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World Class Symposiums
Situated in popular destinations around the 

globe, POWER2Reason symposiums offer the 

orthodontic specialist a world class educational 

experience. Each venue offers a unique 

perspective from renowned experts and leading 

educators. The content of each course is  designed 

by clinicians for clinicians.

 

Sign up for the POWER2Reason eNewsletter to 

learn about upcoming courses and to get 

information about scholarships that supplement 

your education. To sign up to attend a 

POWER2Reason symposium or to receive the 

eNewsletter visit www.power2reason.org.
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Spider Screw™

Temporary Anchorage Device System

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 srl. Spider Screw is a trademark of Ortho Technology, Inc. Spider Screw is patented in the European Union and United States.
*Buy 1 Spider Screw starter kit (Self-ligating, K1, K2, C1 or C2), get 1 doctor’s seminar registration free.

Giuliano Maino DDS, MD

SPIDER SCREW™

TAD Seminar
First Day of the AAO
Friday, May 13, 2011

The Embassy Suites Chicago - Downtown
600 North State St., Chicago, IL 60654

FREE SEMINAR!*

With The Purchase of 1 
Spider Screw Starter Kit

Call or visit our website for complete details.

EXCLUSIVE!
Spider Screw

Self-Ligating
TAD System

• Versatile due to small dimensions and unique patented design 

• Bracket-like head design features perpendicular round slots 

• Generous under tie-wing area for easy placement 

• Short or long collared neck sizes 

• Self-drilling and self-tapping asymmetrical thread versions 

• Patient compliance is practically unnecessary for successful
treatment every time

™
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Virtual Study Club – Case of the Month

Abnormal Developing 
Lower Second Bicuspids 
Case number: 159122

There are several different treatment options for this
case... how would you treat it? Share your thoughts on this
case and others now!

159122

+ ONLINE CE
A Traditionalist’s View of Facial Aesthetics –
Jimmy Boley, DDS

This course uses a review of literature and case reports to doc-
ument how the four classic goals of orthodontics – aesthetics,
health, function and stability – can be achieved most of the time.

+ MONTHLY POLL
Clear Aligners

Do you offer clear aligner treat-

ment in your orthodontic practice?

a. Yes  b. No

Message Boards
Exposures of Mandibular Canines
This patient has had four impacted canines for years that
simply won’t budge. Is there any alternative to expose,
chain, tug and pull with mandibular canines? 

Mandibular Canines

How Do You Keep Your Staff Motivated? 
Sometimes it’s hard to keep your staff motivated. What do
you do to keep your staff productive and on their toes? 

Keep Your Staff Motivated

Gettag and Scan

Throughout Orthotown Magazine, you can scan tag codes to access information
directly from your smartphone. To scan these codes, visit http://gettag.mobi/ to
download the free barcode reader to your mobile device. Then scan every code you
see in Orthotown Magazine to access additional information, enter contests, link to
message boards, comment on articles and more!

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=1311&t=159122&g=1&st=159122
http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=160962&g=1&st=mandibular%20canines
http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=731&t=95511&g=1&st=keep%20your%20staff%20motivated
http://www.towniecentral.com/Orthotown/OnlineCE.aspx?action=DETAILS&cid=154
http://www.towniecentral.com/Orthotown/Poll.aspx


        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 

nraeloT        

  
  

 

 

 

cetngilA

ilasivnItuobaeromn        

  
  

 

 

 

/moc.etutitsnIhc

oitavonnitsetals’’sngi

o

        

  
  

 

 

 

wen/

g—G3ngilasivnI—sno

or cuspids and bicusp

        

  
  

 

 

 

:otog

pids

        

  
  

 

 

 

g

        

  
  

 

 

 

        

  
  

 

 

 

        

  
  

 

 

 



by Wm. Randol Womack, DDS, Board Certified Orthodontist 
Editorial Director, Orthotown Magazine

A Late New Year’s Resolution

No matter how long I have been in practice, treatment
planning for those unusual and difficult cases still tax my
clinical experience and creativity. As I review message boards
on Orthotown.com, I find this dilemma is shared by many
colleagues who post cases they are treatment planning in their
offices. No matter how experienced you are, these posts prove
you haven’t seen everything that could come in your office –
yet! But your colleagues are seeing them.  

Lately, cases posted on Orthotown.com have been very
interesting and in some cases almost “bizarre.” Some of these
cases are totally new to me even though, compared to most
orthodontists, I am older than dirt. And the comments the
poster receives about his or her case are very diverse and infor-
mative. Orthotown.com is
such a great venue for asking
for opinions (and help)
about the treatment plan for
your very special patient!
And for a forum that oper-
ates, for the most part, in
anonymity, the sincerity of
all of the posts following
each case is wonderful. I’d
wager Orthotown.com has the best online forum for orthodon-
tic professionals to turn to for assistance with our treatment
planning issues by caring and sincere responders.

Last year Orthotown started the Virtual Study Club. (Side
note: You can review the article I wrote in the February 2010 issue
of Orthotown Magazine by going to the Orthotown.com home
page and searching [at the top right corner of the page] for
“Virtual Study Club” in “Magazine.”) The vision we have for
this section of our Web site is to accumulate “completed” cases
that can be reviewed by any certified orthodontist in the world
who has access to Orthotown.com. As cases with pre-treatment
records, progress records and final records are archived, this
will become a library that can be accessed by orthodontists in
all stages of proficiency.

Think about the new graduate who opens his office and,
without warning, a case that he never saw in his residency
walks into his office. What will he do? We hope that, in
time, a similar case will be in the archives of the Virtual
Study Club to guide him in reviewing the case and then 

providing the best treatment possible for his “new” treat-
ment planning problem.  

Or consider the orthodontic residents who are approaching
graduation who have not seen “all” the cases they need to be
exposed to in order to go out on their own and be confident
about the cases they will see in their office. As an instructor in
an orthodontic residency, searching the database of the Virtual
Study Club might offer me an opportunity to present a case to
my residents which we haven’t seen in the clinic. What a great
resource for teaching residents and assisting new graduates! 

The success of this “vision” needs help from our partici-
pants on Orthotown.com. I am issuing a “call to action” to each
of our regular posters to find one case they have treated with 

a nice finished result and
post it in the Virtual Study
Club section of the Web
site. Perhaps it is a case on
which you worked really
hard, and got a better result
than you expected. Pre- and
post-treatment records are
needed and if you have
progress records (which we

all should really be doing more of) that would make it perfect. If
you are board certified, select one of the cases you presented to
the ABO – one you are really proud of – and post the records
that you used for your board presentation. It might take an
hour or so of your time but look at the contribution you can
make. Perhaps you support your ortho program (or would like
to in some way). What better contribution could you make to
the residents in your school and to the recent graduates from
that program than to make your experience and expertise avail-
able to them through a simple series of clicks on their com-
puter? In fact you would be making a contribution to all
orthodontic schools and their recent graduates, worldwide!

I encourage you to make a late New Year’s resolution to
follow through with my call to action as soon as you can. It
is very simple to do. Just read my article mentioned above or
click on the Virtual Study Club Video Tutorial on the home
page of Orthotown.com for assistance. Of all your resolu-
tions, this one has the potential to be of great value to your
orthodontic colleagues, both new and experienced. ■

according to  “dr. wo”
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“Think about the new graduate

who opens his office and, without

warning, a case that he never saw

in his residency walks into his

office. What will he do?” 



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. 
*Buy 10 Lotus Plus single patient kits (200 brackets), get 1 doctor’s seminar registration free.

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

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

Alex Lopes DDS

LOTUS® PLUS
Self-Ligation Seminar
First Day of the AAO
Friday, May 13, 2011

The Embassy Suites Chicago - Downtown
600 North State St., Chicago, IL 60654

• Open design allows for maximum patient hygiene

• Bracket design provides passive engagement to reduce friction
and improve sliding mechanics

• Low profile mini-twin design with rhomboid shape for easy
placement and more patient comfort

• No special instruments required. Opens easily with an explorer,
closes with utility plier or tweezer

• Mandibular arch clips open gingivally to minimize occlusal
interference, maxillary arch open occlusally

• Convertible bracket allows for the engagement of ligature ties
during the finishing phase if desired

FREE SEMINAR!*

With The Purchase of 10 
Lotus Single Patient Kits

Call or visit our website for complete details.
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For the big results you’re looking for, look to Reliance Orthodontic Products and Bond•A•Braid!  

For more information on Bond•A•Braid, or any of our other quality products, please  

call 800-323-4348 or visit our website at www.relianceorthodontics.com.

When it comes to permanent lingual retention,
it’s good to keep a low profile.

Bond•A•Braid low profile lingual retainer wire features a thin, small design that yields BIG results.
Designed for permanent lingual retention and intra-arch splinting, Bond•A•Braid was developed 
by Dr. James Hilgers and has earned its reputation through years of proven clinical application.
Bond•A•Braid is a simple and low cost lingual retention wire that offers:

• .010” x .028”, flat 8 strand wire     
construction for strength and comfort.  

• A flat wire design to prevent interference 
and low profile enhances long term 
retention. 

• Wire maintains torque control to keep 
a low profile.  

• Easy adaptation to tooth surfaces. Ideal for 
use on upper or lower lingual areas.

•  Excellent performance for semi-permanent 
splinting of upper or lower incisors. It holds
diastemas closed, maintains difficult extraction 
sites and is ideal for splinting periodontally 
compromised teeth.

BBoonndd••AA••BBrraaiidd™

Actual width - .010” x .028”

©2011 Reliance Orthodontic Products, Inc. All rights reserved.

Flat. That s where it’s at.

•  Each tube contains ten 6” lengths of wire.
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practice management  message board

Weeks Between Visits
Some orthodontists like to see patients every eight to 10 weeks, others like to schedule recalls more often. What is your take on the matter?

Hi all, 
Up until the final six months of treatment, I see patients every eight to 10 weeks.

I have been doing this for at least 10 years now. This was not done to fit more
patients into the schedule, but rather based on orthodontic studies showing the pos-
itive effect on the root surface, staging of tooth movement and overall efficiency in
the system.

I just had a patient in my office ask why other orthodontists in town are seeing
their patients every four weeks. I did not think that anyone saw patients every four
weeks unless it was for cooperation issues, small offset bends at the end of treatment
or possibly periodontal issues.  

I was just looking for a poll of how often most of you are seeing patients during
the first 75 percent of the treatment plan, with the understanding that there will
always be exceptions to the rule and appointment sequencing changes as we get
closer to the debanding date.    

Thanks in advance for your input! ■

Six to nine weeks. Eight is my standard recall length. The range is for flexibil-
ity. I agree with your statements about four-week recalls. I suspect that patients on
a four-week recall schedule have more to do with collections than anything else.
Nothing wrong with that. Some offices must operate like this to prevent past-dues
from getting out of control, but that is a separate topic. ■

Six to 10 weeks, depending on the situation. Almost never every four weeks
unless we are pulling down a canine; that specific thing seems to run out of gas
quickly, since you can usually only get one more link each time you retie it.

I wouldn’t hesitate to tell parents or patients that “research shows that tighten-
ing braces more often leads to damage to the roots of the teeth” and let them draw
their own conclusions from that. ■ Diane 

I am a five- to six-week person most of the time. I suspect as my practice grows
I will be longer between appointments, but right now I want a closer watch on my
patients. I see my Phase I patients every four weeks sometimes due to hygiene com-
pliance, etc. ■

Four to six weeks for me. Too many bad things happen beyond six weeks that I
don’t know about until too late (loose brackets, plaque-infested chain elastic, bent
archwires, ran out of elastics, etc). Also, I don’t feel like I have enough time to detail
and finish if I’m seeing them every two months. ■

t1ngr1n  
Posted: 11/30/2010 

Post: 1 of 26   

dhmjdds  
Posted: 11/30/2010 

Post: 3 of 26  

like2drill  
Posted: 11/30/2010 

Post: 2 of 26   

Wired  
Posted: 11/30/2010 

Post: 4 of 26 

flybywire  
Posted: 11/30/2010 

Post: 5 of 26 
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Four weeks at my own private office. Four weeks at the dental chains I currently
(and used to) work at. This is probably why I see more patients (60-80 patients) in
a day than most orthos on this forum. When the treatment progresses faster than the
estimated treatment time, I simply slow down by doing a lot of reties.

I have to see my patients every four weeks because I only work a few days a
month at each of my three offices (five days a month at the busiest office and two
days a month at the slowest satellite office). I see patients every four weeks to avoid
hearing the patients’ complain that I am rarely at my office. ■

Ucla98, perhaps I am misunderstanding your post, but it seems to me that 
one, you believe that four-week intervals sometimes result in faster completion and
two, you intentionally delay treatment if the case appears to be ahead of your initial
estimated treatment time. If this is the case, I feel compelled to ask: Would you want
yourself or your children treated this way? ■ JG

Jkglenos, Yes, I believe that four-week intervals result in faster completion. Loose
brackets can be repaired sooner when the patients are seen every four weeks. Teeth
move faster when the power chains are changed every four weeks, instead of six
weeks. When I wore braces in dental school, I didn’t like my orthodontist because he
put me on six- to eight-week recall and I had to wear them for almost three years. I
don’t see anything wrong with delaying the treatment until the balance is paid in full.
Getting ahead of the treatment is not uncommon in orthodontics. Getting ahead of
the treatment is actually a good thing. I actually get nervous when I am behind in
treatment. Since my fees are significantly lower than the national average, I can’t sur-
vive if I can’t collect the full amount at the end of the treatment. ■

Ucla98, I don’t want to be a nitpicker here and I agree that in most cases a four-
week interval is going to result in a case finishing earlier than six-, eight-, or 10-
week intervals, but my points are: 

If the doctor believes that four-week intervals (or whatever) is the most efficient
manner in which to schedule treatment of a particular case, is he/she not profession-
ally (ethically) obligated to schedule accordingly? Is it acceptable (let’s say according
to the AAO ethics agreement) to delay treatment intentionally (without informing
the patient) for whatever reason (financial, convenience, etc.)? ■ JG

Jkglenos, seeing patients every four weeks has allowed me to finish most of the
non-extraction cases in 18 months and extraction cases in 24 months. I rarely treat-
ment plan cases that go beyond 30 months (mostly impacted canine cases). Shorter
treatment time means lower fees... and that’s how I compete against the other
orthos in the area. Many parents are shocked (and happy) when I tell them my
treatment fees and estimated treatment time, which are usually half as much and
half as long as the other ortho offices in the area. Nobody wants to wear braces for
a long time.

I usually work very hard at the beginning of the treatment to make sure that I
am ahead of the treatment estimate... and reward myself later by doing more reties
toward the end of the treatment. My goals are to get ahead and to avoid staying

jkglenos  
Posted: 11/30/2010 

Post: 7 of 26  

ucla98  
Posted: 11/30/2010 

Post: 8 of 26 

jkglenos  
Posted: 12/1/2010 

Post: 9 of 26

ucla98  
Posted: 12/1/2010 

Post: 10 of 26  

ucla98  
Posted: 11/30/2010 

Post: 6 of 26  

continued on page 12
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behind. And I don’t see anything wrong with this approach... I don’t think the patients
want to wear braces longer than the estimated treatment time. I had to wear braces
one year longer than the estimated treatment time and I didn’t like it. ■

So here is where I am confused with those seeing the patients more often. I have
been in practice for 20 years and I am treating non-extraction treatment cases in 15
to 18 months, extraction treatment plans (depending upon the amount of crowding)
in 18 to 24 months. Class II distalizing treatment plans (with elastics) in 21 to 27
months. Forsus treatment plans in 24 to 30 months. Impacted canines are treatment
planned for 27 months with a big fat question at the end, as we never know what we
will see with regards to rotations, etc.  

As for broken brackets, until I am in stainless steel wires, we can rebond a broken
bracket and still advance to the next archwire using Sentalloy at the same visit, so a
broken bracket should not slow down treatment unless this is occurring in the final
stages of detailing and finishing. We let our parents know that even though we do not
want to see the kids break brackets, it is not a factor in a longer treatment time and
we do not have to fix it the day that it is broken unless it is on an incisor. I agree that
hygiene can be an issue requiring more frequent visits. We see our patients four weeks
after placement of braces for a hygiene check and instructions and then four weeks
later for the actual tie change and possible wire change. Wires are usually in place for
16 weeks before being changed, so I am usually in my last wires within one year of
treatment. Elastic wear is difficult to evaluate on a four week sequence unless you are
sectioning wires for final seating. So, how would you know if they are cooperating?

History shows that years ago, patients were seen every four-weeks because mom
brought the check with her to make the monthly payment. Our patients use
Orthobanc and we still get paid monthly even though we see their kids every other
month. Treatment times are no longer, force levels are lighter and parents appreciate
the convenience. Let the wires do their job. Unless you are treating a tricky patient
with bioprogressive therapy and utility arches (which I do have in my office), what
is the advantage to the patient?

The biggest reason for asking the original question is that I felt I had to explain
why I was following the literature as he asked why many of the other orthodontists
see their patients every four weeks. 

Thanks for the input. Again, I do not believe that there is necessarily a right or
a wrong, just interested in why offices are going about treating patients differently
in an environment that is supposed to be built on evidenced-based treatment
philosophies. You would think that we would all be on the same page when it came
to something as simple as treatment sequencing. 

Thanks again. ■

This is such an interesting discussion! I think we’ve identified four considerations in
setting appointment intervals: 

- Check patient compliance in tooth brushing, elastic wear, etc. 
- Check to make sure appliance is intact
- Payment collection
- Actual appliance activation
No wonder we have such a range of appointment intervals, if each of us has a differ-

ent consideration for each of the factors! ■
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T1ngr1n, when I estimate the treatment to be 18 months, I need 18 visits to com-
plete the treatment. When I estimate the treatment to be 24 months, I need 24 visits to
complete the treatment. If the patients come every eight weeks instead of four weeks, the
treatment time will be doubled.

It’s great that you have a very good collection system. My practices are in lower
income areas. Collecting payments is a bigger task for us. Seeing patients every four
weeks will make it easier for us to collect payments from patients. The problems with
non-sufficient fund checks can be resolved sooner if the patients comes every four weeks. 

I guess every orthodontist has different ways of running his/her business. It is
actually more desirable to see patients at longer intervals. If you can see patients every
eight to 10 weeks and get things done in 18 to 24 months, then keep doing what
you are doing. I was trained to see patients every four weeks and I will keep doing
what I am doing. ■

I will also add that as an associate working out of GP offices, I prefer to see my
patients every four to six weeks because I am the one responsible for their treatment
and problems. I’m not at each office every day and those working there are mainly
GP staff, not ortho staff. Therefore if a patient calls with an emergency (my spacer
fell out), the person answering the phone usually has no idea how to handle the sit-
uation (the doctor is not here today). It is easier for me if the patient just comes
more often so I can answer questions and address problems myself rather than try-
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ing to train a staff who is focused on filling out hygiene recall cards or scheduling
crown and implant appointments.

Mom/dad/grandma does still bring the check every four weeks for some patients.
I’ve got a decent chunk of patients who seem to think that if they don’t come one
month or if treatment finishes early, they don’t need to pay despite what the contract
says or what’s been reiterated to them. If I’m seeing treatment finish sooner than 24
months on some transfer patients I inherited, I inform the parents that they need to
up their monthly payments if they would like to get the braces off sooner. ■

Treatment time and financing estimates are on my mind every day!
Items to consider: 
Orthodontic technology can shorten treatment times.
Orthodontic technology can increase overhead (either cutting into profit margin

or passing increased overhead to patients).
As treatment fees increase faster than inflation and treatment time decreases

with improved technology and efficiency, orthodontic monthly payments have the
tendency to go up (cost per month). Some offices combat this by asking patients to
pay higher down payments which all in all decreases treatment acceptance. (How
has your Invisalign acceptance rate changed over the last three years?)

Affordability is more important to many patients rather than total cost!
Longer treatment times and smaller down payments spread treatment fees over a

longer period of time, making treatment more affordable to many struggling families.
I believe the best way to handle this is to have open and honest dialogue with

our patients and parents regarding treatment time, finance estimates and the cost 
of technology.

Questions: 
What percentage of your patients would be willing to pay more money to fin-

ish faster (all else being equal)?
What percentage of your patients would be willing to pay more to have fewer

visits to the orthodontic office (all else being equal)?
How would your patients rank these values in order of importance?
1. Total cost
2. Affordability (cost per month)
3. Speed
4. Excellent result
5. Use of latest technology
6. Aesthetics (Invisalign, lingual, ceramics)
7. Pain/discomfort
8. Convenience
9. Low down payment
10. Fancy office
The truth is that different patients value different things. Different doctors

value different things. ■

Weeks Between Visits

March 2011  ■ orthotown.com14
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Open Bite... Try TADs? 
Do Surgery? What Would You Do?
With possible tongue thrust and TMJ, this 14-year-old needs treatment. But what to treat now and what to wait to treat is a puzzling question.

The title says it all. This kid also has an anterior tongue thrust, which I believe
is attributing to her minimal inicisal dispal at rest. Certainly the open bite has a
large skeletal component also. SN-MP is 44 degrees. She is also developing TMJ
problems, with bitlateral clicking in both joints... intermittent joint and muscle
pain, and intermittent closed lock in the morning. 

She is 14 years and two months old. What would you do if she walked into 
your practice? ■

Has her occlusion always been like this? I think idiopathic condylar resorption in
a case like this – teenage female, probably an athlete, worsening occlusion, worsen-
ing TMJ symptoms.

If it’s that, the literature says don’t touch it. I can give you some articles to read
if you’d like. ■  Diane 

I see pretty normal rounded condyles. I don’t think there is condyle resorption,
at least right now. I would put her in a yearly follow-up and would educate the
patient and parents to be as conservative as possible with her TMJ/muscular con-
dition (i.e.; avoid extreme jaw movements, avoid chewing gum/hard food, etc.)
and probably suggest “palliative/supportive” therapy if necessary: physiotherapy
and splint therapy. I would also tell them to consider orthodontic/orthognathic
treatment in two to three years, depending on the progress of her TMD. I would
reinforce that correcting the occlusion does not guarantee a cure of TMD. ■

like2drill  
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What’s weird is that she doesn’t have worn down molars. Has she always had this
severe of an open bite?  

I agree that the condylar heads look OK, but I’d feel better if an oral surgeon
would take a look and tell me that no condylar resorption is occurring. The TMJ
problems hopefully are part of puberty and lax joints and will go away on their own.

I’d be inclined to wait and watch on this one. If she’s stable and TMJ hasn’t
changed for the worse, I’d be looking at combined ortho/surgical correction. If you
are using TADs, then the correction would have to be primarily, if not completely,
in the mandible as her maxilla is already vertically short – this would be out of my
comfort zone. ■

If this has been occurring in a relatively short period (i.e.; one to two years) and has
been getting progressively worse, you might look at Gunson’s article in the December
AJODO. In addition, you might consider a night time gnathologic splint to lessen
joint loading created by parafunction. ■  Bob

Bob, I agree.
I am working with a surgeon that does block work-ups for this. Waiting for his

input. He also does counter-clockwise rotational of the lower jaw to close open bites. ■

I think a lot of it depends on patients’/parents’ financial ability. 
If surgery wasn’t a possibility and probably wouldn’t be in the near future, and also

the patients/parents really wanted you to give it a try and seemed like they were the
kind of people that would be reasonable to work with, and the condylar resorption
thing cleared I would give it a try non-surgically.

If I were to do this non-surgically I wouldn’t go for posterior TADs. I would
extract UR5, ULE and lower 5s (I know the profile is screaming for non-extraction,
but if I can burn posterior anchorage with some anterior TADs I think that will really
help me close the bite and hopefully preserve the profile), I would place TADs
between 3s and 4s in every quad, close space with TADs, and use anterior elastics
from the start to try and close the bite. Hopefully this will give me some maxillary
anterior extrusion (if mandibular anterior began to extrude too much I would use
some RCOS in lower). 

With all that said, I am six months into my first year in residency, and have never
actually finished a case, so I could be way off. Plus when it really came down to it I
don’t know if I could extract on that profile. ■

Tough case, Drill. Hard to even know where to start. I agree with
most of what has already been posted. I think this is a surgical case if
finances permit. TADs would be tough in my opinion. If I were to try
them, I’d do lower arch TADs and possibly upper arch bone plates to
intrude the molars. If it’s a skeletal/dental/tongue problem rather than a

melting condyle problem, then you might consider some tongue reinforcement
(either myofunctional training or tongue spurs). I’ve had some decent success with
tongue spurs in late mixed dentition cases and I know Roberto Justus shows some
really nice spur cases, even in adults. This case however, does not have the same look
as a typical tongue thrust case, as only molars are in occlusion.

continued from page 16
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Although the condyles don’t look scary (at least not yet), condylar resorption def-
initely popped into my head as well. As did the article I attached, which I read
recently in the PCSO. 

[Editor’s note: Visit this message board on Orthotown.com to view the attachment.]
Please keep us up-to-speed with what you decide and with the progress should

you treat her. ■

Hello everyone, I am a very junior member with some questions and a suggestion.
1) The cephalogram shows little bone apical to the first and second molar region

in the upper arch. How would a TAD or miniplate system be put in to intrude the
segment? Would an subapical osteotomy work more effectively as it is not a complete
surgical procedure?

2) Length of ramus is less as compared to corpus of the mandible, so the real
problem is the underdevelopment of the ramus of the body.

Suggestion – even though she is 14, suggesting post-puberty, but still an orthope-
dic, approach to move the maxilla in and upward and distal direction might reduce the
open bite combined with a tongue spur, but the tongue thrust might be secondary to
the underlying skeletal problem, so essentially it would be a camouflage treatment. 

I am just trying to understand the treatment options for this extremely tough case
and realize that my knowledge might not be fully accurate. Thank you. ■

I agree with finding out any history of this from other dentist’s X-rays or from pic-
tures. I think waiting and monitoring would be acceptable to help make an informed
plan. Also thinking about taking out U7s, L7s or U/L7s if surgery is not an option. I
have not taken out very many 7s in my career so I don’t have the first-hand experi-
ence, but looks like it would help even if you still did TADs. ■

Thank you Dr. Drill for posting such an interesting case. This case does not fit the
typical findings of a Class II open bite (the compensations like lower anterior flaring
and over-eruption of the anterior maxillary teeth are not present and this might be
because of the tongue posture). I agree with Janeel that the ramus is short (the body
of the mandible is of normal length). It looks like a case of “cheerleader syndrome.”
The condyles look OK, but she is young and is experiencing joint symptoms. Maybe
the arthritic changes that we see in idiopathic resorption have not yet occurred, and
might not be present for years.This patient needs to see the oral surgeon first, as you
have planned. CBCT scan and MRI would be helpful diagnostically.  

Maybe instead of the usual decompensation prior to surgery, she needs some com-
pensation to lessen the extent of surgery. What I mean by this is: Extract the E and
the 5 in the maxilla and protract the molars, intrusive techniques in the posterior and
extrusion in the anterior, MEAW technique, Dischinger, Open Bite Herbst appliance
or just simply bracket height positioning favoring anterior extrusion.

Please do keep us posted. ■

Try TADs

jaineel1  
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How Would You Manage This...
Open to All Opinions
With limited options for this complicated case, Townies weigh in on how they would go about treatment of a female patient opposed to jaw surgery.

38-year-old female, history of trauma UL1 as a teenager. UL1 is ankylosed 
and RCT.

Wants to fix smile... adverse to jaw surgery.
Appreciate the input... I would rather not say anything to bias others’ opinions

at this point.
Meeting with a dentist in a week to talk about the case.
Have fun with it.
[Posted: 12/17/2010]
I am curious about two things:
1) Would you try and expand the upper arch without surgically assisted RPE?

Yes, I am open to the self-ligating opinion.
2) How would you manage the ankylosed tooth? Decoranation? Or extract 

and graft? ■

I would be comfortable doing a slow expansion without surgery. Clinically, she
appears to have sufficient buccal bone and palatal inclination of the posterior denti-
tion. I don’t think it will be a problem for her that her teeth will tip instead of get-
ting true palatal expansion.

Regarding the incisor... I would send her for a surgical consult first, but would
lean toward extraction at a later date. ■

Ditto what Becky said...
What kind of shape is the incisor in? I can’t tell from the pano, but it looks like

it might have some external resorption? I read on Dentaltown.com of someone doing
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a subapical osseotomy and bringing down a single ankylosed incisor. I am not sure
this is the case for it, but I have always been fascinated by the idea.  

I think I agree that I might start with non-surgical slow expansion, the uppers
look tipped lingually to me. I would not extract the incisor until I was forced to. She
has a low smile line so you might be able to add composite to the incisal during treat-
ment to keep her looking decent. If forced to extract then I would have the patient
keep the tooth so I could bond a bracket to the crown to use as my pontic. ■

I agree with Becky regarding expansion a la buccal tipping. Looks like substan-
tial attached gingiva and axial inclination of premolars/canines could tolerate.
Vertical control is critical and could be managed by bracket position, possibly build-
up (turbos) on the lower 6s lingual cusps (not much room, but...), occlusal adjust-
ment, or TADs if it starts to get ugly, or even leaving 6s in crossbite after all.  

I would prefer extraction of UL1 early, as I feel I don’t get the movement I want
of the adjacent teeth with it in place. I wouldn’t leave it in, and it’s going to need a
graft anyway. So, the earlier extraction the better, in my opinion. ■

I would agree with the passive self-ligating folks on the expansion.
What about a single tooth osteotomy? ■

Regarding the crossbite, I agree with others that archwire expansion
can do the trick. I don’t think it matters if you use passive self-ligating
brackets, active self-ligating brackets, interactive self-ligating brackets,
twin brackets, Tip-Edge brackets, Lewis brackets or ribbon arch brack-
ets, the wire is what will expand and I have seen archwire expansion

work in all of those situations (except ribbon arch).
Regarding the ankylosed #9, I would consider the option of extracting #9 and

bringing #10 forward and planning for an implant for the lateral and veneer on the
substituted central. The downside is prolonged treatment time, an extra restoration,
and the mechanics complicating the Class III tendency on the canine. The poten-
tial benefit would be improved implant site (hopefully) which might avoid future
grafting (although I would want the surgeon to place a graft in the extraction sight
of #9) and improved soft tissue aesthetics (although there appears to be very little
gingival display on smile, papilla management will be very difficult if an implant is
placed there). It’s hard to tell if there is much of a vertical bone difference where the
tooth is ankylosed, but I would expect vertical bone management to be better if #10
was substituted.

I would want to talk to the GP and surgeon (or periodontist hopefully) who is
placing the implant about their desires, but that is one option I would kick around. ■

I agree with the comments about wire expansion. This is certainly a case that
lends itself to some archwire expansion and I wouldn’t worry very much about
relapse due to lingually tipped uppers. Some light crossbite elastics could aid this if
it is more difficult than it appears it will be. You’re probably banding the upper
molars anyway so just add some that have lingual attachments on them just in case.
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This is a case where I wish she had a more “full” profile because she has so many teeth
that are in bad shape to pick and choose for extractions. With the situation as it is
though, I think the best treatment is to open an implant space in either the UL1 or
2 position (I liked the thoughts above about moving the UL2 into the 1 position if
the vertical bone heights are way off ). It is hard to evaluate bone with the pano we
have here. Do you have any PAs from the dentist? I also agree with the comment that
it would be hard to manage mechanics if you left the UL1 in to preserve bone...
unless you were doing lingual braces. Interestingly, I have a case that I am treating
that looks just like this in the upper anterior. The UL1 was blocked out of the arch,
higher than the rest of the teeth – endo treated and very sensitive. We were able to
realign it with lingual mechanics without ever bonding a bracket to it. Of course in
her case the tooth was not ankylosed. ■

Skeleton looks somewhat Class III. Appears that the only options will involve
some form of extraction. Tooth #21 (ankylosed) appears to be useless, so pattern of
extractions would involve removal of this tooth plus some other tooth in first quad-
rant to keep midlines coincidental.  

With the extraction of #21 you can then plan to move #22 into space formerly
occupied by #21, (eventually crown of #22 will need to be made larger,) move #23
mesially and reshape to look like lateral incisor.

As for treatment in lower arch, some form of extraction/stripping might be
needed to create space to align lower anterior teeth. Because you are dealing with a
Class III pattern and if extractions were needed one would think of a Class III extrac-
tion pattern, (i.e. lower incisor or lower first bicuspids). But, I would not be too
quick to decide on the lower extractions. Maybe after nine to 12 months of treat-
ment you could re-assess situation and decide.

In explaining the treatment plan to the referring dentist you might want to show
him a wax setup of upper dental arch with your proposed positioning of upper ante-
rior teeth.  

Years ago before implants became the rage, I treated a case similar to this situa-
tion. The treatment involved four extractions, one tooth being an ankylosed, re-
implanted #21. The case turned out well.  

Other treatment option: Send patient off to an Invisalign dentist. ■

Looks like a can of worms to me.
[Posted 12/20/2010]
I like a non-extraction plan and the idea of an osteotomy (i.e. repo-

sition UL1), but the problem is the UL1 has a really long root! That
osteotomy is going to be tricky.

Patient said “no surgery,” does that mean no osteotomy either? ■

How Would You Manage This

moebodnar  
Posted: 12/20/2010 

Post: 11 of 23

str8wire  
Posted: 12/20/2010 

Posts: 12 & 15 of 23   

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=159675&g=1
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Surgical-Orthodontic Treatment – 

A Dual-Jaw
Advancement Case

by Drs. Wm. Randol Womack and Reed Day

Orthodontic malocclusions involving jaw discrepancies and airway problems are best
managed with a combination of orthodontic and surgical treatment.1,2 The present arti-
cle describes such a case in which fixed appliances and orthognathic surgery produced a
better occlusion, more pleasing soft tissue changes and enhanced airway function. 

Diagnosis
A 48-year-old male presented with a Class II,

Division 1, sub-division malocclusion (Fig. 1).
He was unhappy with his facial aesthetics and

noticed that he was getting abnormal tooth wear.
His dental occlusion demonstrated moderate
attrition and relative small crown size. He showed
no tooth structure at rest and his frontal smiling
photograph showed very little tooth structure
(3mm). The profile photograph shows soft tissue
retrusion of both maxillary and mandibular den-
ture bases, an obtuse naso-labial angle and a
prominent chin button (macrogenia). A sleep
study was not done prior to the patient’s initial
examination, however his health history indicated a persistent night-time snoring
problem with suspected sleep apnea risk factors. 

The National Sleep Foundation has reported that some form of snoring or
obstructing sleep apnea (OSA) occurs in 90 million Americans. Approximately 40
percent of patients who are older than 40 years of age snore; half of these people
snore every night. An estimated 18 million Americans have OSA and 16 million
remain undiagnosed. OSA is associated with higher risk for hypertension, coronary
heart disease, stroke, congestive heart failure, atrial fibrillation, mortality as well as
behavior and cognitive problems. Both oral appliance therapy and jaw advancement
surgery offer significant potential benefits to patients affected by this disorder.
Narrow airways result in an increase in the air velocity and increased negative inspi-
rational pressure. These two factors gradually stretch upper airway soft tissues, pri-
marily the soft palate. This narrowing begins with primary snoring. As the airway
narrows, upper airway resistance increases and ends with OSA (http://www.sleep-
foundation.org/article/sleep-related-problems/obstructive-sleep-apnea-and-sleep).

The cephalometric evaluations (Fig. 2) show a mesiognathic, straight profile with
maxillary and mandibular denture base retrusion. The soft tissue profile line shows
prominent nose/chin position.

Fig. 1
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The mandibular plane and occlusal plane are
very flat and the vertical dimension is closed. The
incisors have normal angular positions but the
lower incisor is positionally retruded relative to
the AP line.

A pre-treatment cone beam scan was reviewed
for diagnostic and treatment planning purposes. Of
particular interest were the patient’s history of snor-
ing and the possibility of OSA. The sagittal CBCT
view shows the retro-palatal and the retro-glossal
airways are narrow and the palate is long (more
than 35mm) – all indicating risk factors of airway
constriction and sleep apnea issues7 (Fig. 3, courtesy
of Anatomage).14

In reviewing the options for treatment to
achieve the patient’s goals, MMA (maxillomandibu-
lar advancement) surgery (aka “telegnathic” surgery)
was included (Figs. 4a,b**).

This procedure is reported by Prisnell and others
to be “highly successful and potentially definitive pri-
mary single-staged surgery that may result in signifi-
cant reduction in OSAS-related health risks…”11,12,13

The patient was informed that changing his
dental, skeletal and soft tissue issues and OSA risk
factors would require orthognathic (telegnathic) surgery, which is a widely accepted
approach for the correction of snoring and sleep apnea,8-10 and it would simultane-
ously improve the result of orthodontic treatment.3,4

The patient was referred to a maxillofacial surgeon for a surgical consultation
with a request to consider advancing both the maxilla and mandible and to change
his occlusal plane with a vertical down-graft.

Treatment Plan (Orthodontic)
The orthodontic treatment plan involved alignment of both arches and coordi-

nation of arch forms using fixed edgewise appliances. Since there was not a severe
malocclusion the pre-surgical preparation was not anticipated to require a long time.

Treatment Plan (Surgical)
1. Maxillary three-piece LeFort I osteotomy with advancement and possible

down-graft using hydroxyapatite. 
2. Bilateral mandibular sagittal split osteotomy with advancement and reduction

genioplasty (Arnett Analysis).

continued on page 26

Fig. 2

Fig. 3Fig. 4a Fig. 4b

Image courtesy of Anatomage
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Pre-surgical Treatment
Fixed upper and lower edgewise appliances

were placed. Since rotational corrections were
minimal and only leveling and coordination of
arch form was required, the case progressed
through NiTi arches and .018SS arches into rec-
tangular TMA arches. The patient requested that
we refer him for orthognathic surgery as soon as
reasonably possible. When upper 17x25 TMA and
lower 16x22 TMA arches were placed with elastic
hooks (Fig. 5), the contacts were opened and the
upper arch was sectioned between the laterals/
cuspids in anticipation of the maxillary surgery.
The pre-surgical treatment time was 12 weeks.

Surgical Procedure  
The patient underwent the orthognathic surgical procedure with monitored gen-

eral endo-tracheal anesthesia. The surgery began with the reduction genioplasty as it
was intended to have bone available for the eventual LeFort I osteotomy with bone
graft. A section of the anterior portion of the chin was removed with a reciprocal saw
to reduce the prominence of the chin. The graft was saved for future use.

Next the bilateral sagittal split osteotomies were performed and the mandible
advanced forward the planned 7mm. A pre-operative surgical stent made on a SAM

II articulator was used to achieve the desired
occlusal plane. The surgical models (Figs. 6a,b)
show the preparation for the advancement of the
mandible and maxilla. An intra-operative splint
(not shown) is made from the study models
where the mandible is moved to the ideal post-
operative position. In this case it was moved for-
ward and downward. When the mandible is
perfectly positioned and screws placed, the max-
illa is moved forward into the pre-surgery occlu-
sion and fixed to complete the case. The
genioplasty was done first to eventually use the

bone that is removed as a bone graft in the advanced maxilla.
Rigid fixation was achieved with trans-buccal positional screws. This now pro-

duced a temporary Class III occlusion. Then a three-piece LeFort I osteotomy was
performed to achieve a stable occlusion. The maxilla was wired intra-operatively to
the mandible and then rigidly fixed. A 4mm gap was then evident at the maxillary
osteotomy cuts reflecting the inferior movement of the maxilla. This was then
grafted with the bone taken from the genioplasty and rigidly fixed as well. The inter-
maxillary fixation was then released and an excellent occlusion was achieved. Pre-sur-
gical measurement of the distance between nasion and the lower border of the central
incisors was 69mm and post-operatively measured 75mm reflecting the 6mm down-
graft and repositioning of the maxilla to allow for proper occlusal angle and tooth
show at rest and smiling. He left the operating room with four elastic rubber bands
allowing for early mandibular movement.

The patient tolerated the procedure well. Operative time was approximately two
and a half hours and blood loss was 300cc. 

continued from page 25

continued on page 28

Fig. 5

Fig. 6a Fig. 6b
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Post-surgery
A cone beam scan was taken post-surgery to evaluate the surgical procedure (Figs.

7a,b,c,d,e) using the Invivo5 software. This shows the placement and type of rigid
fixation that was used in the surgery.

Post-surgical Orthodontic Treatment
The patient presented on April 10, 2010, two weeks after surgery, with a typical

post-surgical open bite (Fig. 8).
Post-op radiographs show the radiographic results of the surgery (Figs. 9a,b).
A combination of vertical elastics plus Class III (right) and Class II (left) elastics were

started to settle the occlusion while the surgical process was healing. Within four weeks
post-surgery the occlusion was being guided into place very satisfactorily and the Class
III/Class II elastics were adjusting the midline. Finishing arches (17x25 TMA) were used
in both arches to do final detail adjustments. The patient was absolutely excellent with
the elastics which made a significant contribution to the finishing of the occlusion.
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Fig. 7a Fig. 7b Fig. 7c

Fig. 7d

Fig. 8

Fig. 9a

Fig. 7e

Fig. 9b



On September 22, 2010, it was determined that the case was ready for appliance
removal (Fig 10).

Upper and lower Hawley retainers were placed two days following removal of the
appliances. The patient was instructed to wear the retainers full time for three
months and then halftime after.

Treatment Results
A Class I occlusal result was achieved and the maxillary/mandibular skeletal

retrusion was corrected. The post-operative cephalometric tracing shows the new
positions of the maxilla and mandible (Fig. 11) and the superimposition tracing
vividly demonstrates the AP changes that were accomplished (Fig. 12).

Table 1 shows the significant measurable changes that occurred. 
The significant changes are noted in red. Each of these changes brings

the skeletal and dental structures into very close approximation to the
norms for the Down’s analysis. These changes were the projected goals of
the treatment to achieve the profile changes that were desired by the
patient. The only change that is not vividly demonstrated in the final trac-
ing was the result of the down-graft of the maxilla. This is partly due to
the re-contouring of the chin outline with the genioplasty. The surgical discussion
stated that the Na-upper incisor measurement increased 6mm. The superimposition
tracing and Table 1 shows a final change in the Na-ANS measurement of 3mm. This
reflects, to some degree, the results of the surgical treatment in the chin area. However
the smiling photo shows a very satisfactory improvement in tooth display (Fig. 13).

The surgical result remains stable during the post-surgical treatment and after
removal of the appliances. The retention photos were taken November 1, 2010, eight
months post-surgery.
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Fig. 10

Table 1: Cephalometric Data

Pre-treatment Post-treatment
Facial Angle 89 93
Maxillary Depth 89.5 96
Mandibular Plane Angle 7 9
Y-Axis 54 52
Angle Convexity -3 7
SNA 77 83
SNB 74 79
ANB 3 5
Na-ANS 53 56
Wits Appraisal 4.4 3.1
Interincisal Angle 147 137
U1-Apo 1mm 2mm
U1-Apo 17º 19º
L1-Apo -5 mm 0
L1-Apo 16º 24º
Facial Height (UFH:TFH) 47% 48%

Fig. 11 Fig. 12

Fig. 13 Fig. 14a Fig. 14b

continued on page 30



The patient experienced complete elimination of snoring and has no symptoms
of OSA following the surgery. In addition, an airway comparison from the pre- and
post-op CBCT scans shows noticeable improvement in the airway physical struc-
tures and change in the linear airway measurements (Figs. 14a,b).

The volumetric changes in the airway are shown in Figs. 15a,b. The color codes
range from red to white, with red being very low to white being above 500mm2 in
volume (courtesy of Anatomage Invivo5).

Additional evaluations were done with the Invivo5 software using the superim-
position functions (Figs. 16a,b,c,d).

Discussion
This case demonstrates the level of excellence that orthognathic surgery treat-

ment can produce. There is significant improvement in the balance of the maxillo-
mandibular skeletal components and the soft tissue relationships as observed in the
frontal and profile photographs. The techniques used in this case are considered
“routine” in orthognathic and facial trauma surgery and contributed to the excellent
results.2,5 Rigid internal fixation of the skeletal components (maxilla/mandible/chin)
has been shown to result in little or no relapse.5,6

clinical orthodontics  case

March 2011  n orthotown.com30

Fig. 15a Fig. 15b

Fig. 16a

Fig. 16b Fig. 16c Fig. 16d

continued from page 29



The goals in this case were to utilize maxillo-mandubular advancement (MMA)
in the treatment of the Class II malocclusion, the lack of tooth display, the skeletal
and soft tissue profile imbalance as well as addressing the airway disorder risk factors
(OSA) to maximize the airway space and improve the airway resistance problem.9,10

Maxillary advancement advances the palatal soft tissues forward and upward and
opens the nasal valve. Mandibular advancement brings the base of the tongue and
the palatoglossus muscle forward and improves the position of the hyoid bone.

The patient was highly satisfied with the final functional and aesthetic result and
reported absence of snoring and a significant improvement in his quality of sleep.
His compliance with all phases of the treatment contributed significantly to the suc-
cessful outcome (Figs. 17a,b,c,d).

Thanks to Anatomage for supplying the 3D images included in this case report using
their Invivo5 software. The use of CBCT scans contributed significantly to the pre-treat-
ment planning and post-treatment evaluation and documentation of the results. n
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Ahead of the CurveAhead of the Curve
by Chelsea Patten, Staff Writer, Orthotown Magazine

Welcome to the newest installment of Office Visit, where Orthotown Magazine visits a Townie’s practice. If you have a unique 

practice philosophy or know someone who you’d like to nominate to be featured, please e-mail ben@farranmedia.com.

This month, Orthotown Magazine spoke with Dr. Robert E. Ford, a Florida-based orthodontist running a patient-oriented practice. 

Dr. Ford, of Ford Orthodontics, talks about his days spent in the office, competition in today’s economy and the creative ways 

he’s found to stay ahead of the curve.
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Office Highlights
Bonding Agents

n Assure by Reliance
n Pro-Seal by Reliance
n RMO bond LC flowable adhesive
n Transbond by Unitek

Brackets/Wires
n American Orthodontics LP (Low Profile Brackets)
n Bionic low profile brackets from Ortho Technology
n Lotus Plus self-ligating bracket system from

Ortho Technology 
n Pure Aesthetic bracket system from 

Ortho Technology 
n TruFlex Nickel-titanium wires 

Cements  
n Crosslink light cure band cement 

Class II Correction Appliances
n Elastics 
n Forsus
n Jasper Jumpers
n Spider Screw TAD system by Ortho Technology

Class III Correction Appliances
n Elastics 
n Spider Screw TAD system by Ortho Technology

Hygiene
n Agent Cool Blue 
n Colgate Prevident 
n Inspector Hector
n Plaque disclosing tablets
n Pro-Seal by Reliance

Patient Financing  
n In-office financing 
n Care Credit
n ChaseHealthAdvance

Technology/Other
n Check scanner for bank deposits
n Digital Employee Time Clock
n Fingerprint scanners for patient check-in  
n Flat screen TV monitors in reception room, 

treatment area and exam room
n HP Color LaserJet document system 

(we print everything in-house) 
n Indirect bonding
n Monitors at each unit
n NEAT document scanner for paperless charts 
n Ortho II Viewpoint  
n Orthophos XG5 by Sirona  
n Picasso diode laser (from Ortho Technology)
n Sidexis by Sirona 
n Spider screws
n Ultra-Guard Mouthguards

Name: Robert E. Ford, DMD

Graduate From: Marquette University, BS in Mechanical Engineering
University of Florida, College of Dentistry, 1981
University of California, San Francisco, 1984

Practice Name: Ford Orthodontics

Practice Location: Three locations in Marion County, Florida

Web site: www.fordortho.com

How and why did you go into orthodontics? At what point did you
decide “this is what I want to do?” 

As far back as my junior year of college, I had an inkling to go into dentistry because of a
positive role model, Hugh Gardy, my former family dentist in New Jersey. Having friends in
the dental program at Marquette University, I became very interested in what they were doing.
As a result, I decided to go to dental school. After the first year of dental school when we
started data collection on our student partners, I told my professors that I was very unhappy

continued on page 34
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with my own teeth. They immediately sent me to the orthodon-
tic department for a consultation. Shortly after that, I was in
braces and was extremely happy with the process and the out-
come. This is when I decided that I wanted to be an orthodon-
tist and go into private practice.

If you combine mechanical engineering, which is my first
degree, with dentistry, you have a perfect niche for an orthodontist.

What is your practice philosophy?  
Employing those planned and sys-

tematic operations that will ensure a
successful, quality outcome and that
will result in a pleasing, attractive smile
and healthy occlusion, both by my
own standards and the standards of the
patient. We treat every patient like they
are a relative – nothing but first class.

Tell me a little about your
practice – how is it laid out?
What is the workflow like?
Describe a typical day. 

Our building is about 15 years old, which we designed from
the start. It is laid out with a large reception room as you walk in
through the front door. Immediately to the right, there is a game
room for the children, which includes most of the latest gaming
systems. Our treatment area consists of six treatment chairs
which are divided by half wall planters. This gives the area an
open feeling but with some privacy. The treatment chairs face
large windows with a serene view of a garden and an elevated
train track with a train that runs daily. In addition, there are
large, flat screen TVs that display movies all day. Our lab is
located near the treatment area.

On a typical day I arrive at at 6:30 a.m. to do paperwork and
to review the day’s schedule. If circumstances warrant, we will
accommodate patients by seeing them this early. We perform all
procedures throughout the day; we do not limit our patients by
only doing certain procedures at specific times. We use “doctor
time scheduling” which makes the schedule flow very well.  

What makes your practice different than other
orthodontic offices? What do you do to set

yourself apart?  
We understand that our patients

and parents have busy schedules, so we
strive to stay on time. We are proud to
say that we rarely run behind. Both
dentists and patients compliment us
on how organized we are and how effi-
ciently we run our office.  

We set ourselves apart by taking
continuing education courses so that
we can keep up with the latest advance-
ments. We have done more Invisalign
in our county than all the other ortho-

dontists and general dentists combined. We are extremely accom-
modating to our patients needs, and we try to stay very involved
in our community and our patients’ interests.

Also, I prefer all our lab work to be done “in-house.” I
worked in an orthodontic lab when I was in ortho school, and I
have been able to train my staff to make the appliances the way
I prefer them to be done. The end results are quick turnarounds
and little or no confusion.

We also have a Brace Bus. I have always contemplated how we
could help parents get their children to us so they wouldn’t have
to miss work. During the last fuel crunch, we decided to purchase
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Picasso Laser (from Ortho Technology)

“I find it extremely helpful for tooth-specific situations. It helps to release
tissue on impacted teeth in order for them to erupt faster. I also use it as
the initial step to place a temporary anchorage device or mini-screw
implant. I market the laser by informing the patient and/or parent that it
will facilitate the bonding of a bracket which will speed up treatment time.
They now market a laser which is smaller and easy to use.”

Invisalign
“I started using it in 2001. My first two Invisalign patients were my wife
and my son. Invisalign has been a success in my practice especially with
retirement-age patients and teens.” 

Spider Screw TADs (from Ortho Technology)

“It enables me to perform tooth movements that before were next to or
downright impossible. Now I can work with restorative dentists and intrude
teeth that are opposite edentulous spaces, upright teeth without having to
use appliances and solve the old situation of a unilateral Class II by distal-
izing the molars and eliminating extractions.”  

Materials used for indirect bonding 
“I can’t even explain how much it has improved the way I practice. My time
for an initial bonding is just a few minutes. It ensures that the brackets are
better positioned, reducing the number of archwire changes and bends in
the archwires. It reduces the time of exposure to moisture from both sali-
va and the patient’s breath, which contributes to better bond strength.”

Dr. Robert’s Top Four

office visit

Dr. Ford’s Brace Bus.

continued from page 33
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a yellow H2 Hummer to pick up students from
school and bring them to the office for their
appointments. Students picked up on the Brace
Bus receive a report card that they bring home to
their parents with information on what was done
during their visit that day. We then take the stu-
dents back to school. This is a free service we offer
to our school-age patients. Everyone loves it! 

What is the competition like in your
area of orthodontics right now? 

We do have quite a bit of competition in our
area. There are a couple of new orthodontists
who have only been out of school for a few years.
Honestly, we have more orthodontists in the area
than the economy should have right now. 

How has the economy affected your practice?  
Fortunately, by reading and keeping up with current eco-

nomic information, I anticipated this downturn and made the
decision to hire a full-time marketing coordinator. This proved
to be a great way to get the bigger piece of a smaller pie. We
work very hard to keep the practice growing. 

Who is your primary clientele? How do you get
the word out about services to patients?  

Our clientele is quite varied; we have people from all spec-
trums of socio-economic backgrounds and also of all ages –
from elementary school-age children to senior citizens. To get
the word out about our services, we participate in community
health fairs, volunteer at local carnivals and we sponsor athletics
and the arts. We inform our local dentists and their staff through
lunches and open houses. The majority of our patients come
from the referrals of other patients. 

Tell me about My Ortho Rewards program.  
We started this reward system to get patients motivated about

keeping their teeth clean, cooperating with elastics, coming to
their appointments and referring their friends to us. Patients are
able to collect “points,” which are then used to obtain items from
a Web site called My Ortho Rewards. We find that it’s one more
way for us to stand out and to let our patients know we really do
care. We also give out extra points for various special occasions. 

What is your favorite procedure or part of
orthodontics? 

My favorite procedure is the initial exam where I get to meet
new people and face the challenge of examining and diagnosing
the patient right then and there. At this visit, we take digital
photos and a panoramic X-ray. The patients are always amazed

when they see their teeth on our flatscreen TV. It is the most
personal of all the procedures.

What do you think is the biggest problem ortho-
dontics faces today?  

In my opinion, the biggest problem that orthodontics faces
today is the large number of general dentists that are trying to
get into orthodontics with a course that they took for a couple
of days. It seems they are doing this because the economy is
tight. I also think there shouldn’t be such large ortho programs
that are putting out graduates who are now looking for places to
practice where there are none.

What do you find in terms of technology has the
biggest “wow” factor for your patients?  

We actually went back to indirect bonding about three years
ago. Our patients really like it because of how easy it is to get the
appliances placed, and parents of our adolescent patients like it
because of how quickly the procedure is performed. Some parents
compare it to their own experience and are amazed. It not only
reduces chairtime, but it puts the brackets where I want them and
means less wire bends at the end. It also reduces rebonding and
greatly aids moisture control. I no longer have any neck problems.

Describe your most successful or rewarding
experience.  

One of my most rewarding experiences was with a 12-year-
old boy with Crouzon Syndrome who was getting constant
ridicule from classmates. An oral surgeon referred him to me for
the ortho with the plan to do surgery early. This way, the boy
would have a decent chance to grow up and get through school
without ridicule. I was actually able to assist with the surgery,
which took a painstaking 17 hours. Shortly after this surgery, he

Brittany McCamley, dental assistant Maryann Wilkerson, lab technician
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office visit

and his mother moved away, so his treatment with me ended until
a year later when he came to stay with his grandparents for the
summer. I was able to talk his grandparents and him into finish-
ing up treatment, and he did. His final results were phenomenal.

Looking ahead, what would you like to see
orthodontics do in terms of the way it operates
as a profession in the next five to 10 years?  

I would like to see orthodontics establish more protocols for
treatment. The old saying is “If you ask 10 orthodontists a ques-
tion, you’ll get 12 different opinions.” We also need to remem-
ber that we should be evidence-based in the way we diagnose
and treat our patients. I would like to see controversies resolved.
I would also like companies to give evidence on what they claim
about their products. Many claim that their products and appli-
ances are the only ones that will work on certain cases. I would
really like them to prove that their claims are actually valid.

What is your favorite feature of Orthotown?  
My favorite feature would have to be the interviews with

other doctors. It’s nice to see who’s doing what, giving others
ideas of what could be beneficial and help in their practices.  

What do you like to do when you are not working?  
When I’m not working, I enjoy spending time with, Kay, my

wife of 39 years, my two sons and my three grandsons. I also
love to ski in Colorado. In addition, my favorite hobby is col-
lecting Lionel toy trains, which I have been doing since I was a
child. I am presently building a radio-controlled submarine
which will dive, travel under water and surface. It is a scale
model of the submarine I served on as an engineering officer. n

Dr. Ford is his element.
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The consumer market has changed drastically,
and prospective patients are finding you in different
ways than they used to. Some of the very things that
helped you build your practice prior to the con-
sumerization of orthodontics now work against your
ability to deliver great service. By modifying your
techniques for delivering customer service: like your
morning huddle, the new patient consultation and
your patient interactions you can continue to have
effective customer service.

As a result of the growing use of Internet search
engines like Google, more and more people are find-
ing you without the benefit of a referral. This means
referrals are down for many practices and people
“shop around” before choosing a doctor. To succeed
with the self-referred patient, “the shopper,” it is crit-
ical for you to recognize the difference between a
referred and self-referred patient so that you can
adjust your approach accordingly. 

The shopper believes that you are just one of the
many options available for treatment, while a referral
arrives at your door seeking treatment. The shopper
has no position on whether you’re the right choice,
while the referrals have been told you’re a good
choice by someone they know and trust. Shoppers

are actually more likely to make decisions based on
emotion and aspiration. If you can tap into how
improving their smile will change their life, you’ve
got them. Referrals are more likely to make deci-
sions based on treatment approach (for example,
extraction versus non-extraction) and on price.
Shoppers need to be convinced that orthodontic
treatment will change their life while referrals only
need to believe you’re the better choice among
orthodontic and cosmetic dental options. Shoppers
want what they want, and they want it now. If you’re
one of the practices blessed enough to be booked
out several weeks for a new patient consult, watch
out. The shopper will schedule, but there’s a good
chance he won’t show up. It’s not, as you might
expect, that he was never a good prospect. It’s that
he moved on and did something else; he was after all
only casual about the idea to begin with. If you
could have seen him right away, there’s a much bet-
ter chance he would have chosen to start. Referrals,
on the other hand, are willing to wait if you’ve been
highly recommended. 

All these reasons are why the first question you
ask on the phone (after you’ve asked their name and
contact info) is, “What prompted you to call today?”

by Jeffrey Behan

continued on page 38
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so you can qualify if the person was referred or
found you on the Web. With this information you
can treat accordingly. 

The key to delivering customer service lies in
building strong relationships. Under the referral
model, where most of your patients came to you as
the result of a referral, it is possible to simply do a
good job, make a good presentation and win. Not so
in trying to build relationships with people who only
see orthodontic treatment as one of many options. To
get them to go into treatment with you – and to
become a valuable source of referrals for you in the
future – you have to make relationships your goal.
Clinical excellence is expected, but relationships are
what moms talk about when the subject of orthodon-
tics comes up. To win this kind of relationship you
have to shift from making presentations to a more
interactive approach. You need to understand what is
important to them and then solve these issues. Listen
for key phrases like, “I need…,” “I want…,” “I’d
like…” When you hear phrases in the new patient
consult that include these key words, pay attention.
Acknowledge what they say and then satisfy their felt
needs. If you’re just presenting and educating, it’s
likely you’ll miss the opportunity to make the right
connection. Your dental IQ isn’t what impresses them.
They expect that. It’s your chairside manner that
makes or breaks the deal.

The key to developing a lasting relationship is in
forming common ground. Think about a social
interaction and then apply a similar dynamic to your
new patient interactions. If you and I were to meet at
a party, we would probably start by exchanging
names and the second questions asked would almost
certainly have to do with what we do for a living,
hobbies, travel, etc. All these things enable us to
potentially form common ground. If it exists, the
relationship develops. If you don’t find common
ground, the relationship doesn’t develop. Also, using
a person’s name is magic. Forgetting it is deadly. The
bottom line is people want to be understood and
accepted, appreciated and acknowledged. This is par-
ticularly true in the orthodontic practice where your
primary customers are women between the ages of 25
and 54 years of age.

Listening is also an important critical skill.
Intentionally getting patients to open up might seem
like small talk but value the information they give
about their jobs, their families, their hobbies and
interests. Are they ever in the public eye? Are they in

sales? Do they interact with people face-to-face every
day? These are all fruitful areas for discussion and will
enable you to uncover their motivations for seeking
information about treatment. Then be sure to connect
the dots between what they tell you and what ortho-
dontic treatment can do to satisfy their felt needs. 

One way to check how you’re doing is to observe
a typical consult in your practice. Do you spend 80
percent of the time talking or 80 percent of the time
listening? Let the listening side win and you’ll see
your conversions are more beneficial to your relation-
ships. It’s like “building your relationship trust
bank.” They expect you to be credible and to provide
excellent care and results, but if the consult ends and
they feel you’ve heard them, acknowledged what
they’ve said and responded well, it will be very hard
for them to say no to you.

There are five principles that can help you trans-
form your practice into a customer-focused organiza-
tion and help secure your position as a recommended
practice among patients. Some of these guiding prin-
ciples will help you take advantage of things you’re
already doing. Others might be new, but they’re all
conceptually simple and very implementable, as long
as the entire team shares the goal of delivering excep-
tional customer service. 

Guiding Principle #1: 
Think through your day 
before it begins 

Begin with the end in mind. The point is to plan
to deliver great service. You can do this by thinking
through your day before it begins. Who is coming
into your consult room today? Who will be sitting in
your chairs? What do you know about them? Do you
know where they go to school or where they work?
Can you remember things they’ve shared with you in
the past? Don’t wait until they get there to think
about your conversations with them. Spend a few
minutes before all the busyness so you’ll be ready to
amaze and delight. Most orthodontic practices begin
the day with a morning huddle. Take some time dur-
ing the huddle to tell stories on your patients. Don’t
allow it to just be about what trays need to be at each
chair. What have they told you recently? Were there
any events they talked about on their last visit? A
sports tournament? Big game? Reunion? Family
event? Remember it and ask them about it. Don’t for-
get a very powerful part of your brand identity relates
to every member of your team being able to greet

continued from page 37
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patients and parents by name. This basic skill has a
profoundly positive effect.

Guiding Principle #2: 
What you don’t do to patients 
is as important as what you do

Most practices treat everyone like they’ve already
decided to become a patient. Everyone is asked to fill
out a new patient form and the staff spends time
entering all that data into the system before they’ve
even decided to become a patient. This is fine with a
referred patient, but in this new world where more
and more patients are finding you without the bene-
fit of a referral, it’s a lot to ask of a shopper, and not
very welcoming. When consumers get in touch with
you, they’re checking you out. They aren’t signed up
for sharing their personal information with you at
that point. They don’t like being asked for their social
security number, for example, before they’ve even
chosen to go into treatment with you. This gets the
whole interaction off on a tricky footing. Consider
simplifying your new patient form for consumers.
Remember they’re checking you out as much as
you’re examining them.

Guiding Principle #3: 
Make patients “insiders”

See the practice as a stage and every member of
your team one of the players. The front door is like
the stage door and the receptionist is the stage man-
ager, as well as a key player. Every time the door
swings open someone new is entering the play. This
is why you have to be tuned in to what’s going on
around you and why it’s so important to make
patients “insiders.” 

Have you ever felt like an outsider when visiting 
a business? I can always tell long-time patients versus
new patients by the way they interact with the staff.
There are greetings and hugs while the new patients
look on quietly from their seats in the reception area.
Ask your receptionist to come out from behind the
desk to greet a new patient. Don’t just point toward
the coffee – pour them a cup. Make it your goal to
pull new people into the “conversation,” like you
would a guest in your home.

Guiding Principle #4: 
Focus on the one

The only way you can be customer-focused is if
you’re not self-focused. Keep your cell phone in your
locker. Keep the Big Gulp cups in the break room.

And keep your work area clean. You spend every
workday there and it’s easy to miss things that the
newcomer sees. Take a stroll around the office and try
to view it through the eyes of a new patient. Better
yet, have a female between the ages of 25 and 49 do
the walk-through. You’ll be surprised what she sees. 

Have you ever been at a business, trying to get
some attention from the people behind the counter,
only to be constantly put on the back burner while
they work with people on the phone? There’s nothing
more frustrating. On the other hand, every caller
deserves great customer service as well, so what do
you do? Focus on the one – the one right in front of
you. But the only way your practice can deliver this
kind of service is to remember that customer service
is a team sport. You’ll never deliver great service if the
members of your team have a “not my job” attitude.
The only way it works is if every member of your
team makes it their mission to keep an eye on what’s
going on around them and take up the slack, either
on the phone or with the patients at the front desk. 

Guiding Principle #5: 
Try to see things from 
their point of view 

What your patients say about you and your prac-
tice essentially equates your brand. Because of this,
you need to be able to see things from their point of
view. Put yourself in their shoes. The best way to
keep your pulse on what your patients are thinking
and feeling is to ask them. 

I’ve put together a pair of questionnaires, one
designed for your patients and one designed for your
staff. E-mail jbehan@visiontrust.com if you would
like a copy. You might be surprised at both the good
things… and the not so good things you hear. This
questionnaire is a good way to get on the road toward
exceptional customer service. ■
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E
very business, including a professional prac-
tice, strives to gain a sustainable competitive
advantage (SCA). A SCA allows market share
gains, especially in difficult economic times,
with far less expenditure of valuable resources.
In good economic times, the practice with a

SCA will experience a magnified benefit over those that lack
this important intangible asset. Ultimately, when a business or
practice is sold, the value attributed is far greater and charac-
terizes the final benefit that is received by taking the time to
implement the systems needed to create a SCA.

While it is true that a short-term increase in new patient
visits can probably be achieved by aggressive internal and
external marketing, the cost is high and the results will not last.
In fact, if the orthodontic practice isn’t properly structured, as
suggested below, the new patient visits will likely not lead to
new starts and further stress the practice causing additional
problems. The results from implementing a SCA strategy
aren’t immediate since it does take some time to reorganize and
create the proper office structure along with implementing the
necessary procedures and protocols. However, it doesn’t take
long to see the difference in all aspects of the practice from
increased referrals, improved current patient satisfaction,
reduced stress, elimination of negative comments, complaints
and confrontations and improved communication. Then add
the elimination of the malpractice concern and the entire prac-
tice atmosphere becomes one of enjoyment and relaxation,
even on the busiest of days.

Consulting with orthodontic colleagues over the past 25
years, as well as practicing as an orthodontist and managing
two successful offices has enabled me to test all of these con-
cepts first hand and to create a clear path to follow. These
experiences, as well as an educational background from busi-
ness school with a focus on heath care organizations, has 
provided me with a unique perspective on what makes an
orthodontic practice successful and what doesn’t accomplish
this goal. 

Everyone has his or her own definition of a “successful
orthodontic practice.” For this article, let’s define it as a thriv-
ing and profitable endeavor where staff, patients, parents,
referrers and orthodontist(s) are interacting in a low stress,
warm and easy manner providing quality care. 

Some orthodontic offices have this type of experience. A
very small number of practices have it more frequently. Less
than three percent of the orthodontists surveyed by Risk
Management Consultants, LLC, report that they feel that this
described their office environment the majority of the time.
Some, in fact, reported that they experienced so much stress
that staff turnover and unhappy patients and parents were the
norm and that they were feeling “burned-out” and hoped that

their health wasn’t suffering as a result. Many reported that
they were concerned about referrals, staff turnover, dissatisfied
patients/parent, lawsuits, keeping up with the latest technol-
ogy, and the list continued.

The solution to these issues and the method to obtain a
SCA is accomplished with a three-part strategy that is outlined
below. Using this outline, the orthodontist can create a plan to
regain the warm and easy, quality practice and enable him or
her to “smile more and worry less.”

By the way, you might be wondering what developing a
sustainable competitive advantage and having a warm and
easy, quality practice have in common. They go hand in hand.
No matter how great the orthodontic result, without the latter,
the former will not occur. Furthermore, even with the latter,
the information provided in this article, when implemented
appropriately and professionally, will all but insure the former.
So let’s examine our plan.

The first stop is to take a look at the “State of the Office.”
Initially and each year thereafter, at anytime during the year,
the practice leadership should collect and review all forms,
review all procedures and protocols, evaluate all referrals and
referrer relationships, patients and professional, evaluate sur-
vey results from these consumers, speak candidly with staff,
etc. A calendar event should be created for an annual review.
For some practices and depending on the needs and occur-
rences, this can occur more frequently. The findings will be
impressive and informative. Most importantly, the leadership
should think about how they view the past year. All practice
members and staff should outline their goals for next year, two
years, five years and farther out. Each person should evaluate
their feelings about the success of the office. Is it increasing
gross and net revenue? Does the practice have the same num-
ber of patient starts, more or less? Is there staff turnover; some
patient/parent discord; and is the practice moving along by
momentum? Or perhaps, like 57 percent of orthodontists 
surveyed, you find the practice slipping a little, “due to the
economy” or other national or local factors (such as a new
orthodontist moving into the area; one or more general den-
tists starting to do some or more orthodontics, including clear
aligner treatments or business or plant layoffs, etc.).

In this situation, you are probably saying to yourself,
“Things will improve when the economy improves.” All of us
certainly hope that is true. However, have you ever wondered
why that small percentage of practices mentioned above,
approximately three percent, is still thriving and growing even
in this economic environment. You might have concluded that
these few practices are in “special” areas or locales. They must
be recession-proof.

To some degree that might be true. However, the answer is
quite straightforward and far more basic. These practices provide
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good quality patient care, in a patient/parent/referrer/staff-
centered manner. These practices have adopted the mindset
that looks at everything they do not from their perspective but
from the perspective of the “consumer.” The consumer isn’t
only the patient or parent, but includes the referrer as well as
other treating and consulting dentists and physicians. 

An interesting revelation occurred when general dentists
were surveyed as to why they referred fewer patients, stopped
referring and maybe even started providing orthodontic care
to their own patients. The key takeaway from these and
other insightful comments is that inadequate and infrequent
communication between and among all the “consumers” has
led some to feel undervalued and not part of the treatment
team or partnership. Maybe patients and parents are think-
ing something similar. Such thoughts might consciously or
subconsciously work to negatively effect referrals to the prac-
tice. In reality, there is so little difference in the perception of
quality in orthodontic care that is provided by the majority
of orthodontists that it will be all but impossible to develop
a sustainable competitive advantage by focusing on quality.
The specialized training, education, skill and experience that
orthodontists have developed needs to be professionally
explained in focused communications, written and verbal, so
that the consumer appreciates the extensive, sophisticated
and complete diagnostics and treatment planning involved. 

What do the highly successful practices do? What are the
three differentiators that lead to developing a sustainable
competitive advantage? Their communication is superior.
Their organizational architecture is superior. Their interper-
sonal relationships are superior.

Communication
Highly successful practices don’t send the same type of

form letters or forms to patients, referrers, etc. They prepare
customized and specific correspondence, whether mailed or

e-mailed, that contains a clearly outlined path from diagno-
sis and treatment plan to completion and retention.
Customized, yet different depending on the recipient, corre-
spondence is sent to all: patient/parent; referring dentist;
other treating dental specialists; all physicians involved with
caring for this patient; and, any other health-care providers
who have contact with the patient.

The patient/parent receives a customized, comprehen-
sive, clearly outlined and carefully prepared  correspondence
with a detailed diagnosis and treatment plan, specifically
providing the steps and timeline for achieving the desired
results. Also included is a review of the informed consent
sections presented during the treatment conference and that
are relevant to this patient, as well as an addendum regard-
ing the treatment fee(s), office and referral procedures and
transfer protocols. The correspondence is composed from
modules but is further customized and compiled via word
processing. The format is easily adapted to any management
program or stand-alone word processing package.

Organizational Architecture
Highly successful orthodontic practices understand that

before the first patient is treated, the infrastructure must be
in place to facilitate the stress-free care and professional
image required for developing the desired sustainable com-
petitive advantage. Many practices might need to reorganize.
This allows the practice to take a fresh look and revitalize
and re-energize.

The most successful organizational models were formu-
lated after a careful evaluation of their personnel needs and
capabilities, scheduling, patient flows, delegation of duty,
patient needs and priorities to name a few criteria. However,
the specific model is customized and specific for the philos-
ophy of the practice. It should be an easy fit for the person-
ality of the doctor and staff. The perception by patients
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As some orthodontists have learned, careful advance discussions about transfers are important. Transfer patients offer an additional set of
issues and potential problems and require a specific series of procedures and protocols that should be followed. In some regards, transfer
patients can be the most problematic additions to any orthodontic office. Omission of a special section in your informed con-
sent addressing transfers, fees, timing of treatment and completion, etc. has led to malpractice actions,
which often include both the initial orthodontist and the receiving orthodontist. 

During treatment, the Encounter-Based Risk Management Program (EBRM) which has been
developed to attain the following three important goals of optimizing patient care, eliminating
malpractice actions and increasing referrals. As treatment progresses, EBRM provides the frame-
work for regular correspondence to each of the key people mentioned earlier. The purpose is not
only to keep them informed as to treatment progress, but also to facilitate the team/partnership
approach to the care of this patient. This is a critical component needed to achieve the three
goals mentioned above.

A Note Regarding Transfer Patients



regarding the difference in attitude and atmosphere after an
organizational change is often dramatic. This low-cost, easily
attainable modification, which permits the other two key
elements (enhanced communication and improved interper-
sonal relationships) to occur, creates the foundation for
development of the sustainable competitive advantage. 

Interpersonal Relationships
In a survey of 100 orthodontic practices several years

ago, the most frequently cited reason for poor referrals to the
office or mediocre practice success was patient/parent dissat-
isfaction with staff or orthodontist interactions. Poor inter-
personal relationships also serve as the basis for the initiation
of more than 50 percent of the malpractice cases filed. As
related in Risk Management in Orthodontics, less than five
percent of the malpractice actions were initiated due to poor
orthodontic results. After analyzing the results further, it
became clear that the two most significant reasons for this
dissatisfaction were poor communication and poor interper-
sonal relations with staff and the orthodontist(s). Also, this
dissatisfaction led to unpleasant office interactions and mal-
practice lawsuits. But, even more significant, it led to a sub-
stantial loss of referrals. 

Surveys of referrers have revealed that when similar com-
ments have been made to them by patients, their referral pat-
terns have been effected. As a result, the practice can sustain
an economic loss and a significant loss of growth opportu-
nity that increases algebraically. For example, if an orthodon-
tic practice should be receiving a referral from 25 percent of
its patients and is only receiving them from 15 percent, and
if the practice starts 200 patients per year (thus having 400
to 500 existing patients), the practice is losing approximately
20 to 50 new patients the first year. This number will
increase year after year. The only additional costs associated
with these “lost” patients are essentially the supply costs since

all other fixed costs have already been paid. Therefore, just
from a referrals perspective, without considering the physi-
cal, emotional and social costs of any negative patient com-
ments or lawsuits, the costs are high. Extrapolate the loss to
a practice starting 300 to 400 new patients per year. Year
after year, the total lost revenue is huge, and does not include
the lost increase in enterprise value at the time of sale.

Great marketing and advertising programs might bring
patients to your office. Once the patients arrive, with the
three-component SCA program, which includes the com-
munication protocols mentioned above, the appropriate
organizational architecture and optimal interpersonal rela-
tionships, they will start treatment with your office, and
when they do start, they will refer others. These new patients
and their referrals, when added to your own satisfied patients
and their referrals are now yours forever. The difference is the
obtaining of the sustainable competitive advantage. 

Year after year, orthodontists ask for forms or samples of
correspondence, such as informed consent forms, referrals
forms, progress review forms, pre-finishing checklists, 
consultation letters and the list is endless. Consider putting
the specific forms and correspondence aside. Once the style
of communications and the organizational architecture are
optimized, the interpersonal relationships are easily devel-
oped and repaired, if necessary. The change will be dramatic
and will include: lower stress levels in the practice; patients
who are happier and very well informed, eliminating most
requests to speak with the orthodontist; an increase in refer-
rals, both patient and professional; referrers who are more
willing to refer; treatment quality that is easier to attain; and,
fewer malpractice lawsuits, all while revenue and overall
practice value increase. 

Your orthodontic practice is likely to be your greatest
asset. You should care for it and protect it appropriately
while maximizing its value and your overall success. n
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Marketing should be fun. It is one of only a few investments
that has the ability to give you a great return. However, it is also
an area that is greatly misunderstood by doctors. So, in general
terms below, I’ve described how you should look at marketing 
in your practice.

It’s All About the Math
The marketing decisions you make should be made with 

a calculator. Understanding the math begins with knowing 
the numbers.

Average Revenue Per New Patient
Know what each new patient is worth to your practice. Take

a 12-month period and divide your total annual collections by the
number of new patients for the same period (Fig.1). Obviously,
this doesn’t mean you have collected this much on each of those
new patients. It is an average revenue per new patient over the 
lifetime they are with you practice. Most doctors have an average
revenue per patient of $2,500 to $5,000. Some more, some less.

Acquisition Cost
Take your monthly marketing budget (including but not 

limited to direct mail, newsletters, Yellow Pages ad, sign, TV, radio,
Internet marketing, referral programs, etc.) and divide by the 
number of new patients for that same period (Fig. 2). Acquisition
cost is usually between $50 and $100. 

by Jay M. Geier
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Once you know these two numbers, you should focus on
acquiring more new patients at that dollar figure (acquisition
cost) and ensure you have the capacity to serve them so you can
scale up the number of people you treat. Ultimately, you can
formulaically back into your net income goal. The path is
through new patients, which you acquire through marketing.

In addition to this math, there are several important con-
cepts which will guide you in making wise marketing decisions
and investments.

Front End vs. Back End
The first one is what we call the front end versus back end

of the business. The front end typically refers to the money you
make on the first transaction. For example, a patient who you
charge for an initial consult would be considered front end. Let’s
say the patient subsequently comes 10 or 12 times; that’s called
the back end. 

Your business is heavily weighted on the back end. You don’t
make all of your money on the front, nor should you expect to.
You should essentially “buy” patients with marketing by spend-
ing money on things that are designed to create patients. You will
make some of that money on the first transaction, but the major-
ity of the money will be made over time. 

This is why marketing should be considered an investment,
not an expense. You can spend the $50 or $100 (acquisition
cost) to cultivate a new patient, and over time, you will get back
$2,500 or $5,000 (average revenue) from that patient. 

Doctors who are so concerned about the first transaction 
are doctors who simply don’t understand the nature of their 
own business. 

The Spending Limit Trap
The spending limit trap is a self-induced limitation that you

have on your ability to spend money on marketing. If I go back
in my business just 10 years, the amount of money I spent on
marketing was just a minuscule slice of what I spend today. I had
a trap. I had a limit. And even today, I have a limit. There is a
certain amount of money I’m comfortable spending and when I
go over that amount, it makes me nervous. Undoubtedly, you
have some inherent limit too. There are consequences of that
and it’s a ceiling to your growth. The solution: reverse engineer
what you are to spend.

Create a new annual collection goal and back out of it. An
example, you’re gross collection goal is $1.5 million this year.
Simply divide that by your average revenue per new patient

(Fig. 3). This will give you your new patient goal. Divide that
by 12 and you’ll have your monthly new patient goal. 

Then take your monthly new patient goal and multiply it by
your acquisition cost per new patient (Fig.4). This will tell you,
roughly, what you need to spend each month on marketing to
reach your annual collection goal. 

Determine your spending limit based on reverse engineer-
ing and not the spending limit trap. The spending limit trap is
inaccurate and has no basis, besides fear. There’s nothing for-
mulaic to it. There will be a difference between what you spend
today, and what you should spend, based on the goal that you
want to accomplish. 

Tracking Results – Holding Your
Marketing Accountable

Like any other investment, you need to set up the mechan-
ics to track your marketing so you know which investments are
performing and which are not. This way you have the ability to
make an accurate determination about the results your market-
ing produced.

When I ask my clients how they track their marketing, many
of them say, “I just ask my front desk staff, and they tell me.”
This does not constitute tracking. This form of tracking is inac-
curate! There are two very important statistics to track, which a
call-tracking system can track for you.

Response Rate
When you send out a marketing piece, there is a level of

inquiry – via e-mail, Web site and phone. How many pieces you
sent out divided by the number of inquires you receive deter-
mines your response rate (Fig.5).

Scheduled Appointment Conversion Rate
Divide the number of inquiries by the number of patients

who scheduled an appointment. There are always some people
who inquire and never schedule an appointment.

Many times the magic – the thing that determines profit 
versus breaking even – is how you attend to those two conversion

continued on page 46

÷

÷

÷

ANNUAL COLLECTION GOAL

$1,500,000$1,500,000EX.

2011

# OF NP  NEEDED

441441

=

=

=

AVG REVENUE PER NP* *

$3,400$3,400

*NP  NEW PATIENT

3377EX.

2011

$3,523.88$3,523.88x

x

=

=

MONTHLY NP* GOAL
MONTHLY MARKETING 
INVESTMENTx =ACQUISITION COST PER NP*

$$9955..2244

*NP  NEW PATIENT

EX. ÷

÷

=

=

3,0003,000 11..5%5%

TOTAL # OF MARKETING PIECES  
SENT/ # OF PEOPLE REACHED RESPONSE RATE÷ =TOTAL # OF INQUIRES

4545
Fig. 3

Fig. 5

Fig. 4



points. First, focus on the scheduled appointment conversion
rate. In every practice I’ve worked with I’ve found hidden oppor-
tunity here. 

Your staff controls this conversion rate. What happens on the
telephone is what determines whether or not the patient gets
through the door. 

If you’ve spent the money to market and someone calls your
office, the goal is for your staff to schedule an appointment.
What happens on the telephones is what gets patients in the
door.  Correcting staff ’s mistakes is an easy fix but without a call-
tracking tool, it is hard to determine where your office is under-
performing. A call-tracking tool is mandatory to protect your
marketing investments. 

Tracking Marketing Sources
Once you know how much you need to spend, and you have

put the tracking system in place, take your new patient informa-
tion and break it down by marketing source – the source by
which the new patients found you.

This would include avenues like patient referrals, walk-ins,
Yellow Pages ad, Web site, billboard, TV, radio commercial, etc.
List every source that you have, and how many new patients you
currently add from each source. How much money did you
spend on each source (See Fig. 7)?

Are there any sources on which you have been spending a lot
of money that are not returning what they should? If it turns out
you have one area where your acquisition cost is $500 or $600,
and you’re not making money on those patients, cut out that
marketing avenue and reallocate the money to another source.

Don’t make these decisions prematurely. In other words, 
if any areas are questionable, keep them going and track them.
Attend to those two conversion points long enough to deter-
mine what’s not performing and then make decisions. If certain
avenues of your marketing are not generating inquires, pull the
plug on those marketing pieces. If they are generating inquires
but the inquires aren’t converting to scheduled appointments,

then it’s most likely an issue with how your staff is handling
these inquiries.

Do these things first and you’ll be in a great position to gear
up your marketing.

In my next article (May 2011) I’m going to tell you about the
ideal marketing avenue that should be your number-one source
of new patients – patient referrals. If done correctly, patient refer-
rals could be your best marketing investment. ■
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Author’s Bio
  
Jay M. Geier is a speaker, consultant and the president and founder of the Scheduling Institute. He helps his clients reach new 
levels of success and create a lifestyle they dream of, using their practice as the vehicle. New clients begin working with Jay by
enrolling in the Scheduling Institute where he guarantees a 10 to 30 percent increase in new patients by leveraging a practice’s great-
est asset – staff. He offers a call tracking service to his clients as well as events, additional training and coaching groups. Jay can
be contacted by e-mailing jay.geier@schedulinginstitute.com, by calling 877-216-8225 or by visiting www.schedulinginstitute.com.
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industry  news

Ortho News in BriefOrtho News in Brief
The Industry News section helps keep you informed and up-to-date about what’s happening 

around the dental profession. If there is information you would like to share in this section, please 

e-mail your news releases to ben@farranmedia.com. All material is subject to editing and space availability.

Registration for the 2011 AAO Annual Session is Open

The AAO Annual Session will be held May 13-17, 2011 in Chicago, Illinois. This year the band “Chicago” will bring its
soft rock and pop anthems and ballads to the 2011 Annual Session Opening Ceremonies on May 14, 2011 at McCormick
Place Lakeside, Arie Crown Theater. Registration forms received after April 8, 2011 (5 p.m. CDT) will be subject to late
registration fees. For more information on the Annual Session or to register, visit www.aaoinfo.org.

Align and Cadent to Co-Develop Applications for Invisalign Treatment

Align Technology and Cadent announce an agreement to co-develop software applications that will run on Cadent
iTero and iOC scanners for use in Invisalign treatment. Align Technology expects to develop a series of these applica-
tions with Cadent over the next couple of years and are in final beta tests with Cadent to validate their systems for use
with Invisalign. Align expects to announce interoperability in the second quarter of 2011. Visit www.aligntech.com for
more information.

Ortho Technology to Exclusively Offer The Picasso Lite Laser

Ortho Technology has entered into an exclusive agreement to distribute the Picasso Lite Laser to orthodontists world-
wide. The Picasso Lite Laser can be used to expose unerupted canines and second molars, remove soft tissue for bracket,
band and TAD placement, treat ulcerative lesions and canker sores, frenectomies and for gingival contouring. Visit
www.orthotechnology.com for additional ordering information.

New Financing Tools from ChaseHealthAdvance Simplify the Patient Financing Process 

ChaseHealthAdvance has unveiled three brand new patient financing application and presentation tools for providers
and their patients. With the iPad presentation and application tool, practitioners can quickly and simply help patients
compare financial options and monthly payments right from the iPad, making it easier for the patient to decide on the

right plan for their budget. By utilizing a netbook with the new netbook application, patients can apply for financing
and get a credit decision in seconds, without taking any time away from office workers. The practice can also save time
with the free desktop toolbar, which is currently available for download. More information about any of these tools can
be found at www.healthadvance-online.com.
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Pearlescent Nitrile Examination Gloves

Pearlescent nitrile gloves boast a unique, glossy sheen
and superior barrier protection. Expertly adapted for 
dental professionals, these gloves offer high flexibility,
exceptional tactile sensitivity and wet grip for proper 
handling of instruments. A smooth, powder-free interior
allows for easy donning, even over long periods of wear.
Visit www.swgloves.com for more information or to
obtain a free sample.

Pearlescent Nitrile Gloves

You are invited to visit Orthotown.com to ask questions or post comments about the following New Product Profiles. If you would like

to submit a new product for consideration to appear in this section, please send your press releases to Assistant Editor Marie Leland

at marie@farranmedia.com. All material is subject to editing and space availability.  

BioPassive Bracket

The BioPassive Bracket is the passive version of the
established and very reputable BioQuick Bracket. The
BioPassive features a .016"x.016" auxiliary slot; the patented
3D hook-style base that increases bond strength; rounded
edges for increased patient comfort and the circumferential
pad margin that aids in the bonding process. The slot has
been increased to allow room for the use of larger archwires
with a minimal amount of friction. For additional informa-
tion visit www.forestadentusa.com.

BioPassive Bracket

Zen-X

Zen-X High Speed USB X-Ray Sensor has a 14-bit
CMOS sensor capable of more than 16,000 shades of gray.
This sensor comes in both size 1 and size 2 to ensure a com-
fortable fit for any exam. Zen-X can achieve a fast two-second
transfer time between exposure and on-screen display.
Compatible with existing imaging softwares via TWAIN
interface, Zen-X also comes with complimentary imaging
software RayMage. For more information, call 800-416-3078
or visit www.myrayamerica.com.

Zen-X

LightWalker Lasers

The LightWalker Hard and Soft Tissue Lasers can per-
form virtually all soft tissue surgical procedures. LightWalker
lasers are manufactured by Fotona, the European leader in
all-tissue dental lasers. The LightWalker laser is available in
three models to meet every dentist’s needs and budget. The
single wavelength 8-watt model ST-E Er:YAG laser, the dual-
wavelength 8-watt model DT with Nd:YAG laser capability
and the top-of-the-line dual-wavelength 20-
watt AT model. For more information, call
Lares Research at 888-333-8440, ext. 2050
or visit www.laresdental.com.

LightWalker Lasers

http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=164985&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=164986&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=164987&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=164989&v=1
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townie poll

64%  
Yes

Orthodontists’ Opinions About
Marketing
Find out what your colleagues are doing when it comes to marketing their practice in this

poll conducted from December 13, 2010 to January 18, 2011. Make your voice be heard…

don’t forget to participate in the current online poll about clear aligners at Orthotown.com.

Do you have an active marketing
strategy for your practice?

What plan do you have for 2011
marketing?

26% Keep it the same as 2010

36% Increase our marketing
efforts

30% Look for new ways to market
8% Use more Internet/social 

media marketing

How has the economy affected
your marketing efforts? 

19% We have not changed due to 
the economy

45% We have increased our
efforts in marketing

8% We have changed our approach 
to marketing

28% We are looking for new ways 
to market

Who manages your practice 
marketing? 

43% The doctor
11% Chairside assistant
40% Treatment coordinator
6% Hired marketing consultant

What marketing approach has
worked best for you? 

4% Internet
11% I really don’t know which one 

works best
85% Patient referrals

How do you track your 
marketing effectiveness? 

68% Patient questions at 
initial office visit

15% Comparing new patient exams 

to previous numbers

6% Marketing consultant reports

11% We don’t really track this

How much of your 
overhead expense do 
you spend on marketing? 

21% One percent

36% Three percent
15% Five percent

15% More than five percent

13% I don’t know

36% 
No

http://www.towniecentral.com/Orthotown/Poll.aspx
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American Orthodontics Therma-Ti

American Orthodontics introduces Therma-Ti, a heat-activated wire representing
the very latest in archwire technology. Available in three force levels, Therma-Ti is
engineered to be used early in treatment. Its enhanced alloy characteristics produce a
wire with biologically optimal unloading forces that are light, continuous and
remarkably resilient – perfect for today’s longer treatment intervals. Therma-Ti has a
very small transition range from dead-soft to active for more predictable results.
Polished to the very highest quality satin finish, Therma-Ti offers superior low-
friction mechanics.  

Therma-Ti is available in three different arch forms: Natural Arch, International
Arch and the new VLP Coordinated Form, which provides a slightly wider form in
the posterior, making it ideal for passive self-ligation. All American Orthodontics
arch wire is available either individually wrapped or bulk packaged in boxes of 10
wires, for a choice of delivery system.

For more information, contact American Orthodontics at 1714 Cambridge
Avenue, Sheboygan, WI 53082-1048; 800-558-7687; or www.americanortho.com. n

continued on page 52
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Forestadent Bio Series Archwires 

Are you looking for ways to achieve your treatment
goals in a shorter period of time? Implementing a few key
products into your bag of tricks could help you achieve
just that. The Bio Series Archwires from Forestadent have
special characteristics that have been proven to shorten
treatment time. This series contains five different arch-
wires, all representing a different phase of treatment.

Each archwire in this series has a uniquely smooth sur-
face that reduces the friction between the archwire and the
bracket by up to 30 percent. The surface is treated with a
high polish process which allows the archwire to slide
freely in the bracket slot. Less friction equals fewer wires
and faster treatment, a very economical solution for both
the patient and the clinician.

The Bio Series archwires all consist of a special heat-
sensitive alloy, which works to the patient’s advantage in
one very important way… comfort. Since these wires are
heat sensitive, temperature changes create an intermittent
leveling effect. This creates a neutral balance of forces for
the patient, thus giving the patient a much more comfort-
able treatment. This characteristic also allows the patient
to relieve any pain he or she might have with a simple
glass of cold water.

BioStarter: This archwire starts at .010 and ends at
.018, providing low forces for sensitive patients, and is
especially good for patients with periodontally compro-
mised situations requiring risk-free gentle forces. The
elasticity of the .010 archwire also allows treatment to
begin faster in severe crowding cases where you would
typically need to skip teeth to start the treatment.

BioTorque: This archwire comes in a wide range of
square and rectangular sizes. BioTorque offers efficiency
when you need to express detail. The biggest benefit of
this archwire is the efficient force transfer during intense
tooth movement such as tipping, torquing and rotating,
without risk of long-term damage to the teeth.

BioFinisher: This is a square wire that does just what
is says… it finishes the case. Essentially this archwire is a
holding wire that holds everything together as the final
touches are added to the case before bracket removal.  

BioLingual: This mushroom-shaped archwire is per-
fect for lingual treatment. BioLingual is available in six
forms, which were calculated by a digital recording of
200 jaws to determine optimal shape. This lingual arch-
wire comes in four dimensions, .010, .012, .014 and
.016, and contains the same surface condition and ther-

mal characteristics of the BioStarter archwire.  
BioCosmetic: The newest addition to the Bio

Series, released in October 2010, BioCosmetic is a
tooth-colored archwire that is the perfect compan-
ion to the QuicKlear ceramic bracket system. This
archwire is made out of Superelastic NiTi with the
same characteristics as the other archwires in the
BioSeries. The tooth-colored coating is made of a
high quality medical-grade plastic that stands up
against staining and chipping, providing an excep-
tional aesthetic treatment.  

Forestadent USA offers a full line of high
quality orthodontic products at very com-
petitive prices. For more information on the 
newest innovations, events and programs, visit
www.forestadentusa.com. n

continued from page 51
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Ortho Technology Archwires

TRIFECTA Thermal Nickel Titanium Archwires fea-
ture three separate force levels on one sensational arch-
wire; gentle forces for the anterior region, moderate
forces for the bicuspid region and heavy forces
for the molar region. Ensuring the right
force on the right teeth at the right time,
as well as the time-saving advantage of
fewer archwire changes. They have excel-
lent wire shape integrity, high polish and
etched centerlines for easy placement and
are available in full form, round and rec-
tangle archwire types. 

Universal Form Archwires have a wide
universal arch that can be used on the upper
or lower. They create a broad smile that displays the
first and second bicuspids when viewed from the anterior.
Perfect for use with self-ligating bracket systems. The
Universal Form Archwire provides the features of our
TruForce, TruFlex and BetaForce wires with the added
benefit of our carefully designed arch form.

TruFlex Nickel Titanium Archwires use super elastic
properties and are provided in the austenitic or activated
state. They offer mid-range force characteristics, consis-
tent force levels, a smooth bright finish with excellent
rebound and memory properties. Available in reverse
curve of spee, full and euro form, round and rectangle
types with etched or dimpled midlines. Straight leg reverse
curve of spee, round and rectangle types with etched mid-
line are also available.

TruFlex Thermal Nickel Titanium Archwires are pro-
vided in the martensitic or soft and pliable state. They
become super elastic once they reach the transformation
temperature of 90 degrees Fahrenheit/32 degrees Celsius
and are activated or austenitic. They provide gentle, lower
force levels and a smooth, bright finish. The extreme pli-
ability of these wires offer easy ligation. Larger size wires
can be introduced at earlier phases in treatment without
compromising patient comfort. Available in full and euro
form, round and rectangle types, and etched or dimpled
midlines. Reverse curve of spee, round and rectangle types
with etched midline are also available.

TruForce Stainless Steel Archwires are manufactured
with the highest quality medical-grade type-304v stainless
steel. These wires have an extremely high tensile strength
and accept intricate bends without breaking. Available in

full, standard and euro forms, round and rectangle, with
etched or dimpled midlines. The full and euro forms are
offered in a gold tone finish which adds additional
strength and provides loads four to six percent higher than
silver finish.

Ortho Technology’s BetaForce Beta Titanium Archwires
are nickel-free with properties that fall between the bend-
ability of stainless steel and the flexibility of nickel tita-
nium. BetaForce wires have a smooth, polished surface for
excellent sliding mechanics and provide moderate wire
stiffness levels at 60 percent less than stainless steel. These
wires offer excellent formability, which is ideal for patient
specific detail bends along with gentler force levels that
increase patient comfort. Available in full and euro forms,
round or rectangle types.

Tooth Tone Coated Archwires make aesthetic treat-
ment complete. They are resistant to staining and defor-
mation. Tooth Tone Nickel Titanium Archwires combine
the predictable, continuous force levels of nickel titanium
with the superior aesthetics of plastic coating. Tooth Tone
Stainless Steel Archwires combine high quality stainless
steel for consistent performance with superior aesthetics.
They are available in full form, round and rectangle arch-
wire types.

For more information, contact Ortho Technology,
Inc., at 17401 Commerce Park Blvd., Tampa, FL 33647,
USA; 800-999-3161; or www.orthotechnology.com. n

continued on page 54
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Reliance Orthodontic Products
Bond-a-Braid Lingual Retention Wire

When it comes to permanent lingual retention, it’s good to keep a low profile.
Bond-a-Braid low-profile lingual retainer wire features a thin, small design that

is designed for permanent lingual retention and intra-arch splinting. Bond-a-Braid
was developed by Dr. James Hilgers and has earned its reputation through years of
proven clinical application.

Bond-a-Braid is a simple and low-cost lingual retention wire that offers a flat
design to prevent interference, and the low profile enhances long-term retention
and comfort.

The wire starts as an eight-strand braided wire that is annealed and flattened
through a precise die that yields a final dimension of .010x.028. The eight strands
provide strength and the flat dimensions prevent torque of the tooth around the
wire and enhanced patient comfort. The annealing process results in a wire that is
95 percent dead soft for easy adaptation to the tooth surface and helps prevent
accidental wire deformation.

Bond-a-Braid is ideal for use on upper or lower lingual areas and provides
excellent performance for semi-permanent splinting of upper or lower incisors. It
can be used to keep diastemas closed, maintain difficult extraction sites and is per-
fect for splinting periodontally compromised teeth. Each tube contains 10 six-inch
lengths of wire that can be cut to length and is economically priced.  

Bond-a-Braid is a great choice for many lingual retention and splinting situations. n

continued from page 53



orthotown.com n March 2011

showcase wires

55

Reliance Orthodontic Products
Ortho FlexTech

Ortho FlexTech is a totally unique lingual retention wire concept from
Reliance Orthodontic Products.

Since its introduction, Ortho FlexTech from Reliance Orthodontics has
become one of the most popular lingual retention wires in use and for a good
reason. Developed by Dr. David Musich, his goal was to enhance patient com-
fort, bond and place more easily than conventional wires and to reduce the
potential for tooth “kick out” due to accidental wire activation.
Ortho FlexTech met those goals with excellent results.

Ortho FlexTech is a 1.0x35 14karat white gold chain for superb
aesthetics and strength. Since the wire is flat, it provides resistance to
torque or “kick out” of the incisors and provides better patient com-
fort. Another unique feature, the wire is completely “limp.” This pre-
vents activation of the wire interproximally and allows for much
easier and closer adaptation to the cingulum since no wire bending
is required. The chain naturally forms to the lingual surface which
also helps prevent accidental activation from an improperly bent and
bonded wire.

Ortho FlexTech is truly unique in lingual retention wires and
offers easy adaptation and bonding, superb resistance to relapse and
accidental activation with great aesthetics and patient comfort. Each
spool contains 30 inches of 14karat white gold chain. n
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On Commitment 
and Competency
by Robert Waugh, MS, DMD
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After getting accepted to dental school and achieving top spots
in our graduating classes, we earned our way into what is arguably
the best field in all of health care: orthodontics. Although the
process required competency, most of us excelled through an over-
whelming commitment to learn. Upon receiving our specialty cer-
tifications we left the security of our residencies for private
practice, finding ourselves motivated by that same commitment.
This time, however, our common goal became providing our
patients with the highest levels of care. It appears to me that our
ability to perform this care is often not as powerful as our commit-
ment to do it well.

I recently received a handwritten letter from a dentist in
Myanmar (Burma), whose favorite subject is orthodontics. “Dr. Z”
is a self-taught orthodontist whose remote location and lack of edu-
cational resources forced him to reach across the globe to me using
paper, ink and stamps to ask me about a single clinical concept. He
began his letter apologetically, saying, “I have to continue to con-
serve my education by writing to all parts of the world since there
is no postdoctoral program here...” He explained his limited access
to e-mail and the Internet. After reading his scribbled series of edu-
cated questions, it became clear that Dr. Z was very well read on
many related subjects. Following his final question, he closed with
“Let me know your extensive findings from time to time...
Faithfully, Z.” This letter has become an inspiration to me to
recommit myself to learning more for the benefit of my patients.

Since graduation, I’ve learned more about orthodontics than I
ever imagined possible through myriad resources. But, imagine hav-
ing none of that. What if you never had your residency and had to
teach yourself to help people who have debilitating malocclusions? 

Your university was accredited by the American Dental
Association to a standardized curriculum, and more than 400
providers are recognized by the ADA to award continuing educa-
tion credits through its Continuing Education Recognition
Program (CERP). Later this year, the ADA will vote on a pro-
posal that “commercial entities” (companies that produce, mar-
ket or distribute health-care goods or services used on or by
patients) should no longer be eligible to award CE credits as ADA
CERP providers. Whether you agree, such a change might
impact trade meetings and courses manufacturers provide. These
passive learning methods might be less common in the future and
we might once again have to rely on our inner commitment to
revitalize our enthusiasm for learning.

With our economy slowly emerging from its doldrums, we all
still have extra time to “sharpen our saws” and ramp up our clin-
ical, managerial and interpersonal skills. Take advantage of it and
be thankful you don’t have to rely on stamps to get it done. ■

Author’s Bio

Dr. Robert Waugh has practiced orthodontics in Athens, Georgia, since
1989. He received his BS degree from Mercer University in 1983 and
went to the Medical College of Georgia School of Dentistry to earn his
DMD as well as an MS in Oral Biology. Dr. Waugh attended his residency
in orthodontics at the Baylor College of Dentistry, earning a second 
master’s degree and his certificate of specialization in 1989. He became
a Diplomate of the American Board of Orthodontics in 2000. For more
information, please visit www.intellident.org.



Step up to results with Reliance Orthodontic Products and ORTHO FLEXTECH!  

For more information on ORTHO FLEXTECH, or any of our other quality products, 

please call 800-323-4348 or visit our website at www.relianceorthodontics.com.

ORTHO FLEXTECH, was developed by 

Dr. David Musich and allows you to 

provide esthetic lingual retention 

without the worry of accidental wire 

activation which can cause relapse or 

“kick-out” of the incisors. ORTHO FLEXTECH’s strong,  

flat design allows for close adaptation and enhanced patient 

comfort. ORTHO FLEXTECH is a convenient and low cost 

lingual retention wire that offers:

• 1.0 x .35 mm, 14 kt. white gold 
construction for strength and comfort.  

•  Flat wire design to provide close adaptation 
and enhance patient comfort. 

• Long term tooth retention – flexible chain
design prevents accidental wire activation. 

• Easy application – chain naturally forms
to lingual surfaces eliminating the need 
for wire bending.

• Each spool contains 30” of white gold chain.

©2011 Reliance Orthodontic Products, Inc. All rights reserved.

Give “Kick-Out” the Boot
With Ortho Flextech™

from Reliance Orthodontics Products, Inc.



For more information on
PLANMECA ProMax 3D Max

please call...

1-630-529-2300
or visit us on the web @
www.planmecausa.com

PLANMECA®

PLANMECA®

ProMax® 3D Max

Introducing the
PLANMECA® ProMax® 3D

Max...
• Automatically adjusts volume sizes
for children
When the child patient size is selected, the fields of view
(volume sizes) and the dosage parameters are
slightly reduced

• More than 36 pre-programmed targets
From a single tooth scan to the whole skull, the
ProMax 3D Max has 18 pre-programmed targets,
5 adult fields of view, 5 child fields of view, and more

• Patented SCARA technology allows
limitless imaging possibilities

• Full view, open patient positioning for
standing, sitting, and wheelchair accessibility

• Space saving
A small footprint and compact design make the
ProMax 3D Max the smallest large FOV on the market

• High resolution, flat panel technology

• Now compatible with Mac OS environment

Features
• 5 selectable, single scan fields of view
Most common uses:
ø5 x 5.5 cm - Individual tooth or other point of interest
ø10 x 5.5 cm - Mandible or maxilla
ø10 x 9 cm - Mandible and maxilla
ø10 x 13 cm - Mandible or maxilla and sinus
ø23 x 16 cm - Full maxillofacial image, upper or lower skull

• The smallest and largest fields of view on
the market giving the ProMax 3D Max more
versatility then any other comparable
X-ray unit

• Large view, single acquisition - dual scan
for full maxillofacial and skull imaging
ø23 x 26 - Full skull covers the whole head and is
therefore extremely useful for surgical and orthodontic
procedures, as well as TMJ, ear, sinus, and airway
studies. Using the large volume size, it is possible to
generate a 2D cephalometric image with a
single mouse click.


