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Figure 5 . Once completed, an 
adult class 2, division 2 case will 
result in overjet without surgery. 

Figure 4 . Slight overjet in final 
result helps allow the necessary 
thickness for a durable maxillary 
splint. 

Figure 6. Etching can include 
incisals should there be discrep­
ancies that need correction. 

Figure 7 . Initial layer of compos­ Figure 8 . Splint-It! reinforcement Figure 9 . Placement of addtional Figure 10. Occlus ion is checked 
ite should be a strong material material is placed into compos­ composite to cover reinforcement before final recontouringand 
and kept awayfrom papillae. ite and cured.	 fibers. 

desire s." As 50% of relapse has been 
shown to occur in the first 2 years after 
orthodontic treatment," the splint shou ld 
remain intact for longer than 2 years. 

The main purpose of the splin t is 
rigid fixation of the teeth . This immobi ­
lization, however, also accelerates the 
growth of supporting tissues, as the alve­
olus and PDL fibers can reorganize 
around the teeth in their new positions 
without interference from tooth mobility 
inherent in orthodontic treatment. In 
addition, t his technique enables cosmetic 
augmentation of the final orthodontic 
result, as black triangular spaces, incisal 
discrepancies , or the lengthening of teeth 
can be achieved with more strength than 
free-standing incisal composites, which 
lack the thickness or support of a rein­
forcement material on t he lingual aspect 
(Figures 2 and 3). Except for those few 
cases where the patient ha s a perfect 
orthodontic result and well-proportioned 
white teeth without any incisal defect s , 
anterior bonding attached to and rein­
force d by the splint can greatly enhance 
the final aesthetic result. 

If a maxillary splint is planned and 
the patient presents with overjet, the 
overjet should be preserved to allow 
space for the maxillary splint (Figure 4). 
This is in contrast to traditional ortho­
dontic philosophy of complete elimination 
of overjet, even if the overjet represents 
the natural skeletal position. Skeletal 
changes cannot be permanently retained 
without surgery. Adult overjet, such as in 
a class 2, division 2 case (Figure 5), will 
be more stable if the overjet is main­
tained. 

SPLINTING STEPS 
Step one. Complete enamel etching with 
recontouring on buccal and incisal for 
aesthetics, and on lingual if necessary to 
allow splint thickness with occlusion 
(Figure 6). 

Step two. Bonding layer with com­
posite is kept away from gingiva (Figure 
7). 

Step three. Two strips of Splint It! 
(JerericlPentron) or Ribbond (Ribbond 
Inc) reinforcement material are pressed 
into composite. Excess material is placed 
over reinforcement and cured (Figure 8). 

Step four. Addition of final layer of 
composite (Figure 9). 

Step five. Occlusion is checked pre­
ceeding recontouring embrasures with a 
Brasseler No. 8392-31 016F interproxi­
mal diamond and polishing bur (Figure 
10). 

SUMMARY 
Even in the most stable types of ortho­
dontic treatment, any re lapse at all may be 
unacceptable cosmetically. Through the 
placement of a reinforced composite splint, 
the teeth can be held in position and more 
significantly recontoured, thus augment­
ing the fin al result. Subsquent splint 
removal can be done incrementally 3 to 5 
years after placemen t as the patient 
desires.• 

Author's Note: I was saddened to hear of 
the passing of Dr. John Witzig on 
December 3, 2001. Dr. Witzig was a true 
innovator who was not afraid to fight the 
tide of consensus in orthodontics. He 
brought many people together in the 
fie ld (I met my wife at h is course). We all 
owe him a debt of gratitude, and he will 
be greatly missed. Thank you, John. 
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Dr. Georgaklis maintains a niche practice 
focused on adult cosmetic orthodontics 
where 90% of his cas es are completed in 6 
months. He offers a clinical in-office course 
with live patients to general practitioners and 
orthodontists. He has lectured with Dr. John 
Witzig, Dr. Woody Oakes, and Dr. Skip Truitt 
and can be reached at (617) 277-5200 or 
SixMonthOrtho@aol.com. 


