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Tumerous studies have reported Class II maloc- .
elusion as the most frequent malocclusion

_ - 1 among the treated orthodontic population.' '
Therefore, it is evident that this relatively common
orthodontic problem is a constant challenge to the abil-
ities of the orthodontic practitioner. The many treat-
ment modalities available for Class II treatment, and
the enthusiastic ^'belier' of individual groups of practi- ,
tioners in the preeminence of their particular modality - • . ; '.
of treatment, should raise questions: "What is a Class '
II malocclusion?", "Why are there so many treatment ''
modalities?", and "Is there really only one best way Dk Malcolm Mehier
and one best time to treat a Class II malocclusion?'

Class II malocclusion has been described by some investigators as a skeletal
malocclusion with a "small" mandible. However, several independent studies
have demonstrated that the growth and size of Class 11 mandibles arc most often
comparable to normal-sized mandibles.^ ' The etiology ofClass II malocclusion
has also been identified as a product of localized maxillary mesial dental drift,
postural restrained occlusion, ora spatial disharmony between an adequately
sized maxilla and mandible. These theories of Class II etiology are actively
debated in promotion of particular modalities of treatment.

Although controversy seems to exist in the diagnosis and treatment ofClass II
malocclusion, I suggest that a gentle form of blindness or more accurately an
-unrelenting bias" prevents the exponents of contrasting philosophies from see
ing the truth; in reality no one is wrong and no one is right. Successful Class II
treatment is the resultantof compcisite chanjje within the dentition and the
maxillo-dental alveolar complex. The change is not solely from cither distaliza-
tion ofmaxillary molars, growth modification, postural repositioning, and/or
expansion, but rather from a collective expression of biological responses to
orthodontic treatment.

Therefore, it may be a fiatile and non-productive exercise to attempt to match a
suspected etiology with a particular treatment modality. After all, the conver
sion of a Class II to a Class I occlusion is a 7 mm effort represented as a com
posite change in the dentition, rather than a singular change ofone causative
factor."' It may also be a miscalculation to attribute special advantages to early
mixed dentition treatment in order to capture a particular "growth spurt."
Bishara states that identifiable significant "growth spurts" do not occur in a
consistent predictable pattern. Therefore, we suggest the stage of development
most effective and efficient to achieve composite change is the late mixed denti
tion. Comprehensive treatment should bestarted when the mandibular sccond
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premolars have two-thirds to three-quarters ofroot devel
opment complete; the mandihular second deciduous molar
may still be present; the maxillary second molars should
be superior to the greatest distal convexity ofthe maxillary
first molar; and the maxillary canineshould be on a nor
mal path of eruption.
Variations to this dental developmental snap shot may still
present appropriate opportunities for commencement of
comprehensive treatment.

Components ofcomposite change in correction ofClass II
malocclusion are:

1. Rotation of the maxillary first molars. AppHance
activation for distal rotation of the mesio-buccal cusp of
the maxillary first molar contributes toClass II correction.
Braun and Evans determined that the mean gain in arch
length from rotation of the maxillary first molars is
1 millimeter+/-8.

2. Distalization of the maxillary first molar. Class II
corrective treatment mechanics in the late mixed dentition
can bedepended upon to produce sagittal change. There
are advantages and disadvantages to different available
modalities of treatment to accomplish distalization, but in
spite ofappliance selection there is no significant differ
ence in net millimeters gained. Bolla andthen Chiu and
McNamara, in separate studies, found this to be accurate.
Chiu and McNamara in evaluating distalization appliances,
found that ".. .despite theeffectiveness of many of these
appliances...they all produce...anterior anchorage loss."
They further noted in their study, "the net gain from distal
ization was 3nun.+/- depending on the anchorage strain
devoted to recovery from severe tipping and anterior recip
rocal migration." Other studies have arrived at similar
conclusions.'"'"

3. Differential growth. Inhibition of the natural spatial
translation and skeletal transformation of the maxilla can
be achieved with orthopedic forces applied to itssutural
network. This altered spatial orientation of the maxilla
contrasted with continued normal growth of the mandible
can account for 2 millimeters +/- of sagittal change in the
dental relationship. Boederand Riolo, et al agreed with
Kloehn and Weislander who found a repositioning ofA
point in a study ofcervical headgear treatment. They con
cluded that it was a result of maxillary restraint and/or
maxillary retraction, concomitant with mandibular
growth.'" Mao demonstrated in his recent work the validi
ty of modifying suUiral growth through sutural strain
induced by various orthopedic therapies."

4. Postural effects. Functional reorientation of the
mandible and compensatory supportive skeletal remodel
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ing issometimes considered compatible mesial shift ofthe
mandible rather thanappliance-enhanced mandibular
growth. This postural effect may be considered the reori
entation ofa posteriorly restrained mandible and musculo-
skeletal adaptation, or viewed as normal compensatory
remodeling after translation and rotational mandibular
growth. Bondemark, when referring to the surprising
skeletal and positional results of mandibular repositioning
said, "...This might bethe result of remodehng influence
on the mandible as a compensatory reaction to bitejump
ing, or to flinctional adaptation in mandibular position."'̂
McNamara wrote that his initial procedure in treatment of
Class 11 malocclusion is Rapid Palatal Expansion. " A
most interesting (and somewhat surprising) observation
following our initial efforts to expand Class II patients in
the early mixed dentition was the occurrence of a sponta
neous correction of the Class II malocclusion..."'* Sponta
neous mandibular repositioning and concomitant skeletal
adaptation continues to be argued among our most presti
gious investigators, however, in spite ofacademic debate,
the postural effect can often be depended upon for 1mil
limeter +/- of sagittal change.''

5. Mesial movement of the mandibular dentition. Treat
ment and appliance design for mesial movement of the
mandibular first molars in premolarextraction cases can
provide 3+/-millimeters ofsagittal dental change (the
available space for this mesialization isdependent on the
amount of extraction space required for correction of asso
ciated arch length deficiency and/or facial procumbency).
Mesialization of the entire mandibular dentition with ante
rior advancement of 1 millimeter +/-to achieve final inter-
digitation is sometimes necessary as a last resort.
Acceptance of theconcept that Class II correction is a
composite change of skeletal, spatial, and dental relation
ships delivers a range ofexcellent treatment options. The
passionate "belief" inone particular technique as opposed
to another can be modified. Efficient and effective biolog
ical response in treatment should not be assigned to the
efficacy of a particular shape of plastic or space age wires
and magic brackets, but to the biomechanical dynamics of
applied orthodontic and orthopedic force to living tissue.
Aspecial thank you to myfriend and colleague. Dr. Richard Masella,
for his assistance inpreparation of thispaper.
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Director, Advanced Education in mg. Numerous
Orthodontics, Assoc. Professor and others m
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(504) 619-85.23 munity lent their

financial and materi-
J.M. Chadha, BDS, DDS, MS, assistance as well.
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(505) 619-8573
wagon into a virtual

Part-time clinical transport in
Mark Coreil order to move all the
Glenn Dubroc, Jr. clinic supplies and
Guy A. Favaloro ui ^

, _ . . consumables rrom
Charles Fontenot ^ ,
Melanie Fowler Dr. Charbonnet s
Craig Henry 01>viers
Michael Hiller office.
Jeffrey LeBlanc On August 25, 2006,
William Ledoux persistence and
Hector Maldonado dedication ofall
Brian Oivier involved with the
Bernhard Schwaninger .
Donald Toso program was reward-
Terence Walsh when LSU gradu-
Jay Whitley

I post-Katrina class:
Dr. Hopkins, Dr. Jill

Zerangue-Simon, Dr. Cindy Ncrris-Pulitzer, and Dr. Tripp
Leitner. The prior month, the first new group of resi
dents, the class of 2008, was admitted with 125 new
patients enlisted for the class.

"We are very proud of the past graduatingclassesof 2006
and 2007 for trusting the department to continue to com
plete their education which was interrupted by Katrina,"
said Dr. Armbruster recently. "We're also proud of our
current classes of 2008 and 2009, and the incoming class
of 2010, for believing that the quality of education lies
not in the location within which the education takes

place, but in the dedication of the faculty, the staff, and
the students themselves"

"At my interview, all the faculty expressed great pride in
their program, and the residents were also very enthusias
tic about LSU," remarks 2nd year resident Dr. Adam Hall.
"No other program I went to had the sense of pride that
LSU did."

In September 2007, abnost two yeai-s after Hurricane
Katrina, the LSU School of Dentistry and its Depailment
of Orthodontics returned to its New Orleans campus to
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continue classes and patient care.

Today, after surviving the crisis that Katrina presented the
program , Dr. Chadha and Dr. Armbruster feel confident
that LSU will continue its tradition of excellence in
orthodontic education for years to come. However, they
also acknowledge the continuing concern and difi^iculties
that orthodontics faces as it attempts to recruit the educa
tors of tomorrow.

"I've devoted 46 years of my life to academics and have
no regrets," said Dr. Chadha. "It is true that there is a dis
parity in pay between the academic and private sectors,
but 1find myselfin a comfortable situation financially in
that 1can have a decent retired life when I decide to

choose to do so. We need bright minds to enter aca
demics, and 1urge you all to consider a career in aca
demics and enjoy a very rewarding experience."

Class II references continue

widths ofpatients with Class 11. Division I malocclusion andsubjects
with Class I ideal occhtsion. An^le Orihod 2004:74(3):356-60.

3. Bolla E. Muratorc f\ Carano A. Bowman SJ. Evaluation of maxil
lary molardistalization with thedistaljet: a comparison with oilur
contcniponirv merhods. An^tc Ortltud20(l2:72(5l:4iil-*J4.

4. Bishara SE. Facial and dental changes in adolescents and their
clinical iniplicaiions. Angle Orihod 2U00:70(6):47t-!i3.

.5. You ZH, Fishman LS. Rosenbliini RE. Siibtelny JD. Dentoalveolar
changesrelated to mandibidarfbrwanlgrowth in untreatedClass 11
persons. Am J Orthod Dentofac Orthop 2001:l20(6):5^ii-607.

6. McNamara JA. Vla.xillary rninsver.sc del'icioncy. .4ni J Orthod
Dentojav Orthop 20110:117(5):567-7(1.

7. Pangrazio-Kidbersh I' Bcrger JL. Chermak DS. Kaczynski R. Si}i\on
ES. Uaerian .1. Treatment effects of the mandibular anterior reposi
tioning appliance on patients with Class11 malocclusion. Am J Orthod
Dentofac Orthop 20tJ3;I23lSi:2li6-95.

8. Braim S. Kiisnoro B. Evans CA. The ejfect ofina.xillaryfirst molar
derotation on arch length. .-Un J Orthod Dentofac Orthop
1997:1 l2(5):53S-44.

y, Chiu PP. Mch'amaiv JA. A comparison of two intraoral molar dis-
talization appliances: distalJet vensus pendulum. Am J Orthod Dento
fac Orthop 2f)05:l2H(3):3!i3-65.

lU. Boeder PR. Riolo ML. Keeling SD, TenHave TR. Skeletal changes
associated with e.xtraoral appliance therapy: an evahiation of 200
consecutively treated cases. Angle Orthod l'JH}<:5Sfi4):2f>3-7U.

11. MaoJJ. iVang X. Kopher RA. Biomechanicsofcraniofacial
sutures: orthopedic implications.Angle Orthod 2003:73(2}:l2i'i-35.

12. Bondemark L. Does 2 years'nocturnal treatment with a mandibu
lar advancement .iplint in adult patients with snoring and OSAS cau.'ie
a change in the posture of the mandible? Am J Orihod Dentofac
Orthop I999:II6(6):62I-{<.




