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The use of fixed retainers at the end of an orthodontic treatment has become a standard practice. Nonetheless, orthodontic relapse
can still occur, requiring retreatment in the most severe cases. This case report describes a patient with a mandibular canine to
canine fixed retainer presenting uncontrolled torque on all lower anterior teeth, probably due to tongue thrust and/or
activation of the wire. Multibracket orthodontic treatment was performed, and an orthodontic lingual sectional was used to
control (reposition) the root movement of the lower right cuspid. This case highlights the need for clinicians and patients to be
aware of the potential problems associated with bonded retainers. In addition, patients with an orthodontic fixed retainer need
regular short-term observation by an orthodontist in order to detect any adverse movements and long-term control by a
general dentist.

1. Introduction

Stability of orthodontic treatment is an issue of great con-
cern among clinicians. In fact, to prevent relapse at the end
of the therapy, various types of retainers are available, both
fixed and removable, and should be used in every patient
for a certain amount of time or permanently [1, 2]. The pop-
ular use of these devices is also justified by the potential
post-treatment alterations and the increased expectancy for
a perfect and esthetic permanent outcome [2].

Many orthodontists employ fixed retainers for this pur-
pose as they seem to be the best choice to preserve long-
term results. As a matter of fact, they are really effective in
maintaining alignment of the anterior region without the
patients’ compliance [3]. Nowadays, the most common
fixed retainers are those bonded to the lingual surfaces of
the canines only and those bonded to all six anterior
teeth [4].

It was noted that a higher percentage of patients with
retainers bonded to the canines only showed incisal

irregularities after a five-year follow-up, compared to those
with retainers bonded to all anterior teeth. Consequently, there
has been a greater use of the latter [5]. The most common is a
flexible spiral wire, or similarly, dead soft wires of various sizes
that can be bonded to each anterior element [2, 4].

These devices have been reported to be reliable and safe;
nevertheless, they can have disadvantages and can lead to
complications. For example, they can undergo fracture or
detachment on single to multiple teeth [6]. A less common,
but really dangerous, problem is the unwanted tooth move-
ment, such as crown displacement or torque movements [7].
According to the recent literature, this unwanted movement
could also be promoted by tongue pressure, incorrect swal-
lowing, and other wrong habits [8]. If this kind of complica-
tion is detected earlier, it is possible to prevent damage to
bone and periodontal tissue, by means of preventive mea-
sures (e.g., speech therapy, essix retainers, or other mobile
retention appliances). On the other hand, if they are detected
too late, they can end in biologic damage and retreatment
might be requested [9].
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These movements cannot be considered an orthodontic
relapse, as they do not show similarity to the initial maloc-
clusion. Such alterations are attributed to a distortion or
activation of the wire, caused by a not yet known mechanism
[10]. Katsaros et al. [1] were the first to describe unwanted
tooth movements in the presence of a fixed mandibular
retainer. Later, many similar cases have been reported. For
instance, Pazera et al. [9] reported the case of a mandibular
canine with increased root torque. Furthermore, Singh
showed the case of a canine completely avulsed [11].

This case report presents a severe complication of a
mandibular fixed retainer in which the right canine pre-
sented increased lingual root torque, while the remaining
teeth bonded to the retainer showed an unwanted move-
ment following a spiral form.

2. Case Presentation

This case report presents the retreatment of a woman who
came in for a consultation due to the unusual position of
her lower right canine. The visit was done three years from
the end of a previous orthodontic treatment. The therapy
lasted one year and ended with the bonding of a multi-
braided fixed mandibular retainer applied to all six anterior
teeth. The present case report has been approved by the Unit
Internal Review Board (number: 2019 0522).

2.1. Diagnosis and Etiology. A 58-year-old patient presented
molar and canine Class II relationships on both sides
(Figure 1). Maxillary and mandibular interincisal midlines
did not coincide. Clinical intraoral examination showed the
maxillary arch quite aligned, with mild rotations of the left
incisors. On the other hand, the mandibular arch presented
a multibraided fixed retainer bonded to all six anterior teeth
with the right canine root lingually torqued. The root was
exposed, almost revealing the apex, and the element was
not vital. Elements 3.2 and 3.3 resulted retroclined, with-

diastemas between elements 3.1–3.2 and 3.2–3.3, a 90° rotation
of 3.3. Calculus in the fifth sextant,multiple recessions, and res-
torations were present.

A cone-beam computed tomography (Orthophos SL 3D,
Sirona, Bensheim, Germany) was performed, confirming the
former periodontal findings (Figure 2(a)). The root of the
right canine was not covered by cortical bone anymore
(Figures 2(b) and 2(c)).

2.2. Treatment Alternatives. Clinicians suggested different
solutions to the patient. The first alternative involved the
extraction of all lower incisors and the right canine, followed
by the placement of dental implants with guided surgery
and, finally, a prosthetic rehabilitation. However, this alter-
native would have not solved the rotation of element 3.3.
The second alternative considered every other prosthetic
solution without implant placement, but it would have led
to treatment failure as extracting lower cuspids would have
meant removing the anchor teeth or pillars for the prosthetic
rehabilitation. These alternatives were too invasive and rad-
ical, in particular, the former alternative could have led to
failures and peri-implantitis.

The most conservative solution was fixed orthodontic
treatment with multibracket appliance aiming at preserving
the affected teeth. This option was the least invasive, but it
could have been complex from a biomechanical point of view
and challenging for the retrieval of the right canine, with poor
prognosis. Consequently, after being informed of all risks and
having signed an informed consent, the patient chose to
undergo orthodontic treatment only for the lower arch.

2.3. Treatment Objectives. The primary objective was to cor-
rectly reposition the mandibular right canine, in order to
avoid the placement of a dental implant or fixed dental
bridge. As the patient requested a noninvasive treatment, it
was decided to start fixed orthodontic treatment only on
the lower arch.

Figure 1: Initial intraoral photographs.
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2.4. Treatment Progress. After the removal of the fixed
retainer, periodontal probing, supra and subgingival profes-
sional oral hygiene was performed. Periodontal probing and
supragingival oral hygiene sessions were repeated if needed
for calculus accumulations during all orthodontic treatment.
A multibracket treatment was performed with the MTB
technique. Brackets (3M Unitek, Monrovia, CA, USA) were
bonded from elements 3.5 to 4.5, and molar bands with dou-
ble tubes (3M Unitek) were cemented to elements 3.6 and
4.6. On the lingual side of molar bands, Wilson 3D lingual
tubes (Rocky Mountain Orthodontics, Denver, USA) with
vertical insertion were welded. In order to obtain additional
torque on the right mandibular canine, a lower second pre-
molar bracket (3M Unitek) was bonded. A 0.012-in NiTi
archwire 3M (Figure 3) was ligated. A Wilson 3D sectional
archwire (Rocky Mountain Orthodontics) was inserted on
element 4.6 (Figures 4(a) and 4(b)) as an additional lingual/
apical force became necessary to help the root apex return
in the alveolar bone base. Its mesial extremity was placed on
the most apical point of the root of the right canine, distant
from lingual mucosa. The lingual sectional was removed after
three months of treatment. Meanwhile, the following arch
sequence was used: 0.014-in NiTi (Figure 5), 0.016-in NiTi,
and a 0.019 × 0.025-in NiTi (3M Unitek). Light archwires
were used for a long time in order to achieve a good align-
ment; considering the age of the patient, continuous and
light forces were exerted to respect periodontal tissues. Sub-
sequently, a 0.019 × 0.025-in TMA (3M Unitek) was used.
Additional torque was progressively added on the right
canine for the next three months. Treatment continued with
the addition of radicular-vestibular torque on the IV quad-
rant and an elastic chain (3M Unitek) applied to close
spaces.

2.5. Treatment Results. The multibracket treatment lasted a
year and a half. The mandibular right canine was reposi-
tioned (Figure 6) and a periodontal examination showed
probing pocket depth values of 3mm. In addition, the gen-
eral dentist decided to perform root canal treatment of the
canine one year after the beginning of orthodontic treatment
as the tooth was not vital and not symptomatic. Elements 3.2
and 3.3 were repositioned too, and spaces were closed
(Figure 7).

A spring retainer was delivered to the patient (Figure 8).
It consisted of an anterior stainless-steel wire with vestibular
and lingual resin components. The latter extended to the
molars to improve stability.

The patient was visited after 1, 5, 12, and 18 months
from the end of the orthodontic treatment. The stability of
the results was observed after 18 months (Figure 9). The
patient was satisfied by the result of the therapy but was
aware that unwanted tooth movement could occur in the
upper arch anyway as she excluded every kind of retention.
The patient will continue to be under close observation
through regular follow-up examinations.

3. Discussion

This case report illustrates the potential complications
because of undesirable movements on teeth bonded with a
fixed mandibular retainer. Patients with bonded flexible spi-
ral wire retainers can incur into post-treatment changes in
approximately 2.7% to 5% [1, 12]. The phenomenon could
involve wire-related factors and/or functional aspects, often
presenting simultaneously.

Fixed retainers are widely used at the end of active
orthodontic treatment as stability cannot be predicted at
the individual level [13]. Because they are compliance-free,
invisible, and appear to be safe in the long term, patients
generally tolerate them well [6]. Clinicians can also choose
a removable device for the retention phase because they have

(a) (b) (c)

Figure 2: CBCT initial images: coronal (a); axial (b); and sagittal (c) sections.

Figure 3: 0.012-in NiTi archwire.
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the advantage of being easier for the patient to maintain oral
hygiene. On the other hand, patient compliance is essential
with removable retainers because without it, a relapse may
occur. This method of retention places full responsibility
on the patient in maintaining tooth alignment following
orthodontic treatment [14].

Among the complications of fixed retainers, detach-
ments, fractures, unexpected tooth movements, and diffi-
culty in maintaining correct oral hygiene occur [6].

Many studies were conducted in order to detect the
potential impact on periodontal health as bonded retainers
promote plaque retention, calculus accumulation, and

(a) (b)

Figure 5: 0.014-in NiTi 3M (a); orthodontic sectional (b).

(a) (b)

Figure 4: Orthodontic lingual sectional (a); lingual sectional inserted on lingual tubes (b).

Figure 6: Final orthopantomography.
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gingival inflammation [15]. Al-Moghrabi et al. compared
fixed and removable retainers in a 4-year study, concluding
that both are associated with gingival inflammation, but
the former were more effective in maintaining mandibular
alignment [16]. However, a recent systematic review
assessed that they are compatible with periodontal health
[17]. Proper oral hygiene and the correct use of dental floss
underneath the retainer are crucial to avoid periodontal
complications [18].

In the present case report, an uncontrolled torque on the
lower frontal teeth and, in particular, on the position of the
mandibular right canine was found. Such movements can
be attributed to the activation or deformation of the retainer
wire, which can depend on different factors, or to tongue
thrust and masticatory forces.

Wire breakage can result in a loss of alignment and is
more likely to occur with smaller diameter dead soft wires.
Additionally, if a wire segment remains after breakage, it
may lead to independent tooth movement [5]. Unexpected
changes may occur despite undamaged retainers [12]. Kat-

saros et al. identified two types of complications: difference
in torque between two adjacent lower teeth (the most com-
mon) and increased buccal inclination with the movement
of a mandibular canine [1]. These post-treatment changes
cannot be defined as a relapse of orthodontic treatment as
they do not show similarities to the pretreatment malocclu-
sion [3].

Clinicians usually adopt flexible spiral wire retainers on a
dental cast or directly on the patients chairside in order to be
passive. A mild deflection of the wire could occur during
bonding procedures, leading to orthodontic forces capable
of causing tooth movements. Consequently, during adapting
and bonding procedures, passivity is desirable. Complica-
tions related to these factors generally arise a few months
after the bonding procedure [1, 9] but can also occur later
and may be the result of wire fatigue and mechanical defor-
mation caused by masticatory forces, biting on hard food or
trauma [1]. Wrong habits or incorrect use of dental floss can
lead to wire deformation [5].

Sifakakis et al showed that small deflections of the wire can
generate sufficiently high forces to induce unwanted tooth
movement. Moreover, the composite resin layer degrades over
time due to mechanical attrition, gradually exposing longer
segments of the wire exposed, thus making the retainer more
vulnerable to damage and failures [19, 20]. A force heavy
enough to deform a retainer wire usually causes bonding fail-
ures or breakages; as a result, deformation without debonding
might not be the cause of unexpected tooth movement. How-
ever, when wire deformation does not result in bond failure,
teeth are likely to move [5].

In the retention phase, patients are usually supervised
with dental follow-ups every 6 to 12 months for at least
two years following the placement of the fixed retainer as
failure rates are higher during this time period [21].

According to the literature, failure of fixed retention may
result from detachments between the wire and composite
resin [22], therefore adopting an appropriate bonding tech-
nique is essential [23]. Clinicians should select the best

Figure 7: Final intraoral photographs.

Figure 8: Spring retainer.
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adhesive protocol and composites based on their experience
and the results of the literature. Concerning the former, the
enamel bond strength of universal adhesives is improved
using the total etching technique [24]. In addition, a recent
study demonstrated that a universal adhesive, generally
employed in restorative dentistry, could be a valid alternative
to the conventional orthodontic adhesive for correct adhe-
sion of orthodontic retainers [25]. Furthermore, many stud-
ies assessed that orthodontic resin composites would be
preferable than flowable composites while bonding the
fixed retainer because of higher bond strength and survival
rates [26–28].

Complications caused by an improper bonding proce-
dure typically occur shortly after the fixed retainer is placed.
Meanwhile, tooth movements due to mechanical deforma-
tion of the wire appears several years later [3]. As a result,
patients should be informed of the potential complications
during the retention phase, and regular monitoring may
continue for several years. General dentists may be aware
of these dental movements so that they can detect them as
fast as possible [6].

In the case report of Seo et al. [29], a low position of the
tongue associated with anterior thrust was likely to be respon-
sible for undesired tooth movement, even though the patient
had a fixed mandibular retainer. For this reason, besides the
aforementioned wire-related factors, the role of tongue thrust
should be carefully evaluated when facing undesired tooth
movement and rehabilitation should be considered when fac-
ing orthodontic treatment and the retention phase [30].
However, future in vitro studies are desirable to assess the tor-
sional effects of wires: this could help quantifying the contri-
bution of mechanical force in undesired toothmovement and
understanding the weight of functional aspects.

Possibly, to avoid wire-related failure factors, a remov-
able device could be associated with the fixed retainer to pre-
vent complications and to manage thrust tongue [5].
Currently, digital CAD/CAM workflow is available and

could be considered with the intention of designing more
precise retainers [31–33].

In this case, we delivered a spring retainer to the patient,
as she was compliant and, in particular, she did not want a
new fixed retainer in order to avoid the risk of new
unwanted tooth movements. In our opinion, we preferred
the spring retainer in respect to an essix retainer as the for-
mer could control the torque of the lower right canine. In
addition, it had vestibular and lingual resin components
at two different heights in order to prevent any movement
created by tongue habits and pressure. The patient was
warned to strictly attend regular visits to check stability
of the results. With regard to the upper arch, the patient
was aware that possible movements could occur during
time, as she did not request no retreatment and no reten-
tion appliance.

Despite being a topic of great concern, a few clinical tri-
als have been conducted to evaluate orthodontic relapse
management with different appliances, and future studies
should be addressed to evaluate long-term effects of fixed
and mobile retainers, alone or in combination [34].

4. Conclusions

Orthodontists, general dentists, and patients must be aware of
the potential complications of the flexible spiral retainer. Even
though a retreatment is generally possible, when changes remain
undetected for a long period, it could result in permanent dam-
age. Therefore, regular and long-termmonitoring of the patients
is essential during the retention phase.

Data Availability

All data are available upon request to the corresponding
author.

Figure 9: Follow-up after 18 months from the end of the orthodontic treatment.

6 Case Reports in Dentistry



Conflicts of Interest

The authors have no conflicts of interest to declare.

References

[1] C. Katsaros, C. Livas, and A. M. Renkema, “Unexpected com-
plications of bonded mandibular lingual retainers,” American
Journal of Orthodontics and Dentofacial Orthopedics,
vol. 132, no. 6, pp. 838–841, 2007.

[2] J. A. D. Padmos, P. S. Fudalej, and A. M. Renkema, “Epidemi-
ologic study of orthodontic retention procedures,” Journal of
Orthodontics and Dentofacial Orthopedics, vol. 153, no. 4,
pp. 496–504, 2018.

[3] J. Kucera and I. Marek, “Unexpected complications associated
with mandibular fixed retainers: a retrospective study,” Amer-
ican Journal of Orthodontics and Dentofacial Orthopedics,
vol. 149, no. 2, pp. 202–211, 2016.

[4] A. Scribante, M.F. Sfondrini, S. Broggini, M. D’Allocco, and
P. Gandini, “Efficacy of esthetic retainers: Clinical comparison
between multistranded wires and direct-bond glass fiber-
reinforced composite splints,” International Journal of Den-
tistry, vol. 548356, p. 2011, 2011.

[5] T. G. Shaughnessy, W. R. Proffit, and S. A. Samara, “Inadver-
tent tooth movement with fixed lingual retainers,” American
Journal of Orthodontics and Dentofacial Orthopedics, vol. 149,
no. 2, pp. 277–286, 2016.

[6] J. Kucera, S. J. Littlewood, and I. Marek, “Fixed retention: pit-
falls and complications,” British Dental Journal, vol. 230,
no. 11, pp. 703–708, 2021.

[7] M. M. Farret, M. M. Farret, G. da Luz Vieira, J. H. Assaf, and
E. M. de Lima, “Orthodontic treatment of a mandibular incisor
fenestration resulting from a broken retainer,” American Jour-
nal of Orthodontics and Dentofacial Orthopedics, vol. 148,
no. 2, pp. 332–337, 2015.

[8] J. R. Miller, “Treatment of a twice-relapsed anterior open bite
using temporary anchorage devices, myofunctional therapy,
and fixed passive self-ligating appliances,” American Journal
of Orthodontics and Dentofacial Orthopedics, vol. 157, no. 6,
pp. 832–842, 2020.

[9] P. Pazera, P. Fudalej, and C. Katsaros, “Severe complication of
a bonded mandibular lingual retainer,” American Journal of
Orthodontics and Dentofacial Orthopedics, vol. 142, no. 3,
pp. 406–409, 2012.

[10] K. Klaus, F. Xirouchaki, and S. Ruf, “3D-analysis of unwanted
tooth movements despite bonded orthodontic retainers: a pilot
study,” BMC Oral Health, vol. 20, no. 1, p. art 308, 2020.

[11] P. Singh, “Canine avulsion: an extreme complication of a fixed
mandibular lingual retainer,” American Journal of Orthodon-
tics and Dentofacial Orthopedics, vol. 160, no. 3, pp. 473–477,
2021.

[12] A. M. Renkema, A. Renkema, E. Bronkhorst, and C. Katsaros,
“Long-term effectiveness of canine-to-canine bonded flexible
spiral wire lingual retainers,” American Journal of Orthodon-
tics and Dentofacial Orthopedics, vol. 139, no. 5, pp. 614–621,
2011.

[13] L. Bondemark, A. K. Holm, K. Hansen et al., “Long-term sta-
bility of orthodontic treatment and patient satisfaction: a sys-
tematic review,” Angle of Orthodontics, vol. 77, no. 1,
pp. 181–191, 2007.

[14] S. J. Littlewood, S. Kandasamy, and G. Huang, “Retention and
relapse in clinical practice,” Australian Dental Journal, vol. 62,
no. 1, pp. 51–57, 2017.

[15] L. Levin, G. R. Samorodnitzky-Naveh, and E. E. Machtei, “The
association of orthodontic treatment and fixed retainers with
gingival health,” Journal of periodontology, vol. 79, no. 11,
pp. 2087–2092, 2008.

[16] D. Al-Moghrabi, A. Dalya, N. O‘Rourke et al., “Effects of fixed
vs removable orthodontic retainers on stability and periodon-
tal health: 4-year follow-up of a randomized controlled trial,”
American Journal of Orthodontics and Dentofacial Orthope-
dics, vol. 154, no. 2, pp. 167–174, 2018.

[17] M. L. Arn, K. Dritsas, N. Pandis, andD. Kloukos, “The effects of
fixed orthodontic retainers on periodontal health: a systematic
review,” American Journal of Orthodontics and Dentofacial
Orthopedics: Official Publication of the American Association
of Orthodontists, Its Constituent Societies, and the American
Board of Orthodontics, vol. 157, no. 2, pp. 156–164, 2020.

[18] D. DI Venere, F. Pettini, G. M. Nardi et al., “Correlation
between parodontal indexes and orthodontic retainers: pro-
spective study in a group of 16 patients,” Oral & Implantology,
vol. 10, no. 1, pp. 78–86, 2017.

[19] I. Sifakakis, N. Pandis, T. Eliades, M. Makou, C. Katsaros, and
C. Bourauel, “In-vitro assessment of the forces generated by
lingual fixed retainers,” American Journal of Orthodontics
and Dentofacial Orthopedics, vol. 139, no. 1, pp. 44–48, 2011.

[20] K. E. Kocher, M. C. Gebistorf, N. Pandis, P. S. Fudalej, and
C. Katsaros, “Survival of maxillary and mandibular bonded
retainers 10 to 15 years after orthodontic treatment: a retro-
spective observational study,” Progress in Orthodontics,
vol. 20, no. 1, p. 28, 2019.

[21] R. Kirschen, S. Littlewood, A. Blazewska-Amin, and P. S.
Fleming, “Bonded orthodontic retention: a practical guide,”
British Dental Journal, vol. 230, no. 11, pp. 709–716, 2021.

[22] A. Iliadi, D. Kloukos, N. Gkantidis, C. Katsaros, and N. Pandis,
“Failure of fixed orthodontic retainers: a systematic review,”
Journal Dental, vol. 43, no. 8, pp. 876–896, 2015.

[23] I. Sifakakis, S. Zinelis, R. Patcas, and T. Eliades T, “Mechanical
properties of contemporary orthodontic adhesives used for
lingual fixed retention,” Biomedical Engineering, vol. 62,
no. 3, pp. 289–294, 2017.

[24] W. L. Rosa, E. Piva, and A. F. Silva, “Bond strength of universal
adhesives: a systematic review and meta-analysis,” Journal
Dental, vol. 43, no. 7, pp. 765–776, 2015.

[25] M. F. Sfondrini, S. Gallo, B. Turcato et al., “Universal adhesive
for fixed retainer bonding: in vitro evaluation and randomized
clinical trial,” Materials, vol. 14, no. 6, p. 1341, 2021.

[26] A. Scribante, S. Gallo, B. Turcato, F. Trovati, P. Gandini, and
M. F. Sfondrini, “Fear of the relapse: effect of composite type
on adhesion efficacy of upper and lower orthodontic fixed
retainers: in vitro investigation and randomized clinical trial,”
Polymers (Basel), vol. 12, no. 4, p. 963, 2020.

[27] A. M. Aldrees, T. K. Al-Mutairi, Z. W. Hakami, andM.M. Al-
Malki, “Bonded orthodontic retainers: a comparison of initial
bond strength of different wire-and-composite combina-
tions,” Journal of Orofacial Orthopedics, vol. 71, no. 4,
pp. 290–299, 2010.

[28] C. Reicheneder, B. Hofrichter, A. Faltermeier, P. Proff,
C. Lippold, and C. Kirschneck, “Shear bond strength of different
retainer wires and bonding adhesives in consideration of the
pretreatment process,” Head & Face Medicine, vol. 10, p. 51.

7Case Reports in Dentistry



[29] Y. J. Seo, S. J. Kim, J. Munkhshur, K. R. Chung, P. Ngan, and
S. H. Kim, “Treatment and retention of relapsed anterior
open-bite with low tongue posture and tongue-tie: a 10-year
follow-up,” Korean Journal of Orthodontics, vol. 44, no. 4,
pp. 203–216, 2014.

[30] A. Gracco, L. Siviero, A. de Stefani, G. Bruno, and E. Stellini,
“Anterior open-bite orthodontic treatment in an adult patient:
a clinical case report,” International Orthodontics, vol. 14,
no. 2, pp. 171–183, 2016.

[31] A. Scribante, S. Gallo, M. Pascadopoli et al., “Properties of
CAD/CAM 3D printing dental materials and their clinical
applications in orthodontics: where are we now?,” Applied Sci-
ences, vol. 12, no. 2, p. 551, 2022.

[32] N. D. Kravitz, D. Grauer, P. Schumacher, and Y. M. Jo, “Mem-
otain: a CAD/CAM nickel-titanium lingual retainer,” Ameri-
can Journal of Orthodontics and Dentofacial Orthopedics,
vol. 151, no. 4, pp. 812–815, 2017.

[33] L. H. Ghislanzoni and S. Negrini, “Digital lab appliances: the
time has come,” Journal of Clinical Orthodontics, vol. 54,
no. 9, pp. 562–569, 2020.

[34] S. J. Littlewood, D. T. Millett, B. Doubleday, D. R. Bearn, and
H. V. Worthington, “Retention procedures for stabilising
tooth position after treatment with orthodontic braces,”
Cochrane Database of Systematic Reviews, vol. 2016, no. 1,
p. CD002283, 2016.

8 Case Reports in Dentistry


	Orthodontic Fixed Retainer and Unwanted Movements of Lower Anterior Teeth: A Case Report
	1. Introduction
	2. Case Presentation
	2.1. Diagnosis and Etiology
	2.2. Treatment Alternatives
	2.3. Treatment Objectives
	2.4. Treatment Progress
	2.5. Treatment Results

	3. Discussion
	4. Conclusions
	Data Availability
	Conflicts of Interest

