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Questions and Answers 

Q1. What is the age of this patient? 

A1. 2nd Case. The unilateral extraction/TAD case. Patient is 18 years of age  

Q2.  How was the cant corrected - with the tad? 

A2. 2nd Case. There was no skeletal cant in this case. Bracket positioning, 

levelling and utilisation of space created by the extraction allowed the 

maxillary arch and gingival complex to be aligned. 

Q3. Do you feel the appearance of a cant is most commonly due to gingival 

architecture and inclination of teeth, rather than skeletal origin? 

A3. 2nd Case. Significant maxillary cants are usually skeletal in origin, 

secondary to hemi-mandibular hyperplasia. Gingival cants are often associated 

with skeletal cants but can occur without a skeletal contribution, they tend to 

be minor cants and related to tooth crowding or recession. 

Q4. In my cases where I have extracted a 4 for a significant centreline 

deviation, I have moved one tooth as a time to preserve anchorage. Other 

than TADs, are there any other ways to preserve anchorage and efficiently 

move the teeth rather than moving one tooth at a time? 

A4. I think all available anchorage reinforcement options can be considered. 

TADs are ideal in many situations. 

Q5. I've been told and read that often when molars are asymmetric but c/l 

are relatively coincident there should be a high suspicion of mandibular 

asymmetry. Have you found this in your cases? 

A5. When ever you see asymmetry in the occlusion you needs to be suspicious 

and try to account for it. Early loss of primary teeth and dental crowding is 

often the cause of dental asymmetry,  but in the absence of this a skeletal 



 
contribution maybe present, especially if confirmed by extra oral features of 

asymmetry. 

Q6. Would you consider extraction UL4 only in this II/2 case? 

A6. Case 3. Its an option, but there is mild arch crowding and slightly retrusive 

and thin lip form. Distalisation was my preferred option in this case. 

Q7. I would prefer calling it Carrier Cl II corrector rather than "distalizer" 

A7. Case 3. Not a question, but in this instance I’m using a Carriere motion 

appliance for distalisation. 

Q8. Did you use bilateral class II elastics to the carrier? Or only unilateral? 

A8. Case 3. I tend to place the Carriere’s bilaterally and use a heavier elastic on 

the side that needs more work, using the elastic full time and use a lighter 

elastic, nights only on the side that requires less anchorage. 

Q9. What are drawbridge mechanics please? 

A9. Case 5. When you have an AOB with bimaxillary proclination and extract to 

create space. It allows AOB bite closure as you draw the proclined incisors 

back. Similar to a drawbridge closing. 

Q10. Is there a risk of not extracting LLQ of overly proclining the LLS and 

causing gingival recession? 

A10. Case 5.The patient had good gingival architecture and I considered 

recession a low risk. Extracting in the LLQ would make the anchorage 

management more difficult in this case and distalisation of the upper left 

buccal segment is problematic in open bite cases. The unilateral lower 

extraction facilitated the lower dental centreline correction and prevented 

excessive retraction of the lower labial segment. 

Q11. What is your preferred different mechanical methods for dental 

centerline correction? 

A11. In crowded cases, differential extractions (4 one side 5 the other) or 

unilateral are useful. Asymmetric elastics are helpful. 

 



 
Q12. Which midfaxial axis you use for diagnosing patient with facial 

asymmetries? 

A12. I tend to drop a line down the Glabella to the mid-philtrum of the upper 

lip. In significant facial asymmetry it can be difficult and a best estimate 

utilising principals of proportion and balance needed. 

Q13. Going back to the research stats at the start was it a 10mm mandibular 

discrepancy edged towards surgical intervention? 

A13. Yes, the work of Naini et al in London suggest the decision to undergo 

surgery is stronger when asymmetries approach 10mm or greater. 

Q14. Do you not bond your terminal molars in orthognathic cases? 

A14. Yes if there is an alignment issue or the unit will affect my post surgical 

occlusal fit. 


