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Introduction Case Report

Patients with a class III malocc-lusion Patient, Grace, a 11 year old boy had reported 
involving maxillary retrusion have with the chief complaint of forwardly placed 
been conven-tionally treated with lower anterior teeth.

protraction headgear or facemask therapy. He showed a brachycephalic head type and a 
Studies have shown that in a treatment duration of leptoprosopic facial type. The facial profile was 
10-12 months, upto 4 mm of maxillary concave with an anterior divergence.  Intra oral 
advancement can be achieved. This is the result of examination revealed Angles Class III 
a combination of forward movement of the malocclusion with a reverse overjet of 1 mm and 
maxilla, downward and backward rotation of the no overbite. Midline diastemaof 2mm was also 
mandible, labial tipping of the maxillary incisors, seen. Cephalometric findings showed a 
and lingual tipping of the mandibular incisors. prognathic mandible with an average growth Fig. 2. Pre-treatment intraoral photographs.

Tooth-borne anchorage devices are used in pattern and proclined upper incisors.
most of the cases, which is very likely to cause Based on these findings the patient was 
anchorage loss and this may be a major diagnosed with Class III apical bases with an 
disadvantage in cases where it is vital to preserve average growth pattern  and Angle's Class III 
the arch length. Also these devices do not permit malocclusion with proclined upper incisors.
the application of orthopaedic forces directly to 
the upper jaw.Application of force to the teeth 
results in dental compensation rather than a true 
skeletal change. It may also cause increased 
lower facial height. Headgear does not have a Fig. 3. Pre-treatment lateral Cephalogram and 
positive feedback esthetically by young adults OPG
and can be an obstruction in daily routine. Long Table 1. Pre- treatment cephalometric values.
term follow ups of maxillary protraction 

1indicated a 25% to 33% chance of relapse.
In order to develop an absolute anchorage 

system, so as to avoid anchorage loss, several 
methods have been tried viz., mini-implants, 
miniscrews, onplants, miniplates and so on, with 
different success rates. Miniplates as an 
anchorage system are gaining popularity in recent 
times and have been proven successful in wide 

5majority of cases.
In this case report we wish to illustrate the use 

of miniplates in the mandible for correction of a 
Fig 1.  Pre-treatment extra oral photographsclass III malocclusion in a growing patient.
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Class III malocclusion may be a result of maxillary deficiency or mandibular prognathism or a 

combination of the two. If the problem lies mainly in the maxilla, this problem is usually addressed 
by treatment modalities like the facemask therapy during growth period,wherein heavy anterior 
traction isapplied on the maxilla to stimulate its growth andrestrain or redirect mandibular growth. 
Although favourable changes can be achieved through this treatment option, there are problems 
associated with protracting the maxilla with conventional tooth-borne anchorage. These include the 
loss of dental anchorage, which is of concern, especially in situations in which preservation of arch 

2length is necessary.
In addition,tooth borne anchorage alone does not permit the application of orthopaedic force 

directly to the maxillary sutures. The latter effects can be eliminatedor minimized by the use of 
absolute intraoral anchorage devices, such asminiplates.

This cases report shows how miniplates can be used effectively in case of a Class III 
malocclusion for maxillary protraction

   Class III malocclusion, Miniplates, maxillary protraction

Cephalometric Values                Pre Treatment

SNA                                           790

SNB                                           81o

ANB                                           -2o

Angle of Convexity                    -3o

Wits                                            6 mm

FMA (Tweed's)                           28o

SN – GoGn                                 29o

Jarabaks                                      65.5%

Bjorks sum                                  3910

Upper Incisor to NA                    38o / 6mm

Lower Incisor to NB                   22o / 4mm

Lower incisor to Mand.Plane      82o

Nasolabial Angle                         90o

Upper lip to E line-                     1mm

Lower lip to E line                      2mm
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