was created to provide
an intrusive force when biting. In this way a lower molar

intrusion was soon to be achieved.




More Applications of OBS

Molar intrusion

In this case the patient lost the upper right molars. The treatment plan indicated orthodontic

treatment to level the lower molars followed by implant therapy. However, the absence of teeth
over a long period of time had caused the upper sinus pneumatization. Furthermore,
supraecruption of the mandibular molars had left little space for implant placement. Hence,
intrusion of the mandibular molars was indicated. The primary
concerns included 1. lack of antagonistic force 2. difficulty in
simultaneous miniscrew placements on both buccal and lingual
side. Considering the objectives of current orthodontic treatment
and future implant therapy, a lateral window opening was
performed for sinus lifting and bone graft placement. Five
months later an OBS was placed with its head covered by GIC to
intrude lower molars. OBS was chosen as a preferred alternative
than a more permanent dental implant
because the implant site couldn’t be
determined until the active orthodontic
treatment was complete. In the event of

loosening 1t is relatively easy to replace.

Therefore. OBS provides an easy
temporary solution to this type of ortho-

implant combined cases.
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TRe g T LA A ey e A P A e AR RR L -

Fig. 2. SAHITH A= B3 M1 A open window
technique » 7€ [B - 7] & B FAER T ALK
 [FIRFS IR A RS0 T e 28 - LIRS
PR AR RIS | R EE - 2%
BOBZEE > SFFEAEREECHE -

HEE RER RES

QA TATREE A B — SRR LR R R AL R
/T mERRaEER BRI R R Y T O A B TR
2B - JEfTRTR BT © ERER AR B0 A i R R 1T =X
FHREENLMAES  AHEFTERBETREERNEEFIS
B o ARG EI RN EOR - RN R LB A S R
EME - 4 1% > Hrp EFEHEIONE— RS R4
SERALLFIEE S BRI 2T - DT AR A B A4
FoMTERRIR L% FI R PY T = -

1.0pen window technique

S BE A A E5 YA » Dr. Kokich! B3 n] IR IS (G RBE A Bl
FCEITRETN - UBIE IR A A b5 e 20 A% 2 b
HiE g EHEEE % > EIER A SRR E R - =600 %
11 5% 8 A ZcETE A RVSEREIE —FEE 4 RE (Fig. 1) - BEH
open window technique #$FHAEEE%FE (Fig. 2) - BIUEEERER
% BT AREERBIHASIEFNES  EHEME - 5 FER# -
PNEEMITES BN T LR EB IS - BNEREZEEAETFNHET
B2 —1E free body » AHI— 2 n] LAKE 56 45 5 19 o5 AR BEL R 21 BH 4= i A 2%
HIBELE © Aok > A FERARE T TR R e -

(AR  BEIERAS - EHAG T EE % o AT LUK
R IF B 0 £ 7 O AR A4 B e B RS B J & T 1A T T & AR YR R ] LA
RKEFEL  HFEE - 8258 (Fig. 3-4) - EHAESEITEUE
W BRIR LA S ERUEBESE T EE RSN ER ERE
T EAEALE b E R AT DG A B S B R PRI BRI ( Fig.
5) o WIFMBE AT LUE EREBIERR (Fig. 6) - B4 BEEENE
eSS | R HA T BRE T E AR ZET S E - BEEFETR
ERAE MY T I B R RIE - K WM E2EA low torque HE1E
#REUE torquing spring » [F IR GESHIEAITL & - i3 1 R EH H BT
2ol IR L SEEIRE A2 PR 1% o (5 R VR B T 1) T i R A A A IR R Y
A - MESFIREBER - B E R AR R R B TR A
£ (Fig.7-8) -



A B (£) 0 B S5 RaYE T Hhighe
RER BEp (F) 0 REFESESETCATA
E% BE (&) 0 RS SIERRE G T HIgHRE

Fig. 3. FIF BTG AE R E B

& » HAI A power chain HFEZEH RS TE
IHY button 55— REAEHL » 45 BCIER
$THEd -

Upside-down

@"A

Fig. 6. 35& MG 1Ea 1 - F 25 @ E e
FEIRARLAYPE A B - AR IRAE LERCSH

- FERG IR AR AR &) - ot
IRFFC & #2842 high torque G IEZREIR - 2

# low torque -

2.Closed eruption technique

e HIPE A e R B B g =0 AR AR S AL B
7 MGJ i - RIERE 2 2% & closed eruption technique
/& apically positioned flap € approach - 8% Dr.
Kokich? E2004 5 HyCE A5 » B FHA 6 A ke DA
closed erutipn technique 2K B HH L 4 &

W — 13 Bk 7 @AM 5 LG —
14mm FE & AIHAERE (Fig. 9) - MBIEREHIZERH 4
& A JWMEFETHAEEZES | Tl RAHEASL

Fig. 4. A B AR 2R IH A RS By
eyelet » % T GEAT IR - FIE #22
Y7 o FE 8 Pl L 8 T SRR T AR A

Fig. 7.\ RRIEBICTAM -

FEATURE NTO 22

Fig. 5. SR A A - AE
WAl g EEAL AR A - AIEAE
%Tﬁ%%ﬁﬁ’ﬂ%@ﬁﬂlﬁ% » JT ARG IE SRR

Fig. 8. W&1E 22 A A » W RBAMCOINE -

BEAL (& MGI) » 2 closed eruption technique
(Fig. 10) - HRFMHRZFNBIESRIE LT EBE
FAEE SR E W button [FRFHT LA FBEERT power
chain DI 5> (Fig. 11) -

EoHAEGN NERENRERELM infra-
zygomatic crest FE £T LA FE(H HZEAY lever arm ( 17x25
TMA 2 19x25 SS wire) - I ATERFFE E EAR A EZ
B4 MR (Fig. 12)  #F flap primary closure ( Fig.
13) » 2B HEHE lever arm K activate ZE5 [ E

(Fig. 14) -
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1E forced eruption 7 HiPHAE B AR H MBI Z 2
A = EPE B R b4 « Stage 1. Gingival collar
redness ; Stage 2. The red patch ; Stage 3. Keratinization °

Stage 1. Gingival collar redness : £ Forced eruption
YA » FHAEES gingival margin HYfE B S E B — B AL
@A > R %5 pocket NI non-keratinized epithelium
tissue (RS HI AT 2FEAY (8 (Fig. 15) - @ELEEH
EXPEHY pocket depth » fEILFE M E Z it 2 B LS
EBGE T E AR - AR AT LS AR A

Fig. 9. 13 5% 7 @ A2 » A& LSHEAIE Fig. 10. %5
—#) 14mm EEH S A AIPH A RE -

BERE -

DA e

Fig. 12. £ /1] infra-zygomatic crest ]
BET B lever arm HIZRIZ NS power
chain 7 lever arm I » FEHHAEET
ERINIE -

S A S B ap  Fig, 1. 49 4E R 2 A9 B L S ISR
B BE I SR IS CEI D E A B

Fig. 13. #% flap i primary closure °

It B K& & probing on bleeding « FAM 7] LI R
WATEE RSB ARE L BRIEFEIHRL -

Stage 2. The red patch : FLEFIH A= {42 8 1 Tt /7
eruption » {EEGR L] DIBSE BRI W LRV
WIEIBAYE{E - [LEFAY probing depth E#IHARIAT Smm
EFIE A AT ER 3mm EF  {HR{A immature
Y erythmatous non-keratinized epithelium tissue » Fff DL 6
BBz AL - B AL IR R AL Ry g A)
l& 43 (Fig. 16) -

-

J:ﬁ)f;t?ﬂ » H EANFEIBHERY power chain fi
565% °

Fig. 14. S5 IE6FE 11 {AH » #5 lever arm
%T@Tﬁ activate HEHERH A BRI N Y
B



Stage 3. Keratinization : & 7 2585
#EEMNTHER N IE > EE
19 T BRAH A B IAHETT proliferative B
maturing HYIEE - FEE AT
28~42 K - 1E finish stage FARE
FEBRAEE AR AR > R 2]
BELZE B3 Y o1 AR A L P B A A T (R [ 7
] » FrlL root convexity {IAMNH
N FEBRHERABITEN

inclination °

Fig. 15. 56 1F25 15 {8 A > Stage 1. Gingival
collar redness ° FH4E K5 gingival margin [
FEE—EEAL BT A o HEE Ay pocket
PI{EIEA] forced eruption T #1-&H Hi Y non-
keratinized eppithelium tissue FJ i

3 b

Fig. 16. 551E55 19 {8 H > Stage 2. The red
patch © HE T E ERISAL G T NIEE
ARARIE] IE# 1Y probing depth » {7775
immature erythmatous non-keratinized
epithelium * EREIZAL -

3. Apically positioned flap

PR BEL AR B B AL B AR AR R
K& MGJ > Dr. Kokich? Bk {# F
apically positioned flap FJ77 =&
o9 5% 5 A case’ v iify IE
PR EMEIZEE (Fig. 17-18) -
BRI 2% 7 G I 2 A AL AT R &
FirRBEH LR » F LIRS E
fite (Fig. 19-20) - fEHEE R
# flap EFREMHE—LEHEE
(Fig. 21) - $BIERFETERE » &
TR AB SR E LR scar HLEHA
26 (Fig.22-23) -

e 52 M1 955 1) HR B AP AT AR B HY
APF HZ closed eruption technique HY
(R - ATR(ER APF - gESufR{s
Hif i HY 2R B S0 AL R R
B HELE RS D F R - R
{#F closed eruption » EEFR A LIS H]
el /N5 T (primary closure )
{EARE Y AL T R R R HL T RE
BEh0 - 554 AT BE & R A E R R
AN e R EEDEE RG] > A =
RS MM EER APF o H
1E flap HY design /1 - FTE
YJFATHY vertical incision » 12%% flap
FFREEE R » incision line
teEResE B m & o LA scar HY
A

FEATURE NTO 22

Fig. 17.9 5% 5 A ZcE > A RIEH
BAERZEL -

Fig. 19, S IERBIE P EM0 22 0
= iy B I T IR B -

Fig. 20. 7ERL4 15 FF TR AR 4TI
% Fpower chain -
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Fig. 21. % flap E TR E AL (apically
positioned ) # & ©

LN
Fig. 22. F&1E 30 A A G RE N - fi7
R AR scar BN - (1 APF - BEZ

Fig. 23. &1F 30 A F ~ 5% PANO -

BESCRFFRIIEGRE » A LT BRIE
B BRI E A scar > flap design
FAM B A EESEATHY vertical incision >
flap 1= AR BN AV FHEE GERR B E S - W

Y scar = -

4.Vertical Incision Subperiosteal Tunnel Access

Wi 2 o 2 P AR e S B i > FRMT S B st SR R Al g
U flap design « DUT S {35 A 40477 %88 F B 1K AY D
Homa Zadeh #HARY VISTA fifz(¢ ( Vertical Vestibular
Incision Subperiosteal Tunnel Access @ & B Fi V4B I T
BaiE ) o % VISTA JEFERL A& s py s HAR R » 2 E &
Wi e EN G R -

ZHE LA REBEAEAEEFMEEMH (Fig.
24) > MRyt ERFREHEAESREERES B L
HIEEE > Z5| TERRIEZ R FEH infra-zygomatic crest |-
RUB ST R ESHI B E AL (Fig. 25) - flap design FAM{EH
VISTA fif= » Eeeit @ E R mITEE & » Rz
WELE LERMEEORTERFEETIR (Fig. 26) &
HACERPIARIE B S Bk & R F Ry I E it
JE - SRR AE F B FERE T 18 28 B U AR 4 AN RIS & JEE 4K B
FEMAAE (Fig. 27) - ZBEHERE  ¥EBEEEFEL
HZE| CEJ DL ERYVEESR - 87 K » AL RERTERR - 7
R S AR AREEYIA - 5 H A8 H e KR
T B OB RS - {F decorticotomy  HYH)
TF - B mTHERTERZ  EEHZ L button MHFE power
chain (Fig. 28) > Wi} power chain Y554 —BEEEE 15
EEHYIFE M (Fig. 29) - {# power chain A AH/EAIA /S

Fig. 24. 11 5% 01 @ A 584 » 727c FEMIE —FHE 4
REETF WAL L ER B EH PIE TR -

Fig. 25. fiami e e 08 Fr ba%st flap design LAK S EHY
IR - FRAMITEE [# A Vertical Incision Subperiosteal
Tunnel Access ( VISTA ) 5=t AGETTEHAEEIZER 1Y
Ff -
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Fig. 26. {275 FIEH I3 O RIERR(ESS Fig. 27. e REHTER (X S#EMAE ) (F Fig 28 A RIS T 5 RS0 D%
—HBEEYR > SRR BRI B EEEYIA o IR ERCGEEESE 40k power chain -

SRR HESETE LR EEE S —IEYIARAE o MG R RR AR B TR R O S

B - B RS R B SIS EE -

{l ingra-zygomatic area A& £] L #2
AR OES IR IE - MEREEDIR
{#F Nylon 6-0 #£% (Fig. 30)

APF J% closed eruption technique *H
- S I VISTA HIFir(FiE e IR Hui
Fig. 29. } power chain 15— FEW & F#F  Fig. 30. power chain £ 0EHE infra- NEE B2 flap 25 S LR &

B 5 R TSR - tic crest FEATEFET TR BEIR A&

PR PR s b R - AEEATG A FRHECTBLE - BB AR AR
LI Nylon 6-0 #4345 4 - SRR -

fhm

FHAERSHYREEE - BT ERRE = » 55— 2RI 2 3D BrE (FISHERT2ET © 58 /2 E Y flap design 3 55 =2/ 1E
TIERIER FE - VL AF R R SR A SIS - WA EEE D ERAIRE » LB sEirRey =R » k2
MR EEMAENEE BRI DUE A EAFAIT sl R BB BRI R Re BRI -
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Mo BEE—E—/NENEELAREE  BEAEE
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BRMZgE  BEIZHFEEN Keynote FEHIFIKE -
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Powerpoint HE S\ EEEHREL - FTLABEAARIEE
HERMABRIEBHIMER  THERNBREBSERRGRE
FH AR IBER o

sREEEME— SR 0 [RABARSEARRPR
MEaRBE] - BHIRR - EFOBENBRAFLERE

ETHEREREZN R - ERMZHEEEAREHE
FRRZ AN IERERIRIZE - MRET—RTEWX T - UESIK
RERFTAMEER  FFE Keynote BHREFEABFEMN
S BRNENRANSRENE R RAE—EUR
BREMBR - REMEMS FRRFERBZIINE
REBE . THATHEEAREENRMBAEAEL —
BRBIHNER BBRBANTARMHBEZERA LU
RIBM ~ ENETRMAMERENTR] -

IEIDIS B e 7 | - — BB AR
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FEBREILF X EMH LR B TR F0 ~ 8 BeyF 3 &KAMPT
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TR B RAREMENR ? BREZEHEMNBEANRNE
ZEHS? AZS IR —ATEMEE HLEHN
RS —EHHAERE LANESE iPad/iPod
touch/iPhone E AT LAfE R E TR - TiPadiSfEEIRAl
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7/9~7/10, 2011 (55 * B - /& 3% 8 E YFworkshop)
8/14, 2011 (B - A M 2P)

9/17~9/18, 2011 (5~ * B - 3% ¥ & YEworkshop)
10/2, 2011 (B - M2 %)

11/12~11/13, 2011 (5~ * B - &% 8 & ¥Fworkshop)
12/11, 2011 (B - A:AHZ)

1/25, 2012 (= - % B ##%)

1/26, 2012 (W - % B T & 4 &) cadaver workshop)
1/27~1/28, 2012 (& * 7~ - £ B &%)

1/29, 2012 (B - % B 7T & 14 49 cadaver workshop)
1/30, 2012 (— - 2B EH - £ £uq8)

9:00am - 6:00pm

EERBIBFRGRT . T EERMN GE—K=+m@3k. 2011574 2/12A4)
Wilshire Grand Hotel. 930 Wilshire Blvd., Los Angeles, CA 90017. (20121 H)

4 dbdn £ BIEAZ (LA USCT B2z oy zaa )
6/1/11 AT 2R 4 : & £$8500 ® 6/1/1144 2R 4 : & 239000
LB (RSUSCT B 24 & eh323% E)
6/1/11 3T 3R % : £ 4£$5950 ® 6/1/1144 3k % : £ 436450

o] 3% 14 8 Cadaver Workshops on Bone and Soft Tissue Grafting3g£2(A 4 USC T & 2 fe 4 i 6323138 )
INNIATIH A B — EREE$1115 » 11/1/11ATR & B — £ R £ £81395 © 11/1/1114 3k &5 — E R £ £$1595

FIREEES

Homa Zadeh % Avishai Sadan % Baldwin Marchack % Casey Chen % Domenico Cascione
Ilan Rotstein % Yang Chai % Songtao Shi % Parish Sedghizadeh * Ramin Mahallati

3% E & : Stephen Wallace % Lyndon Cooper * Fernando Rojas-Vizcaya % Clark Stanford

s BREuEN o U T BB .
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Sinus Augmentation

Dr. Homayoun Zadeh

Instructor, USC Implant
Training Program in Taiwan

Dr. Homayoun Zadeh

—. RIE (E—-Em)

THEEHUEAE sinus AYRKIN R IEHI{EZE 91.8% » sinus augmentation % & _F1H AME
BT A Fl 1% =2 758 B E ARSI A0S - BB R bone graft Bl LIFH
R ERT T AR BEHMER > EREREREBENEREE GG MK A
BARKIER - FIEERLL membrane HEEINERKIIFEANIZEZ membrane
Yy MBS R EEHE  rough surface B I Z A4 machine surface °

SLJstcmatic review of augmcntation Proccdurcs of the maxi”arq sinus

» BioOss or Cersorb are as effective as autogenous bone

» There is no evidence that PRP improves the outcome of sinus lift procedure

E ito M, Etal, C Datab Syst Rev. 2010 Mar 17;3:CD008397.

P

—. Alveolar bone &5 EA{TREAR
(A) 3-6 mm : A F] crestal approach Z#5 7 membrane » FHE A 8 mm FYTEES -

(B) 1-5mm : nJFEE F rigid barrier 57+ membrane » BI{#E A HCE#5H1 A] 5
T -
(C) 4-6 mm : "] FIFGIEES -

SLJStCmZitiC review O'F augmcnfation PFOCCC]UT'CS OF H‘lf‘ maxi"an) sinus

»Alveolar bone height of 3 to 6 mm:

+ Crestal approach to lift the sinus lining and placement of 8 mm implants leads to

fewer complications

»Alveolar bone height of 1 to 5 mm:

+ Elevation of membrane with a rigid barrier without graft material is effective
»Alveolar bone height of 4 to 6 mm:

+ Short implants are effective

Esposito M, Et al, Cochrane D Syst Rev. 2010 Mar 17:3:CD008397.




Effects of timing of xmplant Placcmcnt in sinus augmentation on implant survival

100‘.
7% |
s |
25'
0

Implant survival rate

" Delayed

Wallace $S, Froum SJ. Ann Periodontol. 2003 8(1):328-43.

_

Effects of membrane over window on vmplant surviva

-
~

=]
-1

N
w

Implant survival rate
8

=

" Without membrane

With membrane

Wallace $S, Froum SJ. Ann Periodontol. 2003 8(1):328.43.

= =

=.FAR

T AT SE 45 7% B prophylactic antibiotics : 2g
amoxicillin ( 718 amoxicillin BB E KL T
clindamycin » [HX{ % amoxicillin #f ) -
1. Soft tissue

4t crestal incision @ FF¥J] mesial vertical incision °

£ %1) distal vertical incision ( B 7. ) -

2. Bone

INTERDISCIPLINARY TREATMENT  NTO 22

R B
ERT &L
B 5545 R4k

Effects of bone type used in sinus augmentation on lmplant survival

1000
750

500

Implant survival rate

Block graft Particulate

Wallace S5, Froum SJ. Ann Periodontol. 2003 8(1):328-43.

Effects of nmplanl' surface used in sinus augmentation on |mp|ant survival

Implant survival rate

Machined Rough
Wallace S8, Froum $J. Ann Periodontol. 2003 8(1):328-43.
|

BB R HERE sinus floor #7 2-3 mm ( NEHEIES
mm ) - MFEHEEEED 7 mm o DIETFIE AR
diamond bur ZRf& - HIE 2006 FE TR - EHET)
HFAMF - RKFEIET membrane B ZUAIHER (BN ) -

SEH rounded scraper 5 % Y i [E — g — @ YIS
SEAEIT (&I NHY bone WYTERREZR ) EIFIm1EFEEE
membrane HYZ A » FFHA flat and cylindrical diamond-
coated inserts » Wy BN E HE A E S HE (B
+) » FH trumpet-shaped blunt 18/ membrane 435
B > #2EHR small curette ( F0{5$H5H] membrane > $i

Incision design

Vetical releasl

incision

— Outline of sinus floor, anterior and posterior walls
------ Proposed outline of sinus window

il

g
Sk



NTO 22 INTERDISCIPLINARY TREATMENT

FIBGEFAFEE - A NG —A/VLFEE membrane ) - 2
18 %] membrane ([&/\) - £ T2 > FH large curette 2
membrane FG#EZE » M membrane EE(EIEFE] medial
sinus wall ([EJL) - ZIRIEM medial sinus wall [
membrane tHIAFARIEE (E+) - F#HEZKME : 1.
medial sinus wall #; membrane A7 2 F » AR FH
FETEAYZRIR o K5 lateral sinus wall E#TIHE T 5 2. 1%
JEAIHIZE[E R bone graft 5 3. W{HIEY membrane 7] FEIE €
18R IR B 4 2 R AT R Y 22 R > g BB EEHFEERE
([E+—)

3. 1ERERRIEEY

— M MEREEEREHAE - (HILEE O R
implant stability fYf% 3 ZKEE » AT LA — MU R 5 mm

Lateral window osteotomy:
Thin out lateral sinus wall with scraper until
membrane is exposed

Refine the outline of the lateral window with
flat and cylindrical diamond-coated inserts

Y N

Use trumpet-shaped blunt insert Use small curette to extend

to separate sinus membrane at
the boarder of the lateral window

pﬂi 3
r

&

p of the sinus e at
the boarder of the lateral window

&\

RIS  FENSEE] 4.7 mm BDA] o AR EBEEE] 5 mm
ERFZ > WREERFZA L EILESE submerge "
F o — 8 AMERS B U primary stability 47 » 5 & fif—
F&#% healing abutment H7
4. WAEH

AT 3 cc. HUSHAIEEMFTA - B gently BIRA >
TEEE (B+=) -
5. AEEE

BEIR case 8 » E2 AE+=Z2E+1 -

6. MBLEE

BABEERNFEER 3 mm FAEREZIZAER
BRI - B R AT R B K E - WA AR
ERERRRIRG IR R (E+/\) -

7. & (B+H)

Lateral window osteotomy
INCORRECT

Lateral window osteotomy i -
Medial wall not dissected

_
[

B+ B+—

Use large curved curette
to extend separation of
the sinus membrane

Dissect the sinus membrane
away from the medial wall of the
sinus with a curved elevator

Use large curved curette
to extend separation of
the sinus membrane

o

Gently place the graft material
against the anterior, medial
and posterior sinus walls

The medial wall of the
sinus has to be exposed

Bone graft material is
inserted in sinus cavity

4

B+=



Dissection of sinus membrane

4
v ‘6 55

B+=: 58—

Bone graft

B+m: SE_

Implant osteotomy

B+h: 58=

Lateral osteotomy

B+ BN

Implant placement

B+t FBA
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=. Frh T ae R AR

R4 E membrane BT 0 —EBFAEAE
inferior sinus wall REEFIT - B —FRMAFEE
% KMFmEEEALK  NERES BRGAET
lateral artery [l#F 4838 B B &iE - 15 s n] /B T 188401
oA > WRA/NLYIE > BB ligature #E
e o

=

O, fiif 1% 3% £ R R EE

fRFI 875 mg A Augmentin ( N&HE 125 mg Y
Calvulanic acid * 1~ 100 mg > 200 mg = 500 mg HJ
augmentin #EWN S 125 mg #Y Calvulanic acid @ FrLA
Augmentin FNEE—RIZWFH augmentin » 24% Calvulanic
giRE) - BT TU/NRIRE—K - EERMA—E - BT
flRF Levaquin 750mg —K—>K - {H A RE &k AL #E %
B/NOFEE -

Membrane placement

place dry membrane While holding membrane Moist membrane
over window irrigate will staydttached

B+ : S8

B+ #&E
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Prosthetics Considerations in Treatment Planning

The Restoration of the Cervical Contour;
A Key to Implant Planning, Placement, and Restoration (Part Il)

Dr. Fernando Rojas-Vizcaya

Instructor, USC Implant
Training Program in Taiwan

Dr. Fernando Rojas-Vizcaya

o BMEEPIHRKME L NTO Dr. Femando AFHEYERAHIN A
Bl & #&mkr  mermEnEmE S mens B A EESE -

CASE 1 :

Single Implant ; soft tissue level = cervical contour

(B4 BNFE S BN ER AR 2T )

SeRETF #13 0 FLEFAE - BB G EEN AT (20— ) » pink esthetics
P B REEFEAME - B ERKIE white esthetics B[] » A
FIHFLEF A E f# guide (7EE R gingival zenith AUALE ) - A DIERELENH AN
i -

Tl B
(A) Atraumatic tooth extraction

(B) ?fi%%ﬁﬁ periodontal probe HfRAFEENITEEEME - FIZHELE - Bt
HETTSLENE S -

MBS AIE T against the lingual wall Z1[E — » A EZE A YR - [FR S %15 ) thin facial plate H 250

% 3mm beyond the cervical contour * 2mm palatal to the cervical contour °

TE5E% » #Ff& implant primary stability (/275 absent of lateral movement E2 resists rotation ) ° %GB Z » 5l AT
BRI o TR ER IR A 09 F B R A 35 RO WOH AR AL B » T2 E collapse

= EZEBIEER direct abutment Z-{#1 provisional crown ° SRR - (EHEBVEREIT AR final HIZME -

A = (7F%E : Immediate Provisionalization: transitional contour (emergence profile) ) °

tneediate implant Placement Q %
Provisionalizati
Q‘ on

implant shpuldbengn v\.st thu L wall A\
Avoid disturbing tr al contour ¢ Profile ) [} W
(3 beyond the uwzcm. onkou $ 04 _— Q, .
12 . palatal to the cervical contour B
=




EBEASITFERUMERENEE  Z9F 12 Bl& > #L
abutment * check 77 25 Nem °

B REERE - 3T RAIRA S BRI AR R A R - 1B %
HIZGE T RHREAE sulcus > RFEERR SCEE ¢ periimplantitis |

Cemention procedure ( Z1[E Y )

1. Apply minimal amount of cement ( JE7E [ #}MEEAY )
2. Place the crown on the abutment replica

3. Remove the excess cement

4. Place the crown in the mouth
ERRAEERINMEMEERF LHT -

MR > BRR—RIRAR > BEEIEA 0 MEEHE SRR E
WPRRZIEEZF - Atk v] U B SE B B ) e sk BRI B > RIS — 1
(B ERAHAS - marginal bone levels X A DLAEFFAYIRATF - ANE 7L -

IELEENEF IR ¢ Supports and preserves the results from proper
implant planning, placement and restoration = {iif Bij fi (% &R A FRFAYIR 4T
wE7s - EEEMERERE - 2E-L > white & pink esthetics BT &
THEA |

& 70
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CASE 2

Single implant; soft tissue # cervical contour
(ZAEN)

5 ) Bl — (@ B4 2= AE - BAHAR L cervical
contour NER—{IE - WM BEAABET % - BiEkHs
AR -

IR BM A LIE H gingival levels B TR E =N
BB HERMZ WAL - A DIRFIRY E R 2 =
G LR B F i EAARMEANGLE - EZEEE ¢ The
restoration of cervical contour; a key to implant, placement

and restoration °
FrABFs R LA T RIR RS BER (@) -
1. Balance of the gingival levels
2. Implant 3mm below the gingival margin
3. Progressively more apical the peak of papillae

4. Progressively more apical contact areas

&\

5. Progressively wider interincisal angles

FHIPERERFERAEL 1 —5& - TRE &
EBRSSREEE A EREE—8 (WET)

o 12 FREEESE - BMA direct abutment £
R HEREUEEER RS - R LIE R FERAYAL
BERAEEAENCE (WE+—) - BERMACEEL
Rz R M EEAE 2 IEEN o 25 R EN
cervical contour ZREEHIFRENY pink esthetics ( Z1[E+
) >

ILEFRY provisional crown FREE{SIEHEE - Ei

cervical contour FIAZEELSME » contact area £ crestal

bone (YFEHEES - HEPMAZE -

KEEARIZ » FRAA Ti design abutment ZEHFAM
HY final restoration ° FUf5 (R4 Hifinish line ZEAEFFIE
subgingival Imm N (ZE+=) - 2.5 FEAVEH - 7]
% B fier mir Bt 1 ) R AL

B+ F—XEiB T : The restoration of cervical

contour; a key to implant, placement and restoration °

o nmmediate mplant Placement
The tmplant should be against the Ling
Avoid disturbing th plate
3 mom beyond the cervical contour
2 now palatal to the cenvical contour

/i '
5

| I(EE"Q
L=

B+



S—_
TibesiQwans/5.0

S—
- —4
—
—
—
—
—
%
| ==

x‘*
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CASE 3 :
Multiple implants (Z1E+H)

B+a

BB R #24-26 0 WA ZRIRAE 2

FEIR EF M E& LB/ A E T M-D (IFEBES ) » ket Eig S K
HIE RS EELE (TR - AT R R M SEE B BET &0 M-D 1Y
HE (WE+) > EEEENTEEEREMIRTE 246
Rea&nmEnER (mE+t) -

1€ B H B AT A & ok R E iz A A EE B REHFHN A
Parameters for predictable papillae ( Z0E -+ /\ ) FAMwt S a] A EHE
BEIERIALE » Wt i ERI M 3D AYZERIALE - R R el 535
[T white esthetics » B ] LI &1 E] pink esthetics °

IR RT LI denture teeth 2R wax-up ( Z0ME 7L ) 8 H LA
BRIFEAE - MEESELE » # stent (radiologic » restorative
surgical ) - #4 stent FEIF - BE LEYHR (AR AFEUE )  REk
B CT - WIHAEE stent NHEFTLIERR X LR ZREERER B-L BIA7
B B UEFIRERRE O-G WEEME (WE_=+) -

FATE R FAMAIFER stent A cervical contour ZKEUE EEHZE
alveolar ridge Pl %] biological width ( Z1E —+— ) {F& abutment ji%
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www prosthodontics.es

Avcmge Tooth Dimensions

Crown
Length Crown

=R
Premolar

£ Fernando Rojas-Vizcaya DDS, MS. 2010

Average Tooth Dimensions

MD BL
th | Crown Cervix
Ist

Premolar 7 8

Ist

I
Molar 0 10

Wheeler and Ach, 1984

L Fernando Rojas-Vizcaya DDS, MS. 2010

Parameters for Predictable Papilla

Restorative Proximity Vertical Soft-Tk
Environment Limitations

Tooth-Tooth I mm

Tooth-Pontic N/A

Pontic-Pontic N/A 65
Tooth-Implant 1.5 mm 65
Implant-Pontic N/A 575
Implant-implant 3 mm 45

Immediate Total Tooth Replacement.
Garber et al. Compendium March 2001

L Fernando Rojas-Vizcaya DDS, MS 2010

—
| o [ 7]

wheeler and Ash, 1984

wwwdernandoropsvizcaya.com

#E > finish line 2 G HIFEFEET lmm -

EEEHES 3D MEEIGHR > # L direct
abutment YEFHERRFES » FATHCA impression coping
SRE I B (A )

EE  EWME impression coping & EE|ES - b
BRI g T8 - GRIENER &~ ER -

RS A HAE provisional restoration HYi¥ B HTH ¢

1. Finish line

2. Cervical contour (with pressure)

3. Embrasure (without pressure)

4. Transitional contour

5. Interproximal contact

B EIEA E AR EgR AR LIE final

restorations fY45 5

TEREER R - BAE suture HOZYG - ML
Ketac cement ( permanent cement ) - K% ZEHEARER Hq{Ei
TFlHERE 8~12 H - Rh5E(2 » FRRIEE B EAESER cement
FTE sulcus » REFHES - 7~10 R[EIZHE > thEEFEHE
IR ETEER cement (B —+=) - &% BEGFE
% I final restoration ( 2@ —+P4) -

TELAERIZERY > IS 2 DUT RIS
1. Implant therapy guided by restorative plan

2. Implant location should be based on cervical
contour of the planned restoration in an ideal 3D

position—3mm depth, 2mm palatal

3. Adequate dimensions in provisional restorations
to maintain and guide the soft tissue: ovate

pontics, embrasures, transitional contour
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Lead Foil Strips : ' Cementation
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Principles of Abutment Selection for
the Single Implant (Part |)

Dr. Baldwin W Marchack

SREERE implant BERBFELGZHE  BEEEHITHHAY (restorative
options ) ° /B abutment DA% BB EEIEY) ( prosthesis )

FEAFEEE T BEYRE > BT ETFRME4S o Dr. Baldwin
90% HIZ 2 # F Nobel Biocare implant - HAI K% & Astra 3¢ ITI 2%t « (H2R
RIER B AHERY -

FHIRTER TR EIEET (single posterior implant) FIHZEY) A DAL : screw
restained restoration F1 cement retained restoration WY& ° J cement-retained
restoration X 0] DU 5 F51E stock ( THEIR AT ) abutment B custom abutment
b - B Ll PF EEBEAE PP abutment 5 = fE#E4E : stock abutment  custom abutment
1 no abutment ( non-segmented * screw-retained ) ( tHEt/E M abutment 7£—
ITnstlrLfctor, uScC Im.planF ERAE) (B—) -

raining Program in Taiwan

REEAVBE TR implant BEES 2% » 2 L stock abutment » FF55 L —5H
crown B2 - (HE N EEHETENENE EEHE - F-EERLEEE

o [RERETEIE] (¥) AR IAIIESE - FHIRE 2 % running room -

o DRERAHAR e BE ) B P R EE R o A interarch dimension -

o HRAHZAREY biotype : ERVEEER - FEHHIEZNERL -

o EUAHBRAIIZARFIZEEY (contour ) : FERUEAMUEFRY (flat) EEZEHFIM

JEBREE (scallop ) — A HLENESER papilla FUFZAK

WRAERFHELE  EHERENTRASSERHEE (1~3mm)  LEFR
HUAHAR SR (flat shape) ~ ¥EAEAY interarch dimension ( 5~10mm ) (&~ ~
=) RN ERE—E stock abutment $Z FHIHA] - {HZ stock abutment HY

Dr. Baldwin W Marchack

Stock abutment Custom abutment



RE 3G ER

margin Z27E subgingiva Imm PPN - FH| cement 25 51E Hz 1 B
implantitis © [:Z 5 WIEREAHBEATEZAR R EEZE R - EEERES
R (FARIERTEGERS ) - %8 stock abutment » 75 5 [A]
%5 crown margin {E subgingiva K% ° cement JHEN G R ([H
=) -l (@) EEE : RATFRHEBEZER » crown 2K
2% ¥ crown margin 7£ 4 #E NEEIIAE - Frll Dr. Baldwin f# 7—
f# custom abutment DIFEE cement margin HWVJ& FIRAIEAR - BHE
—{E R IIHY cement-retained restoration » 4 ZHE HIEEEIAY cement

margin °

5 —fEZE B2 + interarch dimension % - #& SR EEINH IFHT IR
&% cement margin - [HE Al R A AR EE T (BFH)
Frr LLEN & %% V'R inter-arch clearance 77 #JIE ? —{& study f8H : fE R
[FHY abutment = &A% KAVIEREATE Titanium abutment _EFY

g:l: 24

Zirconia coping £ 2 - #5FwsE ¢ 6.5mm 1Y abutment f& 198.09N
AR0E 0 T 5.5mm =HY abutment J& 124.89N A-iE! - it

abutment A Imm » #F crown & NI IEREA AT 40% - FAM
5 abutment {7 B REDH 4mm (E7S) -

F|EFEUA[#E5E Abutment T8 ? Dr. Baldwin #%5t TRIREFHY
abutment FEFEEEIE[ decision tree » EFAM AT LUK B (S R 2 i H
ErasEpRE (Bt SERER2Z abutment B 548 LA K% ]
L2217 abutment collar height H—£ER[F & H LFFaRE - (HZ2E
KIFRIERZ— ) > EHEEENZE : interarch distance = 7%
interarch distance /2 Smm > WA ZHM#L screw-retained restoration °
FyEAw crown KREEEFEN 2mm - I L cement margin 7E
subgingival Imm » HI| abutment {95 EEH 5-2+1=4mm - ff DIATRA
JE Smm HJ5E > abutment = E KA E 4mm ; EERAVEDLEUK screw-
retained restoration 7 NE failure « FTLAFE ¢ 1. L FHHZEMTE - 2.
WANAETEE - 3. LHABERE N RERWBN T » A LFEH

one piece, non-segmented screw ( [&/\ )
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BIo5 % BED
£EF BLA

2 A T S g sk B

Ideal tissue depth - 1 to 3 mm,
Flat shape, Ideal interarch
dimension -5to 10 mm

-

Flat - too deep, very scallped,
well defined papilla

&=

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. (ngu._dﬂzzmkbmksmﬁkundﬂmdﬂx_en.hlml)


http://www.kgu.de/zzmk/werkstoffkunde/index_en.html
http://www.kgu.de/zzmk/werkstoffkunde/index_en.html
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BIENLA IRyl (B ) o EAEEF % - #35 implant EE R - SRAHAR
F3H -~ papilla NEEIEE T o AR stock abutment FEATLL > (HZ K %
interarch dimension & Smm » ATLURE#H T screw-retained restorations » & [
impression coping ZEEUEE - Soft tissue model 1 one-piece restoration * F torque #¥
screw $HF 35N » 7E screw hole i— BBk F i _E—%h composite resin FLTERL T -

el RS - R ERIEEYINIET > implant head F 5 A & & BEHY
FERE N2 EER 2 - HEAYZ interarch distrance HI% - 1% ID A/ 5mm >
screw access XN RWEE HL » L ZHEE A no separate abutment (one piece * non-

segmented restoration )

One piece * Non-segmented * Screw-retained restorations £ Nobel Biocare R#T
87 : 1. NobelProceraTM custom abutment ( Zirconia) ; 2. GoldAdaptTM abutment
AR o fF Astra RHFEE ¢ 1. AtlantisTM custom abutment ( Zirconia ) 5 2.
CastdesignTM abutment « & RgERANA » J HIIE 2 — B -

[E %) Z By Decision Tree * £ interarch distance A 5Smm HIBEM T (
) > IEHEE cement retain restoration ° {HIZ 154G restoration £ T AKHIEE

4 . . I
To have successful cement-retained restorations,
® We need access to the cement margins
® We need adequate inter-arch clearance
\ J
4 N

To avoid cemented crowns from dislodging:
We need adequate abutment height

EIPA

One piece, Non-segmented Screw-retained Restorations

1. Limited interarch dimension
2. Patientis a bruxer
3. Retrievability is desired

B



Nobel
Biocare

Interarch distance
>5mm

Single
posterior

implant

Interarch distance
<5mm

ASTRA

ABERRER ASTRA TECH IR

Interarch distance
>5mm

Single
posterior

implant

Interarch distance
<5mm
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-

Cement
retained

Retrievpbility is
desired

Flat tissue £3mm
ID 5~¥10mm

) 4

Stock abutment
Snappy™

~

e

N

\_

Flat tissue <4mm
Slight Scallop
ID 5¥10mm

Stock abutment
Esthetic™

~

J

4 Scalloped or flat

tissue >4mm
ID>5mm

Custom

abutment

Screw
retained

No
abutment

Cement
retained

Retrievpbility is
desired

Screw

Flat tissue <5mm

) 4

Stock abutment
Direct
Abutment™

-

~N

J

N

-

Flat tissue <4mm
Slight Scallop
ID 5¥10mm

J
~

Stock abutment
TiDesign™

J

~N

Scalloped or flat
tissue >4mm
ID>5mm

Custom

abutment

J

No

retained

abutment

B+t ~ Posterior Abutment Decision Tree@ (@Copyright by Baldwin W. Marchack, DDS)




NTO 22

INTERDISCIPLINARY TREATMENT

BERE > WA LU screw retained restoration © 55 A FAM
RN R T AANEAR ) R
(flat) - M A/ 3mm > BRETLIEEFA stock abutment %t
"L o —fiFFTEE stock abutment FIEE RS AT - 4
H £ a=abutment height » b=collar height ( [&- ) - Nobel
Biocare HIN7NARFE  a=4mm or 5.5mm ; b=0.5 or
1.5mm ; #FNAAHME © a=4mm or 5.5mm ; b=1 or
2mm - KIEZHAR S E A HE 2mm HIFEEA collar height
Imm A9 stock abutment © ( cement margin subgingival 1
mm + collar height Imm=2mm ) (&-+—+=) -

DIFEMEES (B+=) {#H stock abutment Fi

35N J1E84 E (E+PY) ; Stock abutment FIEHEFE fif
B » HU abutment level > J&j b abutment impression
coping * FEF close tray impression method HXi%E ( &1
H) o EEABNERN TS (B+N) 2B BT
5 (E+-+) - cement margin #&7E subgingival 1 mm
IR - DA cement HITERR  ATLAEH cement retained
restoration [ indication H : LEALGAEEEE - 2.
cement F]LIESHZ1F © 3. E#IHY interarch dimesion ° 4.
AR AR - H R R (R BENE ~ IRE 5%
RS ~ RE SR - BB 1%H scalloped design
collar height FVZEEZEHRE] ~ HEHARES - BT ES R

Ely

2mm tissue depth

&+—

2. A simplified technique to fabricate a custom milled abutment Christopher B. Marchack, DDS, Frank M.A. Vidjak, DDS, MSEd, and Vivian Futatsuki, DT, J

Prosthet Dent 2007;98:416-417
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Single missing posterior tooth

1. Head of implant to crest of tissue = 1~3mm
2. Crest of tissue to opposing tooth = 5~10mm
3. Shape/Contour of tissue = Flat
Stock Abutment (Snappy “,NobelBiocare)

B+=

&+

2. Impression abutment level

E+a



NTO 22 INTERDISCIPLINARY TREATMENT

3. Laboratory procedures

= [

4. Final restoration

2
- = d
L e

Saaard’

TEH - BRBENAFEERE > Fr{EH torque 1
BRTANE - B0 Astra RFERSET] 25N F-IHR0E -
i 25N torque L& HTE ML T -

Astra HY stock abutment FU{# Direct AbutmentTM - i
HY Collar height = 0.5~4mm ° Abutment height = 5mm
(7E 4mm B H marker) ([E+/\) < B Astra R4
#Y collar height f% & El 4mm - A7 DIAH 858 B B v DA
Smm (E+5) - (B2URAREELEE Smm o R
# scalloped VS » SEANAILUEF stock abutment ( [& —
+) » K% cement FIFEAEZE -

55— cement retrained restoration Y stock abutment
M| fi Esthetic abutment ( & —+—) - JERREZHRAE
ARECEE ~ BEMAY scallop RYINE ~ tHELE papilla b
HHHBERYIE UL - Abutment KRB » collar Rk FEA}

@+

&+t

B » B © buccal collar:1~3mm 243 = iR _FH Hi 57
12 iR A LATEA A b2 R IR DA & B A AT e
GEE - HTE Lab BETZE - BRI LLEEMUT crown
Hecement ° [ T A LIEY implant level HUEEELZ 4L » tA]
LU abument $8 B2 2 EBK—M# crown ZREUE » HRZ
G EE (cement) - & LA LATE ; B B R
4mm - interarch dimension %5 5~10mm - $RAHAR A Bl
JE » T LI Esthetic abutment ° 15 interarch
dimension i 10mmAYE: - BLNEZEH S esthetci
abutment ° K| %3=fE abutment s HH Smm - B
crown HE EEKE » BEXH custom abutment 8 4 ¥ fH
(B —=+=) - Astra BHAEHK abutment Afi Ti-
Design » H~[FHY abutment /& -

FEEERE  RAZSEEE 4mm > £EEF|
9mm ~ HERIEFEN papilla » HillK (scalloped ) 4+



[a] Abutment height =5 mm

Abutment diameter =4, 5, 6 mm

— Collar height=0.5,1, 2.5, 4 mm
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Direct Abutment™

B+ N

t202%°

Conventional C&B impression.
Fixture level impression.

k Easy to cement.

/Stock Abutment (EstheticTM/TiDesignTm

Milled Titanium, can be prepared by the lab.
Corrects minor angulation problems.

J

B—+—

IS » FEFEZE custom abutment ° Dr. Baldwin LL— 1 25
AREHEA © implant restoration % 22 EREEN peri-
implantitis ([ —1=) - &K implant J&EIHBZE R
BUVUEEKA : plaque retention, loose abutment, poor fit of
margins, cement retention « [E2J% AfY oral hygiene R
17 18 X-ray A #7555 margin (RIFHIZ R - 5t
H cement retention HIFTE - EEEZ G RIEERE - 1. 78
7Pt EFTAEA ~ $%%] screw » {1 abutment & crown ZitE
RV EFEZF S EEEM - 22 Dr. Baldwin 5
abutment HUF - BEHTAIE 2 #HEGHBN & ELQ

8~9mm -

HENS R M —(EEEEN provisional
restoration ifF implant £ (& —+p4) -

Prepare #f 7 LAZHUT 255 technician scan |75 A1

Height mm
05
1
25
4

Ideal tissue depth can be up to 5 mm!
&+

Too deep, > 5mm, too scalloped
S

G — 15 —F% A abutment (& —+7) 2 - HHH custom
abutment F]LI#¥ cement margin 25 7~8mm ZI
subgingival Imm PIAAYHLT (B Z+73) - KiEME
custom abutment #8[5] implant _E » F%5 L crown -

Fr AT AR R R R ~ ID B4 ~ A EEE &K
JEE ~ screw access fE buccal side /& working cusp tip

% BLEE B custom abutment (B 1)

custom abutment Y cemented crown f7F Nobel
Biocare FH : 1.
( Zirconia, titanium ) ; 2. GoldAdaptTM abutment ° Astra

NobelProceraTM custom abutment

Z#A 1. AtlantisTM custom abutment ( Zirconia,
titanium ) ;5 2. CastdesignTM abutment °

ZFE LI EAT - FERFETRY abutment FYEE : 5T
& interarch distance #71-1°%7 Smm ° 1R 47 Smm BYEE
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HEEM screw retained restoration ° K Smm FFH RE BT R A 4 AE Fo 2 abutment Y= B ELL 7B Fr
screw hole 727 buccal side E{ working cusp Hi2& » HIF TE > [HREEEN R —R -
RS S N N Dr. Baldwin JREEAS - TG (HEERITALT - 5

KA 428 stock abutment * esthetic abutment Z{ & custom SRR B O S EI R S BRI R R -

abutment °

Single missing posterior tooth

1. Head of implant to crest of tissue = up to 4mm
2. Crest of tissue to opposing tooth = 5~10mm
3. Shape/Contour of tissue = Scalloped

Stock Abutment (Esthetic™/TiDesign™)

B_+=

* Two Cholces




VISTA & Sinus Lift

In-office Workshop (sheep)

.

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.
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11:10 ~ 12:00

Classic Article Review

ITP chap 10, Stable occlusal scheme

ITP chap 6, Diagnostic driven IDT
planning

ITP chap 2, Altering vertical
dimension-The orthodontic
possibilities

ITP chap 8, Approaches to vertical
dimension

Immediate screw-retained provisional
implant crown

Immediate implants loading-The
operative protocols
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Feedback from the Damon Forum

Dear Dr. Chang,

Dr. Lee Graber was recently at the AAO headquarters in St.
Louis. On his visit he left me the bust of Dr. Angle that you created.
The likeness to Dr. Angle is incredible. The bust has been placed in
the AAO Library’s rare book collection with the books that Dr.
Angle wrote. I have attached a picture so you can see where the
bust is in the AAO Library collection. The bust is a wonderful
addition to the AAO Library collection. Thanks,

' @77)
,j’c;e/élfe Sittner

AAOQ Librarian
American Association of Orthodontists

Chris,

I wanted to tell you how much I enjoyed our time together on the golf course. It

was also great to learn some things about you that I did not know. You are a master at

so many things. You have given me more than I can ever repay. Like I told you, you are one
of the three best teachers I have ever had, and I have used much of what I have learned for the
benefit of my patients. I hope you and ShuFen and your family have a wonderful 2011, and I will look
forward to the next time we get to play the game we love. I also hope

you will talk Tom into having Progressive in Taiwan. We will make 7 CY »
that part of our schedule. Thanks again. Prof. J %Aﬂﬂ/ %‘%j ¢ DDS,MS

the American Association of Orthodontists
the American Dental Association



VOICES FROM THE ORTHODONTIC WORLD  NTO 22

" Dear (B2 ~ &6 -

A M —E LR B EE) - EREBEAEEN S KRS BRI RS -

TEFHBERER - B F R EHRT - AR E R —XR - AR ARG > % Bdegree ~ &
BEEZENE > B R BEHguE LEEES  IREEARZET - —BE R LA AHE - & BV
HIBIR - A/ | AR 2 A forum - &L/\Eﬁﬁ Tom Pitts i slides FI/N2A » 3= B ELGRE M
THE -

JEE B SER SN T e B 2 5312 - BEEMINAE » B ERENEM - HeEETEE T
{E | FRESATEFREER 4R - Stuart EIEE L - KR 7%*“—[%31“3}\ H% Y \FI%E > Chris 152 slides {ET %
A EFTEEAE ? FIRME » R ARKENE | EREEGREELAMETFLSE T fBE IR EAZ M
=AY | T Stuart R ZFHREE -

SRIVER > WO LERENS  DEREGEIRES OBV ERSKEES ARYEN |

IREERTFHFI R RERERR I REEE—EHE - REFHEH W slides A3 > FAIRIELR
e LA R IRBLE R ~ ~ BB —REME 3:1 slides RIESIA/N - BSKRE FRBZEGS A1 » HE LT
conclusion ESIREKN - W—EEEH » JEEERA EEEEN
RH AT | ERREE R AR — i B r IR SN A A s 0 B
BRI E AR T EIIA 0 EEREETE —EHER  FEMRENE
FRECHEHTE Lﬁt“%ﬁ' IR R R IR A BRI E -

HATH  REECHSMHR A EHE  BRSRRERERII
B EEES L REANEHESNE | WEEME I~ ~

A - B | FIE B
I BAE ST oo BIRAE X6 B D

FRTBIMEGEND

Feedback from Dr. Chang’s Lectures
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Feedback from the USC Implant Training Course
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Design Factors in Orthodontic Appliance

23 4/19 Class I Case (p373~377) Finishing Tip 1
24 5/17 Class I Case Mechanical Az;;:;t%oi gggh)orage Control Finishing Tip 2
25 6/14 Class 1 Case Detmminate Vs Indetermnat Fore Finishing Tip 3
26 7/12 Complex Deep Bite Rem(z\sl;;eslingir;ce Finishing Tip 4
27 8/16 Complex Open Bite Fi)((;(.i 4%I;leiznlcge)(I) Finishing Tip 5
28 9/20 Tough High Angle Fi)zegi.ﬁ%pgar; 8 )(H) Finishing Tip 6

Non-skeletal Problem in Preadolescent Children -
29 10/18 Tough Buccal X-bite Special Considerations Finishing Tip 7
(p.433 ~449)

Early Treatment - Occlusal, Eruption, Ectopic,

30 11/29 Tough Impacted Incisor Traumatic Problems Finishing Tip 8
(p449 ~462)
31 12/20 s Reearsfon Early Treatment - Space-related Problems ity T 0

(p.463 ~ 493)

Skeletal Problem in Children - Timing, Transverse
32 2/142" Adult Complex Case Mx. Constriction Finishing Tip 10
(p.495~502)

Skeletal Problem in Children - Class III Problems

33 3/13 /12" Implant-Ortho Case (p.502 ~510) Finishing Tip 11
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HREHER £ 19:00-12:00
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10 Damon Q. Damon BEEBERRANER+— AR : $14,300
Session 1: Ideal Case and Bracket Boding for beginners Session 7: Retention and Relapse : Secrets of Constant
Light Force
Session 2: 4 stages of Orthodontics Session 8: Case Demo and Analysis (1)
Session 3: Fast and Precise Anchorage Session 9: Case Demo and Analysis (2)
Session 4: Extraction vs. Non-extraction analysis Session 10: Case Demo and Analysis (3)
Session 5: Damon Diagnosis and Fine Adjustment Session 11: Case Demo and Analysis (4)

Session 6: Biomechanics and Finish Examination

10 A. BIEBEERRRIZRI

Session 1: Crowding: Ext. vs. Non-Ext. Session 7: Low vs. High Angle & Gummy Smile
Session 2: (U) Impacted Teeth: Ant. vs. Post Session 8: Root Resorption & Relapse
Session 3: (L) Impacted Teeth: Ant. vs. Post Session 9: Ortho & Perio

Session 4: Missing: Ant. vs. Post. Session 10: Implant - Ortho

Session 5: Crossbite: Ant. vs. Post Session 11: IDT

Session 6: Deep Bite vs. Open Bite

10 OBS. BEERETRNREZRI:

$7.000

Session 1: Understanding Damon Instruments & Photography = Session 4: Impression; Retainer

Session 2: Initial Consultation; Treatment Intro; X-Rays Session 5: Miniscrew; Damon Morph; Keynote OHI

Session 3: Bonding; Recognizing Damon wire;

BERERMNFERS (—):

Session 1: Introduction of excellent finishing Session 7: Impacted canine

Session 2: Concepts of growth & development Session 8: ABO demo

Session 3: Early stage of development Session 9: Orthodontic treatment planning
Session 4: Later stage of development Session 10: Retrospect & prospect
Session 5: Etiology of orthodontic problems Session 11: Class Il low angle

Session 6: Orthodontic diagnosis

BEETmBERY

Session 1: Implant desgin Session 7: Esthetic implant

Session 2: GBR Session 8: Sinus Lift

Session 3: Immediate implantation Session 9: STM

Session 4: Intrusion & foreced eruption Session 10: Save vs extraction
Session 5: Vista Session 11: Prosthesis and sinus lifting

Session 6: Ortho-Implant Posterior

Newton’s A, Inc. ©£4HEEM R FiTmhE P —E§25521% Tel:03-5735676
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Dr. Chris Chang gave a lecture at 4t Asia Damon Forum, Seoul, Korea, April 2-3, 2011
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