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ABSTRACT
Studies have shown that orthodontic mini-implants serve as an important anchorage method, for orthodontists at all treatment 
stages, reducing the patient`s compliance and achieving more predictable results. Implant serves as an absolute anchorage 
taking anchorage from skeleton with no reactionary force on posterior teeth during reaction        
Aim: This case report describes the treatment of a 31-year-old female who had incompetent lips with severe bimaxillary den-
toalveolar protrusion. 
Methodology: The preferred treatment alternative for such malocclusion is extraction of four first premolars and utilization of ex-
traction spaces retraction of the anterior teeth. To maintain the extraction space, maximum anchorage is required. Mini-implants 
were used for absolute anchorage to get a good facial profile. 
Conclusion: Post treatment the profile improved, competency of lips was achieved and cephalometric superimposition revealed 
that no anchorage loss was seen with all extraction space being utilized for retraction. Hence implant serves as an effective tool 
as an absolute anchorage
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INTRODUCTION

Protrusiveness and proclination of the maxillary and man-
dibular incisors along with increased procumbency of the 
lips is a condition known as bimaxillary dentoalveolar pro-
trusion .1 This condition is commonly seen in the Asian  as 
well as African– American populations.2-8 . The usual objec-
tive of orthodontic treatment of such condition includes the 
retraction and retroclination of maxillary and mandibular 
incisors with a resultant decrease in soft tissue procumbency 
and convexity.9 The treatment of choice for these patients 

is to extract all first bicuspids. In this case, maximum an-
chorage of the posterior teeth is of great importance for two 
reasons; to retract the anterior teeth to their greatest extent 
and increase the chances of correcting the profile. With the 
introduction of dental implants10-11, mini-plates,12-13 micro-
implants and mini-screws/implants as anchorage,14-19 it has 
become possible to achieve absolute anchorage 20.

Therefore, this case report demonstrates the efficacy of mini-
implants as an anchorage aid in an adult with severe bimaxil-
lary dentoalveolar protrusion with incompetent lips.
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CASE REPORT

A  31-year-old female patient reported in the orthodontic 
clinic with the chief complaint of poor esthetics due to for-
wardly placed upper and lower  front teeth.

Extra-oral examination- The patient had an apparently sym-
metric face with mesoprosopic face form and incompetent 
lips. On profile examination patient had a convex facial pro-
file. The smile of the patient was symmetric and consonant 
with 100% maxillary incisor display on smiling. (Figure 1a)

Intra-oral examination – Revealed all teeth in upper and 
lower arch are present till 2nd molar. U shaped upper and low-
er arch. The gingival health was satisfactory. Class I molar 
and canine relationship bilaterally. (Figure 1b)

Functional examination- Patient showed normal speech 
pattern, oronasal breathing and a typical swallowing pattern. 
The path of closure of mandible was normal.

Examination of study casts-  Showed apparently symmet-
rical arches  with a Class I molar and canine relationship. 
.There was 5mm overjet and 4mm overbite.

Cephalometric analysis- Revealed that patient was in 
CVMI stage VI (completion) and had Class II skeletal bases 
with average angle case and, proclined upper and  lower inci-
sors.  The soft tissue analysis revealed a protrusive upper lip 
and lower lip with an acute nasolabial angle.

Diagnosis: Skeletal Class II malocclusion with average 
growth pattern. Angle`s Class I, Dewey`s type 1

Problem List

•	  Convex facial profile
•	 Incompetent lips
•	 Upper and lower proclination
•	 Increased overjet and overbite

Treatment Objectives
•	 To improve facial profile
•	 To correction proclination of upper and lower arch.
•	 To achieve normal Overjet and Overbite

Treatment progress:
MBT 0.022 in prescription was bonded to upper and lower 
arch. All 1st premolar were extracted. Initial leveling and 
alignment was carried out with wire sequence was 0.016 in, 
0.016 x 0.022 in , 0.017 x 0.025 in HANT, , 0.016 x 0.022 in ,  
0.017 x 0.025 in, 0.019 x 0.025 in , 0.021 x 0.025 in SS wire. 

Mini screw implant (1.3mm diameter , 6mm long) were 
placed in all four quadrants interdentally between 2nd pre-
molar and 1st molar. Retraction was done using a crimpable 
hook distal to lateral incisor in a 0.019 x 0.025 in SS wire 
(Figure 2)

RESULTS

The active retraction continued for eight months and the total 
treatment duration was 18 months. At the end of the treat-
ment the profile of the patient improved, competency of the 
lips was achieved, proclination corrected and normal overjet 
and overbite was attained. (Figure 3a-b, 4)

DISCUSSION

Bimaxillary dentoalveolar protrusion, which is characterized 
by dentoalveolar flaring of both the maxillary and mandibu-
lar anterior teeth, with resultant protrusion of the lips and 
convexity of the face, is commonly seen in Asian popula-
tions.2 It is accepted in orthodontics that extraction of perma-
nent teeth reduces facial convexity3,4,21. On the basis of the 
patient’s chief complaint and the diagnosis of the malocclu-
sion, extracting the maxillary and mandibular first bicuspids 
is a valid and viable option to decrease lip procumbency. The 
advances in the utilizing bone anchorage such as retromo-
lar implant ,11 onplants 22,23, palatal implants 24,25,mini-plates 
26,mini-screws 27 and mini-implants 20 make it possible to 
overcome previous limitation of orthodontic tooth move-
ment and perform en masse movement in the desired direc-
tion. As shown in the reported case, the use of mini-implants 
provided absolute anchorage for the desired tooth move-
ment. To date, clinical efficacy 14,20,28,29,30 and stability29,31 of 
temporary orthodontic skeletal anchorage devices have been 
widely described. With the use of the mini-implants, maxi-
mum en masse retraction of the maxillary and mandibular 
anterior teeth was possible without patient compliance. As 
can be seen in the current report, the use of mini-implants 
provided a better system for controlling anchorage and fa-
cilitating our mechanics.

CONCLUSION

•	 Mini-implants in this case report showed significant 
improvement in correction of proclination, profile and 
competency of lips also improved.

•	 Mini-implants proved as an absolute anchorage for en 
masse retraction of the anterior teeth.

•	 Mini-implants can be used to simplify the treatment in 
such Class I bimaxillary dentoalveolar protrusion by 
reducing the patient`s compliance.
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Figure 1a: Pre treatment extra-oral and intra-oral frontal

Figure 1b: Pre treatment intra-oral occlusal and occlusion

Figure 2: Implant supported retraction

Figure 3A: Post treatment extra-oral and intra-oral frontal



Int J Cur Res Rev   | Vol 7 • Issue 20 • October 2015 16

Awasthi et.al.: Implant an absolute anchorage: A case of implant supported retraction of bimaxillary Dentoalveolar protrusion

Figure 3B: Post treatment intra-oral occlusal and occlusion

Figure 4: Cephalometric superimposition
Red-pre treatment
Blue-post treatment


