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CASE REPORT 

Patient (date of birth /1984)  Date of examination 15.04.2022
Midline shifted to the right
Skeletal class III wish tends to I

 1.Intraoral pictures April 2022
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2. Lateral X ray
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3. Cephalometric analyses
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Important

OPI R = 2 degrees OPI L = 6 degrees
SCI R=52,4 degrees
SCI L= 56,6 degrees
Interincisal angle 113,6 degrees Anterior Guidance 48,7 degrees too low DOAR= 20de-
grees,
DOAL= 20degrees
Low chewing efficacy
Maxilla position - neutral
Mandibule position – prognaic,
wish tendency to neutral
Skeletal class is III wish tends to I

3. Cephalometric analyses
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Slavicek Interactive Verbal Analysis

The skeletal trend of the skull is brachiofacial
The skeletal trend of the mandible is strongly brachyfacial Skeletal class is III with tends to I
The maxilla is positioned prognathic
The mandible is positioned prognathic
Lower facial height is normal
Dental class unknown
The protrusion of the upper incisor is normal
The inclination of the upper incisor is normal
The protrusion of the lower incisor is normal
The inclination of the lower strongly increased The interincisal angle is diminished
Occlusal concept: Group function

Explanation

3. Cephalometric analyses
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4. Special Medical Analysis and dental analyses
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5. Muscle palpation
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5. Muscle palpation

Movement Muscles
 

 
Posture  1,2, 7, 12, 13, 14

Closing 3a, 3b, 4a, 4b, 5

Opening / Protraction 8, 9, 10  

Retraction   3c, 8

Medio-/Laterotraction 6, 3a, 4a

 Hyoid-Position 8, 9,10, 11, 13
 

Functions   7, 8, 9,10, 11, 14

TMJ 15a, 15b, 15c, 15d
 

Closing, TMJ
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6. List of problem

No anterior control

No canine control

Lower incisal are crowding Elongation 11, 21

Muscle problems

Posture
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Centric relation and casts remounting 

Myopatic splint therapy

Full mouth rehabilitation

7. Treatment objectives
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8.Condylography

Protrusion/retrusion (left) Time curve . Muscle tensionGamma rotation – no rotation , 
translational component. Deviation to the left
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8.Condylography
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8.Condylography

Speech 50-60 - Detrusion

Speech 60-70

Mastication

Free movement
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9.Treatment plan

10.Muscle Palpation after treatment

CR DETERMINATION

WAX-UP

LONG TIME TEMPORARIES  

FINAL RESTORATIONS
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11. Casts mounted in articulator
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11. Casts mounted in articulator
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11. Casts mounted in articulator

OPI R = 2 , OPI L= 6 

Casts mounted in reference position
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11. Casts mounted in articulator
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12. Treatment plan correction

13. Articulator settings

• Gingiva correction 11, 21

• Muscle relaxation

• AG - +10 degrees , = 58 degrees • Canine control

• OPI R = 12 degrees

• OPI L total = 16 degrees

SCI R = 52 degrees, yellow insert SCI L = 56 degrees , black insert Bennett movement `R 
= 17 degrees, yellow insert
Bennett movement L = 0 degrees, white degrees
Decrease lower incisors -1,5 mm increase hight of lower molars Create posterior support
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14. Determination of Therapeutic position 
after osteopathic treatment Casts in PR 
with centric relation

Date of examination 

07.05.2022
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14. Determination of Therapeutic position 
after osteopathic treatment Casts in PR 
with centric relation

• Casts were remounted into articulator after centric relation determination.

• Verticalisation +2 mm was done

• In dental laboratory was done elongation of the length of upper incisors and canines.

• The gap between incisors in the frontal area we close symmetrically with upper and lower 

incisors

• AG change to 60 degrees • Asymmetrical case
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• SCI R. 52 18         OPI=4       DAO

• SCI L. 56 16        OPI=10     DAO

15. VTO +2 mm incisal pin



Frame, Functional Space

26

16. Cephalometric analyses VTO
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Slavicek Interactive Verbal Analysis

The skeletal trend of the skull is mesiofacial

The skeletal trend of the mandible is strongly brachyfacial Skeletal class is III with tends to I

The maxilla is positioned neutral

The mandible is positioned neutral with tendency to prognathic Lower facial height is normal

Dental class unknown

The protrusion of the upper incisor is increased

The inclination of the upper incisor is normal

The protrusion of the lower incisor is normal

The inclination of the lower strongly increased The interincisal angle is diminished

Occlusal concept: Group function

Explanation

16. Cephalometric analyses VTO
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16.Muscle Palpation was done after osteo-
pathic treatment. CR determination +2 mm 
incisal pin.
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17. Muscle Palpation
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18.Basic and relative criteria for teeth evaluation

• Occlusion

• Tooth axis

• Gingival level

• Interproximal contact level

• Tooth relative size

• Tooth shape basic characteristics (basic characteristics, surface texture, colour)

• Incisal edge configuration • Lower lip line

• Smile symmetry 

Tooth relative size 

Functional evaluation

• Central incisor depth overbite= 1mm • Central incisor width overbite= 1mm 

• Anterior guidance= 0 mm

• Vertical dimension= 19.32

• Centric relation 

Aesthetic evaluation

• Tooth 21-11 is visible at 1 mm in a relaxed state • The lower incAesthetic 

and functions

• Incisor is visible in a relaxed state
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18.Basic and relative criteria for teeth evaluation
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19. Final restoration June 2022
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19. Final restoration June 2022
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1. Lack of understanding of how malocclusion developed.

2. Underlying factors are not corrected.

3. Original malocclusion may return.

4. This may be more of a problem in certain types of malocclusion. 

5. Lack of understanding of how malocclusion developed.

6. Incorrect diagnoses/ treatment planning and incomplete understanding of CMS function.

7. Extraction treatment.

8. Lack of occlusal support and guidance.

9. Incorrect Diagnoses and treatment planning and incomplete understanding CMS func-

tion : Occlusal plane inclination, vertical dimension, posterior discrepancy are not into 

account and are often the cause of malocclusion.

If the root cause is not identified and corrected will lead to functional problems and relapse 

post treatment.

20.Main causes for post- orthodontic malocclusion
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20.Main causes for post- orthodontic malocclusion

1. Mandibular position. 

2. Vertical dimension. 

3. Occlusal plane.

4. Sceletal classification. 

5. Mandibular incisors. 

6. Maxillary incisors.

Extraction of premolars

1. Incisors guidance too steep.

2. Narrow arch form.

3. Molars and premolars with poor inclination.

4. Loss of posterior support and retrusive guidance.

Main causes for orthodontic malocclusion

1. Lack of occlusal support and guidance: many times after treatment the

buccal segments. Have been uprighted mesio-distally and labio-lingually. 

2. Often the incisor and cuspid guidance is steep
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20.Main causes for post- orthodontic malocclusion

Clear aligner therapy:

1. Poor tool to tork teeth and often cases finish with anterior guidance too steep.

2. Almost impossible to establish good posterior support.

3. No control over the occlusal plane.

4. Often see overloaded anterior teeth and overloaded joints due to the above factors.

Proposal to prevent posterior malocclusion

1. Proper exam and diagnostic of root cause of the malocclusion.

2. Remove 8s to resolve posterior discrepancy.

3. Establish proper vertical dimension.

4. Reconstruct the occlusal plane.

5. Create canine dominated sequential guidance.

6. Avoid premolar extraction.

7. Pay special attention to the tork of all upper anterior teeth.

8. Treat to a broad arch form.

9. Create strong posterior support to maintain mandibular position and protect the anterior 

teeth/joints.
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20.Main causes for post- orthodontic malocclusion

10. Restore small laterals instead of closing space and lower IPR. To achieve this goals:

MEAW as working wire

1. Establish vertical dimension and correct occlusal plane.

2. Suresmile as a finishing tool to achieve final detailing.

3. High torque brackets.

4. Use of intraoral scanner/ occlusograms to check occlusion from the lingual.

5. Finish with minimal OJ/OB in patients where the upper incisors have a strong tendancy 

to make the mandible pull back.
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20.Main causes for post- orthodontic malocclusion

Traditional vs new orthodontics

Traditional New Оrthodontic
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20.Main causes for post- orthodontic malocclusion

Summary

The main reason for post orthodontic malocclusion is:

1. How malocclusions develop in the first place. Because the underlying factors are not 

corrected, it is no surprise that the original malocclusion may return. This is true more so 

for some than other forms of malocclusion.

2. Based on the principle that the cranio-facial complex is highly adaptable, we use biolog-

ical principles within the masticatory system to encourage the adaptation we want to take 

place.

3. Several important factors that occur during facial development and are often the cause 

of malocclusions are: the steepness of the OP, the VD and posterior discrepancy. When 

these factors are not taken into account the root cause of the problem will not be correct-

ed, which may lead to functional problems and relapse after treatment is completed.

4. One of the biggest things to avoid is the removal of any teeth, e.g. any number of bicus-

pids or the closing of spaces of any congenitally missing teeth. This often leads to upper 

incisors that have too steep a guidance, an arch form that is too narrow, and molars that 

have a poor mesio-distal and labio-lingual inclination, which leads to loss of posterior sup-

port. Furthermore, when 4’s are removed, the retrusive guidance tool is removed

Also we prefer to use restorative solutions rather than IPR if needed

What should profession do better?

1. Diagnose better and resolve the root cause of the problem: Extract 8’s to relieve poste-

rior discrepancy, establish the proper VD, reconstruct the OP and create cuspid dominated 

sequential guidance, we should treat to a joint determined position not a not a tooth deter-

mined position.

2. Whenever possible treat to an occlusion with 28 teeth.

3. Pay special attention to the inclination (torque) of all upper anterior teeth (cuspid to cus-

pid), and have a broad archform.

4. Create strong posterior support to maintain mandibular position and protect the anterior 

teeth and joints.



Frame, Functional Space

40

20.Main causes for post- orthodontic malocclusion

Means of achieving this

1.MEAW as a working wire to establish VD and correct the OP.

2. Suresmile as a finishing tool to achieve the final detailing.

3. Use of high torque brackets on the upper anterior teeth.

4. Use of an intraoral scanner to observe the occlusion from the lingual before debanding.

5. Some patients have a very strong reaction to retracted/steep upper incisors. In these 

patients the proper torque is very important and we are now trying to finish them like Class 

III patients with minimal OJ/OB.

Invisalign has several significant drawbacks .

1. It is a very poor tool to torque teeth and very often cases are finished with too steep of a 

guidance.

2. It is almost impossible to establish good posterior support.

3. No control over the OP.

4. What we often see in finished Invisalign cases is overloading of the anterior teeth and 

the joints because of the above mentioned factors. This holds true for all aligner therapy 

systems, not just Invisalign.
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