Orthodontics lecture (Doctor Abed Al Rahman)
Slide 4: 

When there is a severe skeletal discrepancy we refer the patient only if the parents are concerned only for reassurance purposes as we won’t be doing anything to the patient.

Slide 6:

Mixed dentition (6-13 years)
There is a cross bite with recession, if we have a 1) cross bite associated with soft tissue damage, then we have to refer the patient.
If we a 2) cross bite with displacement we have to refer as well.

3) Class 3 patients in the mixed dentition. “functional appliances mainly have a dentoalveolar effect except for one (face mask which has a skeletal effect) used at an age of 8-11, why 8-11? Because the maxilla’s growth spurt follows the neural growth spurt which is at 7-8 years of age, while the mandible follows the skeletal growth spurt”.

Slide 8:
This patient has a class 3 skeletal pattern, she’s in the late mixed dentition, what kind of treatment can we offer her at this age? 

Facemask

*Any orthopedic appliance mainly has a dentoalveolar effect, but this appliance in “slide 9” has a little bit of skeletal effect. So we are concerned about class 3 patients although we might not do anything for him, we just wait.
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What’s the difference between early treatment and late treatment?

Early treatment starts at the early mixed dentition, between 8-10 years of age, the late one starts at 12-13 years of age when the patient.

A study was conducted that involved 1 group that had early treatment and another that had late treatment, it was found out that there was no difference at the end of treatment, on top of that the patient who had early treatment had poor results because of the lengthy annoying treatment.

So for class 2 patients we don’t do any treatment for them in the early or mixed dentition until they are in the late mixed or early permanent dentition, exceptions are:

1) Psychologic effect is the evidence based exception.

2) Increased overjet increase the risk of trauma, evidence here is somewhat different, studies were conducted and it was found out that those who had early treatment had more trauma than those who didn’t have early treatment. So it mainly depends on the child’s behavior.

Another study has shown that the single most important factor to increase trauma’s risk is having incompetent lips together with increased overjet.

Personally, I don’t do orthodontic treatment if the patient has increased overjet “to prevent trauma” if the patient is not concerned about his increased overjet.

Slide 17:

Here we have a central incisor, A, lateral incisor. When there is a difference between contralateral teeth of over 6-9 months, you have to investigate that immediately and refer the patient for orthodontic treatment. So either if we have asymmetry or abnormal sequence of eruption, so we have to investigate.
Slide 19:

Why are we concerned about referring those patients at the right time?

To do a planned extraction and have the 7s erupt in their place.

Slide 21: 
Palpation of the canines, you should feel the bulge by age of 9-10, if by age 10-12 I can’t feel the bulge then I have to investigate by taking an OPG and refer the patient.

What kind of interceptive treatment can we provide for a patient with an impacted canine? 

Extraction of the C, simply you fit a TPA (to maintain the space by preventing the 6s from moving forwards)  and extract the C and after 6 months the permanent canine will erupt in place.

Slide 24: 

Why do we have to refer the patient early in hypodontia?

We have 2 options; either keep the primary tooth as long as possible to maintain the space and subsequently have ridge preservation, to put an implant in the future.

Or planned extraction of the deciduous tooth, to induce space closure, so if we had a missing lateral, I do planned extraction for the “B and C” early on at the age of 8-9 years old to encourage the canine to erupt next to the central incisor. However some people don’t agree with this, your job is to refer to the orthodontist.
Slide 25: 

This patient had interceptive txt and now has central incisors and canines, now I do reshaping and bleaching and he’s ready to go.

The most common supernumerary tooth to cause impaction is Tuberculate.
Mesiodens causes diastema (displacement) most commonly.

Slide 28:

Management of infraocclusion is observation most of the time, then correction occurs spontaneously (especially if there was a permanent tooth).

If there was no permanent successor we either go for extraction and induce space closure by the 6, or we do orthodontic treatment to upright the adjacent tipped teeth and then put a ceramic onlay on the infraoccluded tooth.

Sometimes we don’t go for extraction and space closure, for example in a class 2 patient if we extract the ankylosed tooth followed by space closure the overjet will increase.

Slide 31:

Ectopic first molar, erupting underneath the E, because either the maxilla is small, or mesial angulation of the 6.
Problems that arise: 

1) Impaction of the 5

2) Caries of the E

Management: if the overlap is within 1-2 mm, 66% of the cases will undergo spontaneous correction, so we usually we observe from like 3-6 months (first step).

If it didn’t resolve, we use (separators) which are elastic bands.

This is possible if we had enough access to place the separator.
If this wasn’t possible we do extraction of the E followed by space regainer (URA with Palatal finger spring to push the 6 away), or we do extraction without putting a space regainer bcoz for example the pt is class 3. Or if the 5 is missing.

Third option (if I want preserve the E as well), with the PFS I kick the 6 away.
Slide 38:

Components of the FA (refer to the slide).

Slide 39: 

Why would we have a protruded wire? 

1) Sliding of the wire has occurred.

2) If we’re doing space closure, the extra length of the wire will protrude.
3) Ends of the wire were not trimmed.

Ideally we need to have a distal end cutter to hold the wire once it’s cut.

In our clinics we won’ t have this tool, so use a bur with a gauze as a throat shield, Or bend the wire (can’t be done to the NiTi wire) take the wire outside the pt’s mouth and burn the wire then cut it with a bur then return it to the pt’s mouth. The third option is using a clipper.

Orthodontic wax is placed on the brackets to smoothen the surface to prevent irritation of the lips and cheeks (there’s no jagging of the wire here).

If the ligature came off the brace, you have to return back in place simply by a tweezer.

Broken bracket is bad, the tooth might move during the period the bracket was knocked off the tooth, so what you need to do is:

Immediate referral to the orthodontist so he can bond a new bracket in place.

Why would a bracket be knocked off?

1) The patient ate sticky food.

2) Failure of bond (the bracket would be knocked off immediately after bonding)

3) Interfering occlusion.

4) Heavy force applied.

In case of a loose band, take it out cement it with GI cement it back in place.

A Loose Nance appliance, if it’s loose from one side, take both sides out and cement them back in position.

Tooth mobility is a normal thing to happen, cause we have root resorption on one side and bone deposition on the other side, so this is completely common, however sometimes it’s not normal like when we have heavy force, we usually give the pt 2 weeks if he returned and the mobility state is still the same, we take a radiograph and check.

Trauma also can cause mobility.

Pain, it’s a normal thing to happen, so we give these patients painkillers, we shouldn’t prescribe NSAIDS in theory because it prevents prostaglandins formation.

Removable appliance

If the patient came to you after 1 month of inserting the URA having watery mouth the reason would be that he’s not wearing it, so we advise the patient to keep wearing it.

Speech problem, he needs to adapt by reading an article for example.

Clasp fracture, either due to clicking it in and out, work hardening in the lab, the pt dropped it and broke it.
What’s the solution? 

Place it back on the working cast and send it back to the lab to fabricate a new one.

If the acrylic fractured, if it wasn’t an important part (not a posterior bite plane for example) then we do soldering and that’s it, if it was important we take an overimpression and send it to the lab.

Redness on roof of the mouth, clean the fitting surface and observe for 1-2 weeks, then prescribe topical antifungal if it didn’t get better.

Bonded retainer, if all of it was detached then this is not a problem as much as when part of it detaches and the patient didn’t notice it. If it wasn’t distorted (detached due to bond failure) then we clean it and return it as it is after making sure it is passive (not active), if it was distorted then either change it by your hands if you have manual skills to do it, or take an impression and send it to the lab and return it as soon as possible to avoid relapse.

Vacuum formed retainer, if the patient hasn’t been wearing it for some time now, relapse will take place and the retainer will no longer fit in his mouth, then we take an impression and make a new retainer, or tell the patient to wear it and keep biting on it until it fits in place and induce tooth movement back to original position..
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