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Invisalign® IPR Technique

General Information

A1. Proper interproximal reduction (IPR) is not challenging, but is absolutely
necessary for successful treatment using Invisalign®. The problems typically seen
can be easily avoided, thereby saving both the doctor and the patient additional
treatment time and cost. The most common problem experienced near the end of
treatment is residual crowding due to insufficient IPR. During treatment (especially
near the end and with case refinement aligners as well), it is important to monitor
all areas of crowding for extremely tight contacts with unwaxed dental floss. Slightly
relieving any tight contacts with hand-pulled diamond strips can reduce the binding
that often impedes complete tooth alignment.

A2. Residual spaces from excessive contact reduction is another common
problem near the end of treatment. Over-reduction can often be avoided by
using the techniques outlined in this guide. Due to the precise design of each
patient’s aligners, residual spaces rarely close on their own, and additional case
refinement aligners are usually needed. Requesting over-correction at the time
of ClinCheck® review can help reduce delays. Light interproximal contacts may
also be tightened a number of ways besides using aligners, including Hawley
bows and horizontal labial elastics attached to retainer hooks.

A3. If interproximal reduction is not delivered at the appropriate time as
indicated on the Reproximation Form, dental intrusion and/or posterior lateral
open bite may be observed. This undesirable effect occurs when the aligner
dimension becomes smaller than the physical dimension of the teeth and the
affected teeth get "squeezed" apically. This problem can be avoided by making
sure the indicated amount of contact removal is achieved as indicated according
to the patient’s Reproximation Form.

A4. Using proper instruments and techniques can help avoid formation of
irregular dental anatomy. Irregular tooth surfaces can make the final occlusion
difficult to set-up and good oral hygiene much more challenging to maintain.
Remember, the primary goal of interproximal reduction is to create the proper
amount of space while preserving the natural shape of each tooth that is
being slenderized.

A5. Each patient’s Reproximation Form should be reviewed at the time of
ClinCheck prior to case approval for appliance fabrication. The form indicates the
stages during which the indicated amount needs to be removed. This amount may
also be removed at any time prior to the indicated stages provided that adequate
access to the contacts is present. Important considerations when reviewing the
Reproximation Form are the amount of removal required and the stages at which
the removal is needed. Be sure to carefully observe the ClinCheck staging for
adequate access to interproximal contacts. Challenging areas should be noted and
the case resubmitted to ClinCheck for restaging if necessary.
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AB6. Since the superficial layer of enamel is removed during the IPR process,
surface remineralization using a topical fluoride gel is recommended following
the IPR process. The fluoride gel should be dispensed as indicated by the
manufacturer for maximum efficacy.




Invisalign® IPR Technique #1:
High Speed Reproximation

B1. The most efficient reproximation technique is with a high-speed handpiece,
especially for the posterior dentition, where access can be challenging. The
smallest increment that can be removed using high-speed instrumentation is
0.3-0.4 mm (using the diamond needle-tip bur). For smaller increments of
removal, please read the "Slow Speed Reproximation" and “Manual
Reproximation” sections found in this card.

B2. Contacts should be reduced where minimal tooth overlap occurs (green
arrow) to minimize creation of irregular dental contours. Contact reduction in
areas where non-interproximal surfaces are overlapped (red arrow) should only
be performed after initial alignment has taken place (but within the time frame
indicated by the patient’s Reproximation Form). Requests for changes to the
Reproximation Form need to be made at the time of ClinCheck® review before
appliances are fabricated.

B3. Use light, even brush-like movements to break the interproximal contact
and maximize patient comfort. Be sure to avoid creating ledges near the cervical
regions of the contact. You can place a gingival guide wire to verify clearance so
long as adequate space for the wire is initially present. Use of water spray can
help reduce clogging of the bur.

B4. Confirm the amount of contact reduction achieved using the Incremental
Thickness Gauges. To avoid periodontal ligament compression which can lead to
false readings, it is important to not force the gauge into the space when
measuring. Slight tactile resistance will be felt when the appropriate amount has
been removed.

B5. The interproximal surface should be polished using the interproximal
diamond strips (or slow-speed polishing disks) until the adjacent surfaces are
smooth. The strips can also be used to contour the line angles to avoid leaving
sharp corners in the final dental anatomy. After the surfaces are smoothed,
verify the final gap dimension with the Incremental Thickness Gauges and
dispense topical fluoride gel as needed for enamel surface remineralization.

B6. The locations (mesial, distal, or both) and amounts of reproximation
achieved can be centrally recorded onto a Reproximation Tracker form. Simply
transfer the target amount(s) from the patient’s Reproximation Form to the
tracker form and fill in an entry line for each 0.1 mm increment that is removed.




Invisalign® IPR Technique #2:
Slow Speed Reproximation

C1. The slow-speed technique for reproximation uses diamond disks. There
are three types of disks — double-sided, single-sided inner-surface, and single-
sided outer-surface. Which disk to select depends on the surface(s) requiring
reproximation. Use of a disk guard as shown is highly recommended to protect
the patient’s soft tissue.

C2. To avoid tooth binding which can cause the disk to jump and chatter, light
manual interproximal reduction with a diamond strip is recommended, especially
for tight contacts. Start with the thinnest strip to break the contact before
stepping up to a thicker strip.

C3. Fully seat the edge of the disk below the interproximal contact prior to
starting the handpiece. Start the handpiece slowly, making brush-strokes
towards the occlusal surface, with the disk spinning labially from the gingival
surface towards the occlusal surface, using a mouth mirror or tongue depressor
for tissue protection (if not using the disk guard). Slow RPMs in combination
with verification of the disk below the contact point will reduce the risk of ledge
formation. Gradually widen the contact by engaging the disk against the tooth
surface on the up-stroke. Avoid generating oblique contact surfaces.

C4. Confirm the amount of interproximal enamel removed using the incremental
thickness gauges. Slight tactile resistance will be felt when the appropriate
amount is removed.

C5. The interproximal surface should be polished using the interproximal
diamond strips until the adjacent surfaces are smooth. Be sure to round out the
line angles to avoid rectangular corners. After the surfaces are smoothed, verfiy
the final gap dimension with the thickness gauges and dispense topical fluoride
gel as needed for enamel surface remineralization.

C6. The locations (mesial, distal, or both) and the amounts of reproximation
achieved can be centrally recorded onto a Reproximation Tracker form. Simply
transfer the target amount(s) from the patient’s Reproximation Form to the
tracker form and fill an entry line for each 0.1 mm increment removed.




Invisalign® IPR Technique #3:
Manual Reproximation

D1. For smaller increments of enamel removal (less than 0.3 mm, especially in
the anteriors and during case refinement) diamond reproximation strips should
be used. Be sure to protect the lips with soft-tissue retractors or cotton gauze to
avoid scratches and cuts to the patient.

D2. For maximum accuracy, first confirm the presence of an interproximal
contact using dental floss. If a contact is not present, you will need to subtract
the initial gap present (measure using an Incremental Thickness Gauge) from
the final gap distance (after reproximation has been completed) to determine
the actual amount removed.

D3. Starting with the thinnest diamond strip, open the interproximal contact with
a gentle back and forth motion until the strip is passive. Step up to a thicker strip
to widen the contact. Then use the thickest strip until it is passive. By starting
with the thinnest strip first and working up to the thickest strip, binding and
periodontal ligament compression (which can lead to inaccurate measurements)
is minimized.

D4. To double the increment of enamel removed, form a loop with the diamond
strip (abrasive facing out) and use the loop as a handle when pulling the strip
between the teeth. Be sure the single strip is completely passive before
doubling the strip to avoid binding and periodontal ligament compression. Note
that this technique may be challenging in posterior regions due to access
limitations. It is also important to avoid damaging the interproximal papilla while
creating space.

D5. Verify the width of the gap created using the incremental thickness gauge.
It may be helpful to note that the thickest diamond strip is approximately 0.1 mm
thick. Ideally, the interproximal surfaces should be smooth, with the line angles
contoured to avoid sharp corners in the final dental anatomy. The extra fine
diamond strips can be used to smooth the interproximal contact. Be sure to
avoid over-polishing once the required space has been created.

D6. The locations (mesial, distal, or both) and amounts of reproximation
attained can be centrally recorded in the patient’s Reproximation Tracker form.
Simply transfer the target amount(s) from the patient’s Reproximation Form to
the tracker and fill in an entry line as each 0.1 mm increment is removed. Topical
fluoride gel can be dispensed as needed for surface enamel remineralization.
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