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lnman Aligner

1-I ntroduction:

Removable orthodontic appliances were once widely used to correct a

variety of malocclusions. As techniques associated with fixed appliances
developed and became the main preference of orthodontists, the role of the
removable appliance diminished. However, in recent years the popularity of the
removable appliance has returned with a vengeance. It provides patients who
would normally opt out of orthodontic procedures on the grounds of lengthy
treatment time, compromised aesthetics and cost, a real aternative to ordinary
fixed braces (M cReynolds et al ,1991).
The Inman Aligner, a versatile removable appliance, is a unique modification
of the traditional spring retainer. It uses super elastic open coil springs to create
light and constant forces on both the labial and lingua surfaces of the anterior
teeth. The appliance is designed to correct crowding, spacing, and rotations of
the anterior teeth with force levels that can be adjusted to meet the requirements
of each case (Atif ,2008).

For over 30 years, spring aligners were used to correct minor tooth
movements. Early designs were developed for minor tooth movements and to
treat dight rotations. Previous spring aligners were useful, but several problems

always limited the amount of tooth movement achievable (Hancher , 2005).
=~ ‘ e = \.- > » g v

Figure 1. Mandibular Inman Aligner used with clear acrylic maxillary retainer to

recover and maintain orthodontic result (Jacobson et al, 2008).



Their active components were made from stainless-steel wire, which is
relatively inflexible and lacks any innate springiness. As a result, traditional
removable appliances required periodic reactivation, leading to short-lived force
application that limited the speed of tooth movement, owing to the need to
alow the bone around the roots of the teeth being moved to rest between
successive activations. In addition, the direction of force application with
traditional springs was less easy to control, leading to a mousetrap-like force
that tended to unseat the appliance.

These factors limited the degree of correction that could be accomplished.
For larger movements, single appliances were insufficient to complete the
movement. In developing the Inman Aligner, Donal Inman, CDT created a
patented design that takes advantage of the gentle, steady and consistent forces
generated by NiTi. The design relies on piston-like components driven by NiTi
coil springs. Inman designed lingual and labial components to function or move
in parallel to the occlusal plane, eliminating the mousetrap-like unseating forces
and alowing actual physiologicad movement of teeth. Inman Aligners are
ideally worn for 16 to 20 hours aday. (Hancher,2005).

Studies have demonstrated that the removal of orthodontic forces for four
hours a day massively reduces the risk of root resorption and that risk of root
resorption is lower in removable versus fixed appliances. A standard Inman
Aligner as described it consists of both lingual and labia components. The
forces have the effect of squeezing the teeth into aignment. The components
can be used in isolation to retract teeth with a steadier force, requiring less
adjustment than a standard labia bow retractor. In Case |11, a unique approach
that incorporates an expander on the Inman Aligner is described. (Dugoni et al,
1995).



2-Patient selection: (Henis,1988).

Case selection for the Inman Aligner is critical. Only certain types of
movement are possible and some patients will still need conventional
orthodontic treatment or indirect restorations. Certain criteria should be met
before treatment proceeds: A. Cases should require movement of incisor and/or
canine teeth only ,B. Root formation of the teeth to be moved must be complete
,C. Crowding or spacing should be less than or equa to 3mm.Arch evaluation
must be performed to determine the amount of space required. Cases with over
3mm of crowding require additional space creation techniques which should
only be at tempted with training. It is quite possible to treat cases with 5.5 mm
crowding easily and predictably in less than 16 weeks, D. Cases should have
fully erupted posterior teeth to facilitate retentive clasps, with a reasonably well-
aligned arch form to facilitate the path of insertion of the appliance ,E. Cases
should be stable and preferably periodontal disease free, F. Patients must agree
to wear the Aligner for about 20 hours a day and be responsible for good
appliance and oral hygiene. Should the patient wear the Aligner for 14 hours a
day only, treatment will still be successful, G. Sufficient fully-erupted posterior
teeth to facilitate retentive clasps, with a reasonably well-aligned arch form to
facilitate the path of insertion of the appliance.



BEFORE AFTER

Figure 2: patients slelection for inman applaince (Henis, 1988)

3- Model evaluation:

The amount of crowding present is calculated by measuring the sum of
the mesial-distal widths of the teeth to be moved. This may be carried out with a
calliper. Each width is plotted along a straight line and the total length
measured. This distanceis called the ‘Required space’ . If incisors only are to be
moved, this will be from the mesia surface of one canine to the mesial surface
of the other canine. If canines and incisors are to be moved, this distance will be
measured from the distal surface of one canine to the distal surface of the other.
Using an orthodontic retaining or jewellers chain, the ideal arch form is then
measured by hanging the chain from the distal of each canine and letting it align
with the most ideal arch form after orthodontic correction. This is described as
the ‘Available space’ and it is measured by placing the length of chain against a

millimetre ruler. The ‘Available space’ is then subtracted from the ‘Required



space’ and this gives the amount of crowding present or the space required by
inter-proximal reduction (Haga et al ,2009.)
Laboratory requirements and ‘model surgery:
Accurate upper and lower impressions are taken, preferably two of the
arch being treated. A bite registration and prescription should be completed and

sent to a certified Inman Aligner Laboratory.

Figure 4: Model evaluation with inman appliance. (Blake et al,1998).



The technician should be informed of the amount of crowding cal culated.
The teeth to be repositioned should be noted clearly. All spring aligners should
be constructed on casts on which model surgery has been performed. The
anterior teeth to be corrected are sectioned off the model and reset in the ideda
arch form in wax on a working cast. The appliance is then fabricated on the
corrected cast so that, when worn by the patient, the ‘built-in’ forces correct the
misaligned teeth. (Blake et al, 1998).

4- I nterproximal reduction:
Interproximal reduction should be started at the fitting appointment. This

Is performed by using abrasive strips or discs. The total amount of reduction
required will already have been calculated during model evaluation. Many
authors acknowledge that the reduction of one-half of the interproximal enamel
on the mesial and distal of each incisor tooth is a safe technique This equates to
0.5 mm per contact making 2.5 mm of space possible between the canines. In
some cases, the distal of the canine and mesia of the premolar can be
reproximated, allowing for a total of 3.5 mm. These cases will require more
experience using the system. When using abrasive discs or strips, care must be
taken to avoid causing any traumato the interdental papilla. Surfaces should be
smoothed with fine polishing strips. Ideally, all interproximal reduction should
be performed on the first visit, as more accurate measurement of the amount
removed can be assessed using a thickness gauge at this time. However, it is
understandable that some clinicians may want to have a staged approach. This
can be doneif careful records of the amount of stripping are taken. The clinician
must be aware of the thickness of the discs and strips being used. An in-surgery
fluoride rinse or application of topical fluoride is recommended after any

enamel reduction procedure (Sheridan ,1991).



Studies by (El-Mangoury et al,1991) have shown that there is no
increased risk of caries after interproximal reduction, provided surfaces are
smoothed correctly.

The interproxima enamel is much thicker than labial enamel and is
believed to have evolved to protect against the interproximal wear that resulted
from abrasive primitive diets. As modern diets are less abrasive, much of this
interproximal enamel is considered vestigia. In their study, Radlanks et a
studied teeth after interproximal airrotor stripping using scanning electron
micrographs. They stated: Even though plague accumulation would be
expected, the SEM analysis revealed no incidence of caries in the artificialy
produced furrows. Therefore, interdental stripping can be considered a
reasonabl e therapeutic technique, especidly if care is taken to avoid abrasion in
more gingivaly located enamel. El-Mangoury et a reported that: Posterior
interproximal enamel reduction does not appear to expose the enamel to
pathological changes that could lead to caries, but to a period of
demineralization, followed by remineralization. And, The roughness produced
by stripping does not predispose to caries. Also, The results of this study
establish a sound biological foundation for Sheridan’s air rotor stripping
technique. Another Studies by (Tal ,1984) and ( Heins, 1988) have shown that
there is no increased risk of periodontal disease despite the decreased
interproximal space. Conversely, they showed it to be beneficia to periodontal
health. Tal6 showed that intrabony pockets were less common when the
distance between teeth was reduced and more common when the distance
Increased. He stated ‘The correlation between the interproximal distance and the
presence of intrabony pockets was positive and statistically significant’. That is,
the smaller the distance, the less the tendency for intrabony pockets, and the

larger the distance, the greater the tendency for intrabony pockets.



5- Appliance adjustment:
For the labial component, adjustment is fairly simple. An adjustment bead

can be incorporated into the appliance during construction. To increase the
retracting force, the helices distal to the adjustment bead are wound in a
clockwise direction to compress the open coil and tighten the assembly. If no
adjustment bead is present, the terminal end of the wire is simply cut and re-
bent. To decrease the retracting force, the coil spring isremoved and cut so it is
flush with the labial component. For the lingual component, the lingua
assembly may be removed by gently pulling it out . The NiTi coil may then be
removed and replaced with a stronger force NiTi coil or alonger section of open
coil to increase the force or a smaller, thinner coil to reduce it. The component
issimply replaced by squeezing it and re-inserting it into the metal slots present
inthe acrylic Fig.5 (Becker , 1984)

Figure 5: Adjustment of inman appliance. (Becker , 1984)



Inman Aligner with Expander:

The Inman Aligner with combined midline expander is the most
commonly used type of expander used as part of Inman Aligner treatments. A
huge benefit is that, as it is part of the Inman Aligner itself, only one appliance
Is still needed. The Inman Aligner combined with midline expander is
particularly useful in ‘unlocking’ localized crowding such as overlapping
centrals or palatally placed laterals. Up to 2mm of space in the incisal region
can be created using this type of expansion. Any more than this will distort the
aligner bows Fig.6 (Reprinted , 2003).

Figure 6 : Inman Aligner with Expander . (Reprinted , 2003).
6-How Does It Work:

The Inman Aligner has Nickel-Titanium coil springs that power two

opposing aigner bars. These bars exert a squeeze effect which aligns the
anterior teeth. This ‘squeeze effect’ comes from piston like lingual components
pushing anterior teeth from the lingual, whilst the labial component pulls on the
labial surfaces. These components move in paralel to the occlusa plane
allowing some bodily movement of teeth as well as tipping. The forces can be
varied by altering the coil size or by compressing the coil to create a stronger
force. Most of the time, adjustments are virtually unnecessary. Inman Aligners

mainly move incisors, but also cusped to alesser extent.



Successful cusped rotation is very difficult as it is at the corner of the
orthodontic forces of the appliance. Mandibular anterior teeth are easier to
correct with Inman Aligners than maxillary teeth. This is because lower
Incisors are smaller and require less bone remodeling to move.

There has probably never been a better time to practise dentistry.
However, dentists and patients are bombarded by image so f the beautiful smile
and, for many years, practitioners have been pressure din to believing that
porcelain veneers are the only answer. Of course ,there are many situations
where veneers are the ideal treatment, and when well placed and properly
bonded to enamel they will last for many years (Magne et al ,2003).

Layton and Walton in2007. showed a 73 % survival rate at 6 years for veneers
bonded to enamel. Unfortunately, in my practice these ideal cases rarely come
through the door. Most of the patients coming to the practice for cosmetic
dentistry do so for more severe problems. Crowding of the upper and lower
teeth is a common condition that adult patients would like improved. Porcelain
veneers and 'instant orthodontics' designed to treat this will often lead to
excessive enamel removal risking pulp vitality and compromising bond
strengths ,or over-contoured restorations which can compromise plague control.
Poor root position will also compromise the emergence profile. The patient,
who by now has also entered the “restorative cycle “will require the perio
dicreplacement of these veneers with more Invasive restorations.

Kim in 2009. showed the survival rate of veneers in England and Walest be
approximatelyl 0.5 years. Meanwhile, the Inman aligner has proved to be a
valuable appliance to help patients with mal-aligned anterior teeth .

7-Applications of Inman aligners. (Miller et al ,1979)

The main applications of the Inman Aligner are:
* It aligns anterior teeth.

* It corrects crowding, protrusion, rotations and crossbites.

10



* It is ideal for orthodontic relapse.
* |t can be used as a stand-alone treatment.

* It can be used to pre-align cosmetic cases.

8-The Inman Aligner Differences. (Morley et al , 2001)
*One simple applianceis required

Fast - most cases are completed in 6-18 weeks.

*Removable - it only has to be worn for 16-20 hours a day

*Low Cost - in comparison to fixed braces and clear aligners.

sLow Risk/Safe - the low forces and short treatments involved makes it very
safe. There are no reported cases of root resorption or devitalization
*Relapsereversal.

sldeal for Alignment, Bleaching and Bonding, the non-invasive smile
makeover.

elded for pre-alignment before veneers
9-Principle movement: ( McReynolds, 1991)
A. Labial or lingual tipping:

Thisis one of the two main movements with an Inman Aligner. Tipping
is the principle movement involved in the correction of protrusion and also in

the correction of crowding Fig.7

Figure 7: labia or lingual tipping (McReynolds, 1991)
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B. Rotation:
This is the other main movement that can be achieved with an Inman

Aligner. Most crowding cases will have some degree of correction of rotations
Fig.8.

Figure 8 : Rotation movement ( McReynolds, 1991)
C. Labial or lingual bodily movement:
This movement cannot be achieved as an isolated effect with an Inman
Aligner. However, a degree of labia or lingual bodily movement often takes

place in combination with labial or lingual tipping movements Fig.9.

Figure 9: Labial or lingual bodily movement (McReynolds,1991)
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10-Other Movements of Inman aligner: (Nance,1947)

a. Domino Effect:

This is when forces on the incisor teeth spread around the arch by a
knock-on effect, shifting and tilting teeth distally. this effect can reach asfar as
thefirst or even second premolar Fig.10.

Figure 10 : Domino Effect (Nance ,1947)
b. Arch expansion:
The whole arch can be expanded using an Inman Aligner with a built-in

expansion screw. This creates additional space for alignment of the anterior
teeth Fig.11.

Figure 11 : Arch expansion (Nance ,1947)
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11-Treatment planning:

A lull set of clinica photographs were taken (in accordance with
American Academy of Cosmetic Dentistry guidelines) and upper and lower
alginate impressions were recorded. The exact areas of the patient's smile that
caused concern were discussed using the possible with the alignment treatment.
Once the models were made from the impressions, we were able to assess the
amount of crowding. Thisis donein avery simple fashion when using an Inman
aligner - the maximum width of each incisor and canine tooth is measured using
a ssmple micrometer. Using an interproximal metal strip, the required space of
the optimal arch form is then measured from the distal of one canine round to
the contra-lateral canine. The difference is equal to the required amount of
interproximal reduction. More severe crowding can be addressed with an Inman
aligner incorporating a palatal expander. An upper serles of three clear aigners
and a lower Inman aligner were prescribed and the patient consented to the
treatment as described. The prescribed interproximal reduction carried out on
the plaster model, the teeth are removed and then replaced on the model in wax
on the ideal arch form. The first upper clear aligner and lower Inman aligner
were fitted on the same day Extensive discussion was undertaken with the
patient about what to expect over the coming days and weeks. A small amount
of interproximal reduction was undertaken using metal interproximal strips on
al the interproximal surfaces of the lower teeth, from mesial of the canines
round to the contra-lateral canines, and on the upper teeth, as laboratory
instructions. IPR is carried out in this fashion to respect the anatomy of the
tooth. ssmply making the teeth more slender. (latta ,1988).

The patient was seen every four weeks for the fitting of each of the upper
aligners in the series, and to carry out further interproximal reduction on the
lower teeth. After three months, the upper alignment was complete and the

lower teeth were almost straight. After four months, the alignment of the lower

14



teeth was complete and impressions were taken for a fixed bonded retainer - a
multi-strand stainless steel retainer bonded to the palatal surface of the front six
teeth with the aid of a custom placement jig, Due to the type of occlusion, the
patient continues to wear an Essix-type retainer on the upper teeth. (Radlanski
et al ,1991).

The following steps apply purely to the Inman Aligner part of any
treatment plan: A. Dental health issues would need to be treated first and any
outstanding aesthetic concerns would normally be addressed after alignment ,B.
Occlusal Clearance : |Is there space between the upper and lower teeth to alow
movement or is movement of teeth in the opposing arch also required first to

make space? Or isabite plane required to jump a cross bit (Nance, 1947).
12-Movement Potential: (Andrew Wallac,2010)

Is it just the incisors (and canines) that need to be moved and are the
movements required achievable with an Inman Aligner
a-  Arch Evaluation:

Is there crowding or spacing? What is the degree of crowding? Is this
within the range that can be achieved with a standard Inman Aligner or is some
additional expansion required? Or is it beyond the scope of treatment with
Inman appliances.

b- Expansion:

Arch expansion is another technique to create space and increase the arch
length via tipping or bodily moving teeth labialy or buccally. Expansion can
also be used to reduce or eliminate |PR depending on
the severity of the crowding. Expansion used in conjunction with Inman Aligner
treatment takes 3 forms:

* Inman Aligner with combined midline expander.

** Fan screw expander.

15



*** Separate midline expander. In all three forms, the expansion is achieved via
incremental activation of amidline screw.
* Inman Aligner with Expander:

The Inman Aligner with combined midline expander is the most
commonly used type of expander used as part of Inman Aligner treatments. A
huge benefit is that, as it is part of the Inman Aligner itself, only one appliance
Is still needed. The Inman Aligner combined with midline expander is
particularly useful in ‘unlocking’ localized crowding such as overlapping
centrals or paatally placed laterals. Up to 2mm of space in the incisa region
can be created using this type of expansion. Any more than this will distort the
aligner bows.

** Fan screw Expander:

In more crowded and complex cases, Fan screw expanders can be used to
expand the anterior region only. The Fan screw expander is only designed for
use in the upper arch.

The appliance uses a screw in the bicuspid area and a hinge in the
posterior. As the screw is turned, it opens the hinge allowing the appliance to
‘fan out’, but does not allow the posterior to expand. This has the effect of
creating up to 5Smm of space in the anterior region and improving ‘triangular
arch forms’. The Fan screw should be activated, a 1/4 turn at atime, every 2-3
days. It must be worn at least 20 hours a day and should be re-inserted with
some force onto the palate to ensure full seating otherwise it will not expand
effectively Fig.12.

16
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Figure 12 : Fan screw Expander ( Mobarakc ,2007)
*** Separate Midline Expansion:

In the most crowded cases, it may be necessary to use midline expansion
techniques. In most situations, upper and lower expanders will be needed to
avoid occlusal complications. As such, these techniques should only be used by
those with a thorough understanding of complex orthodontic techniques.

Patient instructions are the same as Inman Aligner with combined expander
Fig.13.

Figure 13: Separate Midline Expansion (Mobarakc ,2007)
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13- Inman Aligner Patient | nformation And Consent form:

The following information is routinely supplied to anyone considering
treatment with the Inman Aligner. While recognizing the benefits of a pleasing
smile and healthy teeth, you should aso be aware that Inman Aligner treatment,
like any treatment of the body, has some inherent risks and limitations. These
are seldom enough to contra-indicate treatment, but should be considered in
making a decision to start treatment

Termination of treatment:- It is understood that treatment can be
terminated for failure to cooperate, missing appointments, not wearing
appliances, excessive breakage, failure to keep financia commitments,
relocation, persona conflicts or for any other reason the doctor feels necessary.
If termination is necessary, the patient will be given ample time to locate
another dentist to continue treatment.( Dugoni,1995)

Gum tissues, cheeks and tongue:- The bone-gum relationship

around teeth is always dependent upon whether there is enough bone to support
the gum tissue properly. Many times when very crowded teeth are straightened
there is a lack of bone and supporting gum tissues surrounding the teeth.
Therefore, the gum tissue contour (shape) and support may not be adequate and
require periodontal intervention. You may experience some irritation to the
gums, cheeks and tongue during treatment. We will do our best to make your
treatment as comfortable as we can for you, however it can take up to 2 weeks
before you get used to the appliance. (Nance, 1947).
- Oral hygiene:- Decdlcification (permanent markings), decay, or gum
disease can occur if patients do not brush their teeth effectively during treatment
period. Although this is much less prevalent with removable orthodontics like
the Inman Aligner, excellent ora hygiene and plague removal is a must.(
McReynolds, , 1991).

18



A non-vital or dead tooth is a possibility:- A tooth that has been

traumatized from a deep filling or even aminor blow can die over along period
of time with or without orthodontic treatment.
An undetected non-vital tooth may flare up during movement, requiring
endodontic (root canal) treatment to maintain it. We shal take x-rays of any
teeth that are being moved to assess the vitality before treatment.(Jacobson et
al, 2008).

Root resorption:- In some cases, the root ends of the teeth are
shortened during treatment. This is caled root resorption. Under healthy
circumstances the shortened roots are no disadvantage. However, in the event of
gum disease in later life the root resorption may reduce the longevity of the
affected teeth. It should be noted that not al root resorption arises from
orthodontic treatment. Trauma, cuts, impaction, endocrine disorders, unknown
causes can also cause root resorption.( Morley , 2001).

Growth issues:- Occasionally a person who has grown normally and in
average proportions may not continue to do so. If growth becomes
disproportionate, the jaw relation can be affected and original treatment
objectives may have to be compromised. Skeletal growth disharmony is a
biologic process beyond the dentists control. Some patients will require oral
surgery to obtain a reasonable treatment result to complete their case. Most
patients we can inform ahead of time prior to starting any treatment that thisis
necessary and you will be referred to an orthodontist for comprehensive
orthodontic treatment.(Miller et al ,1979).

Speech:- Y our speech will be affected for up to 2 weeks as you get used
to the appliance being in the mouth. We advise you to read out aloud for 1 hour
aday for the first week, so you get used to speaking with the Inman aligner alot
sooner. (Haga , 2009).
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Treatment time:- The total time for treatment can be delayed beyond
our estimate. Lack of co-operation, broken appliances and missed appointments
are al important factors that could lengthen treatment time and affect the
quality of the result.(little ,1999).

TMJ:- There is a risk that problems may occur in the temporo
mandibular joints (Jaw joints). Although this is rare, it is a possibility. Tooth
alignment or bite correction sometimes can improve tooth related causes of
TMJ pain, but this in not in al cases. Tension appears to play a role in the
frequency and severity of joint pains, and there are many other causes of TMJ
dysfunction (L atta ,1988).

Very unusual occurrences.- Swallowed appliances, chipped teeth,
dislodged restorations and allergies to latex or nickel rarely occur but are
possible.

Black triangles, uneven edges, |PR and buttons:- After having
moved the teeth or during treatment black triangles can form between teeth. We
will aim to reduce the chance of this happening by selective proximal reduction
(slenderizing); however the teeth may need further bonding to minimize the
black triangles after alignment. The edges of the teeth may also require bonding
to make them all even. Small buttons (white filling material) will be added to
the teeth to ensure that the Inman aligner is seated properly and moving the
teeth as required. In order to make space to move teeth, we will use a technique
called interproximal reduction, by where the sides of the teeth are smoothed just
enough to make the right amount of space. No teeth will be required to be taken
out with the Inman Aligner (K umasako,2009)

| mplants:- If you have implants (teeth that are screwed in to the bone)

the Inman Aligner will not move these. Please let your dentist know if you have

any of these before treatment is embarked upon.(Hancher , 2005).
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Expectations:- All patients can expect improvement with their
particular problem, but, in many cases, absolute perfection is impossible due to
lack of muscle balance, tooth shapes and sizes and varying degrees of co-
operation during treatment, along with heredity aspects that affects everyone’s
specific treatment results.(Dugoni ,1995).

Cost:- The patient will be kept up to date and be told before the
treatment begins the estimated cost of the whole procedure. During any
treatment plan, it is aways possible to change however, the patient will be kept
fully informed and no extra charges will be added without them knowing (L atta
,1988)

Relapse:- Teeth have atendency to return to their origina position after
orthodontic treatment. This is called relapse. Very severe problems have a
higher tendency to relapse and the most common area for relapse is the lower
front teeth. After removal, a wire or retainers are placed to minimize relapse.
Full co-operation in wearing these appliances is vital. We will make our
correction to the highest standards and in many cases over correct in order to
accommodate the rebound tendencies. When retention is discontinued relapse is
highly likely therefore, the patient must be very compliant with the retention
regime.(Reprinted, 2003).
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14- Discussion

Using removable orthodontics, such as the Inman Aligner, can be a
simple and effective way for GDPs( General Dental Practitiioners) to straighten
anterior teeth on the right case types. It aso greatly reduces the need for any
tooth preparations in aesthetic dentistry. Other comprehensive orthodontic
appliances exist and should be used whenever a patient present with more
complex or profound problems, such as severe sagittal or transverse
discrepancies or the need for posterior correction.

Fixed orthodontics offer greater treatment versatility and does not depend
to the same extend on patient compliance as removable orthodontics, for some
indications, removable orthodontic appliances actually have significant
advantages over fixed appliances and usually the treatment time with removable
appliances is shorter than with fixed.

Studies in dentistry and other fields of medicine have shown that
treatment success is closely linked to the shared responsibility of treatment and
aftercare between doctor and patient. Given that the treatment result of the
removable appliance is heavily linked to the responsibility and compliance of
the patient, it might be interesting to compare patient satisfaction from treatment
with fixed versus removable appliances in similar anterior malocclusions.
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