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GiRiS

Artmis Ust ileri itime derin ortilu kapanigin
eslik ettigi yetigkin vakalarin ortodontik teda-
visi cogu zaman oldukga zor ve zaman alici-
dir. Blylime potansiyelinin ve iskeletsel
adaptasyon 6zelliginin olmamasi, periodon-
tal kemik kaybi, temporomandibular eklem
bozukluklarina yatkinlik gibi problemlerin
yani sira, periodontal hiicrelerin cogalma hi-
z1 veya periodontal lif ve kemik yapim-yikimi
yetiskinlerde oldukc¢a dusuktir ve genglerinki
ile ayni seviyeye gelecek sekilde uyarilmalari
da mimkin degildir (1). Bu zorluklarin tste-
sinden gelmek ve transvers, vertikal ve sagit-
tal yonlerde kabul edilebilir sonuglar elde et-
mek icin subapikal kortikotomi gibi cerrahi
secenekler son zamanlarda konvansiyonel
ortodontinin bir pargasi haline gelmistir. Ke-
ser retraksiyonu ve intriizyonu gereken yetis-
kin hastalarda subapikal kortikotomi destekli
ortodontik tedavi uygun bir tedavi yaklagimi
olabilir.

Bu vaka raporunda subapikal kortikotomi
destekli maksiller keser retraksiyonu ve int-
riizyonunun sonuclari gosterilmektedir.

TESHIS ve ETIOLOJi

Hacettepe Universitesi Dishekimligi Fa-
kiltesi Ortodonti Anabilim Dalina bas vuran
32 yasindaki kadin hastanin esas sikayeti "Gst
dislerinin one ¢ikikhgi, tst keserlerinin ara-
ikl olmasi ve damagindaki iritasyon"dur.
Hasta hikayesinde, alerjik astimi oldugu ve
10 yil 6nce maksiller orta hatta frenektomi
ameliyati gecirdigi 6grenilmistir.

Hastanin tedavi éncesine ait fotograflarin-
da, herhangi bir asimetri bulunmadigi ve du-
daklarinin protriize ust keserlerine bagli ola-
rak tam kapanmadigi izlenmektedir. Belirgin
¢ene ucu ve derin labiomental sulkus ile bir-
likte konkav profil dikkat cekmektedir.

intra oral muayenede, maksiller ve mandi-
bular dental arklarin simetrik oldugu, maksil-
ler arkta 5 mm orta hat diastemasi bulundugu
gorilmastir. Molar iliski sag tarafta Sinif 1, sol
tarafta ise Sinif Il dir (Resim 1). 10 mm. st
ileri itim ve derin ortult kapanis dikkat gek-
mektedir (Resim 1). Panoramik radyograflar-
da maksiller ve mandibular 6n bolgelerde ha-
fif kemik kaybi oldugu izlenmektedir (Sekil
1). Uclincti molarlar, hasta ortodontik tedavi-
ye bas vurmadan birkag yil énce cgekilmistir.
Sefalometrik analiz sonucunda, hastanin bra-
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INTRODUCTION

Treatment of excessive overjet combined
with deep bite in adult patients is a challenge
for orthodontists. Besides the problems like ab-
sence of growth and skeletal adaptability, sus-
ceptibility to periodontal bone loss, frequent
appearance of TMD; with regard to the neces-
sary remodeling processes, physiological cell
activities such as rate of mitosis or fiber and bo-
ne turn over are considerably slow in adults
and can not be stimulated to the same level as
in juvenile tissues 1. Surgical options such as
subapical corticotomy have become a part of
conventional orthodontics recently to overco-
me these challenges and to establish an accep-
table transverse, vertical and sagittal correction
of the occlusion. In adult patients requiring ex-
cessive incisor retraction, subapical cortico-
tomy supported orthodontics can be an app-
ropriate treatment approach.

In this case report effectiveness of subapical
corticotomy supported maxillary incisor retrac-
tion and intrusion in an adult patient is de-
monstrated.

DIAGNOSIS and ETIOLOGY

A 32 years old woman was referred to the
Department of Orthodontics at Hacettepe Uni-
versity Faculty of Dentistry by her general den-
tist. Her chief concerns were her protruded
maxillary incisors, the gap between her maxil-
lary central incisors and the irritation of the
gingival tissue behind maxillary incisors. Her
medical history included allergic asthma. She
had undergone maxillary midline frenectomy
10 years ago.

Patient’s pretreatment facial photographs
showed a symmetrical face and inadequate lip
seal because of her protruded maxillary inci-
sors. She had a concave overall profile, promi-
nent chin, procumbent lips and deep labi-
omental fold.

Intra oral examination revealed symmetrical
maxillary and mandibular dental arches, spa-
ced maxillary incisors with 5 mm of midline
diastema, Class | molar relation on the right si-
de and Class Il molar relation on the left side.
Overjet and overbite were both 10 mm (Figure
1). Panoramic radiograph revealed slight verti-
cal bone loss in maxillary and mandibular an-
terior regions (Figure 1). She had her 3rd mo-
lars extracted several years before the onset of
her orthodontic treatment. The cephalometric
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Sekil 1: Tedavi 6ncesi agiz
dis1 ve ag1z igi fotograflar ve
panoramik radyograf..
Figure 1: Pretreatment
extraoral and intraoral
photographs and panoramic

radiograph.

kisefalik, iskeletsel Sinif Il 6zelliklere sahip
olduguna karar verilmistir (Tablo). Derin 6r-
tilu kapanis hem maksiller hem de mandibu-
lar keserlerin supra ertipsiyonundan kaynak-
lanmaktadir.

TEDAVi HEDEFLERI

1. Derin ortilu kapanigi ve artmig Gst
ileri itimi elimine etmek ve mandibu
ladaki artmis spee egrisini diizelt
mek.

2. Sinif | kapanis elde etmek.

3. Maksiller arktaki diastemalari kapat-
mak.

4. Normal kanin ve keser rehberligi ve
stabil bir kapanis kazandirmak.

5. Daha estetik bir profil ve dudak ilis
kisi saglamak.

Turkish Journal of Orthodontics 2005,;18:277-286

analysis showed brachifacial Class Il skeletal
pattern (Table). Deep overbite was associated
with supra eruption of both maxillary and
mandibular incisors.

TREATMENT OBJECTIVES
1. Eliminate deep bite and excessive
over jet, correct excessive curve
of spee in the mandibular arch.
2. Achieve Class | occlusion.
. Close maxillary diastemas.
4. Obtain normal canine and incisal
guidance and settle the arches in
well-intercuspated and stable occlu

W

sion.
5. Achieve better profile, better lip
competency and eliminate the ex
cessive lip curve.
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TEDAVi SECENEKLERI

1. Maksiller molar distalizasyonu ile ce-
kimsiz tedavi: Artmig st ileri itim maksiller
keserlerin retraksiyonu ve mandibular keser-
lerin proklinasyonu ile duzeltilebilir. Derin
ortult kapanis, maksiller ve mandibular ke-
serlerin intriizyonu ile kombine molarlarin
ekstriizyonu ile elimine edilebilir.

2. Cekimli tedavi: iki maksiller premolar
cekimi ile (14 ve 24) vaka Sinif Il molar, Sinif
I kanin iligkide bitirilebilir.

3. Birinci veya ikinci tedavi secenegi kor-
tikotomi destekli olarak yapilabilir.

4. Bilateral sagital split osteotomisi ve ge-
nioplasti iceren ortognatik cerrahi uygulana-
bilir. Hastanin ¢ene ucu belirgin oldugu igin,
total subapikal osteotomi de tercih edilebilir.

Tedavi segenekleri ayrintili olarak agiklan-
diktan sonra hasta ortognatik cerrahi sece-
neklerini kabul etmemis ve ¢ekimsiz, subapi-
kal kortikotomi destekli tedaviye karar veril-
misgtir.

TEDAVi ASAMASI

Curuk kontroli ve periodontal bakim yapi-
lip, oral hijyen egitimi verildikten sonra mak-
siller 1. molarlar bantlanmistir. Mandibular
keserlere 0.018x0.022 in¢ bio-progresif sis-
tem braketler yapistinilmis, keserleri ggmmek
ve hafifce mesiale egilmis olan molarlari dik-
lestirmek icin 0.016x0.016 in¢ Blue Elgiloy
telden utility ark yerlestirilmistir. Tedavinin
basinda tst arka sadece, yaklasik olarak 400
gram kuvvet uygulayan Ricketts tipi headgear
uygulanmig ve hastadan bunu giinde 20 saat
kullanmasi istenmistir. intriizyon utility ark 6
ay sonra 0.016x0.022 in¢ Blue Elgiloy dan
bikdlen stabilizasyon utility ark ile degistiril -
mistir. Bu stire boyunca st arkta sadece he-
adgear kullanimina devam edilmistir. Alt ka-
ninler intriizyon icin elastik ipliklerle alt sta-
bilizasyon utility arkina baglanmistir. Gere-
ken molar distalizasyonu elde edildikten son-
ra, Nance apareyi yerlestirilmis ve headgear
kullanimina son verilmistir. Ust disler braket-
lenmis,  keserin  seviyelenmesi  igin
0.016x0.016 in¢ Blue Elgiloy seviyeleme uti-
lity arki yerlestirilmis ve 100-150 gram kuv-
vet uygulayan segmental retraksiyon zembe-
rekleri ile kanin retraksiyonuna baglanmistir.
Maksiller kaninlerin 5 ay siiren retraksiyonu-
nu takiben, bukkal segmentlere 0.016x0.022
Blue Elgiloy traksiyon segmentleri ve
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TREATMENT ALTERNATIVES

1. Non-extraction treatment: Maxillary mo-
lar distalization and correction of the excessive
overjet by the retraction of maxillary incisors
and slight proclination of mandibular incisors.
Over bite can be corrected by some combina-
tions of intrusion of maxillary and mandibular
incisors and molar extrusion (downward rotati-
on of the mandible).

2. Extraction of two maxillary premolars (14
and 24) and finishing in Class Il molar, Class |
canine relationship.

3. 1st or 2nd treatment options can be sup-
ported with subapical corticotomy during ma-
xillary incisor retraction or intrusion.

4. Orthognatic surgery including bilateral
sagittal split osteotomy and genioplasty could
be performed. Total subapical osteotomy could
be preferred as the patient’s chin was promi-
nent and labiomental fold was increased.

After a through explanation and discussion
of the treatment plans, the patient refused ort-
hognatic surgery options and corticotomy sup-
ported non-extraction orthodontic treatment
was determined as the choice of treatment for
this particular patient.

TREATMENT PROGRESS

After caries control, periodontal preparation
(scaling) and oral hygiene instructions maxil-
lary and mandibular first molars were banded.
Mandibular incisors were bonded with
0.018x0.022 in bioprogressive system brac-
kets. A0.016x0.016 in Blue Elgiloy plain utility
arch was placed to intrude lower incisors and
upright mandibular molars, which were
slightly tipped mesially. At the beginning of the
treatment, Ricketts’ type cervical headgear was
used in the maxillary arch. Headgear was exer-
ting approximately 400 grams of distal force to
the maxillary first molars and patient was inst-
ructed to wear headgear at least 20 hours a
day. Intrusion utility arch was kept in place for
6 months and then it was replaced with a
0.016x0.022 in Blue Elgiloy stabilizing utility
arch. During this period cervical headgear was
used alone in the maxillary arch. Lower cani-
nes were lightly tied to the utility arch with an
elastic tread in order to bring them to the level
of functional occlusal plane. After Class | mo-
lar relation was achieved, a nance button was
placed and headgear was discontinued. Maxil-
lary canines were retracted with sectional arch

Tiirk Ortodonti Dergisi 2005;18:277-286
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0.016x0.022 delta zemberekli retraksiyon
arklari yerlestirilmistir. Retraksiyon arki, ke-
ser intriizyonu saglamak amaci ile cati bikii-
mu icermektedir. Bu asamada, nance apare-
yi cikarilmig ve Sinif Il elastik kullanimina
baglanmistir. Retraksiyon arkinin aktivasyonu
kortikotomi sonrasina ertelenmistir.

Cerrahi islem

Lokal anestezi uygulamasindan sonra pa-
latinal ve labialde laterallerin distalinden tam
kalinlik mukoperiosteal kesi yapilmis ve flep
kaldirilmigtir. Hem palatinalde hem de buk-
kalde, santral, lateral keserler ve kaninler ara-
sina vertikal kortikotomiler yapilmis ve bun-
lar, kok apekslerinin 4-5 mm Uzerinden ge-
cen horizontal bir kesi ile birlestirilmistir.
Kok ytizeylerine zarar vermemek icin 6zen
gosterilmis ve krestal alveol kemigin butunli-
gu bozulmamistir (vertikal kortikotomiler
krestal alveol kemigine uzatilmamistir)
(Resim 2).

Cerrahi sonrasi ortodontik tedavi

Cerrahi islemden hemen sonra retraksiyon
arkr aktive edilmistir. Bu sirada Sinif 11 elastik-
lerin kullanimina devam edilmistir. Ust keser-
lerin intrizyonu ve retraksiyonu toplam 45
glin stirmustir. Bu stire boyunca alt kaninle-
rin intrizyonuna devam edilmis ancak ara

retraction springs exerting 100-150 gr. In the
mean time, mandibular canine intrusion was
continuing. Following the full retraction of ma-
xillary canines in 5 months, 0.016x0.016 Blue
Elgiloy traction sections and a 0.016x0.022
stepped up double delta looped retraction arch
with gable bends for intrusion were placed and
Nance button was removed. Patient was inst-
ructed to wear Class Il elastics. Activation of
the retraction arch was delayed until the corti-
cotomy. Patient was scheduled for surgery.

Surgical procedure

After local anesthesia, full thickness muco-
periosteal incisions were made distal to the la-
terals and full thickness palatinal and labial
flaps were raised. Vertical corticotomies were
done both palatinally and labially between the
central and lateral incisors and distal to the la-
teral incisors. These vertical corticotomy lines
were united with a horizontal corticotomy
lying 4-5 millimeters above the root apices of
the incisors. Care was taken not to interfere
with the root surfaces during the corticotomi-
es and crestal alveolar bone was left untouc-
hed (Figure 2).

Post-surgical orthodontics
Immediately after the surgery, maxillary ret-

Sekil 2: Cerrahi iglem.

Figure 2: Surgical procedure.

Sekil 3: . Kortikotomi sonrasi
panoramik radyograf.
Figure 3: Postcorticotomy

panoramic radiograph.

Turkish Journal of Orthodontics 2005;18:277-286
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Sekil 4: Tedavi sonu agiz
dis1 ve ag1z igi fotograflar
and panoramic
radiograph.

Figure 4: Posttreatment
extraoral and intraoral
photographs and

panoramic radiograph.

panoramik radyograflarda alt keserlerde api-
kal kok rezorpsiyonu oldugu belirlendigi icin
2 ay boyunca sadece pasif utility ark kullani-
mistir. Daha sonra, pasif utility ark tzerine
0.018 NiTi seviyeleme arki yerlestirilmistir.
Tedavi, premolar ve molarlarda bukkal ofset-
leri olan 0.016x0.016 Blue Elgiloy bitirme
arklari ile bitirilmistir (Resim 4). Retansiyon
apareyi olarak alt ve ust Hawley apareyleri
takilmistir. Toplam aktif tedavi stiresi 25 aydir.

TEDAVI SONUCLARI

Tedavi sonuna ait fotograflarda alt ve st
dudak kapaniginin diizeldigi, dudak protriiz-
yonundaki azalmaya bagli olarak profilin iyi-
lestigi gorulmektedir. Orta hat diastemasi ka-
panmis, artmis ileri itim, derin ortilt kapanis
ve alt spee egrisi diizelmistir. Sinif | molar ve

Kale, Enacar,Giray

raction arch was activated. Class Il elastic usa-
ge was continued. Intrusion and full retraction
of the maxillary incisors took 45 days. During
this period intrusion of the mandibular canines
were being carried out but as root resorption of
the mandibular incisors was detected from the
progress panoramic radiograph, only passive
stabilizing utility arch was left in place and ca-
nine intrusion was halted. After this passive pe-
riod 0.018 NiTi leveling arch was overlaid to
the stabilizing utility arch. Treatment was fi-
nished with 0.016x0.022 blue Elgiloy ideal
arches with buccal offsets for premolars and
molars. Bands and brackets were removed 2
months after the insertion of ideal arches
(Figure 4). Maxillary and mandibular Hawley
retainers were placed and patient was instruc-
ted for full-time wear. Total active orthodontic

Tiirk Ortodonti Dergisi 2005;18:277-286
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Cc

kanin iliskisi saglanmistir. Tedavi 6ncesi ve
sonrasina ait lateral sefalogramlar cakistirildi-
ginda Ust molarlarin distale hareket ettikleri
goriilmektedir. Ust molarlarda vertikal yonde
bir degisiklik olusmamustir. Ust keserler belir-
gin sekilde gomulmis ve retrakte edilmistir.
Alt molarlarda az miktarda ekstriizyon ve
diklesme, keserlerde ise intriizyon ve prot-
riizyon dikkat cekmektedir. Ara ve tedavi so-
nuna ait panoramik radyograflarda alt keser-
lerde belirgin apikal kok rezorpsiyonu oldugu
goriilmektedir. Ust keserlerin kok ucunda ise

treatment time was 25 months.

TREATMENT RESULTS

Post treatment photographs show better lip
competency and improved profile through re-
duced protrusion of the lips. The midline dias-
tema was closed and excessive overjet and
overbite were corrected, mandibular occlusal
plane was leveled. Class | molar and canine re-
lation was achieved. Superimposition of the
pretreatment and post treatment cephalometric
tracings showed that maxillary molars were

Tedavi bagi Tedavi sonu
Pretreatment Fosttreatment
SNA (%) 83 80
SNB (°) 77 76
ANB (%) 6 4
Ans-Xi-Pm (°) 42 42
MP-FH 18 18
U1-NA (%) 28 18
U1T-NA (mm) 7 6
L1-NB (%) 25 33
L1'-NB (mm) 6 9
A-U1 3.5 3
5, Sella, N, nasion, A, A noktasi { A-point. B, B noktas: / B-point, Ans, Antenor nazal spina ! Antenor nasal spine, X, mandibular

ramusun merkez | center of the mandibular ramus, Pm, supra pogomion,, MP, mandibular dizlem [ plane, FH, Frankfurt

honzontal diszlemi / Frankfort honzontal plane; U1, Ust keser aksi { madllary incisal axs . L1, alt keser aksi /| mandibular incisal

aas, U1, maksiller kesic kenan |/ masdllary incisal edge; L1°, mandibular kesici kenan [ incisal edge

Turkish Journal of Orthodontics 2005,;18:277-286

Resim 5: Tedavi 6ncesi ve
sonrasina ait lateral gizimlerin
cakistirilmasi.

A. Bazyon-nazyon diizlemi
"CC" de

B. Bazyon-nazyon diizlemi
nazyonda

C. ANS-PNS diizlemi insiziv
foramende

D. Korpus aks1 "Pm" de.
Figure 5: Superimpositions of
pretreatment and posttreatment
lateral cephalograms at
A."CC" on Basion-Nasion B.
Nasion on Basion-Nasion

C. Incisive foramen on ANS-
PNS

D. "Pm" on corpus axis.

Tablo: Tedavi bas1 ve sonu
sefalometrik 6lgtimler

Table: Pre and
posttreatment cephalometric

measurements
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sadece hafif bir kiintlesme olmustur (Resim 5,
Tablo)

TARTISMA

Artmisg Gst ileri itim ve derin ortuli kapani-
si olan yetiskin bir hastanin tedavisi s6z ko-
nusu oldugunda esas soru, gerekli olan du-
zeltimlerin sadece ortodontik tedavi ile elde
edilip edilemeyecegidir. Ortodontik tedavi-
nin yetersiz kaldigi durumlarda tedavi sece-
neklerinden biri ortognatik cerrahidir. Dental
kamuflaj igin gerekli dis hareketi cok fazla ise
ve ortognatik cerrahi iceren optimum tedavi
plani hasta tarafindan kabul edilmezse, orto-
dontik tedavi subapikal kortikotomi ile des-
teklenebilir.

Tedavi plani sadece ortodontik tedaviyi
kapsadiginda ileri itim Gst keserlerin retraksi-
yonu ve alt keserlerin proklinasyonu ile du-
zeltilebilmektedir. Horiuchi ve ark (2) retrak-
siyon sirasinda asirt dis hareketi yaptirildig
taktirde, koklerin kortikal plaga dayandigini
ve kok rezorpsiyonu riskinin arttigini bildir-
mistir. Ihtiyac duyulan retraksiyon miktar
fazla oldugunda diger bir sorun, dis hareketi-
kemik yapim/yikim oranidir. Asiri retraksiyon
gereken vakalarda bazen 1:1 orani koruna-
maz ve labial (3) veya palatinal (4) kortikal
kemikte fenestrasyon veya dehisensler olusa-
bilir. Bu vaka raporunda anlatildigi gibi labi-
al ve palatinalden uygulanan subapikal korti-
kotomi igslemleri sayesinde, maksiller keserle-
rin cevresindeki kortikal kemik, yapim/yitkim
evrelerine gerek kalmaksizin dislerle birlikte
hareket ettiginden yukarida bahsedilen riskler
azalmaktadir. Bu vaka raporuna konu olan
hastada, maksiller keserlerin kok uclarinin
hareket miktari ile A noktasinin ayni yondeki
hareket miktari esittir; ayrica tedavi sonuna
ait lateral sefalogramda alveol kemiginde da-
ralma izlenmemektedir.

Derin ortilt kapanis, keser intriizyonu ve
mandibulanin asagi ve geri rotasyonu (molar
ekstriizyonuna bagh) ile duzeltilebilmektedir.
Bruzin and Nanda (5) ortalama 2.30 mm ke-
ser intriizyonunun stabil oldugunu bildirmis-
tir. Diger yandan, yetigkin hastalarda molar
ekstriizyonu ile alt yiz yiiksekligini degistir-
mek her zaman 6nerilen bir klinik bir uygula-
ma degildir (6). Bu hastada tedavi sonunda
alt keserlerin kesici kenarlari ile okliizal diiz-
lem arasindaki mesafe tedavi sonunda 3 mm
azalmistir. Ancak bunun sebebi intriizyondan

Kale, Enacar,Giray

distalised and remained unchanged vertically,
incisors were intruded and retracted signifi-
cantly (Figure 5). Mandibular incisors were int-
ruded slightly and tipped labially and molars
were slightly extruded and moved mesially.
Post treatment panoramic radiographs reve-
aled significant apical root resorption of the
mandibular incisors. On the other hand maxil-
lary incisor roots showed only slight blunting
(Fig 5, Table).

DISCUSSION

The question for the treatment of an adult
patient with excessive overjet and deep bite is,
whether the corrections can be achieved by
orthodontics alone. When the limits of ortho-
dontic treatment apply, another treatment al-
ternative is combined surgical-orthodontic tre-
atment. If an adult patient refuses the optimal
treatment plan including orthognathic surgery
and if tooth movement needed for dental ca-
mouflage is extreme, corticotomy can be con-
sidered as an auxiliary for orthodontic treat-
ment.

When orthodontics alone is the treatment
plan, over jet can be reduced by any combina-
tion of retraction of maxillary incisors and
proclination of mandibular incisors. Horiuchi
et al, (2) suggested that root resorption is asso-
ciated with excessive tooth retraction accom-
panied with root approximation to the palatal
cortical plate. Another concern besides root re-
sorption is the ratio of bone remodeling to to-
oth movement. Sometimes the ratio of 1:1 can-
not be preserved in excessive retraction cases
and dehisences of the labial (3) or palatal cor-
tical plate (4) can occur. Subapical corticotomy
procedures eliminate the need for the resorpti-
on and apposition of the cortical plate adjacent
to the maxillary incisors as the cortical plates
are allowed to move with the teeth; consequ-
ently, these risks are minimized. In the case
presented in this report, amount of retraction of
the maxillary incisors’ root apex was equal to
the distal movement of point A and a dramatic
narrowing of the alveolus was not detectable
in the post treatment lateral cephalogram.

Deep overbite can be corrected by intrusion
of incisors and downward rotation of the man-
dible due to molar extrusion. Bruzin and Nan-
da (5) reported that overbite correction by an
average of 2.30 mm incisor intrusion is stable,
but changing the lower anterior face height

Tiirk Ortodonti Dergisi 2005;18:277-286



Subapikal Kortikotomi
Subapical Corticotomy

cok belirgin alt keser protriizyonudur. Keser-
lerin labiale devrilmesi, alt intriizyon utility
arkin istenmeyen yan etkisi olarak bildirilmis-
tir (7). Bu yan etkiyi ortadan kaldirabilmek
icin alt utility arka lingual kron torku verilmis
ancak Sinif Il elastiklerin etkisi de eklenince
tstesinden gelinememistir. Mandibular keser-
lerin labiale devrilmesine, kok rezorpsiyonu
ve dehisens olusma risklerini artirdigi icin
mumkin oldugunca izin verilmemelidir. An-
cak diger yandan, derin értiili kapanis prob-
lemi olan yetigkin Sinif Il hastada mandibular
retrizyonun kamuflaji icin keserlerin belirli
oranda labiale devrilmesi gerekmektedir. Bu
durumda, uzun dénem stabilite de bir sorun
olusturabileceginden uzun sireli veya daimi
retansiyon dustntlmelidir (5).

Hem intrizyon (8,9) hem de devrilme
(2,10,11-14) hareketlerinin apikal kok
rezorpsiyonuna neden oldugu bilinmektedir.
Baumrind ve ark. (11) kok apeksinin T mm
lingual hareketinin 0.49+0.14 mm apikal kok
resorpsiyonu ile sonuglandigini bildirmigler-
dir. Parker and Harris (15) ise apikal kok
rezorpsiyonunun primer sebebi olarak int-
rizyonu gostermislerdir. Bu hastadaki alt
keselerdeki belirgin apikal kok rezorpsiyonu
bu faktorlere bagh olarak gelismis olabilir. Ek
olarak, hasta anamnezinde alerjik astim
hikayesi bulunmaktadir ki, alerjik astimin kok
rezorpsiyonunda énemli rol oynadigini bil-
diren galismalar mevcuttur (16,17).

Subapikal kortikotomi proseduri, dis
hareketi icin gerekli olan alveolar kemik
rezorpsiyonu ve apozisyonu ihtiyaclarini or-
tadan kaldirmaktadir. Bu durum, tedavi
stiresinin kisalmasini, kok rezorpsiyonu ve
periodontal hasar risklerinin azalmasini sag-
lamaktadir. Dis hareketi kolaylastigi icin ank-
raj kontrolii de daha kolay olmaktadir. Ret-
raksiyon sirasinda keserlerin vertikal kontrolt
de daha iyi saglanmaktadir. Ortognatik cer-
rahiyi kabul etmeyen vyetiskin hastalarda,
subapikal kortikotomi ile desteklenen or-
todontik tedavi etkin bir tedavi secenegi
olabilmektedir.
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with molar extrusion in adult patients is not an
advisable clinical procedure. (6) In this patient,
mandibular incisors seemed to be intruded 3
mm. but mostly labial tipping of the incisors is
responsible from the increase in the distance
between occlusal plane and mandibular inci-
sors. Labial tipping of the incisors is a known
adverse effect of the intrusion utility arch. (7)
For compensation of this side effect, intrusion
utility arch had lingual crown torque but with
the additional tipping effect of Class 2 elastics,
apparently this was not enough. Labial tipping
of the mandibular incisors should be avoided
to minimize the risk of root resorption and
bone dehiscence. On the other hand, during
the treatment of an adult patient with Class Il
malocclusion and deep bite, labial tipping is
necessary to a certain extent for mandibular
retrusion camouflage. After labial tipping
stability becomes a major concern, and long
term or permanent retention should be con-
sidered. (5)

Both intrusion (8,9) and tipping (2,10,11-14)
are well known causes of apical root resorp-
tion. Baumrind et al, (1)1 reported that T mm
lingual movement of root apex resulted in
0.49+0.14 mm apical root resorption. Parker
and Harris (15) noted that intrusion was the
primary cause of apical root resorption. Sig-
nificant root resorption seen in the post treat-
ment panoramic radiographs of the patient is
probably due to these factors. Additionally,
patient’s medical history included allergic asth-
ma. This condition is reported to play a major
role in root resorption.(16,17)

Subapical corticotomy procedure
eliminated the need for alveolar bone resorp-
tion and apposition processes needed for tooth
movement because retraction of the incisors
was obtained by moving the alveolar blocks
with the teeth. This resulted with shorter active
treatment time, less risk of root resorption or
periodontal distruction and better torque cont-
rol. As subapical corticotomy facilitated tooth
movement, anchorage control problem was
less. It also facilitated intrusion and vertical
control of the incisors during retraction. In an
adult case who refuses orthognatic surgery,
subapical corticotomy combined orthodontic
treatment can be considered as an effective
treatment. modality.
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