EARLY TREATMENT:  The Evidence vs. The Clinical Judgment
Dr. Samir Bishara

Dr. Bishara began his lecture with the statement:  “ Is there a controversy regarding Mixed Dentition Treatment?  Or is it more like the difference between the truth and nothing but the whole truth.”  Early treatment  may be closer to the definition of beauty: It is in the eyes of the beholder.
As our society becomes more automated, we as orthodontists need to make sure we are not letting automation run our thought process.  Dr. Tulloch  et. al., in their AJO-DO June 2004 article, suggest early treatment is no more effective than one phase started in adolescence for Class II  malocclusions.  He pointed out that the study excluded extreme skeletal discrepancies.  Dr. Bishara did not argue against this or try to refute any of the data.  However, he pointedly discussed that this study only examines a single dimension of a single type of malocclusion in orthodontics.  

He advised that as a group we cannot take a study focused on a relatively small range of patients and malocclusion types and extrapolate to all patients.  He has no reason to doubt the results of the study.  However, he feels that we should never offer our services to our patients without due consideration of all facts.  Some key reasons to consider interceptive orthodontics include: open bite problems, transverse problems, leeway space considerations, oral habits and patient desires.  He particularly stressed the risk of incisor trauma for young children with large overjets.
Key arguments against early treatment include the increased cost, increased total treatment time and patient burn out.  However, As Dr. Bishara pointed out these can be minimized by good patient management.  
One powerful presentation Dr. Bishara made was relating Dr. Nguyen’s work on incisor trauma to overjet.  An overjet larger than 3mm has about twice the risk of anterior tooth trauma as an overjet less than 3mm.  Possibly even more important was that the greater the increase from 3mm the greater the risk of trauma.  Would you not consider protecting a patient’s incisor if the overjet were > 7 mm?  What would you do for your own child?
Nearly 20% of all people between 6-20 years of age have incisor trauma.  
The conclusion of Dr. Bishara’s concise lecture is that early treatment means to treat the individual with appropriate and in a timely manner.  Specific goals should be determined prior to treatment.  The goals should be to correct, intercept or treat the patient based on the physiological needs, psychologic desires and wishes of the child and parents.

For further information consider reading the article by Nguyen et. al. in the European Journal of Orthodontics from 1999.

The Orthodontist:  A Missing Link in the Diagnosis and Treatment of Obstructive Sleep Apnea.    Dr. Kasey Li
Obstructive Sleep Apnea Syndrome (OSA) is defined as “abnormal upper airway anatomy leading to airway obstruction and sleep disturbance.”  It is associated with daytime fatigue, daytime sleepiness, poor quality of sleep, and cardiovascular morbidity.  Snorers are five times more likely to fall asleep during the day than non-snorers.

Orthodontists have a unique position in diagnosing and treating sleep disorders.  As a dentofacial  specialist and as a result of dentofacial orthopedic manipulation, OSA may be relieved or potentially made worse by creating further constriction of the airway.  Our speaker,  Dr. Kasey Li,  is an oral surgeon at the Stanford Sleep Disorders Clinic and Research Center.

Dr. Li reports that the gold standard for relief of Sleep Apnea Syndrome is the nasal continuous positive airway pressure nCPAP.   This expands the airway and eliminates obstruction during sleep.   This therapy works.  However, Dr. Li reports that this treatment may not be adequate or sufficient for all patients because about 20% reject nCPAP entirely.  In long-term users 10% discontinue use after 3 years.  And the numbers may be skewed.  Compliance is defined as wearing the nCPAP at least 4 hours per day for 70% of the days.  This means that the nCPAP user may be getting only 50% benefit from the appliance.    
 In OSA the airway as been shown to be smaller than in controls.  There is a retroposition of SNB and an acute cranial base flesure (BA-SN)  In addition, the Hyoid bone is interiorly positioned.  Additional non-invasive treatment options include an oral appliance and behavior modification.  Examples of appliances would include: Tongue retaining device, Herbst and Klear Way.  With an appliance, improvements of about 50% can be achieved.  

Children are of particular interest to Dr. Li.  Children should not have sleep apnea.  However, 10-14% of children aged six and older snore.  Many of these patients when examined have transverse discrepancies. ( During a routine orthodontic examination we should be keeping this in mind.)  For mild Sleep Apnea nasal surgery can be effective There is a 4-5 time incidence of sleep apnea in obese children.  Surgical intervention could also be deemed necessary because of severe allergies.  

Although nasal surgery can be effective in some cases Dr. Li believes that Adenotonsilectomy can relieve obstruction and improve airflow in pediatric OSA.  He discussed the advantages for children by having these children evaluated and referred to a specialist for evaluation.  For OSA Children, having this procedure improved school performance and decreased health care utilization after the surgery.
Don’t think your out of the woods if you have trouble initiating, maintaining or staying asleep. Dr. Li’s presentation was thought-provoking.  Men, for example, have been reported found to be more more likely to develop diabetes if they report short sleep duration.

For further information please review the article by Li and Guilleminault: Adenotonsillectoy In Pediatric Sleep-Disordered Breathing in the journal, Insom Issue 7 February 2006.

