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Radiance offers your patients an elegant 

alternative to cloudy ceramic brackets and 

problematic aligners. Made from pure 

sapphire, Radiance brackets are crystal 

clear and virtually disappear against 

enamel, yet provide three times the fracture 

resistance of traditional ceramic brackets. Its 

patented base is designed for safety and 

debonds easily and predictably. Offering 

the aesthetics of a translucent jewel while 

ensuring the highest level of safety and 

reliability, Radiance presents a beautifully 

clear choice for orthodontic treatment.

c o n f i d e n c e
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I have been very happy with Radiance. They look 

great, they bond very easily, I can use my normal 

mechanics without breaking off tie wings, and they 

debond easily and well. What more can one ask?

Dr. Peter M. Sinclair, Torrance, CA

I have been practicing orthodontics for 22 years 

and have used many different ceramic brackets. 

Radiance is the strongest and the most aesthetically 

pleasing bracket that I have ever used.

Dr. Ernest H. McDowell, Clearwater, FL
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are, their ease of ligation, and the fact that there is 

no need for a metal slot. At a recent consultation, a 

mom and her teenager commented, “You can’t 

even see them!” and “Why wouldn’t everyone

want to wear these?”

Dr. Bruce Hultgren, Eden Prairie, MN

My patients are thrilled with the aesthetics. I am 

amazed at the unmatched ease in debonding. 

There is no doubt in my mind that the Radiance 

bracket from American Orthodontics is the best 

ceramic bracket on the market.

Dr. Todd Fischer, Jacksonville, NC
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NEW!
Spider Screw

Self-Ligating
TAD System

™Spider Screw™

Temporary Anchorage Device System

The Spider Screw System’s versatility is due to its small dimensions and unique patented design, which significantly reduce orthodontic
treatment time. The bracket-like head design series of Spider Screws feature perpendicular round slots plus generous under tie-wing
area for easy placement. Offered in short or long collared neck sizes as well as self-drilling and self-tapping asymmetrical thread
versions. Patient compliance is nonessential for successful treatment every time.

Discover the Unique Advantages of the Spider Screw™ TAD System
Designed by a Leader in Temporary Orthodontic Anchorage Treatment

Ask About Our Self-Ligating TAD
800-999-3161 | 813-991-5896

Discover all of the benefits at www.orthotechnology.com/spiderscrew

© 2011 Ortho Technology, Inc. Made in Italy by HDC slr. Spider Screw is a trademark of Ortho Technology, Inc. Spider Screw is patented in the European Union and United States.
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Innovative 
New Product 
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Annual Session

orthotown
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absolutely amazed me – and I give
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Technology Spider Screw with an
edgewise slot that is self-ligating!”

— Dr. William R. Womack, DDS, 
Editorial Director, 
Orthotown Magazine
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by Wm. Randol Womack, DDS, Board Certified Orthodontist 
Editorial Director, Orthotown Magazine

Welcome to 2011!

In my January 2009 column titled, “2009 – The Year of Digital Conversion,” I
offered a “snapshot” of focus for the second year of Orthotown Magazine. Well, this
January is the beginning of the fourth year (third full year) of the magazine and I am not
only satisfied, but also amazed. I dubbed 2009 the “Year of Digital Conversion” and, not
surprisingly, that conversion continued through 2010 and is racing toward 2011 at warp
speed. Do you have an iPad yet?

In 2010 we published the latest information on lasers, cone beam computed tomog-
raphy (CBCT), temporary anchorage devices (TADs), invisible treatment including lin-
gual braces, risk management and liability, Internet marketing, social media, third-party
cone-beam software, practice management and even education, just to mention a few.  

Our list of esteemed article contributors expanded to include many who are the most
informed about the “cutting edge” topics of interest to our readers. Perhaps this is why
our 2010 Orthotown.com survey indicated that 91.7 percent of respondents actually
read Orthotown Magazine. So what’s on the agenda for 2011?

Our editorial focus will continue
to include the topics that occupy the
leading spots on the “interest” scale. If
it is not valuable and interesting, it
won’t be included in the magazine.
Marketing and social media will
receive attention, as well as continuing
interest and issues surrounding CBCT
and the various expanding technolo-
gies of the orthodontic profession.  

The economy continues to have a
great influence on our practices and
with the recent turn of events in the

2010 election, I will dare to say we can see a light at the end of the tunnel. (Though I
hope the light is a sign of economic improvement and not an approaching train!) These past
two years have certainly changed the structure of many practices and these changes
might persist as the management strategy going forward.

One topic that needs more clarification is the issue of “informed consent.”
Orthotown Magazine will be looking into the changes and recommendations surround-
ing this very important aspect of our daily practice. 

I am looking forward to the AAO meeting in May in Chicago. The advance program
shows another series of very informative presentations with excellent speakers and I
expect the exhibit area to be jam-packed with not only the latest in technology, but also
more live speakers than ever before. I think I would be inclined to spend the entire meet-
ing in the exhibit area if I could get CE credit for the live presentations. I extend a sin-
cere invitation for each of you to visit us at our Orthotown booth this year. 

My wish for the New Year is health and prosperity to all! We are truly fortunate to
be in this exceptionally blessed profession. ■

according to  “dr. wo”
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The Lotus Plus Passive Self-Ligating Bracket System’s unique advanced clip system made of extremely wear resistant, high quality 
thermal nickel titanium offers a significant advantage over other systems. It’s convertible! The Lotus Plus Bracket can be converted 
anytime during treatment by removing the clip, allowing easy ligation of archwires with metal or elastomeric ligatures. If you choose,
ligatures can be used during the finishing and detailing phases, giving you the total control you need to finish the case.

Just Some of the Many Unique Features, Specifically Designed 
by an Orthodontist That Will Change the Way You Treat Patients

Passive Self-Ligating Bracket System

© 2011 Ortho Technology, Inc. Lotus is a registered trademark of Ortho Technology, Inc. Domestic and international patents pending. 

With an Advanced 
Nickel Titanium Clip

Low Profile 
Mini Design

View our online video and 
discover all of the benefits at
www.orthotechnology.com/lotus

Ask for Your Free Trial Case Today
800-999-3161 | 813-991-5896

*Get 1 free patient case (20 brackets) when you purchase 5 cases (100 brackets). Offer expires 3-31-2011.
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Power Ridges™
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Settle an Argument
How do you tie? This Townie wants your opinion about distal versus mesial tie-ons.

Just wondering what the consensus on these boards is: 
You have a rotated tooth (let’s say a mesial-in rotated upper right 3). You tell your

assistant to place a steel ligature tie on the tooth. Due to the rotation, the mesial tie-
wings will obviously be further from the wire than the distal.

Which way do you tell your assistant to tie – with the tail of the ligature tie on
the mesial, or on the distal? ■

Is this a trick question?  
I would tie on the distal. ■

I was taught to place the tail on the side where the wire is most likely to
pull out. This would mean place the tail on the mesial in your example. ■

So far we have a mesial and a distal. I’d like to see what others say before I tell
what I was taught. Let’s just say my boss and I have differing opinions. ■

Mesial. ■

Does it really matter in the end? If tied in well you will get the same outcome, no? ■

I was taught that it does make a difference. Supposedly there was a study evalu-
ating which side of the tie provided the higher seating pressure to the wire. I was
never able to find the article unfortunately. ■

Bowser, by “mesial-in” I am going to assume you mean the mesial
side is rotated around to the lingual (mesiolingually rotated). If that is
the case, then mesial.

No matter the nomenclature on rotation, in my hands, the best way
to tie is on the side that the wire is sticking out the most. Actually, the
best way is to close the gate/door if you can afford to. ■

Bowser161  
Posted: 11/2/2010 

Post: 1 of 37   

rachael1  
Posted: 11/2/2010 ■ Post: 2 of 37   

jgenecov  
Posted: 11/2/2010 

Post: 5 of 37 

birddentist  
Posted: 11/2/2010 ■ Post: 6 of 37   

Bowser161  
Posted: 11/2/2010 ■ Post: 4 of 37   

pnwortho  
Posted: 11/2/2010 

Post: 3 of 37  

Bowser161  
Posted: 11/2/2010 

Post: 7 of 37   

charlestonbraces  
Posted: 11/2/2010 

Post: 8 of 37   
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Pigtail to the mesial in your example. Twisting the stainless steel (SS) tie
tighter will seat the wire into the slot (if your SS tie is big enough diameter, i.e.
.011 or larger). ■

Mesial. ■

Mesial, tie into the rotation. In fact, just tie into only the two mesial wings and
stay out of the distal. If you really want to de-rotate, figure-eight tie an elastomer
on the distal first or a rotating wedge on the distal. 

Also, I was taught a ligature tie should be twisted so that when you tuck, it puts
an extra half twist in (if you go the other way, when you tuck, it unties it a little).
There is a picture in the Graber book, in the Zachrisson chapter I think. ■

Amalgamator22, I sometimes find that even though it is fully seated,
after I tuck, it is not tied as tight. Maybe that is the reason.  

I was also told that to avoid the pigtail coming loose you always tuck
it in the direction that food will flow past, so that food does not dislodge
it. For example, on a lower incisor, you would go over the wire (incisally)
and then tuck gingivally and, of course toward the bracket. ■

It’s funny that you bring this up. We just had this discussion in the office; one
assistant was saying that ours was the first office that she has worked in, in 18 years
of experience that actually taught the correct way to steel tie.

In the example given, the pigtail goes to the mesial, twist it clockwise, hold the
archwire (AW) into the bracket if needed with a ligature director, so the AW is fully
seated (not sure how that could ever happen with self-ligating [SL] brackets, by the
way) and tuck the pigtail over the incisal of the AW, then under the AW.
Occasionally we need to “gang up” on the patient, with one person holding the AW
into the bracket, and the other twisting the ligature. ■ Diane 

In my opinion, the tail of the ligature would end on the distal. Start on mesial
and fully seat wire and then pull distally holding the wire fully engaged and end
with the tail on the distal. Once the ligature is tightened, then tuck the wire on the
distal side. I know this is against what others are saying above, but that wire stays
“fully seated.” I’m going to look for a patient to take some photos and post. 

Great discussion. ■

In a twin bracket, put an elastic tie under the wire on the distal wings to push
them away from the archwire, tie in the mesial flanges with steel with the pigtail to
the mesial. I’m not sure that the direction of the pigtail makes a big difference in
rotation, but I think it makes it a lot easier to tuck the pigtail if you’re only tying in
the mesial flanges. ■

vraj  
Posted: 11/2/2010 ■ Post: 10 of 37   

amalgamator22  
Posted: 11/2/2010 

Post: 11 of 37 

charlestonbraces  
Posted: 11/3/2010 

Post: 12 of 37   

dhmjdds  
Posted: 11/3/2010 

Post: 13 of 37   

EarthDogFred  
Posted: 11/3/2010 

Post: 14 of 37 

mkbark  
Posted: 11/3/2010

Post: 15 of 37  

flybywire  
Posted: 11/2/2010

Post: 9 of 37   

continued on page 12
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Here come the photos... just took them... ironic that it is a canine rotated mesio-
lingually like we are discussing!

Below is the beginning of wire tie starting on mesial.
Below is when steel tie is done... “tail distal” and wire fully engaged. 
Below is a picture showing the “tail” of the wire tie distal.

I love the fact that the wire is fully engaged. ■

One of the great advantages of SL brackets is eliminating operator
variables like this.

When I used to use wire ligatures, I would put the pigtail on the 
distal in the example given. Now back to 2010... ■

I do the same as Fred. It might not be the textbook answer, but it seems to work-
out OK for me. In reality, if it is tied in well, it probably doesn’t matter much. ■

I’m with EarthDogFred on the distal. I miss my Coon pliers sometimes in cases
like this. ■

Str8wire, go easy on us please.
I use plenty of SL brackets... I just wanted to post pictures for the topic that was

discussed above. I and most of us on here would agree that in this situation a SL
bracket (Damon, etc.) would be easier to close, but what we forget is... the fact is
the wire would not be “fully seated or engaged” into the slot with any SL bracket...
especially a passive bracket. 

Food for thought. ■ EDF

If the wire is fully seated, it doesn’t matter. In this case I would tell them mesial
because they’re more likely to get it seated that way and to tie it before they tie the
lateral or central so they don’t pop the bracket off. They used to know this before
we switched to SL, when tying in was routine. ■

Settle an Argument

sharperdds  
Posted: 11/3/2010 ■ Post: 19 of 37   

nysent  
Posted: 11/3/2010 ■ Post: 20 of 37

str8wire  
Posted: 11/3/2010 

Post: 17 of 37   

continued from page 11

or... scan this tag
with your mobile
phone to view this
message board.

EarthDogFred  
Posted: 11/3/2010 

Post: 21 of 37 

jwilliam  
Posted: 11/4/2010 

Post: 23 of 37   

Find it online at 
www.orthotown.com

EarthDogFred  
Posted: 11/3/2010

Post: 16 of 37   

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=157508&g=1&st=settle%20an%20argument
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What to Wear to Work...
Townies express their concerns and advice about clothes that are appropriate for the workplace.

I am working as an associate now (part-time) while starting my own practice. I
tend to do a lot of the work myself as opposed to delegating tasks to assistants (since I
don’t have many at my disposal in either work place). So here is my question: What do
you wear to work? I’ve previously worn business casual but have been unhappy with
contamination from patients, the time and expense of keeping up a wardrobe and deal-
ing with dry cleaning. Lately, I’ve been wearing scrubs on some days. Is this appropri-
ate or a good idea? Will this negatively impact how my patients see me? I think with
our continued emphasis on infection control/OSHA it might be what we all end up
wearing at some point.  

Your opinions are greatly appreciated! ■

There is not one correct answer to this question. Pick the type of clothes that reflect
the image you and your practice are trying to portray.

I see no problem with wearing scrubs. I would suggest wearing a nice lab coat over
the scrubs during consultations/examinations (or all the time) to add to the professional
look. This is how you would expect to see a physician at the hospital dressed and prob-
ably would not think less of them. I would suggest not matching your assistants’ attire
(for obvious reasons).

On the other hand, if you want a more professional image, business attire might be
the way to go (again with a nice lab coat). You can go more casual or formal (e.g. suit
and tie) in this category, depending on the image you want to portray.

Further yet, I have seen successful practitioners pull off the Hawaiian shirt and jeans
(or comparable) look, and that fits their image.

You can’t be all things to everyone, and some patients might prefer a more formal
atmosphere and others a more casual feeling. Pick what suits you and go with it. I think
any of the options above can work successfully, especially if your patients like you and
trust you and your work. 

I personally go with the professional image (shirt, tie, slacks and white lab coat) and
it works for me. I feel being a younger (mid-30s) professional, it helps build the trust of
my patients. But like I said, that is the image I want to portray. Scrubs are more
hygienic, no doubt, and might become the norm over the next few decades. ■

I wear relatively casual attire at work. I wear slacks or dress pants and a long-sleeved
dress shirt (usually striped or something). I don’t wear a tie or white coat. No patient
has ever made any sort of comment. I am planning to eventually transition to slacks and
three-button shirts with my logo, but I think I need a few more gray hairs before I can
pull that off. ■

I guess I should have mentioned that I am female. I personally would greatly 
prefer scrubs, but I’m nervous about blending in too much with a group of young

acburgess  
Posted: 7/11/2010 

Post: 1 of 29   

sharperdds  
Posted: 7/11/2010 

Post: 2 of 29   

Wired  
Posted: 7/11/2010 

Post: 3 of 29  

acburgess  
Posted: 7/11/2010 ■ Post: 4 of 29   

continued on page 14
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female assistants. It seems as though business casual might be the way to go until I
appear a bit older (not something I’m really aiming for right now). ■

I’m female too. Blending in will continue to be a problem no matter what you
wear until you are pushing 50 or later.  

I finally gave in and now I wear a lab coat. It saves your clothes and sets you apart
from the staff. You can wear scrubs under them or you can dress up. They never go
out of style. ■

What does your boss (senior ortho) wear? Usually he or she would want you to
wear something similar.

I would avoid scrubs at all costs if you are young, female and the staff all wear scrubs.
Especially if they are wearing “assorted” scrubs (as opposed to matching uniforms).

About five years ago we dealt with this issue in our office in the following way. We
set up a dress code for every single staff member, including doctors. I know, quite a
concept. However, it is something more offices need to do. We sat down at a staff meet-
ing and said, “How would we expect the best orthodontic office in town to dress?”

What we came up with is:
Doctors (male or female): black pants or skirt and a logoed top. These are a com-

bination of polo-type shirts, sweaters and upscale t-shirts (can be short- or long-
sleeved, depending on the weather).

Front desk/Treatment coordinator: Khaki pants or skirts, dressy logoed jacket-blouse.
Clinical staff: Scrubs with khaki scrub pants and various solid color, logoed scrub

tops. The staff gets an annual allowance to pay for their uniforms; the office pays for
doctor clothing. This is about the only way you can write off your personal office
wear. We get most of our logoed stuff from Lands End, except the scrubs.

I personally could never stand wearing a lab jacket. I would always get the sleeve
ends wet, and it was just too hot over other clothing. ■ Diane 

I agree with Diane in terms of following your senior docs lead. If he dresses the
same as the staff, then this can be somewhat problematic as you appear to be just
“one of the girls.”

I have seen offices where the doctors wear a different color scrub than the staff.
I find this works well in female-run practices so the doctor is easily identified. ■

I usually wear a button down with khakis; occasionally, a sports
jacket. If not a button down, then embroidered scrub top with khakis.

And if I have an early morning or a rough night, then scrubs top 
and bottom! ■

I am a female ortho as well and have been thinking about this lately. I started
working last fall as a part-time associate so I got away with a few pairs of pants and
tops that I interchanged and washed at home. I wear a lab coat at all of my jobs and
good thing I do because that thing ends up covered in stuff I definitely wouldn’t want
on my clothes. However now that it is summer and part of my commute involves
being outside, I have started wearing skirts. I was eyeing the Ann Taylor window on

ellisjb  
Posted: 7/11/2010 

Post: 5 of 29   

dhmjdds  
Posted: 7/12/2010 

Post: 6 of 29   

like2drill  
Posted: 7/12/2010 

Post: 7 of 29 

charlestonbraces  
Posted: 7/13/2010 

Post: 10 of 29   

nysent  
Posted: 7/13/2010 

Post: 11 of 29   
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my way to work last week. I need to update my wardrobe. It’s been too long and I
finally have a paycheck to be able to afford some of the stuff in there! One thing for
sure, I need my feet to be comfortable. I wore my Sketchers once and had the office
manager tell me sneakers were not acceptable for the doctors to wear although appar-
ently it is OK for the pedodontist to wear skinny jeans and cute sandals. So since
then I change into flats at work. I don’t know how some of the staff troop around in
heels all day. Although I think I will look into a uniform because it would make it
easier than having to pick out outfits everyday. I wasn’t pleased to hear the account-
ant tell me work clothes were not tax deductible, but scrubs were. ■

I think that this is a great question. I have been pondering this for a long time. I
am “ole school” and prefer a shirt and tie. The younger doctors wear polo shirts. My
staff is subsidized by the office to be color-coordinated each day. The first people I’d
ask are the staff members. They (females) like the doctor to be professionally dressed,
at least with the same effort they make to look professional. They personally don’t
care too much for the casual look. The second thought is how you’d like to be per-
ceived by your patients and parents and if that matters. I’ve heard the parents of two
different children ask the receptionist “Is that the doctor or a golf pro?”  

A well-respected orthodontic consultant, said, “You should dress as well as the
bank president in your community dresses.”

When I go to a hospital meeting, most of the men there are in shirts and ties. I
think that the public (especially the soccer moms) want a professional, well-groomed
doctor for their children. Are you better dressed than the best dressed patient that
comes to your office? Dressing is not everything in a professional relationship, but it
certainly has an initial impact. I know a motorcycle dude with a ponytail half way
down his back with a full beard. He appears very intimidating, but in fact, he has a
PhD in philosophy, and his full-time job is being a minister. 

I ran a casual study of how I’m perceived when I walk into a new medical office,
seeking my own medical care. When I go wearing my favorite outfit – jeans, a T-shirt
and sneakers, I’m received in one way. When I wear a shirt, tie and jacket, I’m
received differently. Try it and see if it actually happens to you. That might help you
decide what to wear.

The bottom line is that I don’t think it really matters too much in the big scheme
of things, but in our lives and in our practices, everything we do reflects something
about who we are and how we’re perceived. Thanks for listening. ■

Etaynor, I’m old school enough to agree with just about your entire
post. However, just as important is how comfortable or uncomfortable
you are in a tie and lab coat or white jacket. If you are sweating and obvi-
ously uncomfortable with that knot around your neck, it will come
across to your patients. I think they would rather have a discussion with
someone who doesn’t look so out of sorts. 

We used to wear ties every day until five to seven years ago when we had a real
heat wave in the summer – over 100 degrees almost every day. I was miserable. So I
decided to wear a dress shirt or a polo shirt with slacks every day – and no one has
said a word. Every once in a while I think about getting some nice new shirts and ties
for the office (my office wardrobe was pretty natty if I do say so myself ), but then I
remember how rotten that summer was… and I put my open collared dress shirt on
and go to work with a smile on my face. ■

etaynor  
Posted: 8/18/2010 

Post: 14 of 29

jgenecov  
Posted: 8/19/2010 

Post: 18 of 29   
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Agree with Sharper (and etaynor and genecov). I like to wear a shirt
and tie, makes me feel professional. I also like the Mad Men-era look of
businessmen and a certain amount of decorum. I think a white lab coat
is a must-do…

I know that every region is different, too. From what I’ve heard from
Selke, it is almost protocol for dentists in Illinois (where he practices) to

wear scrubs. 
When it gets hot here (not that often) I just turn up the AC. The girls up front

complain they get cold, but I don’t care as long as none of the patients appear
uncomfortable. I tell the staff to work harder and they won’t be cold (of course I
don’t really say that, my id just thinks it). ■

About the hot summer – we do dress down somewhat in the summer. But we
use that magic button on the box, and turn on the AC. With your reason for down
dressing, how do you stay warm in the winter? 

Along the same lines, do any of the participating forum members ask, con-
tribute or consider the dress code of the assistants? We pay for five tops and they
supply the pants. They also pay for their own white shoes or sneakers. We do that
twice a year.

We get dozens of compliments from moms about the color coordination. They
think it is super professional.  

Speaking about dressing, last summer we announced to our patients that if any
of the assistants see them around the neighborhood in our logo T-shirt they’ll 
get a special reward when they come to the office. That was an interesting market-
ing effort. ■

Etaynor, I don’t know where you live, but Dallas, Texas, in the sum-
mer is hot. And during the winter, it’s much easier to heat the office than
it is to cool it during the summer. With the AC set on 68-70 degrees, it
never gets cooler than 74 degrees in my office during the summer and
that’s with three zones.

We pay for two sets of uniforms per year, tops and pants; always
coordinated and a different color for each day. ■

I will add that my wife (dentist) and all of the female orthos that I
know absolutely hate scrubs and will not be caught dead without a lab
coat to not be mistaken as an assistant. I’m not a scrub guy and I hon-
estly think it could appear kind of lazy as we aren’t exactly working in a
M.A.S.H. unit. The one thing I’ve always steered away from as a sort of
younger ortho is the golf shirt. I think that this just screams to patients

that you have expensive hobbies and that you are ready to tee it up at the country
club the second you break free. I honestly see it on the level of wearing one of those
Under Armour workout shirts to the office. That being said, my old man is the best
ortho I’ve ever known with a great practice and for the past 20 years he’s worn noth-
ing but golf shirts to work... and yes, he does leave work to go directly to the course
and probably plays at least 18 holes five-times-a-week. OK, I should just shut up.
What the hell happened to me? What have I become? My old man is living the
dream and I’m worried about Double Windsors. ■ andy

pnwortho  
Posted: 8/20/2010 

Post: 19 of 29  

etaynor  
Posted: 8/23/2010 

Post: 20 of 29   

jgenecov  
Posted: 8/23/2010 

Post: 21 of 29 
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I am a 39-year-old female and am not interested in appearing older than I am!
I wear a scrub outfit that either complements the staff ’s trim color or is the same
color, but different cut. 

There are several brands of scrubs that now offer professional looking scrub
jackets that are specifically made to match the bottoms. There are different styles. I
wear a gray one-button jacket and bottom with a pink nicely made T-shirt under it.
My staff wears a more traditional gray scrub outfit with pink trim. I have the same
in brown.  

There is also another brand online that sells a really cute jacket and bottom with
piping in another color. I purchase my own undershirts. I get everything embroi-
dered with my name. I usu-
ally make sure to put Dr.
Kay Daniel on my jacket
because if I put Kay Daniel,
DDS they still don’t get I am
a doctor.

Anyway, that is my two
cents. But I think it is impor-
tant to not match your staff,
but you need to be coordi-
nated and look like a team.

The options are way bet-
ter now than they were 10
years ago. And the great thing
about scrubs is they are easy
to wash and wear. And hot
water for sterilization is OK
with scrubs. Even when I first
got out of school I chose to
be called Dr. Kay because I
felt too young for Dr. Daniel.
I don’t think I ever lost a
patient because they thought
I was too young and female.
If you present yourself as
knowledgeable you will not
lose anyone either. In fact,
your teenage patients should
feel a kinship. Good luck. ■

Wear to Work

kdaniel  
Posted: 8/25/2010 

Post: 28 of 29
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by Mary Kay Miller

The digital highway continues to move at
lightning speed and many practices are still
waiting tentatively by the roadside trying to
decipher which way to go when marketing on
the Internet, while others are speeding down
the road. Soon it will be impossible to move
into traffic and catch up in the race for page
ranking and visibility, especially in major met-
ropolitan areas. With the roadmap changing so
often on search engines, it is important not to
get too comfortable with your Internet market-
ing strategies. Take a look around you periodi-
cally to make sure you are going the right way.

Search engine optimization (SEO) and
high-position, organic page ranking is a crucial
piece to the Internet marketing puzzle, but not
the only aspect of a successful Internet market-
ing campaign. The search marketing landscape
has changed dramatically in the past 18 months
– much more so than in previous years. The
new terrain is heavily influenced by social
media. A Web site alone is not enough to
remain competitive anymore on local search if
you want to secure a top page ranking for long-
term success on the Internet.

Since Google favors social media formats,
it adjusted its services to accommodate the
massive influx of information from all areas,
including video. Congruently, so did other
major search engines and social media players. 

To better understand what is going on,
here are the changes that happened in 2009.

• Google released its better and faster
search engine called Google Caffeine in July.
Search results are now measured in millisec-
onds and real-time results display quickly
and efficiently. 

• Bing, Microsoft’s answer to Google, sur-
faced in August. To date, popularity is insignif-
icant and there is no comparison to Google
despite Microsoft’s marketing efforts. Google
retains 67 percent of consumer market share in
search results.

• YouTube was overhauled in the summer
to make it more attractive to business owners as
a marketing tool and now displays HD video
in mpg4 format compatible with mobile smart
phones and wireless devices such as iPads. 

• Facebook ramped up for business mar-
keting by separating business and personal
accounts and later changed fans to “people like

us.” It is now the second largest search engine
in the world, behind Google. 

• In September, Google began its long
and arduous restructuring of the Google Local
Business Center, now called Google Places.
Not only did it severely reduce page-one expo-
sure of local businesses on the maps by as
much as 60 percent in many areas, it set the
stage for its new format which integrates SEO
page ranking and Google Places into one list-
ing in most areas.  

Every year, SEO updates are a reality and
specialists monitored it closely for its affect on
their clients’ Internet marketing programs.
Google continues to stay two steps ahead of
the spammers, changing its mathematical
algorithm regularly and dictating the rules of
the Internet game. Minimal information is
supplied regarding the changes and we are left
to our own devices to discover consequences
for ourselves. Most updates in 2009 had min-
imal impact on orthodontic practices, but not
so in 2010. Mobile technology and local
search are the latest trendsetters and Google
has not been idle adapting to consumer needs.

Major shifts are occurring in audience
usage and advertising as local online advertis-
ing crosses the multibillion-dollar threshold.
Local search was up 30 percent in 2010 out-
pacing universal search statistics for the first
time. Major drivers in the shift to local search
are the rapid rise of mobile media, the brisk
growth of social media, the emergence of local
deal media, such as Groupon, vast amounts of
online information and localized national
advertising. Google is continually adapting
these shifts into local search results.

What Happened in 2010
Google updated its mathematical algo-

rithm again in June 2010. Two areas directly
impact orthodontic online marketing that are
worth mentioning:

• Download speed of your Web site –
Google measures everything in milliseconds.
The time it takes to download your Web site
in comparison to your competitors will be
considered in page ranking. This might impact
Web sites designed in flash, using flash head-
ers, massive amounts of information and self-
hosted video.  

practice management  feature
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• Visitors to your Web site – Google is mak-
ing it more difficult for SEO specialists to improve
page ranking for Web sites. If the number of visi-
tors to your site is not proportionate to the number
of back links added to your Web site or blog, it can
adversely affect your page ranking. Patient login
services and social media sites, setup correctly to
drive your current patient base to your Web site, is
more important than ever before.

Google Places has been undergoing updates all
year. Three areas of greatest impact:

• Sponsored ads – As of March 2010, spon-
sored ads are available within the maps area. For $25
per month, per location, you can highlight your
business in the local maps area to set yourself apart
from your competitors. Promotions and contracts
can be changed or cancelled at any time for an excel-
lent return on investment.

• Restructuring of the maps look and feel –
In October 2010, SEO page ranking and Google
Places business listings were integrated as one. This
might not bode well for practices without a Web
site relying on the maps area for exposure and
might impact a practice with a previous number-
one page ranking.

• Consolidation of reviews – In October
2010, reviews from all over the Internet on con-
sumer review sites were consolidated in one area in
Google Places. You can read reviews from several
sites in one central location (including: Yahoo, Yelp,
Droogle.com, HealthGrades.com, AngiesList.com,
CitySearch.com, just to mention a few). You must
have at least five Google reviews to receive high-
lighted stars after your name.

What Does This Mean?
The major updates in 2009 on the search

engines were directed toward updating search capa-
bilities, speed and how the Internet interacts with
social media. In general, this did not adversely
impact Internet marketing strategies for the average
business owner, other than the decrease in visibility
in the maps area on Google Local. However, in
2010, updates targeted the streamlining of mobile
and local search capabilities. Your business visibility
could dramatically change based on these updates.

Did your Web site or business listing survive
the updates unscathed?

The Google Places update in October 2010 will
have a more profound impact on practices than the
algorithm modification in June. Local search and

reviews are key factors in building a solid Internet
presence. The maps are the first area a consumer
zeros in on when searching online for local busi-
nesses based on keyword search. To make matters
worse for business with poor organic page ranking,
latest online statistics report that on average, only
one to two percent of consumers will click on a pay-
per-click (PPC) or AdWords, down from 20 to 30
percent in 2008. Similar to fast forwarding through
TV commercials, the vast majority of consumers do
not click into an Internet ad in local search. Do you?

Google Places is now considered the “New
Yellow Pages.” Integration of organic page ranking
and map listings translates into reduced visibility for
practices which relied solely on their maps listing
and paid advertising for Internet exposure. If these
are you main source of visibility, it is time to restruc-
ture you online marketing strategy.

The Double-edge Sword
Since social media took over the Internet only a

few short years ago, the importance of online
reviews significantly impacts how a business is
viewed in the eyes of a consumer. It is verifiable
proof of delivery of treatment and services in the
minds of many. While happy patients or parents are
less likely to post positive reviews online than
unhappy patients, having no reviews are better than
an onslaught of negative reviews. Setting up a strate-
gic program asking for positive reviews will set your
practice apart from your competitors and cushion
your business from negative reviews.  Reviews create
an Internet environment that is keyword targeted.
Targeted viewers can’t help but find out what every-
one is talking about. And best of all… it’s free. 

I do not recommend asking for patient reviews
in e-mail blasts, newsletters, on Facebook or with
reviews icons placed on the homepage of your site.
You are only asking for trouble. Why take the
chance? Reviews can be a double-edge sword.
Positive reviews are great, but negative reviews can
make or break a practice today. We all know that
even the most well-oiled practice can have a bad day
and no matter how hard you try… you can’t please
everyone all the time. 

It is critical doctors and their staff understand
the importance of patient reviews and how they
affect your orthodontic marketing efforts and the
success of your practice in an Internet-driven society.
Negative reviews can be the silent killer of any busi-
ness. If new patients gathering information online
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find less than desirable comments about you, your
staff or your orthodontic treatment and services, it
could cost you your reputation and bottom line,
decrease new patient referrals, production and
impact your livelihood. New patient prospects will
move on down the list of practices marketing the
same services. The AAO is proactively cautioning
businesses to monitor their reviews. The latest
update on Google Places only intensifies the need
to heed their warnings. 

Prior to the October 2010 update, only Google
reviews and a few minor database consumer serv-
ices were listed on Google Places. Now, with the
consolidation of reviews from Yahoo, Yelp,
Droogle.com, HealthGrades.com, AngiesList.com,
CitySearch.com, etc… everyone’s laundry, clean
and dirty is hung out to dry for everyone to view in
one central location. The consumer is now in con-
trol and it can be scary if you have less than five-star
reviews. Business owners have no control or
recourse over what is being said, other than to
proactively asked patients you know who are
pleased with your treatment and services to help
you with your Internet ratings. You will find they
are more than happy to oblige.

Since 67 percent of consumers use Google as
the preferred search engine, this is huge. Once con-
sumers discover a consolidated reviews area is now
available, and it won’t take long, it will only increase
their local search usage, especially on smart phones.

Google is way ahead of the curve. They are adjusted
accordingly for the mobile crunch and are giving
Yahoo and Bing a run for their money to further
increase their already dominant market share.  

Should you fall prey to poor reviews, true or
not, Internet marketing strategies are available to
offset bad PR to protect your business. The sooner
you begin a marketing counterattack to offset the
negative publicity… the better.   

You Can’t Call Google…
Reviews on Google Places have been disappear-

ing and then reappearing over the past months dur-
ing the restructuring. As of the printing of this
article, it seems to have somewhat stabilized for
now. However, the structure of the maps area is
changing regularly. Only Google knows what is in
store for this free service in 2011.

Many of my clients have been up in arms with
no recourse as they see their hard earned five-
star reviews disappear; reappear, only to disappear
again. Practices monitoring their online presence
are suddenly finding negative reviews from years
past. They are angry, confused and panicking.
Social media and how it impacts a business today
is an area most business owners have a difficult
time understanding, grasping and accepting. Even
if you could call Google, reviews are subjective,
right or wrong. How can you refute an observation
or personal perception from a patient or parent?  

When you think about it, updating Google
Places is a massive undertaking. It can’t be updated
all at once or hosting servers would crash. We are
talking about restructuring a complicated software
algorithm that is re-indexing millions and millions
of businesses, Web sites, and reviews from multiple
databases. This update is all part of the ongoing
Internet growing pains as digital technology
advances forward at warp speed based on the pref-
erences and habits of a digital consumer-driven
society never seen before in history.

Five Tips on What to Do
• Web site visibility – Check out your Web

site visibility on local search in Google, Yahoo and
Bing, for all major orthodontic keywords (order 
of priority); orthodontist, braces, Invisalign,
orthodontics [keyword, town, state]. Go to my
Web site www.orthopreneur.com, add your name
and e-mail address to download a free video train-
ing to show you exactly how to test your site and
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a spreadsheet to track results. I also offer video
training on YouTube, under keyword “orthodon-
tic marketing,” demonstrating how to test a maps
listing.  Contact me for a complimentary consul-
tation if you need help.

• Verified listings – Make sure your Google
Places, Yahoo and Bing listings are verified and
search engine optimized correctly for all four
major keywords. Google Places is a free service, as
are Yahoo and Bing. You can set it up yourself
using free video instructions available on
YouTube. However, be aware there is no instruc-
tion available on how to troubleshoot your setup
or ensure it was verified correctly. I have evaluated
hundreds of verified listings and encountered
multiple setup problems on testing, preventing
correct listings on page one in the maps area. If
you aren't sure your listing is correct, contact me
for a complimentary evaluation.

• Google alerts – Set up “Google Alerts” for
your branded and professional names of every
practitioner in your practice. Google will notify
you automatically via e-mail any time your name
is mentioned anywhere on the Internet. To setup,
search “how to setup Google Alerts” and follow
instructions. It is very easy to do and will give you
peace of mind. While you are at it, Google Alert
your top competitors. I also suggest you review
your page ranking and visibility once a month for
yourself and major competitors. The goal of your
marketing plan is to stay on top of your competi-
tion in delivery of content on your Web site,
social media sites, page ranking, positive reviews
and overall exposure both online and offline.

• Marketing message – Deliver your written
content and marketing message in an up-to-date,
easy to read, warm and engaging Web site design
and format. “Presentation is Everything” when
delivering your marketing message! I recommend
your Web site be at least as if not more engaging

than your competitors to entice new patients. The
goal of your Web site is to get interested new
patients to call you, not to sell them your prod-
ucts and services online. Stress the benefits of
choosing you as the treatment provider of choice
versus products your and services. Keeps it short,
sweet and to the point without fluff. Video is the
number-one tool of choice to deliver your PR
marketing message.

• Practice foundation – Good customer
service and delivery of treatment modalities are
your number-one source for positive reviews. PR
no longer means public relations… it stands for
consumer “perception and reality” based on their
personal experience interacting with your prac-
tice. In today’s consumer-driven society, it’s all
about them… not you. Make every experience in
your office a good one.

Although Internet marketing is only one mar-
keting tool recommended today to promote your
business internally and externally, it is the most
effective and inexpensive marketing strategy avail-
able to attract new patients in our tech-savvy 
society. Done correctly, it is the perfect forum to
promote all your marketing tactics under one
umbrella, to exponentially increase your visibility
throughout your demographic. You message is
promoted the exact way you want it delivered, at
the exact time an interested buyer is looking for
your services, 24/7. 

In the most effective marketing campaign,
you are selling yourself, not your products and
services. Consumers expect they will receive good
orthodontic treatment no matter where they go.
Excellent customer service and good delivery of
treatment modalities has been and always will be
the foundation of any marketing promotion. Tell
your entire story on the Internet, search engine
optimize it correctly and position your business
for best results for the future. ■

Author’s Bio
  
Mary Kay Miller is an Internet marketing consultant specializing in Internet marketing solutions, SEO and exclusive social media services
for orthodontic practices. She was the first orthodontic consultant to pursue this area of expertise and has been working with practices
since 2007. With more than 30 years experience in private practice management and marketing and 12 years in Internet marketing, she
has developed the attitude, skills and knowledge necessary to coach doctors and their staff on how to take their practice to the next level with Internet
marketing. For more information, visit her Web site at www.orthopreneur.com, call toll-free 877-295-5611, e-mail or text marykay@orthopreneur.com
to schedule a free half-hour consultation to review your current Internet marketing exposure.

continued from page 20



© 2011 Dolphin Imaging & Management Solutions

Dolphin Management 4.5

Focus Action Benefits

New Product

Legend Series:   Roncone Modules    Zuelke Financial Expert™    Charlene White's SOS    McLaughlin Dental VTO
of distinguished industry experts.

Special software modules based on

the unique methodologies and techniques

        

   

          

        

 

 

Make Charlene part of your staff.

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Dolphin Management 4.5

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Dolphin Management 4.5

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

ement 4.5

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

New Proro

udnidehsiugnittisstiddifo

SdnegeL

New Pro

cetdnaseigolodohtthemeuqquinniuehtth

bseludomeraarwttwfoslaalicepS
yrts

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

ductt

uZseludoMenocnoR:seire

duct

rahe CakM

seuqinhc

nodesab

.strepxey

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

elrrlahC™trepxxpEExlaicnaniFFiekle

f yt orae pnelr

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

nilhguaLcMSSOOSSss''eettiihhWWhWWhene

.ffatr souf y

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

OTVVTlaalttannteD

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

that monitor 

CwenehT

Schedule 

Desk ont Fr

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

practice your es comparquickly that 

citametsySSOSs’etihWenelrahC

MonitorMonthly emplates TTe

Analysis Deband Scripting Desk 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

instant-benchmarks; s Charlene’with practice 

atsasedulcnisnoituloSecfifOc

Monitor

fectiveness EfRecall Analysis 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

instant-

l acitsita

fectiveness 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

a

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Deband Analysi

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

is 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Recall Effectiveness System

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Recall Effectiveness System

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Statistical Monitor

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Statistical Monitor

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Recall Effectiveness System

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

Recall Effectiveness System

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

BenefiBenefitstiontioncAAocus F

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

© 2011 Dolphin Imaging & Management Solutions

          
 

    
 

      
 

 
  

 
   

 
 

  

        

   

          

        

 

 

© 2011 Dolphin Imaging & Management Solutions



24 January / February 2011  ■ orthotown.com

“invisibles” feature

Invisalign recently introduced Invisalign G3, the com-
pany’s latest innovation aimed at improving clinical outcomes
and broadening the clinical application of the appliance. I
recently had the chance to go behind the scenes to take a closer
look. Here is what I learned through an interview with two
people who have been at the heart of developing Invisalign
G3: Dr. Rene Sterental, clinical director, and John Morton,
director of R&D at Invisalign.  

Why is Invisalign introducing Invisalign G3 now,
and what is new with this release?

Sterental: At Invisalign, perhaps more so than
ever, we are focused on improving predictability
through continuous innovation. The releases in
the last couple of years, first with the Optimized
Attachments introduced in 2009 and now with

Invisalign G3, represent how we are and will continue to rap-
idly evolve the appliance for greater predictability.  

As for what is new, Invisalign G3 includes a broad set of
features that are designed to improve clinical outcomes. These
features include Precision Cuts, which are hook-and-button
cutouts that make it easier to use elastics with Invisalign when
treating Class II and Class III patients. Invisalign G3 also
includes very significant upgrades to the ClinCheck software
and the Invisalign Doctor Site, designed to make it easier to
communicate the doctor’s treatment plan. But most impor-
tantly, Invisalign G3 leverages the power of biomechanics to
provide better control of tooth movements with new and
improved SmartForce features.

Tell me more about SmartForce features and
why we should expect greater predictability
with them.   

Morton: It is well accepted in orthodontics
that if the force system produced by the appliance
is correct for the movement, then the probability
of achieving the movement is greater. This is the
basic biomechanical principle in orthodontics and

the principle that guides our SmartForce development.
We design and test each SmartForce feature to ensure it

delivers the force systems necessary to achieve a specific tooth
movement. To accomplish this in the development process, we
first use advanced virtual modeling software that is capable of
evaluating a large number of design options – the number is
usually in the thousands. This software helps us to efficiently
narrow down the options to those with the most potential of
producing the correct force systems for a particular movement.
For the high potential designs, we then proceed to physically
measure the forces imparted to the teeth by the aligner with or
without attachments, using state-of-the-art force measurement
equipment developed by Align. 

This SmartForce design process is an iterative process very
much like what has taken place in orthodontics in past years.
Specialists would place a bend in a wire, or change the position
of the bracket on the tooth and evaluate how well it worked at
the patient’s next few visits to the office. This can take months,
or even years. The same iterative process is used with the
SmartForce development process, except the process can hap-
pen much more quickly by leveraging advanced technologies.
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Iterations of software take a matter of minutes and different
aligner designs can be evaluated in just a few days. High poten-
tial candidates are then each physically tested using the bench-
top measurement system. Aligner and attachment designs which
pass this phase of testing might then undergo clinical evaluation.

What features have been specifically developed
using the SmartForce process you described?  

Morton: The Power Ridge feature and the family of
Optimized Attachments have been developed using the
SmartForce process. Some of these features were introduced in
late 2009, and extensions were rolled out with the Invisalign
G3 launch recently.

For those who are not familiar with the recent releases, the
Power Ridge feature is a specific aligner shape that has been
engineered to produce the force systems necessary to control
the lingual movement of the root with respect to the crown.
With Invisalign G3, the Power Ridge feature is now available
for lower incisors as well as upper incisors. In addition, a buc-
cal and lingual Power Ridge pair is available to better control
lingual root torque while retracting upper incisors.  

Optimized Attachments for extrusion and rotation are also
designed using the SmartForce process. These attachments
have an active surface designed to engage with the aligner to
create the forces and moments necessary for the movement.  

Additionally, our research has shown that we must con-
sider the shape of the tooth when determining the shape of the
attachment. Hence with the Optimized Attachments, we are
leveraging the power of computing to provide a customized
attachment that is specific for each tooth of each patient. This
is patient-specific orthodontics using the Invisalign appliance.  

Tell me more about Precision Cuts.
Sterental: In the past, doctors and their teams have had to

manually modify aligners in order to use elastics with
Invisalign for anchorage support when treating Class II or
Class III patients. This was an inconvenience and a rather time
consuming process. With Invisalign G3, this process is now
automated and doctors can request aligners that are pre-cut
with button cutouts and hooks for elastics. From our research,
we understand that doctors usually customize the elastic con-
figuration for each patient based on the treatment plan consid-
erations. To meet this need, Invisalign G3 includes an
interactive drag-and-drop interface that allows the doctor to
easily customize the Precision Cuts prescription. 

What is new with ClinCheck 3.0 and the Invisalign
Doctor Site?

Sterental: The ClinCheck software has been improved sig-
nificantly. Those familiar with previous versions of the
ClinCheck software will notice the difference right away. The
new ClinCheck 3.0 software has a simpler look, and is
designed to be faster and easier for doctors to communicate

their treatment plans. For example, with a new drag-and-drop
tool in the ClinCheck software, doctors can add or remove
attachments without typing instructions.

The Invisalign Doctor Site, formerly known as Virtual
Invisalign Practice (VIP) site, has also been redesigned to be
more intuitive and easier to use. The new navigation is
designed to mirror the way doctors and staff members manage
patients throughout treatment, making access to important
information easier.  

What is ahead for Invisalign?
Morton: Our aim is continue to innovate and improve the

predictability and clinical scope of Invisalign. In the past year,
clinical innovations that addressed movements which were
previously considered to be challenging for Invisalign were
introduced – including rotation of canines and bicuspids,
extruding teeth and controlling root movements. While strong
progress had been made, there is more to do.  

The SmartForce development process has proven to be a
powerful tool in better controlling tooth movement with
aligners. Invisalign will continue to use this technology to
determine solutions for treatment decisions such as retention
requirements and control of the vertical dimension, as well as
to address tooth movements which remain challenging.
Invisalign will continue to research and improve the process
with the same goal all orthodontists pursue: to improve con-
trol of tooth movements and predictably achieve an excellent
treatment outcome for each patient. ■

Invisalign G3

Fig. 2: Optimized Attachment

Fig. 3: Optimized Rotation AttachmentsFig. 1: Invisalign Virtual Model

Fig. 4: ClinCheck 3.0 Drag & Drop
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The recession has been especially hard on the 
dental profession, and as an orthodontist you might
feel as though you have been picked on by our 
economy over the past couple of years. As a Certified
Financial Planner (CFP) professional, who has worked
with dental professionals for two decades, I have per-
sonally witnessed how difficult these times have been
for many in your profession. Before the rest of the
country, and the world for that matter, showed up to
the recession, it seems to me that the dental profession
had received a premier invitation to the downturn of
the economy. And the orthodontic profession appar-
ently received front row seating.  

So what does the future hold? I wish I knew, but
more than likely we still have a couple of tough years
ahead of us. I believe we will see another wave of fore-
closures, including those related to investment real
estate. We will probably continue to experience volatil-
ity in the stock market. And the orthodontic commu-
nity will continue to be impacted by the slow economy
for a bit longer. But this is nothing new to our econ-
omy. Our economy has experienced downturns before

and it recovered. When our economy finally turns
around and we recover from this nauseating experi-
ence, we will no doubt experience another downturn
sometime in the future. 

Figure 1, “Alternating Secular Bear and Bull
Markets,” illustrates what I am talking about in rela-
tion to the stock market. The term “secular” refers to
long periods of time. The graph shows us that the
stock market experiences not only short-term fluctua-
tions, but also long-term fluctuations. As this chart
shows, we can see four periods of time when the stock
market has experienced secular bear markets.
According to this chart, from January 14, 2000,
through December 31, 2009, the stock market was
experiencing the fourth secular bear market of the time
period shown (1906-2009). The chart also shows that
we have experienced three secular bull markets. The
last secular bull market ending in January 2000.
Whether we have re-entered a new secular bull market
or not, as of the date of this article, only time will tell.

The challenge for many orthodontists is this is the
first time they have ever experienced a “long-term”

by Larry Mathis, CFP
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slow down to their personal economy. Consider this:
an orthodontist who is 50 years old most likely gradu-
ated from orthodontic school between 1988 and 1990.
With this in mind, this individual came out of school,
entered the orthodontic profession and began riding
the wave of one of the best economic periods the
orthodontic profession has ever experienced. In addi-
tion to building a robust practice, he or she might have
also made some money in the real estate and stock
markets, which were also enjoying rides on what
seemed to be never ending waves of prosperity. But
suddenly, with little warning, the waves came crashing
to shore leaving some buried in the sand wondering
what happened.

Let’s go back to the alternating secular bear and
bull markets graph, and assume our 50-year-old ortho-
dontist started investing in 1990. From 1990 through
1999, he or she would have experienced a period 
of tremendous growth in the stock market. And this
being his or her only experience, he or she might have
assumed this is how the market always works. Now
that orthodontist knows all too well this is not so! But,
should this stop someone from investing? By no
means; it is in the down periods where much of the
opportunity lies!

If this describes your experience, I have a question
for you. Did you at least learn something? I was asked
the same question by an older gentleman shortly after
I crashed a brand new jet ski into another jet skier (my
wife), while vacationing on Lake Powell. The accident
was completely a result of my inexperience, and fortu-
nately no one was seriously injured. I did cause about
$4,000 of damage to the two jet skis though. The acci-
dent could have easily been avoided had I simply done
some planning ahead of time – like getting some per-
sonal instruction on how to properly operate a jet ski! 

Just as I learned from my jet ski incident that you
never shut off a jet ski when it’s in motion, hopefully (if
needed) you too have learned from the recent economic
experiences that the good times don’t always keep rollin’.
With that comes my main point: there are certain fun-
damentals of financial planning that don’t change.  

First of all, you need to know what’s important to
you. What do you really value in life? In today’s econ-
omy many have come to the realization that peace of
mind is much more important to them than a huge
house and the mortgage that usually comes along with
it. The truth is though, most people have never really
sat down to explore what’s really important to them.
Have you? When you take the time to discover what

orthotown.com n January / February 2011
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Alternating Secular Bear and Bull Markets Dow Jones Industrial Average: 1906-2009

Market Regime Bear Bull Bear Bull Bear Bull Bear
Dates 1906-1921 1921-1929 1929-1942 1942-1966 1966-1982 1982-2000 1/14/2000-12/31/2009
Length in Years 15.5 Years 8 Years 12.5 Years 24 Years 16.5 Years 17.5 Years 9+
Cumulative Return -15.31% 496.51% -75.62% 970.98% -21.93% 1408.9% -11.0%
Annualized Return -1.06% 24.9% -10.55% 10.47% -1.49% 16.84% -1.2%

Source: Ned Davis Research. For more information, please visit www.ndr.com
The Dow Jones Industrial Average (“Dow”), a registered trademark of Dow Jones & Co., Inc., is an unmanaged index composed of 30 common stocks. Past performance is no guarantee of future results. It is not
possible to invest directly in an index. Returns shown above do not reflect the reinvestment of dividends or other distributions; these total return figures are not available for the Dow prior to October 1987. Returns
shown represent only the price appreciation of the index. With the inclusion of dividends in the data, performance of the index would be better than the performance shown. Vertical Axis is the value of the Dow.

Chart provided with permission by Genworth Financial Wealth Management, Inc., an investment adviser registered with the Securities and Exchange Commission, is a wholly owned subsidiary of Genworth Financial, Inc.
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you really value, then you can align your financial deci-
sions with those things you value most. Perhaps for
you those might include: peace of mind, living with
reduced stress in your life, quality time spent with fam-
ily or making a difference in the lives of others.  

Once you have a clear vision of what’s important to
you then you can begin to set your goals. As values are
our intangible desires, goals are the tangible things we
desire. Goals are personal milestones, like: financial
independence, sending your children to college, buy-
ing a vacation home, being debt-free or traveling
around the world.  

Goals need to be specific, measurable, achievable
and compatible, and they need to be in writing.  

Specific – “I want to pay off my house,” is not a
specific goal. Here is an example of a specific goal. “I
want to have my mortgage loan of $278,500 paid off
by March 15, 2020.” This goal says exactly what is to
be accomplished.  

Measurable – The above goal is also measurable. It
is measured by both the amount of the loan and the
date by which it is to be paid in full.

Achievable – It is vital that your goals be realisti-
cally achievable. A goal to retire by age 55 with an
after-tax monthly income of $10,000 might not be
achievable. It depends. Are you 53 years old now and
have nothing in savings? Unless you have a rich uncle
who is on his deathbed and plans to leave you a small
fortune, then it’s probably not realistic.

However, if you are 35 years old, have your debt
under control and are maximizing your retirement
contributions, then you will have a much better chance
of achieving your goal. The fact is if your goal is not
realistic (achievable) than you will soon give up on it
once the “reality” sets in.  

Compatible – Your goals must be compatible with
your values (those things that are most important to
you). If you want to be totally debt-free by a specific
not-too-far-away date, how do you think buying a
timeshare in Hawaii would fit into your plan? Well
that depends. Can you have it paid for by that specific
date? If so, OK. If not, well then you should probably
not purchase the timeshare. You see, when you know
what’s important to you, when you know what your
values are, decisions become easier. Notice I didn’t say
decisions become easy. Changing old patterns is not an
easy venture; it will however be very rewarding!

Since I’m discussing retirement, let me give you a
reason to start saving now. See Figure 2, an illustration
of the “Time Value of Money.” What this shows is the

magic of compounding interest. In this simple illustra-
tion Dr. Smith starts saving $10,000 per year at age 25
and stops saving at age 35. Dr. Jones waits until age 35
to start saving $10,000 per year, but he won’t stop sav-
ing until he reaches age 65. If they both earn a hypo-
thetical growth rate of eight percent, Dr. Smith will
have saved about one-third less than Dr. Jones, but she
has more than 50 percent more money at retirement
than Dr. Jones!

My point is simple: start saving early! And if it’s too
late to start saving early, then start now!

Now that you know what’s most important to you
and have set your goals in writing, you need to estab-
lish where you stand financially. This can be a very
sobering process. The first step is to gather the infor-
mation to develop your personal financial statements,
which includes a net worth statement and a cash flow
statement. The net worth statement tells you where
you stand financially at a given moment in time.
Essentially it compares your assets to your liabilities.
The cash flow statement tells you where your money is
going. You can go to www.mathisfinancial.com under
the “Resources” tab and download the forms you need
to develop your financial statements.  

The next step is to design your financial plan
based upon those things that are most important to
you. Your financial plan needs to be designed specifi-

continued from page 27

The Time Value of Money

Dr. Smith

Starts at age 25
Stops at 35

Contributes
$10,000 per year

At an 8%
hypothetical
growth rate

Age 65: $2,590,565

Dr. Jones

Starts at age 35
Will stop at 65

Contributes
$10,000 per year

At an 8%
hypothetical
growth rate

Age 65: $1,132,832

continued on page 30

Dr. Smith saves about one-third the dollars, 
but has over 50% more money for retirement!

Returns are hypothetical and are not meant to imply the future performance of any invest-
ment, which will fluctuate.

Larry Mathis, CFP
Certified Financial Planner Professional



 

com.ple.ment
n.  Something that completes, perfects, 
or makes up a whole.
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cally for you, taking into consideration your values,
your goals and your ability to reach those goals.
Regardless of your age or your current financial situ-
ation (wealthy or flat broke), you need to have a writ-
ten financial plan and then implement the plan to
give you the best chances of achieving all of your
desires regarding your finances.  

There are few people who are capable of design-
ing a successful financial plan without the help of a
financial planning professional. However, there is a
big difference between a financial planning profes-
sional and salesperson in the financial services indus-
try. So what should you look for when hiring a
financial planning professional?  

First of all, I suggest you use a certified financial
planner (CFP) professional. Just as you have taken the
time to specialize in orthodontics, the CFP profes-
sional has completed the established, rigorous educa-
tion, examination, experience and ethical requirements
of the Certified Financial Planner Board of Standards,
Inc. (CFP Board). The mission of the CFP Board is to
benefit the public by granting the CFP certification
and upholding it as the recognized standard of excel-
lence for personal financial planning.

Your CFP should have a structured process for cre-
ating a financial plan and he or she should be able to
tell you what it is. The CFP should want to know about
those things that are most important to you and not
just talk about their services or the products they sell.  

A CFP will work very similarly to a CPA, attorney
or your physician. You should expect him or her to
know what’s important to you and to know your entire
financial situation before making any recommenda-
tions. Furthermore your CFP should inspire you to
achieve your goals and not prey on your fears and inse-
curities in order to get you to buy a product.  

Maybe you’re facing some difficult financial cir-
cumstances, perhaps due to some past financial deci-

sions coupled with the recent poor economic condi-
tions. Here are seven things you should consider:

1. Stop worrying and focus on what you can control,
i.e.: your work schedule and spending patterns.

2. Avoid taking on more debt. Live within your
means and know the difference between wants
and needs. Stop spending money you don’t have.  

3. Stop worrying about what other people think.
They don’t pay your bills.

4. Avoid cashing in your retirement accounts. This
can be very “taxing” and expensive. Besides
you’re going to need this money someday.

5. Create a strategic plan to pay off debt. Pay your
debt off in the right fashion. For example, if you
have credit card debt (not tax deductible) and a
business loan (tax deductible), focus on the
credit card debt first to take advantage of the tax
break on the other loan. Your CPA or CFP can
help you design your debt elimination plan.  

6. If you don’t have an emergency fund, start sav-
ing to establish one. Work to have six months
of your monthly expenses set aside in savings.

7. Don’t let your insurance policies lapse. Some
insurance isn’t as easy to get when you’re older
and you might not qualify for it later.

Here’s something to think about: Most people
spend more time planning a week’s vacation than they
do planning their financial life. A properly developed
financial plan takes time to develop and implement.
Remember, trying to get it done the cheapest or fastest
way will most likely only cause difficulties and finan-
cial loss. As much as possible, do it right the first time
and don’t try to “piecemeal” your plan. Also, don’t wait
to start! I once had a college professor who had just
assigned a term paper to the class say, “starting is half
done.” In other words, getting started is the hardest
part. Do yourself a favor by getting started now and
take the time to do it right!  n
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COLLECTIONS
Become a Problem?
Strategies to Make Sure  
Your Patients Pay on Time

Has
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Do you have any patients wearing braces that
they aren’t paying for? To answer that question, look at
your accounts receivable. If 10 percent or more of your
customers are behind on their payments, then your practice
faces a collections problem. Likewise, if you have a bad-debt
percentage of five percent or more (meaning your practice will
likely never collect on those bills), then your losses are too high. And even if your
practice’s accounting books are healthy, you have treated patients that pay too slowly
or end up not paying your invoices at all. Follow these tips to get your cash flow
flowing again:

1. Head Off Payment Problems
As a doctor, you’re probably a fan of the old saying, “An ounce of prevention is

worth a pound of cure.” Follow this wise advice to inoculate yourself from problem-
atic patients. The best way to do this is to run credit checks as your new patients are
signing up with you. Develop credit scoring procedures and set your contract terms
based on their credit scores. Any of the three major credit reporting agencies –
Experian, TransUnion, and Equifax – can provide you with patients’ credit scores for
a nominal charge. For patients who have credit scores that do not meet your stan-
dards, require them to put down a deposit. 

2. Call In a Third Party 
It is likely that some of your patients will not have the cash reserves to put down

a deposit. In these cases, encourage them to sign up with third-party financing.
Financing companies can also help if your patients are looking for lower monthly pay-
ments than you can offer through your in-house payment plan. In these cases, the
third-party firms will be taking on the risk of non-payment, not your practice. 

3. Set Up Recurring Drafts 
Some doctors give patients the option of choosing between monthly mailed

billings or recurring bank drafts. You don’t need to offer the choice. Require your

by Angela Evola

continued on page 32
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patients to pay by bank draft, and there’s no reason to feel bad about it. Many busi-
nesses, from fitness centers to Netflix, have such policies in place. Your patients are
used to it, and your practice will be paid on time. 

4. Make Patients Aware of Terms
When setting up an in-house contract, make sure your staff reviews the terms

and conditions with the patient before any signatures are dashed along the dotted
line. In particular, highlight the date when payments will be considered late and the
late fees the patient will incur. The purpose of a late fee, after all, is not to nickel and
dime the patient but to encourage on-time payments. Demonstrate upfront that
your payment terms will be taken seriously. 

5. Create and Consistently Follow a System 
In the end, the best way to demonstrate that you take payment terms seriously is

to actually take them seriously. Too many medical practices follow up on missed pay-
ments only when someone in the office can get around to it. This strategy (or lack
thereof ) gives patients the impression that their orthodontic bills are no big deal.
Instead, develop a systematic protocol to follow, and schedule it into your group’s
workflow. Consistency is the key to success. 

A system can vary from practice to practice, but here are some good guidelines:
• On your billing cycle date(s), send out statements. 
• Include 30-day past-due letters and 60-day past-due letters with your statements. 
• Follow up on past-due letters with phone calls. Call past-due accounts every

other day until your office makes contact with the responsible party and can
discuss payment arrangements. Include current balances in the discussion. 

• Set aside some extra time each month (after hours or on a Saturday) to track
down hard-to-reach accounts. 

• Create status codes for past-due accounts, and train staff to keep notes on col-
lection efforts. That way, anyone looking at the patient file will know where
things stand. 

• Cross check late-paying patients against appointments. When patients come
in for treatment, ask about payment. 

• Verify patients’ addresses and phone numbers on a regular basis. 

6. Keep Collection Calls Courteous
The purpose of collection calls is to give patients an opportunity to bring their

accounts up-to-date. An aggressive approach will not make them pay faster and can
drive patients away. If patients simply don’t have the resources to pay their bill, you
can recommend removing their braces and putting them in a retainer until their
financial situation improves. Ultimately, your goal is to keep them in your practice
where they will continue treatment and remain a source of referrals.

Truth be told, collection calls entail a bal-
ancing act. You should be compassionate with-
out being a pushover. You should not have
patience for endless excuses, but you want to be
empathetic of hard times. Know your patients,
and listen to their explanations. It might take
practice to get the tone of your calls right, but it
is possible to be a caring and understanding
doctor while expecting to be paid for the valu-
able services you provide. ■

Author’s Bio
  
Angela Evola leads the patient collections services department at Ortho-
Synetics, a business services firm that assists orthodontic and dental practices
utilizing a full-service, turnkey management approach to address all non-clin-
ical practice functions to gain better efficiencies and profitability. For more
information, visit www.orthosynetics.com.
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by Dr. Jack C. Fisher, Jay B. Burton & Anne Marie Ross

Learning Objectives:
After reading this article you should:

• Understand the mechanics necessary to upright molars using Temporary
Anchorage Devices (TADs).

• Understand the potential consequences of not uprighting molars.
• Be able to describe the reasoning for placement of TADs for the purpose of

molar uprighting.  
• Be able to locate the area of TAD placement for uprighting purposes.  
• Describe why you cinch the wire after the molar has been dislodged from the

tooth mesial to it.  
• Describe the treatment plan presented in this case.  

Traditionally, multiple appliances have been required to upright mandibular
molars. All these appliances and methods have numerous side effects, with a major
one being the unwanted movement of the tooth, or segment, to which the appliance
is anchored. This movement usually occurs in a variety of ways: rotation of the tooth
in the arch, uprighting the crown (tipping distally) leading to hyperocclusion, cre-
ation of unwanted space mesial to the first molar that later must be closed, and intru-
sion with buccal tipping of the anchored segment caused by the uprighting spring.1

If the patient is not treated, dental caries, periodontal disease and root resorption
might occur.2 Conventional treatment can be expensive for the patient and time con-
suming for the practitioner. This case report describes an easy method of uprighting
second molars that incorporates temporary anchorage devices and simple mechanics. 

Case Report:
Temporary Anchorage Devices 

and Molar Uprighting

Farran Media, LLC, is an ADA CERP Recognized provider. ADA CERP is a service of the American Dental Association to assist den-

tal professionals in identifying quality providers of continuing dental education. ADA CERP does not approve or endorse individ-

ual courses or instructors, nor does it imply acceptance of credit hours by boards of dentistry. 

For more information, please visit http://www.towniecentral.com/orthotown/onlineCE.aspx

Orthotown is pleased to offer you continuing education. You can

read the following CE article in the magazine, take the post-test

and claim your CE credits. See instructions on page 38. 

This course offers two ADA CERP CE Credits.
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Diagnosis and Treatment
A 16-year-old male presented with unerupted maxillary third molars and con-

genitally missing mandibular third molars. The patient was referred because of an
impacted lower right second molar that was partially erupted and locked beneath the
crown of the lower right first molar (Figs. 1 & 2). 

The treatment plan in this case consists of placement of a TAD between the
lower right second premolar and lower right first molar, along with placement of a
bracket on the lower right second molar. An uprighting spring was bent into the seg-
ment using 0.019x0.025-inch GAC Resolve wire and activated at an apical angle of
approximately 45 degrees, providing 125 grams of force (Fig. 3). The segment is
measured from the helical coil to the TAD with a hook bent apically just mesial to
the TAD. The spring is then inserted into the buccal tube of the bracket and acti-
vated by lifting and resting the lever arm on the TAD. In this case, the wire extend-
ing through the buccal tube on the bracket was not cinched down; this allows the
crown to dislodge. At a subsequent appointment, when it was noted that the crown
had unlocked from the first molar, the wire was cinched down just distal to the buc-
cal bracket on the second molar. 

Cinching down the wire prevents further distalization of the second molar dur-
ing the uprighting phase of treatment by creating a moment. This is an important
feature of the mechanics used in this case. The moment uprights not only the
crown, but causes rotation of the roots mesially. The mechanics used, prevent the
opening of unwanted space between the first and second molars often created with
traditional mechanics.  

The patient was seen on a follow-up basis every six weeks (Fig. 4). During these
visits, the wire was reactivated using three-prong pliers. The approximate time of
completion using the mechanics presented in this case was six months. This
method of treatment allows for movement of the tooth in the least invasive and
most effective manner.  

Treatment Results
After approximately three activations of

the 0.019x0.025-inch Resolve wire, the
molar roots had uprighted in proper align-
ment, as did the crown (Figs. 5 & 6). The
patient was then informed that a more opti-
mal position could be attained by bracket-
ing the lower arch to get the molar into
proper occlusion. However, the patient was
satisfied with the result achieved and
declined further treatment. 

Discussion 
The patient was treated with simplified mechanics using only one bracket,

one TAD and one wire. Compared to the technique of bracketing the buccal seg-
ment of the side of the impacted molar, the use of skeletal anchorage with the
mechanics presented provide for no unwanted movement of adjacent teeth. The
practitioner was concerned about the possibility of the molar being super-
erupted; however, this was not found to be a problem. It should be noted that
using these mechanics prevented space from being created between the first and
second molar, thereby negating the time spent closing additional space created
during treatment.  

continuing education

continued on page 36
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Fig. 1: Pre-treatment panoramic image

Fig. 2: Pre-treatment photograph

Fig. 3: Molar uprighting spring. Prior to TAD place-
ment and tissue removal, the area was infiltrated with
local anesthesia. Notice that the tissue around the lower
right second molar was removed using a diode laser.

Fig. 4: Molar uprighting spring during treatment
reactivated with three-prong plier

Fig. 5: Post-treatment panoramic image

Fig. 6: Post-treatment photograph
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One possible unwanted effect is that the second molar might have a tendency to
tip buccally due to the moment created on the bracket. This is due to the lever arm,
which is placed away from the center of rotation. Though this is a valid concern with
the applied mechanics, no significant tipping was observed.  

Retromolar TAD placement is another option for uprighting lower second
molars; however, there are some challenges associated with this type of placement.1

Such challenges include: 
1) Creation of space between the first and second molars that will later need to

be closed by tipping the crown. With this type of force application, the clini-
cian is not able to create a moment.  

2) TADs placed in the retromolar area are at risk of possible occluding forces
from the opposing arch. To avoid the occlusion on the TAD, it might be nec-
essary to place it more distally, which decreases its mechanical use in upright-
ing the second molar. 

3) Tissue thickness can become a problem. In order to fully seat the TAD in this
area, it is often necessary to place the TAD subgingivally. Even when tissue
thickness isn’t a problem initially, there is the possibility that tissue might grow
over the TAD during treatment. Therefore, it is often necessary to attach an
accessory, such as a steel ligature, that will remain accessible at follow-up vis-
its. At time of removal it might be necessary to remove the overgrowth of tis-
sue to remove the device. 

4) Anatomically, placement in the retromolar area can be problematic due to the
course of the long buccal and lingual nerves. Although the chances of damag-
ing one of these nerves would be slim, it is possible.  

For these reasons, placement of the TAD between the second premolar and first
molar is recommended. Mechanically, this area allows for the movement of the root
in a mesial direction, thereby uprighting the molar. n

References:
1. Lee, K.J.; Park, Y.C.; Hwang, W.S.; and Seong, E.H.: Uprighting mandibular second molars with direct miniscrew anchorage. J. Clin.

Orthod. Vol. 41:627-635, 2007
2. Sawicka, M.; Racka-Pilszak, B.; and Rosnowska-Mazurkiewicz, A.: Uprighting partially impacted permanent second molars, Angle Orthod.

77:148-154, 2007.
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1. When uprighting a second molar, the
mechanics discussed in the article are
applied in order to avoid all of the fol-
lowing except:
a. rotation of the tooth in the arch.
b. uprighting the crown (tipping dis-

tally) leading to hyperocclusion. 
c. creation of unwanted space mesial to

the first molar that later must be closed.
d. intrusion with buccal tipping of the

anchored segment caused by the
uprighting spring.

e. extrusion of the second molar.

2. This case report describes:
a. a complicated method of uprighting

second molars that incorporates tem-
porary anchorage devices (TADs) and
simple mechanics.

b. an easy method of uprighting second
molars that incorporates temporary
anchorage devices (TADs) and sim-
ple mechanics.

c. a complicated method of uprighting
first molars that incorporates temp-
orary anchorage devices (TADs) and
simple mechanics.

d. an easy method of uprighting first
molars that incorporates temporary
anchorage devices (TADs) and sim-
ple mechanics.

3. If the patient is not treated, all of the
following might occur except:
a. dental caries.
b. periodontal disease.
c. super-eruption.
d. root resorption.

4. The treatment plan in this case consists of:
a. placement of a TAD between the

lower right second premolar and
lower right first molar.

b. placement of a bracket on the lower
right second molar.

c. A & B
d. None of the above

5. In order for the crown to dislodge, the
wire extending through the buccal tube
on the bracket: 
a. was cinched down.
b. was not cinched down.
c. was secured with ligature wire.
d. was secured with Class II elastics.

6. Once the crown had unlocked from the
first molar, the wire: 
a. was cinched down just distal to the

buccal bracket on the second molar.
b. was cinched down just mesial to the

buccal bracket on the first molar.
c. was cinched down just distal to the

buccal bracket on the first molar.
d. was cinched down just mesial to the

buccal bracket on the second molar.

7. Cinching down the wire:
a. allows further distalization of the sec-

ond molar during the uprighting
phase of treatment by creating a
moment.

b. allows further distalization of the first
molar during the translation phase of
treatment by creating a moment.

c. prevents further distalization of the
second molar during the uprighting

phase of treatment by creating a
moment.

d. prevents further distalization of the
first molar during the translation phase
of treatment by creating a moment.  

8. After approximately _________ activa-
tions of the 0.019x0.025-inch Resolve
wire, the molar roots had uprighted in
proper alignment.
a. One
b. Two
c. Three
d. Four 
e. Five

9. One possible unwanted effect is that the
second molar might have a tendency to
tip buccally due to the movement cre-
ated on the bracket. This is due to the
lever arm, which is placed away from
the center of rotation.
a. The first statement is true; the second

statement is false.
b. The first statement is false; the sec-

ond statement is true.
c. Both statements are true.
d. Both statements are false.

10. The patient was treated with:
a. complex mechanics using only one

bracket and one wire.
b. complex mechanics using only one

bracket, one TAD and one wire.
c. simplified mechanics using only one

bracket and one wire.
d. simplified mechanics using only one

bracket, one TAD and one wire.

continued from page 36
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9. a b c d

10. a b c d
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A Bracket is a Bracket 
is a Bracket is… Nonsense

For 2010’s annual summer meeting, CDABO (College of
Diplomates of the American Board of Orthodontics) spon-
sored a weekend of discussion on self-ligation with presenta-
tions by six experts – two academics and four clinicians. After
hours of material presented on clinical experience, laboratory
data and in-depth literature reviews, it became apparent that
the attendees could be divided into the skeptics, the curious
and the advocates of self-ligation. After listening to all these
well-prepared presentations, one apparent skeptic in the back
row called out “a bracket is a bracket is a bracket.” I have to
argue that nothing could be further from the truth. For
almost everyone who was present at the conference, it became
quite clear that each of the bracket systems described had
unique biomechanical characteristics. The inflexibility of
some in our specialty never ceases to amaze me. One simply
needs to look at the wealth of data that the work of Dr.
Hisham Badawi at the University of Alberta has provided and
the discussion should end. It is one thing to choose to use a
bracket and biomechanical system for a well-defined reason
that suits the needs of achieving certain treatment goals. It
is quite another to make the ridiculous statement that all
brackets are the same… especially after the breadth and
depth of information that was presented. 

To make the unfounded statement that all brackets are
the same and are simply a handle on the tooth is akin to
saying all tires are the same; that they are simply a method
to transfer energy from the axle to the road. If this were the
case, then we could expect the same performance from a
Formula 1 car whether it was fitted with standard sedan

tires or high technology racing tires, and conversely the
family sedan would perform like a Formula 1 car if it were
equipped with racing tires. Even the most obstinate among
us would not draw that conclusion, so why is it such a
stretch for some to accept that there are discernable differ-
ences in the performance of brackets with different designs?
It is equally surprising that after all the information which
is now available, some in our specialty still do not accept the
fact that along with differences among brackets, the entire
biomechanical system chosen to treat an individual patient
can and oftentimes does result in entirely different treat-
ment results. Or perhaps they’re still trying to convince
themselves that they’re getting a smoother ride with the
Formula 1 tires they put on their Buick. ■

by Dr. David Paquette
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