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II cases, an abnormal pattern of mandibular both arches. (Fig 6a,b,c)adult Class II Div 2 patient treated by fixed 
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2-4  coinciding midlines. Overjet and overbite were functional considerations . Treatment 
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compensation may well be the treatment of  Space achieved by molar distalisation was 

A 19-year-old female presented with the 
chief complaint of "my teeth stick out". She had 
a moderately convex hard- and soft-tissue 
profile because of a retrusive mandible. A Class 
II, division 2 malocclusion was associated with 
no overjet, 100% deep bite with average growth 
pattern and deep mentolabial sulcus.  She had 
lingually inclined upper central; labially flared 
maxillary lateral incisors and both arches 
exhibited mild-to-moderate crowding. (Fig 1 
a,b,c) 

The treatment objective in this case was to 
improve convex  soft-tissue profile due to 
mandibular retrognathism. In the vertical 
dimension, the goal was to intrude the maxillary 
incisors to improve the lip-to-incisor 
relationship, to level the curve of spee for bite 
opening.   In the anteroposterior dimension, 
aim was to correct molar & canine relation and 
to correct overjet. The arch width, and midlines 
needed to be maintained in the transverse 
dimension. 
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Fig 1  Pretreatment Intraoral Photograph  a )  Frontal   b) Left side    c) Right side

Fig 2 Molar distalization using miniimplants   a) Left side   b) Right side 

Fig 3 Significant molar distalization  achieved Fig 4 Anterior maxillary retraction using T loop

Fig 5  Open coil spring used
 for creation of space for lower left canine 

Fig 6 Final finishing and detailing  a) Frontal Photograph b) Left side    c) Right side

Fig 7 Post treatment Intraoral Photographs a )  Frontal   b) Left side    c) Right side
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