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www.empowerbraces.com
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Fully Interactive or
Dual Activation System
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For Unparalleled Aesthetics, Comfort, and Strength the Choice is Crystal Clear

Call About Our 2 Free Trial Cases Today

800-999-3161 | 813-991-5896
*

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

*Get 2 free patient cases (40 brackets) when you purchase 5 cases (100 brackets). Try PURE 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 1-31-2012. © 2011 Ortho Technology, Inc. PURE is a registered trademark of Ortho Technology, Inc.  

The Ultimate in 
Crystal Clear
Aesthetics™

• Made from pure monocrystalline sapphire to ensure high quality
and transparency

• Contoured tie-wings and ultra-smooth hooks for patient comfort

• Virtually invisible against any tooth shade

• Brackets remain crystal clear without staining

• Diamond and heat polished for superior sliding machanics

• Small bracket size and low profile design provide a desirable
bracket for both clinicians and patients 

• Ample tie-wing area for easy bracket ligation

• Bonding base is coated with zirconia powder for secure
retention and predictable debonding
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Generalized Delayed Eruption of Teeth
and Impaction of Unerupted Tooth 46 
This 11-and-a-half-year-old patient appears to be in his
early-mid mixed dentition stage. This orthodontist is con-
cerned about the tooth 46 and the posterior crowding in
the lower right and left. What would you do? 
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Strip Mall vs. Medical Building –
Which One Would You Prefer?

Which location would you prefer to open 

your practice? 

Strip Mall

Tooth-size Discrepancy in African
American Diastema Patient

This is an interesting case shared on
Orthotown.com. Check out the photos online 
and post comments, questions or critiques. 

Tooth-size Discrepancy

Orthodontist Working In-house 
With GP

A recent orthodontist grad has an opportunity to
work with a six-GP office. Currently they are
referring out 30-45 ortho patients every month.
Has anyone worked in a similar situation?

Working In-house

MESSAGEBOARDS
ORTHOTOWN.COMFEATURES

Monthly Poll
Treatment Planning

Do you use treatment planning software in
your office?

A. Yes  B. No

Orthotown Magazine 
Orthotown Digital Version

View this month’s current issue and past
archived issues online at Orthotown.com.
These issues can also be sent wirelessly 
to your Kindle, Nook or iPad. Visit the 
Help Center to learn how.

Online CE
The CBCT Orthodontic Practice: Where to
Begin? Clinical Applications 
– Dr. Juan-Carlos Quintero

This course will explore an in-depth clinical
case review of cone beam 3D imaging.
The more we see, the more we know
and the fewer mistakes we make.
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The revolutionary Edge system offers leading-edge Cloud Computing  
technology, with an off-site data hosting option that replaces your on-site network servers. 

This is the savvy, yet practical, data solution your orthodontic practice deserves.

Experience the Edge revolution in the clouds. 
Contact your Ortho2 Systems Consultant today. 

The future of successful practice management is here.

Practice Complete Management

 
and backups. 
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Some things in life are just better together, like peanut

butter and jelly, movies and popcorn, Tom Selleck and

a moustache. The best combination in orthodontics is

Orthotown.com and Orthotown Magazine. Even though

your Orthotown.com account will never expire, your

Orthotown Magazine subscription will. Sure, you can

view the current and archived issues online, but you

can’t log in when you’re on an airplane and let’s face it,

your kids are usually hogging your iPad. Log in to

Orthotown.com and visit the My Profile section to con-

tinue to receive our Web site’s better half. And, like Tom

Selleck’s moustache, it’s nice to look at!

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

10
11
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from the

Online

Community

Manager

So Much Better Together▼

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. You can then

scan every code you see in

Orthotown Magazine to access

additional information, enter

contests, link to message

boards, comment on 

articles and more!

GETTAGHELPCENTER
Feature of the Month
You might not always have time to read a thread in its entirety, but you never
have to lose your place in the discussion. Use the bookmark feature to track
where you are in threads so that you don’t miss a post. Check out the Help
Center’s Feature of the Month for more information!

CONNECTWITHUS
Like us on Facebook

www.facebook.com/orthotown

Subscribe to Orthotown Magazine
www.orthotown.com/subscriptions.aspx

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

http://www.towniecentral.com/Orthotown/Help.aspx
http://www.towniecentral.com/Orthotown/MyProfile.aspx
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by Wm. Randol Womack, DDS, Board Certified Orthodontist 
Editorial Director, Orthotown Magazine

Orthotown Goes Mobile

As we move toward the end of another year, Orthotown Magazine's focus on technol-
ogy progresses forward as well to afford you easier access to the magazine and the message
boards on Orthotown.com. Today you can easily follow a step-by-step formula to gain
access to Orthotown.com through our mobile site. Follow these simple steps.

For the iPhone:
• Tap the “Safari” application on your iPhone home screen.

• Type “Orthotown.com” in the Web address bar on the top of the screen to view the
mobile homepage.

• You will see eight choices on the page. You will need to log in the first time. To read
the magazine, tap “View Orthotown Magazine.”

• Tap the bookmark icon located at the bottom-center of the Safari application. The
icon looks like an open box with an arrow.

• Tap “Add Bookmark.” (open box with an arrow symbol)

• Enter a name (i.e. Orthotown Magazine) for the bookmark in the name field.

• Tap “Save” to create your bookmark.
While you are on the homepage, there is a search window at the bottom to give you

full flexibility to find what you want.
If you access the magazine, you have the option to download the PDF and save it for

future reading on your next flight. In fact, you can access past issues and save them as
well. This works really well if you have stepped up to the iPad. 

For an Android:
• Open the Internet browser.

• Type www.orthotown.com in the Web address bar on the top of the screen to view
the mobile homepage.

• Tap “View Orthotown Magazine.”

• Tap the menu button.

• Tap “Add Bookmark.”

• Enter a name (i.e. Orthotown Magazine) for the bookmark in the name field.

• Tap “Save” to create your bookmark.
If you have any questions or issues stepping up to mobile access to Orthotown, con-

tact our Online Community Manager Kerrie Kruse at kerrie@farranmedia.com or at 480-
445-9696. 

I have found it a great help to download Orthotown Magazine into iBooks on my
iPad. When I travel, I will have plenty of Orthotown Magazine reading material without
having to stuff magazines into my computer bag. I also have the latest John Grisham
novel there too! ■

according to  “dr. wo”

10 October 2011  ■ orthotown.com



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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Clinical “Bag of Tricks”
You learn new things every day. What tricks or tips have you discovered?

Whenever I train a new clinical assistant I tell her, “being great at orthodontics
requires you to have a bag of tricks.” So I thought I would start a board on sharing
some clinical tricks we have learned over the years. Here’s one I think I invented but
you might already know.

If you are removing bonding cement using a handpiece and the patient has
some sensitivity to cold due to recession, coat the exposed dentin with toothpaste.
I have the best success with Sensodyne. This works particularly well for the older
adult patients. ■

That’s a really good trick. I’ve never thought about that before. I will
usually manually cover the area with my gloved finger, cotton roll or
gauze square.

I think this could make a great topic. I’ll be on the lookout for
something in my bag to post, too. ■ andy 

Andy, I do that too... then I promptly pick up the cotton roll or gauze with the
whizzing bur and get it all tangled... scaring me and the patient in the process.

I’ll try the toothpaste trick… great idea. ■

For really sensitive patients, we purchased a high-speed surgical handpiece that
doesn’t have any air released. It really works well for reducing sensitivity. I’ll have to
try the Sensodyne trick. ■

I also cover with the finger, gauze, cotton roll, etc. Doesn’t usually help that
much anyways and it is especially exciting when it gets caught up in the bur. The
thing that does help is if you bounce from one tooth to another and not spend too
much time on any single tooth. That tends to reduce the buildup of cold air on any
one specific tooth.

Along the same lines, when removing bonding adhesive I also try to cover their
nose as well, as a lot of people will report that the worst part of it is the smell and
the fact that the air is blowing straight up their nose.  

The toothpaste trick sounds awesome. I’m going to try it the next sensitive
patient I see.  

As for the surgical handpiece, my concern is that without water or cool air will
there be too much buildup of heat against the tooth surface? ■

To save time on banding and buildups I don’t wipe the extra cement that oozes
out of the top of the band. I cure it just like that. It creates a nice buildup and Fuji

DrBThomas  
Posted: 7/28/2011 

Post: 1 of 60    

Bowser161  
Posted: 8/1/2011 

Post: 3 of 60    

ADMD22  
Posted: 8/5/2011 

Post: 5 of 60    

ahayes  
Posted: 8/1/2011 

Post: 2 of 60    

wirebender06  
Posted: 8/7/2011 

Post: 6 of 60    

firm  
Posted: 8/8/2011 ■ Post: 7 of 60 

continued on page 14



Award-Winning 
Cone Beam 3D Imaging 

Available exclusively through 
Get the free mobile app for your phone
http:/ /gettag.mobi

A complete orthodontic imaging workup in one scan.

Powerful Treatment Tools 
 Optimize treatment plans with greater accuracy & better clinical tools

More Clinical Control
 Proprietary technologies deliver high definition, low dose scans quickly & easily

Fastest Workflow
 Capture all diagnostic images in 4.8 seconds & treatment planning within minutes

The i-CAT® Network
 Exceptional experience & world-class support

www.i-CAT.com

facebook.com/ iCAT3D
twitter.com/ iCAT3D

Don’t miss the  
5th International Congress  

on Cone Beam 3D Imaging.  
November 4-5 – in Dallas, TX 
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will wear down over time so that the cement will be flush with the band in three to
four months. ■

Firm, do you etch the occlusal surface? I tried that once but they didn’t hold. I
was also using Band-Lok though. ■

I use that trick of leaving the excess Band-Lok on the occlusal to open the bite
if I am cementing an RPE or other banded appliance, and yes, I paint the occlusal
with an L-pop while the assistant is loading the Band-Lok. Band-Lok will adhere
without etch, but it is a weak bond and will not last. We always use the L-pop to
make it stay on long term. ■

Here’s my trick for closing a small diastema late in
treatment without opening a space elsewhere.

Cut two pieces of chain, one the entire arch circum-
ference minus one (e.g. 13 links for a 7-7 without
extractions) and one two-link chain. Place the full arch
chain first. Where the diastema is, pull a single link
across two teeth (it will lay over the archwire), hook
chain links on all other brackets. Then use the two-link
chain on the two teeth adjacent to the diastema, placing
this chain over the underlying longer chain to hold it in
place. ■ Diane 

What do you guys do for bonding lingual retainers? I used to use the floss trick,
but it didn’t work too well. One of my partners showed me a trick where you etch
and prime the linguals, then coat the chain (we use a gold chain, as opposed to a
bar) in primer and place it on the teeth. It will stick well enough for you to have
time to light cure it, which will tack it to the teeth. Then add composite to each
tooth and cure. This method seems to work relatively well for me, but I’m curious
to hear what others do. ■

DrBThomas, I never etch the occlusals. It’s too hard to remove. Fuji GI is the
best material that I’ve used in my dental career. They make it for bands, crowns,
sealant and restoration material. It holds up in every aspect. I’ve even used it as a
bracket adhesive in a wet field. It’s expensive but makes dentistry so much easier.  

[Posted: 8/11/2011] 
Managing Class III occlusions. I used either an RPE or Quad Helix with Class

III elastics. Even if I don’t have a crossbite, just a couple of turns on the RPE to
“stimulate” the maxilla seems to work for me every time. ■

For blocked out maxillary lateral incisors, I like to open space and then bond
brackets to the lingual and run powerchain 6 to 6, but go lingual to the laterals.

DrBThomas  
Posted: 8/8/2011 ■ Post: 8 of 60 

drgscott
Posted: 8/8/2011 

Post: 9 of 60   

dhmjdds  
Posted: 8/9/2011 

Post: 10 of 60

flourcity  
Posted: 8/9/2011 

Post: 11 of 60    

firm  
Posted: 8/11/2011 

Posts: 12 & 13 of 60  

amalgamator22  
Posted: 8/11/2011 ■ Post: 14 of 60    

Fig. 1

Fig. 2

continued on page 16

continued from page 12





They go to the arch in a month.  Then you just have to use torque. (I usually bond
the brackets upside-down.) ■

Ok, I’ve got one...
Here’s the scenario. You have to hang for a few pictures to get to the

“trick” for your bag.
You’re pulling in a really stubborn cuspid from the palate.

Fig. 6: It was going well, but the chain breaks or debonds and the patient looks
like this with tissue over-grown.

Fig. 7: Laser re-exposure.
Fig. 8: That thing is deep! At least 3mm of tissue. How do you bond anything

to that? It’s at the bottom of a dark hole. Auto cure? I don’t own any and by the time
it would set I’m sure the site would be contaminated.  

Figs. 9-11: Here’s my trick:
Cram the Mini-Mold button with light cure flowable right down the tunnel and

light cure, fast! ■ andy

Andy, nice, wish I saw this last night. Laser exposure today then a struggle with
a button to no avail. Thanks for the tip. ■

This is a great idea for a thread. I just used one of the tips from firm yesterday.
My assistants were confused as to why I wasn’t cleaning up the excess like I usually
do as they tried to hand me a cotton tip applicator. Thank you.

Andy, that is an impressive set of photos. Where do you buy the Mini-Mold
tool? You once posted about a lip/tongue retractor sold by American Orthodontics
to use for bonded lingual retainers. I finally got a hold of some and have used it
twice – so far so good! ■
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Nysent, you can buy them from the manufacturer (Ortho Arch) but
they are the most expensive. A lot of places sell them – DynaFlex, GH
wire, Ortho Tech, Ortho-Direct, etc. 

I can’t take credit for the lip/tongue thing. I think that belongs to
Charlie. Definitely a cool device. ■ andy 

Andy, thanks for the credit on the bonding retractor.
Anyone know of anything similar that can be used for Class III anchorage prob-

lems? ■

Well, there’s this little contraption.  I know
a little about it. ■ andy 

Andy, is that your patient in the CS-2000 brochure photos? I tried them several
times on Class II kids who were non-compliant with elastics with little success and
a lot of breakage. ■

Yes, my case. 
I’ve found the springs useless in Class II as well... and I tried... a lot. 
I can’t figure out how the same spring is magical pulling one direc-

tion and worthless pulling the other way. ■ andy 

My tip: for Class IIs and Class IIIs, I use the SAIF-Springs in cases where a Forsus
or Herbst isn’t indicated. It is much less costly than other Class II correctors and gets
the job done. I use it for less severe Class IIs and Class IIIs. There is some breakage of
the springs, but I haven’t found a better alternative to get the job done. ■

Andy, do you still (or are you able to) etch and prime before bonding the but-
ton? ■

Flourcity, I start out with the Mini-Mold already filled with flow-
able. Etch with regular etch gel, rinse, dry and then I use self-etch
primer. I really scrub it in for five seconds or so. Blow away excess and
cram the Mini-Mold into the tissue hole with my assistant there to cure.
The time from blowing the air to curing is just a second or two. ■ andy 
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Does anyone have an alternative to elastic thread? At
best, the elasticity of the thread only lasts three weeks. ■

DrBThomas, after getting tired of elastic reties, tried a NiTi coil spring and it
almost went the whole distance. ■

I do the same thing that orthoangel does, works great most of the time! ■

Orthoangel and Wired, do you ever have any problems with the pig-
tails on those ties spinning around and bothering them? ■

Charlestonbraces, I place Flow Tain on them and that seems to eliminate any
issue with pigtails. ■

For bonded retainers I use Reliance Ortho FlexTech, but the wire doesn’t mat-
ter as much and the process. At the visit before debond, scale the teeth. At the
debond appointment etch the linguals of the teeth for 60 seconds, rinse and dry. I
like a cotton roll for isolation on both sides of the teeth. Assure it is applied and
allow to sit for 10 seconds then air dry. I use a posterior composite to bond the
retainer, it is much stronger. Apply a small amount of composite to the teeth and
then seat the retainer into the composite. I like the FlexTech because I don’t have
to bend it and I know it is passive. Using a microbrush dipped in the Assure,
smooth the composite and position the wire. Cure from the facial then the lingual.
Finally, apply more composite and smooth with the microbrush. Cure again. ■

Here’s an appliance that I’ve found very helpful to expedite correction of diffi-
cult crossbites and severe overbites like this case. ■

Zxzxzx, why Flow Tain in particular? Why not Transbond LR (for example)?
Just wondering. ■ Diane
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Charlestonbraces, I try not to use pigtails as much
as possible where it will be bothersome to the patient’s
cheek or tongue. In this particular case, I made a clip
with .018 SS wire (takes only a few seconds to make)
and attached one end of the coil spring on to the clip
(much like attaching a key to a key ring). Placed the
clip into the self-ligating bracket slot and shut the
door. Stretched the coil spring and slung the other
end onto the soldered post of the archwire.  

In this case, I did secure the coil spring loop onto the
posted wire because I didn’t want it slipping off some-
how. Pigtails on the archwire didn’t spin or anything. ■

Andy, it’s better to push in the Class II direction and pull in the Class III direc-
tion. Haven’t tried these for Class III, but have ordered some to play with after seeing
Andy’s case. ■

Diane, I like using a flowable composite (I use PermaFlo by Opal) just because
it’s fast, easy and neat to apply. Just squirt a small amount on irritating cleats, hooks,
etc., and it’s smooth and round and comfortable. And easy to remove when you
don’t want them there anymore. ■

Diane, Flow Tain flows easily and fast. LR is thicker, stronger but flows less and
takes more time. Since these are usually short-time fixes and wear is not a concern,
Flow Tain. ■

Here’s one that is so simple and commonplace in general dentistry but
really overlooked by us in ortho. How many times do we have hemorrhage
and it interferes with our bonding plans? Tools like lasers or electrosurge are
great but we forget about the simple solutions. 

Fig. 19: Pulled out one of those primaries that’s been hanging by
one fiber for months.
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Fig. 20: Rub the area with microbrush and Astringedent X, blast the area with
water/air and repeat until coagulated.  

Fig. 21: For the orthodontist, one of the benefits of the Astringedent X vs. reg-
ular Astringedent or Hemodent is that it’s not kind to the tissue. It causes some
sloughing of excess or granulation tissue. ■ andy 

Andy, good one! I used to use Hemodent in situations like that when I first got
out of school but forgot about it. ■

Hey Andy, love the idea about Astringident X – perfect solution in those tough
bonding situations.

Also, I am interested in the DynaFlex spring Class III setup and how you have
it hooked up on the Class III, non-compliant patient (any tips, recommendations
or pictures)? I have a bunch of them in the office, but found them difficult to use
in Class II cases.

Thanks. ■ Scott

I have ordered some of the DynaFlex springs. How do you attach the hex screws
to the archwire? Do they lock onto the archwire? Or are they stopped by a bracket
and slide on the archwire? In a Class III case do you place them distal or mesial to
the U6 and L3s? ■

Smacgregor, for most Class III
cases, there’s nothing really crazy
with the setup. Rectangular SS
wires with lower 7s included and
some form of tie-back, cinch or

elastic chain to the lower arch to prevent space opening between the 3s and 4s. You
hook it up and magically this happens.

[Posted: 8/23/2011] 
Kmv, the “pivots” slide on to the wire.
Usually on the mesial side of the upper molar

and lower first bis. In a few really severe Class IIIs
I’ve had to place mesial to the upper 5s. ■ andy

A thought for canine substitution. About two years ago my study club had Dr.
Marco Rosa in for a two-day presentation. Some of you might recognize the name
Rosa as someone who has published two articles with Dr. Zachrisson on dental aes-
thetics in canine substitution cases. One of his suggestions was to use lower second
bicuspid brackets on the upper canines when substituting canines for laterals. 

One of the reasons is that the second bicuspid has a curved base so it fits the
canine very well. Some people have suggested using an upper central for the canine
but the base is flat which means you always have a positioning problem.

The real reason that Dr. Rosa suggests this approach is the torque. Many GPs who
criticize the upper canine for lateral substitution claim that the canine never has
enough torque to look natural. Using the upper central bracket is an attempt to
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improve the torque. The lower second bi bracket, however, is a huge torque improve-
ment. Most straight wire setups are 22 degrees in the second bicuspid.  

So turning over the lower second bi gives you more than 22 degrees of torque
versus the cuspid bracket itself which is always around zero torque.  

If you have tip built in to your lower second bis, you need to turn the bracket
upside down and then place them on the opposite side of the arch to have distal
root tip. If your second bi brackets have no tip, you just need to turn things
upside down. ■

Management of impacted lower 7s. I have tried different ways over the years to
bring in lower 7s that were of challenging angulations. One trick (which might be
obvious to some) is to use a lower 5 bracket on the mesial buccal cusp of the 6. It
seems to give me the right amount of stability to prevent the wire from coming out
of the 7, while still having enough range of wire to give a lot of different options
for mechanics that I can delegate. ■

Like2drill, nice work! Very impressive. I like the double helix. That’s old school.
What was the treatment time? ■

Thanks. It took me 28 months to finish the case. ■

Like2drill, Could you elaborate on how you uprighted those 7s with a double
helix? Thanks! ■

Like2drill, not to criticize but why not take out the 7s instead of the 4s and
make your life much easier? Nice job on the case. ■

4OnTheFloor, just a double-helical loop like you see in the progress X-ray.
Unactivated, the loops exert a distal and intrusive vector. You place the end of the
loop on the mini tube bonded on the distal buccal of the second molar, and activate
it by pushing it in the 5 bracket bonded on the mesial buccal of the 6 and tying in.

Hope that makes sense. ■

Clinical Bag of Tricks
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Dry Heat vs. Autoclave
Both methods have their pros and cons. What do you use to sterilize your instruments?

I read the past discussions, but wanted to see if there were any new thoughts.
The Hu-Friedy and Orthopli reps both recommended autoclave for their

instruments, but most of the orthos in my area use dry heat and have a Statim for
their handpieces.

Any thoughts on what is best for the instruments?
Thanks. ■ Brandon

I dry heat all my instruments including the handpieces. I use the Cox sterilizer.
It only takes six minutes to complete the sterilizing cycle and 12 minutes if you bag
all your instruments. I don’t use surgical milk solution and I don’t have any corro-
sion problems. I use the cheap $30 highspeed handpieces that I purchase on eBay
and they last more than a year. When they are bad, I just throw them away. I used
to use the expensive Midwest handpieces and I had to send them out for repair
every six months. ■

I second that. I was contemplating the switch, but after talking with people
stayed with the Cox rapid heat sterilizers in both offices. I bag my instruments, so
12-minute cycles. I also found some on eBay for a great price, so I have a backup
in both offices if needed. ■

What is the difference between a Cox and a Statim? I meant to research this at
the AAO but ran out of time and only got a chance to visit with Statim and was
impressed by their machine. ■

At every practice I have worked at that uses Statims, they break, and often. It
seems like they are always being repaired.

I, too, have a Cox. It has been two and a half years and no problems whatsoever.
ucla - Good to know about the handpieces in the Cox! Did you buy the ones

from China that are like $150 for six? I was looking at those a few weeks ago. ■

Rachael1, Yes. This eBay seller sells 10 of them for $189. The shipping time is
about two to three weeks.

http://cgi.ebay.com/10-x-Dental-High-Speed-Handpiece-Standard-Push-
Button-/150575594984?pt=LH_DefaultDomain_0&hash=item230f013de8#ht_
4488wt_927

There are two-hole and four-hole types. You should pick the four-hole type. ■
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Ucla98, we buy these as well. We got sick of handpieces needing service and new
$100 motors often. Don’t expect these cheap ones to be as good, but they definitely
get the job done, and when they stop getting the job done you throw them out like
ucla said. ■

I do not use either; instead, I use the chemiclave. This allows us to bag instru-
ments as required by California law but it also does not damage the carbide cutting
tips. The vapor solution is expensive but instruments do not need to be dipped in
the milk to prevent corrosion. ■

I recently got an autoclave and I have been autoclaving my instruments. So far
I haven’t had any problems. I use distilled water and my instruments are from
Orthopli. ■

I use steam autoclave (with vacuum finish) that uses distilled water
and use Orthopli and Hu-Friedy. Never any problems. ■

I, too, have switched to a Bravo 17 which has the pulsing vacuum autoclave. I use
some cassettes which are awesome for instant tray setups (minus the tray of course). I
have both Orthopli and Hu-Friedy instruments. I have noticed that the Orthopli lig-
ature cutters with the old inserts (they changed the metal in the inserts for the
increased use of autoclaves) do not cut as well anymore and turn dark.  

I really think the dry heat is better for the instruments but I had to switch because
I am in Ontario. The government has mandated daily spore testing of the sterilizers
and I couldn’t find a daily spore test that would work with dry heat.

Thanks for the info on the handpieces. I, too, will order some and check them
out. ■ Paul

I use two dry heat sterilizers (Dentronix) and ultrasonic instrument cleaning
prior to dry heat. I put pliers on Dentronix racks.

I also have been using an industrial/chemical detergent called Alconox Tergazyme,
an enzymatic detergent, in the ultrasonic for years now with excellent results. 

I autoclave surgical instruments. ■

I am trying to decide what is best for my instruments and practice.
Here is the response from a Hu-Friedy sales person:
The normal sharpening protocol is once a year (or, if you have had heavy wear

of instrumentation, as needed). I understand it’s quite nebulous, but I do want to be
clear that both dry heat and steam autoclaves each have their pluses and minuses.  

A dry heat cooks the instruments, and that leads to a quicker stiffening of the
joint itself. This is mitigated by the use of instrument lubrication. Dry heat, while still
popular with orthodontic offices, is the older technology in regards to autoclaves. It
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however is still an accepted means of sterilization. Your biggest drawback is the time
it takes for the instruments to cool off vs. a steam autoclave. 

Steam autoclaves are the newer technology, but they do provide their own set of
issues. It is imperative that you used high quality instrumentation with steam auto-
claves. Cutters/benders with a low quality stainless steel will be very susceptible to
rusting in this medium. The positive to a steam autoclave is that you are able to turn
around the instruments much quicker and don’t need to wait as long for the instru-
ments to cool off as you would need to do with a dry heat unit. 

Whichever form you use, dry or steam, I would recommend that you sharpen
your cutters at least once a year. ■

I never have to sharpen the Hu-Friedy cutters. I just discard them when they
become dull. In six years, I only had to get rid of about five or six of them.

Cox dry heat sterilizer is the fastest. This is why the busy
dental chains (such as SmileCare and Western Dental) use this
machine. It only takes 12 minutes for one cycle. I use the table
fan (see picture) to cool down the instruments and it only takes
five minutes. Also the bags that you use for the Cox dry heat
are much cheaper than the autoclave/chemiclave bags. ■

I have used the Dentronix dry heat system since sometime in the 1980s. It is quick
and effective and inferior quality pliers will not infect other pliers with rust.

I switched over to a cassette/autoclave system when California issued its edict about
bagging, and found out that you really need to be careful about what you put in the
autoclave and how well you have to clean/maintain it. Any rusting plier will infect other
pliers and you will start seeing spots on everything pretty soon. Even with a brand new
Midmark autoclave, new ETM pliers and newer Orthopli cutters, the cutters showed
immediate color dulling at the carbide tips, with or without surgical milk. For 25 years,
I have used de-ionized water only in my sterilization room for ultrasonic cleaning and
rinsing and of course, distilled water in the autoclave. I have come to the conclusion
that if you want your pliers looking brand new all the time keep all carbide-tipped 
pliers out of the autoclave and only run them through the dry heat system. ■

I have used all three types. Steam corrodes instruments unless you use the sur-
gical milk and is still hard on cutting blades no matter what the reps say. 

Chemical stinks up the place and the fumes are toxic so you better have a really
good vent system which will also suck out your air conditioning or heat in the win-
ter, and increase your utility bills. With all of its drawbacks, dry heat is still the best
in my opinion. I used a $30 convection oven years ago. Over three years it never
failed a spore test… of course it wasn’t FDA approved, so we changed to a
Dentronix. Still using the same machine 15 years later. ■

Dry Heat vs. Autoclave
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HMOs - The Future of Orthodontics?
More and more orthodontists are starting to accept HMO insurance. Will you ever switch?

I was disappointed today to hear that one of my patient’s moms is considering
taking her second child to a competitor because her insurance changed to an HMO
which I don’t accept. The mom was apologetic and said she would rather have her
child treated in my office, but there is nearly a $2,000 discount for going with the
HMO doc. Then she tells me her neighbor did the same thing because of the HMO.

My concern is that because large companies are making cutbacks to their benefit
plans, HMOs will gain in popularity over PPOs and traditional plans. Of course this
has greater implications for the medical field, but does this mean solo orthodontists
will have to join HMOs to stay competitive? This would be a 40 percent discount in
fees with slim profit margins turning private practices into high volume clinics. ■

There will always be a market for the non-HMO (DMO) practice. When
patients have to wait a long time in a cattle call office, where they get marginal serv-
ice and less than stellar treatment (which is the way many of these practices oper-
ate), they will bring the third kid back to you.

Of course we can’t collaborate and not accept these type of plans as a group, but
the more of us that resist accepting these plans, the better it is for everyone (doctor
and patient), except for the insurance company. Insurance companies exist to make
a profit (just like any other business) and they put the profit above the best inter-
ests of the doctor and patient, to the limit that the law allows. If we allow insurance
companies to mistreat us, they certainly will. ■

That’s the way it’s going. You can continue to charge $5,000 a case but you will
be low volume unless you are the only game in town. People want to use their insur-
ance. They will go to the office that charges $3,000 all day, every day. The key is
making that $3,000 work with a larger volume of patients. There is a way to do it
right and a way to make it work. Ucla98 has some posts on here on how to accept
HMOs and do it right. My philosophy has been to just put braces on and lower the
cost barrier to patients. The more brackets you put on, and if you treat your patients
the same or better than the office that charges $5,000 then eventually getting
patients will not be an issue. At that point, you can choose to raise your fees based
on supply and demand. ■

The scenario is probably a little more bleak. If non-participating docs
begin to sign on in droves to fill chairs, contracted rates will not keep up
with inflation, or even go down more, due to supply and demand.

Has anyone thought of why docs sign up with these plans? I will
give you my perspective. I was once someone who said I would not take

these plans. But upon opening and realizing six months in that I had started maybe

DrBThomas  
Posted: 7/27/2011 

Post: 1 of 16    

sharperdds  
Posted: 7/27/2011 

Post: 2 of 16   

firm  
Posted: 7/28/2011 

Post: 3 of 16 

charlestonbraces  
Posted: 7/28/2011 

Post: 4 of 16  



orthotown.com ■ October 2011 27

message board practice management

four patients, I had better start finding another way to get patients to come to the
office. The reception by the general dental community was dismal and the real
kicker was that from the beginning, I wanted to be the boutique office where I did
the majority of the work. I tried to market this to the GPs but they had their refer-
rals locked up.

So, I signed on to anything and everything. Guess what, four years later I am
still struggling and I am certainly not high volume and still have days off during the
week. My patients are getting Cadillac ortho (me doing all the tie-ins, impressions,
etc.) for Hyundai prices (Aetna, CIGNA).

Perhaps, if the non-participating docs would see why participating docs do sign
on, they might understand. Perhaps, looking long-term and not short-term, the
non-participators could help the participating docs by getting their referring GPs to
help out the struggling participators on the sole condition that they dis-enroll from
their contracts and charge the prevailing fee. That way, in the long run, the com-
munity is finally ridden of the scourge that is insurance contracted rates. All bene-
fit in the long run. Yes, patients will end up paying more, but they should because
they are receiving top-quality care and that provision of care costs.

Do I think that scenario would ever happen? Not really. I can’t picture non-par-
ticipators giving up a small piece of the pie to make the whole pie eventually larger.
But I hope the non-participating docs understand why participators are choosing to
be contracted. And I think the participation rate of docs will only increase and this
will only serve to shrink the pie in the long run. ■

Except there will always be orthodontists like me who are “dental sluts” and take
everything, including your patients. Unless you are so busy that by accepting HMO
patients you have to turn away full-fee patients, why not take them? 

Let’s say at the end of the month, once fixed overhead is paid for, what does it
cost you to add one more patient? Maybe estimating high, $250 total in
supplies/chairtime (not including expensive TADs or Forsus). That leaves the rest
as pure profit. Turn away the crazy surgical cases as “too complex.”   

If you have the problem of too many patients, then good for you, but around
here where everyone has one or two satellites (along with the overhead that comes
with it) because they aren’t busy enough, maybe it makes sense to take HMO.

“But HMOs bring in the ‘wrong type’ of patients” – no, most of them are nice
people who happen to have crappy insurance and want the best for their kids and
their money spends just like anyone else’s.

Don’t forget about the referrals from the HMO patients, many of their friends
and family are cash patients.

Are we really expecting patients to throw their dental benefits in the toilet?
Sorry, but consumers aren’t very loyal. Braces are thought of as a commodity. This
elitist attitude among some orthodontists will only hurt them in the end. You need
to accommodate your patients. Are you open some evenings, early morning, some
Saturday mornings? Are you hidden in some nameless dental building or is it easy
and convenient to get to? Can you make your monthly payments affordable for
most people? Do you take their insurance? Can you do all this and still run on time
and provide a good customer experience? If so, then you are gold! ■

I think amalgator22 makes a huge point in that the more patients that you see,
the more they will refer. Once the GPs see that you are treating the majority of the
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area’s patients and you do good work, you can really press them for referrals. You
can’t worry about what other orthos or GPs think about the insurance you take.
They aren’t paying your bills. You’ve got to eat. ■

This is a good thread because just today I saw that most of the job openings in
the Oregon Dental Association publication were at a company, Willamette Dental,
which is hiring and advertising positions all over the Northwest. It contracts dental
insurance and is owned by a dentist. 

Obviously, as long as the dental schools keep the supply side of dentists/hygien-
ists/specialists overpopulated, companies like Willamette Dental will be able to pick
off folks who need to eat (like firm said). Thanks. ■

Is it time to make everyone aware that unless you are opening an ortho practice
from scratch in a town where there are no other orthodontists, that things will be
really tough to start up unless you are in a niche market such as accepting Medicaid?
If you are the new doc in town, established GPs don’t trust you. I also blame the sit-
uation on the ease of technology that has allowed more GPs to do their own ortho
and Invisalign (new ortho grads can’t find jobs so you can’t place the blame on them
too much). I was a little surprised at how few GP referrals we received at the prac-
tice I bought and how strongly the office has been running by referrals from friends
and family members of existing patients. There are ortho practices for sale, but usu-
ally they are the ones dying out so it makes you wonder what’s better? ■

Caliortho, I think if you stay away from the coasts, big cities and the South
there are still some good opportunities. It’s hard getting GP referrals. I just market
mostly to the public now, which gets expensive. ■

I went to lunch with a GP friend from dental school who purchased a dental
leasehold four months ago and he said that out of all the dental specialists who
have tried to solicit business from him, orthos have been by far the number one
solicitor. Five or six different ortho practices have done muffin runs or have taken
him to lunch in that short span so the competition for GP referrals can be fierce
in some areas. ■

I went to the Levin course and he made such a good point. “In the past, you all
thought you were great businessmen and women. You thought you all knew how to
fish and were the best fishermen and women. The truth is for the last 20 years the
fish have been jumping in your boat!”  

Many orthodontists never really had to strictly manage their budget. They had
high margins, no competition and plenty of patients. Orthodontists could take their
staff to the AAO, build “Taj Mahal” offices, sponsor anything and everything and
still make a great living. At the same time, the general dentists were making less,
struggling with overhead and competition. Every dental student wanted to go into
ortho because of this. Now that there is more competition in orthodontics, things
will change dramatically. ■
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As a (relatively) recent graduate, I agree! I have not been afforded the experience,
and probably never will, of building a “Taj Mahal” office, taking my full staff to exotic
meetings and not nickel and diming my overhead costs to great precision. Things are
different than they were five or 10 years ago and I’m kind of glad that I didn’t have the
“luxuries” that those did in the past. Now, I don’t really know what I was missing! ■

Three years ago the program I graduated from was asking for funding to increase
the enrollment to 16 residents. They did not receive the funding. At the same time,
the school was graduating three or four pedodontists. I asked the program director if
access to care was an issue, should there not be more of a focus on pediatric dentistry
programs in the country to open spots as this could be considered more an essential
service. The program director looked at me like I was an insensitive idiot.  

In my area there is one pedodontist for 13 orthodontists. He has a waitlist. The
orthos on the other hand high-five the receptionist every time a new patient success-
fully schedules a complimentary exam in which we all try to blow their socks off.  

I consider my market. Certainly there are better and worse places to work.
Obviously the economy has dealt a blow to orthodontists, but the logic of access

to care being a rallying cry for these programs and for-profit education to open more
spots was laughable in 2005 and its effects are being felt now. Considering the
amount of representation of orthodontists on the accreditation committee, I don’t
know what could have been done, but the downfall of orthodontic profitability was
predictable, with or without a bad economy. I guess that’s the free market and supply
and demand.  

Considering how few orthos work at capacity, I feel as though the end result is the
same amount of patients being seen by double the orthodontists and an overall
decrease in the quality of care. Having some experience with the group practice/insur-
ance model of orthodontic care delivery and customer service, it in general does not
come close to matching that of a practice with your name on the door.  

All 2011 residents from the program I graduated from are working for large group
practice/chains which accept HMOs. All 2001 graduates own their own private prac-
tice. The business model of a successful solo ortho practitioner is going away...
quickly. Surely some will still do great and most of those as a result of location/com-
petition and not as was mentioned earlier because they are the “best fisherman.”

I will hold out for as long as I can to stay away from HMO/PPO because I don’t
like it. I do not hold it against anyone else who does as I know it will be a matter of
time before four more orthodontists open up within five miles who do accept
HMO/PPO and I have to choose to lay off and close doors or join the circus. In the
end, for the days that demand allows me to work in private practice, I still have the
best job in the world and will work like hell trying to market my practice and our
service to keep it going without HMOs.

As a side, it is remarkable the difference in the applicant pool in orthodontics now
vs. five years ago. For a while they were taking number ones and two with more than 95
on the boards. The best and brightest seem to be avoiding ortho like the plague now. ■

HMOs
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Advansync, Anyone?
Herbst and Advansync each have a following. Have you ever considered switching?

I have thought about switching my Herbst from regular cantilever type to
Advansync (I am not fond of the Herbst for back-breaking removal reasons, but if I
feel the patient needs it, then he needs it whether I like using the modality or not).

Any pearls regarding the Advansync? Also, what are the “screw extenders” offered
in the lower right box of the AOA prescription? Thanks in advance. ■

Got a couple that I just started, but can’t give you any feedback yet.
I use mostly banded Herbst similar to Michael Rogers’ design. They aren’t par-

ticularly hard to remove. ■

My patients have found the Advansync to be comfortable. I have removed a
MARA and replaced it with an Advansync in one patient; he said it is much better. The
extenders are inserts for the upper screw to push the arms laterally so patients don’t
pinch their lower gingiva when occluding. I would keep a couple of them on hand.

Removal will still need a cross-cut fissure bur just like any cemented 2/3 or 3/4
crown appliance. I use the blue Fuji GI cement.

Ceka Bond is recommended to keep screws from loosening.   
Ormco has a helpful video for insertion on their Web page. Hope this helps. ■

Like2drill, I had been using the full SS crowns, which when I
remove them I am left with four fully formed blue teeth (Fuji GI) on
which I need four crown preps. I have one banded, one going and no
breakage yet.

It sounds like the screw extenders allow you to do instant activation
of the arms. Whereas before I would have to expand for a month before activating
the arms so that they would not close the arm down into the cantilever. ■

Try the UltiMax Bands that Ormco makes. I switched to them a few years ago.
Could not stand using SS crowns.

Have not had one break. Very easy to remove. Use them with the mini-telescope
Herbst. Have not tried them with the Advansync yet... would have to have AOA
make it with them, since UltiMax bands are not sold as part of the kit.

Have been using more Forsus as of late to the distal of the lower 4s. ■

I have been using the Forsus to the lower 4s and they are very well
received by the patients. Much better than to the lower 3s. 

There is no comparison in the ease of placement and removal of a
Forsus compared to a Herbst. I have not used the Advansync but
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Dischinger is speaking at our Arizona State meeting in a couple of weeks. However,
I watched the video on Advansync and it has a lot of complexity for insertion and
removal. I think I will stick with the Forsus. ■ Dr. Wo

Class II correction.
Half step or less than, elastics to begin with and show child the Forsus typodont

and tell him if you don’t wear these elastics really well then these springs will go in
your mouth. Most girls wear elastics well and some boys get it done also... but have
had some patients say “just put the springs in” because they know they will not wear
elastics 20 hours a day.

Full-step Class II; go with MARA from AOA lab and Rollo Bands.
P.S. I have heard that Advansync “squeaks” when the patient talks. ■

You can correct a full II with MARA? If this is the case I need to start using this!
I’ve always thought any of these Class II correctors were an alternative to elastics, not
a solution to correct a full II.

This might be a silly question so pardon my ignorance! ■

Dental1001, I think for most cases your understanding was correct. ■

Absolutely you can correct a full step Class II with a MARA... just the same way
as a Herbst does. You just have to know how to use the MARA. It is much easier to
“sell” than the Herbst. Don’t get me wrong, the Herbst is a great Class II corrector
but the MARA works just fine and is much easier to “sell” the patient into treatment.

[Posted: 12/28/2009] 
Dr. Jim Williams, what do you use for full step Class II correction? I am inter-

ested as you seem to imply by your above post that elastics will get it done. Just inter-
ested in seeing how to make things simpler. ■

I’ve used Advansync for the past seven months and found there was a little 
learning curve. All in all, our patients have had few difficulties with this appliance.
We have about 15 cases going and many have been back for their first 12-week wire
change and advancement. I expected complaints from patients – to date, we have not
had one patient say it’s uncomfortable in the least. It’s common to hear patients say
it took about three days or so to get used to it.  

A few suggestions: have AOA spot weld the upper screws in place – it is easy to
cement with the upper arms attached and if needed, these arms can be removed eas-
ily with the spot welds. Second, we lace upper 6-6 a la Dischinger’s protocol unless
distalization of teeth is required first. Third, we indirect bond and have AOA do both
the IDB setup and the Advansync on the same set of models. The delivery appoint-
ment is smooth, IDB upper/lower arches, cement Advansync, place wires – three
months. A final thought is about the fit. The bands must be crimped to obtain a very
snug/tight fit. We have not had a single loose band and I attribute a big part of it to
this step. We also remicroetch the inside of all bands.  
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Regarding the extenders, my understanding is that extenders are made for the upper
6s when they are quite narrow or in crossbite. This extends the hub out to the labial
which allows the Herbst to connect up to the lower molar from the initial appointment
without having to wait to start Class II correction due to a narrow maxilla.  

A couple other observations: some patients remark that the arms squeak, or lock
a little bit and a few bands have split or sheered in pieces. Had one on Friday. Even
with these issues, our experience with Advansync is quite positive and look forward
to evaluating if Class II cases can be treated in Class I time. Right now our time
interval between appointments is 12 weeks for the first three to four appointments
until over-corrected and held for four months.  

Another thought about treatment with this appliance is being able to bond 5-5
on both arches from the beginning. Also, if needed, have AOA solder double tubes
on either the lower or upper molar crowns to allow incisor intrusion with intrusion
arches at the same time as your Class II correction. Often I’m intruding lower inci-
sors with a lower 16x22 SS intrusion arch and an .018 SS base wire cinched back. 

I really like this design over others and Forsus because I can attack the Class II,
transverse, alignment and incisor intrusion from day one and it’s quite comfortable
for the patients. It will be an interesting next few years seeing this play itself out. ■ Bill

Drwilliamthomas, thank you so much for you detailed reply. I have two half step
Class II siblings coming in tomorrow and I was contemplating whether to order the
Advansync, order a Forsus kit or wait and see if they are compliant with elastics. I
think I’m going to go with the Advansync.

My experience so far with this appliance is N=1. The kid lost a screw within the
first week and we had to remove the components, order Ceka Bond, wait for it to
arrive, and then find the tiny bottle when our shipment got mixed in with the GPs
supplies where I work. After a month, I noticed one of the mandibular crowns was
loose and tried to patch it with Band-Lok, but a week later the kid was back with the
whole thing loose and I recemented with Fuji borrowed from pedo. I haven’t had the
kid back yet to bond his teeth, which will be next. Can you describe how you crimp
the bands? ■

Dr. Thomas, are you having any difficulties lining up the archwire slot on the
upper 6 crowns with the ideal bracket placement on the 5s. I direct bond and it
seems the archwire slot on the upper 6s is gingivally offset due to the screw housing.
On a couple cases I have only ran the archwire to the 5s to prevent open bite in the
premolar area. AOA mentions to reposition the lower premolars if any open bite
occurs, but I am concerned with the marginal discrepancy between upper 6s and 5s.  

Thanks.
In regards to the last comment.
I crimp the crown with a Weingart around the gingival portion to make sure

there is a tight fit and good retention. ■
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Which Bands (Company)
With so many to choose from, docs discuss what bands they use and why.

I’m caught between a pickle and a hard place. One of the offices I work out of is
running really low on GAC bands, and we are still having a hard time getting replace-
ments. First, it was they were back ordered. Then we could only order five of each. Now,
we can’t order any. What gives with this company?

Now, I’m given a lot of freedom to order what I “need” in this office (within rea-
son). Having enough bands for starts is pretty important, so we’re looking to switch.
What do you guys use, and why?

P.S. I’m leaning toward 3M because we use its brackets, and it treats us so darned well.
Also, definitely going to get bands with double tube lowers and triple tube uppers. ■

I use American, but used to use 3M. I like the way the band seats better in my
hands. I still have some 3M bands in my band boxes. ■

Petertphan, unfortunately its production was seriously affected by the Japan situa-
tion. One of its plants was very close to one of the nuclear plants. I do not use its brack-
ets but love its bands. Glad I made a giant order of them earlier in the year. I bond most
of my cases. Bands are for appliances and extremely short molars. So you could just
start bonding. ■

I just started my practice and I’m facing the same situation. I love GAC’s SnapFit
bands from my associate job but they’re not available anymore. I got a few companies
to send me samples including Dentaurum and Rocky Mountain. I heard pretty good
things about Rocky Mountain Ortho and its price point is pretty competitive (certainly
cheaper than GAC). ■

GAC is still the best. Rocky Mountain’s are thicker and hold up well. TP
Orthodontics is not bad either. Unitek are a little too thin for me. ■

I use American bands with the laser etched inside. Cement them with glass
ionomer. Awesome retention. I might have one or two loose bands in a year. The con-
vertible tubes don’t “self-convert” either. The feel of them and their seating was differ-
ent than the bands I used before switching but I got used to them. They are more rigid
than the bands I used before but more pliable than the GAC bands you are used to. ■

Which Bands (Company)
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Tell me a little about Forestadent’s history.

Humphrey: Our history goes back to Germany in 1907
when Bernhard Förster founded Bernhard Förster GmbH,
which manufactured spring clasps and necklace locks for the
jewelry industry. In 1934, the company expanded its horizons
and ventured into watch movements under the brand name
Foresta. In 1974 Förster’s grandsons, Rolf and Gerhard, rein-
vented the company and took an exciting turn into the ortho-
dontic industry under the brand name Forestadent. We’ve been
growing ever since. We branched into the U.S. market in 1995.

What is Forestadent’s business philosophy? 

Humphrey: Our philosophy is simple. We take a very cus-
tomer-oriented approach to our business. First and foremost, we
focus on the development of relationships with our customers –
not short-term profits – so our customers don’t feel like just
another account number.  

Additionally, we focus on the precision manufacturing and
quality of our products, not price. Our customers place a great
deal of trust in us as a supplier, to deliver a high quality product,
and we therefore have a Quality Policy in place that is the driving
force behind our business. One of our tag lines is “Precision is
Our Business.” We believe the products available should be
manufactured with the same care and precision that every ortho-
dontist takes at each and every treatment appointment. Our
products are the perfect mix of quality, ingenuity and value.    

Speaking of products, can you explain how a
product is developed from concept to delivery?

Humphrey: We have a team of well-respected doctors
that take a very active role in the development of new prod-

ucts. Once a concept is created, Research and Development
works through all of the design features and tweaks the prod-
uct until they develop the most functional and beneficial
design. One of the manufacturing techniques that we special-
ize in is the Metal Injection Molding (MIM) Technique. This
technique is used in several of our bracket lines, and allows
for a more stable composition of our products because it
allows one-piece construction.  

What are some of your better known products?
And the ones you are most proud of?

Humphrey: Forestadent is probably best known for its
expansion devices. When we launched into the orthodontic
industry in 1974, we had very specialized experience engineering
and manufacturing the screws and movement for watch parts. So
we took that experience and transferred it to orthodontic expan-
sion devices, and those were the first products that were pro-
duced under the name Forestadent. As the company evolved, we
have produced some very innovative expansion products. Our
most recent is the Snap Lock Expander. Many doctors report that
treatment in their patients is prolonged because of the improper
activation of their screw appliances. The unique feature with this
expansion screw is that it snaps into place on every activation so
the patient knows it has been activated properly. 

Our most popular product is the QuicKlear; we are proud of
the success of this bracket. There are several design features that
set it apart from the others. The base is patented, and it is a vari-
ation of the base that is on the BioQuick bracket. The most
common feedback we receive from doctors about the use of
ceramic brackets is bond failure, difficulty during debond and
damage to the enamel. The innovative design of this base

Proprietors of
by Benjamin Lund, Editor, Orthotown Magazine

continued on page 36

Family-owned and priding itself on precision, quality and service throughout the
orthodontic industry is Forestadent. The specialized product line covers everything
from brackets and bands, expansion screws, archwires, buccal tubes, instruments and
TADs and is well known for its precision engineering. To learn more about the com-
pany, Orthotown Magazine interviewed Paul Humphrey, president of Forestadent USA.

Humphrey has 28 years of leadership and experience in the orthodontic profession,
and has been with Forestadent USA since its inception in 1995. 
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e

Paul Humphrey, President speaking with
Dr. Björn Ludwig, at the 2011 AAO
Annual Session.

Paul Humphrey, President speaking with
Dr. Björn Ludwig, at the 2011 AAO
Annual Session.
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addresses each of these issues. It has an inverse hook-style base
and a specially formulated ceramic mixture that aids in the bond
strength helping to prevent bracket failure. Secondly, the Paul’s
debonding tool, specifically designed for use with this bracket,
allows the bracket to be easily debonded without splintering or
damage to the enamel.  

The company really has grown in the last two
years. When did it decide to break into the U.S.
market? What’s happened since?

Humphrey: Forestadent knew that for expansive growth
worldwide it needed a presence in the U.S. market as the econ-
omy (orthodontic care) was growing at a tremendous rate.
Forestadent USA was established in St. Louis, Missouri in 1995.
Since the U.S. company opened its doors, we have seen a steady
increase in sales, and every year have increased the sales force
and corporate support team to support this growth. 

In the past few years, we have really stepped up our mar-
keting programs to build awareness in the U.S. This has helped
us tremendously get our name out there as a player in the U.S.
market. In turn, more doctors are trying our product, and once
they try it, they experience the difference first-hand, and return
for the next order.

What does the global landscape for ortho-
dontics look like, from your perspective?
Where are the current and potential hot beds? 

Humphrey: The integration of technology into patient treat-
ment and care is on the rise. It is up to us as producers and manu-
facturers to stay on the cutting edge with new, innovative products
that can work with the ever-changing orthodontic environment.  

Aesthetic treatment is also on the rise, as well as past treat-
ment modalities such as lingual orthodontics. With the advent
of complex materials being discovered and developed, we have
been able to integrate these materials in some of our cosmetic
product lines.

Another area for potential growth in the industry is adult
treatment. More adults are looking at ways to improve their

appearance; this rise in adult treatment has changed the
landscape of orthodontics opening new avenues for suppliers
and manufacturers.

Tell me about the team at Forestadent. 

Humphrey: Our employees are the faces of Forestadent, and
we want all of them to feel a part of the family. We have flexible
work hours, which enables everyone to work around their indi-
vidual family schedules. In addition, employees are recognized
for their dedicated service, either with trips, bonus or special
gifts. These little incentives keep our employees loyal. Our cus-
tomers reap the benefits of our loyal employees, because they
have a business partner that sticks around for a long time, and
they can count on someone who is truly interested in helping
them grow their business. 

Part of your team works in customer service,
which the company prides itself on. When an
orthodontist calls Forestadent, what can he/
she expect?

Humphrey: Even though we have experienced tremendous
growth, we maintain that “family-owned” feeling with our 
customers. When a customer calls our office, they speak to an
actual person when they place an order. Our phones are
answered by customer service representatives. We have a very
friendly Customer Support Team, and they go out of their way
to make sure that all questions are answered, and all needs are
met. In addition, we have also implemented a more intense
training program in order to provide our customers with a more
knowledgeable staff, so we can address their needs, questions
and concerns more efficiently.  

Outside of the office, our corporate sales representatives
(CSR) provide a very important dimension of personal cus-
tomer service. They are out every day meeting with doctors
and their staff, labs and universities, providing product
demonstrations, classes and personalized support on every call
they make. The CSRs take this personalized service very seri-
ously, and go out of their way to make sure each and every

continued from page 35

Testimonial:
“I switched to using Forestadent’s products when it first began bringing its products to the
St. Louis area. The products were similar to what I was using at the time, and what I have
found is it has a high commitment to developing leading-edge technology with innovations
to assist me in delivering great orthodontic treatment. The products are not just similar, but
superior to others I have used. And equally (and perhaps more) important is the high degree
of personalized service that we receive from the company. It gives us the confidence that
it will deliver what it commits to.” – Dr. Steve Hough, St. Louis, Missouri

Left: Chelsea LeGay enthusiastically taking an order from a valued customer. Photograph by John Fedele
Right: QuicKlear ceramic self-ligating bracket
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customer is happy. This level of dedication is very much
appreciated by our current customers. 

How do you obtain feedback from your ortho-
dontist customers? What do you do with that
information?

Humphrey: We value the input we receive from our cus-
tomers. We have a direct link on our Web site for any of our cus-
tomers to send us suggestions, feedback, etc. More importantly,
during a consultation with one of our corporate sales represen-
tatives, he or she takes a full evaluation of the customer needs,
and any feedback generated from the consultation is used to
start developing new products, new marketing programs, etc.
Our customer’s feedback is beneficial for us, but it is equally
important for our customers because it helps us tailor our busi-
ness and services to directly meet our customers’ needs.

Forestadent is very dedicated to education
and philanthropy. How does the company
express these?

Humphrey: Forestadent is a proud sponsor of the AAOF,
and has been for many years. In addition to the monetary con-
tributions to the AAOF, we sponsor lectures and workshops
across the globe, in a variety of languages, covering the hot top-
ics within the orthodontic industry. As we continue to foster
global partnerships in business, we notice more customers ben-
efiting from cross-cultural education as well, and strongly
encourage participation in the worldwide activities.

We recently saw the need for a scholarship program, so we
launched one. It is no secret that the costs of education are on the
rise. Education costs, combined with the 10+ years of education
required to obtain a specialized degree in orthodontics, there is a
huge financial burden on those in pursuit. So in May 2010 we
launched the Forestadent USA scholarship program. We offered
three $5,000 scholarships. This program was very successful for
the first year out. We received a great deal of positive feedback
from the residents, and dedicated support from the universities.
Our program for the 2011/2012 year just came to a close, and

again, just as we did last year, we had a wonderful and very deserv-
ing group of applicants. The awards will be given in October, so
stay tuned to see the winners of this year’s program!  

What is the Forestadent Symposium?

Humphrey: The Forestadent Symposium is the big annual
meeting held every year. Each year it takes place in a different
place around the world. In the past it has been held in Spain,
Athens, Paris, and this year will be held in Lake Garda, Italy.
This year’s focus is entirely on lingual treatment. Lingual treat-
ment has really taken off in the international sector, so it
should be very well attended. We have a great line up of
speakers who have been practicing lingual for a number of
years. It should be a very informational meeting. We encour-
age U.S. doctors to attend.

What can we expect to see from Forestadent
in the future?

Humphrey: In terms of products, Forestadent has some very
innovative and intuitive individuals working tirelessly in the
Research and Development department to bring doctors the
products that they need to provide world-class treatment to their
patients. The orthodontic community has new and exciting
ideas and products in store as we go forward.

And lastly, what is Forestadent’s single great-
est advantage?

Humphrey: The single greatest advantage of Forestadent is
the fact that this company has been around for more than 100
years, and has been able to evolve and adapt becoming more suc-
cessful on each turn. This family-owned company has stayed
true to the core values and philosophy that the original owner
and visionary Bernhard Förster implemented. This company is
thriving, and will continue to deliver quality and service.

To learn more about Forestadent USA, visit
www.forestadent.com, or call 314-878-5985 or
800-721-4940. n

Left: Scott McIntosh, sales repre-
sentative, explains the benefits of
the BioQuick Bracket to an inter-
ested doctor at the 2011 AAO
Annual Session.
Middle: Corey McPherson in the
warehouse efficiently pulling an
order before the end of the day.
Right: Forestadent USA Customer
Service Team: from left: Laura
Ventura, Chelsea LeGay, Corey
McPherson and Vickie Hoffman.
Photographs by John Fedele
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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.

ImageWorks Announces FDA Approval of the NewTom 5G Cone Beam CT

ImageWorks announces the FDA approval of the latest cone beam CT, the NewTom 5G. The latest development from
NewTom is the successor to the NewTom 3G. The NewTom 5G utilizes the latest flat-panel technology with a wider, 16 bit,
dynamic range. It features seven flexible FOVs which comply with the diagnostic imaging requirements of multiple special-
ties. As with all NewTom machines, the 5G utilizes the patented Safe Beam technology, automatically sensing and adjusting
radiation for each specific patient. For additional information, visit www.imageworkscorporation.com.

Share A Smile Featured in Inaugural “Webisode” as Part of National Grassroots Charity
Awareness Campaign 

An Orange County, California-based charity that puts smiles back on the faces of underprivileged kids in need of major
orthodontic care is the first charitable organization featured as part of a unique social media campaign designed to inspire
people to get involved with nonprofits. A documentary-style video profile featuring Share A Smile co-founders Mike and
Kim Robertson and a few of the participating local dentists and orthodontists who volunteer their time and talents to repair
youthful smiles – free of charge – can now be seen on YouTube, at www.shareasmile.com and at www.agendabe.com. 

Gendex is Driving Innovation Across the Nation  

Gendex is beginning a unique, year-long campaign designed to bring its latest dental imaging technology to dentists – the
Experience Gendex 2011-2012 North American Dental Imaging Tour. Understanding that dentists appreciate a hands-on
experience with products, Gendex outfitted a bus with everything from intra-oral sensors to 3D cone beam. The mobile
showroom consists of an extra-oral section featuring the Gendex GXDP-700 Series and GXDP-300; an intra-oral opera-
tory comprised of the GXS-700 digital sensors, several GXC-300 cameras, an expert DC intra-oral X-ray, VixWin
Platinum imaging software, the GXPS-500 PSP, plus a Pelton and Crane dental chair with KaVo handpieces and an entire
area devoted to online communications. For more information, visit www.experiencegendex.com. 

Sesame Communications Named to Inc. 500|5000 List of Fastest-Growing Private Companies

Sesame Communications has been named to the fifth annual lnc. 500|5000, an exclusive ranking of the nation’s fastest-
growing private companies. In its debut year on the list, Sesame is ranked an impressive #2024 for its 125 percent growth
over three years and $9.2 million in revenue in 2010. The companies on this year’s list report having created 350,000 jobs
in the past three years, and aggregate revenue among the honorees reached $366 billion, up 14 percent from last year.
Sesame’s ranking can be found at www.inc.com/inc5000/profile/sesame-communications and for more information
regarding Sesame, visit www.sesamecommunications.com.
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Orthodontists’ Opinions About
Early Treatment
Check out what other orthodontists are doing when it comes to early treatment in this poll conducted

from July 22, 2011 to August 19, 2011. Don’t forget to participate in the poll on Orthotown.com each

month. The more opinions you can provide us, the most statistics we can supply you.

Which best describes the frequency 
of early orthodontic treatment in 
your practice?

14% The majority of patients benefit from two

phases in my office.

12% Nearly half of the patients treated in my

office undergo multi-phase treatment.

69% Less frequent – it is usually limited
to issues like crossbites, severe
protrusion or overcrowding.

5% Less than five percent of my practice is

early orthodontic treatment.

How would you describe your overall
experience with two-phase treatment?

15% An indispensible tool for the majority of

patients. Treatment outcomes are

enhanced along with decreasing the com-

plexity of cases and amount of time in

appliances.

10% Beneficial to many of my patients – 

I prefer to perform multi-phase treatment

if possible.

60% Beneficial only when limited to
specific objectives

14% Beneficial on a limited scale – the 

majority of patients could be treated to

the same result in a single phase.

1% Not beneficial – early treatment has more

detrimental effects than single-phase

treatment and can greatly increase total

treatment times.

In the mixed dentition, with what are 
you most likely to address arch length
discrepancies?

47% Maxillary and/or mandibular
expansion appliances for arch
development (even in the
absence of crossbite).

1% Headgear

2% Extraction of primary teeth

31% Extraction of primary teeth and space

maintenance

6% Serial extraction

13% I do not routinely address arch length

with early treatment.

How do you address posterior 
crossbites due to a narrow maxilla 
in the mixed dentition?

88% Rapid palatal expansion
2% Removable expansion appliances

8% Fixed palatal wires such as quad helix,

W-arch, TPA

2% Expansion, however only in the perma-

nent dentition

In early treatment, with what are 
you mostly likely to address Class II 
malocclusions?

28% Headgear

5% Molar distalization

24% Functional appliances

43% I do not typically address Class
II with early treatment.

Which best describes your philosophy
relating to Class II correction during
early treatment?

15% Facial growth can be altered through

skeletal changes with predicable stability.

42% Facial growth can be altered
through both dental and 
skeletal changes with 
predicable stability.

20% Attempts at alterations of facial growth

in early treatment are purely dental and

stability is unpredictable at best.

23% I do not feel Class II correction should

be addressed prior to comprehensive

orthodontic treatment.

Have you ever placed brackets on a patient
even though primary teeth 
were still present?

96%
Yes 

4%
No  

http://www.towniecentral.com/Orthotown/Poll.aspx
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In the contemporary and contemplative orthodontic office,
3D imaging has emerged as a technology that is expanding the
specialty’s scope and effectiveness. Besides learning how the cone
beam 3D works, practitioners want to know how to optimize
the technology across many aspects of the practice – from diag-
nosis to treatment to marketing. To achieve this goal, Imaging
Sciences International, Henry Schein Dental and Gendex
Dental Systems have partnered to sponsor the 3D Imaging
Institute’s 5th International Congress on 3D Dental Imaging –
a forum for leaders in dental education to share their experience
and expertise in this dynamic technology. Entitled “3D in
Practice,” this year’s congress will be held November 4-5, 2011,
in Dallas, Texas with a Users’ Meeting on November 3. 

Continuing to meet the demand for education, the congress’
two-day curriculum is expanded each year to include topics
ranging from basic information to detailed clinical use, hands-
on training with 3D planning software programs, patient educa-
tion and marketing, and will afford 16 CE credits. For 2011,
leading technology experts will discuss the latest techniques and
related software and products, and attendees will have opportu-
nities to network with clinicians from around the world. Several
break-out sessions specifically target issues that affect the ortho-
dontic practice. 

Dr. Sean Carlson’s session is entitled, “Debunking the Myths
of Cone Beam Imaging: Applying the Science in the Everyday
Orthodontic Practice.” Dr. Carlson is an associate professor of
orthodontics at the University of the Pacific School of Dentistry
and a senior investigator in the Craniofacial Research and
Instrumentation Laboratory, besides maintaining a private prac-
tice in Mill Valley, California. He also offers free podcasts based
on scientific facts that explore the basics of X-ray dosimetry

3D Dental Imaging Gives Orthodontists the 
Straight Talk on Cone Beam Imaging
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related to common dental and orthodontic diagnostic proce-
dures. These podcasts allow dentists to gain a greater perspective
on the subject of CBCT and radiation exposure.

Orthodontic speaker Dr. Juan-Carlos Quintero will present
“Ortho in 3D! – the Fully Committed Practice.” He is immedi-
ate past-president of the South Florida Academy of Orthodontists
(SFAO) and has been featured on several television news shows,
including the Discovery Channel. He has served as national pres-
ident of the American Association for Dental Research – SRG,
has won numerous national research competitions, published
more than 14 articles in peer-reviewed scientific journals and cur-
rently lectures extensively both nationally and internationally. Dr.
Quintero notes, “Armed with 3D information, orthodontists are
able to treatment plan cases for clear, predictable, concise tooth
movements. The more we see, the more we know and the fewer
mistakes we make for more efficient treatment planning.” He
adds that orthodontists can benefit from the opportunity to view
head and neck anatomy from all sides in three dimensions and in
conjunction with airways, bone, sinus and the TMJ system. 

In addition to the clinical aspects of the orthodontic practice,
the congress will offer insights for augmenting the practice. Dr.
Steven Olmos, an orthodontist, will speak about “CBCT in the
Treatment of Craniofacial Pain and Sleep Apnea,” and Dr. Brent
Bankhead will discuss “Leveraging 3D Technology for a
Successful Practice.” Other sessions will investigate implants,
cone beam and CAD/CAM and 3D applications for oral and
maxillofacial surgeons.

For the business side, Kimberly Innocent and Dr. Steven
Sudbrink’s session will focus on “Successful Reimbursement and
Billing Strategies for Cone Beam Scans.” Prior to joining
Sudbrink Oral Surgery Associates, PC, where Innocent is the
administrator of operations and staffing, she was in charge of 12
large, multi-specialty medical practices. She is also vice president
and operational advisor for Practice Solutions, LLC. Innocent
noted, “Submitting CBCT scans for dental insurance reimburse-

continued on page 42
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ment is a brand-new concept. If you have CBCT technology or are
still considering it, it is important to make the calls and verify the
requirements for a seamless reimbursement process.”

For the past four years, the congresses have explored topics on
3D’s past, present and future possibilities. As the applications for
this powerful technology continue to grow, more specialties and
topics are integrated into the mix. Speakers share their experience
in practical applications of this dynamic technology and how it
actually works in the clinical environment. Lectures and discus-
sions allow for participation and interaction between participants
and speakers. Attendees can witness live scans and treatment-plan-
ning sessions and gain insight into the different options for field-
of-view, resolution and scanning protocols and patient positioning
optimization by doctors through hands-on training with 3D plan-
ning software programs. 

Nicole Serago, marketing specialist and events coordinator for
the 3D Imaging Institute, has been involved with the congress since
its inception. She offers, “The institute provides 3D education for
all clinicians. While throughout the year we sponsor Webinars for
those with varying levels of knowledge and day-long advanced cus-
tomer training sessions, our signature events are definitely live
courses and the annual two-day congress. Feedback from our past
congress attendees verifies we are on the right track by giving com-
ments like, “The speakers’ combined knowledge is very impressive”
and the courses are “so beneficial.” 

Along with these seminars, a variety of vendors display sup-
porting 3D-related products including imaging, implant and
restorative systems. In the exhibit hall, dentists will be able to have
a hands-on look, including i-CAT, the new i-CAT Precise and the
new Gendex GXDP-700.

Cone beam imaging gives orthodontists a view of the anatomy
that assists in more precise diagnosis and treatment planning for
orthodontic patients. Comprehensive information and education
gained from this congress can help dentists use this type of imaging
modality to advance patient care and differentiate their practices.

Learn more at www.i-cat3d.com/congress2011/. n
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Over the past several years, a recurring com-
plaint among orthodontists and other health-care
providers has been that they have been mislead by
their “investment adviser.” Specifically, the com-
plaints fall into two categories: being placed into
inappropriate investment vehicles and incurring
principal losses instead of gains. 

In the past, it was important to distinguish
between retirement accounts and personal accounts
since the former is tax deferred while the latter is
taxable. However, the distinction might be of little
significance over the last three to five years (or for
some, even 10 years) since there have been rela-

continued on page 44
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tively small gains to tax in the majority of investment portfolios.
Furthermore, with a high turnover ratio, 100 percent annual
turnover is not uncommon for mutual funds; the problems are
further compounded since much of the buying has occurred at
levels higher than the subsequent selling.

In any event, many professionals are unhappy about the lack of
positive direction, infrequent communication and, most signifi-
cantly, the haphazard approach that has been
taken with regard to their investments. One
orthodontist queried, “What kind of treat-
ment would I be providing my patients if I
proceeded the way my adviser has without
the proper diagnosis and treatment plan.”

It is clear that orthodontic treatment
outcomes would be haphazard at best with-
out a proper plan based on a careful evaluation of a history and
interview, clinical examination, diagnostic records and a
thoughtful diagnosis and consultation, along with regular and
timely progress evaluations. Such an approach would be unpro-
fessional and unacceptable and might be the basis of a malprac-
tice action when the outcome was substandard.

It is suggested that your investments be given the same
degree of attention that your patients are given. Anything less
should be unacceptable to you. As such, both your participation
and that of your investment counselor should be focused on
developing the proper strategic plan as well as a regular and fre-
quent protocol for review so as to be able to quickly modify the
allocations as tactically necessary.

It is important to not lose sight of the goal of the investing
endeavor. Whether it is the retirement fund for you and your
staff or your personal portfolio, your single-minded focus is
financial security. Even though the individual aspects and spe-
cific timing might be completely different from anyone else, the
overall outcome is the same. Your time horizon might be short,
or it might be five, 10, 15, 20 or more or years. This is especially
true for younger practitioners because with a long time horizon,
the most critical investment time period is the first five years.
Thus, young practitioners need this structure even more than
older practitioners. Unfortunately, the discipline and process is
likely not being followed. 

The reasons the structure is missing are simple. Either the
doctor is too busy to take the time, or believes that it will be ade-
quately taken care of or the adviser/broker is too busy with too
many clients. Even though you might have one, two or even five
million dollars of retirement or personal investments, this is not
a large account for most highly skilled and professional financial
advisers and gets you no special attention. 

It is rare you will even receive a telephone call once per year
from your adviser/broker. If you do, it could be to taut some
“dot-com opportunity or firm proprietary offering” or it is a brief
reaquiantence call to try to maintain your account for another
year to capture the fees paid on your assets under management

(AUM), which by the way, are significant since even at 0.5 per-
cent, if your account is advancing five percent per year, equal 10
percent of the profits. This doubles as with most adviser/broker-
ages that receive one percent on AUM, which at the same return
would equal 20 percent. And, as with most returns being zero
over the past 10 years, the fees are incalculable.

Many practitioners ask: “How much worse could I have done
managing my own portfolio?” As it turns
out, much worse for some, especially if they
are inexperienced and professionally busy to
the extent that they don’t have the time or
inclination to devote the resources needed
for self-study and review. It is very similar 
to the development of the practitioner’s
professional skills. It would be difficult to

imagine excellent orthodontic results provided by someone
untrained or without meaningful education and inexperience. 

With the above in mind, the suggestion for my colleagues in
health care is to “heal thyself.” By that I mean take a look at the
process and reformat your approach. Stop trying to “beat the
market” yourself or even to hire someone else to do so. The sta-
tistics are clear. Over the last 20 years, according to public
sources, almost 90 percent of the active investment advisors have
fallen behind the market averages. Over the last 10 years, almost
75 percent have fallen short. It is not a pretty picture when your
goal is to outperform the market on a consistent basis. It is very,
very rare for an active manager to do so, and it is even rarer for
you to be able to select those managers in advance. In practice,
what frequently happens is that the adviser/broker buys fund A
at X, after one or two years of mediocre to poor performance,
switches you out of fund A at .85X and into fund B at Y, only
to repeat the scenario in a year or two at .80Y and so on.

It is important to properly identify your mission and that of
your investment counselor. It is suggested that it isn’t merely to
beat the market. In fact, active management isn’t likely to be the
answer. It might be a small part of it, but only after a carefully
crafted strategic investment plan has been implemented, which
can only be prepared after all the necessary data, including risk
tolerance, time horizon(s), tax issues, goals, etc. has been col-
lected and thoroughly analyzed by a highly sophisticated and
knowledgeable counselor, who has “no horse in the race,” (i.e.
who is not incented to take inappropriate risks to achieve a pos-
sible but unlikely high return to gather more AUM). 

Regular and meaningful progress discussions are a critical
aspect of investment success. These should be preferably in per-
son, but only after a thorough review of your specific current and
future needs, short- and long-term goals, liabilities and unique
objectives have been reviewed. Only then will the counselor have
enough information to make an intelligent and unbiased deci-
sion in a matter of utmost importance to you and your family. 

Investment advisers/brokers and fund managers continue to be
very well compensated. They are among the highest earners. The

continued from page 43
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Wall Street Journal has reported over and again the multi-millions
of dollars these individuals receive as compensation and bonuses.
In fact, their compensation has remained exceptionally high even
when the economy and your assets have either diminished or
remained the same. Each month new funds flow into brokerages
and/or funds of all sorts. The compensation increases as a result of
the percentage received for “management” of the assets, previously
referred to as AUM. Their fees and bonuses are not because your
portfolio has performed well, even with hedge funds, some of
which still charge a “2 and 20,” (i.e. two percent of AUM and 20
percent of all gains or in some instances, 20 percent of gains over
a certain amount, the base fees are merely based on AUM).

For the above reasons, it is important to reorganize your
investment approach and develop a regularly reviewed, long-
term strategic plan and service relationship based on an agreed
upon working document developed in conjunction with a
trusted counselor. You need to avoid merely being a customer in
a “retail shop mentality” brokerage where you are sold products
and hope for the best but often don’t receive it. 

The stock market has been referred to as “the loser’s game.”
For many, this is the case. It does not need to be. However, as
with anything of value, it does take extra time and effort. It is a
risk that you can manage and it is one of the biggest risks to your
financial security. n

Author’s Bio

Donald E. Machen, DMD, MSD, MD, JD, MBA, CFA, is
the recognized authority on risk management in ortho-
dontic practice having initiated the discipline in the
mid-1980s. He developed, moderated and presented at the AAO’s
first national risk management telecast to more than 2,600 ortho-
dontists. He has represented orthodontists, dental specialists,
general dentists and physicians in malpractice lawsuits and other
legal matters as a trial lawyer and currently is a trial court judge
in Pennsylvania, having served for more than 14 years. He is a
board certified orthodontist maintaining a part-time practice and
is on the orthodontic faculty of Case Western University Dental
School and The University of Pittsburgh School of Dental
Medicine. He is also an adjunct professor of Law at Duquesne
University School of Law where he teaches malpractice litigation.
Dr. Machen was the editor of the Legal Aspects of Orthodontic
Practice column in the AJO, writing a monthly column and has
authored columns in JCO and Ortho Tribune. He lectures exten-
sively to orthodontic groups, both large and small, focusing on
developing highly effective systems for eliminating lawsuits, opti-
mizing patient care and increasing practice referrals. Dr. Machen
is the author of Managing Risk in Orthodontic Practice and is
managing director of Risk Management Consultants, LLC. He can
be contacted at: drmachen@orthormc.com.
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by Angela Weber

Digital marketing tools like Web sites and e-mail communi-
cation are already common tools for orthodontic practices, and
even Facebook pages are becoming more widespread. But in this
realm of technological advances, apps for smartphones are a new
frontier. More and more small businesses, including independ-
ent medical practices, are launching their own apps. Should
your practice be next? 

The bar to entry for your practice having its own app is
lower and less expensive than you probably think. It might also
be more necessary. Considering about 200 million Americans,
or 65 percent of the U.S. population, will have either a smart-
phone or a tablet by 2015, an app for your practice might one
day be as essential as a Web site. 

To back up a little for the uninitiated, an app is short for
“application,” the name for a program that runs on smart-
phones. The most popular tend to be games, but these apps can
also be tools to help people count calories, make to-do lists or
post messages to social networking sites. Many businesses have
developed their own apps as smartphone extensions of their
Web sites, and for certain users who are always on the go, these
mobile apps even supersede the main sites. 

For example, Amazon and eBay apps allow users to browse
goods and make purchases via apps right on their smartphones,
and the user experience is customized for the handheld touch
screen. These days, just about every decent-sized Web site offers
an app version. 

If your practice were to get an app, what would it include?
To decide, consider what would be helpful to your current

patient base and the fact that they’ll turn to your app when they
need information in a pinch. In general, the app should make
your patients’ lives easier and make their treatment as conven-
ient as possible. Just as with Amazon’s and eBay’s apps, your app
should be an extension of your Web site in a convenient format
for mobile use. Some ideas of things to include are:

•  Contact info and hours
•  Location maps
•  E-mail contact forms 
•  Doctor and staff profiles
•  Emergency and after-hours information 
•  Informative care videos
•  Facebook, Twitter and news updates 
Granted, all this information is available from any computer

connected to the Internet, so you might wonder why you need
an app for it. The app also offers an improved functionality and
ease of use for patients accessing your site through a mobile
device. Another reason is because if your patients are on their
phones a lot, that’s where you should be, too. In addition, an
app will position your practice as forward-thinking and tech
savvy, something that will particularly appeal to your teenage
patients and their busy parents. 

What’s more, apps offer you the ability to conveniently reach
out to patients with practice news updates and treatment care
reminders. Patients have easy access to your practice and your
treatment guidance will benefit their outcome. 

And even when it’s not being used, the app can serve a mar-
keting purpose. The app occupies a space on your patients’
phones in the form of a small logo. This is the logo they’ll see
every day, many times a day, whenever they look at their phones.

continued on page 48
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Since they are being constantly reminded of your practice, they
will be more likely to think of you when a referral opportunity
comes along. 

To get started on building your app, you have a few options.
One avenue is to hire a programmer to create a customized app
for your practice. Just as with any other business service, you can
find an app developer by asking colleagues for referrals. A good
fit would be a developer that has experience in the health-care
industry and understands an app’s patient benefits. 

Another option is to build your own app with a number of sites
that have sprung up for this very purpose – to give small businesses
an affordable way to gain a foothold on consumers’ smartphones. 

Once the app is designed, it’s time to distribute it, and your
developer or app-making site should be able to help you through
this process. Even when apps are free like yours, all apps for
iPhones and iPads need to be distributed through Apple’s iTunes
store. Apps for the Android operating system don’t have a central-
ized distribution point, but the largest one is Google’s Android
Market. Apple has a more complex approval process than Google
does and might reject apps for style and technical issues. 

Once your app is ready for download, you can start publi-
cizing it on your Web site. Mention it to your patients when
they come in the office. Many will be eager to download it. It’s
a fun way for them to connect with your practice. 

If you are not ready to enter the world of app development,
an alternative solution is to make sure your Web site works well
with the small screens of mobile devices. Your Web site designer
can create a mobile option for your current site or create a sep-
arate mobile site altogether. 

Apps are new tools which can add a touch of tech-savvy
excitement to your practice. Just as the number of Web users
grew in the 1990s, the number of smartphone users is only
going to keep growing. Now is as good a time as any to adapt to
this new technology. Over time, apps for the health-care indus-
try will come into greater abilities. Their potential is only begin-
ning to be explored, and by starting now, your practice will be
already out in front. n

Author’s Bio

Angela Weber is the marketing director for OrthoSynetics
(OSI), a business services firm that assists orthodontic and
dental practices utilizing a full-service, turnkey manage-
ment approach to address all non-clinical practice functions to gain
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e-mail aweber@orthosynetics.com.
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American Orthodontics
•  Established: 1968
•  Business Philosophy: American Orthodontic’s (AO) main focus is

to provide the best value to its customers so they can change the
lives of patients by improving their smiles and their self-esteem. It
also takes pride in keeping much of its labor and manufacturing
within the United States.

•  What to Expect in the Future: AO is actively adding parts to its
self-ligating product lines, including a variety of prescriptions, as
well as cosmetic options.

•  Patents: A dual-activation feature – the option of a fully interac-
tive self-ligating system or the hybrid interactive anterior/fully
passive posterior system. 

•  Self-ligating Brackets: T3, Empower
•  Contact: 920-457-5051 or www.americanortho.com

continued on page 50

Choosing and buying brackets can be confusing. How do you weigh quality with price? Can patients
tell the difference? What feels best in your hands or on their teeth? What type is the most aesthetic?
Much of it comes down to preference; however, you can’t determine your preference until you have all
the facts, so here we have surveyed several orthodontic companies, asking all about their self-ligating
bracket systems, making it easier than ever to find the system right for you.

3M Unitek
•  Established: 1902
•  Business Philosophy: 3M continually seeks ways

to sustain and improve quality and product con-
sistency, and constantly delivers new solutions
designed to provide more efficient performance.

•  What to Expect in the Future: A continuing
commitment to providing high quality educa-
tion opportunities for all areas of the self-ligat-
ing specialty, including doctor and staff users
meetings, online education and orthodontic res-
idency programs.

•  Patents: APC Adhesive Coated Appliance System
•  Self-ligating Brackets: Clarity SL, SmartClip SL3
•  Contact: 800-634-5300 or www.3munitek.com
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Dentaurum USA 
•  Established: 1886
•  Business Philosophy: Dentaurum is a family business

committed to providing the best service, quality and inno-
vation possible for all its customers. While focused on cre-
ating an economically strong and healthy business for
future generations, it is also committed to respecting the
environment and staying true to its principles of ethics,
equal treatment, tolerance and respect.

•  What to Expect in the Future: The launching of
Discovery Pearl in the fall, which is a brand new ceramic
bracket line with the same low-profile design and fit of the
SS brackets. Also, new developments to the self-ligating
bracket line which will be released in 2012.

•  Self-ligating Bracket: Discovery SL
•  Contact: 49-0-7231-803245 or www.dentaurum.com

DENTSPLY GAC International
•  Established: 1943
•  Business Philosophy: DENTSPLY GAC represents qual-

ity and remains dedicated to its customers and to the pur-
suit of optimal orthodontic treatment through ongoing
research and development. 

•  Self-ligating Brackets: In-Ovation R, In-Ovation C, In-
Ovation L, MTM NoTrace

•  Contact: 800-645-5530 or www.gacintl.com

DynaFlex
•  Established: 1965
•  Business Philosophy: DynaFlex is focused on providing

high quality orthodontic appliances and products at an
exceptional value. Focused on Midwest values, DynaFlex
will always provide personal service and attention. 

•  Self-ligating Brackets: Revolution
•  Contact: 866-346-5665 or www.dynaflex.com

Forestadent USA
•  Established: 1907, 1995 (in U.S.)
•  Business Philosophy: Forestadent takes a customer-

oriented approach to business. It focuses on the develop-
ment of relationships and precision engineering.

•  Patents: Hook-style base for increased bond strength, and
inverse hook-style base for splinter-free bonding

•  Self-ligating Brackets: BioQuick, QuicKlear, BioPassive,
2D Lingual

•  Contact: 800-721-4904 or www.forestadentusa.com 

Ormco Corp
•  Established: 1960
•  Business Philosophy: Ormco stands for continuously

improving the health, beauty and youthful appearance of
patients through progressive orthodontic technology.

•  Self-ligating Brackets: Damon Clear, Damon 3, Damon Q,
Damon 3MX

•  Contact: 800-854-1741 or www.ormco.com

Ortho Classic 
•  Established: 1963
•  Business Philosophy: Ortho Classic is committed to high

quality products which undergo rigorous inspections and
constant quality checks. It believes high quality does not
always have to mean high price.

•  Patents: Rotating Cap
•  Self-ligating Bracket: Tenbrook T1
•  Contact: 866-752-0065 or www.orthoclassic.com

Ortho Organizers
•  Established: 1976
•  Business Philosophy: Ortho Organizers is committed to

people; this commitment means playing a significant role
in increasing public awareness of the aesthetic and gen-
eral health benefits of orthodontic treatment and provid-
ing products and services that enhance the patient’s
orthodontic experience.

•  Self-ligating Bracket: Carriere SL 
•  Contact: 800-547-2000 or www.orthoorganizers.com

Ortho Technology
•  Established: 1991
•  Business Philosophy: Ortho Technology is committed to

offering innovative and unique products that orthodontic
professionals worldwide can trust; and is committed to
quality and customer service.

•  Patents: Convertible clip
•  Self-ligating Bracket: Lotus Plus
•  Contact: 813-991-5896 or www.orthotechnology.com

TP Orthodontics
•  Established: 1942
•  Business Philosophy: TP Orthodontics is committed to

providing customers with high quality products at a
good value while meeting the needs of the patient –
especially those looking for a comprehensive aesthetic
treatment solution.

•  What to Expect in the Future: Continued expansion of
the aesthetic product line through the latest advancements
in materials.

•  Self-ligating Bracket: Click-It
•  Contact: 209-368-7545 or www.tportho.com n

This is not a comprehensive list of self-ligating brackets or the companies
which produce them.

continued from page 49

continued on page 52



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? 

Patents: DE 102004056168 · EP 0782414 · US 7717706 · US 7,255,557 

Precision & Reliability
Made in Germany
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3M Unitek Bracket Composition Prescriptions Mechanism

Clarity SL Ceramic MBT, Roth, VPO Passive

SmartClip SL3 Stainless Steel with Nitinol Clip MBT, Roth, VPO Passive

American Orthodontics

T3 Stainless Steel MBT, Roth Interactive

Empower Stainless Steel MBT, Roth, Gianelly Interactive*

Dentaurum USA

Discovery SL Stainless Steel MBT, Roth Passive*

DENTSPLY GAC International

In-Ovation R Stainless Steel MBT, Roth, Roncone Interactive

In-Ovation C Ceramic MBT, Roth, Roncone Interactive

In-Ovation L Stainless Steel Custom Interactive

MTM NoTrace Stainless Steel — Interactive

DynaFlex

Revolution Stainless Steel with NiTi Clip MBT, Roth Passive*

Forestadent USA

BioQuick Stainless Steel MBT, Roth Interactive

QuicKlear Ceramic MBT, Roth Interactive

BioPassive Stainless Steel MBT, Roth Passive

2D Lingual Stainless Steel — —

Ormco Corp

Damon Clear Polycrystaline Alumina Damon Passive

Damon 3 Polycarbonate and Stainless Steel Damon Passive

Damon Q Stainless Steel Damon Passive

Damon 3MX Stainless Steel Damon Passive

Ortho Classic

Tenbrook T1 Stainless Steel TenBrook Passive*

Ortho Organizers

Carriere SL Stainless Steel (Nickel-free) MBT, Roth Passive

Ortho Technology

Lotus Plus Stainless Steel with Thermal NiTi Clip MBT, Roth, Damon Passive

TP Orthodontics

Click-It Ceramic, NiTi, Acrylic Polymer MBT .022 Passive, Progressive, Ac
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Auxiliaries

Cuspid and bicuspid crimpable hooks, crimpable stops, hand instruments, dimpled and hybrid archwire

Cuspid and bicuspid crimpable hooks, crimpable stops, hand instruments, dimpled and hybrid archwire

—

V-slot auxiliaries

Hooks on cuspids

Hooks, color ID, palmer notation

Hooks, color ID

Hooks

—

Hooks on 3, 4, 5*

Hooks and auxiliary slot 

Hooks

Hooks and auxiliary slot 

Hooks

Gauges

—

Gauges, drop-in hooks

Drop-in hooks

Hooks on 3, 4, 5*

Hooks on 3, 4, 5

Hooks

Ac tive Replaceable tips *options available
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SureSmile QT
SureSmile QT is a lingual treatment option for orthodontists to

meet the growing trend of orthodontic patients interested in aesthet-
ics. SureSmile QT offers many advantages including choice of
bracket, treatment planning software, robotically bent archwires and
the option to be combined with labial treatment on an arch-by-arch
basis. For additional information, visit www.suresmile.com.

SureSmile QT

VALO Cordless
The VALO Cordless LED curing light maintains the powerful,

efficient broadband technology offered by the original VALO, and
adds a battery-operated, cordless wand for mobility. VALO Cordless
features custom, multi-wavelength LEDs to produce high intensity
light at 395-480nm. VALO Cordless comes with standard lithium
iron phosphate rechargeable batteries and a battery charger suitable
for power outlets from 100 to 240 volts. For more information, visit
www.valo-led.com.

VALO Cordless

Morthos 
Morthos are a group of silly looking cartoon monsters with

braces. Morthos.com launched by Ortho Classic, Inc., is a fun and
innovative new orthodontic practice builder. Each monster promotes
the values of having straight, healthy teeth in a fun and unique way.
Each character is available on posters, removable adhesive wall
graphics, T-shirts, referral cards, coloring pages and Papercraft paper
models. Each item can also be customized with your practice logo
and information. Visit www.morthos.com for free downloads or to
order a custom product.

Morthos

ComfortBrace
ComfortBrace is a clear adhesive strip that provides full coverage

against painful irritation. Until now, dental wax has been the only
product to soothe mouth sores after penetration of the skin. Comfort-
Brace prevents, as well as aids, painful canker sores and bleeding that
arise with orthodontic braces. ComfortBrace is a one-size-fits-all thin
strip that does not interfere with eating, drinking, talking or sleeping.
Visit www.comfortbracestrips.com for more information.

ComfortBrace

You are invited to visit Orthotown.com to ask questions or post comments about the following New Product Profiles. If you would like to submit a new
product for consideration to appear in this section, please send your press releases to Assistant Editor Marie Leland at marie@farranmedia.com. 

http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=175772&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=175773&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=175774&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=175775&v=1
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Clinical Obstacles in Open Bite Treatment
Using Temporary Anchorage Devices 
by Mohammad R. Razavi, DDS, MSD, FRCD(C) 

Anterior open bite is one of the most difficult malocclusions to treat orthodontically.
Successful correction and closure of anterior open bites have plagued orthodontists for nearly as
long as our profession has existed. Modifications of outer bow of the headgear have been demon-
strated to affect molar intrusion and allow for clockwise rotation of the mandible, leading to clo-
sure of the anterior open bite.1 Oftentimes early treatment of patients via molar intrusion has
been advocated as a treatment objective in open bite treatment. Commencement of treatment
in the mixed dentition allows orthodontists to take full advantage of growth modification in
order to increase the posterior facial height to anterior facial height ratio and to forward autoro-
tation of the mandible.2

Treatment success, however, is highly dependent on patient compliance and cooperation. In
older patients with limited growth modification potential, the treatment of choice for many
years has been orthognathic surgery to impact the maxillary posterior segment and closure of the
anterior open bite by mandibular plane reduction.3 A more invasive treatment option, along
with the increased treatment costs due to surgery, makes this treatment less appealing for most
patients. The recent increase in popularity of temporary anchorage devices has provided ortho-
dontists with treatment alternatives in correcting anterior open bite malocclusions. Posterior
teeth can now be intruded to allow for mandibular autorotation and closure of the anterior open
bite. The intent of this article is to give the clinicians an overview of various means to intrude
posterior teeth in treatment of anterior open bites and discuss their potential complications.  

Titanium surgical plates have been documented in treatment of anterior open bites. In
patients with excessive maxillary posterior growth, the posterior teeth can be intruded by l
oading them with a NiTi coil attached to molar brackets and titanium plates fixed bilaterally to
the zygomatic buttress.4 This technique, though effective, requires the expertise of another den-
tal specialist in placement and later removal of the plates. Alternatively, the surgical plates were
replaced by mini-screw implants as they provided orthodontists with a far less invasive means to
achieve molar intrusion and correction of open bites. Mini-screw implants can be inserted bilat-
erally into the infra-zygomatic crest (Fig. 1), and loaded using NiTi coil springs attached to the
molars (Fig. 2), resulting in molar intrusion.5 Clinically however, limited success was achieved
when this method to intrude molars was employed. Even though an increase of 2mm in over-
bite was observed in only 14 weeks, there was significant tissue irritation, causing a soft-tissue
infection. The mini-screw implants had to be prematurely removed and open bite correction was
not fully achieved (Fig. 3). The tissue overgrowth and inflammation could be attributed to dif-
ficulty in maintaining optimal oral hygiene in the depths of the mucobuccal fold, and the lack
of keratinized gingiva in the implant site. Upon removal of the mini-screws the soft-tissue irri-
tation resolved and the alveolar mucosa returned to health within two weeks.    

In order to avoid this tissue irritation, mini-screw implants were placed interdentally in the
attached gingiva. The implants were activated by attaching an elastic chain module to the molar
and premolar brackets (Fig. 4). Though the open bite was expected to be reduced upon activa-
tion, in theory, the open bite was increased initially. This can be attributed to the application of
an intrusive force away from the center of resistance of the molar, leading to a force couple and
labial crown tipping. Subsequently, a palatal mini-screw implant was placed, and a chain mod-
ule that traversed the occlusal surface of the first molars, and attached to the mini-implants 
buccally and lingually.6 This technique reduced the labial tipping of the molars, and resulted in

Fig. 1: Mini-screw implant placed in the infra-
zygomatic crest for molar intrusiton.

Fig. 2: Gingival inflammation and hyperplasia
surrounding the mini-screw implants placed in
the infra-zygomatic crest.

Fig. 3: Healed mucosa two weeks following
mini-screw removal.

Fig. 4: Direct loading
of mini-screw implant
placed in the buccal
attached gingiva.

continued on page 56

Fig. 5: Transpalatal arch designed to stay 3-
5mm away from palatal mucosa.



improved mechanotherapy in the reduction of the anterior open bite. However, there was sig-
nificant patient discomfort due to the occlusal irritation caused by the elastic module crossing
the occlusal table of the molars.  

Further research in attempt to prevent molar labial tipping resulted in the routine use of a
transpalatal arch in all molar intrusion cases.7 The key to successful use of TPA is maintaining
the bar away from palatal tissue. A 3-5mm distance is desired between the TPA and palatal gin-
giva to avoid tissue impingement (Fig. 5, page 55). Well-designed transpalatal arch, combined
with interdental buccally positioned mini-screw implants, leads to successful molar intrusion
with minimal complication. A common complication observed in using this technique was the
premature loosening and loss of the mini-implants. Limitations of interradicular bone, devia-
tions in placement angle, impingement of the PDL space and potential cementum contact have
all been reported as potential complications of mini-screw placement.8 In addition, the poste-
rior maxilla and maxillary tuberosity have reduced bone density, and minimal cortical bone
thickness leading to reduced primary stability and success rates for mini-screw implants placed
in this site.9,10

Alternatively, the palate is now routinely used as the site of choice for mini-screw implant
placement (Fig. 6). The palate provides a site of thick, dense cortical bone that provides signif-
icant screw retention. Furthermore, the bone is covered with ample keratinized tissue, making
it resistant to tissue irritation and inflammation. Other than the incisive foramen, the palate
also provides a site of limited potential for nerve and blood vessel damage from mini-screw
placement.11 Future publications will outline the specific treatment mechanics and TPA design
commonly utilized to predictably intrude molars and close open bites. ■
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Fig. 6: Mini-screw implant placed in the mid-
palate used to intrude molars using a modified
transpalatal arch and NiTi coil springs.

Fig. 7: Closed anterior open bite following 12
months of orthodontic treatment.
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