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INTRODUCTION

The resolution of Class II malocclusions without se-
vere skeletal disharmonies can be carried with a 
variety of appliances.   
First and oldest is the extraoral traction designed by 
Kloehn, followed by the Wilson arch with his me-
chanics by modules and the Cetlin removable plate.

Other appliances are: Nitinol coil springs, pendulum 
appliance, Jones jig, repelling magnets, etc. They 
produce mainly a dental effect.

There is another group, like the Herbst appliance, 
Jasper jumper, Bite corrector, Forsus*, Bite Fixer*, 
Bite Block* etc. which have an added skeletal effect 
by pulling the mandible forward with a concomitant 
result of molar distalization.

There is a common characteristic in all of them, they 
distalize the maxillary molars as a single unit. There 
is the exception of Cetlin’s plate, which advocates 
that distalization of maxillary molars with his remov-
able appliance, pulls distally, in a certain degree, the 
second premolars by the effect of transeptal fibres.

With the mentioned appliances, after first molars 
have been distalized, maxillary premolars and ca-
nines have to be distalized in a sequence of move-
ments until they get into contact with the maxillary 
molars. This sequence of movements takes longer 
treatment time and pays a token in terms of anchor-

age loss with a mesial drift of molars, into the already 
created space.

In this article we propose an appliance of new de-
sign, which distalizes the group of posterior teeth as 
a block in the same operation, from maxillary ca-
nines to molars. After distalization of buccal seg-
ments is accomplished, the case is in the position 
which we denominate Class One Platform. From this 
stage on, the case can be finished in an easier man-
ner with the technique of the clinician’s choice.

The Distalizer presented here could be considered a 
“Disposable Treatment Starter”.

Class One Platform

We define the Class One Platform as: “The interarch 
relationship in which the occlusal platform compre-
hended between molars and canines exhibits a per-
fect matching intercuspidation in Class I, at the same 
time the Centric Relation coincides with the Centric 
Occlusion”.

This is a clear position to which we look forward 
when we want avoid extractions in a Class II case 
(Fig. 3). The first priority of the system is to correct 
the posterior occlusion to a true Class One Platform.

The key factor to accomplish this is a combination of 
distal rotation, uprighting and distalization of the 

In the Class II malocclusions, there is a group due to a dentomaxillary protrusion that may require distaliza-
tion of maxillary posterior segments and avoid the extraction of upper first premolars. Cases of the same type 
with space problems in maxillary incisors may also require distalization of posterior segments to recover 
space without making extractions or protruding the incisors. (Fig. 1 & 2)
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maxillary molars together with premolars and ca-
nines, at the same time, as a block.

Functional requirements of the Distalizer appliance

Simplification of function has been the basic inten-
tion.

The requirements pursued for the desired function of 
the appliance have been:

1. Distalize posterior segments in a block.

2. Obtain a univectorial dental movement.

3. Try to eliminate the internal binding forces that 
appear in every successive wire activation, 
which appears in the conventional systems of 
distalization.

4. Mild uniform impulse.

5. Passive appliance exclusively activated by Class 
II elastics or with anchored on Temporary An-
chorage Devices.

Morphology and description of the appliance

Our attention was driven to apply a natural force, 
with the intention to work close to a natural function.

In nature every element has an adequate design for 
its function. Nature imitation has given us the path 
for the design of a minimalist double articulated 
structure.

Related to its morphology, the Distalizer is a nature 
objectified design, a result of Biomimetics. (Fig. 4)

It is constituted of two parts:

1. The anterior segment: It has pad, which is bond-
ed on the canine and carries a hook for insertion 
of Class II elastics. It is extended distally by a 
half-round section arm, which runs in a posterior 

direction over passing the two upper premolars 
with a mild curve that ends in a sphere.

2. The posterior segment: Bonded on the molar, has 
a socket that receives the sphere or condyle. 
Both parts are articulated and work like the hu-
man joint of the hip.

Statistical measurements have been taken of the dif-
ferent sizes of teeth and the device is manufactured 
in different sizes.

Biomechanics

The conceptual approach to the biomechanics has 
been the development of a new category of orth-
odontic displacement, avoiding the binding effect. 
Teeth are treated as independent but interrelated 
units. Based on how teeth move spontaneously in 
dental arches, they are orthodontically displaced in 
a controlled way with a light force, but their differ-
ence and independence of response is preserved.

Biomechanically the device calls for a two parts ap-
pliance united by a joint that allows the expression of 
two completely different kinds of movement.

The Distalizer is attached to the upper canines and 
to the maxillary first molars. Both have a different 
position in the dental arch, which needs an individual 
approach for their dental displacement.

The maxillary canine requires a bodily movement 
along the corner of the alveolar ridge with control in 
the inclination of its longitudinal axis. The anterior 
pad portion of the device is rigidly bonded to the ca-
nine. It directs the movement without change in the 
angle between the arm of the device and the longitu-
dinal axis of the cuspid.

The maxillary molar requires a combination of three 
movements, 

1) a distal rotation around the palatal root, 

2) a controlled distal displacement and 

Fig. 3

Fig. 4
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3)  a body distalization with the particularity to 
 prevent the distal inclination of the crown of the 
molar.

This corresponds to the posterior part of the Distal-
izer. (Fig. 5 & 6)

The movement of the molar is independent and qual-
itatively different of the movement in the cuspid. 
Both movements must be independent, as it is their 
functional environment, but at the same time they 
must be connected to express a simultaneous re-
sponse, as a group.

The two upper premolars are orthodontically dis-
placed between the maxillary molars and canines.

The device has been designed to perform:

1. A “free but limited” movement.

2. Correct the mesial inclination of the crown of 
maxillary first molars. For this purpose, the me-
sial arm of the Distalizer has a downward move-
ment of 10 degrees. The posterior part has a ver-
tical line engraved in the middle. This has to be 
placed coincident with the longitudinal middle 
axis of the molar when bonding it. (Fig. 7a & 7b).

After the crown of the upper first molars, have been 
uprighted, the polar cuts of the ballhead will prevent 
the excess of distal inclination.

3. Limit the molar over-rotation in the distal move-
ment, (toe in). Once accomplished the adequate 
rotation of about 15º, the shoulder of the poste-
rior base collisions with the arm of the device 
and stops the rotation. (Fig. 8).

In cases of exaggerated mesial rotation, the wide 
lateral opening in the buccal direction of the arm 
permits an easy placement.

4. Control of torque movement in the molars along 
the distalization by means of the polar cuts in-
corporated in the ball head. (Fig. 9). After the 
three movements: Uprighting, Over-rotation, and 
Control of Torque have been accomplished, the 
case continues with a distal pure movement to 

arrive to the needs of distalization of the case in 
treatment. So it works as a self engineered appli-
ance, able to adjust automatically its function as 
treatment is in progress.

5. It is passive when not using elastics Class II type 
or traction from a TAD.

6. The device is of universal use with any of the 
 existing orthodontic techniques.

The main biomechanical characteristic lays in the 
“freedom of fit” of the human like joint that connects 
the two parts of the appliance.

The three different movements are limited by the 
stops incorporated in the morphology.

The collision points convert the device in a self-engi-
neered appliance, with a predetermined sequence 
of movements

Indications for the Distalizer

Class II Division 1 and Class II Division 2, non extrac-
tion cases, in permanent and in mixed dentitions, 
symmetrical and asymmetrical. Its use is being ex-
tended to many Class I and Pseudo Class I cases 
with a mesial migration of maxillary molars. It is in-
dicated as a starter of a case. Once the Class One 
Platform is achieved, the treatment complication is 
simplified and the case has more possibilities to be 
treated in a more conservative approach.

In Class II and Class I with 4 extractions proposal, in 
which extractions in the maxilla might have a nega-
tive impact in the nasolabial angle with a retruded 
upper lip, extractions can be avoided in the maxilla 
to accomplish a more aesthetic facial result.

It has also possibilities in the treatment of Class I 
cases with hypoplastic maxilla, to improve facial es-
thetics, and in Class I cases with crowding in maxil-
lary anterior segments.

Some Class III cases.

Fig. 5
Fig. 6 Fig. 7a
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Treatment protocol

In Class II cases accepted to be treated with 
 distalization of maxillary teeth, the only way to 
 distalize canines to a true Class One, is through dis-
talizing and recovering the hidden space lost distal 
to them.

When we work with the Distalizer, the first sign of a 
good treatment progress is the appearance of open 
spaces mesial to the upper canines and evident 
 diastemas in the upper incisors (Fig. 10).

To consolidate the Class I and to prevent the tenden-
cy to relapse to the former distocclusion, it is of out-
most importance to overcorrect the neutrocclusion 
of canines to a position, which we call a Super Class 
One.

It is advisable to continue the distalization process 
until the distal incline plane of the upper canine 
 establishes a contact against the mesial incline 
plane of the lower first premolar.

Use of Class II elastics

Wearing time:

a) Low angle cases with good perioral muscular 
strength.

 Duration: 24 hours, except eating time.

 Strength: 
 6 ½ ounces, ¼ th. of an inch, heavy. 
 1st Month, changing for new ones every 8 hours.
 8½ ounces, 1/16 th. of an inch, heavy, after 

4  weeks, changing for new ones every 8  hours.

b) High angle cases with lighter perioral muscula-
ture.

 Duration: 24 hours, except eating time.
 Strength: 
 6 ½ ounces, ¼ th. of an inch, heavy. Changing for 

new ones every 8 hours (Source of anchorage 
Vacuum Passive aligner “Essix” style) (Fig. 11).

POSSIBLE SOURCES OF ANCHORAGE  
FOR THE DISTALIZER

Once a case is selected to follow a distalizer treat-
ment, the next decision is the source of anchorage. 
This can be of different types according to the needs 
of the case and the decision is in the hands of the 
orthodontist.

Fig. 10

Fig. 7b Fig. 8 Fig. 9

Fig. 11
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Lower Essix

The “Essix” type appliance is the preferred appli-
ance to be used as a base of support for insertion of 
Class II elastics. A .04” layer of Essix material type 
“A” is the ideal for making it. For the insertion of 
Class II elastics a regular tube with a mesial hook 
must be bonded in the first or if possible in the sec-
ond lower molar. This fits in a window previously cut 
in the Essix material.

Lingual Arch

It runs in contact with the lingual side of the man-
dibular dentition. When the case that we consider 
presents an ideal lower dental arch without crowd-
ing.

It is made with .036 wire and must be completely 
passive adapted to the inner contour of the mandibu-
lar dental arch.

The distal ends are inserted in the lingual tubes of 
the lower molars, run in a mesial direction in contact 
with the middle third of the lingual side of the crown 
of the premolars, and extend to an upper level above 
the cingulum of the canines and incisors. The lingual 
arch holds the Class II traction of elastics. 

When second lower molars are fully erupted, it is ad-
visable to band them, to take advantage of getting 
more force from elastics, a more horizontal direction 
of traction and better resistance of the lower arch in 
terms of anchorage.

Fig. 12a-b

Patient 15 years old, 3 months of 

 Distalizer. Before-After Aesthetic 

Distalizer.

Fig. 13a-b

Patient 16 years old, 3 months of 

 Distalizer. Before-After. Metalic 

Distalizer.

Miniscrews

This is the most reliable system for holding anchor-
age. Mini screws are placed in the space between 
first and second mandibular molars.

Micro implants are best placed in the mandible 
through the attached gingiva for better insertion of 
Class II elastics. They have to be placed in the buc-
cal area between first and second lower molars in 
the zone of more density of cortical bone.

Full bonding of mandibular arch

In cases that present a marked Curve of Spee or a 
mild crowding in the mandibular arch, which are ac-
cepted by diagnosis as non extraction cases, it is 
advisable to bond brackets on the lower dental arch 
to support the Class II elastic traction.

The source of anchorage selection is a clinical deci-
sion of the orthodontist for every particular case in 
terms of maintaining the anterior limit of lower inci-
sors not to be moved forward because of anchorage 
loss.

Patient cooperation

The Distalizer is used in the first 3 to 6 months of 
treatment when compliance is best.

The simplicity as well as the fact that upper incisors 
are left without any appliance in the maxilla help in 
the acceptance.

Fig. 12a

Fig. 13a

Fig. 12b

Fig. 13b
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Fig. 14a-b

Patient 14 years Old, 4 months of 

 Distalizer. Before-After. Metalic 

Distalizer.

Fig. 15a-b

Patient 32 years old, 3 months of 

 Distalizer. Before-After. Class III case.

The novelty of the design plus comfort of use, make it 
easy to receive good cooperation. The patient is 
stimulated by the immediate results of seeing the ap-
pearance of diastemas in upper incisors. This char-
acteristic is informed in advance to the patient as a 
favourable progress of distalization and a reward for 
the good cooperation.

It is a good deal for the patient to cooperate and re-
ceive in exchange the benefit of avoiding the extrac-
tion of two upper premolars.

Clinical application

Before proceeding to bond the Distalizer, the mea-
sure of the size needed must be taken. Measurement 
is made with a pair of callipers or with an enclosed 
disposable ruler.

The measurement is made from the geometric mid-
point of the buccal face of the first maxillary molar, to 
the midpoint of the maxillary canine crown.

In cases with an inaccessible high cuspid, the Distal-
izer can be bonded on the first premolar. This is an 
alternative to distalize this segment and provide 
space for the blocked out upper cuspid to erupt.

The bonding procedure starts in the posterior part. 
The sequence to follow after etching and application 

of sealant is to place bonding material on the two 
pads of the device. The molar part is positioned in 
the geometrical centre of the buccal side of the mo-
lar with a thumb pressure. In this position, it is light 
cured. The canine pad already filled with composite 
allows time enough to the operator to position it cor-
rectly. After which it is light cured in a second opera-
tion. When bonding on the canine, we have to make 
emphasis in the convenience of bonding the anterior 
pad slightly advanced, on the mesial third of the ves-
tibular surface of the crown of the canine, and not in 
the midline of the canine crown.

The Carriere Distalizer for Class III malocclusions

We have designed a Carriere Distalizer special for 
Class III cases that do not present a degree of skel-
etal discrepancy important enough as to require sur-
gical approach.

Those cases can benefit from the same distalizing 
principle as the one presented for the Class II’s.

The posterior bucal segments from the molars to 
lower cuspids of the mandibular dental arch are dis-
talized, as a block with the Carriere Distalizer Class 
III.

For this purpose are used Class III elastics and an-
chorage is provided in the maxilla by three different 

Fig. 15a

Fig. 14bFig. 14a

Fig. 15b
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Fig 16

New Carriere 

 Aesthetic Distalizer

	 Literatur

1. McNamara JA Jr, Brudon WL. Orthodontics and dentofa-

cial orthopedics. Ann Arbor, Mich: Needham Press; 2001.

2. Cangialosi TJ, Meistrell ME, Leung MA, Ko JY. A cephalo-

metric appraisal of edgewise Class II nonextraction treat-

ment with extraoral force. Am J Orthod 1988; 93: 315–24.

3. Hubbard GW, Nanda RS, Currier GF. A cephalometric eva-

luation of nonextraction cervical headgear treatment in 

Class II malocclusion. Angle Orthod 1994; 64: 359–70.

4. Haas AJ. Headgear therapy: the most efficient way to dis-

talize molars. Semin Orthod 2000; 6: 79–90.

5. Cetlin NM, Ten-Hoeye A. Nonextraction treatment. J Clin 

Orthod 1983; 17: 396–413.

6. Ferro F, Monsurrò A. Perillo L. Sagittal and vertical chan-

ges alter treatment of Class II Division 1 malocclusion ac-

cording to the Cetlin method. Am J Orthod Dentofacial 

Orthop 2000; 118: 150–8.

7. Wilson WL, Wilson RC. Multi-directional 3D funtional 

Class II treatment. J Clin Orthod 1987; 21: 186–9.

8. Muse DS, Fillman MJ, Emmerson WJ, Mitchell RD. Molar 

and incisor changes with Wilson rapid molar distalization. 

Am J Orthod Dentofacial Orthop 1993; 103: 556–65.

9. Rana R, Becher MK. Class II correction using the bimetric 

“dislalizing” arch. Semin Orthod 2000; 6: 106–18.

10. Blechman AM. Magnetic force systems in orthodontics. 

Am J Orthod 1985; 87: 201–10.

11. Gianelly AA, Vaitas AS, Thomas WM. The use of magnets 

to move molars distally. Am J Orthod Dentofacial Orthop 

1989; 96: 161–7.

12. Itoh T. Tokuda T, Kiyouse S, Hirose T, Matsumoto M, Cha-

conas SP. Molar distalization with repelling magnets. J 

Clin Orthop 1991; 25: 611–7.

13. Bondemark L, Kurol J. Distalization of maxillary first and 

second molars simultaneously with repelling magnets. Eur 

J Orthod 1992; 14: 264–72.

14. Bondemark L, Kurol J, Bernhold M. Repelling magnets 

versus superelastic nickel-titanium coils in simultaneous 

distal movement of maxillary first and second molars. 

Angle Orthod 1994; 64: 189–98.

Fig. 16 procedures: An Essix plus buccal tubes with a mesial 
hook, bonded on the first or second maxillary molars, 
full bonding of maxillary dental arch or Mini Implants.

The morphology of the Class III Distalizer is a one-
piece device in which the distal arm that runs from a 
molar pad to a cuspid pad in the mesial end that car-
ries a hook for the insertion of Class III elastics.

The protocol of treatment is a first stage in which it is 
accomplished a distalization of the lower buccal 
segments to a Class One Platform.

After this procedure the case is treated as a Class I 
with Carriere SLB brackets, to retract and finish the 
case.

15. Gianelly A, Bednar J, Dietz V. Japanese NiTi coils used to 

move molars distaly. Am J Orthod Dentofacial Orthop 

1991; 99: 564–6.

16. Gianelly A. Distal movement of the maxillary molars. Am J 

Orthod Dentofacial Orthop 1998; 114: 66–72.

17. Locatelli R, Bednar J, Dietz V, Gianelly A. Molar distalizati-

on with superlastic NiTi wire. J Clin Orthod 1992; 26: 277–9.

18. Jones R, White J. Rapid Class II molar correction with an 

open coil jig. J Clin Orthod 1992; 26: 661–4.

19. Gulati S, Kharbanda OP, Parkash H. Dental and skeletal 

changes after intraoral molar distalization with sectional 

jig assembly. Am J Orthod Dentofacial Orthop 1998; 114: 

319–27.

20. Runger ME, Martin JT, Bukai F. Analysis of rapid molar di-

stal movement without patient cooperation. Am J Orthod 

Dentofacial Orthop 1999; 115: 153–7.

21. Haydar S, Üner O. Comparison of Jones jig molar distaliza-

tion appliance with extraoral traction. Am J Orthod Dento-

facial Orthop 2000; 117: 49–53.

22. Brickman CD, Sinha PK, Nanda RS. Evaluation of the 

Jones jig appliance for distal molar movement. Am J Or-

thod Dentofacial Orthop 2000; 118: 526–34.

23. Carano A, Testa M. The distal jet for upper molar distaliza-

tion. J Clin Orthod 1996; 30: 374–80.

24. Ngantung V, Nanda RS, Bowan SJ. Posttreatment evalua-

tion of the distal jet appliance. Am J Orthod Dentofacial 

Orthop 2001; 120: 178–85.

25. Bolla E, Muratore F, Carano A, Bowman J. Evaluation of 

maxillary molar distalization with the distal jet: a compari-

son with other contemporary methods.Angle Orthod 2002; 

72: 481–94.

26. Keles A. Maxillary unilateral molar distalization with sli-

ding mechanics: a preliminary investigation. Eur J Orthod 

2001; 23: 507–15.

27. Kelles A, Pamukcu B. Bilateral maxillary molar distalizati-

on with sliding mechanics: Keles Slider. World J Orthod 

2002; 3: 57–66.

28. Hilgers JJ. The pendulum appliance for Class II non-com-

pliance therapy. J Clin Orthod 1992; 26: 700–3.



K i e f e r o r t h o p ä d i e

9

29. Ghosh J, Nanda RS. Evaluation of an intraoral maxillary 

molar distalization technique. Am J Orthod Dentofacial 

Orthop 1996; 110: 639–46.

30. Byloff FK, Darendeliler MA. Distal molar movement using 

the pendulum appliance. Part 1: Clinical and radiological 

evaluation. Angle Orthod 1997; 67: 249–60.

31. Byloff FK, Darendeliler MA. Distal molar movement using 

the pendulum appliance.

32. Part 2: The effects of maxillary molar root uprighting 

bends. Angle Orthod 1997; 67: 261–70.

33. Bussick TJ, McNamara JA. Dentoalveolar and skeletal 

changes associated with the pendulum appliance. Am J 

Orthod Dentofacial Orthop 2000; 117: 333–43.

34. Joseph AA, Butchard CJ. An evaluation of the pendulum 

“distalizing”

35. Kalra V. The K–loop molar distalizing appliance. J Clin Or-

thod 1995; 24: 298–301.

36. Keles A, Sayinsu K. A new approach in maxillary molar 

distalization: intraoral bodily molar distalizer. Am J Orthod 

Dentofacial Orthop 2000; 117: 39–48.

37. Fortini A, Lupoli M. Parri M. The first class appliance for 

rapid molar distalization. J Clin Orthod 1999; 33: 322–8.

38. Pancherz H. The mechanism of Class II correction in 

Herbst appliance treatment: a cephalometric investigati-

on. Am J Orthod 1982; 82: 104–13.

39. Steiner CC. The use of cephalometrics as and aid to plan-

ning and assessing orthodontic treatment. Am J Orthod 

1960; 46: 721–35.

40. Ngantung V, Nanda Rs, Bowman SJ. Posttreatment evalu-

ation of the distal jet appliance. Am J Orthod Dentofacial 

Orthop 2001; 120: 178–85.

41. Burkhardt DR, McNamara JA Jr, Baccetti T. Maxillary mo-

lar distalization or mandibular enhancement: a cephalo-

metric comparion of comprehensive orthodontic treat-

ment including the pendulum and the Herbst appliances. 

Am J Orthod Dentofacial Orthop 2003; 123: 108–16.

42. Carrière J. “La Técnica de Anclaje Inverso y su Ecuación. 

Aplicación de Razonamiento Cuantitativo al Tratamiento 

de las Maloclusiones”, Quintessenz Verlags-GMBH, en 

español, Berlín 1990, 1ª edición, Berlín 1993, 2ª edición.

43. Henry R.G Relationship of the maxillary first permanent 

molar in normal occlusion and malocclusion.

44. Angle E H. New system of regulation and retention. Dent. 

Register. 1887; 41: 597–603.

Dr. Luis Carrière, D.D.S., M.S.D., Ph.D. 

 Ph.D. Degree (Cum Laude) University of Barcelona (UB) 2006.
 DDS degree by the University Complutense of Madrid (UCM).
 MSD degree by the University of Barcelona (UB).
 Winner of the “Joseph E. Johnson Award”. American Association of Orthodontists. San Francisco 

May 1995.
 Winner of the International Design award Delta Gold ADI-FAD 2009 with the “Carriere Distalizer 

MB”.
 Member of the Editorial Review Board of the American Journal of Orthodontics and Dentofacial 

Orthopedics.
 Inventor of the Carriere Distalizer and the Carriere Self-ligating Bracket.
 Invited Professor at several Orthodontic Departments of Universities in USA, South America, 

Europe and Asia.
 Invited speaker around the world.

D.D.S., M.S. D., Ph.D.  
Dr. Luis Carrière

Clinica Carrière
Ortodoncia
Escuelas Pías, 109
08017 Barcelona (Spain)

Tel. +34 93 4171917
E-Mail:
clinica@carriere.es

www.carriere.es

k o n t a k t

Carriere Ortho 3D: 
the Andoid free app and the QR code of the iPad/iPhone free app.

This app is a 3D totally interactive simulator to see the treatments in real time.


