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Figure 2: Cephalometric tracing
Figure 3: Panoramic scan

Figure 1A-C: Patient MJ
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Figure 5: Braided .019x.025
Finishing Archwire

Figures 4A–E: Intraoral photos
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Figure 6A-C: Patient MJ



Figure 8: Smile
Figure 9: Digital Ceph
Figure 10: Final Panoramic X-ray

Figure 7A-E: Intraoral Composite
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Case II – Patient PB
Case Presentation

Patient is a 51.4 year old Caucasian male with a chief
complaint of crowding in the mandibular arch. Medically,
there is a history of valvular cardiac compromise requiring
premedication with the appropriate agents as per protocol.
The medical history is otherwise unremarkable as concerns
orthodontic treatment.

Diagnosis

This patient demonstrated a brachyfacial cephalometric
pattern and somewhat retrognathic skeletal pattern in
conjunction with a pronounced soft tissue pogonion. The
dental findings include Class II relationships and a 5 mm
overjet. Third molars are absent, and the periodontal status is
good. There is incisal wear evident in the maxillary and
mandibular anterior segments.

Treatment Plan

The patient declined extractions of maxillary first bicuspids,
an approach designed to predictably eliminate the overjet and
preserve the lower anterior inclinations and positions.
Alternatively the patient requested a nonextraction approach
including IPR, and reducing the overjet as feasible in

conjunction with eliminating the crowding. Class II traction
was proposed to reduce the overjet. Additionally, second
order bends in the maxillary arch were utilized to encourage a
more favorable relationship in the posterior segment. The
patient was advised that fixed long term retention would be
necessary with this approach. An occlusal guard was
suggested to interrupt the incisal wear tendencies for the
retention phase. Clarity™ Ceramic Brackets were placed in the
maxillary arch from first bicuspid to first bicuspid, and
SmartClip™ Brackets were utilized on the remaining dentition
as appropriate.

In this example, an .018 stainless steel round wire was utilized
for finishing with elastomerics in the anterior segment to
enhance rotation control at this site (fig. 5). While the round
archwire does not impart the torque control of a rectangular
wire, this was deemed not necessary, in this example, for
settling purposes. The round archwire is more easily adapted
for first and second order adjustments when desirable. When
optimum rotation control is critical, steel ligatures in
combination with archwire adjustments prove to be more
effective than elastomerics in the same combination. The
round archwires are also more easily removed without
distortion than the braided rectangular counterparts, and
further bending and adjustment of the archwire is more easily
accomplished when necessary. 
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Patient PB: Initial Measurement
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Figure 2: Panoramic scan
Figure 3: Cephalometric tracing

Figures 4A–B: Intraoral photos
Figure 5: .018 SS archwire with
elastomerics for rotational control

Figure 1A-C: Patient PB

21

Figure 6A-C: Patient PB Final
Photos

Figure 7A-E: Intraoral Composite
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Figure 9: Digital Ceph
Figure 10: Final Panoramic X-ray
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Figure 8: Smile
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(figures 5A-5B). Others have previously reported on the
enhanced Class II corrections of buccal segments with molar
distalization with self-ligating brackets2. 

In the maxillary arch, an .019 x .025 stainless steel archwire
with keyhole loops activated by posterior cinching was chosen
for incisor retraction and torque control. The activated
keyhole loops provide ligatureless intimate slot contact in the
incisor segment to maximize torque effectivity. Efficiency is
enhanced by this selection in that other means to achieve the
intimacy of contact (ligatures or elastomerics) are
unnecessary. Note that a ligation is placed under the archwire
to maintain space closure. (Alternatively, sliding mechanics
could have been utilized along with placement of steel
ligatures to effect similar control). As is sometimes the case in
treatment with either self-ligating or conventional bracket
systems, it was deemed appropriate in this case to place a full
size archwire (.021 x .025N) in the maxillary arch to enhance
torque expression. The archwire was easily placed 
into position.

No further finishing procedures were deemed necessary.
* It was not deemed necessary to progress to the stainless steel wire 

for the mandibular arch in this example, as is more typically the case.

Case III: WH
Case Presentation

Patient presents as a 13.5 year old Caucasian male with a
noncontributing medical history. The chief complaint was
“overbite”. Records and diagnosis revealed a Class II
division 1 subdivision malocclusion with a convex facial
profile, retrognathia, mild vertical sensitivity, and mild arch
length discrepancy.

Treatment Plan

The treatment plan incorporated a nonextraction approach in
combination with unilateral extraoral traction and Class II
elastics as necessary to secure ideal interdigitation and anterior
relationships. Treatment progressed well with our standard
sequence of archwire selection specific for the SmartClip™

Appliance System as outlined below:

Maxillary Arch: Mandibular Arch:

.014 N SE .014 N SE

.016x.025 N SE .016x.025 N SE

.019x.025 SS .019x.025 N*

The treatment of this case illustrates the optimization of
mechanotherapy selection for increased effectiveness and
efficiency in the self-ligating environment. Observe the
correction of the Class II relationships in the photographs

1. Thorstenson, G. A. and Kusy, R. P., Comparison of  resistance to sliding between different
self-ligating brackets with second-order angulation in the dry and saliva states; Am.
Journal Orthod/DO; Vol. 121, No. 5, 2002.

2. Voudouris, J. and Kustinec, M. M.; Excellence and Efficiency Interactive Twin Self-Ligation;
Toronto Canada, 2003.
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Patient WH: Initial Measurement



Figure 2A-E: Intraoral Composite

Figure 1A-C: Patient WH
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Figure 3: Panoramic X-ray
Figure 4: Initial Digital Ceph

Figure 5A-5B: Enhanced
correction of  the Class II 
relationships in the right quadrant
Figure 6: .019x.025 SS 
Keyhole loop archwire

Figure 7A-C: Patient WH Final
Photos



Figure 9: Smile
Figure 10: Final Ceph
Figure 11: Final Panoramic X-ray

Figure 8A-E: Intraoral Composite
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CASE IV – WC
Case Presentation

Patient presents as 48 year old Caucasian female with chief
complaint of mandibular crowding. The medical history is
noncontributory to her orthodontic needs.

Diagnosis

The patient’s extraoral photographs demonstrate a
brachyfacial pattern and prominent pogonial development.
Facial symmetry is normal. The dentition shows uneven
gingival heights on the maxillary central incisors, deep
overbite, bimaxillary crowding, and Class I molar and 
cuspid relationships.

Treatment Plan

The treatment plan consists of intrusion mechanics to correct
the overbite, extraction of #24 to assist in resolving the
crowding in the mandibular arch, and resolution of the
crowding in the maxillary arch on a nonextraction basis. The
patient will be referred back to her restorative dentist and
periodontist for evaluation of the esthetic resolution of the
gingiva in the maxillary anterior segment. Retention program
will consist of an omnivac maxillary retainer and a
mandibular fixed retainer.

Archwire Sequence

Maxillary Arch: Mandibular Arch:

.016 N .014 N SE

.018 SS ECOS .016 SS

.016x.025 N SE

.019x.025 BT
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Patient WC: Initial Measurement
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Figure 1A-E: 12/02/2004 
Patient WC Intraoral Composite

Figure 2A-C: 12/02/2004 
Patient WC

Figure 3A-E: 03/22/2005
Intraoral Composite
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Figure 6A-E: 09/08/2005 
Intraoral Composite

Figure 4: Patient WC 05/25/2005
Figure 5: 06/30/2005
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Figure 7A-E: 11/22/2005 
Intraoral Composite
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Figure 10: Digital Ceph
Figure 11: Panoramic Scan
Figure 12: Cephalometric tracing

Figure 9A-C: Patient WC 
Final Photos

Figure 8A-E: 12/06/2005 
Intraoral Composite
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CASE V – RK
Case Presentation

This example is of a 13.9 year old Caucasian female with a
chief parental and patient complaint of crowding. The medical
history is unremarkable as concerns orthodontic intervention.

Diagnosis

The facial characteristics show good symmetry and an
orthognathic profile. There is some hint of lower lip
prominence in the facial pictures. Cephalometric
measurements indicate a brachyfacial pattern, low mandibular
plane, and maxillary incisor protrusion. The dental findings
indicate Class I molar and cuspid relationships and anterior
crossbite of #7 and #26. There is slight gingival recession 
on #26. 

Treatment Plan

A nonextraction approach was planned in both arches with
interproximal reduction (IPR) and the projection for a
mandibular fixed retainer and a maxillary circumferential
retainer. Evaluation of the gingiva and clinical crown height of
#7 was to be evaluated during the final stages of treatment 
for mucugingival appearance and any intervention 
as appropriate. 

Archwire Sequence

Maxillary Arch: Mandibular Arch:

.014x.025 N .014 N

.016x.022 N .014x.025 N

.018 SS .017x.025 N

.019x.025 SS
Treatment Time: 18 Months
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Patient RK: Initial Measurement



Figure 2A-E: Intraoral Composite

Figure 1A-C: Patient RK 
Initial Photos
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Figure 3: Cephalometric tracing;
Figure 4: Panoramic Scan

Figure 5A-E: 10/14/2004 
Intraoral Composite (.014N)
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Figure 6A-E: 05/10/2005 
Intraoral Composite (.016x.022 N,
.014x.025 N)

Figure 7A-C: 08/02/2005 
Intraoral Composite (same
archwires)

Figure 8: 12/22/2005 
Intraoral Composite 
Figure 9A-B: 10/14/2004-
12/22/2005 Intraoral Composite
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Figure 10: 12/22/2005 Intraoral
Composite (.019x.025 BT)
Figure 11A-B: 10/14/2004-
12/22/2005 Intraoral Composite

Figure 12: 04/18/2006 Intraoral
Composite (.019x.025 BT)
Figure 13: 04/24/2006 
Intraoral Composite

Figure 14A-B: Patient RK



Figure 19: Digital Ceph
Figure 20: Panoramic Scan

Figure 18A-E: 04/24/2006 
Intraoral composite midline
compromise in deference to facial
asymmetry
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Figure 15: Cephalometric tracing
Figure 16: Patient Initial Photo
Figure 17: Patient Final Photo
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