Thursday closing panel discussion
Dr. David Turpin moderated the closing panel discussion. Panelists were Drs. Baccetti, Bishara, Dugoni and Tulloch. Turpin started the discussion by mentioning that the public is becoming aware of some of the controversies in orthodontics. So much so that ABC is soon going to air on television a story on single phase vs. 2 phase treatment for the correction of “anterior dental protrusion”. He advised that orthodontists should not be intimidated by this story, that we should take advantage of it. One way could be by letting parents know that they should rely on orthodontists to make the right treatment decisions for their children. Bishara added that it is not realistic to say that early treatment is good or bad, that there is evidence to support both a single phase and a two-phase treatment. He stressed that we need to look at each patient that comes to us as an individual in order to make the right clinical decisions. He stressed that we should take into account the fact that 40 million people in the US have incisor fractures, that it includes many incisors with fractures of enamel, dentin, and even with pulp exposure, that 42 % affect the enamel only but that 60% affect enamel, dentin and pulp, and that the cost to society of restoring all these teeth is enormous. He concluded that we, as clinicians, have the responsibility of making a treatment timing decision for each individual taking into account whether the magnitude of the overjet places that individual at greater risk for incisor fracture than another girl or boy who has a similar problem but might not need the same treatment. Tulloch stated that this is an important issue for debate. She questioned whether all children should have an early treatment to correct an overjet because of the possibility of a fractured incisor.  She likes to present the evidence to the parents and allow them to make the decision. She asks the parents whether they believe their child is affected by the overjet. If the answer is yes then she follows up with treatment. She stressed that we should not do early treatment just because someone has told us that if we do not correct a large overjet early we are going to adversely affect the child. Turpin mentioned that another issue is that we have always believed that we improve the self-esteem of the children we treat but that we are now finding out that maybe we do not have as great an impact as we thought. He cited recent research which demonstrated that in the long run self-esteem goes up anyway from childhood into adulthood. He mentioned Kevin O´Brien´s studies which demonstrated an initial increase in self esteem in the experimental group compared with the control group. However, by the second phase everybody had caught up.
Dr. Dugoni was asked whether he believed that early treatment provides better long term incisor alignment. He answered that post retention alignment of lower incisors was good when treatment had started early (8 yrs of age), that the average irregularity index, 10 yrs post retention, was 2.5 mm. Lower incisors were aligned early with extraction of lower D´s, a lower lingual arch was placed and when the full permanent dentition had erupted, a fixed cuspid-to-cuspid lingual retainer was used, until age 19, and then followed for 10 yrs post retention. He mentioned that he published this study in the Angle Orthod, in 1996.   
Dr. Baccetti was asked about the success rate when treatment starts at pre peak pubertal growth spurt rather than at the peak pubertal growth spurt. He answered that for Class III and transverse discrepancy malocclusions pre peak treatment has a better chance of success. However, for Class II malocclusions it is important that treatment be finished in a stage where growth has practically ceased (stages 5 and 6) because then relapse due to growth is minimal. He explained that to have a greater chance of successful outcome of Class II treatment we have 2 windows of opportunity, as illustrated by Bjork´s chart on growth rate from birth till adulthood. These windows occur when the patient is growing at a higher rate: from birth till about 5 yrs of age and then at the peak growth spurt. He does not recommend pre pubertal peak treatment because growth rate is low. Bishara questioned Baccetti´s recommendation by stating that only 25% of people have a discernible pubertal growth spurt. To support this statement he quoted Bjork´s classical 1966 paper where implants were placed in 45 boys to measure mandibular growth. Bishara stressed that only 11 of the 45 boys had a discernible pubertal growth spurt. Bishara concludes that pubertal growth spurts are not a certainty and so the questions for clinicians are which 25% of patients will have a pubertal growth spurt, of what magnitude, in which direction, and the timing of its occurrence. Baccetti responded by stating that we should read Bjork´s paper carefully and we will find that on average there was a pubertal growth spurt in the whole sample. Bishara responded that a small blip in the growth curve does not make it a growth spurt.
Dugoni was asked whether he expands the maxilla in absence of a posterior cross bite. He answered with one word: rarely. He then explained that just by using an expanded facebow headgear and a 2 by 4 appliance he can observe increases in maxillary width, which is necessary for Class II correction. The next question then was whether in cases with maxillary hypoplasia it would be helpful to expand the maxilla to prevent canines from becoming impacted. Dugoni mentioned that the most frequent reason for canine impaction was inadequate arch length. Turpin noted that there is no study yet that proves that palatally impacted canines will correct themselves by palatal expansion. Bishara concurred with Turpin by stressing that there is no study that determines that the incidence of palatal impaction decreases with maxillary expansion.
Dr. Tulloch was asked whether Baccetti´s research results, that growth enhancement does indeed occur with treatment, was due to the fact that he used a controlled clinical trial, not a randomized clinical trial (RCT). She responded by stating that this is a very important point because if one is allowed to assign patients to the experimental and to the control groups one can introduce biases, known and unknown, into the groups. Any conclusions drawn would be suspect. If the groups are similar in all cases, except for the treatment they received, one can be more confident about saying that the treatment did have a cause and effect relationship. She does not believe one can conclude cause-effect without randomization. Turpin added that the condition to get Baccetti´s study published was that it had to highlight the fact that it was not an RCT. He continued by explaining that at the present time the AJO will not publish systematic reviews if they include case control retrospective studies, where the patients were selected on one basis or another, because they are biased. That the highest level studies i.e. RCT´s carried out in UNC, Florida, Pennsylvania and Manchester, did not find growth enhancement.
Dr. Tulloch was then asked how skeletal anchorage plates correct Class II malocclusions with short mandibles, since they do not modify growth. She responded that in many patients Class II is not only an A-P problem, that there is a vertical component. That with the aid of these plates one can achieve facial improvement by diminishing the vertical dimension with both maxillary and mandibular molar intrusion. The autorotated mandible will improve the face which can be further enhanced with an advancement genioplasty.

Dr. Tulloch was asked whether the UNC RCT found any difference in the rate of external apical root resorption (EARR) in the three groups. She responded that both pre treatment incisor trauma and abnormal root morphologies were not found to be predictors of EARR; that patients with a history of trauma or abnormal roots did not show any greater likelihood of EARR. Using periapical radiographs, their RCT did find that the patients who suffered the greatest amount of EARR were the ones who had the largest overjets at the start of the second phase of treatment; that the distance the incisors were moved was an important determinant of EARR. However, she highlighted that not all teeth responded in the same way in every child so there must be other factors associated with EARR, probably a genetic component. She concluded by stating that early treatment that reduces the skeletal jaw relationship probably also reduces the distance one will have to move the teeth at the end and so diminishes the likelihood of EARR.
Dugoni was asked about the supervision break between phases 1 and 2. Since his patients wore a maxillary removable retainer, and frequently a headgear, during this break the question was why does he call it a “supervision break”.  And since the patient is in fact wearing appliances also during this break, does Dugoni frequently face a patient who is burned out by the time phase 2 begins. Dugoni responded that the term “supervision” is simply the nomenclature he uses for this break and that sometimes patients/parents do get burned out and do not accept a phase 2 but mainly it is because they are satisfied with the results of the early treatment.

Dr. Tulloch was asked which companies sell the mini plates. She responded that surgical companies sell them. The ones approved by the FDA are the C2 plate by KLS Martin Co and some produced by Stryker Co. That we can find more about these companies in their websites. She described that Dr. Sugawara in Japan uses pure titanium mini plates because only titanium is allowed to be placed in bone in Japan. Sugawara uses surgical fixation plates and modifies them by bending outwards one of the ends of the plates so that it protrudes through the gingival tissue and uses this end as the attachment. She explained that at UNC they are using a mini plate manufactured in Belgium which is not yet FDA approved but will be shortly. It is a plate used by Dr. Hugo De Clerck in Belgium. At UNC they ask the patients to sign a separate consent form for fixation plates. The form lets the patients know that although these plates have been used for an x number of yrs they are not yet FDA approved. She explained that the plates are expensive ($160 dollars each) and that the fixation screws cost $25 dollars each.
This panel discussion ended with Dr. Turpin thanking the panelists and the audience for their participation.

