F. Preliminary Clinical Phase

1. Materials and armamentarium. (Reline)

a) Acrylic powder and liquid.

b) Dappen dish

c) Cement spatula

d) Hollenbeck carver, #3

e) Cuticle nippers - ½ jaw

f) Articulating ribbon, red and green - Madam Butterfly

g) Kleenex

h) Miller forceps (ribbon holders), 3 pairs

I) Brassler E-Cutters - 251, 351

j) 3M - Scotchbrite cut and polish abrasive 7A CRS 3x1/4x1/4

k) Silicone Polishing Points - F8  Silicone

l) Lab polishing equipment - High Shine
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Armamentarium for making a Tanner splint blank.

2. Reline

a)  Try appliance in for seat and stability
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Splint should fit passively and correct CR position is confirmation of proper records and mounting.

b) Check IG, AG, and CRO, - confirm mount - Dr and patient confidence.
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Initial markings provide proof that we have a good technique and discipline when gathering and handling the diagnostic records. 
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Inside of splint blank should be smooth with enough facial flange to hold the reline acrylic.

c) Cool liquid in cool Dappen dish prior to adding powder.

d) Condition inner surface of appliance with acrylic liquid.
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Apply monomer onto inside of splint to condition surface.

e) Add powder slowly, no bubbles, around the periphery of dish, not in the center.
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Powder is added slowly at the edge of the liquid to prevent bubbles.

f) Place very thin (runny) mix of acrylic on inner surface of appliance filling to height of buccal flange - 1mm overlap on buccal cusp.
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Take care not to incorporate bubbles when placing thin acrylic material into splint.

g) Place immediately in mouth, seat firmly and hold over left and right first molar area.
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Acrylic should flow freely over tooth surfaces when splint is placed on teeth.

h) DO NOT ALLOW PATIENT TO BITE ON IT.

i) Begin immediately to remove flash from buccal and labial flange using Hollenbeck #3 carver.
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Using at Hollenbeck carver, drag the blade along the edge of the splint and always against the teeth to remove the flash.

j) Tease up on one side and check for doughy stage.  Push back down and hold firmly.

k) At rubbery stage, pop or snap appliance out, lifting one side first allowing the other side to rotate.
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Elevate the side of the appliance on the dominant hand side, allowing it to rotate out of the undercuts on opposite side creating a dual path of insertion.

l) Snip all interproximal extensions while rubbery.
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Using cuticle nippers trim excess flash and interproximal extensions to allow splint to fit back onto the teeth while acrylic cures.

m) Return immediately to the mouth and hold down very firmly until acrylic sets.
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Hold splint in place, DO NOT allow patient to bite to hold it in place.

n) Blot, rub and tap on the appliance.  This begins learning experience on appliance. It is high and rough, things can only get better.
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Two ribbons are used with over-lap in the front to display anterior function as well as posterior function.  Ribbon is oily and slick allows movement on splint even though surfaces are not refined and rough.

o) Remove and trim buccal and lingual flange with Brassler E-cutter.
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E-cutter bur is used to smooth and refine tissue side of the splint prior to return to the mouth which makes the process more comfortable.

3. Initial adjustment 

a) Simultaneous contact on all posterior teeth - Blot, Rub and Tap, Tap (DRTT)
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This photo shows rubbing with the red ribbon on the right and the green ribbon on the left.  Ribbons are reversed for tap-tap.  This reduces to two the number of ribbons being used and conserves motion as well.

Centrum (Blot, Rub, Tap-Tap)
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Second marking shows much improved function and centrum areas becoming more clear.

b) CRO, reduce centrum (DRTT)
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Third marking shows incisal guidance improving and centrum areas becoming more defined with centric relation tap in the center of the centrum area.

c) refine group function on centrum areas (DRTT)
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Fourth marking is beginning to show coordinated function with anterior guidance and posterior rubbing.

d) Anterior Guidance - Slide out and pull back
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Straight protrusive is guiding on only one central.  We want both centrals to touch and guide in protrusive.   The ‘slide out and pull back’ exercise helps to deprogram the muscles and allows a closer determination of CR.

e) Incisal Guidance and Crossover - Slide out and pull back
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Notice the protrusive guide on the cuspid as patient glides forward.

f) Cross over interferences - slide out as far as possible
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The right Central incisor hangs up on the lingual edge of the acrylic.

g) [image: image35.jpg]


Verify CRO, AG and Crossover
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Occasionally a sharp spot on an opposing natural tooth can be polished to allow proper adjustment of the splint.  Otherwise, there will be a deep groove created in the acrylic which will be a point of mis-function later.  This slide also demonstrates the patient indicating the tooth that feels in interference.  Often we cannot discriminate the offending tooth or area that is high on the splint.  In these moments, the patient’s proprioceptive sense is the best guide.

I) Polish – medium pumice, floor of pumice and then SurShine or other high shine cake to render very smooth surface and high shine.
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j) Seat appliance - patient seats and removes for instruction and confidence

Patient seats the splint and removes it in path of insertion which is not vertical.  Instruct the patient not to bite the appliance to place.  In this instance the patient is left-handed so the appliance is seated right side first and rotated down on the left side into place.  Left side is lifted first to remove the appliance.

k) Patient instruction

1) It's yours - observe feelings with it in and out

2) Wear it as much as possible for 24 hours until next visit for recheck

a. Don't feel guilty about taking it out.

b. Take it out if it hurts

3) Three possibilities - Diagnostic

a. No change - may not be MPD

b. Increase in pain - OK

c. Decrease in pain -- Great

4) Appropriate home care 

a. Appliance care

b. Retainer box

1. Materials and armamentarium - Materials List at the end of the Chapter 

2. Reline 

a) Try appliance in for accurate seat and stability - To begin with, we have the shell which we want to try in and see if it fits without rocking, impinging on or hurting the soft tissue.   It should feel stable to your touch, free and easy in excursions.   When they close down and touch it, it “fits”.   There should be a space in front between the labial aspect of the appliance and the lingual of the maxillary front teeth.   Ask the patient to open and move over to the crossover position, the central incisors should touch the appliance in the cross over position.   The cuspids should not be keeping the incisors from touching.   If we look in the back we will see that the molars are open, do not touch, on top of the acrylic.

b) Check IG, AG, CRO, - confirm mount - doctor and patient confidence. - This step will confirm that we have a correct mounting, good recordings and the appliance shell is good.    It is tall enough in front to disarticulate the back teeth in excursions.  This is a great confirmation of your basic skills for gathering records and utilizing them in the lab.  It also confirms that the patient is still basically the same as when we took the records.

c) Chill liquid in cold Dappen dish - Now we are going to fill the inside of the appliance with the same acrylic used to make the appliance.   It is powder and liquid, we are going to mix them, fill the appliance and take an impression of the teeth with the soft acrylic so that the appliance will o fit perfectly.   Then all we will have to do is adjust the top of it.  So that is our objective for this next step.

d) Condition inner surface of appliance with acrylic liquid.   Before mixing the acrylic, add some liquid to the inside of the appliance to condition the surface of the acrylic to bond the reline mix, which we will soon add.
e) Add powder slowly, no bubbles - Then gently spray the powder into the liquid going around in a circle at the edge to prevent getting bubbles in the mix.  We will see the liquid in the center and as soon as it is gone, stop adding the powder to the liquid.   If we add powder until it is dry on top, we will to have add more liquid and back and forth.   So squirt it in slowly until it is all saturated and stop.   We need the acrylic very runny, it should drip very easily, and it should not be thick.  If it is thick, we have added too much powder and when we reline, we will add too much additional height to the appliance and create needless work.   We want a thin liquid/powder ration.  If it is cold, it will stay runny longer and give you more working time.
f) Place very thin (runny) mix of acrylic on inner surface of appliance filling to height of buccal flange.   Now we will place this runny acrylic into the appliance, allowing it to fill to the height of the buccal flange, (check and lathe trim for detail) about 1mm, to the rim on the outside.   It should be enough material to adapt to all of the teeth.   We need it to go down onto the necks of the teeth and the tissue if it is going to fit and be easy to clean.
g) Place immediately in mouth, seat firmly and hold over first molar area. -  Now we are going to place the appliance immediately into the mouth while the acrylic is still very runny and push it down tightly on the molars.   Hold it right over the first molar area and hold it down really firmly.
h)  DO NOT ALLOW PATIENT TO BITE!

i) Begin immediately to remove flash from buccal and labial flange. - Watch the acrylic flow out and now you can start trimming off the excess with a #3 Hollenbeck carver. Start at the buccal of the last molar on one side and gradually work around the front to the buccal to the other back side.   By the time we get to the opposite molar, the acrylic will have changed from a runny stage to a doughy stage because the warmth in the mouth accelerated the set.
j) Tease it up on one side and check for doughy stage. - Now reach to one side in the molar area and lift the appliance up and push it back down, this will also release the other side, freeing the acrylic from the teeth and confirming that it will rotate up and down.   This is all done in the doughy stage just before the rubbery stage.
k) Pop or snap appliance out, lifting right side first. - Lift out the right side first; this creates a path of insertion for right-handed patients.  If they are left-handed, remove the left side first.   We want a rotational path of insertion which creates additional retention for the appliance.   This provides an opposite side lock.   Tell the patient to visualize opening a door.  One side has a hinge and the other a lock.  On the appliance we have created the lock on the side of your strong hand.  Insert the appliance on the hinge side and close to the locking side.  When removing the appliance, use your strong hand and life the flange in the back on that side allowing the appliance to rotate around the hinge to come out.

l) Snip all interproximal extensions while soft - We lift the appliance out and with cuticle clippers trim all of the projections that fit between the teeth on the lingual.   We do not want it to lock there.   This needs to be done quickly so we can return the appliance to the mouth before the acrylic gets too rubbery.
m) Return immediately to the mouth and hold until set. -  The appliance will rotate right back to place while the acrylic is still doughy.  Allow the acrylic to set up in intimate contact with teeth while we hold it in place with firm pressure over the left and right molar areas.    Do not allow the patient to bite on the appliance; that can tilt it and ruin the intimate fit.   
n) Dry, rub and tap on the appliance.  This begins their learning experience on appliance.   It is high and rough, things can only get better. - Now that the acrylic has hardened, you can have them rub on the red ribbon and tap on the green ribbon to begin the “educational” experience for the patient.  They will feel how funny and rough it is because it does not fit the bite.   This can help deprogram the muscles along with giving us a path of continual improvement for them as we adjust the appliance.   When we take it out, they can see the red streaks of function and the green tap-tap marks for the center of occlusion.  They get the idea now as they watch us clear out all of these functional interferences and stabilize the centric that is the preferred way for their teeth to touch.  It is more comfortable and easier to bite on.   This is how the fit is at this moment, but they watch how quickly it can change.   We have this routine of “Dry, Rub, Tap-Tap” and we will always be adjusting the appliance to work more smoothly as they observe.   We want it to allow them to rub without bumping and when they touch and tap-tap in CR, we want the green in the middle of the red rubbing marks with all of the back teeth touching at the same time.   So lets get going, R and R, red and rub.   They get involved in the process because they feel and then see the results when you take the appliance out of their mouth and allow them to confirm that what they feel is what we see.   They are participating and confirming that “Yes, that is high on that side and it does rub too far over here and I can feel it the same way”.   Pretty soon, the teeth are all going to fit because the objective is simultaneous touching of all back teeth and less rubbing on the molars.   And when they rub and slide, they feel the front teeth touch.   So they get the idea that we can accomplish what we said we would do, that they are involved and, in effect, influencing the path of their care.
o) Remove and trim buccal flange - After the first rub-tap exercise, the appliance can be trimmed to remove the excess acrylic from the labial and lingual flanges.  This reduces bulk, relieves undercuts and makes the appliance more comfortable while we are working to establish a functional occlusion.
3. Initial adjustment

a) Simultaneous contact on all posterior teeth - Dry, Rub and Tap, Tap (DRTT)

b) Centrum (DRTT)

c) CRO, reduce centrum (DRTT)

d) Refine group function on centrum areas (DRTT)

e) Anterior Guidance - Slide out and pull back

f) Incisal Guidance and Crossover - Slide out and pull back

g) Cross over interferences - slide out as far as possible

h) Verify CRO, AG and Crossover

I) Polish

j) Seat appliance - patient seats and removes for instruction and confidence

k) Patient instruction

1) It's yours - observe feelings with it in and out

2) Wear it as much as possible for 24 hours until your next appointment. 

a. Don't feel guilty about taking it out.

b. Take it out if it hurts

3) Three possibilities - Diagnostic

a. No change - may not be MPD

b. Increase in pain - OK

c. Decrease in pain - Great!

4) Be careful

a. Appliance care

b. retainer box

a) Simultaneous contact on all posterior teeth - Dry, Rub and Tap (DRTT)

b) Centrum (DRTT)

c) CRO, reduce centrum (DRTT)

d) Refine group function on centrum areas (DRTT)

My dental assistant knows the routine.  It is two Kleenex tissues, two red and two green ribbons in Miller forceps.   The patient during this first visit learns the routine.   They know what DRTT is - dry, rub and tap - and they do it.   So now I don’t have to tell them what to do, they know what they are to do and they help the process along.   The routine is “Tap-Tap” not tap-tap-tap-tap.   “Tap-Tap” is a first “set up” touch and second tap for a superimposed mark.    This will give a better CR reading.   If they tap several times, they tend to move around and analyze their feeling while they are tapping on the appliance.   Some compulsive perfectionists will tap about 5-10 times and I say, “That was great, I just hope that the last 6-8 are as good as the first two, which are the ones that I want”.    “Do you always need to give two and the one or two to grow on?”   Then we can get into the personality of the moment and have some fun with who they are.  Tap-tap is two, no more.  Some people need to give a better performance and for a while you just have to let them do it.   In awhile, they will come back, but the experience can be used for communication and emotional growth.   We can use tap-tap with our finger on their shoulder; let them feel the impact, to coach them into a proper sequence when it is the appropriate time.

They are also deprogrammed with the Kleenex, as they clench on it to dry the teeth.   Then they rub on the ribbon which is a functional movement that they like and will do very well which relaxes them in preparation for the tap-tap.  It is a new and strange procedure, but they will learn it quickly and it is the key to the whole process.   The green CR marks will always be “centered” in the red centrum areas when we are finished.   Simultaneous centric occlusal stops all have a red circle around them.   At first, if we need to instruct them to move back and forth and left and right, we are doing so for our interests and well bring.  If we ask them nothing other than to rub around, they will rub on what needs fixing.   This is true on and off the appliance.   The patient will always touch what is in the way.   That is why when you get it all fine-tuned and they are still playing with something, we ask if there is more to do.  Usually, there is.   “Would like us to go for that?   Yes, please!!”

The routine is always blot or dry - deprogram (Kleenex), rub (red) and tap-tap (green).  

We are constantly relieving the centrum areas and not the centric.  
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First molar area has too long a non-working slide which must be removed.  DO NOT adjust the CR holding area at this time. Wear hole in this functioning treatment splint can be repaired with a resurface of acrylic when the time is appropriate for such a repair.
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The E-cutter is held at the desired angle and the side does the cutting so the surface will be smooth and without grooves or ridges.

Concentrate on what they are rubbing now and not what they are tapping on.   We will be working with slopes, reducing the angle of the slope and that will help them feel better, faster.   If they can tap anywhere on a flat plane, they will be more comfortable and working on the inclines helps that happen more quickly.   We will find out that more teeth will touch in CO just by relieving the centrum areas.
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Further adjustment is needed.  Go slowly, cut too much and we get into trouble
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Areas around the centrum have been removed.  Appliance is beginning to look better on the left side after the protrusive interferences have been removed.

After the initial work on the appliance has been completed, they will be rubbing less on their second molars.   They have progressively larger diameter centrums toward the first bicuspid and they can reach their anterior teeth to disclude, we can go back and begin to refine the stops right and left, front and back, always allowing them to see the appliance and confirm the touches and marks.   We work with what they feel.   Leave the CO contacts there until we are forced into adjusting them and things will be better.   We are forced into working on the centric contact when they know it is too high and that will happen when they don’t feel incline contacts.    Then, they can touch discreetly on the green ribbon and with very little adjustment these contacts can be brought into good simultaneous function.   They will tell us that the contact is hitting hard on this or that side and then we have them tap-tap on the appliance after it has been marked with green ribbon and we can show them the appliance and the spots with the white center (Halo, Bulls-eye, Bagel) will coincide with what they felt as high spots.   They are obviously aware of the high spots and then “Look how little it takes” and we just polish the spot away and that is the “green ink” equilibration.   Surprisingly, it feels much better with such little acrylic being removed - “polished away”.  But we need to stay away from the centric occlusion marks until we are forced into adjusting them, we will be much more successful and the course of the equilibration will be much shorter.    We will be forced into polishing the CO spot when they know it is too high.    Vertical contacts are less perceptive than slopes which will dominate their perception until removed; then they can feel the vertical touch in CO.   Most of the time, we are working on relieving the slopes. 

We work less with CRO contacts.

e)  Anterior Guidance - Slide out and pull back  
“Now we are ready for them to press on their front teeth, slide up on them and slide across them.”   
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Smooth and coordinated protrusive.  Cuspids and centrals working in harmony.
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Incisal Guidance, protrusive cross over - note mesial incisal corner the right central functioning alone, not good.  Equilibration – see page 216
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Ribbon positioning is very important.  Forceps should not impinge on the cheek; patient should be relaxed and comfortable
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Proper overlap in the anterior region allows marking of all function a once and has good posterior support when recording anterior function.  If the ribbon is held only in the anterior region, the patient tends to push into the ribbon, to ‘incise’ through, resulting in a false marking at this time.

Now, we put the ribbons on an angle so they cross and overlap each other in the front while covering the back teeth.  We put them in the mouth and then we put them on an angle so they cover all of the surfaces of the front and back teeth.   Then they rub right and left, front and back on all of the surfaces of the teeth and appliance.   It is a smooth, even surface when the ribbon covers all of the teeth.   We want them to feel free to rub out and back, bite or chew; whatever they feel like doing.  This is not a dentist-guided exercise.  Let them feel and move.   They must keep contact on the ribbon as they go in all directions.   They will rub out differently then when they pull back.   Usually, the rub-out is more passive and the pull-back is more forceful.  It is a biting or chewing stroke and is conditioned to be much more forceful.   A different group of muscles is being used.   Any distortion in the mandible, neck of the condyle, Bennett motion, whatever we choose to call it, will be seen in the pull or bite-back phase of the motion.   Biting back is where all of the power of closure is used and we will see all of the laxity, looseness, clicking, pain and dysfunction in the joint.   This is why we do not want any distalizing contacts on the distal or lingual slopes of the upper teeth.  We do not want the mandible being restrained when the appliance touches opposing teeth or when they press on them.   That is why the facial and mesials of all of the lower teeth have to be relieved along with the lingual or distal of all of the upper teeth.  These are protrusive interferences in CRO and in lateral excursion which can be very restrictive.

Crossover interferences - slide out as far as possible
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When identifying cross over interferences, ribbon is placed on the side of function since we are looking for specific areas of movement and expect the patient to work on a localized spot.
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Steep condylar guide results in a “roll over” the facial cusp tips of the upper teeth in extreme cross over. This also occurs on the natural teeth giving need for a reversed bevel on the facial of the upper teeth and the lingual of the lowers.

After we have completed the AG refinement, we will perfect the cross-over because that will reduce the lingual of the anterior guide and harmonize the smooth slide into complete anterior tooth support in crossover.   It is important that they get to rub onto and across the anterior tooth edges without any bumps or restrictions on the lingual side of the appliance.   Also, we need to check the anterior support in the extreme protrusive.  They can hook back on an upper central that is rotated a little or on a long cuspid.   So we have to clear out the arc on the inside of the anterior ramp.   

We do not want the labial aspects of the upper teeth catching on the appliance.   The labial edges of the upper teeth are sharp and will dig into and cut the appliance.  When these cuts, or grooves, are made in the surface of the appliance, they will have a new area to “play” with and be uncomfortable.  Sometimes it is necessary to educate the patient to allow us to polish the incisal and labial edges of the natural teeth to prevent excessive wear on the appliance.  This is not an equilibration, just smoothing the sharp edges of the maxillary anterior teeth – small beveling.

f)  Verify CRO, AG and Crossover
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Movement in the centrum area should not have anterior contact

Now it is important to go back and verify CRO again.   They have been in some other positions which may have reprogrammed their muscles, now we go back and make sure that they are stable on the appliance.   It doesn’t take much of a muscle accommodation to change their sensation on the appliance.   I would suggest that we use a silicone point to make these adjustments, polishing, not cut the appliance.   The silicone point will put a nice, smooth satin finish on the appliance.   Then put it back in to verify it.   The satin finish texture will allow us to fine-tune some very small interferences.   

I) Polish
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Appliance with a satin pumice polish

Now the appliance is ready to go to the lab and be polished.   We use pumice, medium and flour, followed by SurShine to have the appliance as smooth as possible.   We do not want them to be confused or the tongue irritated with the surface of the appliance.  

j) Seat appliance - patient seats and removes for instruction and confidence

Hand the appliance to them.   “It’s your turn.”   “You mean you want me to put it in?”   “I know you can, remember you just put it in on one side first (hinge), then rotate it down to lock it in place.  Don’t push it down on both sides at the same time and don’t bite it down.   Take it out the opposite way, lifting with your strong hand.   You can find the path with little trouble if you will be patient and don’t force it.”   

[image: image34.jpg]



Left handed person lifts left flange first then rotates the splint up and out.

Post-orthodontic cases generally have posterior teeth that are upright and they will not have much lingual retention for the appliance.   So, don’t trim off too many or much of the interdental projections when relining the appliance.   That retention is very important to help prevent the patient from lifting it with their tongue and “pumping” on the appliance.   

If someone perceives a difference in resiliency or a “give” in the appliance, that is just as negative as the occlusion not being adjusted.   I thank the beautiful, perfectionistic wife of a psychiatrist way back when I first started learning about the appliance.   I placed an appliance and adjusted it and then she said “Henry, that is not stable.”   I saw the saliva bubbles squishing out from between the edge of the appliance and one tooth.   That is when I learned that we could reline an appliance as easily as provisional restorations.   I have relined them ever since.   It only takes a few minutes and assures the intimate and stable fit of the appliance.   I think that is one of the reasons why there is so much controversy and difference of opinion about appliances.  Most dentists have not worn a fully adjusted, full-coverage appliance that has been relined for a stable fit.   Therefore, it is an area with which they are unfamiliar and don’t think that it has much value.   But the patients do and every one of them likes the fit and feel of a stable relined appliance.   It is comfortable without stressing the teeth and it doesn’t move, no matter what they do with it.   They can go anywhere and rub anyplace and they cannot disturb the intimate fit of the appliance.

k) Patient instruction

1) It's yours - observe your feelings with it in and out.

The next few hours and days are very important for you and the appliance.  Take time to feel the appliance and observe what it is doing for you.

2) Wear it as much as possible for the next 24 hours until your recheck visit tomorrow.

a. Don't feel guilty about taking it out.

If for any reason, you choose to remove the appliance that is OK.   Take care to observe the feelings and problems so we can help you at the next appointment.  But do not wear the appliance if, for any reason, you are uncomfortable.

b. Take it out if it hurts

If the appliance causes you pain, take it out.   Do not expect the pain to become less.   Observe the nature and location of the pain and we can adjust the appliance to remove the irritant.

3) Three possibilities - Diagnostic

a. No change - may not be MPD.   

If there is no change in the perceived discomfort that brought you to our office, we might be dealing with pain that is not dentally related.   However, most people feel a dramatic change once the appliance has been worn for a while.

b. Increase in pain - OK

Although we are not expecting an increase in pain with the appliance, any change in perceived pain with the appliance indicates an association with dental dynamics and is an encouraging sign.   Take the appliance out and return for an adjustment.   Observe and note the location and feeling of the pain.    “You mean I don’t have to wear it all the time for 24 hours?’”    “No, just wear it as much as possible while it is comfortable.  Otherwise, take it out and remember where and how it was bothering you.”

c. Decrease in pain -- Great

In most instances, we observe a significant reduction in perceived pain after the appliance has been worn for a while.   Such an occurrence is diagnostic as well as therapeutic and confirms the relationship of the dental occlusion to the process.   We are very happy when this occurs.   It is possible, however, for an accommodation to be made to the appliance and for a gradual return of muscle tenderness and pain to occur.  The appliance will require frequent and continuous adjustment.    Your involvement and patience are required and appreciated.

This is good supportive therapy and helps the patient learn the processes and relationships of the etiology and symptoms of CMD problems.   We are trying to establish relationships between tooth function and the symptoms.

4) Be careful

a. Appliance care - They should be encouraged to wear the appliance as much as possible as long as they are comfortable.   When they want it out, brush it clean with a toothbrush and toothpaste and place it in a “retainer box”.   Most people take better care of the appliance than they do their teeth.  It is usually not a problem.

b. Never force an insertion.  Always place one side in first and then rotate the other to place.  Never “bite” it to place. 

c. Retainer box - It is better that they keep the appliance in a retainer box.  It is less apt to be lost, broken or chewed by a pet.   Sometimes when it is left out, it gets thrown out in a napkin with the trash, it gets sat on, the dog or cat can eat it or it gets misplaced and lost.   The retainer box is protective and large enough to find more easily. 

d. Remember, this is their appliance.  They are in charge of the analysis, the acceptance, and the feelings.  They are going to observe themselves, with and without the appliance, and be ready to help us help them as we move further into this treatment process.   They may eat without the appliance because eating and chewing on teeth is generally not the issue.  It is what they do with their teeth without food that is the problem.   It is only a few minutes in each day that they are chewing with the teeth. So they are going to wear it as much as possible until we see them tomorrow.  And the reason that we see them the next day is that they can remember and will have more feelings to share, more changes to describe and work to do.

Left-handed person seats on the right and closes left.
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