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Dr. Paul A. Rocke (PAR)
Dr. Harry G. Barrer (HGB) — for JCO

HGB Do you treat high angle cases
differently?

PCK To the untrained eye, all cases
treated with the Begg Technique are
treated essentially the same. All
patients have archwires with anchor
bends, and Class Il or Class Ill elastics.
The differences, however, are the
amounts of anchor bend placed in the
archwires, and to some extent, the
strength of the intermaxillary elastics.
The appliances used to treat high angle
open bite cases are essentially the
same as those used in low angle cases.
Arch length/tooth mass discrepancies
determine the need for reduction in
tooth mass. Usually the first premolars
are removed. Archwires are placed with
very slight anchor bends, so that the
depressing forces on the upper and
lower anterior teeth are very light —
perhaps only ten to twenty grams.

VOLUME XIV NUMBER 12

Therefore, the wearing of two and one-
half ounce (seventy gram) intermaxil-
lary elastics on each side will overcome
the light depressing force, to create a
net elongation effect on the anterior
teeth. Quite often this force system
alone, plus the teeth becoming more
upright (if they have been inclined lab-
ially from a tongue thrust), causes an
open bite to begin to close. If after
two appointments (approximately three
months), there has not been a reduc-
tion in an open bite, we would apply
anteriorvertical elastics. Preferably,
these elastics are engaged on the lin-
gual surfaces of the anterior teeth, to
help discourage the tongue from
thrusting between the teeth.

In treating a deep bite case (Class |
or Class Il), the mechanics would be
the same as for a high angle case —
.016" archwires with anchor bends me-
sial to the molars, and Class |l elas-
tics. The difference would be, of
course, that the bite opening bends
would be much greater, causing the
anterior portions of the archwires to
exert between one and one-half oun-
ces (42 grams) and two ounces (56
grams) of depressive force on the ante-
rior teeth. This amount of force sur-
passes the anterior vertical component
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Fig. 10 Changing “Angle of Attack” between intermaxillary elastics and the upper anterior teeth causes the
vertical component of force to vary according to the vertical control requirements for each type of case.

of force of the Class |l elastics, causing
the bite to open.

The changing “angle of attack”
between intermaxillary elastic and the
upper anterior teeth is also capitalized
on in the Begg Technique to help pro-
duce the desired vertical changes.
Open bites and high FMA angles go
together. The “angle of attack” of the
Class Il elastics is high (Fig. 10A),
resulting in an increase in the vertical
elastic force component. This, coupled
with reduced anchor bends, permits
the open bites to close. Deep bite cases
generally have low FMA angles. The
“angle of attack” between elastic and
anterior teeth, will therefore also be low
— sometimes nearly parallel to the
occlusal plane (Fig. 10B). This can
result in almost no vertical component
of force on the anterior teeth. There-
fore, the nearly two ounces (56 grams)
of depressive force that can be applied
to the upper anterior teeth by the steep
bite-opening bends in the archwire
(hard ESP .016" Australian wire) is vir-
tually unopposed. The deep anterior
bites open quickly and consistently, as
if by magic.

Between these two extremes lie
the “average” cases, requiring moder-
ate changes in the anterior overbite
(Fig. 10C). In these cases, it is even
easier to achieve the proper relation-
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ship between elastic and archwire
forces, to open or close the anterior
bites as desired. This, of course, is why
the Begg Technique, when practiced
properly, does not create “gummy
smiles”.

HGB Does the skeletal pattern affect
your treatment plan with regard to
extraction versus nonextraction?

RAR Certainly in low angle cases,
the tendency would be toward nonex-
traction. However, if there is extreme
crowding, we would not hesitate to
extract teeth. | think the final judgment
would have to be made with the facial
profile in mind. In high angle cases, we
feel there is more tendency toward
extraction. However, the treatment plan
would then proceed the same as low
angle cases. This is one of the unusual
things about Begg treatment. At the
end of Stage | practically all cases look
alike — anterior teeth edge-to-edge,
rotations except for molars overcor-
rected, anterior spaces closed, and an
overcorrected Class | molar relation-
ship (Fig. 11).

HGB Gentlemen, | would like to
pursue the question of vertical control
a little more specifically. Some very
excellent papers have been written on
this subject, not the least of which have
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Fig. 11 End of Stage I. All types of malocclusion — Class I, Il, and Ill — have this same configuration at the
end of Stage I. Rapid elimination of anterior overbite facilitates correction of anteroposterior interarch
discrepancies.

been by Ten Hoeve and Mulie. How
do you respond to their findings?

PCK | would say articles such as this
have been beneficial to orthodontics in
a general way. They have renewed an
interest in, and appreciation for, the
extreme importance of bite opening,
which | believe is necessary for treat-
ment to progress properly in any or-
thodontic technique. However, these
articles haven’'t changed our mechan-
ics for bite opening. We still rely com-
pletely upon our hard .016"” ESP Aus-
tralian archwires, modified to open the
bite in conjunction with light Class Il
elastics. It has worked successfully for
us on every patient for over twenty
years, and we just can’t see any jus-
tification to consider changing our
mechanics, based upon these reports.
To date no one using extraoral forces,
to our knowledge, has shown finished
results that are consistently of a higher
quality, or even equal to those we have
been able to obtain with the completely
intraoral technique as developed by Dr.

Begg.
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RAR When Pete talks about “hard
wire”, he is talking about ESP wire,
which isthe hardest wire drawn by A.J.
Wilcock of Australia. It should be used
right at the start of treatment in the first
archwires, and carried through until
.020" wires are placed in the Second or
Third Stage. Relative to this bite open-
ing, we have checked our records at the
Center, and have found the average
time to reach an edge-to-edge anterior
bite is six months. Since we have elimi-
nated the use of anterior vertical loops
in 90% of our cases, the average time is
even less. Of course, this also depends
on good patient cooperation, which
requires conscious effort on the part of
the orthodontist.

PCK \Variations in established tech-
niques should not be suggested until it
can be shown that either the results are
superior to conventional methods, or
the procedures reduce treatment time
and/or patient inconvenience.

HGB Another method for increasing
bite opening potential has been to use
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vertical elastics on anchor molars.
What is your experience with this pro-
cedure?

RAR We have tried it, as suggested in
an article*, and could not see any clini-
cally significant improvement in rapid-
ity or permanence of bite opening. We
have utilized vertical elastics occasion-
ally from upper to lower first molars —
usually inthe Third Stage, to hold them
in tight occlusion, not to erupt them to
open the bite.

PCK We would use vertical elastics
on molars, not as a means of extrud-
ing them to prop the bite open, but to
change their buccolingual or mesio-
distal inclinations. | think it would be
wrong to encourage bite opening by
an excessive eruption of the posterior
teeth. We get some elevation of anchor
molars due to the vertical component
of force in the Class Il and Class IlI
elastics. We do recognize that this is
part of the bite opening of the Begg
Technique. It is not necessarily what
we would desire, but it does help to get
the anterior teeth edge-to-edge and
out of occlusion, to facilitate rapid an-
teroposterior changes in the dental
arches and individual tooth move-
ments.

HGB Another factor in bite openingin
the Begg technique is the angle of
the molar buccal tube to the occlusal
plane. It has been suggested that the
angle be altered mesiogingivally.
Would you find that an asset?

PCK There seems to be no justifica-
tion for angling the buccal tubes. The
only purpose that we can see is to place
the anterior portion of the archwire
lower in the mucobuccal fold. Anchor
bends are designed for this purpose.
They can be modified according to the

*Ten Hoeve, Mulie and Brandt: Technique Modifica-
tions to Achieve Intrusion of the Maxillary Anterior Seg-
ment. JCO, March 1977.
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needs of each case, and also changed
in degree as treatment progresses and
the bite opens (Fig. 12). If the tube is
inclined at some preset angle, then the
orthodontist must continually compen-
sate for that angle throughout treat-
ment. It would require severe gingival
steps in the archwires, and reverse an-
chor bends once the bite opens.

RAR | have tried angling the buccal
tubes, but | can’t see any great im-
provement over what we have been
doing previously.

HGB Would you discuss the relation-
ship of root apex to cortical bone dur-
ing bite opening mechanics?

PCK Harry, | think we would agree
that there are times when it might be
advisable to alter the relationship of
the apices to cortical bone; in oth-
er words, indications for anterior root
torque early in treatment. However, |

-

-
=
-

Fig. 12 Molar tubes should be parallel to occlusal
surfaces. Desired passive positions of anterior
portions of archwires are achieved by varying
degree of bite-opening bends throughout treat-
ment. Typical malocclusions requiring anterior
bite opening would require the following loca-
tions: A-A, Stage |; B-B, Stage II; C-C, Stage lll.
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think it is very uncommon, and believe
there could be some danger in sug-
gesting that it is a common procedure
and necessary in a high percentage of
cases. The type of case on which we
have found it necessary to use root
torque early in treatment, is one in
which the crowns of the lower anterior
teeth are inclined lingually. As these
lower anterior teeth become depressed,
the roots may tend to scoot out labial-
ly. The placement of lingual root-torqu-
ing auxiliaries causes the long-axes of
these teeth to become more parallel
with the desired path of depression. In
the upper arch, | can't think of ever
having to do that sort of thing in twen-
ty years.

| think we find bite opening most
difficultin low angle cases. | believe the
reason could be related to the very fact
that it is a low angle case. It might be
that the patient has stronger muscula-
ture, stronger masseter muscles than
say, a patient with anormal angle. He or
she could even be a habitual “clencher”.
Therefore, there is very little chance for
us to benefit from the slight elevation of
anchor molars from the Class Il elas-
tics, which is a recognized part of bite
opening. The persistent heavy forces
keep these teeth down.
PAR Adults with deep bite, low an-
gle malocclusions are often bruxers. A
mild muscle relaxant before bedtime
has been useful in my practice to help
break the bruxing pattern. This permits
the slight elevation of the anchor mo-
lars from the light Class Il elastics to
help open the bite.

HGB You mentionthatyoudo notuse
looped arches in 90 per cent of your
cases. How does the looped arch affect
bite opening?

PCK |think we have all recognized for
years that the looped archwire is not as
efficient for bite opening and anchor
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molar control as a plain archwire. We
have all tried through the years to elim-
inate the loops wherever possible. Now,
with our CO-AX wire, we can delegate
the alignment of anterior teeth to an
archwire auxiliary, much as we have
delegated the torquing of teeth to an
auxiliary in Stage Ill. This enables us to
use a harder .016” wire (ESP) for bite
opening. We get much more rapid and
controlled bite opening. By controlled |
mean that all the anterior teeth seem to
move together. With anterior vertical
loops, the canines would go first, then
the laterals, then the centrals, giving a
“rainbow” effect (Fig. 13). Of course,
anchor molar control is also much bet-
ter in the absence of vertical loops in
the anterior. In the future, we are go-
ing to see very few loops in the Begg
Technique, and bites opening much
more quickly, with anchor molars un-
der much better control.

B

Fig. 13 The use of plain archwires (no vertical
loops) in conjunction with CO-AX auxiliaries for
individual tooth alignment promotes relatively
level vertical control of anterior teeth (A). Use of
upper and lower multiple-loop archwires with
extremely flexible anterior sections during bite
opening often results in “Rainbow Effect” (B).
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HGB Let's turn the question around
and consider the open bite, anterior
and posterior. How do you utilize your
intermaxillary elastics in these cases?
PCK Class Il or Class Il elastics are a
very integral part of treatment of an
open bite case, because the vertical
component of force from these elastics
can help close the bite, in conjunc-
tion with archwires having very slight
anchor bends. This phenomenon was
illustrated earlier in this interview.
Of course, the function of the anchor
bends in these cases would be for an-
chorage, not for bite opening.

RAR [t must be remembered that most
cases are started alike — Class II, Class
|, deep overbite, open bite — they are
all started with Class Il elastics. The
only time we wouldn’t start with Class ||
elastics is where we have an edge-to-
edge, or slight Class Ill tendency of the
anterior teeth. If this were an extraction
case, we would start with horizontal
elastics.

Posterior open bites are not too
common. However, we now use vertical
elastics from the lingual of the upper
molar to the lingual of the lower molar
to help control tongue position (Fig.
14). If necessary, we would also use
them on the buccal. However, the lin-
gual elastic is usually enough. If we find
posterior open bite developing in Stage
I, it generally is a result of too much
curve in the archwire, or too much bite
opening bend. Usually in these situa-
tions, we use vertical elastics on the
buccal.

HGB While we are considering the
anterior teeth, please explain why mid-
line discrepancies seem to correct so
readily with Begg mechanics.

PCK Because the Begg Technique
avoids the application of any mesiodis-
tal uprighting forces to teeth until the
Third Stage. This is possible through
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Fig. 14 Lingual vertical elastics used in posterior
open bite cases to prevent the tongue from pass-
ing between the teeth. Elastic force is very light,
as natural tendency for vertical eruption will
bring teeth together if tongue is blocked out.

the use of a modified ribbon arch type
bracket. In other words, if force is ap-
plied, it is strictly applied to the crowns
of the teeth during Stages | and Il. The
single point contact between the arch-
wire and the bracket leaves the root
apices relatively undisturbed. In most
malocclusions, midline discrepancies
are originally caused by mesiodistal
tipping of the anterior teeth, permitted
by asymmetrical tooth loss or crowd-
ing. However, when wide channel
brackets are used, even the lightest,
most resilient archwires would imme-
diately begin applying pressures to
upright teeth, which cause the crowns
of the teeth to move in one direction,
and the roots in the other. The result is
that the teeth become uprighted across
the midline.

If, initially, the anterior teeth in one
arch lean to the left, and those in the
other arch lean to the right, and light
archwires are placed in wide channel
(Edgewise) brackets, a real midline
discrepancy is created (Fig. 15). As
extraction spaces are closed, this dis-
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Fig. 15 Application of even the smallest round archwires into wide channel brackets of tipped anterior teeth
causes forces to be applied to their roots (A). When the teeth have been aligned and leveled, they may be
shifted laterally in the jaws (B). When narrow ribbon arch type brackets are used with light round archwires,
forces are only applied to tip the crowns of the teeth (C). The teeth are aligned without any uprighting forces
being applied and, therefore, not moved bodily across the alveolar midlines (D).

crepancy is passed on to the buccal
segments, creating a tendency for a
Class Il occlusion on one side and a
Class Ill on the other.

RAR Orthodontists who have prac-
ticed the Begg Technique over a peri-
od of years very rarely report a prob-
lem with midline discrepancies. Many
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times, in the Second Stage of treat-
ment, extraction space may be closed
completely on one side, with several
millimeters of space left to close on the
opposite side. There may be a midline
discrepancy at this time. However, as all
spaces close, or teeth become upright-
ed during Stage lll, the midline is cor-
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rected automatically.

HGB Let's consider some random fac-
tors. In treating adults, how do you al-
ter your mechanics to compensate for
missing posterior anchor teeth?

RAR On occasion, when molar teeth
are missing, the bicuspid tooth is used
as an anchor tooth, with a buccal tube
on its buccal surface. In cases where
there are bridge replacements for mis-
sing teeth and the bridge is maintained
during treatment, the band encircles
the entire bridge and is ligated around
the contact areas, mesial and/or distal
to the pontic (Fig. 16). We have, on
occasion, talked about soldering the
first and second bicuspid bands to-
gether with a tube, to act as a multi-
rooted anchor tooth. However, we have
not done this to date.

The gingival condition and level of
bony support are of prime importance
when diagnosing adult patients with
potential periodontal problems. We
would hesitate to start treatment in a
case where there is severe tissue in-
flammation and hypertrophy. The pa-
tient would be referred to a periodon-

Fig. 16 Custom band for two- or three-unit
bridge, adapted to study model. Thread ligatures
underbridge solder joints, load band with ce-
ment, seat, and twist ligatures, as shown.
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tist first, for evaluation and/or treat-
ment.

HGB When the perio problem has
been corrected and there has been
appreciable bone loss, how do you pro-
tect weak but savable teeth?

RAR | think, in general, we would stay
away from orthodontic treatment in a
case where the prognosis of saving
teeth would be doubtful.

PCK If we did straighten teeth that
had very little bony support, we would
probably recommend that they be
maintained with a fixed splint rather
than a removable appliance.

HGB Do you locate the brackets dif-
ferently on the lower anterior teeth in
deep bite cases?

PCK We never compromise bracket
positioning because of the degree of
overbite. We put the brackets and arch-
wires on at the same visit. The patient
may be biting on some brackets when
he or she leaves our office. However,
the bite opens so rapidly, itisn’ta prob-
lem.

HGB With bonding an established
technique, are lingual attachments a
problem?

PCK The only lingual attachments we
normally use are molar hooks. Since
we still use bands on most molars, we
usually are not bonding on the lingual.
However, special attachments are pres-
ently being produced for lingual bond-

ing.

HGB Without lingual attachments,
how do you “fix” the posterior seg-
ments to avoid space opening?

PCK We simply bend the ends of the
archwires around the distal ends of the
molar tubes. Sometimes we run elas-
tomeric thread, or a steel ligature tie,
from the molar lingual hook to the
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