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Drs. Eugene Roberts and Chris Chang in front of a collection of antique orthodontic rare books in the study room of Dr.
Chang's. On the desk lay two human skulls with impacted teeth & Angle's busts made of bronze and colored glaze.

News and Trends in Orthodontics has been renamed as International Journal of Orthodontics and Implantology. You can
read more about this change in this issue of letter from the publisher.
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Join the iAQI, the future of dentistry!

20 years ago | had the opportunity to witness the pioneer work of
using implants in orthodontics by Dr. Eugene Roberts. 20 years later | am
fortunate enough to study implant therapy from three great teachers,
Drs. Kwang Bum Park, Homayoun Zadeh and Fernando Rojas-Vizcaya.

For long there has been little collaboration between orthodontic
treatment and implant therapy not only in my own practice, but also
in academia or international formal dental associations. In order to fill
such gap in knowledge, since last year our journal has opened a new
section dedicated specifically to implant or implant/ortho combined
treatment. Since then, our journal has received enormous responses.
| am convinced the future of dentistry is in interdisciplinary treatment
and the most exciting and yet neglected area of development is the
collaboration between orthodontics and implantology. As such, with
the encouragement of my four great teachers, |, together with several
distinguished colleagues, have decided to establish a new association,
International Association of Orthodontists and Implantologists (iAOI), to
promote the cross-fertilization of these two areas. Our journal will also
be re-named to International Journal of Orthodontics and Implantology.

Certified members of the Association are expected to complete the
following three stages of requirements.

1. Member

Doctors can go to http://www.orthobonescrew.com/ to apply for
membership to join iAOIl. Registered members will have the right to
purchase a workbook in preparation for the entry exam.

2. Board eligible

All registered members can take the entry exam. The examinees are
expected to answer 100 randomly selected questions out of the 400
ones from the iAOI workbook. Those who score 70 points or above can
become board eligible. The exam is one hour and the first session will be
held on October 23, 2011.

3. Diplomate

Board eligible members are required to present three written
case reports, one of which has to be deliberated verbally. Members
successfully passing both written and verbal examination will then be
certified as Diplomate of iAOI.

Ambassador

Diplomates will have the opportunity to be invited to present six
ortho-implant combined cases in the iAOIl annual meeting. Afterwards,
they become Ambassador of iAOl and will be awarded with a special
golden plaque as the highest level of recognition in appreciation for
their special contribution.

I encourage all of our readers to join iAOl and better prepare ourselves
to serve our patients in this new era of interdisciplinary treatment in
dentistry. Through these attainable goals, you can reach a whole new
level of development. Don't wait for the future. Come be a part of it!

Chiis Hu aAa% VDZ, PhD, Publisher
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The Wisdom of Managing Wisdom Teeth

Part Il. Lower 2™ Molars Extraction to Prevent Painful and
Risky Extraction of Horizontally Impacted 3" Molars

(A) Introduction

It is almost a routine practice to remove malposed impacted lower 3" molars for the following reasons:
pericoronitis, proximal caries or periodontal pocket formation due to difficulty in cleaning space between
lower 2" and 3" molars. Some may also argue they could cause post orthodontic treatment crowding.

There are many disadvantages of removing the horizontally impacted 3" molars: numbness of the lower lip
due to damage to the mandibular nerve, pocket formation on the distal side of lower 2™ molar, difficult to
fill the distal caries of lower 2™ molar, challenging extraction and related post extraction pain and swelling.

In traditional edgewise treatment, it's quite difficult to correct severe Class Ill malocclusion without
extraction of lower premolar or molars, unless using the MEAW technique, well known in Asia to be a
powerful multiloop system to correct Class Il without premolar or molar extraction ( except 3 molars).

Recently due to advanced development of passive self-ligating brackets (ie, the Damon system) and TADs
(Temporary Anchorage Devices), most of the difficult Class Il cases, with acceptable profiles (not too prognathic
and patient can accept), can be treated without using MEAW or extraction of premolars or molars.

In traditional orthodontics, horizontally impacted lower 3 molars are almost routinely removed for
comprehensive orthodontic treatment. In one of my cases the oral surgeon refused to remove the
horizontally impacted lower 3 molars due to the root proximity to the mandibular canal. As such, the
author had to reluctantly remove the lower 2™ molar, instead of the impacted 3 molar. Despite initial
concerns over uprighting the horizontally impacted lower 3" molars, the author successfully uprighted the
3" molars. The key is to provide enough space by extracting the 2™ molar.

In this article, extraction of the lower 2" molar to solve horizontally impacted lower 3 molars will be
presented. it can be a very good clinical option to avoid painful and difficult extraction of impacted lower 3"
molars.
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Dr. John Jin-Jong Lin

MS, Marquette University
Chief Consultant of 1JOI
President of TAO ( 2000~2002 )
Author of Creative Orthodontics

(B) Cases Study

Case A:

Extraction of lower 2" molars to prevent difficult and painful extraction of the horizontally lower 3" molars

Diagnosis:
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This is a severe Class Ill subdivision case. Right buccal occlusion Class Ill and left buccal occlusion Class I.
The lower dental midline deviates to the left side for about 5 mm and the lower left lateral incisor presents
anterior cross bite. In addition, the chin deviates to the left while the straight lateral profile is acceptable.

Treatment Plan:

Removal of two lower horizontally impacted 3 molars was indicated in the original treatment plan.
Unfortunately the oral surgeon refused to remove the lower 3 molars because their apex was too close to
the mandibular canal. So the treatment plan was changed to remove the lower 2" molars, and upright the
horizontally impacted lower 3" molars later.

Treatment Progress:

18y7m: The two lower 2"¥ molars were removed.

18y9m: D3MX Damon brackets were placed. Four upper anterior standard torque brackets were placed upside down to
turn them into super low torque (12°, 8° to -12°, -8°) for preventing flaring of upper incisors while later use of Class
Il elastics. Four lower anterior low torque brackets were placed upside down to make them high torque (-6° to
6°) for preventing lower incisors dumping lingually. Watch the horizontally impacted 3™ molar crowns were visible
behind the lower 2" molar extraction socket.

19y5m: About 10 months after removal of the lower 2" molars, the horizontally impacted 3 molars not only moved
forward but also self-uprighted partially. A buccal tube was purposely placed to allow the mesial part of the tube to
be more gingivally than the distal part to get more mesial movement of the root of the 3" molars.

19y5m

20y4m
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19y9m: After 4 months of leveling, the 3'¥ molars already uprighted into normal position. Two months later the patient
broke his leg in a motorcycle accident and didn’t schedule appointments for about 6 months.

20y4m: The patient came back with his lower midline further deviating to the left than he was at 19y11m, perhaps due to

natural growth. The lower 3" molars were quite upright. Besides the deviated midline, the occlusion was acceptable
with a good profile.

What can we learn from this case?

(1) There are many disadvantages to extract the horizontally impacted 3™ molars, such as damage of the
mandibular nerve, deep pocket formation over the distal side of the lower 2" molar, surgically challenging
and often associated pain and swelling, dry socket...etc. This case proves the above disadvantages can be
easily avoided by much easier removal of the lower 2" molar.

(2) One should make good torque bracket selection at the beginning of treatment, particularly with good
torque control over anterior teeth. In addition, maintain upright upper incisors and avoid lingual dumping
of the lower incisors while correcting Class Il relationship.

(3) After removal of the lower 2™ molars,the impacted 3" molars were able to not only moved forward but
also self uprighted with the increased space. It may be difficult to self-upright completely but orthodontic
treatment can help the molars move to a good position.

(4) This kind of lower 2" molar extraction is very helpful for correcting Class Ill patients with impacted lower
3 molars.
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Case B:

Extraction of lower 2™ molars to prevent difficult and painful extraction of the horizontally impacted lower
3" molars

Disgnosis:

This is a Class Il subdivision case with right buccal occlusion Class Il and left buccal occlusion Class I. The
lower dental midline was off to the right. The overjet was about 6 mm. Lateral profile showed upper lip
protrusion. The panorex showed two horizontally impacted lower 3" molars.

Treatment Plan:

The patient refused to extract two upper 1* premolars and prefers nonextraction therapy in the anterior
segment. To avoid painful and difficult removal of the horizontally impacted lower 3" molars, the two lower
2" molars were plan to be removed to create space for the 3" molars to erupt. Full cooperation of using
Class Il elastics was emphasized.

If the patient cannot wear Class Il elastics with sufficient time, the use of upper infrazygomatic mini-screws
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to distalize the whole upper dentition is indicated. If the mini-screws also fail, then extraction of two upper
1*" premolars should be indicated.

Treatment progress:

20y1m: lateral profile showed upper lip protrusion, with Class Il subdivision malocclusion and overjet about 6 mm.

20y3m: Two upper 3@ molars and two lower 2" molars were removed. Four upper anterior high torque Damon Q brackets
were used to prevent dumping of upper incisors by wearing Class Il elastics. Lower low torque brackets were placed
over 6 anterior teeth to prevent flaring of lower incisors by using Class Il elastics.

20y7m: After four months of follow up, the lower impacted 3 molars not only moved forward but also self-erupted slightly.
It made bonding of buccal tube possible.
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21y5m: After 10 months of leveling and using Class Il elastics, the horizontally impacted lower 3™ molars were all uprighted.
The big 6 mm overjet was corrected to be almost 2 mm and the upper lip position is much more acceptable now. It
still takes time for midline correction

What can we learn from this case?

(1) It's possible to extract lower 2™ molars and then upright the horizontally impacted 3™ molars to avoid
difficult and painful extraction of the impacted lower 3" molars. This kind of treatment option should be
considered whenever dealing with difficult impacted 3™ molars. Orthodontists can offer this special kind of
treatment to avoid difficult 3 molar removal.

(2) Only lower 2™ molar extraction treatment should be carefully planned. For a Class Ill situation, it's
very helpful to correct the Class lll. In Class Il cases it tends to worsen Class Il unless with patients’ full
cooperation on wearing Class Il elastics.

(3) This case is quite lucky because the patient is very cooperative on wearing Class Il elastics.

(4) If the patient’s cooperation is insufficient, then upper mini-screws should be planned to distalize the whole
upper dentition. If the mini-screws fail, then extraction of two upper 1 premolars should be planned. All
the treatment options should be presented to the patient at the beginning of treatment.
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Case C (Courtesy of Dr. Susan BR Wu):

Extraction of lower 2" molars to treat Class Il

Diagnosis:

A 18 years old Class Ill female patient presents Class Il lateral open bite malocclusion, as a result of a relapse
from the previous orthodontic treatment.

e
4 L’l‘-*%}ﬁ “

_"‘”‘W




1JOI'23 LIVE FROM THE MASTER

Treatment plan:

Extraction of two lower 2™ molars.

Treatment progress:

18y: Class Ill lateral openbite. She has an orthognathic profile. Two lower 2"¥ molars were removed. Traditional edgewise
appliances were used.

18y6m: After removal of two lower 2"¥ molars, the bite closed down in only 6 months.
20y: Two years later, the two 3" molars erupted with more crown in the oral cavity.

21y: Bonding of the buccal tubes on the 3™ molars. Watch the tubes were bonded with mesial part much more gingivally
for uprighting of the forward tilting crown.

22y: The lower 3@ molars were uprighted and moved forward. The treatment is finished

What can we learn from this case?

(1) By extraction of the lower 2" molar, can avoid difficult extraction of the impacted lower 3" molar.

(2) In this case the lower 3" molars were mesially angulated impacted, not as difficult as last two horizontally
impacted 3 molars cases. If we can correct this case by extracting the 3 molars, then we don't have to
spend a lot of time waiting for the 3" molars eruption to finish the treatment.

(3) For traditional edgewise systems, combining MEAW technic to correct the Class Il is needed.

(4) If this case has the two lower 3" molars removal instead of the lower 2" molars, she could be treated with
the Damon system. Its MEAW effect can significantly shorten the treatment time. In addition, there was no
need to wait for the eruption of the lower 3" molars.
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Case D:

Extraction of lower 3™ molars for correcting severe Class Il

Disgnosis:

A severe Class Il asymmetry case with chin deviating to the right, and an orthognathic lateral profile.

Treatment plan:

The mesially angulated right lower 3 molar and normal position left lower 3™ molar were removed and
Damon Q brackets were bonded for orthodontic treatment.

Treatment progress:

19y5m: A severe Class Il asymmetry case with lower dental midline off to the right side for about 5 mm. Although the
frontal view clearly showed the chin deviating to the right side, the lateral profile was excellent. The two lower 3¢
molars were removed before orthodontic treatment.

21y: After 19 months,the treatment completed as a result of the patient’s excellent cooperation on wearing elastics. The
patient has Class | occlusion with midline on and an acceptable profile
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What can we learn from this case?

(1) Damon system can offer excellent MEAW effect for nonextraciton (with the extraction of 3" molars)
treatment.

(2) The treatment time is significantly shortened by relatively easy 3" molar extraction and spending no time
waiting for the lower 3 molar eruption.

(3) At 12, the patient had rapid palatal expansion and face mask protraction treatment. However, the result
was less than ideal and he did not complete the treatment. For difficult Class lll cases, the use of the so
called orthopedic correction was often tiresome and the result tends to relapse to Class Il again.

(4) He had been suggested to receive surgical correction by many orthodontists, so he treasured a non
surgical option combining the Damon system and excellent cooperation on wearing Class Il elastics.

(5) If this case was treated with lower 2" molars extraction, much more treatment time will be spent on
uprighting the 3" molar and closing the extraction space. In the traditional edgewise system, 2" molar
extraction was deemed unavoidable. In moder Damon system, extraction of the lower 3 molars will make
the treatment much simpler by extraction of the lower 3 molars.
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Case E (Courtesy of Dr. Susan BR Wul):

Extraction of lower 2" molars to solve Class Il tendency due to late mandibular growth

Disgnosis:

A mild Class Il malocclusion with severe upper anterior crowding.

Treatment plan:

Two upper 1* premolar extraction at the beginning. Later due to difficulty on correction of the Class IlI
malocclusion, two lower 2™ molars were removed.
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9y5m: Two upper 1 premolars were removed.
12y: After 2.5 years of treatment, the occlusion became edge to edge, and difficult to be corrected by the Class IlI

elastics.
12y2m: After extraction of lower 2"¢ molars, the original edge to edge occlusion turned into an easily corrected Class |

anterior occlusion.
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14y: The right lower 3" molar already erupted into ideal occlusion, while the left lower 3 molar had not fully erupted
yet.

15y: The lower 3 molars erupted into very good occlusion.

What can we learn from this case?

(1) When extracting only two upper 1* premolars in Class | or mild Class Il cases, one should be careful about
the late mandibular growth, which tends to make the case become more Class llI.

(2) If this case were treated with the Damon system, | think the MEAW effect may be helpful to treat Class |l
occlusion to Class | without further extraction.

(3) By extraction of two lower 2™ molars, the ongoing Class Il occlusion was successfully solved. Also later
on the 3" molar erupted beautifully into good occlusion. In Dr. Wu's experience this happens in most 2™
molar extraction cases. The author concerns, in many situations, after the lower 2™ molar extraction, the
lower 3 molar rarely self upright as well as in this case. One should always caution patients of the chance
of unpredictable eruption of 3" molars before treatment.

(C) Conclusion

1. With the advancement of passive self-ligating brackets (Damon system) and TADs, many difficult Class Il
cases can be treated without premolar or molar extractions (with exception of lower 3 molars).

2. Most of the difficult Class Ill cases can be corrected with the MEAW effect of Damon system.

3. Most of the young difficult Class Ill malocclusion, although, can be treated with so called orthopedic
face mask protraction combined with RPE, they tend to relapse. It is advised to wait until the growth
period is completed at 20 for male and 18 for female, and then to begin treatment with Damon and/
or TADs. Extraction of difficult horizontally impacted lower 3™ molars can be one of the good options in
orthodontic treatment. For patients who are afraid of painful removal of the lower impacted 3™ molars,
extraction of the 2™ molars can be a nice alternative.

Acknowledgement:

Thanks for Tzu Han's English editing. Thanks for Dr. Susan BR Wu's generous sharing of the two beautiful
cases of lower 2" molar extraction.
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OrthoBoneScrew and Damon
workshop includes two half-day
lectures, two half-day chair-side
observation sessions, one model
practice and one case discussion
session.

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

Cost: USD 1,400;

For May session, register
before 9/15 discount $200 off;
before 10/15 discount $100 off

Keynote Presentation workshop
includes a total of 6.5-hours of
lecture and hands-on practice,
focusing on improving your

professional communication skills.

The workshop will use Macintosh
computers and its presentation

software, Keynote 09. The costs also

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

Cost: USD 350

For May session, register before
9/15 discount $200 off; before
10/15 discount $100 off

Registration:

A 50% deposit is required to
confirm registration. To make a
payment by wire, please email
thhuang@newtonsa.com.tw

or call +886-3-5735676

LECTURER: Dr. John Lin

President of the Jin-Jong Lin Orthodontic
Clinic. Dr. Lin received his MS. from

Marquette University and is an internationally

renowned lecturer. He's also the author of
Creative Orthodontics and chief consultant to International Journal of
Orthodontics & Implantology.

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 g a '
needs an effective tool to support the ‘N

deed.

Dr. How Kim Chuan, Malaysia (middle)

President of the Malaysian Dental Association



LECTURER: Dr. Chris Chang

President of the Beethoven Orthodontic

Center. He received his PhD in bone
physiology and Certificate in Orthodontics
from Indiana University in 1996. As publisher

of International Journal of Orthodontics & Implantology, he has been
actively involved in the design and application of bone screws.

——
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10:30—11:00
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Optimized Orthodontic Treatment |
Dr. Chris Chang

Break
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Dr. Chris Chang
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6 Essentials of the new Damon Q
Break

Damon + Screw  Dr. John Lin
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10:10—11:30 Make it Visual
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ABO Case Report

Correction of Crowding and Protrusion Complicated
by Impacted Molars Bilaterally

HISTORY AND ETIOLOGY

A 12 year 1 month old male presented for
orthodontics consultation (Figure 7). His chief

complaint was irregularity (crowding) of both upper

e 3 —

and lower arches (Figure 2 and 3). There was no other \_::.j -
contributing medical or dental history. The patient L h L h
was treated to an excellent result as documented in Fig 1. Pretreatment facial photographs

Figures 4-10, as will be subsequently discussed

The panoramic radiograph (Figure 9) revealed
bilateral impaction of the mandibular 2" molars.
The etiology of the malocclusion was deemed to be
insufficient development of width in both arches.

DIAGNOSIS

Skeletal:
Skeletal Class | (SNA 85°, SNB 80°, ANB 5°)
Mandibular plane angle (SN-MP 33°, FMA 34°)

Fig 2. Pretreatment intraoral photographs
Dental:

Right Class I molar relationship, Class Il canine
Left end-on Class Il molar relationship, Class |
canine
0J80 mm; OB 3.0 mm
Lingual cross-bite maxillary left second premolar
Mesially inclined and partially impacted
mandibular

second molar
Horizontal impaction mandibular second molar
ABO Discrepancy Index 21, fitting the major

malocclusion category (DI>20)

Fig 3. Pretreatment study models
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Dr. Eugene W. Roberts, Consultant, News and Trends in Orthodontics (left)
Dr. Chris HN Chang, Director, Beethoven Orthodontic Center (middle)
Dr. Yu Lin Hsu, Lecturer, Beethoven Orthodontic Course (right)

Facial:
Convex profile

Competent, severely protrusive lips : . v _
Asymmetric auditory canals (S-Na and Frankfurt & & =74
Horizontal planes almost equal) | i . s } A

Fig 4. Posttreatment facial photographs

SPECIFIC OBJECTIVES OF TREATMENT

Skeletal:
Skeletal Class | (SNA 85°, SNB 80°, ANB 5°)
Mandibular plane angle (SN-MP 33°, FMA 34°)
Dental:
Right Class | molar relationship, Class Il canine
Left end-on Class Il molar relationship, Class |
canine
0J 8.0 mm; OB 3.0 mm
Lingual cross-bite maxillary left second premolar
Mesially inclined and partially impacted

'-.Il h Tl

Fig 5. Posttreatment intraoral photographs

mandibular
second molar
Horizontal impaction mandibular second molar
ABO Discrepancy Index 21, fitting the major
malocclusion category (DI>20)
Facial:
Convex profile
Competent, severely protrusive lips
Asymmetric auditory canals (S-Na and Frankfurt

Horizontal planes almost equal)
TREATMENT PLAN

The initial treatment plan was to use two miniscrews

to retract the whole maxillary arch and extract both

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

Fig 9. Superimposed tracings
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mandibular second molars to relieve crowding and
upright the mandibular 3 molars. In the 20" month
of progress, excessive protrusion of the maxillary
dentition required extraction of maxillary second
molars in order to retract the whole arch (Figures
10). In the 21° month, two OBS (OrthoBoneScrew®)
were inserted in the bilateral infrazygomatic crest
to serve as anchorage to retract the entire maxillary
dentition.

After 8-month of maxillary retraction, the facial
profile was excessively convex (Figure 17), and there

was insufficient space for uprighting the mandibular Fig. 10. Progress of the 18" Onth
3" molars (Figure 12). After consultation with the
parents, both maxillary 1* premolars and mandibular
2" premolars were extracted (Figure 13). In the 32™
month, the mandibular 3" molars started to erupt
into the oral cavity after the first molars moved
mesially. Buccal molar tubes were bonded in the

35" month of treatment (Figure 14).

Class Il elastics were used to resolve the residual

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. \\
T— T

Fig. 11. Lateral profile in the 29"

Fig. 12. The panograph in the 29" month showed no Fig. 13. Four premolars were extracted for protrusive
space for uprighting the 3 molars. lips and impacted 3 molars in 30" month.
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TR— T — TTT— TR— T — TTTT—
Fig. 14. Molar tubes were bonded on the 3 Fig. 15. Bite turbos were placed on the lingual
molars in the 35" month. surface of the central incisors to prevent bite from
APPLIANCES AND TREATMENT PROGRESS CEPHALOMETRIC

SKELETAL ANALYSIS
PRE-TX  POST-TX DIFF.

The bracket system selected was 0.022" Damon
D3MX (Ormco). Open coil springs were applied

between the left maxillary 1°* premolar and 1°¢  SNA’ 85° 88 3
molar to create space for alignment of the palatally SNB® 80° 83° 3°
displaced 2™ premolar. In the 2™ month, both  ANB° 5° 5° 0°
mandibular second molars were extracted to relieve ~ SN-MP® 33° 35° 2°
the crowding. Figure 15 at about 20 months of  FMA® 34° 35° 1°
treatment shows the maxillary incisal bite turbos, DENTAL ANALYSIS

and the archwire progress of the 014X.025 copper  U1-NA mm 10.0mm  42mm  -5.8mm
NiTi in both arches. U1-SN° 116° 111° -5°
After 31-month of active treatment, the lower L1-NBmm 102mm_ 80mm  -22mm
dentition was aligned and the 2" molar extraction LT-MP* 104° 100° A
space was closed, but both mandibular 3" molars FACIAL ANALYSIS

were horizontally impacted and facial protrusion ~ ELINE(U) 30mm - -1.0mm  -4mm
was excessive (Figure 11). Hence, extraction of upper ~ E-LINE(L) 70mm  1.0mm  -6mm
1*" and lower 2™ premolars was necessary (Figure Table. Cephalometric summary

16) for retraction of the anterior segments as well
as for protraction of the mandibular 2" molars.
The mandibular 3™ molars erupted and 2™ molar
tubes were bonded on the buccal (Figure 14). An
uprighting force was created by inserting a section
of open coil springs and bonding the tubes with
a mesial-tilted angulation (Figure 17). It required
20 additional months of treatment to align the

Fig. 16. Extraction of our premolars could facilitate
mandibular 3 rd mola rs, an d retract the maxilla ry anterior segment retraction and #36,46 protraction.



Correction of Crowding and Protrusion Complicated by Impacted Molars Bilaterally 1101 23

Fig. 17. Molar tubes were bonded with an
angulation tilted more mesially.

arch (Figure 18). All appliances were removed after
52 month of active treatment. Figure 19 is the
radiographic series documenting the alignment
problems in the mandibular molar area.

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

Fig. 19. X-ray films showed the space changing in the
lower arch.

T W TT—ms»—@

Fig. 18. Space closed and alignment of both arches were done.
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Maxillary Dentition
« A - P : Decreased axial inclination of the incisors
- Vertical: Intrusion of the incisors
« Inter-molar / Inter-canine Width: Maintained
Mandibular Dentition
- A - P:Incisors retracted
- Vertical: Extruded molars and incisors in
response to growth
« Inter-molar/Inter-canine Width: Maintained
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 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 22 points. The major discrepancies were mal-
alignment (7 points), uneven marginal ridges (7
points) and loss of contact over mandibular molars
(Figures 20, 21).

The retraction of the anterior dentoalveolar process
resulted in the E-line decreasing from -1/3mm
to 1/7mm. As noted in Figures 4, 9 and 11, facial
esthetics improved as the lips were retracted and
the nasolabial angle was increased. Overall, the
treatment results for this challenging case were
pleasing to the patient and the clinician.

Fig 20. Buccal view of left posterior

Fig 21. Palatal view of UL area.



Correction of Crowding and Protrusion Complicated by Impacted Molars Bilaterally 1J01 23

DISCUSSION

The key The key issue for this case was determining
how much extraction space was required for
uprighting the impacted teeth, as well as for
aligning and retracting both dentitions."” Initially
the extraction of both mandibular second molars
provided 12mm of space bilaterally in the posterior
mandible. The space was adequate to relieve
10 mm of mandibular arch crowding, but it was
insufficient for retracting the protrusive lips. The
3 molars continued to tip mesially into the 2™
molar space until they were horizontally impacted.
Figure 22 documents the angulation change of
the 3 molars. As the lower dentition was aligned,
the 1° molars were retracted into the extraction
site. Underestimating the space required and the
importance of the position of the space resulted
in a significantly prolonged treatment time.
Recommendations for treating complex impaction
and crowding cases include: 1. accurate estimation
of extraction space needed, 2. securing space in
an optimal location, 3. proper torque selection for
brackets, 4. a simple design of uprighting force
applied to mesially tipped molars.

For the present case, the lower arch presented
a more complex situation. The extraction space
requirement involves two considerations. One is to
extract two premolars to relieve dental crowding,
retract the incisors and correct the protrusive lips.
The other is to extract the impacted 2" molars

and upright the 3 molars. Another option was to
extract the 3 molars and upright the 2™ molars, but
each approach has its pros and cons.” In retrospect,
treatment time may have been less if the 3 molars
and 2" premolars had been extracted early in
treatment.

Treatment for the upper arch was straightforward:
bilateral extraction of the 1°' premolars to
relieve crowding and improve lip protrusion. In
retrospective, the extraction of the maxillary 2nd
molars was unnecessary because it did not interfere
with retraction of the whole arch. Even if the
retraction caused 3" molar impaction, they could be
extracted after treatment.

In addition to planning extraction space, the clinician
should pay particular attention to proper torque
selection of brackets due to incisor flaring.*® High
torque brackets were selected for the upper incisors
because of the class Il malocclusion and necessity
for anterior retraction. Low torque brackets were
placed on the mandibular anterior segment to
prevent inclination of incisors from increasing.”

The most critical element of uprighting impacted
molars is to create sufficient space.”” Once erupted,
one can design an upright force by bonding tubes
slightly tilted more mesially and inserting a section
of open coil springs. Surgical uprighting is painful
and usually is unnecessary.
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The ABO Cast-Radiograph score was 22 points,
which is within the acceptable range for a board
case. The major alignment discrepancies were
uneven marginal ridges (7 points) and failure to
achieve intermaxillary occlusal contacts in the
molar area (7 points) (Figures 20, 21). These problems
could be prevented by collecting and scoring casts
obtained about 6 months before the projected
debond date.’

Regarding retention, no fixed retention was placed
between the lower 1* and 3" molar because further
settling is expected.

CONCLUSION

This case report demonstrates that even a complex
impaction and crowding case with protrusion can be
treated effectively without surgical uprighting. The
critical considerations include, 1. accurate estimation
of extraction space needed, 2. proper bracket torque
selection, 3. a simple force design for uprighting the
mandibular 3" molars. Failure to create sufficient
space early in treatment significantly delayed the
treatment progress and affected the final detailing.

ACKNOWLEDGMENT

Thanks to Ms. Tzu Han Huang for proofreading this
article.

References

1. Beatriz T. et al. Influence of first and second premolar extraction
or non-extraction treatments on mandibular third molar
angulation and position. A comparative study. Med Oral Patol
Oral Cir Bucal. 2010 Sep 1;15(5):760-6

2. Reddy SK et al. Orthodontic Uprighting of impacted
mandibular permanent second molar : A case report. ] Indian

Soc Pedod Prev Dent. 2008 Mar; 26 (1):29-31

3. Alessandri BG. et al. Manafement of Bilaterally impacted
mandibular second and third molars. ] Am Dent Assoc. 1999
Aug;130(8):1190-4

4. HsuYL. Secrets of Torque Selection. NTO 2006 Sep;7:11

5. SuYY. Damon’s 3 Essentials in Maximizing Your Orthodontic
Results. NTO 2007 Sep;11:12-15

6. Huang CH.Variable Torques - Dr. Thomas. NTO 2007: vol 10;
10

7. Chang C. Advanced Damon Course No. 5: Extraction
v.s. Nonextraction, Beethoven Podcast Encyclopedia in
Orthodontics 2011, Newton’A Ltd, Taiwan

8. Knierim K, Roberts WE, Hartsfield Jr JK. Assessing treatment
outcomes for a graduate orthodontics program: follow-up study
for the classes of 2001-2003. Am J Orthod Dentofac Orthop
2006;130;648-55.

iA@|



Correction of Crowding and Protrusion Complicated by Impacted Molars Bilaterally 1J0I 23

DISCREPANCY INDEX WORKSHEET

CASE # PATIENT G.Y.D
TOTAL D.I. SCORE 21

OVERJET

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

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

OVERBITE

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

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

Lo |

Total

LATERAL OPEN BITE

2 pts. per mm. per tooth

Total . E

CROWDING (only one arch)

1 -3 mm. = I pt.

3.1 -5 mm. = 2 pts.

5.1 =7 mm. = 4 pts.

> 7 mm. = 7 pts.
Total =

OCCILUSION

Class I to end on = 0 pts.

Endon ClassITor Il = 2 pts. per side 2 s,

Full Class II or IIT = 4 pts. per side pts

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

EXAM YEAR 2011
ID# 96113

LINGUAL POSTERIOR X-BITE

1 pt. per tooth Total =
o

BUCCAL POSTERIOR X-BITE

2 pts. per tooth Total =

CEPHALOMETRICS  (See Instructions)

ANB > 6° or < -2° = 4 pts.
Each degree <-2° x1pt. =
Each degree > 6° x1pt =
SN-MP
> 38° = 2pts.
Each degree > 38° X 2 pts. =
< 26° = lpt
Each degree < 26° x1pt =
1 to MP > 99° = lpt
Each degree > 99° 5 xlpt.= 5

Total =

OTHER (See Instructions)

Supernumerary teeth x 1pt. =
Ankylosis of perm. teeth X 2 pts. =
Anomalous morphology X 2 pts. =
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 X 2 pts. =
Skeletal asymmetry (nonsurgical tx) @ 3 pts. =
Addl. treatment complexities X 2 pts. =
Identify:

Total =
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Occlusal Contacts

Exam Year 2011
ABO ID# 926112

Examiners will verify measurements in each parameter. A
ABO Cast-Radiograph Evaluation (rRev.6-1-08) } ﬁ P‘\ Al ﬂ q
Case# | | Patient | G.Y.D .
Total Score: ﬂlﬁj \{t ﬁxl \fl‘(
| ¥

Alignment/Rotations Draal S e

Al

Lo S fence

Occlusal Relationships

| *‘Wﬁ \MWM’\ \

Root Angulation

R MX L L Mo R

L

*‘Wﬁ \MWM’\ \

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

Corporate Headquarters
2F, No. 25, Jian-Jhong
First Road, Hsinchu,
Taiwan 300
Tel: +886 3 5735676
Fax: +886 3 5736777

fo@orthobonescrew.com

OrthoBoneScrew

The Dream Screw for Next Generation’s Orthodontists
Beethoven Orthodontic Center,Taiwan
Yu-Lin Hsu, Chris HN Chang, W. Eugene Roberts

The 12 Applications of OBS on the Impacted teeth
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Upperlabially/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.
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Upper labially/impacted|cuspids;

=)

1.5x 8 mm OBS

4

The transpositional cuspid has been exposed
with a full-thickness apically positioned flap. After
bonding a button, an 1.5x8 mm OrthoBoneScrew
was inserted on the buccal side of canine space to
protract the cuspid. Meanwhile, one should keep
OBS as high as possible to make the switch easier.
After 7.5 month-long treatment, this transpositional
cuspid has been pulled mesially for 12 mm. The
distance between the OBS and the cuspid has
been shortened, as a result in the protraction,
then the placement of the OBS was changed to
the interdental space of the incisor and the lateral
incisor. This two-stage placement of the OBS was
to prevent the gingival impingement around the
corner of the alveolar arch.



OrthoBoneScrew

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.

1J01 23
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Upperlabially/impacted|cuspids
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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 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.
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Upperlabially/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 is minimally invasive and
relatively comfortable for patients with high impaction.
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Upperlabially/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.
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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 .
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Upper pal

Firstly, the impacted canine was uncovered
to allow auto-eruption. Secondly, the maxillary
right 1° 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.
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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.
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Sublingualltrans:alveolarimpacted cuspids

lst
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
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2" surgery

labial and lingual side 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 from operation, the horizontal impacted 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.
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Initial

otice the mental nerve.

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

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" 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 1 and 2™
molars to push and upright the 2" molar.
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More Applications of OBS

Molar intrusion

'\ — et ————

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 1 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.
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More Applications of OBS
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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, supraeruption 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 it is relatively easy to replace. Therefore. OBS provides an
easy temporary solution to this type of ortho-implant combined
cases.
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F3 Three jaws RFAE wire » MUINHEREEHENTE o

BE2AERANBIERRE ( OrthoBoneScrew ) FE=FER N o 23FI& 2X 12 mm EJ5F ~ 2X 12mm B
A (FiR& 19%25) & 1.5X8 mm AR - L EEARNEHME  HEERFK - REZELERIRNA

R
Indication fEFAsESR Screw Type Location
1 Maxillary Retraction 60% 2 X 12mm 1ZC
2 Mandibular Retraction 10% 2 X 12mm Bucc(glsihelf
Between
Premaxilla Intrusion 0 upper central |
3 (Solving Gummy Smile) 10% 1.5 X 8mm & lateral's |
roots :
4 Impacted Cuspid 5% 2 X 12mmw Hole | 1ZC, BS, Palate F -
: 5 | Maxillaor Mandible 5% 2 X 12mm 1ZC /8BS
protraction
A= 6 | Cereelig 3% 2 X 12mm BS a3
lingual collapse TR Lt
T T =cn
Tk o . Middle of S §
. —t 0 NN
T : 7 Molar Intrusion 2% 2 X 12mm Ridge +GIC |
FE A 8 Others 5% 2 X 12mm ZC/BS B

S =t ' . A =
ube TREER A ¢ http//www. com/u to a03017feature mhsn#g/uo -
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Clinical Applications of Orthodontic Bone
Screws in Beethoven Orthodontic Center

Chris Chang, D.D.S., Ph.D

President, Beethoven Orthodontic Center

The author frequently uses orthodontic bone screws (OrthoBoneScrew®) tO treat cases that
traditionally require extraction and/or surgery. The most challenging type of cases that require screw
anchorage is impacted cuspids. The treatment key is to insert a 18x25 stainless steel square wire
through the square hole of a screw and bend it to create two helixes to store moment and adjust
force directions, known as a 3D lever arm. In addition, a ligature wire or elastic chains can be applied
to connect the button on the impacted cuspid. A three jaw can be used to adjust the wire to increase
force or change its direction.

The commonly used OBS (OrthoBoneScrew?) are made by stainless steel and come in three sizes,
including 2x12 mm without holes, 2x12 mm with holes ( hole size:19x25 ) and 1.5x8 mm without holes.
The following table describes their application methods, size and site selection.

Indication F Jsz i Screw Type Location
requency
1 Maxillary Retraction 60% 2 X 12mm 1ZC
2 Mandibular Retraction 10% 2 X 12mm Buciglsihelf
Between
Premaxilla Intrusion 0 upper central
3 (Solving Gummy Smile) 10% 1.5 X 8mm & lateral’s
roots
4 Impacted Cuspid 5% 2 X 12mm w Hole 1ZC, BS, Palate F -
Ray 5 | MaxllaorMandible 56 2 X 12mm zc/Bs |
protraction :
- <= _ Correcting 30 2 % 12mm BS L
: lingual collapse Pt e
S . Middle of 35
L 3 - 1 0 = o,
S 7 Molar Intrusion 2% 2 X 12mm Ridge +GIC |~
SeSen 8 Others 5% 2 X 12mm IZC/BS [
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TAD-assisted Full Arch Maxillary Intrusion
During Growth

Non Surgical Correction of Excessive Gingival Display

This 14 year old 4 month old female presents
with a chief complaint of excessive gingival
display. She has not yet experienced the onset of
menstruation. She presents with no significant
medical or dental history affecting treatment
planning and no complicating factors associated
with the periodontium or oral tissues.

ETIOLOGY AND DIAGNOSIS

Pretreatment facial photographs (Fig. 7) show a
convex profile bimaxillary protrusion. The patient
displays 8 mm of gingiva upon smiling. The lip
profile is protrusive relative to the E-line, but she
is not lip incompetent. Pretreatment Intraoral
photographs (Fig. 2) show class | molar and canine
relationships with normal overbite and overjet,
moderate crowding in the lower arch and mile
crowding in the upper arch. Cephalometric analysis
(Fig. 3) shows a class Il skeletal relationship ANB =8,
hypodivergent mandible SN-MP =44 and lower
incisors that are inclined 102 degrees to Mn plane.
The patient’s chief complaint: “Can you make it so
that | don't look like a horse?”

TREATMENT OBJECTIVES

The overall treatment objectives were to level,
align and develop the arches. Maintain Class | dental
relationships, ideal overbite, overjet and smile arc.
Intrude the maxillary dentition and modify vertical
growth of the maxilla in order to reduce gingival
display such that the smile line is coincident with the
gingival margin.

M Fig 2. Prefreatment infraoral photographs

M Fig 3. Posttreatment facial photographs

The specific treatment objectives were:

- Maintain the AP position of the maxilla

- Restrain vertical growth of the maxilla

- Correct high smile line and excessive gingival
display

- Improve vermillion display of the upper lip
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Diplomate, American Board of Orthodontics

- Maintain class | molar/canine relationships, ideal
overbite and overjet

- Encourage autorotation of the mandible

- Maintain lip competence

- Accept facial convexity and a protrusive lip profile

TREATMENT ALTERNATIVES

A surgical correction of the high smile line was
discussed but rejected by the family due to cost and
lack of medical insurance coverage. The alternative
of extraction treatment to reduce the protrusive lip
profile was explored. The family chose to maintain
the existing lip profile and pursue a nonextraction
treatment plan. Family ethnicity and lip competence
despite bimaxillary dentoalveolar protrusion
were the driving forces behind this decision. The
following treatment plan was created to achieve
treatment objectives and satisfy patient preferences:

(7) Level and align both arches nonextraction.

(2) Intrusion of the maxillary dentition and
modification of vertical maxillary growth achieved
with skeletal anchorage.

TREATMENT PROGRESS

Damon standard torque .022 appliances
were placed in both arches. Routine leveling and
alignment was achieved with a standard arch
wire sequence to 19x25 ss requiring 6 months
of treatment time. A soldered transpalatal arch
was placed with 6 mm of clearance relative to

John Pobanz D.D.S., M.S.

the palatal tissue and an acrylic button to provide
comfort for the tongue and encourage additional
intrusive forces by the tongue upon the maxillary
dentition. ( Fig. 4 ) 6 mm vector tads were placed at
the mucogingival junction in the buccal vestibule
between the upper central and lateral incisor roots
and 8 mm vector tads between the roots of the
upper second bicuspids and molars.

B Fig 4. Occlusal Upper Progress 3.18.09

Intrusive forces were applied to the posterior
segments with 250 gm Niti coil springs between
between the upper first molars and second
bicuspids. Smaller intrusive forces of 150 gms each
were applied to the arch wire between the maxillary
central and lateral incisors so as to maximize
molar intrusion and autoration of the mandible
while simultaneously reducing gingival display.
The intrusive forces were applied for a total of 14
months. During the course of treatment the upper
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right posterior TAD failed twice as well as the upper
right anterior TAD once due to root collisions during
intrusion. The TAD was then removed and final
detailing of the posterior occlusion, anterior root
torque, ideal overbite and overtjet relationships were
achieved with 19x25 TMA and light interarch elastics
for an overall treatment time of 24 months. Some
gingival countouring was performed with a diode
laser to maximize enamel display and establish
pleasing gingival margin symmetry. Osseous crown
lengthening was not necessary as reported by
others'. Bonded wire retainers were placed and
night time essix retainers were delivered.

TREATMENT RESULTS

The cephalometric analysis and superimposition
of before and after treatment tracings show a
significant dental-alveolar intrusion of the entire
upper arch as well as a restraint of downward
and forward growth of the maxilla coupled with a

mandibular forward autorotation. ( Fig. 5 ) A pleasing
display of first and second bicuspids was achieved
in the buccal corridors. Class | molar and canine
and ideal overjet and smile arc relationships were
maintained. Maxillary gingival display was reduced
such that a pleasing smile line was achieved with the
upper lip being just above the gingival margin of the
maxillary incisors. Vermillion display of the upper
lip was improved with remodeling of the anterior
alveolus. Overbite is ideal and crowding is resolved
while maintaining lip competence. (Figs. 6,7)The
outcome was pleasing to the patient, patient’s family
and to the clinician. It was significant to note that this
patient experienced the onset of menstruation at the
13 month mark of the overall 24 month treatment
time. Significant growth modification of the maxilla
was achieved with skeletal anchorage and accounted
for approximately 40% of the correction of vertical
maxillary excess. Facial convexity was accepted.
However, the patient is considering advancement
genioplasty. Failures of TADs occurred in this case

/
f
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S
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M Fig 5. Superimposed fracings
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due to root proximity during dental intrusion,
especially in the posterior where limited inter-
radicular space was present. An updated treatment
protocol would include use of an alternative TAD
placement site such as the midpalatal suture to
reduce the chance of posterior TAD failure due to

root proximity. Creating root divergence prior to (&
TAD placement and intrusion could reduce the T T e
chance of anterior TAD failure. In conclusion, this

case demonstrates the profound and exciting
application of skeletal anchorage to modify growth
of the maxilla in the vertical plane of space, reduce
gingival display while maintaining ideal occlusal
relationships.

REFERENCE

1. Bowman et al. Journal of Clinical Orthodontics, May 2009.
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Principles of Abutment Selection for
the Single Implant (Part Il)

Dr. Baldwin \XY Marchack

B—2& Dr. Baldwin 122212 abutment BWARRREE @ L2 XHEEEEE -
ERTEBRTBERT » XHEEE (abutment) WEZE—KBMIE : screw
retained restoration L& cement retained restoration

B cement-retained restoration th G MfEEE -

—{@~ M stock abutment (7 & By ) °

+~~ oo

% — & =& F custom abutment o T & f& Bt & ¥ 8 B 19 cement-
retained restorations BRI EAZ © Access to the cement margins o k2
THEHS cement JBEZF ©

Dr. Baldwin W Marchack

Instructor,

Astra B9 Atlantis (cad-cam abutment) $5EE4&LIE Mr. Fred Senne &5438 © -
USC Implant Training Program ultimately all stock abutments are a compromise...default setting of 1Tmm
in Taiwan on buccal, 0.75mm on mesial and distal, and 0.5mm on lingual - HATHELR

Anterior Abutment Decision Tree

Cement
retained

Abutment screw
exits bucc or incisal

Flat tissue <3mm Stock
or slight scallop abutment

Single

Scalloped or flat Custom
tissue >3mm abutment

anterior

implant

Abutment screw Screw (especially if minimal buccal) No
exits lingual retained abutment

&
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B A A EE e
B o7 & B ER

ST T B

B BIEREEE T wiEEM

RS abutment B9 margin AR S ERTENEXR - RIS MEESA custom abutment AJ#HEEE o

4= 18 computerized abutment #F cement margin 8 XE £ gingival margin MK : buccal side 1mm -
mesial 0 distal 0.75mm - lingual side 0.5mm » E 258 % cement margin BEEME @ UK cement

AYBER ©
Fr B T E R SR B =E S NREE -
1. R A FE1E stock abutment ko

0 ¥R FFETE custom abutment E o
3. No-abutment tBEL2 screw retained crown °

WEB PR © BI A abutment ZEEFEHWEREBE T —BBE decision tree « xR FRBBL 2 — R AR
FLESE access of screw hole FIMIE © 1R screw hole € buccal side 82 incisal edge HZK ° BLABEEE
£ screw retained abutment » —TEE I cemented abutment o

Anterior Abutment Decision Tree

Flat tissue <3mm Stock
or slight scallop abutment

Cement
retained

Abutment screw
exits bucc or incisal

Single [ Scalloped or flat Custom
anterior tissue >3mm abutment
implant

Abutment screw Screw (especially if minimal buccal) No
exits lingual retained abutment

m B
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Temporary plastic abutment Provisional crown shell loaded A, Frontal and B, proximal views
adjusted to required height and with composite resin and placed of natural emergence developed
screwed in place using guide interaorally. using light polymerized

pin. composite resin.

{

A. Crown and attached abutment removed for extraoral modifcation. Immediate provisional crown in
B. Composite resin added extraorally to create appropriate place 1 week postoperatively.
emergence profile.

BE=z1-5

pmest .

WNRAREMEK screw retained abutment o BLEESCER surgeon &84T » & screw hole ¢ palatal side
K o BIRABHE ML screw retainted abutment » Z4h—TERIAER + 212R patient B9 buccal tissue 1REHY
=5 0 24Z screw retained restoration AJRE SR LB o

— By A secondary stage FHilitk » BERTLUA provisional crown ZRIBAVERAAL ' - REERIFEEE
TREE - SeF—{E plastic temporary abutment 51 implant £ » A temporal shell crown A resin 2k
reline temporary abutment ( B = 1-5) - F#§ screw EBFEUT abutment o 28871 abutment FIETSEERA
N2 resin UBHDRSZMISME o A BRI HEZE=M papille ©

B —1@ case £ : surgeon F— AR secondary stage » B$8.E healing abutment #I5% A4S Dr.
Baldwin °

W &2 1-3

1. Preservation of soft tissue contours with immediate screw-retained provisional implant crown Saad A. Al-Harbi, BDS, MSci, and Wendell A. Edgin,
DDS. The ) of Prosthet Dent 2007; 98:329-332
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g5
-]

m"‘

_-... T i

m &< m EN

R/ — R LB R shell crown BT A » EIE > Dr. Baldwin AR A # T — BhE @ M L -
B temporal abutment $87E implant L o SR B Bk provisional crown #9 resin fER T & BELE
temporal abutment £ (B wx 1-3) o

£ resin BEbE I EE B AR e SE 2RI M B4 L resin o Dr. Baldwin 45 BIIREE 148 B[V B2 A resin B »
WEHE abutment #_E analog » RNEER B REERE implant fY screw o AR resin &#%1 abutment By screw
o mEALE implant Y (B &) °

&4 provisional crown B94M4R + B polish 322 £ surface coat A curing oven 2K curing 734 -
— AU LBIIERE ( B o< ) o &R RILIE £ temporary abutment T e

=HNEARBABCEEL TR A LEURY () o (BEEZNAEH BN RABIRILE Lab RF
BV (1) 7 °FIRREHN provmona\ crown #_E analog ( &2 replica) /BB FE LT VENIE AT FREE H
—HPFE (H iz 12 B+ 1-2) - FEEMELE R provisional crown BHE T analog °

MM S BB TR (B +—x 1-2) - B#E EEERM impression coping » FB#E—LE resin
#EZ impression coping ELENEF 2 EMYZERRRELEIE (B + =% 1-2) * g8 —EM I HRE I ERAE
/9 termporary crown —i&HY customized impression copping Y (B + = 12+ B +wx 1-2)

B EEIFERY impression coping BENRE AR implant £+ I—ARAIEUEEIZSREVE (B + £ 1-2)
g B HIEE e AR BN (18 + -5 ) 7E Lab L ] DU RS BB H B AB A MU BT Y (B
+-5 ) 7 Zirconia abutment _E B #5545 porcelain /E screw retained restoration o

2. Custom impression coping for an exact registration of the healed tissue in the esthetic implant restoration Kenneth F. Hinds, DDS. Int ] Periodont
Rest Dent 1997;17:585-591
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'&J A

e ' g !

B @z 1-2 B E+z1-2

")

W Et—z1-2

B &tz 1-2

mEt+HZI1-2 H E+x u B+t
RIS BERETR TR abutment RYEE - BEHAEBIRERBAE Tmm » M H screw access fifE lingual
site » AR EBREE R screw hole B9FZAERE » Dr. Baldwin & IHEE no separate abutment o
%578 one piece, non-segmented screw-retained restorations £ Nobel biocare A5 :

1. NobelProcera™ custom abutment (Zirconia)
2. GoldAdapt™ abutment AT{iLiRE -
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Astra R458

1. Atlantis™ custom abutment (Zirconia)
™

2. Castdesign ™ abutment (gold) -
3. ZirAbutment™ A28 o

Hehgg ZirAbutment 2 —3RARM Zirconia » EERE B HTER abutment BFZIR - TR 2
coping thREE @ SREGZREREHE - 2—7& semicustomized abutment e

Pl EZ{F A screw retained restoration B1ETZ - B2 * R screw hole # buccal side Z§ & incisal
edge HiZRELRBEEE 2 screw retained restoration Y o BRIIR screw 4 palatal side HZR » —#kth AIEE
{FH cement retained restoration

TEEF cement retained abutment BFE BT Patient B soft tissue » BN LB EZE LLESIZH
(B+\) o tNRHFARBNRLLETA - EBA—ATHER abutment BIAS ©

140 : Nobel HY esthetic abutment (g +/.1) BARIBNABE ~ collar §EFI#E (Zirconia or titanium)
AIHLIEE - INRRANTEREE XA » #BF2A Zirconia EBASZEHEENER - MRBENTAR
E AT LUEHR titanium » 327 esthtic abutment B2 B EEE implant S BE#EBUEENA -

Nobel Biocare 5 H—7& Procera abutment ( 5 =+ ) 288 UUMHE » BEEGSEM abutment &
BRI LU crown & L% -

Anterior Abutment Decision Tree

Abutment screw Cement | Flat ti.ssue <3mm Stock
exits bucc or incisal retained or slight scallop abutment
Single |, Scalloped or flat Custom

implant

Abutment screw Screw (especially if minimal buccal) No
exits lingual retained abutment

L i AN
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NRR AT ERZLLESE - B/ biotype » AT AR titanium esthetic abutment (B +/u2) » B2
B/ NOFER A RIEEA I IKBIEE R o A{ARIBAERM esthetic abutment ? Bz Nobel Biocares B H—7%&
Trial abutment » AT FAZRZBEAR[EIRY esthetic abutment (B =—+—) °

ALl LAl © AR Z RIS screw access 4 facial or incisal side H2R ~ ZFERAVIMNY B ELETHY ~ B
head of implant to crest of tissue = <3mm » ZF AT M EIREHY stock abutment » RABIHFE trial
&error A abutment 2KEH £ - BEURM A E cementation °

Nobel Biocare FT i I E&IR B single anterior stock abutment &

1. Esthetic™ abutment (titanium or zirconia)

2. Procera™ abutment (Titanium or Zirconia) °
Astra Z#FATHAY single anterior stock abutment 7 -

1. TiDesign™ abutment (Titanium) »

2. ZirDesign™ abutment (Zirconia) o

MRBI A FERBGRE B (scallop) (#4945 5m ABN ~ Jupk ) o —RRIEIRKAY abutment REERE T
BARMNEE o FTRIKZEA custom abutment o

Esthetic Abutment )
Curvy Abutment

Esthetic Abutment

Collar:0.5,1,3 mm

Collar:1,2,3mm

Procera Abutment

B B "+ : Nobel's Procera® esthetic abutment B E”+— : Trial abutment
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ZH)— : Dr. Baldwin M—{EZ 1555 A R/ER
B R BRRZEAL LIERPIFH temporary
crown BREEMDEEES AR (B —+ =) ° Dr. Baldwin 4&fi#
TREREEEH R (B =—1=)-

HAMRONEREREARL Y - BEHA
BN EREZANERE - Bl Dr. Baldwin £H
terporary crown * & & @R AT & /O K& e SR Ab
A (B =+vwa )~ LLtemporary crown R¥E H & ERY
BABHTR (B =+51)"

FYHBRTE Y - HARUF A BRI
Fi temporal shell » ZR¥EE impression coping 977
7% © Dr. Baldwin FAEREREE provisional crown
(B =+>)-

FEE B H 2R provisional crown £ prepare
i abutment B95MY - R4 A B R R 1 2R 450 BK
abutment (B =+t ) -

F abutment B B A - L Z A A
temporary crown RIETRABEZREL o BT
custom abutment RAEZ 68 - BB AT LUE T e i0Ea
By -

THEF M EE R A LA AR/ shade guide
K& EREVETEYIHEHENEE - B— &
E & 4= Em Nobel Biocare BT HHAY shade guide RAJIY
FRlELHEEMANEE (B=+A =+h)-

Casting H2RAY custom abutment 1E &5 SB 2RVt
FARE glazing (B =+ ) » EEAHABRY adaptation
ths sy - REHRMAMRME implant R4 £
8 Zirconia abutment g3 screw E2 titanium abutment
screw ;e AER  WAEBAN (B=1+—) B&
titanium abutment A9 screw seat & milling H
RZEEERFRY - Frl titanium abutment FEY
screw th &2/ o

M Zirconia abutment F3AY screw Z£BEER N 75
g abutment IV FEEZENEN < 215RHA Zirconia
abutment screw 2R $8 Titanium abutment Y &E
R7Y 35 FEMDEHEAE  ARATY Titanium
abutment screw ZR$H Zirconia abutment f45 R -
=21 Zirconia abutment #REHRLY o

B LAFE 88 Zirconia abutment 2 8 * ER B/
REFTERM screw B IERE o

#aE o U0 R screw access 1E facial site » 15 88
BRI E R E A scalloped By tissue contour @ %
A custom abutment » FREHEEE H custom
abutment A f#f & £ £ 40 : Nobel Biocare 89
custom abutment & :

1. NobelProcera custom abutment (Zirconia)

2. GoldAdapt abutment ©

mE—t=

3. Custom A simplified technique to fabricate a custom milled abutment Christopher B. Marchack, DDS, Frank M.A. Vidjak, DDS, MSEd, and Vivian

Futatsuki, DT, ) Prosthet Dent 2007;98:416-417
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Astra R#A -
1. Atlantis custom abutment (Zirconia)
2. ZirAbutment »
3. Castdesign abutment °

ZEHZ —EREANZEZBI S BT
NAELIEFRFST (B =+=) LEERAEABIEK
F o BEEE A Astra &t » abutment & ZirDesign
abutment ( B # stock abutment) (B =+ =) » X-ray
EAIBIES screw IR ATE incisal edge °

2 Dr. Baldwin # crown #9 screw BEO$THE
FHE screw hole ~ # abutment I crown —#EEX R o
1E stock abutment 1 crown margin £ > ATLIEE
1R % /Y cement o 18] L& £l crown margin A 1E
FEHRETRANAE (B =+ =) B abutment
% » AIEE deep implant positon & scallped tissue
contour (B =+w ) e

E—HEREM—Ewx-uwp(B=+x)F
WMAHERABHEREBENULE - BF A wax-up
2R B9 72 AR #£ temporary abutment £ 0 i — {8

provisional crown (& =475 ) °

&\_ temporary abutment & provisional crown (8]
=1+6) % WARSHREHELSRE - FEEBEL
PR —E, - LA UIE A custom abutment 5 3%
{FIA AR E R H abutment 2RE °

ZIEEMLE final restoration (B =+ A s =+4) @
1£ X-ray B9 12 =2 stock abutment (B v + ) &
2 72 custom abutment o AT F H crown margin
MW= EREARR - A2 custom abutment 2
Zirconia Y » BRIK EAAEBAER MR ELT -

£ crown BIFRHRFCBEER © 12 crown 2
Z I cement % » BIIRIE abutment » E EETF
EEFTBRN cement #1990 Mm% - BFENNLE
#EEK - BIBERE setting ZBIAF cement jEBREZ
B BEHHRAGEE - BXEERA cement B
AERINER °

Mt PR E IR N EARIARE ¢ SeR
7E screw hole AL E @ BE R EE FHRABAIAR -
558 » ZEAlLUREZEF B/ abutment Y (B —) o

mE=1"":

P't was discomfort with her #21 implant prosthesis.

ZirDesign™ Abutment

B E=+=: Crownremove

W E = : Soft tissue contour
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W E=17% Waxup M E=-7< : Provisional crown

B [E =11 : Provisional crown delivery B E=+/\ : Custom abutment delivery

B E=+N : Post-tx. photo B EU+ : Pre- and Post-tx. PA film

iA@|



JSC Cc
I

)rf,i-'»rr—\rs‘v:rf,; /e

€ ‘ F »
),}{f}r!r(”(”‘;([,J,w‘_rl)frlm,.
U, T

If'

ﬁbuk#ﬁ%‘;ﬁ}ﬂ ﬁ“n%iz

07/17-07/18, 2011 -
Sl O
09/18 - 09/19, 2011 -
10702, 20 o T

11/20- 11/21, 2017 (.

(B~ — | ®HILEE workshop)
(B | RS
(B~ — | BHEEH workshop)
(A | AR )
B — | BRETH workshop)

12/11, 207 1 v ( B | Tﬂ?xﬂ%’( )

011725, 20)]) 2 wogeauzasizons (= | £ R 7T #1569 cadaver workshop)
Q128 20)]] 2w (vg | £ B Ti#15 49 cadaver workshop)
01/27-01/28,2012 ~( & ~ 7~ | 2BEH)

O1/22), 20| 2o (B | EBTi#5 49 cadaver workshop)
01/30, 2072 v (— | 2B mH® > BEARY)

H FC RRRBEHEEEZETL - Bt RIERGNEEE R HIU%E o (2011 7 AR 12 A)
Wilshire Grand Hotel. 930 Wilshire Blvd., Los Angeles, CA 90017. (2012 1 A )

BRRE:

E-mail : julie.chen@usc.edu

Tel :

+1-213-821-5281

(84 USC T B2ritheyiz
6/1/11 BI¥R% : & $8,500

( 4 USC F B2 In s a3

6/1/11 BIER% : = $5,950

9/1 /11 BIZR4A : =& $1,115
L1/ BERE . F— 23 E® $1,595

AFEF)
6/1/1 1 3R : =& $9,000
FEE)

6/1/11 BIRE : =& $6,450

( T/\ USC F B2t i ay3sals €
L/ IR E—ERESD $1,395

AR EPER

Homa Zadeh * Avishai Sadan * Baldwin Marchack * Casey Chen* Domenico Cascione
llan Rotstein x Yang Chai* Songtao Shi* Parish Sedghizadeh x Ramin Mahallati
JEEEEE | Stephen Wallace x Lyndon Cooperx Fernando Rojas-Vizcaya * Clark Stanford

o ARANGENE - FEEALLUT B8 Bk -

Fax : (07) 615-0913

Web : www.uscdentalce.org

Ema|| thhuang@newtonsa com.tw
Tel : (03) 573-5676

)




[JOI'23 INTERDISCIPLINARY TREATMENT

Principles of Abutment Selection
for the Single Implant (Part Ill):

Diagnosis and Treatment Planning Exercises

Dr. Baldwin \XY Marchack

VAT Dr. Baldwin #| ] #1485 47 RGE RAVERE - 4w RTAR - ARGEA
FRFE abutment?

Question 1 :

Case 1 (B —) ZFIERPFIF - BF surgeon LAY punch technique
M8\ healing abutment (B =) ° Dr. Baldwin &£ 5E _Ei—1@
provisional crown REBRIBAAS (B =) H LT RRERT (Bw)

Dr. Baldwin W Marchack P resin % screw hole - —EA% (1 £ ) ERHIRISERFR
e e HAFARIERARBETIR EOELAE 7 mm - FEIK
mplan rainin rogram s N
P Tawan© 45 mm (B - &) EOEHNE 7 mm -

W [E[U : provisional abutment M &7 1 month later f/u
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B &% &6
KT BT

BB IERIEEE T wiEEm

abutment 2
HLBF VT 3 B 4742 abutment 7 ( B \) What mﬁlliﬁﬂif;gg g' "

1. stock abutment (#F % % & ) ?

2. custom abutment (B X & ) ?

3.noabutment (2 % & - ¥BHKEL) ? Stock Abutment Bl ¥ &
Custom Abutment {iE{E¥ &
No Abutment j&# ¥ &- e

H B8N
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mE+ mE+=

Answer 1:

Custom abutment e

Bz MY — {8 custom abutment ( B /v ) ~ abutment tryin ZIRBABARY (B +4£) » REE
Hr Y ABAY abutment #§ margin 23490  AFBIREFAME - EINERAABA contour (B +4 ~ +—) °
&R 35 £EP A= abutment (B +=) » BZE | restoration (B -+=) -

Question 2 :

Case 2 (B +w ) Et2ERRNBENLZ EREBEFEE restoration » Dr. Baldwin #& R4 temporary B
TRE(R+R):

d

N &5+ B E+F : What kind of abutment should we use?2
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tissue architecture = scalloped
implant location = ideal
screw access = lingual

height of tissue < Tmm on buccal

SLBF 9T 3% A 4T 48 abutment ?
1. stock abutment ( 2% % & ) ?
2. custom abutment ( B X & ) ?

3.noabutment (A £ & - BHKE 4L ) ?

B Ett mEtN

-

m B+

mE 1
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Answer 2 :

BRI A MR8 abutment ? Screw retained abutment e

Dr. Baldwin FJ A provisional shell #7Y —{@& impression coping ( & +><) ° FA impression coping 2k
HU (8 -+ ) Rt Zirconia abutment e

L implant 22838 B F A ZepaRN B LUK E crown (B +\) o BTLASETE abutment FEEER (
+70) + fhAK screw retained restoration o

1E screw hole BRAT—@E/MBER » BHMAT impression material » &REB R _E composite resin » FERIHE
SNER (B =+ ) °

Question 3 :

Case 3 : BEMNALEFMFHERYAE (B —+—) - 2—F immediate loading implant #9 provisional
crown o {BEEREZL LIERPIFEM Veneer o

=

mE_t+— W B "+ : What kind of abutment should we use?

- Tissue architecture = scalloped
- Screw access = incisal

- Height of tissue: 2mm buccal, 4 palatal, 5mmm distal, 7mm mesial.
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mE-t+= W B+

L BF T 3 F AT 4E abutment ?
1.stock abutment (12 % &) 7
2.custom abutment (A L £ &) ?

3.noabutment (4H %4 - B E4L) ?

Answer 3 :

BRI A AFE abutment ? Custom abutment

iH B2 #4112 2 customized zirconium abutment
scan #21 #9 veneer preparation LUK #11 B9 abutment (&
—+=)  EBEMEH #21 B9 veneer DI #11 B9 crown
(B =+w) B TARMEIERR -

Question4 :

SENA LIERPFIFRIEEEEZ restoration (Nobel active) (B =—+-5) :

BE-+A

B EZ+X

BE"tta BE-+tb

mE_t+tc
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| - tissue architecture = scalloped

implant location = ideal

screw access = lingual

height of tissue = Deep (B =+ a,b,¢)

Deep overbite ( B =+ )

Deep Overbitel!

S BF VT 12 JH) 4742 abutment ?

mE_+N 1. stock abutment (2% % & ) ?
2. custom abutment ( ML £ G ) ?

3.noabutment ( 2 H X & - R4 ) ?

Answer4 :

It B A] 28 A (A & abutment ? Screw retained
abutment

K8 B NI Z=E A LUK restoration » R8I
mE_—t+Ah abutment @R « 42 - FTLIHABEA screw retained
abutment (B =+~ =+ abcd) o

. TV
Lg_A__‘ R W=

B E=1+a mE=1Db

mE=+tc mE=1+d
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Question5 :

Case 5 ' BEMA LIERPIFRALRA apical surgery BHEER (E=+t—ab  B=+=) ' RERER
bR - EREINAEESE -

BEFREETHETM(B=1= " =+w)  KEETEFEEERFM (B =+ & 2 DIRMER
B (B=+=D) -

m E="1—

B &=+ : GBR
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B [E=-7< : 2nd stage, healing abutment placement

FoBEFR(E=F o) ARBEEF(
=+ b) o FHMLAETZEIE Dr. Baldwin i
AT 4R 0 AR 0 SLBF VT 12 A {4 abutment ?

L. stock abutment (12§ % & ) ?

2. custom abutment ( BMAL X & ) ?

3.noabutment ( %A X & - ¥4 RE4L ) ?
(B=++t)
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Answer5 :

BRI A MR8 abutment ? Custom abutment or screw abutment o

REBAMIAGE custom abutment » BERREBRAH BRI TR LANEZECAEFELHER
It Dr. Baldwin 2R Y screw abutment #42R 5 @ HFEMESUN R ERE T glazing %518 restoration e

BAERUE provisional crown W ERHAEEERY soft tissue contour (B =+ a b, ¢ d) » FFEBEBTEE -
scan ®EH screw retained abutment (B =+ ) » REIE core IME L RN ABZEEEEBVREROME
(Bw+ wmt+—)  LBYLEAROWAE  SEREREBEE (Hw+=) -

B B=1A : Screw retained abutment B B+ BEEZREEY

W ET— A W ED AEAEES
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Taiwan Star Trial Set d&sas.0007)
B1BEERAIF00312558 CMPEIFEFE0991606554

TCIiWCIn Sfc" *EEE ..................... 4§ AbUfmenT .............................. Aﬁ

Healing Abutment:--------------- 4% Trial Surgical Kit Of#f- - 1&

(Lance Diill/ Twist Drill / Handpiece Connector Ratchet Connector/ Hand Driver & 13% Countersink / Shaping Drill&23%)
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09:00 ~ 10: 00 10:20 ~ 11:00 11:10 ~ 12:00
Moderatlc_jfgjfr\?is Chang (ﬁ:;ieS?r;]?r:ZisZ Classic Article Review
T 2/25 EAMTEFARE ﬁgﬁ Case 1 Case 2 ITP chap 10, Stable occlusal scheme
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1JOI'23 FEEDBACK FROM THE ORTHODONTIC WORLD

Feedback from the Vista &
Sinus Lift Workshop

\\1 5
!: HRNERRE , ROEBREIRR NS |

R -

AERRENALRAFRD | E
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FERERVER  2IIRESBERTRIFAY Workshop-VISTA
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Hi Chris,

Thank you for the very nice editorial you wrote for NTO 22. | am sure
that your kind words are much appreciated by all concerned! Indeed,
| am very proud of your many accomplishments, and the excellent
progress being demonstrated by your students. One of the most
satisfying aspects of my career is watching my former students rise
to international prominence. You are rapidly gaining an outstanding
reputation and I am very proud!

| am looking forward to receiving the NTO 22 issue. The journal continues to
improve with each issue. | am pleased that you chose to withhold publication of Case 2. It was
not ready. The reputation of a journal is like a good wine; you must never serve a bad bottle!

| am pleased you are enjoying the Jawbone Wine. It is indeed a lesson in biomechanics to be
enjoyed by orthodontists, as well as their family friends and colleagues.

¥ )
Warm regards, ge/m @ﬂéﬁﬁfd

Faculty, Department of Orthodontics,
School of Dentistry Indiana University

Feedback from the International
Damon Workshop

Hi, Chris,
Thank you so much for opening your home, your clinic and your heart to us : ).

| speak on behalf of Dr. Ha as well, when | say that it really is inspirational
talking to you and seeing you practice so effortlessly on difficult and complicated
cases. You approach your hobbies the same way as you approach orthodontics-
excel, excel excel.. it's true when they say the Master makes everything look
easy -you definitely did.

Anyway, just want to say thank you- and 'l definitely be back in a few
years time, hopefully bringing some colleagues along as well.

Kind Regards, g(%///dﬁ

Kaiyi Dental Clinic, Guangzhou, China
Master in Orthodontics (Distinction), Hong Kong University
Bachelor of Dental Surgery (Distinction), London University
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Beethoven Orthodontic Podcast Encyclopedia

~ | 28
Session 1: Ideal Case and Bracket Boding for beginners SEE 72 RLZZTLZCCZM Rt
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. BIEBEERTRARERS $14,300
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. HEEREMRAMARIERT

Eng. C BEEERMBREARS :

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;

F BEBERARERTI(—) - $14,300
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

IF. BEETFHERY $14,300
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.  £4#EEMIRHE FITTHEEAR—EE 255824 Tel: 03-5735676
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| nternational

A ssociation for

O rthodontists &

I mplantologists

For more information on benefits and
requirements of iAOl members, please contact
Ms. Huang at thhuang@newtonsa.com.tw.

Join the iAOl,
the future of dentistry!

How to join iAOI?

Certified members of the
Association are expected to
complete the following three
stages of requirements.

1. Member

Doctors can go to http://www.
orthobonescrew.com/ to apply
for membership to join iAOI.
Registered members will have
the right to purchase a workbook
in preparation for the entry
exam.

2. Board eligible

All registered members
can take the entry exam.
Members will have an exclusive
right to purchase a copy of
iAOl workbook containing
preparation materials for
the certification exam. The
examinees are expected to
answer 100 randomly selected
questions out of the 400 ones
from the iAOI workbook. Those
who score 70 points or above

*¥International Journal of Orthodontics & Implantology (1JO) is the official
publication of International Association for Orthodontists & Implantologists (IAQI).

can become board eligible. The
exam is one hour and the first
session will be held on October
23,2011 in Kaoshiung, Taiwan.

3. Diplomate

Board eligible members are
required to present three written
case reports, one of which has to
be deliberated verbally. Members
successfully passing both written
and verbal examination will then
be certified as Diplomate of iAOI.

Ambassador

Diplomates will have the
opportunity to be invited to
present six ortho-implant
combined cases in the iAOIl
annual meeting. Afterwards,
they become Ambassador of
iAOl and will be awarded with
a special golden plaque as the
highest level of recognition in
appreciation for their special

contribution.
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BEEERH 1. KeynoteBEAF] 2. EEFEERTRKER 3. HEBMALFEDS
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i (w2) Paper reviews Topics & Case Demo

1 09/27 11" Bracket Placement Cowding: Ext. vs. Non-ext.

2 10/25 11’ Impacted Canines Upper Impacted Teeth

3 11/15 11 Canine Substitution Lower Impacted Teeth

4 12/06 11 Missing 2™ Premolar Missing: Ant. vs. Post.

5 12/27 110 DI Workshop Crossbite: Ant. vs. Post.

6 01/10 12/ CRE Workshop Open Bite High Angle

7 03/27 12 Excellepce in RS Deep Bite Low Angle

(occlusion)

8 04/03 12/ (Egsg[iléetinéegzrg)gir?(ijhing Gummy Smile & Canting

9 04/10 12 ggt:r?e_iggg_ReStore Esthetic Finishing (Transposition)
10 04/17 12’ Adjunct to Perio Implant-Ortho (1)
11 05/01 12’ Unhappy Patient Implant-Ortho (2)

DR BIET R AT - 352 S A0{r IERE 32N K IR R HER
BRIREERS -

+ B A : 201

stz IRall R (152 B = i Keynote o

1~2012%F 58—

4 09:00-12:00
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09:00-09:10 | HEERHTED RAR{EEERT
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Pt s Lt R i e | REVEEG
09:10-10:40 | Esthetic consideration for anterior protheses R EERT e
Ripsiiedibatiaghpusiipalahoiiv [ TTEREED BE e
Esthetic consideration for anterior deep bite management SN EREE R
10:40~11:00 | Break
FREBEX [ FBEEZ2HNER(D) ] REFER
00-12:00 Esthetic consideration for anterior open bite management [ R I=EEEm 13 iR/ BE A
11:00-12: Esthetic consideration for anterior torque and bonding position | &=IEE#EEERT BERHIE
Guidelines for anterior esthtics ZEH{EEERT
12:00~13:30 | Lunch
. s " R BEEET HB1SEEEM
20-1E- 2 AnE S [ 52 ERHg A
13:30-15:00  HMEBREX [ SHUABRE() ] HEISEE | winmEem
15:00~15:20 | Break
. < s " — RE BEERT HIESEEET
90)-17- N EAntE < [ 52 B kA
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VISTA & Sinus Lift

In-office Workshop (pig & sheep)

2011 @/Zﬁ" (H) 9:00~5:00 E_#ER

1. VISTA with CTG AR
2. VISTA with OBS Placement \

3. Lateral Window Technique '
4. Bone Grafting & Membrane Placement

+ w2t . DHTEHE D FrmEh—i82555218
+ BF 120,000 (BRGSFEMES  RA(Pad / iPod KR)

+ EZNRSE © 109-25203060-000 HERIT HEATT
F& . @4 EE8iiR R B RA R - -
+ SRRELS  03-573-5676 EEE/IA R -

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.

VISTA (pig)

sheep

i
- ||

]




o
>
-+
O
O}
—
=
an
0
Iz
-
it




e‘l Chris H.N. Chang, DDS, Ph.D. Founder, Beethoven Orthodontic Center

- Taiwan Orthodontic specialist
+ Publisher, News & Trends in Orthodontics

» ABO-Certified Orthodontist
* Ph.D, Dept. Orthodontics, Indiana University-Purdue

The Beethoven Dental Group

A Learning Organization

Beethoven, a worldly renowned
musician, is also the name of a famous
dental clinic in Taiwan. If you google it, it
ranks the 5th in the research results, with
more than 6,000 findings. From this you
get an impression of its popularity by the
general public on the internet.

The Beethoven Dental Group

The Beethoven is a dynamic team,
led by Dr. Chris Chang, with its origin in
orthodontics but quickly extending to
general practice, pedodontic center, as
well as specialized care in periodontics
and prosthodontics. The team is
consisted of excellent specialists as
well as dental assistants. In addition to
dental clinics, the Beethoven group
established a subsidiary, Newton's A, Inc,
whose primary focuses include dental
information technology, development of
dental equipment and providing dental
education. In order to provide more
comprehensive dental care, we will open
an implant clinic next year.

Beethoven Orthodontic Center-
Environment

When you first enter the clinic, you will
be immediately greeted by the beautiful

and warm smile of our assistants. We
have a very spacious waiting area and
consultation space surrounded by lines
of bookshelves with a wide selection of
books and magazines to entertain you.
What's even more precious is the open
atmosphere created by French window
and ample natural lighting.

Such a stress-free environment is
appreciated by not only patients but
also doctors who spend all day in the
clinic. The greens from the outside is a
soothing reminder of another beautiful
day at work. The open design of the
waiting area aims to create ample space
for patients and facilitate coommunication
between parents and doctors. This type
of space design also allows a smooth
and efficient workflow when patients
arrive during peak hours.

The supply station is located at
the rear side of the chairs, mainly for
equipment and patient records. In
addition, the technology structure is built
on a Mac-based system, using Apple
desktops, iMac, to store patient data, run
the customized patient appointment
system and its native presentation
software, Keynote, to guide clinical
consultation. All patients' records and
photos are entered and saved before the

Dr. Yang and Dr. Park visiting Beethoven (first 1, 2 on the left)

Tzu Han Huang

Orthodontic Center

end of a clinic session. The saved data is
also shared between computers located
in the internal network.

Beethoven Orthodontic Center-
Operating system

One of the most unique features of
the Beethoven clinic is its operating
system. The daily average number of
patients that enter the clinic is very
significant and the combination of
residents and specialists change in
different days of the week. However,
patients can still expect to go through
a standard treatment process, fully
executed by the doctors and assistants.
A key secret weapon is a simple, concise,
image-based patient record. You can
clearly identify a patient's background,
extra-oral, intra-shots, chief complaints,
source of referral, treatment plans, all
in a piece of A4 size paper. All doctors
can easily pick up a patient record and
immediately follow the instructions left
from the previous visit. Most of all, an
ideal treatment outcome can still be
obtained despite the changes in doctors.
An effective and efficient system should
be able to be replicated by different
operators, in different location. The aim
of the system in Beethoven is to create
such a model so doctors can make
treatment more easy and predictable.




Continuing Education
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Indonesian doctors practicing screw placement on a model.

One may wonder how doctors can continue to update
their knowledge and skills in today's busy world. The answer
for Beethoven's doctors is the standardized training process.
All residents in Beethoven have to complete Beethoven's
Comprehensive Damon Q course, the Advanced Damon
Course and continue their pursuit of excellence in the Finishing
course. Dr. Chang's teaching style is very interactive and
engaging, filled with fresh cases. Students constantly find cases
they just saw last week or yesterday at the clinic, demonstrated
and analyzed in the class next day.

International Course

Beethoven's courses are not only designed for the
local doctors; many doctors from overseas also attend the
customized international workshop. The response from the
participants were so overwhelmingly positive
that several of them repeated the class. Besides
providing international courses, Dr. Chang is
frequently invited to give lectures around the
world and brining the most up-to-date news
and internationally renowned speakers back to
Taiwan's audience.

International Journal of Orthodontics &
Implantology

After over a decade of service to the people
in Hsinchu, Dr. Chang has won the trust and
support of his patients. In addition to providing
orthodontic treatment, Dr. Chang dedicates
most of his energy to providing continuing
education and devoting himself to academic
exchange locally and internationally. In order
to provide a platform for dentists to share
their clinical experiences, Dr. Chang also
publishes a quarterly journal, News & Trends

in Orthodontics, now renamed as International Journal of
Orthodontics & Implantology. Famous doctors in Taiwan and
abroad frequently share their clinical secrets or summaries of
recent lectures in the journal. We hope through this channel
we can spread the messages of knowledge sharing and pursuit
of excellence to our readers.

The Beethoven Team

The Beethoven team is not only consisted of Dr. Chang
himself. We have a team of doctors specializing in pedodontics,
prosthetics, periodontics as well as implant therapy. So we
can take care of patients from 1 year old to 99 years old. In
addition to specialized care, we also have a general practice
taking care of patients common dental issues. Through this
comprehensive approach, we can provide total care to our
patients.

Needless to say, dental assistants play an indispensable role
in Beethoven's operating system. When every new patient
enters the clinic, he or she will immediately be greeted by
a professional assistant whose main function is to provide
orthodontic consultation.The assistant will walk you through
the consultation process, explain the data she will collect in
this visit, including photos and X-rays, and the fees and stages
of the treatment process. In terms of controlling the flow of
patients during a clinic session, a senior assistant acts as the
conductor in the clinic, assigning assistants to each chair and
notifying doctors the order of patient sequence. Assistants are
the crucial link between doctors and patients. If you think your
assistants haven't met your expectations, you can consider
signing up for Beethoven's assistant training for them.

The Beethoven team




Andersen Pedodontic Center

Guarding children's dental health

Andersen Pedodontic Center-Introduction

After serving the local community for over a decade, the
local community leader approached Dr. Chang to express the
community's needs for a doctor who understands children's
dental health. At the time when children had toothache,
parents have to travel to the crowded city center for treatment.
In response to such wishes from his own community, and the
repeated requests from parents of his orthodontic patients, he
and Dr. Hsu together established”Andersen Pedodontic Center”.
“Our mission is to create an environment where parents can feel safe,
children can experience joy and doctors can provide the best possible
care to children”, Dr. Hsu said.

Flower-decorated ceiling is what children see during treatment.

Newton's A Dental education center

The constant dilema for successful dentists is the conflict
between time and need for continuing education. It's almost
a luxury to devote one's full attention to a full-day lecture or
a new book. Newton's A understands doctors' needs for a
more flexible and effective method of learning and has turned
Beethoven's excellent teaching materials to videos. Combined
with a mobile device, such as iPad or iPod touch, one can learn
orthodontics anytime and anywhere. This latest utilization of
technology has revolutionized the orthodontic world.

Newton's A-Mobile Learning:
Orthodontic Podcast Encyclopedia + iPad

Dr. Chang is the first dentist to combine the three seemingly
distinctive but closely related courses, Damon orthodontics,
orthodontic bone screws and assistant training into easy
viewing educational presentation videos. Using Mac's native
presentation software, Keynote, he can instantly record live
narration with his slides
and turn his lecture into an
engaging movie. Students can
use these videos as electronic
notes, carry them in their iPod
or iPad wherever they are and
review the content whenever
they want. Whether you are
past, current or prospective
students of Beethoven, you
can use these videos for
course preview or review
to enhance the learning

experience. Since the content is digitalized and frequently
updated, students won't have to worry about being outdated
once they purchase the course videos.

Newton's A-Effective teaching tools:
Mac + Keynote

In addition to produce professional dental educational
podcast, Newton's A is also in charge of the design, execution
and maintenance of Beethoven's technical environment.
For example, recently the chairman of the premier teaching
hospitals in Taiwan came to visit Beethoven with his son-
in-law from the US. During the visit Dr. Chang performed
an out-patient surgery. Some trained assistants provided
clinical assistance to Dr. Chang while others took photos and
videorecorded the procedures in small segments. Immediately
after the surgery, assistants uploaded the patients' photos
and videos and organized them in Beethoven's standardized
patient record template, utilizing Mac's presentation software,
Keynote. So Dr. Chang then used data from the previous visits
as well as the procedures that just took place a moment ago to
demonstrate to the patient the treatment progress and surgery
process instantly. Followed by the presentation to the patient,
Dr. Chang used the same file to continue a further in-depth
discussion with the chairman.

A case report as described may take several interns a week
to complete in other institutions. With the aid of proper
technology, one can finish such tasks in less than 30 minutes.

This wonderful combination of Mac and Keynote makes
preparing case reports, producing educational materials or




The clinic is named after the famous children's book author,
Hans Andersen. The image design of the clinic is inspired by
Andersen's most famous fairy tales, the emperor's new clothes,
the little match girl and thumbelina. Dr. Hsu hopes visiting the
clinic can bring children not just the thought of stinky smell or
feary drills but also beautiful stories. Besides the pleasant visual
stimulants, the brushing station is designed at three levels to
fit the varying heights of children of different development

routinely take intra-oral, extra-oral photos and X-rays to make
sure we won't miss the first sign of an emerging problem at
a later stage. To achieve this goal, we use high quality digital
cameras and wireless memory cards to ensure fast and secure
data transmission. Mac's dual operating system allows us to
take advantage of both windows and Mac's functions.

Prevention is better than cure. This is particularly true for

stages.

Andersen sees itself as the long-term guardian of children's
dental health. In order to closely monitor patients' growth, we

presenting treatment progress to doctors,
assistants, patients or parents so easy and
effective. The built-in recording function
allows presenters to record voiceover as the
slides advance so the audience can better
appreciate the content.

Newton's A- OrthoBoneScrew

Originated from Beethoven's clinical
experiences, Dr. Chang is leading a team
of experts from academia and engineering
to develop an orthodontic mini anchorage
device, OrthoBoneScrew. The research
and development team include experts
from University of Indiana-Purdue's
professor of Emeritus, Dr. Eugene Roberts,
Dr. John Lin and Dr. Lin Shan Jie from
National Central University in Taiwan. Our
products have improved over the last
two years and received positive feedback
from orthodontists in Taiwan and abroad.
The combined use of bone screw and
Damon can significantly reduce extraction
rates in borderline surgical cases. Cases
that traditionally require surgery can
achieve satisfactory results with the use of
orthodontic bone screws.

parents battling with young children's cavity. In view of this
common challenge for parents, Andersen regularly collaborates
with local kindergartens to administer supplemental fluoride.
Parents can also play a strong advocate for children's dental
health by helping children develop proper concepts and
practices of dental hygiene.

Implant Center ruture plan

In recent years Beethoven have seen a
growing number of adult patients seeking
treatment for missing teeth. This indicates
a stronger need for esthetic appearance for
adult patients. However, this brings a new
set of challenges for orthodontists because
the problems are far more complex than creating
ideal alignment. Patients often have periodontal problems, multiple missing
teeth and the reconstruction of prosthetics or implant placement. Hence,
Beethoven believes providing adult patients a comprehensive treatment is
our new goal.

Traditionally adult dental treatment can be summarized in two words,
periodontics and prosthetics. However, in the era of inter-disciplinary
treatment, orthodontics and implantology have become the new two
pillars in this treatment structure. Orthodontics can lay a solid foundation to
suppor future implant placement. Therefore, the establishment of the new
implant center is to provide a more comprehensive care to our patients in
our dental network.

The core value of the Beethoven group is education. The new implant
center will also integrate education into its routine operation. Through
Beethoven's courses we have established a coonmon platform to showcase
their clinical results in their practice. Dr. Chang believe the most effective
way of learning is through case presentation to the course participants.
The organization and delivery of the case report demands the presenter to
fully digest and internalize the lessons learned in the case. This continuous
teaching and learning enables us continuously improving our treatment
quality.

The new implant center will be open in the fall of 2011. Before that,
we have set up an Implant Forum to prepare ourselves. In 2010 & 2011,
we collaborated with University of Southern California to host a 6-month
certificate course for dentists interested in continuing education. We
hope doctors of similar ideas and passion can join our efforts in improving
treatment quality for patients.
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instructive and reference text for postdoctoral orthodontic students
clinical orthodontists. Definitely recommended reading!”

—Alex Jacobson, associate editor of AJODO
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