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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.

EXCLUSIVE!

• 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

Spider Screw

Self-Ligating
TAD System

™
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+ ONLINE CE
Creating Certainty and Confidence
with Indirect Bonding 
– Larry White, DDS, MSD, FACD

This course presents an indirect bonding system
that orthodontists can use to expedite their
bonding appointments and make them more
pleasant for doctors and their patients.

+ MONTHLY POLL
Retention

How often do you use fixed retainers on a case?

a. Always

b. Sometimes

c. Seldom

d. Never

Orthodontic Treatment Time 
A Townie from India wants to learn more about accelerated
osteogenic orthodontics and if it considerably reduces the
treatment time.

Orthodontic Treatment Time 

This Year Over Last 
Comparing first quarter of 2011 to first quarter of 2010, are
your numbers up, down or the same? What do you think
affected the change? 

This Year Over Last 

continued on page 6

Subscribe to 
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www.towniecentral.com/
orthotown/subscriptions.aspx

Receive Orthotown.com 
e-Newsletters
www.towniecentral.com/
orthotown/myprofile.aspx

Find Orthotown on Facebook
www.facebook.com/orthotown
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CASE of the MONTH

Adult with Root Resorption –
How Much Resorption is 
Too Much to Retreat?
Case number: 154378

This patient really just wants cosmetic alignment
but this Townie’s biggest concern is the existing
root resorption. What would you do? 

154378

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=1297&t=154378&g=1
http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=166181&g=1
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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!

continued from page 4

Orthotown.com is a place for Orthodontists to come together!

In addition to being free, members get insights on posted case studies,
peer reviews of equipment, supplies and emerging technologies. 

Every time you refer colleagues to Orthotown.com and they register, you
receive one chance at winning an iPad2. If you are not already an
Orthotown member, when you register your name will be entered into
the iPad2 drawing.

Look for more information on Orthotown.com under “refer a colleague.” 

Did you know that Townie Central has more than 2,700 clas-

sified ads posted for our members? Whether you’ve just 

finished your orthodontic residency and are looking for a job,

are selling your practice, are ready for retirement or hoping to

buy equipment for your new start-up, you can find it all on

Orthotown.com! Our classified ads are free and easy to use.

Click the Classified Ads link and then click the Submit Ad 

button. If you need to change any information in your ad or

delete it completely, click the Maintain Ads button. What are

you waiting for? Post your ad today! As always, I’m here to

help if you have any questions!

If you have questions about the site, call
me at 480-445-9696 or e-mail me at
kerrie@farranmedia.com.

See you on the 
message boards,
Kerrie Kruse
Online Community Manager

Declassifying Orthotown.com’s
Classified Ads06

11

Let’s Grow the Orthotown Community Together

Gettag and Scan

Message

from the

Online

Community

Manager

http://www.towniecentral.com/Orthotown/ClassifiedAds.aspx


Introducing 3D CEPHALOMETRIC ANALYSIS
because your patients are not 2D

-
-

CALL TODAY FOR A DEMONSTRATION!

Comprehensive 3D analysis
Trace directly on the 3D volume. 
Customizable options for all types 
of measurements and analyses.

Easily create your own 3D
Create custom planes, lines, land-
marks, and measurements.
Easily establish 3D norms with 
automatic norm building functions.

Compatible to traditional 
analysis
The 3D tracing can be converted 
into a traditional 2D analysis, 
including Steiner, McNamara, and 
more.

Automatic landmark 
identification
Simply trace the outlines of struc-
tures and landmarks are auto-
matically identified for you. Easy to 
learn and use by the entire staff.

www.anatomage.com 
 Tel) 408-885-1474  Fax) 408-295-9786

111 N. Market St. #800 San Jose, CA 95113

A Plugin for



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

Reflections on AAO, CBCT

The 2011 AAO Annual Session was by all measurements a great success.
The “toddling town” provided a great venue for national and international
attendees. I was impressed with the number of international speakers on the
program. It really speaks to the fact that we live and practice in the “global 
village.” Thanks to all who stopped by the Orthotown booth; your discussions
with us helped reinforce our mission to serve our readers and online members
with the most up-to-date information about orthodontics. 

And a big thank you to all who stopped by for cocktails and hors d’oeuvres at
our VIP Townie Happy Hour at Bin 36 on Sunday, May 15. Every year during
the AAO Annual Session, I look forward to reconnecting with our Orthotown
members in person and continue our online discussions face to face. This party
was just a little token of appreciation to all who have supported the largest online
orthodontic community in the world!

Everywhere I look in our sacred profession, it is more and more evident that
mini-screws and CBCT are becoming more “routine” for many orthodontic

treatment procedures. In Chicago, the exhibits
offered the latest in CBCT machines with all kinds
of enhancements in field of view and exposure
times. On my flight back home, I had a chance to
reflect on the issues surrounding CBCT use – posi-
tive and negative. There is so much more that can
be seen with CBCT including better evaluation of
TMD and airway concerns, hidden supernumerary
teeth, TAD and implant placement, etc. This tech-
nology also helps give our patients and their parents

a clearer vision of treatment plans. On the other side of the CBCT argument,
cost and radiation concerns remain front of mind for every practitioner consid-
ering this amazing technology (the latter bolstered most assuredly due to the
recent press in national newspapers). Some practitioners who I have spoken with
have used it and find it helpful in specific cases or when they’re using SureSmile,
while others are fearful of potential liability of “missing something” after reading
a scan (all discussions we’ve presented within the pages of Orthotown Magazine
and will continue to do so as the technology advances). 

No matter what side of the CBCT fence each of us is on, because of the
impact this technology will continue to have on our profession, we are all highly
interested in the advantages and the disadvantages of CBCT scans. As a reference,
I would suggest searching for and reading articles published by Dr. John B.
Ludlow from the University of North Carolina. I forsee the objections – radia-
tion and cost – decreasing and the positive aspects of CBCT becoming more
apparent. Orthotown Magazine has always kept a strong focus on CBCT and we
will continue our efforts to provide the latest and the most factual information
about all aspects of orthodontics to our readers. Thank you, again, for reading
Orthotown Magazine, posting on Orthotown.com and for your generous support. ■

according to  “dr. wo”

Everywhere I look in our sacred 

profession, it is more and more 

evident that mini-screws and CBCT 

are becoming more “routine” for many

orthodontic treatment procedures.
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Passive Self-Ligating Bracket System

With an Advanced 
Nickel Titanium Clip

Low Profile 
Mini Design

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

Call About Our 2 Free Trial Cases Today

800-999-3161 | 813-991-5896

*Get 2 free patient cases (40 brackets) when you purchase 5 cases (100 brackets). Try Lotus Plus Brackets for the first time and 
if you are not completely satisfied then return the remaining cases and keep the two trial cases at no cost. Offer expires 08-31-2011
© 2011 Ortho Technology, Inc. Lotus is a registered trademark of Ortho Technology, Inc. Domestic and international patents pending.

*

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

Ormco Launches New Loyalty Rewards Program 

The Ormco Loyalty Rewards program was designed to reward practitioners for their commitment to using Ormco’s selection
of orthodontic appliances; the program enables orthodontists to earn rewards points for every Ormco purchase. The points can
then be redeemed for hundreds of Ormco ancillary products or tuition for continuing education courses to help doctors stay
up-to-date on the latest in orthodontic technology. Membership in the program offers a percentage of every dollar spent on core
products back to the provider in the form of Loyalty Rewards points. For more information, visit www.ormcorewards.com.

Align Technology to Acquire Intra-Oral Scanning Leader Cadent

Align Technology, Inc., has signed a definitive agreement to acquire privately held Cadent Holdings, Inc., (Cadent), a
provider of 3D digital scanning solutions for orthodontics and dentistry based in Carlstadt, New Jersey. Cadent strengthens
Align’s ability to drive adoption of Invisalign by integrating Invisalign treatment more fully with mainstream tools and 
procedures in doctors’ practices. The combination of the two companies will help accelerate the use of intraoral scanning in
the dental industry by leveraging Align’s global sales reach, extensive professional and consumer marketing capabilities and
base of more than 55,000 users. To learn more, visit www.aligntech.com or www.cadentinc.com. 

Dolphin Mobile Now Available for Imaging-only Customers

The Dolphin Mobile application, which was introduced last year to customers running Dolphin Management 4.5 is now avail-
able to Dolphin’s Imaging-only customers. The Dolphin Mobile app lets a user securely access their Dolphin system from an
iPhone, iPad or iPod touch. It directly connects to their server, allowing the user to access live practice data. Dolphin Mobile
supports Imaging-only, Management and Imaging, or Management-only. The app can be downloaded for free from the App
Store and has a $99 activation fee per device. For more information, visit www.dolphinimaging.com/dolphinmobile.html.

Registration for the PCSO Annual Session Now Open 

The 75th annual session of the Pacific Coast Society of Orthodontists will be held September 22-25, 2011 at the Vancouver
Convention & Exhibition Centre, in Vancouver, British Columbia, Canada. Participating doctors and staff can earn up to 20
hours of continuing education credits. Speakers include Dr. Vince Kokich Jr., Dr. David Sarver, Dr. Ed Lin, Mr. Jeff Behan,
Ms. Rosemary Bray and more. To register online or to see the complete speaker line-up, visit www.pcsortho.org.



Award-Winning Cone Beam  
3-D Imaging System 

Available exclusively through 

www.i-CAT.com
Get the free mobile app for your phone
http:/ /gettag.mobi

Powerful and Easy-to-Use Treatment Tools

Clinically Flexible 3-D Imaging

Practice Integration and Fast Workflow

Exceptional Experience and World-Class Network

A complete orthodontic imaging workup in one scan.

Don’t miss the 
5th International Congress  

on Cone Beam 3-D Imaging.  
November 4-5 – in Dallas, TX 
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townie poll

58%  
Yes

Orthodontists’ Opinions About
3D Imaging
Find out how other orthodontists utilize 3D imaging in their practices and more in this poll conducted

from March 25, 2011 to April 29, 2011. Also, don’t forget to take the current online poll on retention

at Orthotown.com.

Do you see 3D imaging becoming
standard in orthodontics?    

If you use 3D imaging, how do 
you use it?   

24% I use it for my all my diagnostic
records  

7% I use it in addition to conventional
records  

69% I use it only for special
cases (impactions, etc.)

What level of education do you
feel is needed to safely use 3D 
in your practice?  

14% Presentations at ortho meetings  
10% Instructions by colleagues who 

use 3D  
20% Seminars by manufacturers  

56% Seminars by OMFR

What is your current level of com-
petency in using 3D imaging?

4% I don’t know anything about 3D
imaging  

18% I don’t know my level of competency  
38% I am just starting to learn about 3D

imaging  
40% I have been using 3D long

enough to feel competent

How often do you obtain CBCT
records for your patients?  

6% Never  
38% Rarely  
25% Sometimes  
19% Frequently  
12% Always

How is 3D imaging impacting
your practice?   

11% I don’t know much about it  
32% I don’t use 3D imaging yet, but

considering it  
21% I’ve just started using 3D imaging

36% I use it routinely

What kind of scan do you 
routinely obtain?  

51% Full volumetric scan 
4% Small FOV scan  

36% Some of each depending on 
the case  

9% I don’t know the difference 

How do you obtain your 3D scans? 
32% I have a 3D machine (i.e. CBCT)  
28% I use an imaging lab service

40% I have access to a 3D
machine from a colleague

How do you evaluate the 
information in a 3D scan?   

36% I review only the data I
am interested in  

23% I review all the data in the scan  
4% My lab provides me with a 

package of information  
21% I outsource some of the scans  
16% I outsource all of the scans

42%  
No
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    starting 

$12.99    a set

866.695.3319 · info@myorthoselect.com · myorthoselect.com
* Free shipping on most orders

16 years of satisfied customers . First 3 cases are free   
ABO certification . No contracts . No set up fees  
Free shipping* . Free software . 5 pricing options

                                                                    



Nine-year-old female referred by GP for crowding. Would anyone do anything
at this point? Extract M, R? 

Would that really help anything at this point? If so, would you put a lower lingual
holding arch (LLHA)?

I was taught to never initiate serial extraction unless solid Class I. 
Does anyone know of any good Phase I, interceptive ortho texts out there? ■

I think I might be inclined to extract lower Cs and place LLHA with upper and
lower 2x4 and slowly open space for L3s. With this in mind, I would inform parents
that she might need extractions in the end, but at least try to prevent them for now
with some early arch development. ■

clinical orthodontics  townie clinical

June 2011  ■ orthotown.com16

Anyone Do Anything Now?
Always a debate when it comes to extractions…

birddentist  
Posted: 4/6/2011 

Post: 1 of 16 

Fig. 1

Fig. 4 Fig. 5

Fig. 9 Fig. 10

Fig. 2 Fig. 3

Fig. 6 Fig. 7 Fig. 8

Like what you’re reading?
Then check out these other
message boards about 
young patients:

High Angle Class III w/Open
Bite (Nine years old)
Search: High Angle Class III 

Phase I Decisions
Search: Phase I Decisions

pipesjohnson  
Posted: 4/6/2011 

Post: 2 of 16 

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=152536&g=1
http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=149160&g=1


I, too, would extract lower Cs and place LLHA. ■

I would start the Phase I treatment only if there is a sign of wear of the lower inci-
sors due to deep bite. Since there is no wear of the lower incisors, I wouldn’t do any-
thing right now. I would wait until all the permanent teeth erupt and start one phase
comprehensive ortho treatment. I think it is very unlikely that the patient will need
extraction of permanent teeth in the future... the lower incisors are not too proclined
and I can use the leeway space. ■

Ucla98, you need to preserve the leeway space first in order to use it later.
[Posted 4/6/2011]
Also the lower Cs are not resorping. ■

Extract lower Cs and place LLA to preserve as much space as possible. Wait to
decide extractions or no extractions. No serial extraction in this case is my opinion. ■

Phase I: Extract lower Cs. Upper quad-helix to de-rotate 6s and gain mild inter-
canine width to gain space for eruption of U3s.  

Watch L until lower Ds exfoliate and place LLHA and monitor exfoliation of
lower Es (looks like the 5s are only resorping the distal roots of lower Es right now).

I would not place this case in the six-month recall pile as it will almost surely turn
into an extraction case. Anytime I see converging roots of U2-2 and lack of space for
U3s, I’m doing conservative expansion. ■

Trk13, in my opinion, no need to preserve the leeway space at this point. The
mesial roots of both lower Es are long and solid. I wouldn’t even use the LLA in this
case. The reason all the 3s are still way up is this girl is only nine years old. ■

I’m a big fan of Gianelly in most early treatment situations. Tony taught us that
most orthodontic problems can be easily treated starting when the lower first bis start
to erupt. I think that is the case here.

He also used to say in his lectures that the crowding is at its worst at the stage
where this girl is now. The total size of the remaining deciduous teeth is equal to the
total size of the future adult teeth (3, 4, 5) give or take a millimeter. So you look at
this girl and see that she is about 7mm or 8mm crowded. Some people use 8mm as
the break point for extracting lower 5s or 4s.  

For those of you who want to take 4s, remember that you will generate 14mm
and need 8mm at the worst. That means you will upright the lower incisors about
3mm, give or take.

Why try arch development? If you run an evidence-based practice, we know that
one of the least stable things you can do is to try and treat a clear extraction case 
non-extraction. How can you suggest to parents that you’ll try non-extraction, but it
might not work?
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And if it does work it is unstable?
I vote for extracting all 5s someday. There is a Jim Boley article on borderline

extraction cases. It basically says to extract the 5s in these kinds of cases if you want
a stable result. Jim is a master orthodontist for those that don’t know him.

A previous post on a different subject asked about presenting ideal treatment
plans. The same is true here. You can provide an excellent result here which will be
stable if you extract the 5s. Non-extraction for this patient is a compromise. Sorry to
all who are offended. ■

The reason we all have problems with these kinds of cases is that so much will
change so it is almost impossible to make a real solid decision now. So follow
Gianelly and wait until the lower 4s start to erupt. You will always feel pretty good
about your prognostication skills at that point. ■

Ucla98, how does that help if the lower Cs, roots are long and solid? If you’re 
monitoring tooth development/eruption by age then these roots should be well
resorbed at age nine? ■

Trk13, in my opinion, nine years old is very young. I don’t usually do Phase I 
treatment on kids that have perfect Class I occlusion, no crossbite, no bad habit. There
hasn’t been a single case where I regret not starting a Phase I treatment earlier. ■

Birddentist, based on 1) a retrognathic mandible, 2) likely CO-CR discrepancy
(Class II will increase and bite will open), 3) blocked cuspids, and 4) significant
crowding, this case could be approached by obtaining a full set of records. Missing
information consists of the amount of A-P and vertical discrepancy, the condition of
the TMJs (they look fine in the pano) and the true amount of crowding. Growth
appears favorable, but length of the mandibular corpus might preclude “growth”
from helping to correct chin. 

Utilizing a VTO technique with average amounts of growth could help with plan-
ning, particularly when the discrepancy between CO and CR is taken into account. 

You might want to read this article. 
“Premolar Enucleation”
Arthur H. Ingram
The Angle Orthodontist
Volume 46, Issue 3 (July 1976) pp. 219-231
If this approach is taken, then the enucleation of the lower third molars could

also be considered.
Depending on the perception about growth and the correction of the Class II

malocclusion placement of a TPA and a LLHA would facilitate vertical control and
space utilization. ■ Bob Frantz 

Anyone Do Anything

continued from page 17
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This patient presents wanting straight teeth and he wants me to pull his fangs.
Patient is Class II molar/canine right and left, asymmetric lower arch with midline
shifted to left as patient lost lower left E when much younger. Mom states she just
never got around to getting that space maintainer for him. LL5 is impacted with
bony defect around LL4, 5 and 6. Narrow maxilla, retrognathic mandible, large
overjet, severe crowding upper and moderate crowding lower. Any thoughts on the
case as to what extraction pattern you would take? U4s, L5s or U4s, LL5 or 6, or
non-extraction and distalize maxillary segment with TADs? Would anybody just
extract U4s and finish Class I canine on right and Class II canine on left? Open for
suggestions. And surgery is not an option. Thanks for your help. ■

Pretty straight forward: extract all 4s, shift the lower midline, erupt the LL5,
orthognathic surgery, two jaws probably.

That’s how I would present it. If they don’t want surgery, same plan but long-
term retainers and hopefully he’ll do surgery someday. ■

It’s not very often I would suggest this, but maybe all 6s. There is a heap of
crowding and the molars all have restorations present.

He has 8s so he is going to get two molars per arch.
Nice radiographs, very clear. ■

Swamp fox, pretty good idea. I like it. Extracting 7s, or in this case 6s, tend to
help control the vertical which might avoid surgery. 
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What Happens When No Space
Maintainer Was Used 
When surgery isn’t an option, the case is up for debate.
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Posted: 4/6/2011 ■ Post: 4 of 32   
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Ankylosis and Impacted 
LL5, Midline Off 
Search: Impacted LL5
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On the other hand, you will have an anchorage problem on the upper if you are
hoping to avoid excess overjet at the end. I might do a Nance until the 3s are down
and then TADs in the area of the upper extraction sites to stabilize the molars and
retract the anterior teeth. If you do MBT, turn the lower braces upside-down to
increase lower anterior anchorage. I’d probably try lower TADs also but I don’t have
the luck with lowers as I do on the upper. ■

I would just extract both upper 4s and create space for LL5 to erupt. ■

Ucla98, one has to wonder where the space will come from for the LL5 to erupt
especially since there is some lower anterior crowding already.

I think the space for the LL5 will come from a vertical change. The lower ante-
riors will flair and the lower molars will extrude. I don’t think I would feel very com-
fortable with that approach. ■

I believe the original poster stated that “surgery is not an option.” Extraction of
upper 4s only is definitely a compromise treatment but I wouldn’t turn down this
case if the parents decline the surgical option. 

If you think the lower incisors would flare out, you could extract the LR5 and
shift the lower midline to make room for the LL5. Since it is almost a full step Class
II on the right, I wouldn’t extract the LR5 and I would stick to my original plan of
extracting just the upper 4s. ■

Ucla98, what do you think will happen with the lower teeth? I’d love to know
your thoughts. ■

I would extract U4s/L5s. It’s already a compromise. Why make it harder than it
has to be? ■

Ucla98, me too. I just can’t visualize your logic. Please elaborate. I’m four bis in
this case, can’t see another way – even with extractions I see a canine Class I chal-
lenge, need to watch anchorage. ■

Trk13 and zxzxzx, right now the IMPA is about 90-92 degrees. Non-extraction
in the lower arch would make it approach 105-110 degrees (and this is, of course, a
compromised result)... at least there will be no need to bring them out further (after
the LL5 is corrected) to correct the overjet since both upper 4s are extracted. ■

Pipesjohnson, why is surgery not an option? ■
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Ucla98, I guess I’m just not comfortable with the chance of increasing IMPA
upward of 20 degrees. ■

Trk13, this angle is comparable to some of the Herbst cases that I’ve seen. I’ve
finished a few cases that are similar to this one and I am not very proud of the result.
Well, either that or jaw surgery. 

IPR might reduce the IMPA by four to five degrees but this would give the
patient a larger overjet. ■

Surgery is not an option due to financial reasons. ■

I agree with markgood72 and extract of U4s/L5s. It is a no-brainer to extract in
the maxillary arch. The question is whether to camouflage the skeletal Class II with
a non-extraction approach in the mandible. I think with the amount of crowding
that is present there will be too much proclination of the mandibular incisors which
could lead to perio issues and greater relapse risk. Hopefully surgery would be finan-
cially possible in the future. ■

Pipesjohnson, do you mean no insurance? Or something else? ■

Zxzxzx, no insurance or do not want to pay for surgery out of pocket. ■

One could consider the extractions of the first bicuspids, let the LL5 erupt to
bring up the bone level and once arches are coordinated and leveled, consider an
archwire Herbst or similar for the remaining Class II correction. He appears to have
a very vertical facial growth pattern and if no surgery is desired, you either finish him
Class II with a nighttime “functional appliance” retainer and hope for the best, or try
to get as much with the archwire Herbst.

If he opts out, with straight teeth Class II at this age, he might change his mind
in the future. TADs in the maxillary buccal and palatal with a bonded overlay
.019X.025 SS wire placed after you are in rectangular wires will help intrude the max-
illary posterior teeth and allow for some (little amount) auto rotation. One can also
use the TADs for anterior retraction as well if needed. Just a few random thoughts. ■

I have read all the post and I agree with Dr. Ruff ’s approach, four bis and surgery.
A non-extraction approach in the mandibular arch makes no sense at all.

Since surgery seem to be declined then we are stuck with this question: How do
we correct the sagittal relationship and decrease the vertical dimension?

I had the opportunity to attend some of Dr. Emile Rousseau’s lectures and he
showed a similar case treated with microimplants.
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Here is the plan:
Extract U4R, U4L, LL5 and LR5. If one question why LL5, my answer is that

a good surgeon can extract this tooth without destroying the bone around.
Molar band plus TPA. 
Place microimplant between second premolar and first maxillary molar. Use an

elastomeric chain from the microimplant to the second premolar. Microimplant could
be place between first and second molar. I have done both and it worked well.

In the lower arch, place microimplant between L7-L6 and intrude molars by
using an elastomeric chain from the 6 and the 7.

The intrusion of the teeth will rotate the mandible forward.
You will be amazed how your case will turn out OK if managed properly. 
Best regards. ■

I think we all agree that this is ideally a surgical case; he clearly has a skeletal
problem. But patients like this walk into our offices all the time and want/need a
non-surgical treatment option for whatever reason. People have problems coming
up with four or five thousand, let alone another six thousand for surgery. Plus the 
morbidity of surgery. I can tell you with almost 100 percent confidence that this 
kid’s chief complaint is not his Class II bite. If you can bring those canines down
and correct the impacted LR5, then you’re a god.

This case is all about informed consent. If they decline surgery then they must
accept a compromise. People don’t die from IMPAs of 105 or 110. What I wouldn’t
want to do is leave this kid in braces for any longer period of time than I have to. Get
in and get out as quickly as possible. Extract U4s and lower non-extraction, or extract
the LL7 if you need to. Open space for the LL5, correct the lower midline, and yes,
likely advance the lower incisors. This case is so Class II even with TADs you’d be
tough to get him classified. It would be a long time in braces, plus you still have the
skeletal problem.  

I’ve given up trying to correct true skeletal problems non-surgically. If it’s a
mild or moderate discrepancy then I’m all for U4s and L5s. But with this kid’s
problems and his chief complaint I’m inclined to do as little as possible.

Thanks for sharing and good luck. ■

Umngmc, if this was Facebook, I’d give your post a “Like.” Especially the part
about LL7 extraction. This will allow easy tip-back of the LL6 (and his LL8 looks
fine), LL5 can come in and bring bone, the mechanics used to tip back the LL can
help with lower midline, etc. As everyone agrees, this is not “ideal” but “realistic
given this patient’s situation.” Just my thoughts. ■

1. Extract LL7 to upright the 6 and allow the 5 to erupt. You want the 5 to
erupt and bring its bone. If there is a problem with its eruption it can still
be removed and you will still have the 6 and the 8 on the lower left.

2. Extract the LR6 for midline correction and lower anterior retraction.
3. Extract the upper 7s.
4. Herbst appliance to distalize the maxillary molars and advance the mandible

more on the left side. Crowns on the upper 6s will control the vertical.
[Posted: 4/11/2011] 
I like the X-rays too. What machine do you use? ■
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Tom525, I use a Sirona entry level digital pan/ceph. Thus far I have been very
happy with the images, etc. plus it is upgradeable to CBCT if need be. ■

It’s U4s, L5s for me. No question. I like the LL7 idea but it does not address the
midline or the asymmetry in the lower arch. However it does help resolve the bone
problem around the LL5. Good thoughts. ■

There is a lot of discussion for a straight-forward case. It is an obvious surgical case
but the patient denies surgery. I would still approach like a surgery but use a Herbst 
or Advansync plus four first premolars. The lower extractions are to align the lower
midline and retract the lower incisors and the upper extractions are to relieve the
crowding and upright the upper incisors. The boy still looks like a boy so I would uti-
lize a Herbst or Advansync from the start with the end in mind. My biggest concern
is trying to establish a better mandibular position. The rest can be corrected with TADs
if necessary. ■ Roy King

Umngmc, I love what you said in theory, but as a newer doc I am totally wor-
ried about what my referrals will think of an unfinished case. How do you handle
that part? ■

Wired, my software company has a letter I have my staff print for every deband that
shows before/after smiling facial pictures and straight on intraoral picture. I personally
sign each one and write a short note if necessary. In a compromised case, I write “good
result without surgery, which the patient did not want.” In poor oral hygiene or non-com-
pliant cases, I write “as good as I could get without compliance.” That way they know you
are aware of any compromise and they should understand for the most part. ■

Hey Wired, It’s important to have good rapport with the dentists in the area. I send
a letter before treatment begins to let them know the treatment plan and any limita-
tions to the agreed treatment plan. When I finish a compromised case, for whatever
reason, I send another letter at the end of treatment explaining why. If you can make
this kid look decent, the parents will probably rave about you, since the ortho down
the block said they could only fix it with surgery.

The only compromise I see with this case is a Class II molar finish, and IMPA of
110. You should be able to finish with bilateral Class I canines. When you open space
for the LL5, you’ll push the lower midline back over to the right. Given this kid’s 
problem, those are results I’d be willing to accept. ■

No Space Maintainer
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Patient Has Moved, Cashed
Refund Check, Now Wants More
Money Than I Refunded Her
Whenever treatment is not completed, there is a discussion of fees to be refunded. What formula should you use?

Her case fee was $5,000; she paid me $3,000; and I refunded her $500. She was
nine months into a 12- to 15-month treatment plan, but she went to Denver and
the orthos there said she needed 12 months and they were going to charge her no
less than $4,000 to finish her case.  

As soon as I gave her transfer records, I also had her sign the AAOIC form for
refunds. She also cashed the check months ago, so I feel that I am free and clear, but
of course she is coming back for a bigger refund. The AAOIC has no policies on
refunds so they said I can refund her some or none at all. What should I tell her? Was
this fair on my part? She was a nice lady, but starting to be a pain. ■

She’s signed herself out of your practice, so I don’t see where she would have a leg
to stand on for a larger refund. Use this as a learning experience and if you haven’t
done so already, bulk up your paperwork to state the transfer policy.

In our patient contracts, the termination fees are clearly stated: there is a certain
amount refunded if the treatment was less than one year, and a different amount if
they were in treatment longer than a year.

Every person who starts treatment gets a contract which reviews the missed
appointment policy (and fees), lost retainer fees, transfer fees and insurance policy
(we will file for you, but patient is responsible for paying any unpaid insurance bal-
ance prior to deband).

Finally, make sure your staff is trained to clearly explain to transferring patients
that the new orthodontist’s fees might be very different, they might deband and
rebracket completely, and that the overall fee is going to be higher when all the ortho
treatment is complete.

Hope this helps. ■

I think you were nice to refund her the $500! In my practice, she would have
owed me $500. (25 percent down, the rest split evenly over the estimated treatment
time). Although I probably would have written off the $500 if we hadn’t already
collected it.

She is just operating on the prin-
ciple of “if you don’t ask, you won’t
get it. All they can say is no.” So just
say no. Explain that treatment always
takes longer and costs more if you
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don’t ask, you won’t get it. All they can say is
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move in the middle of it. She can always come back to your office for adjustments
and continue with the original treatment plan if she doesn’t want to pay more. We
are not tire stores! If she wants to continue treatment in Denver, it will cost her more
than originally planned. ■ Diane

Too late to help you unfortunately, but the AAO has a form on the Web site to
alert the transferring patient that a transfer usually extends treatment time and
increases total fee; www.aaomembers.org/MyPractice/index.cfm. ■

This is a business decision. It has nothing to do with anything else. It is not a
board complaint issue and does not involve malpractice.

The formula I like comes from Dean Bellavia and goes like this:
For a 24-month case; 40 percent is for braces on (15 percent uppers, 15 percent

lowers and 10 percent admin), 40 percent for treatment (10 percent every six
months) and 20 percent for braces off and retention. I use this for ins and outs. Same
formula each way so that I can at least
look myself in the face and say: it
might not be perfect, but I am doing
the same thing to myself and to them.

So in your case the 20 percent 
for retention has not been done and
she still had six months of treatment
meaning another 10 percent. If you
want to be generous, give her five 
percent back for admin that was not
done, so that is 35 percent of the total fee that was not accomplished.

$5,000 multiplied by 65 percent is what you keep – or $3,250. I think that is
generous for her. You can see if you play with the numbers you could easily justify
keeping 70 percent which means $3,500.  

So either way you can see you are on the right side of fair.  
I once had a transfer patient leave to another office in an adjacent state. The

patient was a working dental assistant and the new fellow charged her a full fee for
less than half the treatment. She called me up and asked if she could commute and
I welcomed her back. Say to the patient you’ve been fair and you’ve done all you can
do. In fact, it looks like you went way overboard, so use the formula next time and
be fair to both. ■

I wouldn’t have refunded her $500. In my mind. $3,000/$5,000= 60 percent.
Nine months/15 months=60 percent. We are even, have a nice day. ■

Cashed Refund Check
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Another Laser Billing Question
Codes and billing and insurance, oh my! Here is a down-to-earth discussion on charging for services.

What code should we use for uncovering a soft-tissue impacted cuspid that
refuses to break through the gingiva?

Thanks. ■

Here are all the codes you will need, so you don’t have to post for each one!
Gingivectomy D7971
Operculectomy D7970
Frenectomy D7960
Impacted tooth uncovering D7280 ■ Diane  

Diane, we do not use 7971 for a gingivectomy. We use the following two codes:
4211 & 4210

4211: gingivectomy or gingivoplasty – one to three contiguous teeth or
bounded teeth spaces, per quadrant. The removal of gum tissue surrounding a tooth
or teeth. It might be performed when there is excess gum tissue, when disease is
present, when there is a poor smile, when preparation is needed for other dental
techniques or for other reasons. This minor surgery is typically performed with a
local anesthetic, a small incision to remove the tissue and then a dressing to protect
the site. This ADA code refers to when the procedure involves one to three teeth
per quadrant.

4210: gingivectomy or gingivoplasty – four or more contiguous teeth or bounded
teeth spaces per quadrant. The removal of gum tissue surrounding a tooth or teeth. It
might be performed when there is excess gum tissue, when disease is present, when
there is a poor smile, when preparation is needed for other dental techniques or for
other reasons. This minor surgery is typically performed with a local anesthetic, a
small incision to remove the tissue and then a dressing to protect the site. This ADA
code refers to when the procedure involves four or more contiguous teeth or bounded
teeth spaces per quadrant. ■

OrthoIPA  
Posted: 9/14/2010 

Post: 1 of 7    

dhmjdds  
Posted: 9/16/2010 

Post: 2 of 7   

fesdds  
Posted: 9/16/2010  

Post: 3 of 7 
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“4210: gingivectomy or gingivoplasty – four or more contiguous

teeth or bounded teeth spaces per quadrant. The removal of gum

tissue surrounding a tooth or teeth. It might be performed when

there is excess gum tissue, when disease is present, when there 

is a poor smile, when preparation is needed for other dental 

techniques or for other reasons.”



Find it online at 
www.orthotown.com

Thanks for the insight. We were confused on which codes to use. It seems that
the perio codes require pocketing depth. Anyone else want to add their two cents
on which one is better? ■

My insurance coordinator looked into filing insurance for things such as laser
procedures and space maintainers (not filed under ortho). The AAO recommended
treading lightly here as your filing could, with some insurance companies, infringe
on the available annual funds the GP can use to file for general care. Some policies
have annual dental maximums. Politically this could be “bad press” for you if your
filing effectively affects your referring dentist’s income. Just some things to consider
with this topic. Is filing for these things really worth the potential headaches? ■

SCOrtho, yes it is! Is your alternative to raise fees for every case to cover the few
that need these procedures? Was your laser free? Is your time free? Are you saying
just bill the patient, not the insurance company?

Or how about send them to the oral surgeon or periodontist? I’m sure the
$1,000 they charge for an uncovering or gingivectomy won’t impact the patient’s
insurance benefits!

Almost all of our patients who need these procedures are kids. I have rarely seen
a kid who comes close to using up his or her $1,000 per year in dental benefits,
unless ortho is included in there anyway.

The GP sent the patient to you to do the procedures the patient needs.
Obviously you are going to charge for it. He could have done the space maintainer
himself, but chose not to. ■ Diane

OrthoIPA, you are correct. When we use our laser we always probe the tooth
in question and the adjacent teeth. When we submit the claim we also submit the
probing sheet and a pano. We have never been denied as long as it is a covered 
procedure. For liability reasons, I would always probe. ■

Another Laser Billing

OrthoIPA  
Posted: 9/16/2010 

Post: 4 of 7    

SCOrtho

Posted: 9/17/2010 

Post: 5 of 7  
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dhmjdds  
Posted: 9/17/2010 

Post: 6 of 7  

fesdds  
Posted: 9/18/2010 

Post: 7 of 7

“The AAO recommended treading lightly here as your filing could, 

with some insurance companies, infringe on the available annual 

funds the GP can use to file for general care.”

“The GP sent the patient to you to do the procedures the patient

needs. Obviously you are going to charge for it. He could have

done the space maintainer himself, but chose not to.”

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=720&t=155037&g=1
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Visage

Visage from Anatomage is an interactive 3D touch screen workstation. Patients and doctors can engage in interactive 3D
consultations together with life-size 3D visualizations on the 42-inch screen. Users can rotate, zoom and move 3D anatomy
with the touch of a finger. The system comes prepackaged with a 3D reference model of the head and neck anatomy and 
3D interactive consultation software. It is easy enough to show and discuss with patients and parents; and yet it is also detailed 
and accurate enough to serve as a medical reference for clinicians looking to refresh their anatomical education. The system is
based on the Windows 7 operating system allowing users to run other applications as well: such as Web and photo browsers,
video players or even practice management software. For more information, visit www.anatomage.com.

Visage

Chic-Flic Teeth Whitening & Lip Gloss Plumper Pen 

The Chic-Flic Teeth Whitening & Lip Gloss Plumper Pen
from Whiter Image Dental features both teeth whitening gel
and a lip gloss plumper with built-in mirrors and mini-LED
lights. It includes more than 50 applications of 36 percent
mint-flavored carbamide peroxide whitening gel. The Chic-
Flic pen makes for a perfect patient-referral, thank-you or
debonding gift. There is also a unisex version available called
the Whiter Image TOGO Teeth Whitening Pen. Both pens can
be personalized with custom labels that include your practice
information. For more information about Whiter Image
Dental’s product line, visit www.whiterimagedental.com.

Chic-Flic Pen

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

http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=169406&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=169407&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=169407&v=1
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Econo-Keys Keyboard and Mouse

The Econo-Keys’ EKFT-108 keyboard and EK-PM-W
mouse are completely sealed and waterproof. The keyboard
and mouse are compatible with hospital-grade disinfectants,
and can even be cleaned in a dishwasher. Unlike many sealed
keyboards, the EKFT-108 has a full-travel keystroke and feels
identical to a standard desktop model. Similarly, the EK-PM
mouse has a traditional “click” feel and includes an inte-
grated scroll wheel. To purchase the Econo-Keys’ products,
visit www.wetkeys.com/econo-keys or for more information
call 800-866-6506.

Econo-Keys 

Platypus Ortho Flosser

The Platypus Ortho Flosser from Paradise Dental Tech-
nologies now includes stronger, more durable floss and a 
narrower thin side to fit even easier under the archwire. The
Platypus, which was invented by Laura Morgan, RDH, also
includes a rigid bracket brush for removing food particles from
around the brackets. For more information regarding the
Platypus Ortho Flosser, visit www.pdtdental.com/platypus.

Platypus Ortho Flosser

Promax 3D MID 

The Planmeca Promax 3D MID is a 2D and 3D volumet-
ric imaging unit that includes 3D imaging, panoramic, extra-
oral bitewing and cephalometric. The volume sizes range from
2.4cmx4.2cm to 16cmx16cm that capture the entire face. The
SmartPan imaging system uses the same 3D sensor for
panoramic imaging, eliminating the need to change sensors
while the ProMax 3D MID calculates up to nine different
panoramic curves in two millimeter shifts from the exposure
date. The Promax 3D MID includes a pediatric mode, which
automatically reduces volume according to a child’s anatomy. It
comes with complete software system for both 2D and 3D
diagnosis and can be integrated-bridged with third-party soft-
ware. For more information, visit www.planmecausa.com.

Promax 3D MID 

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.  
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In June 2009, Orthotown Magazine helped
introduce AMD LASERS’ Picasso laser to the
orthodontic world. It was no less than a revolu-
tion in the dental and orthodontic professions in
terms of affordability and ease of use. What has
the last two years been like at AMD LASERS?

Miller: I guess you can say it was like lighting a fuse on a
rocket and trying to hang on with one hand while trying to
build a bigger rocket with the other. I always knew dentists
wanted an easy-to-use laser that was affordable, but the biggest
surprise was how many dentists want to be a part of something.

What do you mean be a part of something?

Miller: I mean being a part of something successful, some-
thing fun and something truly beneficial for their patients.
Lasers have been around for 50 years, 20 in dentistry, and really
only affordable within the last few years. We try to treat every
prospective laser client, AMD customer and even our competi-
tion with respect. We as an industry are great, not as individuals
but as a profession.

Speaking of competition you have developed a
bulls eye on your back, what is that like?

Miller: I take it as a compliment as we have a lot to be
proud of at AMD. I welcome competition and think that they
have validated our pricing and confirmed that there was sim-

ply a lot of gouging going on. With all of the marketing we are
doing it has brought up the awareness level for laser dentistry
and all of the manufactures are selling more product. This
makes me ecstatic!

What’s AMD’s current business philosophy?
Has it changed in the last two years? How
have your goals changed?

Miller: Our business philosophy and goals remain the
same. Treat people like you like to be treated and always take
the high road. Our mission is still to equip every dental prac-
tice and every operatory around the world with the Picasso line
of dental lasers.

You started with a single product – Picasso,
what else have you accomplished in the last
two years? 

Miller: Shortly after Picasso we introduced Picasso Lite, an
affordable and best-selling laser. Then we focused heavily on
education. We founded the International Center for Laser
Education, developed a six-hour certification program, devel-
oped the world’s first laser iPad application and recently intro-
duced the Masters of Laser Education series. Just recently we
finished the designs for our next generation of hard- and soft-tis-
sue lasers that are once again going to keep the competition on
their toes.

What a difference two years makes! In 2009, AMD LASERS introduced the
Picasso laser to dentistry and orthodontics, and changed the way practitioners
looked at (and purchased) lasers. Since then, AMD has been the toast of the
town, winning numerous accolades, tweaking and re-tweaking its design, intro-
ducing new “lighter” iterations and developing a state-of-the-art iPad app for
new Picasso users. Orthotown Magazine caught up with AMD President and CEO
Alan Miller to find out more about his whirlwind 24 months and what the next
few years have in store for the company.



What changes have you taken with training 
and education? What’s the Masters of Laser
Dentistry Education Series?

Miller: We have expanded our educational solutions to meet
the various learning needs of our customers. We now offer
online, DVD and hands-on training courses, along with various
lectures and seminars across the country. We also offer an iPad
app. With all of these solutions available, we make it easier and
more accessible for our customers to be trained on our products
in the medium that works for them.

The Masters of Laser Dentistry is part of the expansion of our
domestic education program. This program consists of a 23-city
lecture series coupled with hands-on training using the Picasso
line of dental lasers taught by dentistry laser specialists in the areas
of orthodontics, periodontics, endodontics, low-level laser ther-
apy and surgery. The series is designed for dentists and hygienists
who are new to, or unfamiliar with the Picasso diode laser. We are
very excited to now offer hands-on training to our customers.

AMD developed an app for the iPad last year
that aids in training. What more can you tell 
me about the app? What updates are you
working on?

Miller: The iPad app was launched as part of our green ini-
tiative and in an effort to create a digital and more accessible edu-
cational solution. The iPad app enables dentists to view patient
educational, how-to and clinical videos directly from their iPads,
eliminating the need for DVDs, printed materials and more. The
app also contains all of the marketing materials, operations man-
uals and everything else that was previously printed, making this
app a huge win for our customers and the environment.  

We recently updated the app with articles
and the ability to take the certification course

through the iPad, generate the certificate of completion and
print the certificate to a local printer. This update enhances
the experience.

Expanding your Picasso line, you’ve unveiled
the Picasso Lite. Tell me about this new laser.

Miller: The Picasso Lite offers 2.5 watts of power, three cus-
tomizable presets, an icon membrane touch screen, adjustable
volume and aiming beam intensity. The Picasso Lite is the ideal
affordable and easy-to-use replacement for the electrosurge and
scalpel for all soft-tissue procedures and is designed for the first-
time laser dentist and hygienist. 

There are four main differences between the Picasso and the
Picasso Lite.

• The Picasso has seven watts of power and the Picasso Lite
has 2.5 watts of power.

• Though both lasers can do a wide variety of soft-tissue
surgical, periodontal and endodontic procedures, only the
Picasso can do laser whitening.

• The Picasso features a color touch screen, a multiple lan-
guage menu with eight customizable presets. The Picasso
Lite has an icon membrane touch screen with three cus-
tomizable presets.

• With the Picasso you are able to customize the continu-
ous/pulsed modes whereas these modes are preset on the
Picasso Lite.

There are certainly differences between the
Picasso and Picasso Lite. How does an ortho-
dontist know which one would work best in his
or her ortho practice?

June 2011  n orthotown.com
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AMD LASER’s iPad App and 
the Picasso Lite

“Dentists often tell me

they bought a Picasso

because it looks awe-

some in their practice in

front of their patients. To

me it is all part of innova-

tion, the combination of

functionality and art.

continued on page 36
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Miller: Picasso and the Picasso Lite lasers are both excellent
choices for the orthodontist. Those looking for simple and
affordable should choose Picasso Lite, those seeking the extra
advantage of laser whitening should choose Picasso.

You used the adjective “beautiful” to describe
the laser. It is not too often you hear a product
described like that.

Miller: It is our clients that tell us that! I first drew the
Picasso shape on a napkin; you could say it looked a lot like
the helmet of a Star Wars Storm Trooper. But it quickly devel-
oped into this shape that looks really more like a piece of art
than a laser. Dentists often tell me they bought a Picasso
because it looks awesome in their practice in front of their
patients. To me it is all part of innovation, the combination of
functionality and art.

I understand you’ve developed more acces-
sories for both the Picasso and Picasso Lite.
Can you tell me more about each one?

Miller: Last year we launched our disposable tips for our
new multi-tip handpiece. The tips were designed to meet the
needs of all soft-tissue dental procedures. The new disposable
tips are available in various angles, lengths and sizes to meet
our client’s needs. The tips are easier to use and more conven-
ient than the traditional strippable fiber. Of course we still
offer strippable fibers on both of our lasers making them the
only lasers available on the market with your choice of deliv-
ery systems.

We also launched a bleaching tip for our Picasso laser that is
used with our multi-tip handpiece.

Our bleaching tip is used with power bleaching gel that was
developed in order to guarantee the best results with the use of
a diode laser. The heat from the laser is absorbed in the gel, alle-
viating post-treatment teeth sensitivity.

These newest offerings continue to show that we reinvest
in our current and future products as part of our commit-
ment to provide innovative and quality laser products to the
dental industry.

In November 2010, you expanded your domestic
and international distribution channels to ensure
wider penetration of Picasso and you’re even
marketing in Russia. How popular has Picasso
become worldwide?

Miller: We have distributors in more than 65 countries and
we are continuing to grow, making the Picasso line of dental
lasers available in major markets across the globe. With our
global expansion, our Picasso line of dental lasers has become
the No. 1 selling lasers in the world. Recently we attended the
IDS show in Cologne, Germany. We had more than 500 new
dealers fighting to become AMD representatives. Our booth was
one of the busiest booths in the USA Pavilion. We also had a
great number of customers come by and let us know how the
Picasso has made an impact in their practice. This is a testament
to the influence AMD has made worldwide. 

Since we highlighted AMD in 2009, you’ve
been everywhere! You’ve even received tons
of awards for the Picasso. What does it feel like
to get such a positive reception?

Miller: It’s a great feeling to know that our commitment
to excellence and customer service has been recognized by
the dental industry and community. We make it affordable
for dental practitioners to provide state-of-the-art treatment
to their patients and these award-winning lasers are consid-
ered the gold standard in quality and affordability around
the world.

Why should an orthodontist buy your laser?

Miller: They will get a product that is easy to use and excel-
lent support all at an affordable price.

What does AMD have in the works? What can
we expect to see in the future?

Miller: Let’s just say that we just got done warming up. The
next generation of our products is going to blow your mind.   

For more information about AMD LASERS,
please visit www.amdlasers.com or call 866-
999-2635. n

continued from page 34
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Picture This...

Professionally,
you became an orthodontist

because you love treating patients
and creating beautiful smiles. 

Personally, 
you dreamed of a comfortable 

lifestyle with time to spend with 
family and pursue interests. 

Unfortunately, the day-to-day challenges of running an orthodontic practice 
frequently get in the way of your professional and personal passions. 
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by Carolyn Friedman

Orthodontic practices need, more than ever, to make sure that when patients come
to the office, they go forward with treatment. With the current high unemployment,
there are fewer patients seeking our services. Dealing with this situation requires us to
be on top of every aspect of our practice. With fewer potential patients, now is the time
when we need to ensure they choose our office to provide their treatment. We must
ensure that we meet all of the patients’ needs; not just quality treatment.

Stop and think about a time you lost a patient. Do you believe it was only about
money? I can assure you, it was not. When patients come in your office, they evalu-
ate everyone and everything about your practice. How are they greeted? What infor-
mation do they receive? What is their comfort level in your office? It is imperative
that every area of your office focuses on the needs of your patients. Providing them
with answers to questions they have, even before they ask, shows efficiency and
builds confidence in your practice.

Practice Comfort: Ask yourself if everyone in your office is on the same page.
Does everyone really understand how important they are to the success of the prac-
tice? Every employee, from the receptionist to the orthodontist, plays an important
role in promoting your practice. When new patients arrive at your office, are they
properly greeted; meaning is the patient made to feel special? Does your scheduling
follow through with this feeling of importance, or are you running behind on your
schedule and making the new patient wait? If you have an outgoing and pleasant per-
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BioQuick® QuicKlear®

For many years the self-ligating Brackets of the Quick-Family rank among the most 
successful products of FORESTADENT. As this product line has evolved, it has become 
superior in design, technically mature, very precise and highly reliable. The Quick-
Family, consisting of BioQuick®, its passive version, BioPassive®, and the ceramic 
bracket, QuicKlear® are all produced in Pforzheim, Germany. The company has been 
located in the black forest region of Germany, known for its high-quality, German 
precision, for more than 100 years. Precision and Reliability, isn’t that what you’re 
looking for? 
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son answering your phones and scheduling new patients, but patients are not
acknowledged or greeted by anyone when they visit your practice, there is a big prob-
lem. Same thing happens when patients interact with a caring and informative treat-
ment coordinator, but isn’t spoken to when they go to the operatory for records or
X-rays. Everyone needs to remember at this point that the new patients are deciding
if this is where they want to start treatment. Clinical assistants need to remember
that they will be working with these patients on a routine basis and the sooner they
can build a rapport, the better. It’s everyone’s job to make the patients feel comfort-
able and welcome.

Does everyone play to their strengths? Is there something especially great about
your practice? Maybe it’s the doctor’s personality with the patients; maybe it’s the
very caring staff; maybe it is how well you work with your patients and your sched-
ule, etc. Whatever the case, play it up! If patients only see this after they start treat-
ment or have been your patients for a while, you are missing an opportunity. The
minute patients enter your office, they should be aware of your strengths. Our
strengths are what make us special and should be why patients and other dental prac-
tices refer to us. Remember, they came in for a reason and their needs and wants need
to be addressed.

Information Provided: The patients entering orthodontic offices today are edu-
cated and look for a presentation about them, not about your other patients or generic
pictures or models of orthodontic problems. This starts from taking initial photos and
not just keeping them on file, but actually showing patients their photos as this is an
educational opportunity. Many offices take photos to determine a treatment plan, but
do not necessarily provide copies to the patients. When explaining to the patient the
problem areas, having their photos to show the actual problem areas and then how it
can be corrected makes the presentation about them. Develop a photo composite for
the patients so that they can take it home. In many instances, only one parent or even
sometimes a grandparent attends the new patient evaluation presentation. If that par-
ent or grandparent has a photo composite to take home that shows their actual prob-
lem, the understanding of the need for treatment is more successful.

Treatment Options: What treatment options do you offer? Most patients don’t
have true knowledge of all the options available in orthodontic treatment today; and
therefore don’t know exactly what they want. Provide patients with information so
they will be informed and feel they can make an educated decision. Do you offer sev-
eral types of appliances such as clear brackets or clear aligners? Offering self-ligation
brackets, which don’t require appointments as often and are easier to clean around,
could be a deciding point to a very busy person. Again, the new patient process
involves educating your patients; we should not assume they already know.

Financial Options: It is always good when starting a new year to take a step back
and re-evaluate your procedures and options that you have available to your patients.
The way the economy has affected so many families, we should never assume who
can go forward with treatment and who cannot. I am finding there are families now
ready to go forward because they have routinely set aside a little each month in order
to be ready to provide treatment for their children or themselves. There are other
families that might have had a higher income but did not have such a plan and are
now facing difficult times. We should present all financial options to every patient –
not be selective based on what we believe they can afford.

In addition to one of the most popular in-house financial arrangements of a
down payment and monthly payments through the term of treatment, most offices
also offer a percentage discount for payment in cash/check at the beginning of treat-
ment. Down payments are preferred since much of the treatment costs are upfront
with the records, treatment planning and initial banding. If you offer an in-house,

continued from page 38
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no-down-payment option, you’re already in an upside-down financial arrangement.
The practice has more invested in their treatment than the patients do.

You might also want to consider third-party (outside) financing. These plans vary
offering no down payment and low- or no-interest to the patient over the period of time.
Many offices haven’t chosen this option because of the discount required to the lender,
but this rationale might be a little misguided. Most offices already offer discounts to the
patient if they pay the total treatment cost upfront. Therefore, the real cost for an office
to use third-party financing is the difference between the discount required of the third-
party financing company and the discount you already provide to the patients for paying
for services upfront. If you do the math, you will see that instead of this cost being around
the nine to 10 percent quoted discount, the real cost of using third-party financing is only
a few percentage points, or a couple of hundred dollars. This can be a good investment
if it helps to assist your patients with affording treatment.

Once you have evaluated and made changes in your options for your patients,
don’t keep it a secret. Make sure your area hygienists and dentists know you are
working to provide your patients as many services and options available. Many
times, this will result in an increase in referrals.

Please understand that every time you offer an additional option to your patients, such
as treatment options, treatment schedule or payment options, you open your practice up
for an increase in acceptance of treatment. Don’t lose patients because they are looking for
something you don’t offer. Make sure your printed information, Web site and even the
wording by your staff let people know what is available to them in your practice. n

*This article was made possible through the support of an Education Grant from G CARE, an educational
alliance supported by Dentsply GAC. 
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The 111th American Association of Orthodontists (AAO) Annual Session
held May 13-17, at McCormick Place West in Chicago, Illinois, proved to be a
very busy but very productive five days. From the AAO Gala and the meeting’s
many receptions to the outstanding educational offerings and robust exhibitions
from a record 320 companies on the expo floor, members of the AAO and
Orthotown alike had opportunities to interact with their peers and leaders in the
specialty to shape the future of orthodontics as well as celebrate this past year’s
accomplishments in the profession.

According to the AAO, 6,763 orthodontists from around the world
attended this year’s meeting (another record!), along with about 3,700
orthodontic staff members and more than 3,400 guests.

Thanks to all who stopped by the Orthotown booth; your discussions
with us helped reinforce our mission to serve our readers and online
members with the most up-to-date information about orthodontics.
Thank you for all of your feedback and participation. Those who stopped
by might have met Orthotown’s Online Community Manager Kerrie
Kruse. If you have any questions about Orthotown.com, Kerrie extends
a warm invitation to contact her any time at kerrie@farranmedia.com or
480-445-9696.

Long-time Orthotown members and brand new Townies recon-
nected over cocktails and hors d’oeuvres at our VIP Townie Happy
Hour at Bin 36 on Sunday, May 15. This informal, laid-back setting

was a nice respite from the hustle and bustle of McCormick Place, and just
a little token of appreciation to all who have supported the largest online

AAO Chicago 2011 Recap

Photo courtesy American Association of Orthodontists
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orthodontic community in the world! As we all mingled on the 
show floor, after seminars and at happy hours, the excitement of this
year’s show was evident – and we all look forward to AAO’s 112th
Annual Meeting, May 5-8, 2012
in Hawaii! n

Photos courtesy of Benjamin Lund
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by Edwina Wood 

There is no better time than now to implement basic
fundamentals of good business management to budget over-
head expenditures.

A practice budget should break down not only the total
expenses incurred, but also prioritize these expenses into set
overhead key indicators. The other key factor to monitor is rev-
enue and production. This systematic approach to budgeting
allows you to set specific goals or key success factors, to help
control overhead while maintaining superior quality of patient
care. This is not a recommendation to change your current
accounting or tax procedures, but an additional tool to be used
to monitor the financial health of the practice.

The Journal of Clinical Orthodontics suggests that the
average overhead of an orthodontic practice today is about 58
percent. The average successful orthodontic practice has an
overhead of 48 to 50 percent. As we create our practice
budget, we will strive for 48 percent overhead as our key suc-
cess factor, though a range of 45 to 54 percent is certainly
acceptable. This is a guideline for orthodontists to use to set
the goals of their individual practices. Every practice is differ-

ent. The goals of one practice might be different than the
next. Diversity in maturity of the practice, tenures of the staff
and geographic location all affect the overhead expenditures
of every practice – but the focus should remain on quality
patient care.

The total overhead will be separated into the following
key indicators:

Staff Expenses – 18 to 24 Percent
This includes wages, payroll taxes, insurance, fringe benefits,

scrubs, continuing education, retirement and all staff-related
cost. Labor cost represents the largest single overhead expense in
the doctor’s practice budget, and it should be analyzed closely.
The following are ideas to help the practice set up and maintain
salary expenses.

• I’ve read reports that estimate a full-time staff member for
each $200,000 of collections per year. Are you over-
staffed? In today’s orthodontic practice a combination of
increased efficiency and declining production make over-
staffing an unwelcome reality.

• Don’t overlook the value of good employees; they are
among your most valuable assets. 
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• Incompetent employees are among your greatest liabili-
ties. The unproductive employee can be destructive to
the rest of the staff. In your office is there one employee
with a negative attitude that brings down the productiv-
ity of the whole team? How many hours are wasted on
gossip, personal phone calls, personal Internet use and
negative energy? 

• Instead of an automatic yearly cost-of-living increase,
implement an incentive compensation program. Use it as
a reward for exemplary performance and not something
that is expected. A true incentive-based system is less likely
to be overstaffed.

• Monitor the way a staff member is replaced. Consider the
job design instead of filling an existing position; evaluate
how that position could change to serve the practice at a
more efficient level. Increase efficiency and match labor
cost with productivity. Review the contribution of every
staff member at this time to determine if any duties can be
shifted to another position, so that all employees are pro-
ducing at their highest level.

• Could the position be filled with a part-time employee?
They are often more productive because when they find
a job that fits their needs they are highly motivated. Part-
time staffers can help gear up for peak times and fill in
when needed. Part-time workers are more cost effective
than full-time workers because hourly labor rates are
generally less, they help avoid overtime expenses and
they are excluded from most retirement, and other fringe
benefits. It is a win-win situation. Think about it as tak-

ing a fixed cost and making it a variable cost that is con-
trolled by the practice.

• If it is decided to hire a new full-time staff member, be
sure and hire the right person. Hold out for the one that
has the desired work ethic, skills, commitment and posi-
tive attitude. Don’t start a relationship with someone that
isn’t a good fit; it could be a long-term disaster! When the
right person is found, ask what benefits are important 
to them. They might not need health insurance. It could
be mutually beneficial to raise the hourly starting wage
instead. Recommend a 90-day probationary period.
Analyze the potential employee during this time. Make
sure they are the perfect fit for you, your staff and your
patients before you offer the position.  

• Delegate. Assume you have three employees; one is making
$20 an hour, another $15 an hour and the third $10 an
hour. If all three are equally competent to do a task, dele-
gate that task to the person making $10 an hour. This will
provide necessary training to the employee and will keep
your overhead lean and simple.

• To keep payroll balanced, make sure the team is well-edu-
cated in patient services, well-compensated for their excel-
lent work and track the income and expense results
periodically to be sure revenue is supporting the salaries
paid to your exemplary team.

Facility Expenses – Five to Eight Percent
This includes monthly rent or mortgage and all expenses

related to your facility. 

continued on page 46



• This is usually referred to as a “fixed” cost, but with the
shift in the real estate market, and dependant on the
length of your contract, there is a possibility to renegoti-
ate the lease, or refinance the loan.

• In considering building a new facility, the total amount of
the land and building cost should not be more than 70
percent of collections at that location.

• Don’t play the “glitz” game. Image is important, but your
patients don’t want to get the feeling they are paying for
your expensive taste. It is possible to achieve a respectful
and conservative image without paying premium prices.
By choosing an efficient, appropriately sized, cost-effec-
tive facility that is tastefully decorated, the needs of the
office and the patients will be sufficiently met.

• Use your office more efficiently. If you use your facility
three days a week, could it be used by another general
practitioner on the other days? This would generate more
income for the office and reduce cost.

Orthodontic Supplies – Six to Nine Percent
This includes all the products that are ordered in the prac-

tice: brackets, wires, disposables, as well as stocked inventory.
When it comes to supplies:

• Is there an inventory imbalance? Do you have more on
hand than is needed? Too much stock robs you of spending
money, not to mention storage space.

• When ordering supplies be sure and ask the right questions:
•• Is there a price break? It’s beneficial to order two

or three months at a time for items you know you
will use.

•• Are you charged for shipping and handling? Tax?
Fuel surcharge? Extra fees?

•• What incentive does your company offer?
•• Ask your sales rep for the best price. They have more

opportunities to help you than the operator you talk
to when you call the company directly.

• Watch every product you buy.
• Always know your inventory. Evaluate how the offices

are stocked.
• Educate the staff. Let the staff know the cost of every

item. If they know the value, they will conserve and pro-
tect office stock.

• Return unused stock that is no longer used in your office
for credit.

• Don’t use a new bracket for every loose bond, micro-etch
and rebond.

Laboratory Expenses – 
Two to Three Percent

• Search for the best quality product and best pricing available.

• Make sure the cost is reflected in your fees of service –
four to five times your lab fees.

• Would it be more cost effective to have an in-house lab?
You would control the cost of the supplies, rent, equip-
ment and salary of the lab technician.

Marketing – One to Two Percent
With PCD referrals declining an emphasis must be placed

on marketing your service effectively. The objective of cost-
effective marketing is to reach as much of your target audience,
with as little waste as possible, for the lowest cost as possible.

• Internal marketing (patient and staff referrals) is the most
cost effective.

• External marketing (consumers) is more expensive, but
very necessary. The consumer must be educated about your
specialties. Let the public know all the services that you
provide, and all the new advancements in orthodontics.

• Utilize the practice’s Web site to its fullest potential. Is it up-
to-date? Does it outline all of the practice’s strong points? 

• There has also been a huge increase in utilizing the
Internet as a marketing tool. Social networking Web sites
are being used to promote the orthodontic practice.
Other technological outlets such as podcasts and text
messaging are predicted to become a significant part of
marketing as well.

Indirect Overhead – Six to Eight Percent
(all together)

This group includes continuing education, credit card fees,
dues, subscriptions, bank charges, legal, accounting and con-
sulting fees (one percent), office supplies (three to four percent),
postage, computer, Internet, utilities, telephone (one percent),
collection expense, license, printing, waste and storage.

• You need a penny-saver personality, not a penny-pincher
personality to monitor this group. A penny saver gets the
same services for less money without sacrificing quality. A
penny saver discovers and eliminates missed billing, dou-
ble billing and higher rates. A penny saver regularly com-
pares phone and long-distance rates, subscription prices,
postage usage, insurance plans, credit card and bank fees,
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interest rates, and suppliers’ bills. A penny saver ensures
that the practice is getting the best price and the best rate
that it deserves. We don’t want a penny pincher, one that
under spends on the patient and makes cuts that hurt get-
ting and keeping patients. A penny pincher reduces the
value the patient receives.

• Design and print your own postcards, letterhead, birthday
cards, recall cards, etc.

• Use e-mail to communicate with your patients: A
monthly tip for patients, or a quarterly newsletter. There
is no printing cost, you don’t have to buy paper and the
postage is free.

• Compare utility bills from the same month last year; this
is a good indicator of leaky pipes. Do you have inefficient
lighting? Have you installed cost-saving water heads?
Have you installed programmable thermostats?

Revenue and Production
The ability to lower your overhead is limited; the potential

to increase your revenue is endless! The more you increase your
revenue, the more you lower your overhead percentages.
Produce more and your fixed cost overhead will decrease.

• When production is down, focus on areas where you have
knowledge and experience. Promote and focus on the
strengths of your practice.

• Develop opportunities and find a new referral source.
Educate ENTs, pediatric dentists, periodontists,
speech therapists, implant specialists and oral surgeons
about your practice, and show them the benefits of
working together.

• Is the technology you are using contributing to overall
profitability? New technology can be costly. Evaluate the

return on the investment. Will it enhance your practice
and your productivity? Is it an added expense that will
increase or decrease income?

• Is your schedule reflecting this new technology? Do you
have today’s technology with yesterday’s appointment
schedule? Appointment reduction will save production.
Assess the intervals between patient visits. Is an appoint-
ment necessary, or are you caught in old habits? Are you
being as productive as possible with your schedule? It’s not
how many days the office is open, but how many days it
is productive. When you are clinically efficient you will be
producing at a much higher level without sacrificing qual-
ity clinical delivery.

• Don’t discount orthodontic fees. Lowering fees is detri-
mental to long-term profitability, unless it results in a
substantial increase in the number of patient starts.
Orthodontists should instead look for ways to improve
service so that more patients are attracted at the cur-
rent fee rate. Also, find ways to make it more afford-
able. Offer more flexible payment options; lower down
payments, third-party financing or allow the balance to
be paid out beyond treatment time if controlled by
bank draft.  

• Re-evaluate the current fee schedule. Is it properly calcu-
lated so you are not losing net income? Are you charging
appropriately for adult cases, Phase I, limited, TMJ cases
and longer projected treatment times? These cases cost
more – be sure the practice is being compensated.

• A well-educated treatment coordinator will increase case
acceptance. The treatment coordinator should focus on
the total new patient experience. The treatment coordina-
tor must constantly search for the best way to relate to the
new patient and parents, educate them about their ortho-
dontic needs and initiate the new patient into the practice. 

• Have strong financial policies and systems in place. Have
a goal to collect 100 percent of your fees.

Keep the business structure simple. Focus on the above key
indicators and strive to make the projected goals. Overhead can
only be reduced so much, but production is unlimited! Achieving
a strong and balanced budget is the result of solid business sys-
tems that generate maximum efficiency while allowing the team
to provide optimal patient care. n
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by Dr. Thomas Pitts

Orthodontic technology has evolved a great deal in
just the past decade alone and, like any change, it has
not been without some amount of criticism and contro-
versy. While a healthy debate is good for the industry,
there’s no doubt that some technologies are allowing cli-
nicians to deliver much more sophisticated treatment to
patients by eliminating the one-size-fits-all approach.
Enhanced diagnostic tools, advanced appliance design
and even personalized smile design have revolutionized
treatment planning for the practitioner and results for
the patient. Some of the most groundbreaking new
developments in orthodontic treatment technology
make accurate, comfortable and fast treatment more
accessible for the patient and provider.

The Need for Evolution
As is the case in life and in business, change is

sometimes difficult. When it comes to providing supe-
rior quality of care for patients, employing only the
most advanced technology is paramount. Not only can
innovative technologies deliver outstanding results but
the use of cutting-edge techniques can become a crucial
differentiator for practitioners in an increasingly com-
petitive marketplace.

To be sure, there is good reason for skepticism of
the “latest and greatest”; we want to make certain that
new products and techniques offer real benefit beyond

the marketing hype and salesperson’s rhetoric. When
Dr. Larry Andrews introduced his straight-wire appli-
ance in 1970, he was met with significant skepticism
and the technology took more than 20 years to pene-
trate the market. That philosophy is now a standard of
care in practices all around the country. The same is
true of extraction practices; we now know that extrac-
tion doesn’t improve stability of lower incisor crowding
to any great degree. I now find that I only need to
extract on a small percentage of cases.

Such is the case with contemporary diagnostic and
treatment techniques. As these gain momentum, it’s
crucial for practitioners to examine clinical evidence in
making the best decision for your patients and your
practice. As technology evolves and we learn to exam-
ine new theories and systems with a critical eye, we are
able to collectively and collaboratively shape the future
of the industry for the betterment of our patients and
our profession. Multiple case reports are good evidence
of the advancements in technology.

Enhanced Diagnostics
One of the most exciting new diagnostic tools is the

use of CBCT. In-office CT scans of the patient’s head
reveal the entire three-dimensional landscape of the
skull, jaw and underlying bone structure providing vis-
ibility and clarity of the dentition and related jaw/joint
situation never before possible. Where conventional X-
rays force the clinician to make treatment planning



decisions based on the interpretation of two-dimen-
sional shadows, a CT scan can reveal the exact position
of impacted teeth or identify problems that would have
otherwise been hidden to the practitioner. The 3D
images can be manipulated and viewed from virtually
any angle, providing an incredibly powerful tool for
treatment planning and evaluating results.

The use of CBCT scanners has generated some
controversy on two fronts. First, most dental radiolo-
gists insist they must interpret the results in order to
provide the most thorough and accurate diagnosis.
This would most certainly add to the overall cost of
treatment, an expense most practitioners are reluctant
to incur, especially given the fact that they have inter-
preted 2D X-rays on their own for years.

The risk of radiation exposure to the patient has
also given rise to critics who claim in-office CT scans
are dangerous. The assumption here is that they
deliver radiation on par with medical-grade scanners.
In fact, the typical five-second CBCT scan for ortho-
dontic purposes exposes the patient to about the same
radiation as two conventional panoramic X-rays and
far less than a full series of dental X-rays. However, the
resulting volume of data is worth far more than any
number of conventional X-rays could ever provide.

Customized Smile Design
Twenty years ago, braces were braces. Most practi-

tioners used “off-the-shelf ” brackets and wires to treat

virtually every patient, relying on his or her profes-
sional expertise to place these cookie-cutter appliances
on the patient’s teeth to get the best possible result.

Today, new methods of indirect bonding employ
the use of precision, 3D computerized models to deter-
mine optimal bracket placement well in advance, then
design customized brackets and wires to deliver the pre-
scribed results. Even better for the patient, these cus-
tomized braces can deliver excellent results quickly and
comfortably compared to one-size-fits-all appliances.

For example, the Insignia system of customized
braces (Ormco Corp., Orange, California) offers
sophisticated software for smile design that enables
the orthodontist to determine the precise end-result
placement of each tooth in a 3D virtual model.
Brackets are supplied and applied using precision
placement guides that ensure accurate positioning
based on the Insignia model and pre-determined
treatment plan. The Insignia placement guides are
precise and can create office efficiencies such as assis-
tant delegation (in states where applicable). The clin-
ician’s time can be freed for more advanced treatment
planning and new patient consultation.

The combination of customized brackets and wires
is not only more convenient and efficient for the practi-
tioner but also for the patient. There’s usually less need
to reposition brackets during treatment, and typically
fewer appointments needed. This fact even affords
greater opportunity for optimum practice efficiency.
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The Next Frontier
As the results we can achieve improve by leaps and

bounds, we’re seeing a greater number of adult
patients, as well as adolescents, who are more image-
conscious, expressing concern about the aesthetics of
braces. Of course, they do realize that the ends justify
the means, but many still prefer more discrete treat-
ment options that don’t draw attention.

Lingual braces and clear braces that leverage the
latest advances in treatment technology are the next
frontier. Lingual braces have long been considered
one of the most difficult orthodontic treatment pro-
grams, simply for the challenge in proper placement
of the brackets and wire changes. The STb light lin-
gual system (Ormco) provides the aesthetics patients
want with a low-profile design and low-force, low-
friction mechanics that make them comfortable for
the patient with minimal speech interference. This
system is an ideal alternative to clear aligners, pro-
viding fast, precise treatment in a wider range of
cases and eliminating the problems of lost trays and
lack of patient compliance.

Recent advances in the reliability, durability and
stain resistance of clear brackets is also making ortho-
dontic treatment more appealing for a greater num-
ber of patients. For example, Damon Clear braces
(Ormco) integrates the Damon System’s proven self-
ligating bracket technology with a polycrystalline alu-
mina bracket that is highly resistant to staining from
coffee, mustard, red wine and other known stain-
causing foods. Featuring a laser-etched pad on the
bonding surface and enhanced strength for durability

during treatment, Damon Clear brackets offer the
same speed, convenience and comfort of Damon’s sig-
nature passive self-ligating technology in a virtually
invisible bracket.

The Ultimate Goal
Ultimately, the primary goal of every practitioner

and every solution is to provide long-lasting, opti-
mum results for the patients with minimal discomfort
and disruption to their daily lives. Today’s orthodon-
tic technologies – and those on the horizon – are
allowing us to achieve these objectives in ways that
many of us could have never imagined 20 years ago.
The use of more advanced techniques, gentler forces
and working with the body’s own natural tendencies
now enable us to treat a much wider range of cases
with a much smaller percentage of invasive surgery,
palatal expanders or extraction.

The move toward more comfortable, more conven-
ient treatment is a big asset to the patient. As sophisti-
cated technologies yield increasingly impressive results,
a growing number of patients are looking to orthodon-
tic treatment to enhance their smile, self-esteem and
even their overall facial appearance. As the market
expands and the use of technology increases, efficiency
of treatment and practice management are critical fac-
tors in the sustainable growth of any orthodontic prac-
tice. Just as the hydraulic lift revolutionized the dental
chair, new orthodontic technologies can not only
streamline patient care but also change the way we do
business as they become part of the mainstream stan-
dard of care. n
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Educator shortage is the single most major threat to the
future of orthodontics as a specialty. Monetary compensation is
the major problem, but there are those few who would not mind,
or even embrace, the “call” to become an educator scholar despite
the meager earnings. But they can’t. Even if they concede to mea-
ger earnings, they will still drown in their educational debt.
Becoming an educator is simply not an affordable option for the
majority of graduates who could become interested in a career in
education. Instead, they choose to feed their families. In the end,
they might spend a life in regret that they could have been an
academic, a somebody – making a difference, advancing the
field. Perhaps, becoming an excellent golf player is a form of cop-
ing mechanism, as it certainly could occupy one’s mind enough
to take away the sting of academic disappointment and channel
it to disappointment on the green.

Who then is the guilty party for the accumulated mountain
of debt? The oft-reported high figure is around $450,000. The
new graduate will be paying – for a very long time – approxi-
mately $3,000 every month on his debt. After this installment,
chances are, the academic paycheck will not put bread on the
table and pay the rent in the same month. Whose fault is it?

Are the residents who try to get an education to pursue hap-
piness the guilty party? Or are the universities who charge high
tuition to be blamed? Obviously, if the universities did not

charge astronomical figures for tuition, the student would not
need to borrow that much. Then, why must the universities
charge what they do? Well, it is not cheap to run a university.
Every time the cost of heating oil goes up by a dollar, it becomes
a significant burden for the university to heat all the classrooms,
gyms, offices and the like. Universities must maintain a sizeable
police force that they did not have only a few decades ago. Then
there is the cost of living increases for faculty and staff.
Insurance policies of all sorts, and many, many expenses, over-
whelm the finances of the university. As high as it is, the tuition
money covers only a small portion of the residents’ training
costs. It is an ever-so-expanding feedback loop. By and large,
foreign universities don’t do tuition; only some miniscule-scale
fees. But we do. It is the difference between government spon-
sorship and non-profit private enterprise models. It is indeed
complicated. It might not be solvable within the foreseeable
future, at least, by the means available to us.

How do we attract new recruits to academia in the midst of
such colossal financial restraints? Universities are cash-strapped;
especially, the state-owned ones. Just about every state has cut
their allocations, in some states by as much as 50 percent. This
is a major blow. Universities are now in a survival mode. We
cannot expect a major rise in the salaries earmarked for ortho-
dontic faculty positions any time soon. Fortunately, benefits

by Orhan C. Tuncay, DMD, FCPP
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have stayed the same so far, and they are significant: health care
for the family, tuition remission for kids, malpractice, disability,
insurances are covered, one-month vacation time in addition to
time off for travel to professional meetings, sick leave, personal
leave, job security in lifetime employment for tenured faculty,
discounts from vendors (mostly electronic devices such as
mobile phones, computers, etc.) for being a faculty member, all

in addition to retirement benefits, post-retirement long-term
health care, and the like.  These fringe benefits can be costly in
private practice; especially, in the earlier years. If the doctor is
not in the office, the cash register does not register. Thus, for the
business owner professional meetings, payments for insurance,
post retirement expenses, and many other necessary expenses are
cash layouts where they are all covered, and are pre-tax at the

continued on page 54



university. Perhaps, the biggest difference between academia and
owning a business is lifestyle.  

Certain personalities are more suitable for an academic
career and others for owning a business. In an institutional envi-
ronment there is always someone above, who makes decisions
that profoundly affect the life of the faculty member. Whereas,
in practice the business owner is the one who affects the lives of
others, or his/her own. In this landscape of two different
employment schemes, it is reasonable to think there are still a
good number of personalities (younger, talented, skilled, more
enthused, and better educated) who would want to be academic.
But where is the money to pay for the educational loans?

This portrayal above reveals one interesting fact: universities
had to tax the students to such an extreme extent, and now, they
cannot recruit them to become educators. This is cutting off
your nose to spite your face. Unfortunately, if they are to stay in
business, they must collect enough tuition to stay in business.
This is the ever-so-expanding feedback loop. In our current eco-
nomic climate, in a manner of speaking, universities must elim-
inate their supply lines to stay alive until the reinforcements or
rescuers arrive. But will they arrive?

The answer to this question is a depressing one: there might
never be bailout money for education – certainly, not for the
orthodontic educator. For the past 50 years, education was the
constant victim of great robberies. Budgets have decreased while
the expenses increased. Every government of every U.S. presi-
dent chose to cut back spending on education. It is a very sad
track record for the greatest nation on earth. It we were to look
at reduction of funding in education as an attack, then we must
develop systems and protocols for defense.  

The American Association of Orthodontists has been pro-
active to establish AAOF fellowships to young faculty. Given 
the size of educational debt a graduating resident is burdened
with, however, the fellowship money does not go far. Here is a
proposal for a system of debt burden relief:

Educational loan debt monthly payments are made by a foun-
dation or departmental discretionary funds. Payments will be
made as long as the faculty member stays on the job. If s/he
wishes to move to a different university or practice, then the
payments stop. The funds can come from a variety of sources:
increased clinical income, alumni donations, donations from
corporations, donations from non-alumni friends, planned giv-
ing, and many other sources.

Endowments dedicated to this cause are more meaningful
and better return on the investment when compared to
endowed professorships. It is important, however, to protect the
funds and their earmarked status. Institutions are known to be
much too eager to get their hands on any discretionary funds
under the university umbrella.

In the grand scheme of things the amount of money paid out
for the educational loans of faculty members does not demand
big donations from the alumni. For example, if a graduate pro-
gram has about 200 alumni/ae, each will have to contribute
about $36 per month.

One does not have to be an intellectual celebrity to realize
our specialty is under attack and invasion. But it is not limited to
orthodontics. In medicine, the otolaryngologist, plastic surgeon,
dermatologist, they all do everything. The distinction between
the specialties has disappeared.  Even spinal surgery may be per-
formed both by neurosurgeons or orthopedic surgeons. This
invasion of property in the medical model, however, is limited to
specialty areas. Consequences of an invasive attack by the general
practitioners will be equally devastating to the specialties in med-
icine and dentistry. Orthodontics has always been at the
crosshairs of general practitioners. And recently, the crosshair
scope, the weapon and ammunition have gotten easier to use.
Fortunately, the orthodontist is still the better marksman because
of the educators who have educated him/her.  

We, the orthodontists, need to maintain the educational sys-
tem to stay as the better and special soldiers. The imaging tech-
nology has made appliance construction easier, less dependent on
manual dexterity; hence, the fuzzy distinction between the
orthodontist and the general practitioner. If the general practi-
tioner and orthodontist are armed by the same high-quality
weapons (scanners, robots, materials, and software) the excel-
lence of marksmanship will be determined by the level and qual-
ity of training and education.

The kind of educational establishment needed is the one that
will advance the field away from the rest of the fields of dentistry
where orthodontists are equipped with very special knowledge
and skills. Advancements are not left only to the manufacturers.
Instead, the advances created in the academic settings will pull the
specialty away so far that no other dentist can catch up. These
advances may be made in imaging technology and biotechnology.

It should behoove everyone to preserve the educational leg of
orthodontics. The cost is not much, but the departments must
offer payments on the educational loans of newly recruited fac-
ulty. It is a matter of self-preservation. We cannot turn to the
government or to the universities. It is in our will and power to
make the specialty of orthodontics stay special, or to lose it.

I ask all our readers to make it happen. ■
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by Sebastian Baumgaertel, DMD, MSD, FRCD(C) 

A recent survey conducted by Hyde and colleagues1 reported that the prominent
complication of mini-screw use in orthodontic private practice appears to be loosen-
ing of the anchorage device. This is a confirmation of reported findings of a previously
published survey2 and shows that, unfortunately, not much has changed in the time
period from 2008 to 2010. Despite the fact that the body of evidence relating to
orthodontic mini-screws is constantly growing, it is clear that success rates in practices
are still lower than they should be. This can easily lead to frustration and might have
even lead some adopters of the technique to dismiss mini-screws altogether, even
though no doubt exists about the potential benefits of these small bone-borne
helpers… if only we could make them remain stable!

Perhaps part of the problem can be explained by the way mini-screws are mar-
keted and taught: there is a general tendency to oversimplify the insertion process
leading to the assumption that there is actually not a big difference between mini-
screw insertion on live patients and wood-working in your garage. Aside from the
fact that both use a screwdriver and screws they have very few things in common.

continued on page 56
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Another reason that success rates don’t seem to improve
might be psychological in nature. It’s a welcome excuse that
mini-screws have relatively high failure rates and that there is
not much you can do about it – and since failures usually don’t
cause any major orthodontic problems it’s easy to accept that
fact. Some sources even advise users to set the expectations pur-
posely low to avoid disappointment, taking away any motiva-
tion to excel and improve.

Perhaps the major factor for our current situation is that the
clarity of evidence does not tell the best practice in regard to
mini-screws. There is much conflicting information in our jour-
nals, which only confuses unless studies are dissected diligently
and interpreted cautiously. Future publications will validate

some findings and refute others; so in a few years I anticipate that best practices
will be crystal clear.

Even today’s reality can look surprisingly different and high failure rates do not
have to be accepted. Even with our current knowledge, mini-screw stability should
not be a matter of luck but can already be predictably achieved if certain fundamen-
tal (published) principles are adhered to. By relying on common sense, mini-screws
are implementable by even us simplicity-loving orthodontists. That does mean that
we will need to put a little more effort into planning and preparation than most of us
typically do; an effort well worth undertaking as we will be rewarded with higher suc-
cess rates, greater confidence with our insertions, and the good feeling that we’ve taken
a lot of the guess work out of the equation and are in control of our treatment outcomes,
once again.

In this sense I have prepared an article explaining the five “TAD axioms” that I find
important to increase your experience with mini-screws and keep you out of trouble.
Look for it in the July/August issue of Orthotown Magazine. I hope this will point you
in the right direction and motivate you to explore this topic a little further. ■
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