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iary treatment to get class Il correction or improvement.

Premolar extraction for class Il correction is less popular
today and premolar extraction cases are currently challenging
for Invisalign®. However, if the crowding is severe, this may
be an easy Invisalign® case, especially if auxiliary treatment is
an option. If nearly all of the space of the premolar(s) is
needed for resolution of incisor crowding, once the canines
are retracted, little incisor retraction will be needed. In other
words, once the canines are retracted, the orthodontic job is
alignment for which Invisalign® is quite effective. The canine
retraction is challenging for Invisalign® because the root
movement needed will tend to create slippage of the aligners,
requiring the inconvenience and expense of midcourse cor-
rection (new impressions and refabrication of aligners). This
slippage is being increasingly controlled with attachments of
various sizes and shapes and by increasing the number of
aligners at that stage of treatment or by increasing the num-
ber of days of wear of each aligner.

Cuspid retraction using a sectional posterior mechanics
provides controlled cuspid distalization and reasonable
patient esthetics (Figure 1). Many patients presenting for
Invisalign® will accept “clear braces on their back teeth”
for four to six months as a stepping stone to Invisalign®
treatment. Even partial retraction of the cuspid will create a
better situation from which to transition into Invisalign®.

Molar distalization has become an increasingly popular
means of Class Il correction. Most adults are not interested
in a class | posterior occlusion, but they do want the reduc-
tion of overjet and/or crowding that molar distalization
makes possible. Invisalign® can routinely accomplish about
2 mm of molar distalization. But we often need more.

Cetlin-type appliances are great pre-Invisalign appliances,
because they are removable and can be made invisible by not
using a labial bow (Figure 2). Asymmetric cases where distal-
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Distalizi ond molar with an
Ethetic vable appliance.
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Figures 3a,b,c: Dental alignment prior to Invisalign®
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FIGURE 4 FIGURE 6
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Distalization aCCOf"P'W prior to Jones Jig mogified to-work without anterior braces as a pre-Invisalign®
unvisalign® treatment. treatment. Class Il elastics are supported by vacuform-type aligners.

FIGURE 5A e . .
ization is only needed on one side are of course easier. It may

be the practitioners’ preference to distalize the second molar
separately, followed up by distalizing the first molar. Some
patients adapt easily to these appliances. Others do not.
Figure 3 shows an asymmetric Class Il case before

Invisalign®. The result of using a removable appliance to dis-
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Figures 5a,b,c: Post Invisalign® treatment. Extrusion of the upper
Iy right lateral still needed in refinement stage.
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talize posterior teeth on the class Il side is illustrated in figure
4. The distalization allowed for Invisalign® to more expedi-

ently and more predictably correct the posterior occlusion,
the crowding and the midline, as shown in figure 5.
For a more predictable appliance, we modified the Jones

Jig to be usable without anterior braces (Figure 6). As usual
FIGURE 5B a Nance is placed from the first premolars for anchorage.
To avoid braces on the anterior teeth vacuform aligners are
used with bonded buttons to support Class Il elastics. You
might consider adapting your most efficient molar distaliz-
ing appliance(s) to be suitable for pre-Invisalign® use.

This series of articles has illustrated esthetic techniques
to capture intrusion, expansion and class Il correction
prior to employing the alignment strengths of Invisalign®.
Such adjunctive approaches can make a wider range of
. 2y cases appropriate for Invisalign®, thus expanding the
i g & number of adults that would accept orthodontic treatment.

FIGURE 5C

These approaches may also give an orthodontist more con-
fidence in starting some difficult cases, ensure a more
ideal result, and challenge a practitioner to draw on the full
spectrum of his or her orthodontic experience. =
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