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Abstract 

Introduction: A 10y-9m-old female presented with chief complaints of bilateral maxillary impacted canines in the late mixed 
dentition stage. The premolars had begun to erupt.  

Diagnosis: There was moderate anterior crowding in the maxillary arch, and the maxillary canines were impacted. Crossbite of both 
maxillary lateral incisors was noted. The total Discrepancy Index (DI) for this malocclusion was 57, including an Impaction Specific 
Assessment System (iSAS) score of 19 points. 

Treatment: The anterior crossbite was corrected using a passive self-ligating appliance, supplemented with a bite turbo on the lower 
left lateral incisor. Open coil springs were placed to gain spaces for eruption of the impacted canines. 

Results: After 25 months of active treatment, the Cast-Radiograph Evaluation (CRE) score was 13. Superimposition of the cephalometric 
tracings showed that the SNA, SNB, and ANB angles increased 8°, 3°, and 5° respectively, which resulted in a more harmonious facial 
pattern. Besides, U1-SN and L1-MP both increased from retroclined to more ideal angles. The 1-year follow-up photographs revealed that 
both facial esthetics and occlusion were stable. 

Conclusions: In mixed dentition, clinical signs of delayed or ectopic eruption should be confirmed by panoramic and cephalometric 
films first. For upper canine impactions to erupt spontaneously, angle of inclination and initial height of the impaction are critical. 
Preserving Leeway space can help relieve crowding. Lastly, different bracket selections depending on factors such as displaced 
position of impacted canines, non-/extraction of the adjacent teeth, and initial inclination of anterior segment are efficient for 
achieving desirable outcomes. (J Digital Orthod 2022;68:46-63) 
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Introduction 

The dental nomenclature for this report is a modified 
Palmer notation. Upper (U) and lower (L) arches, as 
well as the right (R) and left (L) sides, define four oral 
quadrants: UR, UL, LR, and LL. Deciduous teeth are 
marked A-E from the midline in each quadrant, e.g., 
an upper right primary canine is URC. Permanent 
teeth are numbered 1-8 from the midline in each 
quadrant, e.g., a lower left canine is LL3. 

The prevalence of impacted maxillary canines (I-
U3s) by most studies are two-thirds palatal.1 In 1995, 
an international sample of I-U3s reported by Peck 
and Peck2 showed that 73.4% of I-U3s encroached 
on first premolar. Corresponding data for other 
teeth was 20.5% lateral incisor, 4.1% first molar, and 
2% central incisor. Furthermore, there is a 3% 
prevalence of transposition with the adjacent lateral 
incisor. The dental esthetics and functions in 
patients with an impacted canine(s) could be 
negatively influenced by its long and complex 
treatment.3-6 Therefore, the ameliorated treatment 
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◼Fig. 1: Pre-treatment facial and intraoral photographs ◼Fig. 3: Posttreatment facial and intraoral photographs

◼Fig. 2: Pre-treatment study models ◼Fig. 4: Posttreatment study models

for a transposed canine cannot be overemphasized. 
In this case, bilateral impacted maxillary canines 
were present in a 10-year-9-month-old female, 
which was the chief complaint. 

History and Etiology 

A 10-year-9-month-old female presented with a 
moderately crowded dentition (Figs. 1 and 2). An 
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intraoral examination revealed recently erupted 
right and left maxillary first premolars, but the 
maxillary right second primary molar was retained. 
The anterior dentition was moderately crowded, 
both maxillary lateral incisors were in crossbite, and 
the maxillary canines were unerupted. Since there 
were no obvious anomalies and pathology which 
could be observed in the panoramic and peri-
apical films of the maxillary arch, the assumed 
etiology for the impactions was crowding and 
abnormal paths of eruption. 

There was no evidence of contributing oral habits 
or temporomandibular dysfunction. Good 
alignment was achieved after 27 months of active 
treatment, as shown in Figs. 3, 4, 6, and 7.

Diagnosis 

Facial: 

• Facial Height: Normal (54%) with tapered 

facial form

• Protrusion: Relatively protrusive lips (upper: 

1.5mm to the E-line; lower: 2mm to the E-line)

• Incisal Exposure: Within normal limits (WNL) 

when smiling 

Skeletal: 

• Intermaxillary Relationship: Retrusive maxilla 

(SNA, 74°) and mandible (SNB, 73°), as well as 
skeletal Class I (ANB, 1°)

• Mandibular Plane: High mandibular plane 

angle (SN-MP, 49.5°; FMA, 42.5°)

Dental: 

• Incisal Inclination: Retrusive upper incisor (U1-

SN, 97°) and lower incisor (L1-MP, 78.5°)

• Classification: End-on Class II molar relationship 

on both sides

• Unerupted: UR3, UR5, UR7, UL3, UL7, LR7, 
and LL7

The total Discrepancy Index (DI) for this 
malocclusion was 57, including an Impaction 
Specific Assessment System (iSAS) score of 19 
points, as shown in the subsequent Worksheets 1 
and 2.

Treatment Objectives 

The treatment objectives were to: 

1. Induce bilateral impacted maxillary canines to erupt.

2. Correct the retroclined upper and lower incisors 
and asymmetrical dental arches.

3. Resolve the crowded dentition. 

4. Reduce high mandibular plane angle.

Maxilla (all three planes):

• Incisal Exposure: WNL when smiling

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

• Vertical: Allow for normal expression of growth.

• Transverse: Maintain.
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◼Fig. 5: 
Pre-treatment cephalometric and panoramic radiographs 
document the original dentofacial morphology.

◼Fig. 6: 
Posttreatment cephalometric and panoramic radiographs reveal 
the dentofacial morphology immediately after fixed appliances 
were removed.

◼Fig. 7: 
Pre- (black) and posttreatment (red) cephalometric tracings are superimposed on the anterior cranial base (left), the maxilla (upper right), 
and the stable internal structures of the mandible (lower right). See text for details.
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CEPHALOMETRIC SUMMARY

PRE-TX POST-TX DIFF.

SKELETAL ANALYSIS
SNA˚ (82˚) 74˚ 82˚ 8˚

SNB˚ (80˚) 73˚ 76˚ 3˚

ANB˚ (2˚) 1˚ 6˚ 5˚

SN-MP˚ (32˚) 49.5˚ 48.5˚ 1˚

FMA˚ (27˚) 42.5˚ 41.5˚ 1˚

DENTAL ANALYSIS
U1 TO NA mm (4mm) 6 1.5 4.5

U1 TO SN˚ (104˚) 97˚ 101˚ 4˚

L1 TO NB mm (4mm) 5 8.5 3.5

L1 TO MP˚ (90˚) 78.5˚ 89˚ 10.5˚

FACIAL ANALYSIS
E-LINE UL (-1mm) 1.5 1 0.5

E-LINE LL (0mm) 2 2 0

%FH: Na-ANS-Gn (56%) 54% 53.5% 0.5%

Convexity: G-Sn-Pg (13˚) 6.1˚ 9.2˚ 3.1˚

Mandible (all three planes):

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

• Vertical: Allow for normal expression of growth.

• Transverse: Maintain.

Maxillary Dentition:

• A-P: Protrude incisors to correct U1-SN.

• Vertical: Maintain.

• Inter-Molar/Inter-Canine Width: Expand as 

needed to relieve crowding.

Mandibular Dentition:

• A-P: Protrude incisors to correct L1-MP angle.

• Vertical: Maintain.

• Inter-Molar/Inter-Canine Width: Expand as 

needed to relieve crowding.

Facial Esthetics: 

• Maintain.

Treatment Alternatives 

The ideal objectives for a full fixed-appliance 
treatment would be to resolve the malocclusion 
and align the impacted cuspids. Judging from the 
profile, bilateral impacted maxillary canines, 
retroclined upper and lower incisors (U1-SN, 97˚; 
L1-MP, 78.5˚), crowded anterior dentition, and high 
mandibular plane angle (SN-MP, 49.5˚; FMA, 42.5˚) 
are all essential points to note when considering 
alternative treatments. Possible treatment options 
are listed below (Fig. 8):

Option 1: U4s Extraction 

Relieve the crowding by extracting UR4 and UL4. 
For this treatment option, instead of extracting 
only the UR4, removing both maxillary first 
premolars could prevent the midline from 
deviating. However, since this was a case with only 
moderate crowding, bilateral first premolar 
extractions would provide too much space, which 
could aggravate the retrusive upper incisors, 
causing excessive retraction of the anterior teeth 
and a dished-in profile.

◼Table 1: Cephalometric Summary
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Option 2: Rapid Maxillary Expansion (RME) 
Device (Non-extraction) 

Relieve crowding by expanding the arches with a 
rapid maxillary expansion (RME) device. The main 
objective would be to enhance forward 
displacement of the maxilla by sutural growth. 
Based on previous studies,7 in the ‘’infantile’’ stage 
(8 to 10 years of age), the midpalatal suture is broad 
and smooth; in the ‘’juvenile’’ stage (10 to 13 years), 
the suture becomes more squamous and 
overlapping; in adolescence, the suture becomes 
more heavily interdigitated. Since the patient was 
between the infantile and juvenile stages, the 
effect on the advancing maxilla was uncertain.

Option3: Open Coil Springs (Non-extraction) 

Relieve the crowding by expanding the arches using 
passive self-ligating appliances supplemented with 
open coil springs.

The objective for this non-extraction option is to 
use passive self-ligating appliances combined with 
open coil springs to preserve teeth and enhance 
facial profile. For this moderately crowded 
dentition, Option 3 is the best choice. Furthermore, 
maxillary expansion induces incisal flaring to 
correct the retrusive anterior teeth.

Since the UR3 was a high-position, labially 
impacted canine, surgical intervention was also 
considered. The UR3 could be exposed by a VISTA 
procedure. Then a button could be bonded on the 
labial surface, and a chain of elastics could apply 
distal and occlusal traction to the UR3, via a 3D 
lever arm inserted into the hole on an 
infrazygomatic crest (IZC) bone screw. However, 
the patient’s parents preferred non-surgical 

◼Fig. 8: 
Diagram showing the configuration of different treatment plans 
of tooth extraction, RME (rapid maxillary expansion), and open 
coil springs respectively
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treatment. Thus, after discussing the advantages 
and disadvantages of each option with the 
patient’s parents, a non-extraction treatment with 
open coil springs (Option 3) was chosen.

Treatment Progress 

The treatment can be roughly divided into two 
phases: the first is to induce eruption of the 
impacted canines as well as to correct the UR2 and 
UL2 crossbite, and the second is to complete the 
final alignment. The progress of intraoral 
photographs is documented in Figs. 9-13.

A self-ligating fixed appliance (Damon Q®, Ormco 
Corporation, Brea, CA) was bonded on all maxillary 
permanent teeth except for UL3, which was left 
unbonded to erupt naturally (Fig. 11). A 0.014-in 
CuNiTi archwire was engaged. Two open coil 
springs were inserted between UR2 and UR4, as 
well as between UL2 and UL4, respectively to 
create space for the impacted maxillary canines 
(Figs. 10 and 11). On the same visit, a lingual bite 
turbo was placed on LL2 in order to correct the 
UL2 crossbite (Fig. 13).

One month later, a self-ligating fixed appliance 
(Damon Q®, Ormco Corporation, Brea, CA) was 
bonded on all mandibular permanent teeth except 
for LR5, and a 0.014-in CuNiTi archwire was 
engaged. An open coil spring was inserted 
between LR4 and LR6 (Fig.10).

By the 3rd month, crowding around both UR3 and 
UL3 was relieved, so the upper archwire was 
changed to 0.018 CuNiTi. By the 4th month, the 
LR5 had erupted enough so a bracket was 

bonded and the archwire was engaged. In the 7th 
month, the lower archwire was changed to 
0.014x0.025 CuNiTi. In the 11th month, the upper 
archwire was changed to 0.014x0.025 CuNiTi. In 
the 13th month, an elastic (Parrot 5/16-in, 2oz, 
Ormco) was applied from UR2 through LR4 to LR6 
in order to close the space between UR2 and UR3. 
In the 15th month, inter-proximal reduction (IPR) 
was performed on the mesial sides of UR1 and 
UL1 in order to correct the black triangle, and a 4-
loop power chain was applied from UR2 to UL2 to 
close the space. In the 19th month, the upper 
archwire was changed to 0.017x0.025 TMA, and a 
5-loop power chain was applied between UR2 
and UR6 in order to close the space between UR2 
and UR3. The lower archwire was changed to 
0.016 CuNiTi at the same appointment.

In the 20th month, the lower archwire was 
changed to 0.014x0.025 CuNiTi, and then to 
0.017x0.025 TMA in the 22nd month. Class III 
elastics (Fox 1/4-in, 3.5oz, Ormco) were applied 
bilaterally from U6s to L3s to close the open 
contacts. In the 23rd month, an elastic (Kangaroo 
3/16-in, 4.5oz) was applied from UR4 to the 
lingual button of LR5, and another one was 
applied from UR3 to the lingual button of LR4. In 
the 24th month, all elastics (Kangaroo 3/16-in, 
4.5oz) were removed, and IPR was performed on 
UR1, UL1, LR1, and LL1 to correct the midline. In 
the 25th month, an elastic (Squirrel 1/8-in, 3.5oz) 
was applied from UR4 to the LR5 lingual button, 
and another from UR3 to the LR4 lingual button. 
After 25 months of active treatment, all 
appliances were removed. 
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◼Fig. 9: Frontal view of treatment sequence shown in months (M): 0M, 2M, 6M, 11M, 13M, 17M and 25M.

◼Fig. 10: Right view of treatment sequence shown in months (M). Note: the eruption procedure of the impacted maxillary right canine.

◼Fig. 11: Left view of  treatment sequence. Note: the eruption procedure of the impacted maxillary left canine.
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◼Fig. 12: 
Upper arch progress. Note: Two open coil springs were applied between UR2 and UR4, and between UL2 and UL4, to create space for the 
impacted maxillary canines.

◼Fig. 13: Lower arch progress. Note: A bite turbo was bonded on the lingual surface of LL2 to correct the crossbite of UL2.

Treatment Results 

Cephalometric superimpositions (Fig. 7) and analysis 
(Table 1) document improved intermaxillary 
relationship as well as inclinations of the upper and 
lower incisors. 

The treatment results for this patient were excellent. 
Facial esthetics, dental alignment, and intermaxillary 
occlusion were significantly improved (Figs. 3 and 4). 
The posttreatment panoramic radiograph (Fig. 6) 
documented acceptable root parallelism, except for 
UR4 and LR5, which is reflected in the Cast-
Radiograph Evaluation (CRE) score (Worksheet 3). 
Bilateral canines erupted spontaneously without 
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◼Table 2: 
The Archwire Sequence Chart shows all the mechanics of treatment. Principal archwires are shown for the maxillary and mandibular arches 
in blue and green respectively.

any surgical exposure. Superimposed cephalometric 
tracings (Fig. 7) document that the axial inclination 
of the upper incisors (U1-SN) increased 4° after 
treatment (97° to 101°), and the axial inclination of 
the lower incisors (L1-MP) increased 10.5° (78.5° to 
89°). The American Board of Orthodonticts (ABO) 
CRE score was 13 points, as shown in the 
s u p p l e m e n t a r y Wo r k s h e e t 3 . The major 
discrepancies in the final alignment were rotation, 
marginal ridge discrepancies, and buccal lingual 
inclination of the posterior teeth. The Pink and White 
esthetic score was 3 points, as shown in the 
supplementary Worksheet 4. The patient was very 
satisfied with the results.

Discussion 

1. Labially Impacted Maxillary Canine 

Maxillary canines are commonly impacted teeth 
with an incidence of 2%, second only to the third 
molars.7 It is twice as common in females as it is in 
males, and the prevalence of a labial or palatal 
impaction is one-third and two-thirds respectively.  
A useful tool to evaluate the severity and path of 
eruption of impacted canines is radiography; 
however, its reliability differs among different age 
groups. In children aged 10 years or younger, 
attempting to determine the path of eruption 
radiographically generally has little effect due to the 
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large variations in the position of and changes in 
tooth germ in the path. However, in children aged 
11 years or older, clinical signs of delayed or ectopic 
eruption can be confirmed by the radiographs.8,9 In 
this case, since the patient was 10y-09m, the labial 
impacted inclination of UR3 could be diagnosed 
by the panoramic film and the cephalometric 
radiograph.9-12

Labially impacted maxillary canines result either 
from ectopic migration of the canine crown over 
the root of the lateral incisor or from shifting of the 
maxillary dental midline, causing insufficient space 
for the canine to erupt.13 Olive14 suggested that  
spontaneous eruption of an impacted canine may 
be feasible by creating space for the canine crown 
with routine orthodontic mechanics. Bishara15 
claimed that without surgical intervention, labially 
impacted canines still have a chance to erupt 
spontaneously. In this case, bilateral labially impacted 
canines erupted without surgical intervention.

Warford et al.16 suggested that compared to 
patients without canine impactions, those with 
canine impactions generally need longer 
treatment time because of increased tooth 
displacement relative to the occlusal plane. 
Smith‘s17 study showed that the mean value of the 
maxillary canine eruption rates from alveolar bone 
to oral cavity was 0.08mm per week. Generally, a 
permanent tooth may take 2-4 years to move 
through the alveolar bone into the occlusion, at 
which point the root would be two-thirds 
complete. Nonetheless, the rate of movement can 
be rapid once permanent teeth erupt.

It has been reported that labial impaction of 
maxillary permanent canine is most frequently 
associated with crowding, which is consistent with 
a lack of space diagnosed in 60-90% of patients 
with maxillary impacted canines.18 After removal of 
the primary canine and expansion of the dental 
arch, about 42% of maxillary impacted canines 
erupted spontaneously within a one-year period, 
which shows that space is critical to tooth 
eruption. Besides, two factors which affect self-
eruption are the critical angle (20°) of inclination 
(Fig. 14) and the initial height of the impacted 
tooth. If the angle is less than 20°, spontaneous 
eruption is more possible. Meanwhile, if the initial 
vertical position is higher, a favorable inclination 
can be anticipated.

2. Leeway Space vs. E Space 

The Leeway space is the difference between the 
combined mesiodistal (m-d) diameter of the 
primary canine plus the first and second molars 
and the combined m-d diameter of their 
corresponding permanent successors.19 Another 
approach is E space, which only subtracts m-d 
diameter of the second premolar from that of the 
deciduous second molar. However, many 
orthodontists use E space instead of the Leeway 
space, because it is easier to measure and because 
they believe that the two measurements are 
similar. Fernandes et al.20 found that the E space 
predicts a larger space than the Leeway space, and 
the difference is about 1mm. Thus, clinicians should 
be careful not to overestimate the space available.

For the UR3 in this case, the pre-treatment 
panoramic and the cephalometric radiographs 
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show that the angle of inclination was 21°, and the 
crown was superior to the cementoenamel 
junction (CEJ). Therefore, the inclination of the 
high-position, impacted UR3 was confirmed. 
However, since the upper right primary second 
molar was retained, it provided the E space for the 
impacted UR3. Therefore, the impacted UR3 could 
be corrected merely by means of self-ligating fixed 
appliances with open coil springs. 

3. Bracket Selection 

There are two kinds of maxillary canine 
displacements: palatal or labial impactions. If a 
maxillary canine is palatally displaced, it can be 
moved into the arch by a lateral force, and the 
crown becomes labially tipped. Thus, a low-torque 
bracket is needed to upright the canine as it is 
moving into the arch. On the contrary, if a maxillary 
canine is labially displaced, moving it into the arch 
causes its crown to tip palatally. In this case, a high-
torque bracket should be considered.21 Leveling 
and aligning of a crowded dentition without 

extraction usually leads to incisal flaring, and the 
use of open coil springs in the maxilla to regain 
space for impacted canines may worsen the 
situation.14 Fortunately, the upper incisors were 
retroclined and could benefit from the flaring side 
effects of the non-extraction protocol with open 
coil springs.

As discussed above, low torque brackets were 
chosen for the anterior segment of the upper arch.

Conclusions 

Clinical signs of delayed or ectopic eruption should 
b e c o n fi r m e d b y p a n o r a m i c fi l m s a n d 
cephalometric radiographs. The critical angle of 
inclination and the initial height of the impacted 
canines are both crucial for spontaneous eruption. 
Preserving the Leeway space or E space can help 
relieve crowding. In addition, bracket selection 
depends on the displaced position of impacted 
canines, extraction of an adjacent tooth, and the 
initial inclination of the anterior segment.
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Total iDI Score

 1. Angulation of the impaction to the midline in degrees Total =

Grade 1: 0° ~ 15° = 1 pt.                                          
Grade 2: 16˚ ~ 29˚ = 2 pts.                                        
Grade 3: ≥30° = 3 pts.

19

2+1=3

 2. Vertical distance from the occlusal plane

Grade 1: Below the level of the CEJ = 1 pt. 
Grade 2: Above the CEJ, but less than halfway up the root = 2 pts. 
Grade 3: More than halfway up the root, but less than the full root length = 3 pts. 
Grade 4: Above the full length of the root = 4 pts.

 3. Mesiodistal position of the impaction tip

Grade 1: No horizontal overlap = 1 pt. 
Grade 2: Less than half the root width = 2 pts.                                                                        
Grade 3: More than half, but less than the whole root width = 3 pts.                             
Grade 4: Complete overlap of root width or more = 4 pts.

Total = 3+2=5

Total = 2+1=3

impaction Discrepancy Index (iDI) Worksheet
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 4. Anterior-posterior position of the impaction root apex

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

Total = 1+1=2

 5. Root resorption of the adjacent tooth apex

Normal apical contour = 0 pt. 
Apical irregularity, same length as pre-treatment = 1 pt. 
Apical root resorption of less than 2mm = 2 pts. 
Apical root resorption more than 2mm, less than one third original root length = 3 pts. Apical 
root resorption more than one third original root length = 4 pts.

Total = 0+0=0

 6. Age relative to the completion of root formation apex
< 9 y/o (Before central incisor root completed) = 0 pt. 
9~11 y/o (Before lateral incisor root completed) = 1 pt.                                                   
12~13 y/o (Before 1st premolar root completed) = 2 pts.                                                             
> 13 y/o (canine root completed) = 3 pts.

Total = 1+1=2

 7. Labial or palatal position of the impaction apex Total = 2+2=4
Palatal impaction = 1 pt.                                                       
Labial impaction = 2 pts.

JDO 68 CASE REPORT
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Discrepancy Index Worksheet

TOTAL D.I. SCORE 
OVREJET 
0 mm. (edge-to-edge) = 
1 - 3 mm.  = 0 pts. 
3.1 - 5 mm.  = 2 pts. 
5.1 - 7 mm.  = 3 pts. 
7.1 - 9 mm.  = 4 pts. 
> 9 mm.  = 5 pts. 

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

 Total  = 

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

 Total  = 

ANTERIOR OPEN BITE 
0 mm. (Edge-to-edge), 1 pt. per tooth 
Then 1 pt. per additional full mm. Per tooth 

 Total  = 

LATERAL OPEN BITE 

2 pts. per mm. Per tooth 

 Total  = 

CROWDING (only one arch) 
1 - 3 mm.  = 1 pt. 
3.1 - 5 mm.  = 2 pts. 
5.1 - 7 mm.  = 4 pts. 
> 7 mm.  = 7 pts. 

 Total  = 

OCCLUSION 
Class I to end on = 0 pts. 
End on Class II or III = 2 pts. per side             pts. 
Full Class II or III = 4 pts. per side             pts. 
Beyond Class II or III = 1 pt.  per mm.             pts. 

 Total  =
additional

LINGUAL POSTERIOR X-BITE 

1 pt. per tooth  Total  =  

BUCCAL POSTERIOR X-BITE 

2 pts. per tooth  Total  = 

CEPHALOMETRICS       (See Instructions) 

ANB ≥ 6˚ or ≤ -2˚   = 4 pts. 

    Each degree < -2˚             x 1 pt. =                  

    Each degree > 6˚              x 1 pt. =                  

SN-MP 

      ≥ 38˚    = 2 pts. 

    Each degree > 38˚             x 2 pts. =                  

      ≤ 26˚    = 1 pt. 

    Each degree < 26˚             x 1 pt. =                  

L1 to MP ≥ 99˚    = 1 pt. 

    Each degree > 99˚              x 1 pt. =                  

   Total  = 

OTHER     (See Instructions) 

Supernumerary teeth   x 1 pt. =   
Ankylosis of perm. Teeth   x 2 pts. =   
Anomalous morphology   x 2 pts. =   
Impaction (except 3rd molars)    x 2 pts. =   

Midline discrepancy (≥ 3mm)  @ 2 pts. =   

Missing teeth (except 3rd molars)   x 1 pt. =   
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  =

0

0

0

0

0

26

2

2

4

4

23

57

iDI = 19

2

12 24
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Cast-Radiograph Evaluation

Total Score:

 

 

1

1

 

 

Alignment/Rotations

Marginal Ridges

Buccolingual Inclination

Overjet

Occlusal Contacts

Occlusal Relationships

Interproximal Contacts

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. 

Total Score:

Case # Patient 
 

 

 

 

1

1

 

 

����� Alignment/Rotations

      Marginal Ridges

 Buccolingual Inclination

Overjet

Occlusal Contacts

Occlusal Relationships

Interproximal Contacts

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.

IBOI Cast-Radiograph Evaluation

Root Angulation

Lingual Surface
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0

IBOI Pink & White Esthetic Score

Total Score = 
1. Pink Esthetic Score

2. White Esthetic Score (for Micro-esthetic)

Total =

Total = 

4

1 2

3

5

1

2

34 6

12 3
4

5
6

3
1

2

1. M & D Papillae 0 1 2

2. Keratinized Gingiva 0 1 2

3. Curvature of Gingival Margin 0 1 2

4. Level of Gingival Margin 0 1 2

5. Root Convexity ( Torque ) 0 1 2

6. Scar Formation 0 1 2

1. M & D Papillae 0 1 2

2. Keratinized Gingiva 0 1 2

3. Curvature of Gingival Margin 0 1 2

4. Level of Gingival Margin 0 1 2

5. Root Convexity (Torque) 0 1 2

6. Scar Formation 0 1 2

1. Midline 0 1 2

2. Incisor Curve 0 1 2

3. Axial Inclination (5˚, 8˚, 10˚) 0 1 2

4. Contact Area (50%, 40%, 30%) 0 1 2

5. Tooth Proportion 0 1 2

6. Tooth to Tooth Proportion 0 1 2

1. Midline 0 1 2

2. Incisor Curve 0 1 2

3. Axial Inclination (5˚, 8˚, 10˚) 0 1 2

4. Contact Area (50%, 40%, 30%) 0 1 2

5. Tooth Proportion 0 1 2

6. Tooth to Tooth Proportion 0 1 2
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샕 Click "Store." 샖 "Sign in" with your Apple ID. 샗  "Create Apple ID" i f  
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샙 Click the book’s icon. 샚 Check the price and

If you are interested in our paid video or medical 
products, contact inewton.dental@gmail.com
for more information.

e-Books
Beethoven Orthodontic and Implant Group has been publishing the International 
Journal of Orthodontics and Implantology since 2007. This Journal features 
excellently finished case reports evaluated by objective grading systems. 
The Orthodontics and Implant Dentistry eBook series is a special selection 
of exciting cases with interactive functions and multimedia resource. Once 
opening this book, your understanding of dentistry will never be the same!

Beethoven Dental Encyclopedia
e-Books collection

This book requires iBooks 3.0 
or later and iOS 5.0 or later.

BUY BOOK

Learn it your favorite way!

The World’s Best e-Textbook

 Step-by-step Instructions

Best of all
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Netherlands, New Zealand, Nicaragua, Norway, Panama, Paraguay, Peru, Poland, Portugal, Romania, 
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Now available in iBooks Store in 51 countries:

샛 Once downloaded, click the book’s
click "BUY BOOK." icon to launch the e-book and enjoy. 
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Clinical Education

Beethoven Clinical Education 主要針對修習過 Damon Master Program、㪔想要繼續獲取更進階臨床與學術訓練的醫師所專門設
計的課程。此訓練課程除了新增學術文章寫作與演講的訓練，也加入了骨釘與VISTA 術式等操作課程，醫師不僅可以就近學習
張慧男醫師的技術與經驗，亦同時培養醫師期刊寫作的能力與高效簡報的技巧。 

修習完 Damon Master Program 與本課程，㪔完成兩篇案例報告文章後，ܨ可取得赴德國碩士班進修資格證書。此系列課程能
讓醫師在進入德國碩士班之前，做好最充分的準備。

新竹市建中一路 25 號 2 樓 (金牛頓藝術科技) 03-5735676#217 Chester Yu yuebucy@newtonsa.com.tw

Dr. Chris Chang

時間：週四全天（9 am - 5 pm）

Medical Writing Training-1

Medical writing skills are crucial for clinicians, educators 
and researchers. This training contains academic medical 
writing on case reports. Participants will have a chance to 
publish articles for journals like Journal of Digital 
Orthodontics (JDO). 

Medical Writing Training-2

Presentation Workshop
The presentation workshop designed to help participants 
utilize the most frequently used presentation tools in 
Keynote to manage patient clinical records and create 
simple but effective patient communication presentation. 

ABO Writing Training

VISTA Hands-on Workshop
The VISTA (vertical incision subperiosteal tunnel access) 
surgical techniques for impacted cuspids will discuss the 
following topics: 
1. VISTA with screw placement 
2. VISTA with connective tissue graft 
3. Suture technique 

TADs & Surgeries Hands-on Workshop  
The workshop covers bonding on a typodont, TAD 
placement, and 4 minor surgeries for orthodontic practice.

VISTA & 4 other Minor Surgeries for Orthodontic Practice
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