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INTRODUCTION
A very famous quote by Margaret Wolfe Hungerford says that "Beauty 
is in the eye of the beholder," which means beauty doesn't exist on its 
own but is created by observers, certainly proves itself to be true as of 
today importance of facial aesthetics and its perception in the society is 
of utmost importance to each and every individual. So, any kind of 
malocclusion that is if there is misalignment or incorrect relation 
between the teeth of the two jaws when they open or close is considered 
to be unsatisfactory both aesthetically and functionally.

Since the era of Angle's who in 1899 observed that with different 
sagittal relationship, the facial forms also changed. He classied 
sagittal occlusal relationships into three types: class I neutral sagittal 
occlusal relationship, class II disto-occlusion, and class III mesio-
occlusion. He further sub-divided class II malocclusions into two 
divisions: 1) with the protrusion of upper incisors and 2) with the 
retrusion of upper incisors. Class II division 2 malocclusion was 
commonly known as “Deckbiss” which meant malocclusion with deep 

2bite .

The prevalence of class II malocclusion is found to be high among 
Caucasians. In United States of America it was found to be 34% in 

3whites and 18% in blacks.  It has been reported that prevalence of class 
II malocclusion was 31% in Danish children population4 while it was 

5as low as 8% in Johannesburg,  11% in Kenya,6 16.4% in Saudi 
8Arabia7 and 14.6% in Delhi, India . Although between sub-division of 

class II malocclusion, prevalence of class II division 2 is less than class 
II div 1 and is more genetically determined.

The most common features of Angle's Class II div 2 malocclusion can 
be summarized as having orthognathic maxilla with mild retrognathic 
mandible, marked horizontal growth pattern with forwardly rotated 
mandibular base, Skeletal deep bite, Retroclined upper incisors, Lower 
lip placed slightly behind E-line with prominent chin and constricted 
mandibular arch width, thus, increased chances for crowding in lower 

9arch .

Treatment of Class II div 2 patient requires careful diagnosis and 
treatment planning involving occlusal, esthetic and functional 
considerations. The common treatment options for this malocclusion 

includes aring of incisors, interproximal tooth reduction, and mostly 
extractions. Mostly for class II division 2 malocclusion, once 
diagnosed is often treated with upper rst premolar extractions for its 
correction. But with changing trends and todays inventory, non-
extraction treatment plan for class II borderline cases is now more 
adopted than the extraction treatment protocol.

One of the neglected aspect before nalizing the treatment plan for 
class II malocclusion is for the assessment of mesiodistal angulation of 
posterior teeth beforehand because just by correctly bonding brackets 
mesiodistally, distalizing force can be produced form the initial wire 
itself and one can easily avoid extraction in class II division 2 patients 
and nish the case in optimal occlusion.
 
Thus, in this case report, we will be discussing two class II division 2 
cases where just by the correct bonding technique we were able to 
convert an extraction case into non extraction.

Case Report:
An 18yr old boy reported the department of orthodontics with the chief 
complaint of irregularly placed teeth in upper and lower front teeth 
region. There was no signicant dental and medical history.

On extraoral examination, patient had incompetent lips, convex prole 
and acute nasiolabial angle. FIGURE 1 (a-c)

Fig. 1a               Fig. 1b                    Fig. 1c
Figure 1 (a-c): Extra oral photographs of the patient –Pre 
Treatment

On intraoral examination, patient had class II molar relation on right 
side and end on molar relation on left side with end on canine 
relationship on both sides. There was overjet of 1mm and overbite of 
4mm with matching upper and lower midlines FIGURE 2 (a-e).
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ABSTRACT
To “extract or not to extract” has always been the topic of debate since the era of Angle till date in orthodontic literature. But today with the advent of 
various intra-oral appliances, non-extraction treatment protocol has taken an upper hand in borderline cases. However, when treatment of class II 
division 2 malocclusion is discussed, most commonly its treatment planning includes either correction by distal movement of the maxillary 
dentition or mesial movement of the mandibular dentition1. This can be achieved either by the extraction of upper rst premolars or all rst 
premolars in most cases. But extraction treatment protocol cannot be applied in all cases of class II division 2 malocclusion. Thus, in this case report 
with proper diagnosis and just by accurate bonding in correct mesiodistal angulation of teeth we were able to nish the case without the intricacies 
of extraction with enhanced facial esthetics.
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Fig. 2a                         Fig. 2b                            Fig. 2c

               
Fig. 2d                          Fig. 2e

Figure 2 (a-e): Intra oral photographs of the patient –Pre 
Treatment

It was also noted that the roots of posterior teeth were distally 
angulated. FIGURE 3 (a,b)

  Fig. 3a                    Fig. 3b
Figure 3 (a,b): Intra oral markings of mesiodistal angulation of 
posterior teeth

On cephalometric analysis, he had class II skeletal pattern with 
orthognathic maxilla and retrognathic mandible, average growth 
pattern, retroclined upper and lower teeth. On model analysis, there 
was a space gain of 5.5mm and 2.1mm in upper and lower arch 
respectively. FIGURE 4

Figure 4: Cephalogram- Pre Treatment

After complete diagnosis, case was planned to be treated by non-
extraction treatment protocol and as the crowns of all teeth were 
mesially angulated and roots of the posterior teeth were distally 
angulated, it was decided to accurately bond the brackets distally 
according to the tooth mesiodistal angulation so that when the 
continuous wire will pass through the brackets, it will mimic the effect 
ofn second order bend and thus will produce a distalizing force on the 
maxillary teeth as the teeth will experience second order bends on each 
posterior teeth on both right and left sides of the arch. This effect will 
not only provide space for alignment of anterior teeth but also upright 
them. Class II elastics will be given after initial stage of levelling and 
alignment to achieve class I molar and canine relationship bilaterally. 
The effect on mandible will be a counter clockwise rotation of it, 
thereby improving the prole of the patient.

Thus, patient was recalled and after taking all the preliminary records, 
vigilant bonding both horizontally and vertically was done with MBT 
bracket system with .018 slot. Appropriate Wire sequencing was 
followed i.e initiating from .014niti/ss, .016niti/ss, .016×.022niti/ss till 
.017×.025niti/ss. Special precaution were taken while bonding 
posterior teeth where the brackets were precisely bonded distally as per 
the angulation of the teeth so as to produce the distalizing force as 
discussed above. FIGURE 5 (a,b).

  
Fig. 5a                         Fig. 5b

Figure 5 (a,b): Accurate Bonding with Intra oral markings of 
posterior teeth

After 8 months of treatment, upper teeth were aligned and uprighting 
of posterior teeth was achieved along with class II elastics, achieving 
class I molar and canine relationship bilaterally, mid stage treatment 

records were taken FIGURE 6 (a-h).

      

            Fig. 6a                             Fig. 6b                            Fig.6c

              Fig. 6d                          Fig. 6e                           Fig.6f

           
Fig. 6g                            Fig. 6h

Figure 6 (a-h): Extra oral and Intra oral photographs of the 
patient –Mid Stage

After nal nishing and detailing, the case was nished with optimal 
occlusion and enhanced esthetics of the patient. FIGURE 7 (a-I).

            

Fig. 7a                             Fig. 7b                             Fig.7c

       
Fig. 7d                               Fig. 7e                             Fig.7f

          

    Fig. 7g                             Fig. 7h                          Fig.7i
Figure 7 (a-i): Extra oral and Intra oral photographs of the patient 
with cephalogram –Post treatment

CONCLUSION
With careful diagnosis and treatment planning extraction treatment 
protocol can be avoided in those class II division 2 cases which have 
incorrect mesiodistal angulation. Thus, accurate bonding technique 
both horizontally and vertically will help nish such cases via non-
extraction technique with signicant improvement in prole.
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