The Van Beek headgear-activator.

Summary.

Functional appliances have been subject to various randomized controlled clinical trials and the outcome is usually not in favor of early or 2-phase treatment.

Non-compliance methods to correct a disto-occlusion are widely advocated.

A variety of headgear-activators has been described and investigated in the literature, with extremely variable results.

This presentation will focus on questions that are not routinely addressed in the literature.

The focus is on vertical control during Class II treatment, the prevention of lower incisor proclination, upper incisor intrusion, upper incisor retraction and mandibular rotation during treatment. Indication, construction and handling of the appliance are discussed in detail.  

Impacted upper canines: open or closed eruption?

Summary.

Impacted upper canines occur in about 3% of the population and pose a threat to neighbouring teeth that sometimes undergo rapid and serious resorption.  The cause of palatally displaced canines is excess of space, rather than lack of space (as in the case of labial displacement). Trauma may cause canine displacement and a genetic component plays a role in the etiology. Timely removal of the deciduous canine may alleviate the problem (age 10-11).

Often surgical intervention is needed to retrieve the canine and prevent damage to the neighbouring teeth.

Labially impacted canines can be exposed, even when their location is high: bringing the canine in a correct position will bring attachment of gingiva. Still, is perhaps safer to attach a gingival flap to the cemento-enamel junction to prevent future recession. The closed eruption procedure raises a labial flap, places a bracket on the crown and replaces the flap, leaving access to an attached goldchain. 

For the palatal canines, also two methods are widely used and accepted as correct. The open eruption method exposes the canine and liberally removes the bone that might be in the way, keeping the access to the oral cavity open with periodontal pack that is to be removed after a week. Spontaneous eruption into the palate can be expected, even when the canine is seriously displaced. The second method involves bonding an attachment with a ligature or a goldchain to the crown of the canine. A flap is raised, enough bone is removed to place a bracket and the flap is replaced, whilst the chain enters the oral cavity in the place that corresponds to the desired direction of the traction. When performed properly, both methods  have a high chance of success although the dispute between promotors of a particular method is still lively today.

Advantages and disadvantages of the different approaches are discussed in this presentation and a new method to obtain correct root prominence of the cuspid at the end of treatment will be presented. 

Planning  distraction osteogenesis of the short mandible.

Distraction osteogenesis of the mandible has a proven value in the treatment of severe

craniofacial deformities. A myriad of distractor types is used. There are monodirectional,

bidirectional, multidirectional and curvilinear distractors and distinction is made between

extra-oral and intra-oral devices. Special distractors exist for ramus or corpus distraction.

Currently, distraction is also applied to lengthen a short mandible in non-syndrome

patients, as an alternative to a bilateral sagittal split osteotomy (BSSO). For this,

monodirectional distractors are most commonly used, either for corpus lengthening,

ramus lengthening or both. Proposed advantages would be: less nerve damage, less

joint problems, greater advancement possibilities, better soft tissue adaptation and less

relapse All these advantages still require solid evidence, but the interest in the procedure seems to be growing .

Distraction osteogenesis of the mandible in Hemifacial Microsomia is deemed good

practice, but mandibular distraction in the non-syndrome patient is more controversial. 

Consensus has been reached, though, on one serious disadvantage during distraction of a short mandible in non-syndrome patients: there is a strong tendency toward open bite

development and facial height increase, to be counteracted only partly by strong

intermaxillary elastics or chin cup. For this reason, some clinicians prefer bidirectional or

multidirectional distractors to monodirectional distractors. Closure of the gonial angle

then, might help to prevent an open bite. Still, functional and anatomical factors (tongue

thrust, geniohyoid muscle traction) combined with flexibility of the distractors, render

distraction less suitable for the open bite, long face patient.

 Sturdy distractors do not seem to solve the problem. However, it might be that incorrect placement of the device and the resulting direction (vector) of separation of

the segments is to blame. In the literature, conflicting guidelines are presented without

discussion. Open bite development during distraction of the mandible is common and partly due to inaccurate planning of the treatment. 
A method for VTO construction is presented as an aid for determining the correct orientation and activation of monodirectional and multidirectional distractors.

