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Effect of Different Liquids and Thermal Aging
Procedures on the Shear Bond Strength of APC I, APC

Flash-Free, and Conventional Ceramic Brackets:
An In Vitro Study

Hasan Camci, & Seyda Canbaz Cevik

Afyonkarahisar Health Sciences University Faculty of Dentistry, Department of Orthodontics, Afyonkarahisar, Turkey

Cite this article as: Camci H, Canbaz Cevik S. Effect of Different Liquids and Thermal Aging Procedures on the Shear Bond Strength of APC Il, APC
Flash-Free, and Conventional Ceramic Brackets: An In Vitro Study. Turk J Orthod. 2024; 37(3): 140-145

Main Points

« Thermo-aging procedure and fluids had a negative impact on the shear bond strength (SBS) value of each type of ceramic bracket.

« Even after exposure to gastric acid and coke, the SBS values of all three types of brackets were still higher than a clinically acceptable value.
« Despite their low-viscosity resin structure, flash-free brackets had a satisfactory SBS value.

ABSTRACT

Objective: The purpose of this study was to compare the effects of cherry juice, coffee, coke, gastric acid, and the thermo-aging
procedure (TAP) on the shear bond strength (SBS) of APC II, APC flash-free, and conventional ceramic brackets.

Methods: A total of 180 human premolar teeth were randomly divided into three major groups according to the type of ceramic
bracket. Then, six subgroups (n=10) were established from each major group: Group 1: control; Group 2: only TAP; Group 3: 72 hours
of cherry juice exposure + TAP; Group 4: 72 hours of coffee exposure + TAP; Group 5: 72 hours of coke exposure + TAP; and Group 6: 24
hours gastric acid exposure + TAP. SBS was assessed for each specimen using a universal test device, and the adhesive remnant index
(ARI) was scored under a light microscope. Kruskal-Wallis and post-hoc Tamhane tests were used to analyze the data.

Results: Among the control groups, the highest SBS value belonged to conventional ceramic brackets (p<0.01). SBS values for all
groups decreased as a result of each liquid and TAP. Gastric acid and coke had the greatest detrimental effects on SBS, while TAP had
the least negative effects. The SBS values of APC I, APC flash-free, and conventional brackets were found to be statistically insignificant
after different liquid exposures and TAP.

Conclusion: TAP and various fluids had a negative impact on the SBS value of ceramic brackets. SBS values, however, were still higher
than clinically acceptable (8-9 MPa) values, even after exposure to gastric acid and coke.

Keywords: Shear bond strength, APC Il, APC flash-free, ceramic brackets

INTRODUCTION

Porcelain brackets are preferred for a variety of reasons, including their aesthetic appearance, biocompatibility,
and magnetic resonance imaging safety.! Ceramic brackets, on the other hand, are inert materials that cannot
create a chemical bond with the adhesive. Indentations or undercuts are typically placed at the base of the
bracket to provide mechanical retention and interlocking.?Chemical bonding is not a viable option for porcelain
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brackets because it increases the risk of microcracks on the
enamel surface during the debonding process.® Therefore, the
value of shear bond strength (SBS) gains special importance
when it comes to porcelain brackets. The SBS should not
be high enough to crack the enamel during debonding. In
addition, it should not be so low as to cause bracket failure
during treatment.*

For decades, various orthodontic adhesive types developed
by numerous companies have been compared in in vivo and
in vitro studies.’ The adhesive is routinely manually placed on
the bracket base during the bonding procedure of orthodontic
brackets. The excess resin material is then cleaned away by the
orthodontist using a dental probe prior to light or chemical
curing. Adhesives must provide a good marginal seal without
excessive resin around the bracket to avoid white spot lesions
or caries. This routine process can result in both adhesive waste
and time loss. To simplify and speed up the bonding process,
the 3M company (3M Unitek, Monrovia, CA, USA) introduced
APC brackets in 1991.” The product was later enhanced (less
viscous, better handling properties, better blister package, and
extended expiration date), and the second generation, APC II,
was launched in 2000.8

In 2002, the third-generation adhesive precoated (APC) Plus
system was created by the manufacturer. Instead of the resin
composite, the APC Plus brackets include a pink-colored
compomer adhesive at the base that changes color when
curing. The compomer material is claimed to release fluoride
during treatment and has a stronger tolerance to moisture.’

In 2014, APC flash-free brackets, which are the latest generation
and do not require the excessive composite cleaning process,
were introduced.' In this system, each bracket is individually
packaged with the optimal amount of adhesive precoated on
its base. The brackets are easily adapted to the tooth surface
and cured without the need to remove excessive resin.
During the fabrication process, the system, which is made of
a nonwoven mat saturated with resin adhesive, can be placed
at any orthodontic bracket base. The clear, low-viscosity resin
forms a channeling border around the bracket’s edges when
it is forced up against the enamel surface." Less filler resin
content, according to some studies, lowers SBS and increases
bracket failure.’”> However, the manufacturer asserts an
acceptable bond strength of less than 2% bond failure based
on internal data." Other features include shorter bonding
times and less discoloration around the bracket.'

Previous research, which mostly compared APC and regular
adhesive systems, didn't look at how different fluids and thermal
aging time procedures affected SBS. In the current comparative
study, SBS values of APC flash-free porcelain brackets were
assessed from a different point of view by exposing them to
different liquids and/or thermos-aging procedures (TAP). The
first null hypothesis was that the SBS values of APC flash-free,
APC Il, and conventional ceramic brackets (using the same
manufacturer’s regular adhesive system) did not differ after
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exposure to various liquids. The second null hypothesis was
that TAP had no effect on SBS values.

METHODS

The current study’s research protocol was approved by the
Afyonkarahisar Health Sciences University Clinical Research
Ethics Committee (approval no.: 2019/361, date: 01.11.2019).
The G*Power 3.1.9.2 program (Franz Faul, Universitdt Kiel,
Germany) was used to determine the sample size analysis
(0=0.05, 1-B=0.80, and effect size: 0.38) revealed that at least 10
samples were required for each group.

In the current study, 180 human premolar teeth were used. A
light microscope (Zumax, OMS2380, China) was used to inspect
the enamel surfaces for cracks or fractures. Teeth with caries,
fillings, or structural flaws in their crowns were excluded from
the study.'® After extraction, the debris on the teeth’s surfaces
was immediately removed, and the teeth were kept in the dark
ina 0.1 percent thymol solution at the appropriate temperature
until the investigation began.'* The teeth were immersed in the
thymol solution for a maximum of 3 months. The solution was
renewed monthly.

To perform SBS tests properly, the teeth were embedded in
autopolymerizing cylindrical acrylic blocks. The samples were
kept in distilled water before progressing to the next stages of
the research. Just before the enamel cleaning procedure, the
teeth were randomly divided into three major groups, and a
low-speed micromotor was used to clean the tooth surface with
a rubber brush and fluoride-free paste just prior to bonding
brackets. For 30 seconds, all of the crown surfaces of the teeth
were etched with 37 percent phosphoric acid. The teeth were
washed for 30, and dried for 30 seconds. Trasbond XT primer
(3M Unitek, Monrovia, CA, USA) was then applied as a thin layer.

In the first major group, sixty conventional ceramic brackets
(3M Unitek, Monrovia, CA, USA) were bonded to the teeth
using a Transbond XT (3M Unitek, Monrovia, CA, USA) adhesive.
First, the bracket base (mesh type) was covered with adequate
adhesive, and it was properly positioned on the tooth surface.
Gentle pressure was applied to the bracket with a probe to
ensure full contact with the tooth surface, and excess adhesive
was removed. The adhesive was polymerized for 3 seconds
from the mesial and distal edges using the Valo Ortho Lighting
Device (Valo, Ultradent Products Inc., USA) in extra-high power
mode (3.200 Mw/cm?)."®

In the second major group, 60 APC Il ceramic brackets (3M
Unitek, Monrovia, CA, USA) were positioned on the teeth
surface, and the probe was used to gently press against the
brackets. The excess adhesive was removed.

In the third major group, 60 APC flash-free brackets (3M Unitek,
Monrovia, CA, USA) were positioned on the teeth surfaces.
Light pressure with the probe was used to achieve complete
adaptation to the tooth surface. All the teeth in the three
groups underwent the same light-curing procedure.
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Following bonding, all samples were kept in distilled water at
37 °Cfor 1 day to complete polymerization.'® The major groups
were then subdivided into six subgroups: Group 1: control;
Group 2: only TAP; Group 3: 72 hours of cherry juice exposure
+ TAP; Group 4:72 hours of coffee exposure + TAP; Group 5: 72
hours of coke exposure + TAP, Group 6: 24 hours gastric acid
exposure + TAP. The definitions of the subgroups are shown in
Table 1.

Except for the control group, all samples were subjected to
an experimental aging protocol using a thermal cycle device
(Esetron, MOD Dental, Ankara, Turkey). To simulate temperature
changes inside the mouth, the cold tank was set to +5 °C and
the hot tank to +55 °C. For each cycle, the samples were kept
in each tank for 30 seconds. The transfer time between tanks
was 5 seconds. The thermal cycle procedure was completed in
10.000 cycles.” This number of cycles corresponded to the 1
year contact time of the adhesive materials in the mouth.”

Glass containers for each subgroup were used in this step
of the study. Group 3 samples were held in cherry juice for 3
days, Group 4 samples were kept in coffee for 3 days, Group
5 samples were kept in coke for 3 days, and Group 6 samples
were kept in artificial gastric acid for 24 hours (Figure 1)."° To
mimic mouth temperature, the temperature of the liquids
was set at 37 °C. Daily liquid changes ensured that the results
would not be impacted by pH changes. A pH meter (AD12,
ADWA, Szeged, Hungary) was used to measure the pH of the
liquids. The content, pH value, and exposure time of the liquids
used are shown in Table 2.

SBS test and adhesive remnant index (ARI) score

SBS values were measured using a universal test device
(Esetron, MOD Dental, Ankara, Turkey). A chisel-edge plunger
was placed in the device, and its speed was set to 0.5 mm/min.
The acrylic cylinders were positioned on the device’s table,
and the plunger was moved. When debonding, the computer
connected to the test device calculated the smallest force
(Newton). By dividing the bracket base area, the force value
was converted to megapascals (MPa).

The ARl was used to assess the amount of residual adhesive
on the enamel surface following the SBS test. The residual
composite on the teeth was scored using the lidex as defined
by Artun and Bergland:'®

Score 0: The tooth’s surface was free of any adhesive.

Table 1. Definition of the subgroups

Subgroups Experimental procedure

Group 1 (n=10) No thermal cycle or liquid exposure

Group 2 (n=10) Only 10.000 thermal aging procedure (TAP)
Group 3 (n=10) TAP + cherry juice (72 hours)

Group 4 (n=10) TAP + coffee (72 hours)

Group 5 (n=10) TAP + coke (72 hours)

Group 6 (n=10) TAP + gastric acid (24 hours)

Score 1: Less than 50% of the adhesive remained attached to
the surface of the tooth.

Score 2: More than 50% of the adhesive remained attached to
the surface of the tooth.

Score 3: The total amount of adhesive was still on the tooth.

This procedure was carried out under a light microscope
(Zumax, OMS2380, China) by a single researcher to ensure the
reliability and reproducibility of the scoring.

Statistical Analysis

The SPSS 22.0 package (IBM, New York, USA) was used to
analyze the data. First, the Shapiro-Wilk normality test was
performed. The Kruskal-Wallis test and the post-hoc Tamhane
test were used for the comparison of SBS values. A chi-square
test was used for the comparison of ARI scores. The significance
level was set at p<0.05.

RESULTS

The comparison results for SBS values are shown in Table 3. In
the control group, the SBS value of the conventional brackets
was found to be significantly higher than the other two types
of brackets (p<0.01). In the group (Group 2) in which only the
thermal aging procedure was performed, it was found that
there was no difference between the bracket types in terms of
SBS values (p=0.223). Similarly, no significant difference in SBS
values was found between the three different brackets in the
cherry juice (p=0.365), coffee (p=0.357), coke (p=0.573), and
artificial gastric acid (p=0.387) groups.

Cherry juice, coke, and gastric acid exposure significantly
reduced SBS values in all three bracket types when compared
with the control group. While coffee exposure resulted in a
significant decrease in SBS values in conventional brackets, it
did not cause a significant decrease in the other two groups.

In the subgroup comparison of the ARI scores for each type of
bracket, there was no statistically significant difference between

Figure 1. A sample following a 24 h wait in artificial gastric acid
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the subgroups (Table 4). In the comparison of the main groups,
however, only the control (p<0.05) and cherry juice (p=0.037)
groups showed a statistically significant difference.

DISCUSSION

Numerous in vivo, in vitro, and ex vivo studies have been
conducted to evaluate the performance of orthodontic
adhesives.>” These studies all share the same objective,
which is to improve bonding strength and reduce bracket
failure. Many factors affect bracket bond strength, including
salivary contamination, poor clinician technique, bracket base
feature, prepared enamel surface, masticatory forces, and
patient diet or behavior.? Another cause of bracket failure is
the frequent exposure of adhesives to low-pH liquids as a
result of soft drink consumption.? The reason for the reduction
in bonding strength is the softening of the enamel around

Table 2. The content, pH value, and exposure time of the liquids

the bracket or degradation in the adhesive interference. As a
result, microleakage occurs between the bracket and the tooth
surface, which negatively affects the SBS value.?? Extrinsic
erosive agents such as soft drinks, as well as intrinsic fluids such
as stomach acid, may reduce adhesive performance.” Because
the pH of gastric acid is lower than that of soft drinks, its enamel
or adhesive abrasive effect is greater. In some populations,
the prevalence of gastroesophageal reflux has increased by
up to 50%.* According to this point of view, gastric acid is an
important intrinsic factor that can negatively influence SBS
values. Pace et al.”® reported that 24% of gastroesophageal
reflux patients had dental erosion, and 32.5% of those with
dental erosion had reflux. The adhesive’s aging is another factor
that affects SBS. Orthodontic adhesive ages as the mouth
temperature changes during food consumption. Bracket bond
strength decreases as the adhesive ages.”

Immersion time of

Product Ingredients ol
Coffee (Nescafe, Switzerland) Soluble coffee 5.0 72 hours
Coke Water, sugar, carbon dioxide, colorant, cola extract, caffeine, 253 72 hours
(The Coca Cola Company, USA) acidity regulator (phosphoric acid) ’
Cherry iuice Water, sugar, cherry juice concentrate, acidity regulator

Y (citric acid), fruit and vegetable extract (blueberry, carrot), 2.60 72 hours
(The Coca Cola Company Cappy, USA) .

flavorings

Artificial gastric acid 0.06 M HCL 0.113% solution in deionized water 1.2 24 hours

Table 3. Comparison of SBS values

Groups adhesive
type

Group 1
Mean+SD
(MPa)

Group 2
MeanzSD
(MPa)

Group 3
Mean=SD
(MPa)

Group 4
Mean=SD
()]

Group 5
MeanzSD
(MPa)

Group 6
Mean=SD
(MPa)

Conventional 23.88+1.50% 19.11£3.16% 16.22+3.88% 17.69 £3.228% 16.30£3.45% 15.24+2.63% 0.001*
APCII 21.40£1.27% 18.99+3.09"5 16.11£2.998% 17.32+3.485% 16.24+3.57"% | 15.20+3.84% 0.008*
Flash-free 19.94+1.16" 16.99+2.6745 14.26+3.30% 15.44+4.26% 14.98+2.10% 13.39+3.49% 0.002*
p-value 0.001* 0.223 0.365 0.357 0.573 0.387

statistically significant differences between groups (*p<0.05).

*Kruskal-Wallis and post-hoc Tamhane test. In each column and each row, different superscripts (uppercase for row and lowercase for column) indicate a

SBS, shear bond strength; SD, standard deviation; MPa, megapascal; Group 1, Control; Group 2, only TAP (thermal aging procedure); Group 3, 72 hours of cherry
juice exposure + TAP; Group 4, 72 hours of coffee exposure + TAP; Group 5, 72 hours of coke exposure + TAP; Group 6, 24-hour gastric acid

Table 4. Comparison of ARI scores

el Count 6, 10, 35, 9,
% within bracket 10.0% 16.7% 58.3% 15.0%
Count 0, 3 23, 34,
Conventional —
% within bracket 0.0% 5.0% 38.3% 56.7%
Count 8. . 18, 23 11,
Flash-free : '
% within bracket 13.3% 30.0% 38.3% 18.3%
Count 14 31 81 54
Total
% within bracket 7.8% 17.2% 45.0% 30.0% 0.01*
*Chi-square test results. Each subscript letter denotes a subset of ARI categories whose column proportions do not differ significantly from each other at the 0.05 level.
ARI, adhesive remnant index
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In many studies, flash-free brackets have been compared
to non-coated brackets.’ In these studies, variables such as
enamel demineralization, periodontal condition, microleakage,
and debonding pain were investigated in addition to SBS. To
our knowledge, the current study is the first to compare the
effects of different fluids on the SBS strength of APC flash-free
brackets with other brackets. According to the literature, the
exposure times of resin materials to various liquids range from 1
day to 1 month.? Considering the average years of orthodontic
treatment, the exposure time for sour cherry juice, coke, and
coffee was determined to be 72 hours. However, because the
pH of gastric acid is less than 2.0, the exposure time was limited
to 24 hours.'? Aldamaty et al.” exposed ceramic surfaces
to gastric acid for 96 hours, simulating 10 years of intraoral
exposure. In the current study, considering that orthodontic
treatments last for an average of 2 years, the samples were kept
in gastric acid for 24 hours.?®

The adhesive used to bond conventional brackets, as well as
the adhesive precoated on the base of APC Il brackets, had
the same content as in the current study. The adhesive on the
flash-free bracket base, on the other hand, has a spongy, non-
woven-mat structure. It also has a relatively low viscosity due
to its lower filler content.’ Faltermeier et al.*® reported that
low-viscosity adhesives reduce SBS value and increase bracket
failure.

The first and second null hypotheses of the current study
were rejected. Only in the control group were the SBS values
of conventional brackets found to be statistically significantly
higher than those of precoated brackets in the current study.
This finding was consistent with those of Bearn et al.>* However,
this study found no significant difference in SBS values between
groupsafterexposuretoTAP and differentliquids. Similar studies
in the literature have reported a variety of outcomes. Marc
et al3' found no statistically significant differences between
precoated and non-coated brackets. Alakttash et al.>? found no
difference in the bond failure rate between precoated and non-
coated brackets in their systematic review and meta-analysis
study. In a systematic review study by Thanetchaloempong
et al.*® it was reported that the SBS of precoated and non-
coated brackets was similar. In the systematic review and meta-
analysis study by Wang et al.° there were also no significant
differences in bond failure rates between the two bracket types.
Inconsistent results found in the literature could be because of
different factors that affect the bonding process, such as the
type of bracket used, the enamel etching protocol, the tooth
structure, and the polymerization protocol. In the current study,
there was no statistically significant difference between the
subgroups in the comparison of the ARI scores for each type
of bracket. However, only the control and cherry juice groups
showed a statistically significant difference when the main
groups were compared. Foersch et al."' found that ARI scores
did not differ significantly between the APC flash-free and APC
Plus groups. According to Griinheid and Larson' APC flash-free
adhesives had higher ARI scores than conventional adhesives.

Turk J Orthod 2024; 37(3): 140-145

However, they claimed that APC adhesive removal times were
22.2% faster than conventional adhesive removal times. A high
ARI score indicates that there has been a failure between the
bracket base and the adhesive, or within the adhesive itself. The
fact that the adhesive remains on the enamel surface can be
viewed as a benefit, as this reduces the risk of enamel surface
damage, especially with porcelain brackets. The inconsistency
in ARl score findings across studies may be due to differences in
the etching procedure, light-curing method, and bracket type
(metal or porcelain).

Study Limitations

One of the study’s limitations is that it was conducted in vitro,
and saliva buffering not being replicated. In addition, the effect
of microbial flora on adhesive performance is unknown. More
in vitro and in vivo studies with more samples are needed to
generalize the results.

CONCLUSION

TAP and fluids had a negative impact on the SBS value of each
type of ceramic bracket. Even after exposure to gastric acid
and coke, the SBS values of all three types of brackets were
still higher than a clinically acceptable value. Despite their low-
viscosity resin structure, flash-free brackets had a satisfactory
SBS value.

Acknowledgments

We would like to thank Farhad Salmanpour for the statistical
analysis.

Ethics

Ethics Committee Approval: The Afyonkarahisar Health
Sciences University Clinical Research Ethics Committee
approved the study protocol (approval no.: 2019/361, date:
01.11.2019).

Informed Consent: Written consent for publication was
obtained from each participant.

Author Contributions: Surgical and Medical Practices - H.C,,
S.C.C.; Concept - H.C,; Design - H.C,; Data Collection and/or
Processing - H.C,, S.C.C.; Analysis and/or Interpretation - H.C,,
S.C.C.; Literature Review - H.C,, $.C.C.; Writing - H.C.

Conflict of Interest: The authors declare that they have no
competing interests.

Financial Disclosure: This research was financed by the
Afyonkarahisar  University  Scientific  Research  Project
Committee (Project number: 20.DUS.001).

REFERENCES

1. Elekdag-Tirk S. In vitro evaluation of a ceramic bracket with a laser-structured
base. BMC Oral Health. 2020;20(1):1-7. [CrossRef]

2. Waring D, McMullin A, Malik OH. Invisible orthodontics part 3: aesthetic
orthodontic brackets. Dent Update. 2013;40(7):555-563. [CrossRef]


https://bmcoralhealth.biomedcentral.com/articles/10.1186/s12903-020-1009-9
https://doi.org/10.12968/denu.2013.40.7.555

Turk J Orthod 2024; 37(3): 140-145

Bora N, Mahanta P, Kalita D, Deka S, Konwar R, Phukan C. Enamel surface
damage following debonding of ceramic brackets: a hospital-based study.
ScientificWorldJournal. 2021;2021. [CrossRef]

Azzeh E, Feldon PJ. Laser debonding of ceramic brackets: A comprehensive
review. Am J Orthod Dentofacial Orthop. 2003;123(1):79-83. [CrossRef]

Kolstad JA, Cianciolo DL, Ostertag AJ, Berzins DW. Orthodontic bond strength
comparison between two filled resin sealants. Turk J Orthod. 2020;33(3):165-170.
[CrossRef]

Wang H, Feng G, Hu B, et al. Comparison of flash-free and conventional bonding
systems: A systematic review and meta-analysis. Angle Orthod. 2022;92(5):691.
[CrossRef]

Gonzélez-Serrano C, Baena E, Fuentes MV, et al. Shear bond strength of a flash-
free orthodontic adhesive system after thermal aging procedure. J Clin Exp Dent.
2019;11(2):e154-161. [CrossRef]

Akl R, Ghoubril J, Le Gall M, Shatila R, Philip-Alliez C. Evaluation of shear bond
strength and adhesive remnant index of metal APC™ Flash-Free adhesive
system: A comparative in vitro study with APC™ Il and uncoated metal brackets.
Int Orthod. 2022;20(4):100705. [CrossRef]

Sibi A, Kumar S, Sundareswaran S, Philip K, Pillai B. An in vitro evaluation of shear
bond strength of adhesive precoated brackets. J Indian Orthod Soc. 2014;48:93-
99. [CrossRef]

Cevik SC, Camci H, Aslantas K. Effect of different liquids on APC flash-free ceramic
bracket’s color stability, shear bond strength, and slot surface roughness.
Australas Orthod J. 2022;38(1):145-152. [CrossRef]

Foersch M, Schuster C, Rahimi RK, Wehrbein H, Jacobs C. A new flash-free
orthodontic adhesive system: A first clinical and stereomicroscopic study. Angle
Orthod. 2016;86(2):260-264. [CrossRef]

Lee M, Kanavakis G. Comparison of shear bond strength and bonding time of a
novel flash-free bonding system. Angle Orthod. 2016;86(2):265-270. [CrossRef]

Liu JK, Chung CH, Chang CY, Shieh DB. Bond strength and debonding
characteristics of a new ceramic bracket. Am J Orthod Dentofacial Orthop.
2005;128(6):761-765. [CrossRef]

Williams VD, Svare CW. The effect of five-year storage prior to bonding on
enamel/composite bond strength. J Dent Res. 1985;64(2):151-154. [CrossRef]

Grinheid T, Larson BE. A comparative assessment of bracket survival and
adhesive removal time using flash-free or conventional adhesive for orthodontic
bracket bonding: A split-mouth randomized controlled clinical trial. Angle
Orthod. 2019;89(2):299-305. [CrossRef]

Al Shamsi AH, Cunningham JL, Lamey PJ, Lynch E. Three-dimensional
measurement of residual adhesive and enamel loss on teeth after debonding
of orthodontic brackets: an in-vitro study. Am J Orthod Dentofacial Orthop.
2007;131(3):301.9-301.e15. [CrossRef]

Lee YK. Changes in the reflected and transmitted color of esthetic brackets after
thermal cycling. Am J Orthod Dentofacial Orthop. 2008;133(5):641-646. [CrossRef]
Artun J, Bergland S. Clinical trials with crystal growth conditioning as an
alternative to acid-etch enamel pretreatment. Am J Orthod. 1984;85(4):333-340.
[CrossRef]

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

Camci and Canbaz Cevik. APC Flash-Free Ceramic Brackets

Arslan B, Yildinm E, Bodur OC, Tuncer BB, Ulusoy MC, Tuncer C. Effects of tooth
brushing and mouthwashing on leaching bisphenol a levels from an orthodontic
adhesive: an in vitro study. Turk J Orthod. 2022;35(1):27-32. [CrossRef]

Sadat Sajadi S, Eslami Amirabadi G, Sajadi S, Sajadi S. Effects of two soft drinks on
shear bond strength and adhesive remnant index of orthodontic metal brackets.
J Dent (Tehran). 2014;11(4):389. [CrossRef]

Hammad SM, Enan ET. In vivo effects of two acidic soft drinks on shear bond
strength of metal orthodontic brackets with and without resin infiltration
treatment. Angle Orthod. 2013;83(4):648-652. [CrossRef]

Navarro R, Vicente A, Ortiz AJ, Bravo LA. The effects of two soft drinks on bond
strength, bracket microleakage, and adhesive remnant on intact and sealed
enamel. Eur J Orthod. 2011;33(1):60-65. [CrossRef]

Lussi A, Jaeggi T. Erosion--diagnosis and risk factors. Clin Oral Investig.
2008;12(Suppl 1):5-13. [CrossRef]

Richter JE, Rubenstein JH. Presentation and epidemiology of gastroesophageal
reflux disease. Gastroenterology. 2018;154(2):267-276. [CrossRef]

Pace F, Pallotta S, Tonini M, Vakil N, Bianchi Porro G. Systematic review: gastro-
oesophageal reflux disease and dental lesions. Aliment Pharmacol Ther.
2008;27(12):1179-1186. [CrossRef]

Kentrou C, Papadopoulos T, Lagouvardos P. Color changes in staining solutions
of four light-cured indirect resin composites. Odontology. 2014;102(2):189-196.
[CrossRef]

Aldamaty MF, Haggag K, Othman Hl. Effect of simulated gastric acid on surface
roughness of different monolithic ceramics. Al-Azhar J Dent Sci. 2020;23(4):327-
334. [CrossRef]

Cengiz S, Sarac S, Ozcan M. Effects of simulated gastric juice on color stability,
surface roughness and microhardness of laboratory-processed composites. Dent
Mater J. 2014;33(3):343-348. [CrossRef]

Faltermeier A, Rosentritt M, Reicheneder C, Mussig D. Experimental composite
brackets: Influence of filler level on the mechanical properties. Am J Orthod
Dentofac Orthop. 2006;130(6):699.9-699.e14. [CrossRef]

Bearn DR, Aird JC, McCabe JF. Ex vivo bond strength of adhesive precoated
metallic and ceramic brackets. BrJ Orthod. 1995;22(3):233-236. [CrossRef]

Marc MG, Bazert C, Attal JP. Bond strength of pre-coated flash-free adhesive
ceramic brackets. An in vitro comparative study on the second mandibular
premolars. Int Orthod. 2018;16(3):425-439. [CrossRef]

Alakttash AM, Fawzi M, Bearn D. Adhesive precoated bracket systems and
operator coated bracket systems: Is there any difference? A systematic review
and meta-analysis. Angle Orthod. 2019;89(3):495-504. [CrossRef]
Thanetchaloempong W, Riowruangsanggoon D, Sirisoontorn I. Comparison of
shear bond strength between uncoated and precoated orthodontic brackets: a
systematic review. Artic J Int Dent Med Res. 2022. [CrossRef]

145


https://doi.org/10.1155/2021/5561040
https://doi.org/10.1067/mod.2003.2
https://doi.org/10.5152/TurkJOrthod.2020.19049
https://doi.org/10.2319/122221-932.1
https://doi.org/10.4317/jced.532744
https://doi.org/10.1016/j.ortho.2022.100705
https://doi.org/10.5005/jp-journals-10021-1225
https://doi.org/10.2478/aoj-2022-0016
https://doi.org/10.2319/050415-302.1
https://doi.org/10.2319/011715-37.1
https://doi.org/10.1016/j.ajodo.2004.03.041
https://doi.org/10.1177/00220345850640021201
https://doi.org/10.2319/030918-195.1
https://doi.org/10.1016/j.ajodo.2006.01.026
https://doi.org/10.1016/j.ajodo.2007.10.035
https://doi.org/10.1016/0002-9416(84)90190-8
https://pubmed.ncbi.nlm.nih.gov/35370131/
https://pubmed.ncbi.nlm.nih.gov/25584049/
https://doi.org/10.2319/091512-737.1
https://doi.org/10.1093/ejo/cjq018
https://doi.org/10.1007/s00784-007-0179-z
https://doi.org/10.1053/j.gastro.2017.07.045
https://doi.org/10.1111/j.1365-2036.2008.03694.x
https://doi.org/10.1007/s10266-013-0106-5
https://doi.org/10.21608/ajdsm.2020.34007.1070
https://doi.org/10.4012/dmj.2013-265
https://doi.org/10.1016/j.ajodo.2006.04.023
https://doi.org/10.1179/bjo.22.3.233
https://doi.org/10.1016/j.ortho.2018.06.017
https://doi.org/10.2319/051818-373.1
http://www.jidmr.com

146

TURKISH JOURNAL OF DOI: 10.4274/TurkJOrthod.2023.2022.63

ORTHODONTICS

Original Article

Evaluation of Maxillary Protraction Using a Mini
Screw-Retained Palatal C-Shaped Plate and Face
Mask

Mohamed Abdallah Elsaharty, & Safaa Ali Ghobashi, & Eman EI-Shorbagy

Tanta University Faculty of Dentistry, Department of Orthodontics, Tanta, Egypt

Cite this article as: Elsaharty MA, Ghobashi SA, El-Shorbagy E. Evaluation of Maxillary Protraction Using a Mini Screw-Retained Palatal C-Shaped
Plate and Face Mask. Turk J Orthod. 2024; 37(3): 146-152

Main Points
The use of a palatal plate face mask provides a minimally invasive skeletal approach that is comfortable for both the patient and operator.
Maximum skeletal changes with minimum dentoalveolar changes can be obtained from palatal plate face mask combination.
Combination of the palatal plate and face masks provides an excellent treatment alternative, particularly in patients with insufficient dental support.

ABSTRACT

Objective: To evaluate a newly designed minimally invasive palatal-plate face mask combination for the management of developing
Class Ill malocclusion due to maxillary deficiency.

Methods: A sample of 16 Class Il patients due to maxillary deficiency in the early mixed dentition (8 boys and 8 girls) aged between 7
and 9 years participated in this study and were treated with a combination of palatal plate face masks. Extra-oral elastics were attached
between the intra-oral and extra-oral appliances; the elastics were set at 30° to the occlusal plane. The force magnitude was 250-
300 g per quadrant. Cephalometric radiographs were taken before and immediately after maxillary protraction. In addition, skeletal
measurements were measured, tabulated, and statistically analyzed. The pre- and post-protraction measurements were compared
using the Student’s t-test, and the significance level was set at a p-value <0.05.

Results: A statistically significant increase in SNA angle and maxillary length was observed by 3.13+1.52 degrees and 2.60+0.75 mm
(p<0.05), respectively, indicating forward maxillary growth. The skeletal and soft tissue patterns were also improved, as evidenced by
the statistically significant increase in the ANB angle, Wits appraisal, and H angle by 4.50+1.28 degrees, 5.30+1.86 mm, and 5.02+3.24
degrees (p<0.05), respectively. A favorable clockwise mandibular rotation was observed as evidenced by the increase in the SN/MP
angle and the decrease in the SNB angle by 1.46+1.96 degrees and -1.38+1.86 degrees (p<0.05), respectively.

Conclusion: The palatal-plate facemask combination is an effective treatment alternative for Class Ill malocclusion due to maxillary
deficiency with minimal pain and discomfort.

Keywords: Class Il treatment, face mask, palatal anchorage, palatal plate, skeletal anchorage

INTRODUCTION

Maxillary protraction using a face mask is one of the most common alternatives for managing Class Il
malocclusion caused by maxillary growth impairment. Face mask therapy with dental anchorage is the most
common approach for maxillary protraction. This approach can protract the maxilla by correcting the skeletal and
soft tissue profiles. However, most of these changes were dental rather than skeletal, such as protrusion of the
maxillary incisors, extrusion and mesial tipping of the maxillary molars with subsequent clockwise mandibular
rotation, and elongation of the face.
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Several studies®* have evaluated surgical miniplates and
miniscrews for providing skeletal anchorage for maxillary
protraction in midface deficiency. Different techniques
were described, varying according to the surgical miniplate
placement site, force magnitude, and use of adjunctive intraoral
or extraoral appliances. These techniques provided a treatment
option for patients with a skeletal deformity that was judged too
severe to be treated by dentoalveolar compensation alone, and
the degree of maxillary hypoplasia and age were not favorable
for facemask therapy. However, this technique is aggressive, as
additional surgery to remove the miniplate is necessary with
potential damage to the developing dental buds. Furthermore,
injury to vital structures, such as the maxillary sinus, is a risk
factor.>®

Several studies®” have evaluated the suitability of the palate
as a skeletal anchorage site in the mixed dentition period and
found that the palatal bone was suitable for TADS insertion
in growing patients. In addition, the palatal area was used to
support skeletally anchored intraoral distalization appliances
without any surgical intervention using a minimally invasive
approach.®

No previous clinical studies have evaluated palatal miniplate-
anchored face mask therapy. Therefore, this study aimed to
assess the dental and skeletal effects of a modified C- shaped
miniplate fixed to the palate as a means of traction of the
maxilla in combination with a face mask in growing Class llI
patients with maxillary deficiency.

METHODS

Sample Size Calculation

The sample size calculation was based on data obtained from
a pilot study on four patients. The first outcome selected was a
change in the SNA angle. The mean difference was 1.5 degrees,
with a standard deviation of 1.45, a confidence level of 95%,
and a power of 80%. The sample size calculation was performed
using an online sample size calculator (Sample Size Calculator
Version 1.058). The sample size calculated was 16.

The data used were a T1 mean of 77.14, a T2 mean of 80.27, a
standard deviation of 1.52, an alpha two-sided value of 0.05,
and a sample size per group of 16. The power of the study was
0.9999.

The Sample

The study sample comprised 16 patients (8 boys and 8 girls). The
researcher explained the purpose of the study and treatment
procedures to all patients. Furthermore, written informed
consent was obtained from all participants, in accordance with
the guidelines for human research adopted by the Research
Ethics Committee. The Tanta University Faculty of Dentistry
Research Ethics Committee approved the study protocol
(approval no.: #R-ORTH-11-17-1, date: April 2022).

Elsaharty et al. A Technique for Maxillary Protraction by Palatal Plate Facemask Combination

The participant patients were selected based on the following
criteria: 1) Growing patients, 7 to 9 years old. 2) All of them
had Clll malocclusion due to maxillary retrusion, as verified
by clinical and radiographic examinations. 3) SNA <79. 4) ANB
angle <-1.5) All patients were in the early mixed dentition. The
operator excluded patients with congenital anomalies and
systemic conditions from the study.

Before and after maxillary protraction records, including
extraoral and intraoral photographs, study models, panoramic
radiographs, and lateral cephalometric radiographs, were
obtained.

The Intervention

For maxillary protraction, the clinician used a combination
of palatal plate and facial masks. The modified palatal plate
was custom-made and adapted for each patient. The straight
surgical miniplate (Ref 55-0851, Stryker Leibinger, Germany)
was supplied. The first step was to bend the plate into a
semicircular configuration using a freehand technique with
three peak-bending pliers. Then, the miniplate was adapted to
the palatal area of the patient’s model. The maximum height
of the contour of the semicircular plate was placed posteriorly,
not extending beyond the line connecting the distal surfaces
of the upper second deciduous molars. Next, the two arms
were extended anteriorly to adapt to the deciduous canine
on both sides. The two arms were raised above the deciduous
canines to prevent pressure on the canines during elastic
loading and maxillary protraction. End holes of the plate were
cut using a carbide disc to serve as hooks for elastic loading.
The last fabrication step was plate finishing and smoothening
(Figure 1).

The palatal plate was fixed to the palate using four surgical
self-drilling screws 2.1 mm in diameter and 11 mm in length
(Ref 50-20706 Stryker Leibinger, Germany). The screws were
inserted perpendicular to the sides of the palate; two screws
on each side (Figure 2).

Figure 1. Adaptation of the plate on the patient
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Figure 2. Occlusal view of the palatal plate after its fixation to the
palate

The patients were instructed to take oral antibiotics, analgesics,
and chlorhexidine mouthwash and were allowed 3 weeks to
adapt to the miniplate before loading the elastics.

Application of the Facemask

After 3 weeks of fixation, the operator examined the patients to
ensure that the palate plate was stable and not irritant to soft
tissue. The elastics were then loaded using training intraoral
elastics (100 g) for two weeks. Then, heavy extraoral elastics 3/8
in diameter, 250-300 gram per quadrant were loaded for two
months. Then, 5/16 elastics were loaded.

The operator instructed the patients to wear a face mask
for at least 16 hours a day. In the first month, patients were
revised once biweekly and then once a month until the end
of treatment. Patients were instructed to make contact in
emergencies, including screw loosening, plate mobility, pain,
swelling, and other problems.

Follow-up Periods

Patients were asked to attend a follow-up session every four
weeks to assess the following: patient compliance, stability
of the appliance (the surgical miniplate), stability of the mini
surgical screws, any soft tissue enlargement around the device,
amount of correction achieved, and clarification of the progress
to the parents and encouragement of compliance.

Retention and Appliance Removal

After correcting the anterior crossbite and obtaining a positive
overjet, a complete set of records was obtained. The surgical
miniplates were left after completion of treatment for six
months; during this period, a chin cup was used for retention
and follow-up monthly.

Pre- and post-treatment cephalometric radiographs were
digitally analyzed using Facad® software. Fourangular and three
linear measurements were used to evaluate skeletal changes.
The angular measurements included the SNA, SNB, ANB, and
SNMP angles. Linear measurements included the maxillary,
mandibular, and Wits lengths. The angles between the upper
incisor to the SN plane and the lower incisor to the mandibular

plane were used to evaluate dental changes. The changes in
the H angle were used to evaluate soft tissue changes.

A sample of 5 cases was randomly selected and remeasured
by two other specialists, whose measurements were tabulated
and compared with the operator's measurements for
interexaminer reliability. The Kappa test of the agreement was
used.

Statistical Analysis

Statistical evaluation was performed using SPSS for Windows
version 16.0 (SPSS Inc., Chicago, IL, USA). A paired t-test was
used to evaluate skeletal, dental, and soft tissue changes from
T1 to T2. The statistical significance level was set at 0.05.

RESULTS

Clinical Findings

The modified palatal plate facemask combination corrected
the development of Class Il malocclusion into a Class |
relationship in 7.7942.23 months by improving the soft tissue
profile. In addition, the anterior and posterior dental relations
were improved.

Miniplate Stability

All miniplates were placed in positions with excellent primary
stability. However, during orthopedic maxillary protraction,
two miniplates showed signs of mobility with little patient
discomfort, and one miniplate was completely avulsed. In
these patients, the clinician retightened the screws on loose
miniplates and paused loading for one week. The surgical
miniplates became stable again, and the orthopedic maxillary
protraction resumed. The avulsed miniplate was replaced 3
weeks later in the same position. Surgical emergency screws
with larger diameters of 2.3 mm and 11 mm in length were
used to fix the plate in the palate, and maxillary protraction was
continued after healing for 3 weeks. Self-drilling conventional
screws were used as guides for the emergency screws. They
were then inserted and removed, after which the emergency
screw was reinserted.

Gingival Enlargement

Only one patient exhibited palatal mucosal enlargement
around the palatal plate after six months of treatment. This
enlargement was due to excessive plate pressure, so the arm
was raised slightly to decrease the irritation and continue
treatment.

Radiographic Findings

The sample of this study consisted of 16 patients aged 7-9
years. The mean age was 8.19+0.75. The average active phase
of treatment (T2-T1) was accomplished within 7.22+1.89
months. Descriptive statistics of cephalometric measurements
at assessment times are presented in Table 1. Measurements
used in this study are illustrated in Table 2.
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There was a (T2-T1) significant increase in the ANB angle of
4.50+1.28, (p<0.05) with an improvement in the Wits appraisal
of 5.30+1.86, (p<0.05). Furthermore, this was associated with
a (T2-T1) significant increase in SNA angle 3.13+1.52, (p<0.05)
and the maxillary length 2.60+0.75 (p<0.05, Table 3). This
was accompanied by an overall (T2-T1) significant posterior
movement at point B, as evidenced by the decrease in the SNB
angle of -1.38+1.86, (p<0.05). In contrast, mandibular length
showed an insignificant decrease of -1.06+1.05, (p=0.435).

Vertically, there was a significant increase in the SN-MP angle
of 1.46+1.96, (p<0.05, Table 3). Regarding dental changes,
the Up1/SNP group showed a significant statistical increase
of 4.56+2.25, (p<0.05), on the other hand, the low 1/MP
group showed a significant statistical decrease -4.89+2.36,
(p<0.05). The H angle showed a statistically significant increase
5.02+3.24, (p<0.05) (Table 3).

Table 1. Sample age and treatment duration

n Range Minimum Maximum MeanSD

DISCUSSION

Class Il malocclusion due to maxillary deficiency is one
of the most common problems in orthodontics’ daily
practice. Skeletally anchored maxillary protraction using
infra zygomatic or lateral pyriform surgical miniplates is an
excellent alternative treatment with a high success rate for
correcting middle face deficiency with maximum skeletal
effects rather than undesirable dental effects.>**'°The problem
with this approach was that it required two surgeries, one for
insertion and the other for removal of the surgical miniplates,
with subsequent unavoidable pain and discomfort.? The
technique was also sensitive because it required presurgical
consultation, minimally invasive surgery, excellet postsurgical
wound care, and orthodontic follow-up. Moreover, bilateral
placement doubles the invasiveness, risks, and cost. Therefore,
this procedure can be aggressive, particularly for growing
patients."

Class lll treatment is more effective at an early stage of
dentition development. This intervention maximizes the
skeletal adaptation that occurs in the mid-facial region

Age 16 | 2 7 9 8.19+0.75

Treatment during cervical maturity stages 1 and 2, with more opening

duration 16 16 4 10 7.22+1.89 of the circummaxillary sutures.”? The sample inclusion criteria

SD, standard deviation included only patients with early mixed dentition with cervical
maturity stage 1-2 mean ages of 8.19+0.75.

Table 2. Definition of linear and angular measurements

Measurement Definition

SNA The angle between the anterior cranial base and the NA plane

SNB The angle between the anterior cranial base and the NB plane

ANB SNA minus SNB (skeletal relationship in the midsagittal plane)

Mand. length Itis the distance between points Co and Gn

Maxillary length | It is the distance between points Co and A

SN/MP The angle between the anterior cranial base SN and the mandibular plane Go Gn

Wits app. The distance between the vertical projections of A point and B point on the occlusal plane

Up1/SNP The angle between the long axis of the maxillary central incisor and the anterior cranial base SN plane

Low1/MP The angle between the long axis of the maxillary central incisor and the mandibular plane Go Gn

Hangle The angle between the facial plane (N"-Pog”) and the H line (Pog"-Ls)

Table 3. Linear and angular measurements

Parameter

SNA 77.14+2.95 80.27+3.34 3.13£1.52 0.000*
SNB 80.45+2.88 79.07+3.84 -1.38+1.86 0.010*
ANB -3.3£1.32 1.18+1.97 4.50+1.28 0.000*
Mand. length 100.16+7.60 99.09+4.99 -1.06+1.05 0.435
Maxillary length 74.11+4.24 76.71£3.77 2.60+0.75 0.044*
SN/MP 35.13+6.57 36.58+7.13 1.46+1.96 0.009*
Wits app. -7.69+3.19 -241+2.24 5.30+1.86 0.000*
Up1/SNP 106.13+5.45 110.69+7.51 4.56+2.25 0.015*
Low1/MP 87.52+7.19 82.63+5.80 -4.89+2.36 0.003*
Hangle 9.15+4.36 14.17+2.3 5.02+3.24 0.000*
p: p-value for t-test for comparing between before and after treatment; *: Statistically significant at p<0.05; SD, standard deviation
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The palate provided an excellent area for TADs insertion due to
the thick keratinized masticatory mucosa, high accessibility, and
reduced risk of root damage.* Moreover, it provided easy access
and minimal pain, was minimally invasive as a flapless technique
was used for insertion, and had a high success rate." Using finite
element analysis, it was found that the miniplates that were
anchored palatally distributed force over the circum-maxillary
sutures more evenly than the buccally anchored miniplates."

Several studies®” have evaluated palatal bone thickness and
quality, and it was found that the thickness and density of the
palatal bone are age- and sex-specific. The highest quality and
density of the palatal bone were found in adults rather than
in children and men. The palatal bone thickness was also the
thickest in the anterior palatal area.’ The anterior palatal area
isa 10-mm high rectangular area and 20 mm-wide. The anterior
boundary is an imaginary line extending 10 mm posterior to
the incisive papilla, while the posterior border is 10 mm distal
to the anterior line.” The thickness of the palatal mucosa also
contributes to the success of palatal TADs. Maximum primary
stability can be achieved when an adequate length of the
orthodontic miniscrew is placed in areas of thinner soft tissues
and thicker cortical bone.'® The palatal mucosa provides
keratinized masticatory mucosa that is firmly adherent to
the underlying bone and can withstand the forces applied
to it.%” The thickness of the palatal mucosa is variable; it is
thinnest at the midline and increases gradually laterally. The
palatal mucosa also follows an anteroposterior pattern, being
thin anteriorly and thicker posteriorly. Therefore, the anterior
palatal region was selected for miniplate fixation in the current
study. The surgical miniscrews were inserted at the angulation
of the palatal bone to increase the amount of engaged bone.
Increasing the length of the surgical miniscrews may provide
the advantage of bicortical engagement of the palatal bone,
which subsequently increases the stability of the screws.”®

The surgical plates used in this study were mini surgical plates.
These miniplates are commonly used for rigid submucosal
fixation of orofacial fractures and orthognathic surgery.
However, some authors used the transmucosal approach with
surgical miniplates to fix fractures in the palatal and mandibular
regions. The transmucosal approach minimized postoperative
pain, swelling, and other surgical complications. Moreover, this
approach eliminated the need for general anesthesia because
it can be performed under local anesthesia."'® In addition,
the use of palatal plates for orthodontic purposes to enhance
skeletal anchorage for maxillary molar distalization™ and
maxillary protraction' has also been reported.

In the current study, treatment was continued until malocclusion
and a positive overjet were achieved. The palatal miniplate
was left during the retention period to be ready for facemask
installation in case of any relapse. Prolonged retention using
a chin cup with periodic follow-up is recommended because
facemask therapy does not normalize the annual rate of forward
maxillary growth. Patients may resume Class Il growth due to
deficient maxillary growth during the follow-up period.?®

Turk J Orthod 2024; 37(3): 146-152

Although the suitability of the palatal bone for supporting
TADs, no previous studies have used the palatal anchorage
for maxillary protraction, and only a case report* has been
found in the literature. Most of the studies in the literature used
buccally placed TADs either with an extraoral face mask?*'°or
intraoral Class lll elastics.?* Therefore, the findings of the current
study were compared with different techniques with different
points of force application and other age groups.

The protraction technique used in the current study was able
to displace the maxilla forward, as evidenced by the SNA
angle increase of 3.130+1.520. Furthermore, it could increase
the maxillary length by 2.60+0.75 mm. This forward maxillary
movement was more significant than that previously reported
by a previous study,” who used palatal anchorage to advance
the maxilla by 1.5 mm. Furthermore, the amount of forward
maxillary movement obtained by the palatal anchorage in the
present study was comparabletothefindings of otherauthors®*
who used a buccally placed submucosal surgical miniplate
facemask combination with a range of advancement between
2.83-3.42 mm. On the other hand, authors'®?? who used more
extensive surgical techniques by placing submucosal surgical
miniplates posterior to the maxilla and anterior to the mandible,
could provide more forward movements ranging from 4.87 to
5.81 mm. This difference may be due to the differences in the
mechanics used and the age groups.

Palatally anchored maxillary protraction showed a significant
increase in the vertical height of the face, as evidenced by the
significantincrease in the Sn/Mp angle, which caused clockwise
mandibular rotation. These findings follow the findings of
previous studies,**?* as the SN/MP was increased by 1.46°-2.03°.
In addition, the slight-opening rotation observed in the
palatally anchored facemask explains why it has more control
over the SN/MP angle. This makes it a suitable treatment option
for Class lll horizontal growers with short faces, as the clockwise
rotation observed would improve the Class Ill skeletal pattern
with subsequent improvement in facial esthetics.

Forward maxillary displacement and backward mandibular
rotation contributed to improving the anteroposterior skeletal
and soft tissue patterns, as evidenced by the significant
increases in the ANB angle, Wits appraisal, and H angle by 4.5°,
5.3 mm, and 5.02° respectively. These findings were compared
with those reported in previous studies>¢* in which the ANB
angle increased ranged from 3.08 to 5.99 and the Wits appraisal
ranged from 2.87 to 7.01 mm. Several studies***” have evaluated
maxillary protraction using a dental-anchored maxillary
expander facemask combination and found that the maxilla can
be displaced by 1.5+0.75 mm in the age range between six and
eleven years old, with a marked clockwise mandibular rotation
of 2.3°+0.83°. The results show that the palatal plate face mask
combination is the best way to treat growing Class Ill patients
with maxillary deficiency. This is because it is a successful, non-
invasive way to fix developing Class Ill malocclusions caused by
maxillary deficiency. Moreover, this technique can be used in
patients with insufficient dental support.
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Despite its advantages, some undesirable dental effects of
palatally anchored maxillary protraction were observed in the
current study, such as protrusion of the maxillary incisors. These
findings are consistent with those of Elnagar et al.,? except for
the maxillary incisors. This discrepancy could be attributed to
the difference in protraction mechanics as in the palatal-plate
facemask combination. The elastics were attached between
the palatal plate and facemask, passing across the incisal
edges of the maxillary incisors; this might cause pressure on
the maxillary incisors with subsequent proclination. Moreover,
the chin pad of the facemask exerted reciprocal pressure on
the mandibular incisors, with subsequent retrusion of the
mandibular incisors. This unavoidable side effect of facemask
therapy has been reported by all authors who used it either
with skeletal>**?® or dental anchorage.! On the other hand,
authors? who used Class lll elastics with skeletal anchorage did
not show dental changes.

Emergency screws were used when the screw holes become
too large to provide sufficient grip for the screw threads to
withstand axial loads.” In this study, an avulsion of the palatal
plate was reported in one patient. In this case, four 2.3 mm
emergency screws were used in the fixation of the avulsed
miniplate reported in this study.

Gingival enlargement and initial disturbance of speech were
also reported. The gingival enlargement may have occurred
because the surgical miniplate used in this study had no lock
in its holes, as overtightening of the screws causes pressure
on the palatal mucosa with subsequent gingival enlargement.
The double-lock miniplate may solve this problem because
it has serrations within its holes, preventing overtightening
and pressing the plate against the palatal tissues.?® The effect
on speech was reversible, which may be due to the high
adaptability of the tongue.

According on the findings of the present study, the palatal-plate
facemask combination was a successful non-invasive method
for the early correction of developing Class lll malocclusions due
to maxillary deficiency. Moreover, this technique can be used in
patients with insufficient dental support. In addition, opening
the clockwise rotation of the mandible was advantageous
for horizontal growers. These changes are comparable to
other invasive techniques that provide skeletal anchorage
for maxillary protraction. This technique cannot be used in
patients with transverse deficiency because it cannot open the
mid-palatal suture. More studies are needed to obtain a deeper
understanding of the skeletal and dental changes observed in
the current study using three-dimensional imaging.

CONCLUSION

Based on the findings of the current study, the following
conclusions were obtained:

» Palatally anchored maxillary protraction is an effective
alternative treatment for developing Class Ill malocclusions
due to maxillary deficiency.

Elsaharty et al. A Technique for Maxillary Protraction by Palatal Plate Facemask Combination

e This technique can be used for growing patients with
insufficient dental support.

« This technique is not recommended for patients with
transversal deficiency as it cannot open the mid-palatal suture.
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Main Points
In Class 3 anomalies with maxillary retrusion, ensuring early sagittal development of the maxilla has very positive effects on the upper airway.
In skeletal treatments, airway evaluation before and after treatment, based on records obtained from the patient, is a crucial aspect that should
not be ignored.
Although there are many methods for airway measurement, it is important to choose a non-invasive and reliable method.

ABSTRACT

Objective: The present study aimed to evaluate the effect of rapid maxillary expansion (RME) and face mask treatment on the upper
airway in patients with maxillary retrusion in two dimensions using digital cephalograms and volumetric evaluation using acoustic
rhinometric measurements.

Methods: A total of 22 individuals with a concave profile and skeletal and dental Class Ill malocclusion during growth and development
with a mean age of 9.9+1.38 years were included in the study. A bonded RME appliance and a petit face mask were adapted for the
patients. Before treatment (T0) and after maxillary protraction (T1), lateral cephalometric films and acoustic rhinometric recordings
were obtained. The dependent sample t-test was used for statistical evaluation.

Results: Cephalometric analysis revealed forward movement of the maxilla and backward downward rotation of the mandible. A
significantincrease was observed in the nasopharyngeal and oropharyngeal regions of the upper airway. Three-dimensional evaluation
of the upper airway by acoustic rhinometry revealed only an increase in the volumes of the left nasal cavity after decongestant
administration. A statistically significant increase in acoustic rhinometric measurements in nasal valves. When the correlation of the
cephalometric findings of the nasopharyngeal region with the acoustic rhinometry findings was examined, no statistically significant
relationship was found.

Conclusion: As a result of this study, we observed an increase in the cephalometric measurements of the nasopharyngeal and
oropharyngeal areas. A significant increase was observed in the minimal cross-sectional area measured by acoustic rhinometry.

Keywords: Class Ill malocclusion, face mask, rapid maxillary expansion, upper airways
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INTRODUCTION

Skeletal Class lll malocclusions are among the most difficult
irregularities to correct in orthodontic treatment. These cases
often present with skeletal features such as maxillary retrusion,
mandibular protrusion, or a combination of both conditions.
When deciding on the treatment of Class Ill malocclusion,
several factors, including age and various skeletal and dental
characteristics, should be considered. Treatment options for
patients with completed growth potential are limited to fixed
orthodontic mechanics and camouflage,? or orthognathic
surgery.® In the treatment of growing patients, orthopedic
forces can effectively address skeletal problems through the
use of functional appliances or extraoral appliances.*® In order
to stimulate the maxilla in the sagittal direction during growth
and development, a face mask* can be used in patients with
skeletal Class lll malocclusion with mild or moderate maxillary
retrusion.

In cases where there is maxillary retrusion in Class Ill patients,
when orthopedic forces are applied to the maxilla with
rapid maxillary expansion (RME) during the prepubertal and
pubertal period, cellular activation in the sutures between
the maxilla and the skull is increased, bone apposition is
stimulated, and thus the growth of the relevant bones can
be modified.”® RME brings about significant changes in the
craniofacial structures, such as increased intermolar width
and nasal cavity volume, decreased nasal airway resistance,
and increased nasal respiration.’®'" It has been reported in the
literature that the incidence of airway obstruction is increased
especially in skeletal Class Ill individuals characterized by
maxillary retrusion.'? Nasal obstruction in children is believed
to have a negative impact on orofacial development. Studies
have pointed out that long face syndrome, maxillary stenosis,
high palate, various anterior teeth, and lip structure disorders
are encountered with nasal obstruction.”®"® |t has been
suggested that the early development of the maxilla in the
sagittal direction with face mask treatment positively affects
the upper airway.™

Many different methods, such as lateral cephalometry,’
computed tomography (CT),’® magnetic resonance imaging
(MRI),” and acoustic rhinometry (AR)"™ are used for the
evaluation of the upper airway. The method should ideally
be inexpensive and non-invasive, providing high-resolution
information about the anatomy of the upper airways and
surrounding soft tissues.

AR is an efficient, painless, non-invasive, and reliable method
that can be performed easily and requires minimal patient
cooperation. AR provides valuable information about the
minimal cross-sectional area (MCA) and volume of the nasal
cavity by using reflected sound waves. The size of the reflections
may reflect changes in airway size, and the return time may
provide the distance between the changes.’®'®

The purpose of our prospective study was to evaluate the
effect of RPE face mask treatment on the upper airways

Turk J Orthod 2024; 37(3): 153-161

volumetrically using AR measurements. In addition, the
changes caused by the RPE protocol in the MCAs of the nose,
which is the narrowest part of the nose, were examined. In this
study, the null hypothesis was that there would be no change
in the volumetric measurements made with AR in the upper
airways of patients who were wearing face masks.

METHODS

This prospective study included 22 patients with a concave
profile and skeletal and dental Class Il malocclusion who
were referred to the Hacettepe University Faculty of Dentistry,
Department of Orthodontics for treatment. All subjects (11
female and 11 male) were in the period of pubertal growth
spurt, and their mean chronological age was 9.9+1.38 years at
the beginning of the treatment. Developmental stages of the
subjects were determined using hand-wrist radiographs.

The inclusion criteria for the patients were as follows; (1)
patients with no systemic disease and congenital anomalies
in the craniofacial region, (2) patients with an edge-to-edge
relationship between incisors and who had not previously
received orthodontic treatment, (3) patients with a concave
profile during growth and development, (4) patients who had
a skeletal and dental Class Ill relationship due to maxillary
retrusion or mild mandibular protrusion with maxillary
retrusion, (5) patients with negative overjet, mild narrow
maxilla, or crossbite in the maxillary posterior region, and (6)
no pathology found in the otolaryngology examination.

The ethics committee report dated 18.05.2010 (registration
number: LUT 10/25 and decision number: LUT 10/25-7) was
received by the Scientific Research Commission of Hacettepe
University. A child information form and informed consent
from parents were obtained from all patients.

Before starting treatment (T0) and after the completion of
maxillary protraction (T1), the following records were obtained
from the patients; intraoral and extraoral photographs,
lateral cephalometric radiographs, hand-wrist radiographs,
conventional maxillary occlusal radiographs, and acoustic
rhinometric measurements.

Lateral cephalometric radiographs were obtained using a
digital cephalometric X-ray device (Soredex, PO Box 148, 04301
Tuusula, Finland) under standard conditions with the teeth
occlusion and the lips closed without tension. Patients were
asked to look into the mirror of their own eyes after tilting their
head up and down with decreasing amplitude until they felt
relaxed. Acoustic rhinometric measurements were performed
using an Ecco Vision AR device (Ecco Vision, Hood Instruments,
Pembroke, MA) at Hacettepe University Faculty of Medicine,
Department of Otorhinolaryngology.

A bonded RME appliance with a Hyrax screw (Dentsplay, GAC
International, Bohemia, NY, USA) was used for the maxillary
plaster models prepared in the laboratory (Figure 1). In order to
facilitate the protrusion of the maxilla by creating mobilization
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in the circummaxillary sutures, the modified Alt- RAMEC
protocol was applied with the RME appliance.” The patients
were asked to turn the appliance screw one-quarter turn a day
for the first week. After completing the opening process for 2
weeks, the screw was closed by turning it one -quarter turn
per day for 2 weeks. Occlusal film was taken from the patients
to assess any separation in the maxillary median suture at the
end of the first week following the opening of the screw. This
protocol was repeated by opening the appliance screw in the
same way for 2 weeks and closing it for 2 weeks. Thus, a total
of 8 weeks were required to open and close the RME appliance
screw every 2 weeks. In patients with a narrow maxilla, the
protocol was terminated by opening the screw.

A bonded RME appliance and a Petit-type face mask (Dentsplay,
GAC International, Bohemia, NY, USA) were adapted for the
patients. A 200-g force per side was applied on the maxilla
via 3/16-inch 4-oz elastics from the hooks placed distal to the
canines (Dentsplay, GAC International, Bohemia, NY, USA). Two
weeks later, the force was increased to 400 g per side.

After maxillary protrusion was achieved, post-treatment records
(T1) were obtained, and orthodontic treatment was continued
by following the dentition. The mean time between the TO
(beginning of treatment) and T1 (post-maxillary protraction)
periods was 8.9+0.85 months.

Hard and soft tissue measurements and upper airway
measurements were made by the same investigator (H.K.) on
the lateral cephalometric radiographs obtained at TO and T1.
The planes and measured distances used for changes in the
upper airway, as well as measurements to assess dentofacial
changes, are shown in Figure 2.

Acoustic rhinometric measurements were performed at
Hacettepe University Faculty of Medicine, Department of
Otorhinolaryngology, by the same researcher (T.S.) using the
EccoVision AR device. AR measurements were performed in a
quiet room away from environmental influences. The patient
was seated on a chair to support his/her head, and breathing
exercises were performed before the measurement. At the
same time, the wave tube of the AR device was calibrated
before each measurement. During the measurements, the
patients were asked to breathe deeply and hold their breath.
After AR measurements were made at the right and left nasal
cavity entrances, a nasal spray containing oxymetazoline

Figure 1. Occlusal and frontal intraoral views of the Bonded RME
appliances

RME, rapid maxillary expansion

(Oksinazal Spray, Eczacibasi ilac Pazarlama, Turkey) that
eliminated mucosal edema was administered as 2 puffs
in both nostrils of the patients. After waiting for 15 min,
the measurements were performed once more. The same
procedures were repeated after the completion of maxillary
protrusion.

" n

In the acoustic sinogram, the “y” axis shows the cross-sectional
area (cm?), while the “x"” axis shows the distance from the
nostril. The area under this section is the volume (cm?3). The
horizontal segment before the 0" point on the acoustic
sinogram represents the nasal adapter. The MCA values in the
acoustic sinogram and the volumes of the sections 10-30 mm,
30-60 mm, and 65-85 mm from the nasal cavity entrance were
calculated (Figure 3). These regions were selected because they
represent three clinically important and functionally relevant
areas: the volume of the segment located from 10 to 30 mm
from the nostril corresponding to the nasal valve region, the
volume of the segment located between 30 and 60 mm from
the nostril corresponding to the turbinate region, and the
volume of the segment located between 65 and 85 mm from
the nostril corresponding to the nasopharyngeal region.

Figure 2. Planes used in airway evaluation in lateral cephalometric
film analysis

1. AD2-H (upper adenoid thickness), 2. PNS-AD2 (upper airway
distance), 3. AD1-BA (lower adenoid thickness), 4. PNS-AD1 (lower
airway thickness), 5. SPS (superior pharyngeal space): anteroposterior
width of the pharynx measured between the posterior pharyngeal
wall and the dorsum of the soft palate on a line parallel to the Frankfort
horizontal (FH) plane that runs through the middle of a line from PNS
to pogonion (P), 6. MPS (middle pharyngeal space): anteroposterior
width of the pharynx measured between the posterior pharyngeal

wall and the dorsum of the tongue on a line parallel to the FH plane
that runs through P, 7. IPS (inferior pharyngeal space): anteroposterior
width of the pharynx measured between the posterior pharyngeal
wall and the dorsum of the tongue on a line parallel to the FH plane
that runs through C2

AD1, the point where posterior nasal spine (PNS) - basion (Ba) line
intersects the posterior pharyngeal wall; AD2, the point where a line
perpendicular to sella (S) - Ba plane passing through PNS intersects
the posterior pharyngeal wall; H, the point where a line perpendicular
to sella (S) - Ba plane passing through PNS
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Statistical Analysis

To evaluate the changes from the beginning of the treatment
to post-maxillary protraction, the data compliance with the
assumption of normal distribution was tested using the Shapiro-
Wilks goodness-of-fit test. The dependent samples t-test
was used because the values showed a normal distribution.
Mean, standard deviation, minimum, and maximum values
are presented as descriptive statistics. For p<0.05, the results
were considered statistically significant. Pearson’s correlation
coefficient was used to assess the correlation between
cephalometric airway and AR volume assessments. Pearson’s
correlation test was also used to assess the correlation between
the area and volume values of the narrowest regions of the
nose in AR.

RESULTS

Significant changes were observed in all measurements of
the maxilla according to the treatment protocol (p<0.05). A
statistically significant increase of 3.14" in the SNA angle and
2.25"in the maxillary depth angle was observed (p<0.05). There
was a statistically significant increase of 2.72 mm in A-Nperp
(p<0.05). The convexity of the patients significantly increased,
with an average of 0.3 mm (p<0.05) (Table 1).

Except for facial depth and the Pog-NB distance, all
measurements of the mandible were statistically significant
(p<0.05). A statistically significant decrease of 1.27" in the mean

SNB angle was observed (p<0.05). At the end of treatment, a
statistically significant increase of 2.89 mm in corpus length
and 0.9 mm in SE distance was observed (p<0.05) (Table 1).

Except for facial depth and the Pog-NB distance, all
measurements of the mandible were statistically significant
(p<0.05). A statistically significant decrease of 1.27°in the mean
SNB angle (p<0.05) was observed. At the end of treatment, a
statistically significant increase of 2.89 mm in corpus length
and 0.9 mm in SE distance was observed (p<0.05) (Table 1).

Arrerior Turbinates:
Nasal Valve
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Figure 3. Acoustic rhinogram. The “y” axis shows the cross-sectional
area (cm?). The “x” axis shows the distance from the nostril. The area
under this cross-section gives the volume (cm?®). The horizontal
segment before the 0 point in the acoustic rhinogram represents
the nasal adapter. The MCA values in the acoustic sinogram and the
volumes of the sections 10-30 mm (V1), 30-60 mm (V2) from the nasal
cavity entrance were calculated

MCA, minimal cross-sectional area

Table 1. Descriptive statistics and p-values for maxillary and mandibular measurements at the start of treatment (TO) and after maxillary

protraction (T1)

Distribution Range
Parameter Average Standard deviation p-value
Minimum Maximum
TO 77.77 2.86 72 83
SNA (%) 0.000*
T1 80.91 2.70 75 85
TO 87.16 2.76 82 93
Maxillary depth (°) 0.002*
T1 89.41 2.90 83 96
TO -3.02 2.78 -8
A-Nperp (mm) 0.000*
T1 -0.3 2.70 -6 6
TO -1.86 1.92 -6 1
Convexity (mm) 0.000*
T1 -1.59 1.50 -1.5 4
TO 79.43 2.90 74 84
SNB (%) 0.000*
T1 78.16 2.88 73 83
TO 88.82 2.63 83 95
Facial depth (°) 0.057
T1 87.50 2.63 83 93
TO 71.59 4.35 65 82 0.002*
Corpus length (mm)
T1 74.48 4.68 64 85 A
Pog-NB distance (mm) TO 0.68 1.07 -5 4 '
T1 0.90 1.25 -1.5 4.5
0.012*
TO 17.30 2.28 13 22
SE distance (mm)
T1 18.20 2.54 13 23
*p<0.05
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Regarding the cephalometric values of the upper airway, all
measurements except the AD1-Ba (lower adenoid thickness)
and AD2-H (upper adenoid thickness) distances showed
statistically significant increases (p<0.05). The PNS-AD1 (lower
airway thickness) distance showed a statistically significant
increase with an average of 3.75 mm (p<0.05). A statistically
significant increase of 2.59 mm was also observed in the PNS-
AD2 (upper airway thickness) distance (p<0.05). The superior
pharyngeal space SPS), middle pharyngeal space (MPS),
and nferior pharyngeal space (IPS) distances, showing the
pharyngeal airway dimensions, also showed statistically
significant increases. SPS increased by an average of 2.55 mm,
MPS by an average of 2.32 mm and IPS by an average of 1.68
mm (p<0.05) (Table 2).

When the volume values of the upper airwat measured using
AR were examined, statistically significant changes were
observed only in the volume values of the left nasal cavity
after decongestant administration. The post-decongestant

volumes of 10-30 mm sections of the left nasal cavity showed a
statistically significant increase of 0.9 mm?on average (p<0.05).
A statistically significant increase of 1.33 mm?was observed in
the section volumes of 30-60 mm of the left nasal cavity after
decongestant administration (p<0.05) (Table 3). No correlation
was found between the volume values measured by AR in the
nasopharynx (65-85 mm part of the upper airway) and the
cephalometric measurements (p<0.01, p<0.05) (Table 4).

In acoustic rhinometric measurements, the MCAs in the
narrowest part of the nasal cavity (nasal valve) showed a
statistically significant increase, except for pre-decongestant
measurements of the right side of the nasal cavity. A
significant increase of 0.16 cm? was observed in the narrowest
MCA on the right side of the nasal cavity after decongestant
administration (p<0.05). The MCA of the nasal valve region on
the left side of the nasal cavity increased significantly by 0.21
cm? before and 0.25 cm? after decongestant administration
(p<0.05) (Table 5).

Table 2. Descriptive statistics and p-values of upper airway cephalometric measurements (mm) at the start of treatment (T0) and after maxillary
protraction (T1)

- Distrubution Range
Parameter Average Standard deviation — : p-value
Minimum Maximum
T0 16.82 6.68 2 27
PNS-AD1 0.000°
T1 20.57 5.70 4 28
T0 13.64 4.26 7 23 .
PNS-AD2 0.000
T 16.32 3.87 9 24
T0 21.20 4.16 14 32
AD1-Ba 0.833
T 21.32 4.13 15 35
T0 21.68 3.25 15 28
AD2-H 0.880
T 21.59 3.29 14 30
T0 9.70 2.33 4 13 .
SPS 0.000
T 12.25 2.40 5 17
T0 13.77 3.11 10 20
MPS 0.045
T 16.09 4.85 8 26
T0 9.59 2.99 5 17 .
IPS 0.046
T 11.27 4.08 6 20
*p<0.05
SPS, superior pharyngeal space; MPS, middle pharyngeal space; IPS, inferior pharyngeal space; PNS-AD1, lower airway thickness; PNS-AD2, upper airway distance;
AD1-BA, lower adenoid thickness; AD2-H, upper adenoid thickness

Table 3. Descriptive statistics and p-values of pre-decongestant (DE) and post-decongestant (DS) volume values (mm?) for the right and left
nasal cavity at the start of treatment (T0) and after maxillary protraction (T1)

Distrubution Range
Parameter Average Standard deviation p-value
Minimum Maximum
10-30 mm DE TO 3.49 0.87 1.6 5
0.109
T1 3.13 0.75 1.6 4.7
10-30 mm DS TO 3.57 1.01 0.4 4.9
Right 0.185
T1 3.93 0.77 2 5
30-60 mm DE TO 6.75 1.36 3.9 9.4
Nasal 0.156
T1 6.12 1.51 2.5 8.2
30-60 mm DS TO 6.73 1.72 1.9 9.3
Cavity 0.426
T1 7.7 1.78 2.8 9.4
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Table 3. Continued

Distrubution Range
Parameter Average Standard deviation
Minimum Maximum
65-85 mm DE TO 5.75 1.05 3 8 0.197
T1 52 1.50 2.6 7.9
65-85 mm DS TO 5.48 1.41 2.6 7.8 0.570
T1 5.78 1.97 23 84
10-30 mm DE TO 3.05 1.05 1.1 4.8 0.111
T1 3.48 0.62 2.6 4.8
Left 10-30 mm DS TO 3.1 0.63 1.8 44 0.000*
T1 4 0.71 2.7 55
Nasal 30-60 mm DE TO 5.9 1.95 1.9 83
T1 6.6 1.15 4.4 8.2 0.203
Cavity 30-60 mm DS TO 6.4 1.39 34 8.5 0.024*
T1 7.73 2.04 3 12.3
TO 4.8 1.5 2 7 0.169
65-85 mm DE
T1 5.39 1.18 34 7.8
TO 4.8 0.99 3.2 7.1 0.077
65-85 mm DS
T1 5.63 1.66 2 84
*p<0.05

Table 4. Correlation coefficients and p-values of the correlation of nasopharynx pre-decongestant (DE) and post-decongestant (DS) acoustic
rhinometric volume values (65-85 mm) and cephalometric values (PNS-AD1, PNS-AD2)

65-85 mm DE right 65-85 mm DE left 65-85 mm DS right 65-85 mm DS left
T1 T1 T1 T1

PNS-AD1 r 0312 0.227 0.345 0.053

m p | 0.158 0.310 0.115 0.813

PNS-AD2 r 0372 0.206 0.028 -0.197

n p 0.088 0.357 0.902 0.380

Table 5. Descriptive statistics and p values of pre-decongestant (DE) and post-decongestant (DS) minimal cross-sectional area (MCA) (cm) values
for the right and left nasal cavity at the start of treatment (T0) and after protraction (T1)

Parameter Average Standard deviation SiStbton Range p-value
Minimum Maximum
DE T0 0.66 0.18 0.3 1 0.401
Right MCA T1 0.7 0.18 0.3 1
DS T0 0.68 0.19 0.2 1 0.012*
T1 0.84 0.26 0.1 1.2
T0 0.59 0.21 0.2 0.9 0.001*
Left MCA DE T1 0.8 0.15 0.5 1.2
DS T0 0.67 0.16 0.3 1 0.000*
T1 0.92 0.18 0.5 1.2
*p<0.05
MCA, minimal cross-sectional area

When the correlation between the MCAs and volumetric before decongestant (p<0.01, p<0.05). Likewise, a correlation
sections (10-30 mm) of the nasal valve region pre-decongestant ~ was found between the volume and area values in the left part
(DE) and post-decongestant (DS) values was examined, there of the nasal cavity after decongestant administration (p<0.01,
was a correlation between the right and left volumes and MCAs p<0.05) (Table 6).
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Table 6. Correlation coefficients and p-values of the correlation of minimal cross-sectional areas (MCA) and volumetric sections (10-30 mm),
pre-decongestant (DE) and post-decongestant (DS) values of the nasal valve region

10-30 mm DE 10-30 mm DE 10-30 mm DS 10-30 mm DS

RightT1 LeftT1 RightT1 LeftT1
Right MCA DE r 0.820** 0.034 0.339 -0.073
m p 0.000 0.882 0.123 0.747
Right MCA DS r 0.523 -0.045 0.328 -0.009
L p 0.012 0.841 0.136 0.969
Left MCA DE r 0.458* 0.472* 0.062 0.042
m p 0.032 0.027 0.783 0.851
Left MCA DS r 0.408 0.248 0.250 0.601%**
T p 0.059 0.265 0.261 0.003
*p<0.05, **p<0.01
MCA, minimal cross-sectional area

DISCUSSION

Skeletal Class Il malocclusions result from maxillary retrusion
in 65-67% of cases.? In this study, sagittal forward movement of
the maxilla was achieved, in line with other face mask studies
in the literature.?*?' This significant forward movement in the
maxilla can be attributed to the fact that the patients were
in their growth and development period, as well as to the
separation of the sutures made by the adjacent bones of the
maxilla using the AItRAMEC protocol.

It has been reported that the mandible is displaced downward
and backward as a result of the force passing under the
condylar region in face mask applications that receive support
from the chin tip and forehead.”? Angular and dimensional
measurements of the mandible used in the present study
showed that the mandible rotated downward and backward in
accordance with the literature.?’?The rotation observed in the
mandible also contributed to Class Ill correction.

When the effects of the present treatment protocol on the upper
airway were evaluated cephalometrically, significant increases
were determined in the nasopharyngeal and oropharyngeal
airway dimensions, in line with the literature.?** It is thought
that the increase detected cephalometrically in the upper
airway was due to the increase in the distance between the
posterior part of the maxilla and the posterior pharyngeal wall
during the anterior movement of the maxilla. Even though the
cephalometric films used in the present study to determine the
changes in the airway provide information in two dimensions,
this method, which is used in many studies, is advantageous
due to its ease of application and low cost.’*?* In addition, it
has been stated that there is a significant relationship between
cephalometric films and CT imaging techniques.?

Studies in the literature have evaluated nasal volumes in
adults?” and nasopharyngeal geometry after adenoidectomy
and tonsillectomy? using AR. However, no study has evaluated
the changes in the upper airway as a result of applying a face
mask with a bonded RME appliance volumetrically using AR.
In the present study, statistically significant increases were

observed in the volumes of the 10-30 mm (nasal valve) and
30-60 mm sections of the left nasal cavity after decongestant
administration. Nasal decongestants are recommended for
precise measurement of nasal resistance. These medications
work by constricting blood vesselsinthe nasal passages, thereby
reducing swelling and congestion. The temporary opening
of the nasal airway allows for more accurate measurements
of nasal resistance.? It is thought that this increase in nasal
volume may have been obtained by applying RME in parallel
with other studies in the literature.™'s

When we examined the relationship between the results
of increased nasopharynx size in the cephalometric
measurements and the volume findings in AR, no correlation
was found. The lack of correlation between the increase
detected cephalometrically and AR may be due to disturbances
during the measurement of the nasopharynx volume caused
by the movement of the soft palate. It is also stated that
the MCAs of the nose and nasal passage are the two most
important factors affecting the accuracy of AR measurements
and that AR cannot provide reliable information for evaluating
the posterior parts of the nasal cavity.>**'

The MCA, often called the “nasal valve’, is an important
formation located between the nasal cartilage and aperture
pyriformis and is the narrowest point of the nasal cavity. This
area has a significant effect on nasal breathing because of its
narrowed structure3'* In the study of Cakmak et al.* it was
determined that there was a significant correlation between
CT and AR measurements performed to evaluate nasal valve
areas. It has also been reported that AR can be a valid method
for evaluating the nasal valve area. Approximately 50% of
the anatomical structure of the nasal cavity is formed by the
maxillary bones. Therefore, treatment options that cause
changes in the morphological structure of the maxillary dental
arch, such as RME, may affect the geometry and function
of the nasal cavity. The RME procedure provides triangular
separation of the maxillary bones at the level of the incisors,
which coincides with the lower part of the nasal valve area.
With this separation in the midpalatal suture, displacement
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also occurs in the lateral walls, leading to an increase in nasal
cavity volume. In the present study, a statistically significant
increase was observed in some nasal valve areas.

When we looked at the correlation between the area and
volume values of the nasal valve section, which is the narrowest
part of the nasal cavity, it was expected that the statistically
significant volumetric and area (MCA) increases observed in
the nasal valve region of the left nasal cavity (10-30 mm) would
correlate with each other. Since no significant increase in
volume was detected in the nasal valve area of the right nasal
cavity, it can be considered that there was no correlation with
the MCA after decongestant.

The airflow through the nasal passages is commonly found to
be asymmetricin normal individuals. This phenomenon, known
as the nasal cycle, is considered a physiological phenomenon.
However, most subjects were completely unaware of any
changes in nasal airflow because the total resistance to airflow
remained relatively constant owing to a reciprocal relationship
between the nasal passages. It has been noted that the nasal
cycle may not always be detectable or may not always be
reciprocal at all between the two sides of the nose.®

Study Limitations

Since the short-term results of maxillary expansion and
protraction were examined in our study, the fact that long-
term treatment results were not known and that tomographic
evaluation could not be performed at the same time could be
considered limitations of our study. Additionally, repeating the
AR measurements after RPE application could have helped
improve the evaluation of the results.

CONCLUSION

In the present study, the following results were obtained:

o While forward movement of the maxilla was evident,
downward and backward movements were observed in
the mandible. The soft tissue relationship showed positive
development in parallel with the skeletal and dentoalveolar
changes.

¢ In cephalometric findings of the upper airway, a significant
increaseintwo dimensions was observedinthe nasopharyngeal
and oropharyngeal regions.

* In the AR evaluation of the upper airway, an increase was
observed only in the post-decongestant volumes of the
left nasal cavity. No statistically significant relationship was
found between the cephalometric and AR findings of the
nasopharyngeal region. A significant increase was observed in
the MCA measured by AR.

* When we examined the correlation of the area and volumes
values of the nasal valve section, which is the narrowest part of
the nasal cavity, it was determined that there was a correlation

Turk J Orthod 2024; 37(3): 153-161

between the measurements of the right and left sides before
decongestant.
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Main Points
Pain associated with initial archwire alignment during orthodontic treatment can be managed with Transcutaneous Electric Nerve Stimulation
(TENS) therapy.
Both acetaminophen and TENS equally relieve pain in fixed orthodontic treatment.
Repeated application of TENS can improve pain management better than acetaminophen.

ABSTRACT

Objective: This prospective study aimed to evaluate the analgesic effects of acetaminophen and Transcutaneous Electric Nerve
Stimulation (TENS) therapy for pain control.

Methods: Forty orthodontic patients who underwent fixed orthodontic treatment were randomly assigned to one of 3 groups: (1)
acetaminophen, (2) TENS therapy, or (3) control. Pain was evaluated at 12, 24, 36, and 48 hours after the placement of both 0.014" NiTi
and 0.016" NiTi archwires using a 10 cm visual analogue scale (VAS). Because the data were found to be non-normal, Kruskal-Wallis test
was employed for both stage | and stage Il intra-group comparisons.

Results: For both stage | and stage II, evaluation of the VAS scores for all 3 groups at different time intervals showed that the difference
between groups A and B was statistically insignificant (p>0.05). The scores of Group A compared to Group C were significant, and
Group B compared to Group C showed significant values.

Conclusion: Both TENS and acetaminophen reduced the pain experienced by patients compared with the placebo group. The
acetaminophen group showed VAS results similar to those of the TENS group.

Keywords: Acetaminophen, orthodontic, pain, transcutaneous electric nerve stimulation, visual analogue scale

INTRODUCTION

The most commonly reported sequelae of orthodontic treatment that affect quality of life are pain and discomfort.
Several studies have found that the pain associated with an initial aligning archwire is perceived after 4 hours,
is significantly more intense at the 24™ hour, and later decreases by the 3" day, lasting approximately 5 days.'®

To overcome the post-adjustment pain and discomfort associated with the initial alignment of archwires
and separator placements, many authors have suggested various modalities. Chumbley and Tuncay’, in their
study, used pharmacologic means of analgesia, such as indomethacin, a non-steroidal anti-inflammatory drug
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(NSAID), to reduce discomfort and pain after orthodontic
adjustment. They concluded that indomethacin was effective
in reducing pain; however, it had a detrimental effect on the
rate of orthodontic tooth movement. Kehoe et al.® investigated
the deleterious effect of NSAIDs on the rate of orthodontic
tooth movement and recommended acetaminophen as the
analgesic of choice during orthodontic treatment.

Further, it was found that Transcutaneous Electric Nerve
Stimulation (TENS), a non-invasive, non-pharmacological
therapy, has been reported to be efficient for pain alleviation
during separator placementand debonding procedures.*'

Prolonged analgesia induced by TENS is attributed to the
secretion of endogenous opioids. Endorphins have long-
lasting effects on the central nervous system; thus, TENS-
produced analgesia persists for hours even after the cessation
of electrical stimulation. The secreted opioids produce
analgesia at peripheral, spinal, and supraspinal sites. Other
neurochemicals have also been found to be responsible
for producing TENS-induces analgesia, including GABA,
acetylcholine, 5-HT, noradrenaline, and adenosine."” Maximum
analgesia is produced when TENS generates a strong, non-
noxious electrical sensation beneath the electrodes. The onset
of pain relief is rapid and disappears shortly after TENS is turned
off."

In clinical practice, TENS therapy is mostly used to relieve pain.
In addition, there is an increasing use of TENS in other spheres
of medicine like antiemetics and for restoration of blood flow
to ischemic tissue and wounds.'? However, limited research is
available on the role of TENS in orthodontic patients. Hence,
the present study aimed to evaluate and compare the analgesic
effects of acetaminophen and TENS therapy for the control of
pain during orthodontic treatment.

METHODS

The present study received ethical clearance from the
Institutional Review Board of Santosh Deemed to be University
(F. No. SU/2019/1531[15], date: 22.10.2019). The study was
conducted at the Department of Orthodontics and Dentofacial
Orthopedics, Santosh Dental College and Hospital. The subjects
included in the study were patients undergoing non-extraction
fixed orthodontic treatment between the ages of 13 and 35
years. Both male and female patients with permanent dentition
and good oral hygiene were included.

Patients with crowding greater than 2 mm, pacemakers,
patients with a known history of allergy to acetaminophen,
epileptic patients, cerebrovascular problems, cleft lip, cleft
palate, or both, and patients who did not provide consent for
the study were excluded from the study.

The sample size was calculated using the G*Power 3.1 software
(Heinrich-Heine-Universitat Dusseldorf, Disseldorf, Germany).
The power of the study was considered to be 80% with a
confidence interval of 95%. A total sample size of 40 patients
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was selected based on an old study on the effect of TENS on
controlling pain associated with tooth movement.® Forty
patients were divided into three groups randomly using an
online number list generator:

Group A (n=10): Patients in Group A received TENS therapy.

Group B (n=10): Patients in this group were given acetaminophen
tablets.

Group C (n=20): Patients in this group did not receive either of
the following treatments: this was the control group.

All patients were pre-examined using the standard protocol,
which included facial and intraoral photographs, dental modal
analysis, panoramic radiography, and cephalometric analysis.

Patients were enrolled according to the inclusion criteria, and
all were treated with a 0.022" slot prescription pre-adjusted
edgewise appliance system. Initial leveling and alignment of
the upper and lower arches were performed using sequential
NiTi wires, with the diameters of the wires progressively
increased from 0.014" NiTi to 0.016" NiTi. After placement
of the wires, Group A received TENS therapy for 20 minutes
at 0.5 Hz and 500 microamperes (Figures 1 and 2). In Group
B, patients were administered 500 mg of acetaminophen.
Patients were asked to take their first dose 2 hours before the
appointment and continue taking it orally every 6 hours for
48 hours. Group C was the control group, which was given
nothing for pain management. Patients were asked to mark
their pain level using the visual analogue scale (VAS)'™ at four
intervals of 12 hours for a total period of 48 hours. Patients in
the TENS and control groups were asked to take the tablet with
a combination of paracetamol (325 mg) and ibuprofen (400
mg) as rescue medicine in case of unbearable pain. Patients
were asked to record the number of tablets they consumed.
Patients who required rescue medicines were excluded from
the study.

Scoring System for Pain and Discomfort

Pain and discomfort were measured during the first two days
after the placement of the aligning archwire. Scores were
assessed using the VAS' scale of 10 cm in length. Marks were
made at 1-cm intervals from 0 to 10.0 on the scale. 0, no pain,
and 10, unbearable pain. The score can be interpreted as
follows:

Score 0: No pain.

Score 1-3: Mild pain.
Score 4-6: Moderate pain.
Score 7-10: Severe pain.

Statistical Analysis

All data were entered into an Excel spreadsheet (version
2007) and then imported into SPSS (Statistical Package for
Social Sciences, version 23.0, IBM, NY, USA). After applying
the Kolmogorov-Smirnov test, the data showed a non-normal
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distribution, so they were expressed as median + interquartile
range. The Kruskal-Wallis test was employed at both stage |
and stage Il for inter-group comparisons. A two-tailed p-value
<0.05 was considered significant. The reliability of the study
was calculated as 0.736 using Cronbach’s alpha.

RESULTS

The mean ages of the participants in groups A, B, and group C
were around 20.10+4.654, 19.60+4.858, and 20.80+5.126 years,
respectively (Table 1). Upon examination, the median VAS
scores in stage | (0.014" NiTi) for group A were 2.5+1.0, 3.5£1.0,
4.0+1.0, and 3.0£1.0 at 12, 24, 36, and 48 hours, respectively.

Figure 1. Transcutaneous electrical nerve stimulation machine with
surface electrodes

Figure 2. Patient receiving TENS therapy demonstrating electrode

placement on the left side

The median VAS scores for group B were 2.0+1.0, 4.0£1.0,
3.0£1.0, and 3.0+1.0 at 12, 24, 36, and 48 hours, respectively.
On the other hand, the median VAS scores for group C were
7.0+1.0,7.0+1.5,6.0+1.0,and 5.0+1.0 at 12, 24,36, and 48 hours,
respectively. All readings were found to be highly significant
(Table 2).

In stage Il (0.016" NiTi), the median VAS scores for group A
were 2.0+1.0, 3.0+1.0, 3.0+1.0, and 3.0+0.0 at 12, 24, 36, and
48 hours, respectively. The median VAS scores for group B
were 3.0+1.0, 3.5+1.0, 3.0£0.0, and 2.0+1.0 at 12, 24, 36, and 48
hours, respectively. On the other hand, the median VAS scores
for group C were 6.0+1.5, 6.0+ 1.0, 5.0+1.0, and 5.0+1.0 at 12,
24,36, and 48 hours, respectively. All readings were found to be
highly significant (Table 3).

In stage I, when the VAS scores for all three groups were
compared at different time intervals, the scores of Group A and
Group B were comparable, and the difference between the two
was statistically insignificant (p>0.05, Kruskal-Wallis test). The
scores of Group A compared to Group C were highly significant
for 12 and 24 hours and significant for 48 hours. The VAS scores
of Group B compared to Group C showed highly significant
values for all time intervals (Table 4).

Similar results were observed in stage Il. The scores of groups
A and B were comparable, and the difference between the two
was statistically insignificant (p>0.05, Kruskal-Wallis test). The
scores of Group A compared to Group C and Group B compared
to Group C showed highly significant values (Table 5).

DISCUSSION

In any dental treatment, including orthodontics, besides a
positive treatment outcome, the most important aspect of the
treatment is the management or elimination of pain, which can
often be experienced by patients. In Orthodontics, tooth pain is
often experienced by patients. Oliver and Knapman'? surveyed
two centers to investigate the attitudes of patients and parents
undergoing orthodontic therapy. The results revealed that both
patients and parents were happy with the treatment outcome.
However, pain related to the appliance and its appearance was
the main discouraging factor.

Pain is experienced by patients during nearly all phases of
orthodontic treatment. One of the first experiences of pain

Table 1. Age distribution in all 3 groups

95% Confidence

Number of interval for mean

Mean age
participants (Years)

Group
Lower

bound

Upper
bound

A (TENS) 10 20.10+4.654 | 16.77 2343
B

(Acetaminophen) 10 19.60+4.858 | 16.12 23.08
C (Control) 20 20.80+5.126 | 18.40 23.20
Total 40 20.33+4.848 | 18.77 21.88
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and discomfort occurs immediately after the insertion of the
initial aligning archwire. Erdin¢ and Dinger® found that pain
and discomfort after the insertion of initial aligning archwire
during orthodontic treatment was first perceived at the 4%
hour. The discomfort then increased significantly by 24 hours.
The study also found that the discomfort decreased to a
more bearable degree by the 3" day.> Under pharmacological
modalities, many analgesics, such as ibuprofen, naloxone,
ketorolac, and acetaminophen, are effective for orthodontic
pain control.™ Although analgesics have been found to reduce
pain and discomfort, in most cases they do not fully eliminate
it. To overcome this issue, higher doses of medications have
been administered, but as a result, many clinicians observed
a delay in the orthodontic treatment time. NSAIDs control
pain by inhibiting cyclooxygenase activity and thus retarding
the production of prostaglandins.”"” This characterizes
the involvement of prostaglandins in orthodontic tooth
movement. Chumbley and Tuncay’ conducted a study on
indomethacin, an aspirin-like drug, and a potent inhibitor of
PG synthesis. The study found that indomethacin delayed
orthodontic tooth movement, and the authors recommended
that aspirin-like drugs should not be administered to patients
undergoing orthodontic tooth movement as they may
extend the treatment time.” Kehoe et al.® studied the effect of
acetaminophen, ibuprofen, and misoprostol on prostaglandin
synthesis and orthodontic tooth movement. The study reported
a significant difference in mean tooth separation among the
drugs. The acetaminophen group showed the least effect on
the rate of tooth movement. Thus, the authors recommended
acetaminophen as the analgesic of choice during orthodontic
treatmentBlt is also believed to have fewer and rare side effects
like nausea, and rashes, compared to other NSAIDs. In isolated

antipyretic doses, acetaminophen is safe and well-tolerated.”®

Although pharmacological methods are convenient and easy
to use, the biggest drawbacks of these methods are allergic
reactions observed in patients and side effects caused by
prolonged use of the medication. It is for this reason that
non-pharmacological pain control methods have piqued the
interest of many clinicians and patients alike.

Recently, major developments have been observed in the
understanding of pain mechanisms and new approaches to the
management of pain. Various methods have been developed
over the years like low-level laser therapy, vibratory devices,
and transcutaneous electrical nerve stimulation (TENS). One
study measured pain levels over 7 days and concluded that
TENS was effective in reducing pain associated with separator
placement. It is also worth noting that a single application of
TENS produced a satisfactory analgesic effect for the entire
duration of the study.’

In the present study, it was planned to evaluate the effect of
TENS therapy to control pain associated with initial aligning
archwire insertion and further compare the effect of this
non-pharmacological TENS therapy with that in subjects who
were on pharmacological therapy, such as acetaminophen, to
control pain associated with the insertion of the initial aligning
archwire during the initial phase of orthodontic treatment.
A VAS was used to evaluate the pain experienced by the
patients. The VAS scale was preferred over other scales because
of its simplicity; it is more understandable and easier to use
by patients. The scale does not include any words; thus, it is
independent of language. The VAS was found to be the most
reliable method for pain assessment.'

Table 2. Median VAS values recorded in stage 1 (0.014” NiTi wire) in all 3 groups at different time intervals

Group A (TENS) Group B (Acetaminophen) Group C (Control)
Group Median :::‘e;:uartile Median ::E:‘guartile Median :ra\:le;guartile p-value
Time
12 hours 2.5 1 2 1 7 1 0.00*
24 hours 3.5 1 4 1 7 1.5 0.00*
36 hours 4.0 2 3 1 6 1 0.00*
48 hours 3 1 3 1 5 1 0.00*
VAS, visual analogue scale, *p<0.05

Table 3. Median VAS values recorded in stage 2 (0.016” NiTi wire) in all 3 groups at different time intervals

Group A (TENS) B (Acetaminophen) Group C (Control)
Group Median Ir:;eg;'tequartile Median :::;r:uartile Median ::;egr:uartile p-value
Time
12 hours 2 1 1 6 15 0.00*
24 hours 3 1 35 1 6 1 0.00*
36 hours 3 1 0 5 1 0.00*
48 hours 3 0 2 1 5 1 0.00*
VAS, visual analogue scale, Kruskal-Wallis test, *p<0.05
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Table 4. Difference between VAS values recorded in stage 1 (0.014"
NiTi wire) in all 3 groups at different time intervals

Time interval Group p-value
A B 1.000
12 hours A C 0.000*
B C 0.000*
A B 1.000
24 hours A C 0.000*
B C 0.000*
A B 0.759
36 hours A C 0.016
B C 0.000*
A B 0.759
48 hours A C 0.001*
B C 0.000*
VAS, visual analogue scale, Kruskal-Wallis test, *p<0.05

Table 5. Difference between VAS values recorded in stage 2 (0.016”
NiTi wire) in all 3 Groups at different time intervals

Time interval Group

p-value

1.000
0.000*
0.000*
0.988
0.000*
0.000*
0.988
0.000*
0.000*
0.055
0.000*
0.000*

12 hours

24 hours

36 hours

> > W | > > ® > > ® > >
N N N|® NN ® N N ™

48 hours

B C

VAS, visual analogue scale, Kruskal-Wallis test, *p<0.05

Our study found that all 20 subjects in the control group who
had not undergone any pain therapy experienced different
intensities of pain at each time interval. Most patients
experienced pain by the 12% hour after the insertion of the
initial aligning archwire. Later, most subjects in the control
group experienced peak pain at 24 hours. By the 2™ day, many
subjects experienced moderate pain, which gradually reduced
by the 3™ day after the initial alignment of the archwire. These
findings are consistent with those of other studies.>®

In the present study, patients receiving TENS therapy
experienced significant reduction in pain from the 4" hour to
the 4™ day. This finding could be attributed to TENS therapy.The
subjects in the acetaminophen group also showed consistently
decreased pain scores at 12, 24, 36, and 48 hours after archwire
placement compared with the control group.The data obtained

align with the findings from a study comparing the effects
of three drugs: ibuprofen, misoprostol, and acetaminophen,
which concluded that acetaminophen was the drug of choice
for controlling orthodontic pain.?

Further, acetaminophen is believed to have fewer side effects
such as nausea and rashes which are rare. In isolated antipyretic
doses, acetaminophen is safe and well-tolerated.' Finally, the
main aim of this study was to compare the effects of TENS and
acetaminophen. In the present study comparing the TENS
and acetaminophen groups, the results showed that both
acetaminophen and TENS were equally effective in reducing
pain in patients undergoing orthodontic therapy.

Itis worth noting that although TENS and acetaminophen were
effective in reducing pain, the TENS therapy group experienced
slightly more discomfort than the acetaminophen group after
24 hours. Furthermore, in the TENS group, the initial onset of
analgesic effect at 12 hours was comparatively greater, the
duration of pain reduction was very effective, and the mean
pain scores at 24 hours were highly reduced; however, this did
not occur after 24 hours. To better control pain, repeated TENS
sessions can be administered on the second day; however,
it requires an additional dental visit, and thus, it might be
inconvenient for patients.

In the present study, we found that TENS therapy and
acetaminophen were extremely effective in controlling pain
and providing relief to patients during the initial phase of
orthodontic treatment.

Study Limitations

The limitations of the study include the fact that blinding was
not possible because of the obvious differences between the
study groups. The study did not take into consideration the
level of anxiety and fear of pain experienced by the participants
after bonding. In addition, when investigating outcomes
that are self-reported by patients, subjectivity always has
the opportunity to creep in, and these obvious limitations
inherently affect reliability. Further studies with larger sample
sizes are recommended to compare both systems in detail.
Studies have also correlated the variation of pain with age and
diurnal variation of pain.

CONCLUSION

The following conclusions can be drawn from this study:

« TENS therapy can effectively control pain associated with
initial archwire alignment during orthodontic treatment.

« TENS is as effective in controlling pain as acetaminophen.
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