52.3 
First bicuspid extraction upper and lower, retract the incisors a maximum amount (4-5mm), skeletal and dental closed bite. Upper lingual corticotomy plus mini implants for intrusion.

a)
Upper intrusion/retract with zygoma plates, moderate-maximum anchorage lower  (section 4)

b)
Upper piriform intrusion + lower intrusion  as needed.  Moderate-Maximum anchorage  (section 3)

Doctor Reasoning: The Class II dental is mild to moderate since the lower incisor must be retracted 4-5mm, leaving only maximum upper anchorage to correct the class II. Extraction is necessary due to crowding, to correct the class II, and protrusion. Skeletal anchorage will be needed to predictably stabilize the upper and lower molars and to overcome skeletal resistance to incisor retraction, plus control the vertical.  Upper intrusion is limited by the resting upper lip to incisal edge position (stomion to incision). If this is not enough to correct the predicted deep bite, then lower intrusion is also added.  

Additional photo records:  Document the upper resting lip to the incisal edge of the upper incisor (normal 1-2mm) AND the lower resting lip to the lower incisor incisal edge. This is needed for the diagnosis of incisor intrusion. If the lips are open at rest, add a lateral ceph with the lips at rest (and one with the lips closed)
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Growth records: (up to age 13 girls, 15 boys).When growth is being considered in the overall diagnosis.  

       
1) Measure height (stature) of the patient

        
2)  document shoe size


3)  document any changes in voice, hair growth, breast development, menstrual period, 

            4) document (if possible with photo) the chin and profile of older brother or sister (same gender is most important) and parents, even grandparents, to see any family characteristics that might give you an idea of small vs. large horizontal growth vector 


5) wrist x-ray to better identify stage 2-3-4. Age 10-13 girls, 12-15 boys

   6)  profile with high smile: showing inclination of the upper incisor to the face. Need for upper incisor torquing. 

Consultation key points: 
      *  Confirm chief complaint (reason why patient wants to pay for this treatment), and what you told the patient at the first consultation (yellow patient expectations tab). There should be a complaint of crowding that would lead to protrusion when straightened, existing protrusion and excess overjet. 


Straight teeth, place the teeth in their face to be in balance with a beautiful smile, they will look wonderful, let's whiten them afterwards. Simple


I have planned to move your upper front teeth back (reference study model), and also move back the lower teeth. There will be a noticeable difference in where your smile is positioned. Answering chief complaint. 


To make space to move your upper front teeth back, we need to make some space by removing 2 teeth, one on each side. Same with the lower. The spaces will be fully closed and you will not be able to see that there are any missing teeth since each side has 2 bicuspids and we will be removing one, leaving the other. This is an accepted approach in the field of orthodontics, done all the time for this purpose.


Show dental vto of alignment only, and any others you may have considered for non-extraction and extraction. Indicate which one is your treatment decision and get agreement from the patient that this also looks good to them. Show dental vto's representing different treatment approaches that you rejected (show you did a lot of work and did not make this decision without first considering non-extraction and you used the latest in technology). 
*    Dentofacial orthodontics:  The best appearance is with the front teeth moved back further than with traditional orthodontics. This is called dentofacial orthodontics, and special techniques are needed to manage the same spaces made for the orthodontic treatment where 4 teeth are removed. In your case this method also includes raising your smile to the best location. The time of treatment may also be slightly longer, maybe an extra 6 months.  The fee is also slightly higher for this service. 


Anterior skeletal anchorage:  while we straighten your teeth, I have planned the placement of  bone plates to allow us to pull your front teeth up (and lower teeth down). This will give us the clearance to make a beautiful relationship of the front teeth.   This procedure will involve a minor surgery with local anesthetic, the feeling to you will be similar to tooth extraction. These are temporary and will be removed when your brackets are removed.  There is an additional cost for this service of ____ (or include in total fee or refer?)


posterior skeletal anchorage: After your teeth are straight, we will then be placing  bone plates in the back of your mouth to support the forces to pull back your upper teeth. All bone plates are temporary, being removed at the end when your brackets are removed. There is an additional cost for this service of ____ (or include in total fee or refer?)


Full Appliance (braces, brackets) made just for you, a special bracket for each tooth, improving quality, speeding treatment, increasing quality and reducing number of visits. You will be coming for visits every 4-10 weeks depending on the stage of treatment you are in. 


Price and time until they will get this great look (24-30 months depending on severity of rotations, set finances at low end of estimate).  I expect your teeth to move a little slower than other patients since you have a 'tight bite'. What is included in the price and what is not. 

       * included: first retainers, x-rays during ortho, final records

       * not included: final records, skeletal anchorage, extractions


Contract and signed consent: in patient report, which you may want to give a copy to the patient. 

VTO labeling: 

Start vto: alignment only. Overjet is consistent with the dental class II posterior. 

Class II elastic vto: non-extraction with class II elastics to correct occlusion to class I

    36/46 mesial points were moved forward the amount of the class II

    16/26 mesial points were moved back slightly since upper 6s were rotated mesial-palatal.  

Distalization vto: distalize the upper arch the amount of the class II

    16/26 mesial points were moved back the mount of the class II

Moderate anchorage vto: extraction of 4s upper and lower, lower moderate anchorage.  

    Mesial points of lower 4s were moved back ½ a bicuspid width. 

    Mesial points of the upper 4s were moved back ½ bicuspid width PLUS the amount of the class II (more upper molar anchorage). 

Maximum anchorage vto: extraction of upper 4s upper and lower. Moderate-maximum lower anchorage, maximum upper anchorage.

    Mesial points of the lower 4s were moved back ¾ the bicuspid width

    Mesial points of the upper 4s are moved back ¾ the bicuspid width PLUS the amount of class II. 

Combined vto: skeletal anchorage intrusion plus upper extraction maximum anchorage

    Made a copy of the start ceph, labeling it combined vto. Intrude the upper incisor according to the resting lip relationships of the incisal edges. If not enough intrusion is obtained by upper incisor intrusion to correct the deep bite, then also intrude the lower incisor. Now click vto button and reference to the maximum anchorage model measuring. 

Non-ext vto: 

     GROWTH factored into the start ceph.  For all patients that will pass through CVM stage 3 during treatment.  Do NOT apply to patients in CVM stage 4 or 5. 

     Make a copy of the start lateral ceph, move the mandible forward 2mm in girls and 4mm in boys to represent the differential (horizontal only) growth of the mandible vs. the maxilla. This is expected to be an under-estimation of growth. More growth will make the case easier. 

[image: image4.wmf]  [paste the actual growth adjusted ceph here]
Treatment decision vto is labeled: combined vto (referenced to maximum anchorage model measuring)

[paste screenshot of the treatment decision model measuring and dental vto here]

______________________________________________________________________________

a) Upper anterior intrusion/retraction with zygomatic bone plate, Lower moderate-Maximum anchorage 

__________________________________________________________________________

b) Lower intrusion plus upper piriform intrusion.  Moderate-Maximum anchorage

incisor torque: 

Li upper to maintain an esthetic and mechanically sound inclination. This inclination is the Roth ideal inclination.

SLa lower is used for the lower intrusion to prevent excess lower incisor tipping, the advancing limit providing a limit to tipping.  Then the lower incisor brackets are changed to (SLi, Li, or Roth…see below)

SLi lower since the 19x25 retraction limit is at the predicted final tooth position and inclination, enabling intra-arch mechanics, non-cooperative treatment plan, and preventing bite opening and occlusal plane cant from the use of class II elastics

Li lower since the 19x25 retraction limit is at the predicted final tooth position and inclination, enabling intra-arch mechanics, non-cooperative treatment plan, and preventing bite opening and occlusal plane cant from the use of class II elastics. 

Roth lower since the 19x25 retraction limit is at the predicted final tooth position and inclination, enabling intra-arch mechanics, non-cooperative treatment plan, and preventing bite opening and occlusal plane cant from the use of class II elastics. 

[place screenshots of the range of bracket torque  template on treatment decision dental vto for upper + lower incisors here]

Skeletal resistance: Reference RBT templates to the occlusal plane and the INCISAL EDGE of the final predicted position, checking the retraction limit to the cortical bone. 

    There is moderate skeletal resistance predicted (apex still in medullary bone, 4-5mm of palatal cortical plate in need of remodeling), so 150 grams force will be applied in the upper arch, supported by skeletal anchorage. 
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 [paste screenshots of the range of bracket torque template on treatment decision dental vto, representing skeletal resistance upper and lower]

Anchorage: By controlling the incisor position with the retraction limit, a non-cooperative, intra-arch mechanics type plan can be designed.  By applying step 3 force with the PDS nitie closed coils using the activation ruler, the anterior segment will remain at the retraction limit location, 210 grams of step 3 activation of PDS nitie closed coils resisting lingual cortical bone remodeling. 

      AFTER intrusion and suspension, the anterior segment will be retracted with nitie closed coils, step 2 upper for bone remodeling. 

cuspid torque: Li/Li Lingual root torque to keep the cuspids upright during extraction mechanics.  

molar buccal tubes: 

16/26R2tipD.  (add sheath to 6 bands if 7s not available). 
16/26Pig.  CVM stage 3 growing patients to add headgear nights. Seat the mesial of the band 1mm more gingival to give a TipD effect. 
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          17/27R (if available), for maximum anchorage

36/46UP. Up helps correct the deep bite as the crown is uprighted buccal. Plus tipback is 5 degrees for the needed lower arch molar anchorage. 

     Band lower 7s to level the curve of spee and correct deep bite. 

     Pe (partial erupted) brackets to be bonded to the mesial cusp only of lower 7s
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     Evaluate for bonding of upper 7s at the start of finishing IF alignment needed 

 archwires:[indicate size and shape] 

          To maintain the arch shape and size.  

[archwires on model measuring: make copy of model measuring, turn off vectors and points, move archwires to correct position when engaged in bracket, make screenshot and paste here]

rotations: were selected after editing model measuring so m-d red lines represent the rotation of each tooth, and then comparing with the selected archwire
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[paste screenshot for model measuring with vectors and archwires turned on, showing what you looked at when making the rotation diagnosis 5-5]. 
positioning: 51% deep bite to level the curve of spee.

[Optional screenshot from picture tab of what you were looking at when making the positioning diagnosis]

Skeletal anchorage: Piriform Rim (or distal to cuspid for better line of force if bone permits. use Y plate with multiple screws if bone is less than 1mm thick) intrusion to clear the deep bite, within the limits of the upper resting lip.  IF not enough upper incisor intrusion is possible due to the resting upper lip, then add lower intrusion to clear the deep bite.  AFTER suspension, Retraction of the anterior teeth will be with nitie closed coils from 7-KH upper and 6-KH lower if 7s are available.  If not, then 6+TPA to KH.  
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** I customized for 16/26R2tipD, SLa lower 2-2, and SLi lower 2-2 if this torque was selected. 

Summary treatment plan

*** SLa brackets are used on lower 2-2 for +3mm intrusion or more, then changed for extraction space closure. 

1.Align on 012N for 2 months, 4 months in an arch with severe rotations, followed by 18x25N upper and lower. Reposition brackets as needed after the archwire is near full engagement, evaluating root position with a panoramic x-ray. Appointment intervals are suggested as 8-10 weeks for maximum clinical efficiency.

** place anterior (upper and/or lower) intrusion bone plates (2 hole) and 150 grams per side to intrude and torque (if that is needed). Start this intrusion on 18x25N and suspend when zygomatic plates are placed. 

2. change to 19x25ss KH upper and lower, suspend the intrusion 
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        ** steel ligature rotation ties to the distal of all cuspids 

** curve in the KH loops with hollow chop pliers as needed to avoid tissue irritation

3.  12mm nitie closed coils 7-KH or 6+TPA to KH UPPER, activated step 2 upper 

     12mm nitie closed coils 6-KH, activated step 2 lower. 
  Document distal ends cut at each 8-week interval. 

** class II elastics are to be avoided. But can be used ONLY if near the end of extraction space closure to obtain class I cuspid

4.Remove skeletal anchorage, evaluate 7s for bonding, 18x25N Finishing, reposition or change bracket prescription as needed at 4-week appointment intervals. Fiberotomy (indicate tooth #s) to improve retention of moderate to severe rotations. 

Cervical Vertebra Growth Assessment

Age: 

Date: 

Growth Stage:  

[image: image15.wmf] [place screenshot of the C2-3-4 here] 
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Discussion: 

         The skeletal closed bite complicates this type of case, with the anterior deep bite being a problem, increasing the more the incisors are retracted. Moderate-Maximum and Maximum anchorage arches, represented by model measuring of the treatment decision, require skeletal anchorage in skeletal closed bite cases. 

     Be sure to check the skeletal resistance using the incisor torque templates for the upper Li bracket, 19x25, AND for the lower bracket (Li or R) selected. Reference the occlusal plane and the incisal edge of the final incisal edge position on the VTO prediction. The retraction limit inclination may require significant palatal cortical bone (and lingual cortical bone) resorption to reach that position. This is another reason to use skeletal anchorage to prevent moving the upper molar forward into a class II finish.  The cortical bone has been shown to be modified with low force (step 2, 150 grams and less) to retract the upper and lower 3-3 segment. In the presence of skeletal resistance, expect up to 1 year to retract the anterior segments, even with skeletal anchorage. Be sure to keep the forces active.  Reactivate only at 8 week intervals and ONLY the amount of the distal end cut. 

   Growth: if this patient is growing at stage 3 CVM, then you may NOT need as much upper incisor retraction as predicted.  Therefore less upper molar anchorage may be needed and the case should be more predictable.
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