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Abstract
Objective This study aimed to evaluate the effect of fence tray matching care (FTMC) in bracket bonding by 
measuring excess adhesive, as well as linear and angular deviations, and by comparing it with the half-wrapped tray 
(HWT).

Materials and methods An intraoral scanner was used to acquire data on the maxillary dental arch of a patient 
with periodontitis.Furthermore, 20 maxillary dental arch models were 3D printed. Using 3Shape, PlastyCAD software, 
and 3D printing technology, 10 FTMC (method I) and HWT (method II) were obtained. By preoperative preparation, 
intraoperative coordination, and postoperative measurement, the brackets were transferred from the trays to the 
3D-printed maxillary dental arch models. Additionally, the bracket’s excess adhesive as well as linear and angular 
deviations were measured, and the differences between the two methods were analyzed.

Results Excess adhesive was observed in both methods, with FTMC showing less adhesive (P< 0.001), with a 
statistical difference. Furthermore, HWT’s vertical, tip and torque, which was significantly greater than FTMC (P< 0.05), 
with no statistical difference among other respects. The study data of incisors, canines, and premolars, showed that 
the premolars had more adhesive residue and were more likely to have linear and angular deviations.

Conclusions The FTMC had higher bracket bonding effect in comparison to HWT, and the adhesive residue, linear 
and angular deviations are smaller. The fence tray offers an intuitive view of the precise bonding of the bracket, and 
can remove excess adhesive to prevent white spot lesions via care, providing a different bonding method for clinical 
applications.
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Introduction
Bracket bonding residues often remain on the tooth sur-
face and can easily cause white-spot lesions and bracket 
shedding [1–3]. Accurate positioning of the bracket is 
a key factor for effective orthodontic treatments. Inac-
curate positioning of the bracket during the bonding 
process may lead to tooth deviation from the treatment 
direction, such as torque, rotation, and tip [4].

In 1972, Silverman et al. [5]. proposed indirect bonding 
(IDB) to improve the accuracy of tray placement. After 
the IDB of the bracket to the working model, it is trans-
ferred from the model to the tooth surface through the 
tray [3, 6]. Because IDB planned the placement of brack-
ets, less clinical time was spent, and the bonding accu-
racy improved [7–9]. Although IDB has been advocated 
for many years, its routine use is influenced by additional 
appointments and lab work [10–12].

In 2006, Ciuffolo et al. [13]. indicated that 3D -printed 
trays can compensate for the reduced clinical applica-
tion of IDB. The 3D printing technology allowed accurate 
positioning of the brackets by providing a visual assess-
ment of the tooth root for virtual placement. Conse-
quently, the total working time of IDB and the number 
of workers required were reduced through automated 
production [4, 14]. Moreover, 3D printing technology can 
design trays with different structures to meet the treat-
ment needs of orthodontic patients [9, 10, 15–17]. Von 
et al. [18]. designed two different IDB transfer trays via 
3D printing technology and validated the good accuracy 
and comparability of the two trays for clinical use, but did 
not involve adhesive.Shin et al. [19] demonstrated that 
3D-printed indirect bonding tray has a slightly superior 
bracket placement accuracy than conventional meth-
ods, but it doesn’t improve bracket positioning accuracy. 
Therefore, this study aims to reduce adhesive residue and 
improve the accuracy of bracket bonding by designing a 
fence tray through 3D printing.

The fence tray’s 3D data model was obtained by scan-
ning. Using tray design software, the bracket position 
of each tooth on the 3D data model was determined to 
design the components for locating the position of a sin-
gle tooth bracket, specifically to design a component with 
a removable cover, single axis movement, and a cross 
fence that can be worn off. Furthermore, the components 
were copied at each tooth position on the 3D data model. 
The components of each tooth position were then con-
nected by connecting pieces, and the design of the fence 
tray was completed by 3D printing. The fence tray uses 
some separate supports to provide an intuitive view of 
the bonding bracket, while the base design offers braced 
force to improve the stability and accuracy of the bond-
ing. The separate support gives the dental assistant space 
to observe and operate. The dental assistant can use the 
scraper to remove the adhesive overflows the bracket to 

prevent white spot lesions and bracket shed [20, 21]. In 
addition, the addition of dental assistants can improve 
treatment effectiveness while reducing treatment time 
and patient discomfort [22].

Dental assistants are mostly trained nurses, who can 
reduce the dentist’s fatigue and soothe the patient’s mood 
[23]. Studies have shown that nurses assisting dentists 
in placing resin can improve the durability of resin use 
[24, 25]. When the doctor is using a fence tray, the nurse 
should ensure that the tray does not tilt. During tray dis-
assembling, the nurse should pay attention to the angle 
and direction of the application of the doctor to reduce 
the shed of bracket [26].

Finally, the maxillary dental arch model of periodonti-
tis patients was selected to compare the adhesive residue 
and bracket bonding accuracy of FTMC and HWT. After 
the condition of periodontitis is stabilized, patients often 
take orthodontic treatment for pathological tooth migra-
tion [27]. However, harmful bacteria in the mouth are 
difficult to control, and can easily recur during the orth-
odontic process, resulting in the interruption of orth-
odontic treatment [28, 29]. Thus, orthodontic treatment 
has higher requirements for the positioning of brackets, 
because the improvement of treatment effect can reduce 
the treatment time of patients and avoid the recurrence 
of periodontitis [30].Besides, excess adhesive can cause 
the accumulation of harmful bacteria, making it hard to 
effectively remove plaque through brushing teeth [31].
Designing the fence tray, we hope to improve the efficacy 
and application of orthodontics in various populations.

This paper compares the use of FTMC and HWT by 
measuring excess adhesive, linear and angular devia-
tions. The null hypothesis was that there is no difference 
in excess adhesive, linear and angular deviations between 
FTMC and HWT.

Materials and methods
This in vitro study was approved by the Medical Ethics 
Committee of the Affiliated Hospital of Jiangnan Uni-
versity in October 2022 (approval number: LS2022106). 
Informed consent of the patient has been obtained. 
Firstly, select a patient with periodontitis and acquire the 
digital impression of the maxillary dental arch. The inclu-
sion criteria for this study were: (1)complete maxillary 
dentition, (2) normal tooth structure, (3) no orthodon-
tic treatment history, (4) stable period of periodontitis. 
Exclusion criteria: (1) caries, (2) implant implantation, 
(3) poor oral hygiene, (4) dental deformities and quanti-
tative defects, (5) severe tooth displacement hinders the 
placement of the tray.The sample size was estimated by 
G*Power (version 3.1.9.4.) according to previous studys 
[4, 32, 33],with an analysis [90% power (Cohen’s d = 0.5); 
5% significance level; Mann-Whitney U tests (two-
tailed)]. Therefore, each group should use at least 10 
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maxillary dental arches to detect the difference between 
the two methods.

Preoperative preparation
OrthoAnalyze™ (3Shape; Copenhagen, Denmark) soft-
ware makes 20 maxillary dental arch models. Afterward, 
the bracket position was set virtually based on the model. 
Subsequently, 10 spare pairs of fence trays (Fig. 1) and 
HWT (Fig. 2) were designed and printed using 3shape 
and PlastyCAD software.

Instrument preparation: The maxillary dental arch 
model, bracket [Mini 0.022MBT (Protect Orthodontics 
Mini MBT 022 with hooks 5 to 5)], transfer tray, conven-
tional treatment plate, instrument, light curing lamp, 3 
M light curing adhesive (3 M Unitek Transbond™ MIP), 
and separating agent (3 M Unitek Transbond™ MIP) were 
prepared for subsequent treatment.

Intraoperative cooperation
First, the tray pre-coated with the separating agent is 
dried, and then the bracket pre-coated with the adhesive 
is placed. During the bonding process, the nurse ensured 
that the tray did not tilt. The bracket was bonded accu-
rately and light-cured for 10 s. Furthermore, the excess 
adhesive around the fence tray were removed using a 
scraper. The doctor performed the HWT bonding alone. 
The IDB’s effects on the fence tray and the HWT are 
shown in Figs. 3 and 4, respectively. Before removing the 
tray, the nurse soaked the tray in water to remove the 
separating agent.

Postoperative measurement
The digital model of the maxillary dentition, including 
the bracket was transferred to the virtual reality via a 

Fig. 4 Indirect bonding effect of half-wrapped tray: front view (A), top view (B)

 

Fig. 3 Indirect bonding effect of fence tray: front view (A), top view (B)

 

Fig. 2 Half-wrapped tray

 

Fig. 1 Fence tray

 



Page 4 of 9Hu et al. BMC Oral Health          (2024) 24:555 

Reco CS3600 intraoral scanner with an accuracy of 20 μm 
and Standard Tessellation Language (STL) output for-
mat. Then the STL files were imported into Medit T500 
(Medit, Seoul, Korea) for automatic surface registration 
using a virtual model based on an iterative closest point 
matching algorithm. An operator with 5 years of experi-
ence with Medit is responsible for all measurements.

Measurement of the excess adhesive: The adhesive resi-
due was clearly visible around the brackets of the actual 
models (Fig. 5). The excess adhesive around the brack-
ets of the virtual model was measured using the Medit 
T500’s area measurement function (Fig. 6).

Measurement of linear and angular deviations: To cal-
culate the occlusal-cervical (vertical), mesio-distal (hori-
zontal), and buck-lingual (transversal) directions, as well 
as in tip, rotation, and torque, 12 points were marked on 
the virtual model (Fig. 7).

As Fig. 7 indicates, the Medit T500 was used to mea-
sure the values of each four points and their average, 
which represents the linear deviations generated in the 
vertical, horizontal, and transversal directions. For angu-
lar deviations, two corresponding points of the actual 

and virtual models were measured via software. The 
rotation was assessed by calculating the mean of the 
angle formed by points 1 and 3 as well as points 2 and 4. 
The torque was measured by calculating the mean of the 
angle formed by points 5 and 7 as well as points 6 and 8, 
the tip was elucidated by assessing the mean of the angle 
formed by points 9 and 12 as well as points 11 and 10.

For linear deviation, a positive value indicated that 
the actual models were exposed more, while a negative 
value indicated greater exposure to the virtual model. For 
example, the values for points 1 and 3 were 0.038 mm, 
indicating that the actual models of the bracket had 
shifted in an occlusal direction (Fig. 8). Furthermore, for 
the angular deviation, the angle formed by the lines at 
points 1 and 3 for the two models indicated that the uni-
lateral rotation error of the bracket was 0.8° (Fig. 9).

Statistical analysis
The data did not have a normal distribution. The median 
[interquartile range (IQR)] was used to describe the 
transfer deviation between the two groups. The overall 
significant difference in transfer deviations between the 
three tooth groups (incisors, canines, premolars) was 
assessed by the non-parametric Kruskal-Wallis H multi-
pair comparison. Furthermore, the differences between 
the two transfer methods were determined using the 
Mann-Whitney test. The p-value < 0.05 was considered 
statistically significant. All statistical analyses were per-
formed using SPSS v26.0.

Results
A total of 6 and 8 brackets in methods 1 and 2 fell off dur-
ing the transfer process, respectively, and therefore, were 
not included in the evaluation. This study determined 186 
brackets (94 in method 1 and 92 in method 2). Tables 1 
and 2 show that both methods have adhesive residue, 
prominent linear deviation in the vertical direction, and 
the worst bonding accuracy in the torque direction in 
the angular deviation. Furthermore, here, the linear and 
angular measurements of 0.25 mm and 1°, respectively, 
were set as clinically acceptable limits. Although method 
2 indicated a greater residual adhesive as well as linear 
and angular deviations than method 1, the deviation of 
method 2 was still clinically acceptable.

Fig. 6 Measure excess adhesive around the bracket

 

Fig. 5 Residual adhesive around the bracket
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The comparison of the bonding effect of the three tooth 
groups revealed that all the tooth groups of method 1 and 
method 2 had adhesive residue, with the premolars hav-
ing the most adhesive residue. Moreover, the error of pre-
molars in the vertical direction was the largest in method 
1. There were no significant differences in other groups 
(Table 1). Although method 2 vertical direction exhibited 
differences among the groups, the Kruskal-Wallis H had 
no differences. The transfer deviation of the incisor in 
the transversal direction was small, but the rotation was 
large. Additionally, premolars also exhibited substantial 
deviations in torque (Table 2).

The comparison of the two methods revealed that the 
excess adhesive in method 2 [9.673 (8.185–11.237)] was 
higher than those in method 1 (P< 0.001), and the dif-
ference was statistically significant. For linear deviation, 
the vertical deviation of method 2 [0.191 (0.136–0.210)] 
was statistically significantly greater than method 1 
(P< 0.001). Furthermore, in angular deviation, the 

values of method 2 tip [0.788 (0.717–0.825) (p< 0.05)] and 
torque [0.908 (0.855–0.983) (p< 0.001)] were more than 
method 1, and the difference was statistically significant. 
The transfer errors of horizontal, transversal, and rota-
tional methods were similar and were not statistically sig-
nificant. Altogether, the data indicated that method 1 had 
less adhesive residue and higher bonding accuracy than 
method 2 (Table 3).

Discussion
This study aimed at evaluating the effects of FTMC and 
HWT on the bonding effect of brackets through excess 
adhesive, linear and angular deviations.The results indi-
cated that FTMC is significantly different from HWT in 
terms of excess adhesive, vertical, tip, and torque, with 
FTMC shows less adhesive and smaller transfer devia-
tions.The null hypothesis presented, that no difference in 
excess adhesive, linear and angular deviations between 
FTMC and HWT, was rejected.

Fig. 7 The 12 measuring points
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In this study, because of the uneven tooth surface, 
insufficient curing time, and incomplete scanner capture 
after brackets transfer to the tooth surface, some brack-
ets did not meet the measurement conditions as they fell 
off in both methods. Therefore, 94 and 92 brackets were 
measured with methods 1 and 2, respectively. To reduce 
the error of manual measurement, an operator with 5 
years of experience with Medit was selected to measure 
excess adhesive, linear and angular deviations, and cal-
culated the mean.The results of this study can be used as 
a reference for other systems as the mini bracket used is 
similar to other bracket systems in design and size.

Currently, the acceptance criteria for deviations gener-
ated by brackets vary. The American Orthodontic Board 
(ABO) uses linear deviations ≤ 0.5 mm and angular devia-
tions ≤ 2 ° as standards [34]. Schmid et al. [16]. suggested 
that two adjacent brackets deviate in opposite directions 
and set 0.25 mm and 1° as the acceptable limits of inci-
sor, canine, and premolar. Armstrong et al. [35]. indicated 
that the linear deviation of incisors within 0.25 mm and 
other types of teeth within 0.5 mm was clinically signifi-
cant. Considering the different linear and angular devia-
tion setting standards, ≤ 0.25 mm and ≤ 1°, respectively, 
were set as the acceptable limits in this study.

Compared with the excess adhesive, both types of trays 
were most obvious in premolars, which might be because 
it is difficult to clean the premolars as they were located in 
the inner part of the mouth, and a large adhesive area was 
used. There were significant differences in excess adhe-
sive between the two methods, and the residual adhesive 
in the FTMC was small. This is potential because, dur-
ing FTMC, the nurse uses a scraper to remove the excess 
adhesive around the bracket. A comparison of this study 
with the research of Mohlhenrich [3] et al. revealed that 
the transfer tray’s structure impacts the adhesive residual. 
Thus, the fence tray in this study not only increased the 
bracket’s bonding accuracy but also took better care of 
the tray structure, reducing the adhesive residue.

In linear and angular measurements, the vertical devia-
tion of the FTMC and the torque of the HWT were the 

Table 1 Method 1 (FTMC) comparison of excess adhesive, linear and angular deviations in incisors, canines and premolars
Variables Median (IQR) Overall differ-

ence between 
tooth groups 
(p-values)

Pairwise
compari-
sons (p-
values)

Incisors (I)
N = 38

Canines (C)
N = 19

Premolars (P) N = 37 All Groups N = 94

Excess adhesive 
(mm2)

5.438(4.210-6.849) 5.736(4.161-7.843) 7.031(5.519-9.311) 6.014(4.300-8.207) < 0.05* I/P:<0.05*

Vertical (mm) 0.130(0.112-0.154) 0.148(0.108-0.154) 0.154(0.137-0.180) 0.146(0.116-0.156) < 0.05* I/P< 0.05*
Horizontal (mm) 0.101(0.087-0.136) 0.098(0.089-0.121) 0.092(0.087-0.097) 0.096(0.087-0.115) 0.137 -
Transversal (mm) 0.086(0.082-0.094) 0.093(0.082-0.099) 0.087(0.081-0.094) 0.087(0.082-0.094) 0.742 -
Tip (°) 0.748(0.708-0.791) 0.732(0.661-0.788) 0.718(0.665-0.760) 0.742(0.686-0.777) 0.424 -
Rotation (°) 0.813(0.788-0.861) 0.801(0.756-0.842) 0.810(0.795-0.853) 0.807(0.787-0.857) 0.529 -
Torque (°) 0.821(0.795-0.881) 0.838(0.801-0.864) 0.848(0.785-0.886) 0.836(0.796-0.878) 0.973 -
IQR: interquartile range, I: Incisors, C: Canines, P: Premolars, *Significant difference (P< 0.05)

Fig. 9 Measurement of the angular deviation (rotation) of the bracket

 

Fig. 8 Measurement of the linear deviation (vertical direction) of the 
bracket
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most prominent in the premolars. The linear and angu-
lar deviations of the FTMC were not significantly differ-
ent in other tooth types. The largest deviation in HWT 
rotation was observed in the incisors. The transversal 
direction was less deviated in the incisors and most obvi-
ous in canines and premolars. Errors in premolars may 
be caused by the teeth being located at the back of the 
mouth, which has limited operating space [8, 18, 36]. 
Whereas the errors in canines are usually caused by their 
convex surface and limited bonding range. Although 
incisors show high bonding accuracy, they are prone 
to deviation in rotation. These data are consistent with 
Scisciola et al. [37] and Gundoğ et al. [38]. Furthermore, 
these deviations may be associated with tooth morphol-
ogy or unavoidable factors during the operation.

The comparison of linear measurements indicated that 
vertical direction was the most evident deviation in the 
two methods, especially the HWT.The linear measure-
ments of both methods are ≤ 0.25 mm, consistent with 
the data of Castilla et al. [39] and Palone et al. [40]. Com-
pared with angular measurements, there were deviations 
in torque and tip between the two methods, with torque 
deviation being significantly larger. The FTMC showed 
a small deviation, with both angle measurements ≤ 1°. 
Moreover, there were no statistically significant differ-
ences in the horizontal, transversal, and rotation of the 

two methods.The different transfer deviations of the 
two kinds of trays can be due to the HWT’s segmented 
design, as it has a large positioning path error and does 
not require care. In contrast, the fence tray adopts an 
independent support and base design. The care ensures 
accurate bracket bonding positioning during the transfer 
process and avoids deviation during tray bonding.

The fence tray, a new method of bonding brackets, 
offers new ideas for transfer tray design. FTMC enhances 
the preciseness of bracket bonding and diminishes adhe-
sive residue to prevent white spot lesions [41]. Further-
more, the fence tray’s design makes medical cooperation 
easier, alleviates muscle soreness caused by doctors oper-
ating alone, and shortens patient treatment time [42]. 
The selection of the maxillary dental arch model of peri-
odontitis patients for experimentation is to demonstrate 
that FTMC can meet the requirements of periodontitis 
patients for the accuracy of bracket bonding, and expand 
the application of fence trays in different populations. 
Maintaining oral hygiene of periodontitis patients and 
reducing pathogen aggregation can be achieved by reduc-
ing adhesive residue after FTMC bonding [43]. Patients 
with periodontitis can receive effective orthodontic treat-
ment through the use of a fence tray in a clinic.

The limitation of this study is that it was an in vitro 
study and does not consider the influence of the in vivo 

Table 2 Method 2 (HWT) comparison of excess adhesive, linear and angular deviations in incisors, canines and premolars
Variables Median (IQR) Overall differ-

ence between 
tooth groups 
(p-values)

Pairwise
com-
parisons 
(p-values)

Incisors (I)
N = 34

Canines (C)
N = 20

Premolars (P) N = 38 All Groups N = 92

Excess adhesive 
(mm2)

8.676(7.636-10.255) 9.214(8.045-11.535) 10.634(9.620-12.137) 9.673(8.185-11.237) < 0.05* I/P:<0.05*

Vertical (mm) 0.202(0.146-0.220) 0.206(0.121-0.232) 0.179(0.109-0.201) 0.190(0.136-0.210) < 0.05* -
Horizontal (mm) 0.097(0.076-0.120) 0.090(0.069-0.153) 0.091(0.072-0.103) 0.092(0.072-0.118) 0.621 -
Transversal (mm) 0.076(0.054-0.092) 0.099(0.088-0.130) 0.101(0.090-0.114) 0.095(0.070-0.108) < 0.05* I/P:<0.05*

I/C:<0.05*
Tip (°) 0.815(0.747-0.842) 0.788(0.734-0.820) 0.754(0.610-0.814) 0.788(0.717-0.825) 0.057 -
Rotation (°) 0.840(0.795-0.859) 0.794(0.615-0.840) 0.796(0.701-0.819) 0.802(0.731-0.847) < 0.05* P/I:<0.05*
Torque (°) 0.856(0.794-0.898) 0.901(0.879-0.969) 0.945(0.912-1.202) 0.908(0.855-0.983) < 0.001*** I/P: <0.001***
IQR: interquartile range, I: Incisors, C: Canines, P: Premolars, *Significant difference (P< 0.05), ***Significant difference(P< 0.001)

Table 3 Compare the excess adhesive, linear and angular deviations generated by Method 1 and Method 2
Variables Median (IQR) p-values

Method 1 (FTMC)
N = 94

Method 2 (HWT) N = 92

Excess adhesive (mm2) 6.014(4.300-8.207) 9.673(8.185-11.237) < 0.001***
Vertical (mm) 0.146(0.116-0.156) 0.191(0.136-0.210) < 0.001***
Horizontal (mm) 0.096(0.087-0.115) 0.092(0.072-0.118) 0.058
Transversal (mm) 0.087(0.082-0.094) 0.095(0.070-0.108) 0.146
Tip (°) 0.742(0.686-0.777) 0.788(0.717-0.825) < 0.05*
Rotation (°) 0.807(0.787-0.857) 0.802(0.731-0.847) 0.067
Torque (°) 0.836(0.796-0.878) 0.908(0.855-0.983) < 0.001***
IQR: interquartile range, FTMC: fence tray matching care, HWT: half-wrapped tray, *Significant difference (P< 0.05), ***Significant difference(P< 0.001)
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environment on tray bonding, such as the limited range 
of operation in the mouth leading to more difficult trans-
fer, salivary interference, and patient health. Therefore, 
follow-up in vivo experiments should be conducted to 
better evaluate the effectiveness of the FTMC. The lin-
ear and angular deviation assessment, bracket bonding, 
and the measurement of excess adhesive were carried out 
manually, which caused inevitable errors in the study.

Conclusion
FTMC and HWT both have the capability to place brack-
ets accurately, but FTMC has less adhesive, smaller 
vertical, tip, and torque deviations, and no significant 
differences in other aspects. According to the research 
results, the fence tray can decrease adhesive residue and 
enhance the precision of bracket placement, making it a 
superior method for IDB.
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HWT  Half-wrapped tray
IDB  Indirect bonding
STL  Standard Tessellation Language
IQR  Interquartile range
I  Incisors
C  Canines
P  Premolars
ABO  The American Orthodontic Board

Supplementary Information
The online version contains supplementary material available athttps://doi.
org/10.1186/s12903-024-04348-w.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
Not applicable.

Author contributions
MC H：wrote the main manuscript text; YN C：concept and design of the 
study; XB W：extract data from the collected literature and analyze the data; 
Q J：search literature; FY Z：have drafted the work or substantively revised it. 
All authors approved the final version of the manuscript. All persons named as 
authors warrant that they have reviewed and approved the manuscript prior 
to submission.

Funding
This work was supported by the Healthentalent plan of Taihu Lake in 
Wuxi (Double Hundred Medical Youth Professionals Program) from Health 
Committee of Wuxi (No. HB2023054). General Project of Wuxi Municipal 
Commission of Health and Family Planning (M202240). Clinical Research 
and Translational Medicine Research Program, Affiliated Hospital of 
Jiangnan University (LCYJ202223)(LCYJ202346). Guangxi Medical and Health 
Appropriate Technology Development and Promotion Application Project 
(No.S2022153). The funding bodies were not involved in the design of the 
study, data collection, analysis, or interpretation of the data and writing the 
manuscript.

Data availability
The datasets generated and analyzed during the current study are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval was obtained from the Medical Ethics Committee, Affiliated 
Hospital of Jiangnan University in October 2022 (approval number: 
LS2022106). Written informed and oral consent was obtained from the study 
participants.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Informed consent
Informed consent was obtained from all subjects and/or their legal 
guardian(s).The Medical Ethics Committee of Jiangnan University Affiliated 
Hospital approved the study (LS2020059).

Received: 16 November 2023 / Accepted: 8 May 2024

References
1. Hofmann EC, Süpple J, Von Glasenapp J, et al. Indirect bonding: an in-vitro 

comparison of a polyjet printed versus a conventional silicone transfer tray[J]. 
Angle Orthod. 2022;92(6):728–37. https://doi.org/10.2319/122021-925.1.

2. Ahmadi H, Haddadi-Asl V, Ghafari H-A, et al. Shear bond strength, adhesive 
remnant index, and anti-biofilm effects of a photoexcited modified orth-
odontic adhesive containing curcumin doped poly lactic-co-glycolic acid 
nanoparticles: an ex-vivo biofilm model of s. mutans on the enamel slab 
bonded brackets[J]. Photodiagn Photodyn Ther. 2020;30:101674. https://doi.
org/10.1016/j.pdpdt.2020.101674.

3. Möhlhenrich SC, Alexandridis C, Peters F, et al. Three-dimensional evaluation 
of bracket placement accuracy and excess bonding adhesive depending on 
indirect bonding technique and bracket geometry: an in-vitro study[J]. Head 
Face Med. 2020;16(1):17. https://doi.org/10.1186/s13005-020-00231-5.

4. Park J-H, Choi J-Y, Oh SH, et al. Three-dimensional digital superimposition of 
orthodontic bracket position by using a computer-aided transfer jig system: 
an accuracy analysis[J]. Sensors. 2021;21(17):5911. https://doi.org/10.3390/
s21175911.

5. Silverman E, Cohen M, Gianelly AA, et al. A universal direct bonding system 
for both metal and plastic brackets[J]. Am J Orthod. 1972;62(3):236–44. 
https://doi.org/10.1016/s0002-9416(72)90264-3.

6. Iglesias A, Flores T, Moyano J, et al. In vitro study of shear bond strength in 
direct and indirect bonding with three types of adhesive systems[J]. Mater 
(Basel Switzerland). 2020;13(11):2644. https://doi.org/10.3390/ma13112644.

7. Sabbagh H, Khazaei Y, Baumert U, et al. Bracket transfer accuracy with the 
indirect bonding technique—a systematic review and meta-analysis[J]. J Clin 
Med. 2022;11(9):2568. https://doi.org/10.3390/jcm11092568.

8. Hoffmann L, Sabbagh H, Wichelhaus A, et al. Bracket transfer accu-
racy with two different three-dimensional printed transfer trays vs 
silicone transfer trays[J]. Angle Orthod. 2022;92(3):364–71. https://doi.
org/10.2319/040821-283.1.

9. Kim J, Chun Y-S, Kim M. Accuracy of bracket positions with a cad/cam indirect 
bonding system in posterior teeth with different cusp heights[J]. American 
Journal of Orthodontics and Dentofacial Orthopedics: Official Publication 
of the American Association of Orthodontists, its Constituent societies, and 
the American Board of Orthodontics, 2018, 153(2): 298–307. https://doi.
org/10.1016/j.ajodo.2017.06.017.

10. Czolgosz I, Cattaneo PM, Cornelis MA. Computer-aided indirect bonding 
versus traditional direct bonding of orthodontic brackets: bonding time, 
immediate bonding failures, and cost-minimization. A randomized controlled 
trial[J]. Eur J Orthod. 2021;43(2):144–51. https://doi.org/10.1093/ejo/cjaa045.

11. Li Y, Mei L, Wei J, et al. Effectiveness, efficiency and adverse effects of using 
direct or indirect bonding technique in orthodontic patients: a systematic 
review and meta-analysis[J]. BMC Oral Health. 2019;19(1):137. https://doi.
org/10.1186/s12903-019-0831-4.

12. Demirovic K, Slaj M, Spalj S et al. Comparison of shear bond strength of 
orthodontic brackets using direct and indirect bonding methods in vitro and 
in vivo[J]. Acta informatica medica: AIM: Journal of the Society for Medical 

https://doi.org/10.1186/s12903-024-04348-w
https://doi.org/10.1186/s12903-024-04348-w
https://doi.org/10.2319/122021-925.1
https://doi.org/10.1016/j.pdpdt.2020.101674
https://doi.org/10.1016/j.pdpdt.2020.101674
https://doi.org/10.1186/s13005-020-00231-5
https://doi.org/10.3390/s21175911
https://doi.org/10.3390/s21175911
https://doi.org/10.1016/s0002-9416(72)90264-3
https://doi.org/10.3390/ma13112644
https://doi.org/10.3390/jcm11092568
https://doi.org/10.2319/040821-283.1
https://doi.org/10.2319/040821-283.1
https://doi.org/10.1016/j.ajodo.2017.06.017
https://doi.org/10.1016/j.ajodo.2017.06.017
https://doi.org/10.1093/ejo/cjaa045
https://doi.org/10.1186/s12903-019-0831-4
https://doi.org/10.1186/s12903-019-0831-4


Page 9 of 9Hu et al. BMC Oral Health          (2024) 24:555 

Informatics of Bosnia & Herzegovina: Casopis Drustva za medicinsku informa-
tiku BiH, 2018, 26(2): 125–129. https://doi.org/10.5455/aim.2018.26.125-129.

13. Ciuffolo F, Epifania E, Duranti G et al. Rapid prototyping: a new method of 
preparing trays for indirect bonding[J]. American Journal of Orthodontics 
and Dentofacial Orthopedics: Official Publication of the American Associa-
tion of Orthodontists, its Constituent societies, and the American Board of 
Orthodontics, 2006, 129(1): 75–7. https://doi.org/10.1016/j.ajodo.2005.10.005.

14. Panayi NC, Tsolakis AI, Athanasiou AE. Digital assessment of direct and virtual 
indirect bonding of orthodontic brackets: a clinical prospective cross-
sectional comparative investigation[J]. Int Orthod. 2020;18(4):714–21. https://
doi.org/10.1016/j.ortho.2020.09.007.

15. Zhang Y, Yang C, Li Y, et al. Comparison of three-dimensional printing guides 
and double-layer guide plates in accurate bracket placement[J]. BMC Oral 
Health. 2020;20(1):127. https://doi.org/10.1186/s12903-020-01110-w.

16. Schmid J, Brenner D, Recheis W, et al. Transfer accuracy of two indirect bond-
ing techniques-an in vitro study with 3d scanned models[J]. Eur J Orthod. 
2018;40(5):549–55. https://doi.org/10.1093/ejo/cjy006.

17. Faus-Matoses I, Guinot Barona C, Zubizarreta-Macho Á, et al. A novel digital 
technique for measuring the accuracy of an indirect bonding tech-
nique using fixed buccal multibracket appliances[J]. J Personalized Med. 
2021;11(9):932. https://doi.org/10.3390/jpm11090932.

18. Von Glasenapp J, Hofmann E, Süpple J, et al. Comparison of two 3d-printed 
indirect bonding (idb) tray design versions and their influence on the 
transfer accuracy[J]. J Clin Med. 2022;11(5):1295. https://doi.org/10.3390/
jcm11051295.

19. Shin S-H, Lee K-J, Kim S-J, et al. Accuracy of bracket position using ther-
moplastic and 3d-printed indirect bonding trays[J]. Int J Comput Dent. 
2021;24(2):133–45.

20. Kim Y, Jung G-I, Jeon D, et al. Non-invasive optical coherence tomography 
data-based quantitative algorithm for the assessment of residual adhesive 
on bracket-removed dental surface[J]. Sensors. 2021;21(14):4670. https://doi.
org/10.3390/s21144670.

21. Ibrahim AI, Thompson VP, Deb S. A novel etchant system for orthodon-
tic bracket bonding[J]. Sci Rep. 2019;9(1):9579. https://doi.org/10.1038/
s41598-019-45980-9.

22. Finkbeiner BL. Four-handed dentistry: instrument transfer[J]. J Contemp Dent 
Pract. 2001;2(1):57–76.

23. The importance of surgery assistance and maintenance: a plea for the 
employment of the trained dental nurse. Br Dent J. 2022;233(3):211–214. 
https://doi.org/10.1038/s41415-022-4552-8. PMID: 35962092.

24. Folke BD, Walton JL, Feigal RJ. Occlusal sealant success over ten years in a pri-
vate practice: comparing longevity of sealants placed by dentists, hygienists, 
and assistants[J]. Pediatr Dent. 2004;26(5):426–32.

25. Griffin SO, Jones K, Gray SK et al. Exploring four-handed delivery and reten-
tion of resin-based sealants[J]. Journal of the American Dental Association 
(1939), 2008, 139(3): 281–289; quiz 358. https://doi.org/10.14219/jada.
archive.2008.0157.

26. Almuzian M, Alharbi F, McIntyre G. Extra-oral appliances in orthodontic 
treatment[J]. Dent Update. 2016;43(1):74–6. https://doi.org/10.12968/
denu.2016.43.1.74.

27. Cx YL. Interactions between orthodontic treatment and gingival tissue[J/OL]. 
Chin J Dent Res. 2023;26(1). https://doi.org/10.3290/j.cjdr.b3978667. https://
pubmed.ncbi.nlm.nih.gov/36988062/. [2024-04-04].

28. Alghamdi B, Jeon HH, Ni J, et al. Osteoimmunology in periodontitis and 
orthodontic tooth movement[J]. Curr Osteoporos Rep. 2023;21(2):128–46. 
https://doi.org/10.1007/s11914-023-00774-x.

29. Rath-Deschner B, Nogueira AVB, Beisel-Memmert S, et al. Interaction of 
periodontitis and orthodontic tooth movement-an in vitro and in vivo 
study[J]. Clin Oral Invest. 2022;26(1):171–81. https://doi.org/10.1007/
s00784-021-03988-4.

30. Herrera D, Sanz M, Kebschull M, et al. Treatment of stage iv periodontitis: the 
efp s3 level clinical practice guideline[J]. J Clin Periodontol. 2022;49(Suppl 
24):4–71. https://doi.org/10.1111/jcpe.13639.

31. Demircioglu,Raif, Murat et al. Do Different Types of Adhesive Agents Effect 
Enamel Demineralization for Orthodontic Bonding? An In Vitro Study.
Coatings,vol.13,2023,https://doi.org/10.3390/coatings13020401.

32. Park J-H, Choi J-Y, Kim S-H, et al. Three-dimensional evaluation of the transfer 
accuracy of a bracket jig fabricated using computer-aided design and 
manufacturing to the anterior dentition: an in vitro study[J]. Korean J Orthod. 
2021;51(6):375–86. https://doi.org/10.4041/kjod.2021.51.6.375.

33. Pottier T, Brient A, Turpin YL, et al. Accuracy evaluation of bracket reposition-
ing by indirect bonding: hard acrylic cad/cam versus soft one-layer silicone 
trays, an in vitro study[J]. Clin Oral Invest. 2020;24(11):3889–97. https://doi.
org/10.1007/s00784-020-03256-x.

34. Mujagic M, Pandis N, Fleming PS, et al. The herbst appliance combined with 
a completely customized lingual appliance: a retrospective cohort study 
of clinical outcomes using the American board of orthodontics objective 
grading system[J]. Int Orthod. 2020;18(4):732–8. https://doi.org/10.1016/j.
ortho.2020.07.002.

35. Armstrong D, Shen G, Petocz P, et al. A comparison of accuracy in bracket 
positioning between two techniques–localizing the centre of the clinical 
crown and measuring the distance from the incisal edge[J]. Eur J Orthod. 
2007;29(5):430–6. https://doi.org/10.1093/ejo/cjm037.

36. Niu Y, Zeng Y, Zhang Z, et al. Comparison of the transfer accuracy of two 
digital indirect bonding trays for labial bracket bonding[J]. Angle Orthod. 
2021;91(1):67–73. https://doi.org/10.2319/013120-70.1.

37. Scisciola F, Palone M, Scuzzo G, et al. Accuracy of lingual straight-wire orth-
odontic treatment with passive self-ligating brackets and square slot: a ret-
rospective study[J]. Prog Orthodont. 2023;24(1):30. https://doi.org/10.1186/
s40510-023-00482-3.

38. Gündoğ H, Arman Özçırpıcı A, Pamukçu H. Transfer accuracy of three indirect 
bonding trays: an in vitro study with 3d scanned models[J]. Turkish J Orthod. 
2023;36(1):1–9. https://doi.org/10.4274/TurkJOrthod.2022.2022.34.

39. Castilla AE, Crowe JJ, Moses JR, et al. Measurement and comparison of 
bracket transfer accuracy of five indirect bonding techniques[J]. Angle 
Orthod. 2014;84(4):607–14. https://doi.org/10.2319/070113-484.1.

40. Palone M, Koch P-J, Jost-Brinkmann P-G et al. Accuracy of indirect bracket 
placement with medium-soft, transparent, broad-coverage transfer trays fab-
ricated using computer-aided design and manufacturing: an in-vivo study[J]. 
American Journal of Orthodontics and Dentofacial Orthopedics: Official 
Publication of the American Association of Orthodontists, Its Constituent 
Societies, and the American Board of Orthodontics, 2023, 163(1): 33–46. 
https://doi.org/10.1016/j.ajodo.2021.08.023.

41. Yan J, Hua F, Cao L, et al. Multifunctional modification of orthodontic 
adhesives with zno quantum dots[J]. Dent Materials: Official Publica-
tion Acad Dent Mater. 2022;38(11):1728–41. https://doi.org/10.1016/j.
dental.2022.09.003.

42. Holzgreve F, Fraeulin L, Betz W, et al. A rula-based comparison of the ergo-
nomic risk of typical working procedures for dentists and dental assistants 
of general dentistry, endodontology, oral and maxillofacial surgery, and 
orthodontics[J]. Sensors. 2022;22(3):805. https://doi.org/10.3390/s22030805.

43. Erbe C, Heger S, Kasaj A, et al. Orthodontic treatment in periodontally com-
promised patients: a systematic review[J]. Clin Oral Invest. 2023;27(1):79–89. 
https://doi.org/10.1007/s00784-022-04822-1.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.5455/aim.2018.26.125-129
https://doi.org/10.1016/j.ajodo.2005.10.005
https://doi.org/10.1016/j.ortho.2020.09.007
https://doi.org/10.1016/j.ortho.2020.09.007
https://doi.org/10.1186/s12903-020-01110-w
https://doi.org/10.1093/ejo/cjy006
https://doi.org/10.3390/jpm11090932
https://doi.org/10.3390/jcm11051295
https://doi.org/10.3390/jcm11051295
https://doi.org/10.3390/s21144670
https://doi.org/10.3390/s21144670
https://doi.org/10.1038/s41598-019-45980-9
https://doi.org/10.1038/s41598-019-45980-9
https://doi.org/10.1038/s41415-022-4552-8
https://doi.org/10.14219/jada.archive.2008.0157
https://doi.org/10.14219/jada.archive.2008.0157
https://doi.org/10.12968/denu.2016.43.1.74
https://doi.org/10.12968/denu.2016.43.1.74
https://doi.org/10.3290/j.cjdr.b3978667
https://pubmed.ncbi.nlm.nih.gov/36988062/
https://pubmed.ncbi.nlm.nih.gov/36988062/
https://doi.org/10.1007/s11914-023-00774-x
https://doi.org/10.1007/s00784-021-03988-4
https://doi.org/10.1007/s00784-021-03988-4
https://doi.org/10.1111/jcpe.13639
https://doi.org/10.3390/coatings13020401
https://doi.org/10.4041/kjod.2021.51.6.375
https://doi.org/10.1007/s00784-020-03256-x
https://doi.org/10.1007/s00784-020-03256-x
https://doi.org/10.1016/j.ortho.2020.07.002
https://doi.org/10.1016/j.ortho.2020.07.002
https://doi.org/10.1093/ejo/cjm037
https://doi.org/10.2319/013120-70.1
https://doi.org/10.1186/s40510-023-00482-3
https://doi.org/10.1186/s40510-023-00482-3
https://doi.org/10.4274/TurkJOrthod.2022.2022.34
https://doi.org/10.2319/070113-484.1
https://doi.org/10.1016/j.ajodo.2021.08.023
https://doi.org/10.1016/j.dental.2022.09.003
https://doi.org/10.1016/j.dental.2022.09.003
https://doi.org/10.3390/s22030805
https://doi.org/10.1007/s00784-022-04822-1

	Effect of fence tray matching care on excess adhesive and bracket placement accuracy for orthodontic bonding: an in vitro study
	Abstract
	Introduction
	Materials and methods
	Preoperative preparation
	Intraoperative cooperation
	Postoperative measurement
	Statistical analysis

	Results
	Discussion
	Conclusion
	References


