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Finally. A system that puts
control back in your hands.

www.empowerbraces.com

It’s Your Choice:
Fully Interactive or
Dual Activation System
Interactive Anteriors and Passive Posteriors

  posterior teeth and laterals

Empower SL molars 
  available soon
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Asymmetry. Hemifacial? Three Years
of Treatment Already.
This patient has already had three years of treatment
and is missing three bicuspids with one more to be
extracted. Is this case headed for surgery?

Asymmetry Hemifacial
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Removal of Cement and Polishing
Teeth at Debond

When the braces come off, what is your office
procedure for cleaning up the teeth?

Removal of Cement

External Marketing 

Billboards, radio and television commercials,
direct mailing – what’s been your experience
with these types of marketing?

External Marketing

MESSAGEBOARDS
ORTHOTOWN.COMFEATURES

Monthly Poll
Magnification

Do you or a staff member use loupes in 
your office?

A. Yes  B. No

Press Releases
Stay Informed and Up-to-date

Read both current and past news releases 
and also learn about new products in the
Orthotown.com press release section. 

Online CE
Orthodontics and Restorative Triumphs 
– Duane Grummons, DDS, MSD

Cases done well utilizing effective interdisciplinary
approaches yield stunning smiles and occlusal
harmonies. This course celebrates great smile
outcomes with a team approach. 

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
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continued from page 4

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

12
11
Message

from the

Online

Community

Manager

New Year, New Look!▼

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
Like us on Facebook! See who’s stopping by the Orthotown office, find out
when new CE courses are uploaded and get notifications for Townie events.
Check out the Help Center’s Feature of the Month for more information!

VIDEOTUTORIAL
How to Use the Magazine Archives
Orthotown Magazine has so many valuable articles worth revisiting. Go to
the Media Center and click on the Tutorial section to watch a short video
with step-by-step instructions on viewing archived issues of the magazine.  

Orthotown.com is getting a sleek, new look in 2012! In

January, we’ll be launching a new homepage that will

feature brighter colors and a fresh layout with easier

access to all of what Orthotown.com offers. All of your

favorite sections will still be there, but keep your eye

out for fun additions to make your user experience

even better. We’ll bring you trending topics, up-to-the-

minute message board stats, more weekly features, a

new section for Townie events and more!

We know change can be hard, especially when you’re

crunched for time. While the new layout is designed 

to be quicker and easier for you to use, we understand

you might have some questions. Call me at 480-445-

9696 or e-mail me at kerrie@farranmedia.com and I’ll

answer any questions you have and help you navigate

through the new improvements.

http://www.towniecentral.com/Orthotown/Help.aspx
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i-CAT gives you CASE CONTROL
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Featuring NEW software

Airway analysis 3D Cephalometric analysis Digital Modeling

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

A Year of Progress

December signals the end of another year with the World Series over and the St.
Louis Cardinals winning an unbelievable game six and a solid game seven. The BCS
teams are competing for a spot in the BCS Title game and there is finally an NBA bas-
ketball season. Hard to understand that it is so difficult to split up over a billion dollars? 

Looking back in orthodontics we had a very well-attended AAO meeting in
Chicago with anticipation about another Honolulu meeting coming up next May, as
well as the Midwinter Conference in Marco Island, Florida, in January. The recent
AAO survey shows that patient starts last year averaged 237 but that number is below
the peak of 2004 when the average reported was 262. The survey also found new
patient exams were down slightly from 375 to 359 per member. New case presenta-
tions fell from an average of 232 to 226.  

At Orthotown Magazine we have had a good year of valuable and interesting arti-
cles in our 2011 issues, and we have even more in the pipeline for 2012. We explored
social media for marketing your practice with Mary Kay Miller and others. In fact, 

the AAO survey stated that 47 percent of members
reported using Facebook to promote their practices
and 35 percent said they spent more than $10,000 a
year on practice promotion. So, practice management
will occupy a good deal of space in 2012 as orthodon-
tists are still struggling to recover the levels of practice
that existed in 2008. We also had articles that
explored treatments outside the box like the detailed
case reports on “Wilckodontics” by the Drs. Wilcko.
In addition we covered TAD treatment with Jay
Bowman, Sebastian Baumgartel, Moe Razavi and

others. We continued our focus on CBCT, featuring a two-part tear-out educational
supplement by Dr. Dale Miles, and our annual September CBCT issue which topped
85 pages (our September 2009 issue was just 40 pages). Plus Orthotown Magazine is
now even more convenient for you to read and store by downloading the interactive
version and saving it in iBooks on your iPad.

The end of the year also brings the annual Orthotown survey where we ask for and
get responses from you, our subscribers. The value of the survey is for our editorial staff
to compare this year’s results with those from last year to help us focus on our goal of
including articles and message board reviews that are the most valuable and interesting
to our readers. We work hard to fulfill our commitment to provide high quality infor-
mation and exchange of ideas exclusively to the orthodontic profession. Some evidence
of our success is demonstrated by the more than 3,500 subscribers to Orthotown.com
and the verbal feedback we receive at meetings and conferences regarding the quality
and enjoyment of Orthotown Magazine. We are pleased with these responses and will
continue our efforts in 2012 to make Orthotown the best online and print publication
exclusively for orthodontists. ■

according to  “dr. wo”
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“In fact, the AAO survey stated that

47 percent of members reported

using Facebook to promote their

practices and 35 percent said they

spent more than $10,000 a year

on practice promotion.”
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townie poll

60%
Yes

40%
No

Orthodontists’ Opinions About
Treatment Planning
Read on to learn what your ortho colleagues do when it comes to treatment planning. Check out
the results below of the online poll conducted from September 30, 2011 to October 28, 2011.
Don’t forget to participate in the poll on Orthotown.com each month. The more opinions you can
provide us, the more statistics we can supply you. 

What treatment planning software 
do you use?
• Dolphin
• Quick Ceph Studio 
• Orthotrac
• Anatomage
• VistaDent
• Ortho2
• Carestream
• IMS
• Nemoceph
• Oasys
• Orthoease
• ScreenPlay
• topsCephMate

Do you use digital/electronic 
study models?

If you use digital models, are they:   
10% Easier to evaluate than handheld

plaster models  

40% As easy to evaluate as handheld

plaster models  

50% More difficult to evaluate than
handheld plaster models

Do you use treatment planning 
software in your office?  

58%
No

How often do you ask a colleague
for help in treatment planning?

3% Every case  
4% Almost every case  

23% Sometimes  
67% Rarely 

3% I have never asked a colleague 
for help

Have you ever posted a case 
on Orthotown asking for help 
in treatment planning?  

18% Yes  
82% No

Do you still use conventional 
plaster study models?  
65% Yes 
35% No

If you could only use one 
resource for treatment 
planning, which would be 
the most beneficial to you?  

33% Traditional plaster models  
4% Digital/electronic models  

10% Cephalometric radiograph  
10% Panoramic radiograph  

43% Cone beam CT 

42%
Yes

http://www.towniecentral.com/Orthotown/Poll.aspx
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letter to  the editor

Dear Editor:
We take strong exception to the article “The Truth About CBCT Radiation,” published in the September

2011 issue of Orthotown Magazine. Our complaints boil down to two main arguments:
1.  The chart on page 63 uses incorrect and inaccurate radiation exposure rates that the author later cor-

rected. In 2010, Ludlow published (Oral Surgery, Oral Medicine, Oral Pathology and Endodontology,
Vol. 110, No. 6, December 2010) a study that essentially corrected the information in the table
Orthotown printed: “ProMax 3D can provide a wide range of radiation dose levels. Reduction in radi-
ation dose can be achieved when using lower settings of exposure parameters.” He further states that:
“Effective doses (ICRP 2007) for default patient sizes from small to large ranged from 102 to 298Sv.”
Compare this with the rates used in the Orthotown article – 407uSv and 488uSv – respectively and you
now have radiation exposure rates that are a quarter of those published in your magazine!

2.  The article and the chart do not take into consideration the fact that Planmeca went into the field in
2008 and upgraded each of our X-ray/imaging units sold to add a comb filter that reduced radiation.  

Had the authors reached out to the manufacturers of cone beam imaging units they might have learned
this and factored it into their story. Planmeca has taken a number of steps through engineering, upgrades and
education and outreach to adhere to the ALARA principles when dealing with radiation and we would have
been happy to share this information with the writers to help create an accurate and timely article.

Earlier this year, Planmeca distributed an article in wake of The New York Times article about how the use
of imaging procedures such as CT scans and CBCT imaging are putting those at risk for cancer. This week
comes new research showing that Americans are exposed to six more times radiation than they were 10 years
ago, mainly via the overuse of medical CT scans.

Radiation and medical and dental imaging are at a point where reasonable minds can come together and
implement new guidelines and changes to protect patients and dental workers. Unfortunately, articles like the
one published in your September issue create an alarming environment that is not conducive to working
together to form guidelines to protect patients.

Bob Pienkowski
President, Planmeca USA

Response from Planmeca 
Regarding “The Truth About CBCT Radiation”
(Orthotown Magazine, Sept. 2011)

Response from Sean Carlson, DMD, MS, Co-author of
“The Truth About CBCT Radiation,” to Planmeca’s Letter

Understandably, Planmeca has a valid point. I imagine many of the machines from
the Ludlow studies reprinted in our article are outdated. Therefore, updating the
dosimetry data for all machines in common use is a worthwhile research endeavor. 

However, the authors did not intend for the paper to be a comparison
between manufacturers, nor did we emphasize machine comparison. In fact, the
intent of the article was purely to put CBCT X-ray exposure risk in perspective
with other risks. Therefore, even with the outdated Planmeca exposure rates, the
authors would argue that even those exposures are minimal. 

We applaud Planmeca for working hard to decrease exposure rates and to
increase education for the profession and the public about how to decrease
patient risk. The intent of our article is in concert with those efforts, not
opposed to them. We hope that by reading the article, our audience becomes
more educated about dosimetry, and in turn becomes smarter consumers for all
manufacturers, and also smarter clinicians. n
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practice management  message board

What’s the Right Ratio of Front/Back Staff? 
Wondering if you are overstaffed or understaffed? Compare your office to other members of Orthotown.com.

I have been struggling with this since I opened. I never have enough work for my
back staff, but my front staff says they can’t handle all their duties because they are
understaffed. Recently, I’ve started using one more front staff member than back staff
member, however I have too much staff in the morning and not enough in the after-
noon. I’ve tried hiring part-timers but they are almost useless. They really are just there
physically and barely there mentally. I’ve seen offices with nine front and four back.
Others with two front and seven back. I consider the treatment coordinator (TC) part
of the front and only count those assistants who bond in the back. Help? ■

I think your office is way overstaffed. One person in the front should be enough…
even for an inefficient, computer-less office like mine. 

On the days that our office is open to treat patients, my office manager (also a TC)
works in the front. When the patient signs in, she gets the chart (the charts were
pulled a day before), pulls out the payment record sheet inside the chart, collects the
payment from the patient, gives the patient the receipt, makes the appointment for
next month and puts the chart up for the back staff members to call the patient in.
When my manager has to go to the back to sell ortho cases for me, another full-time
assistant (she works both front and back) takes over and she is not allowed to collect
the payments from the patients... only my office manager can. 

My manager rarely falls behind with her front desk duty. In fact, she frequently
goes to the back to tell the back floor staff (four to five ortho RDAs and I) to hurry
up because there are too many patients who are waiting to be seen. ■

I think the best strategy is to have the staff cross-trained. I have two and a half
front office, three and a half back office and one lab. The half means the staff mem-
ber spends half time in the front and half in the back. 

In other words, my lab tech is an RDA and can be pulled chairside if needed. My
office manager/front desk is an RDA and can be pulled chairside, and my TC spends
50 percent front office and 50 percent as a dental assistant (DA). All of my chairside
RDA/DA can do basic front desk duties.

They spend the majority of their time in their respective positions, but can be
moved to fill in other areas as needed. This flexibility has been extremely helpful when
times get tough. ■

Like Sharperdds, I also cross-train my staff. My wife (a periodontist) and I cur-
rently have four full-time employees.

Employee one: office manager, TC, biller, front desk receptionist, order supplies
Employee two: perio assistant, front desk receptionist, ortho DA, sterilize

instruments

firm 
Posted: 9/29/2011 

Post: 1 of 27  

ucla98 
Posted: 9/29/2011 

Post: 2 of 27  

sharperdds 
Posted: 9/29/2011 

Post: 3 of 27  

ucla98 
Posted: 9/30/2011 

Post: 4 of 27  
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message board practice management

Employee three: perio assistant, ortho RDA, lab tech, receptionist (when the other
receptionist takes a lunch break)

Employee four: ortho receptionist for the office I purchased three years ago, 
TC, bill.

I hire two to four more part-time ortho RDAs only on the days (12 days a month)
that we have patients. 

The two chain offices where I work also have just one front desk receptionist and
they have higher patient load than my private office. ■

Ucla98, How do you answer phones, schedule patients, verify insurance and collect
money with one person? How long are your consults? I found that if I don’t have two
people manning the front then phones don’t get answered, unattended kids are running
around and new patients don’t get welcomed or don’t get their health history forms. ■

For us our only opinion is four up front.
One schedules, TC
One does billing/insurance, TC
One does collections/imaging letters
One does miscellaneous (fields incoming phone calls, statistics, phone scheduling,

missed appointment follow-up, pull charts, letters, etc.)
We have four back assistants, one sterilization and one marketing coordinator.
We see approximately 60 patients a day. Although this is probably overstaffed, we

rarely have a full staff on any given day. ■

Firm, she is not an ordinary receptionist. She is my office manager. When calling
the insurance company, she turns on the hand-free speakerphone so she can still per-
form other tasks. She doesn’t have to do a lot of insurance verification because we
work from 2 p.m. to 6 p.m. Pacific time and most of the insurance companies are
closed on the East Coast. There is a telephone in the back as well. If my front desk
manager doesn’t pick up the phone after three rings, the girl who sterilizes the instru-
ments in the back will answer the phone. 

My manager is also very good at recognizing faces. She can tell which ones are
done with their payments, which one is coming in for bands, which one is for final
deband, which one wrote me a bad check last visit, which one is coming in as an
emergency, etc. She can tell which ones are our existing patients and which ones are
new patients... and the new patients never have to wait. 

It takes me about three to five minutes to do a consult. I use OrthoMation soft-
ware and study models to help cut down the talking time... a picture is worth a thou-
sand words. I then write down the fee and give the “estimated fee sheet” to my
manager. It takes my manager about three to five minutes to sell the case. If the par-
ents accept the treatment and want to start, my manager gives the parents the health
history form, informed consent and financial contract to fill out and sign. And we
start the treatment the same day. ■

I am sure that we could do a better job with a couple of details with four front
employees, but we see 50 to 60 patients a day and only have two front. One recep-
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tionist, insurance, collections, etc. and the other one is a new patient coordinator who
takes records on new patients and performs new patient exams with me.

I currently have four full-time assistants and one part-time assistant. All the assis-
tants are supposed to have their ears open to assist when the phone is not getting
answered and they can all take new patient calls or accept payments.

The best way to cut down on the front desk work is to be on automatic payments
and to have the assistants schedule the patient’s next visit chairside. They are the ones
who know what happened at the appointment anyways. ■

We have 60 to 70 patients a day with one scheduling coordinator, one financial
coordinator, one treatment coordinator who is also an assistant and is also the insur-
ance coordinator, five assistants with seven chairs. I had a second treatment coordina-
tor/assistant until recently. It was hard to keep up with two treatment coordinators
both doing exams. I wouldn’t have a treatment coordinator who couldn’t cover as an
assistant. I also have a part-time student who comes in to clean instruments on busy
afternoons. So, not counting the student who we could live without, I guess I have
three front to five back. Just my personal opinion, but I think many offices are loaded
too heavy in the front. ■

This thread has made me think lately. Can people share some more information
about clinical assistants?

I probably run overstaffed as well.
How many patients do you see a day? 
What is your adjustment time (15 minutes, 20 minutes, 30 minutes)?
What do you expect in an adjustment (one archwire change, both, ext)?
Do you use self-ligating (more for speed of adjustments than treatment time)?
How long do you schedule for repositioning brackets?
How long do you schedule for a full bonding? ■

Like2drill, here are my answers:
How many patients do you see a day? 55 to 60
What is your adjustment time? 30 minutes
What do you expect in an adjustment? Both archwires changed/adjusted 
Do you use self-ligating? Not for the majority of cases
How long do you schedule for repositioning brackets? 30 or 45 minutes
How long do you schedule for a full bonding? One and a half hours
I also run overstaffed. I have done both, run overstaffed and understaffed. My

stress level is better if I am overstaffed and it works better when an employee is absent.
It seems with an office full of ladies with children, something is always going on and
the extra help is nice. ■

Right Ratio
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Looking for opinions on this case. Maybe I’m missing something, but I don’t see
how this can be treated without surgery. While the ceph numbers might not appear
too bad, I think the severe lower crowding will make the overjet almost impossible
to correct with a functional appliance. The palatal photo gives you a better idea of
how far he needs to go. Opinions would be appreciated. He is 13 years old. ■

But he’s Class I molar and canine? What exactly would you plan to do surgically?
Extract four bis and do a bimaxillary advancement? Extract in the lower arch and do
a mandibular advancement to molar Class III?

He’s still growing; a four bicuspid extraction, maybe upper 4s and lower 5s, 
possibly stabilizing the upper molar positions with a Nance or TADs (or TAD-sup-
ported Nance) should work out fine. His profile isn’t bad. You’ll get a little upper lip
flattening, but when the alternatives are:

Surgical-only Case?
This Townie isn’t sure whether to do surgery. How would you handle the case if this boy walked into your office?
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1. Leave the teeth jacked up just like they are
2. Have two or four teeth extracted, two years of braces, then $40K of jaw surgery
3. Have four teeth extracted and two years of braces, but have a slightly flatter

upper lip
I can’t see that many sane people would choose anything but number three. ■ Diane 

Diane, sign me up for number three. ■

Extract all first bicuspids.
Bond the L 2/2 brackets upside down.
Monitor oral hygiene.
Albeit this case is complex, but I would call this a typical orthodon-

tic (not surgical) case.
Keep us posted on the progress. ■

Does he have a CR-CO anterior slide?
If not, I don’t really see a surgical option and agree with option three, except I’d

vote for lower 4s, retract the lower 3s just enough to unravel crowding and maintain
lower incisor position. I’d eschew the TADs though (overkill in my opinion). ■

Njtxortho, you said, “Bond the L 2/2 brackets upside down.” 
Just watch which prescription you have. If you use MBT with negative six torque,

you will be going to more than six. If you have positive torque and flip it, then you will
go to negative. If you have zero torque, there is no point in bonding them upside down.
I would go with the U4s and L5s and no surgery. Just mention surgery as an option to
cover your bases. Assuming they reject it, extract and do the best you can. ■

Sharperdds, ditto... but I’d invert upper 2-2, not lower. I know the studies on
TPAs and anchorage, but would still use one here. ■

Those are two somewhat variance opinions. In one, TADs are overkill and in the
other we should at least mention surgery as a possibility.

I would call this a borderline surgical case. I would tell the parents that as he
grows he might grow into an open bite with or without treatment and that he might
require surgery but it is not clearly a surgical case now and emphasize that you think
you can do this non-surgically.

What I would like to point out is that he clearly has a vertical component to his
malocclusion, hence the risk of open bite developing. You can see that from the men-
talis habit and you can see it in the amount of space between the maxillary molar
root apices and palatal plane. 

Orthodontists have not traditionally considered much treatment planning in the
vertical dimension since we had few treatment options except for high pull headgear
(HG) or surgery. So all treatment planning was done horizontally or transversely and
we hoped for the best vertically, as sharperdds pointed out by saying “do the best you
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can” after discussing surgery. I want to re-emphasize what I think we are all worried
about in this case and the risk of increased vertical development. As the teeth level,
there will be a risk of open bite developing (more open bite than he has now).

The modern alternative to a high pull HG is TADs for vertical control. These can
be placed mid palatal using a 5mm TAD on a line that intersects the mesial of the
first molars. Using a TPA set 5mm from the palatal tissue and a NiTi coil spring con-
nected from the TPA to the TAD, you will slowly intrude the molars. You just place
the spring and let it work while you do everything else that needs doing. Make sure
the 7s are bracketed.

Usually at least 2mm but sometimes 3mm of molar intrusion is possible.
So when we say this is a borderline surgery case and we will do the best we can

non-surgically, let’s think of the vertical and the fact that we now have vertical treat-
ment options. This particular case would be greatly helped by TADs for vertical con-
trol. Of course, it does not hurt that you are providing a simple, high value service
that others are not. This sets you apart from the herd. ■

Zxzxzx, I agree with your statement about the risk of increased vertical develop-
ment and risk of open bite developing. 

And would therefore segmentally retract the lower 3s plus align the lower 2-2 to
prevent flaring and the ensuing bite opening. ■

Vraj, would a lingual arch help? 
Dr. Sunny Kim, who speaks on the C-Implant all the time, routinely uses Class

III elastics to conserve lower anchorage. He places the C-Implant mesial of the upper
6s and then runs Class III elastics to the lower anteriors. Since the implants can’t
extrude, no bite opening occurs from that and the Class III elastics tend to extrude
the lower teeth and keep the bite closed.

I’d love to see some implants used in this case as a way to increase the predictabil-
ity of a good non-surgical result. ■

Zxzxzx, yes, or getting on the lower 7s for anchorage, using sectional springs to
retract the 3s, aligning the 2-2 with a segment and leveling the lower 2-2 with an
intrusion arch (this might help a little with the lower anchorage situation). ■

I don’t see this case as a surgical case at all. 
His profile looks good.
Maximum anchorage on maxilla with TAD is good. 
Consider extraction L3s for those who care about lower anchorage loss. 
Check smile line. I don’t think he is ever going to open bite. Extrusion of U2-2

is mostly needed anyway. 
Treatment will be simpler U4s/L3s. 
Check lip thickness; retraction U3-3 will not affect his profile as much as people

think it will. ■

The thing that concerns me about this case is the hyper-divergency and apparent
step in the maxillary occlusal plane in achieving an ideal result. I would explain the

vraj 
Posted: 10/12/2011 

Post: 11 of 25  

zxzxzx 
Posted: 10/12/2011 

Post: 12 of 25  

vraj 
Posted: 10/12/2011 

Post: 13 of 25  

pady 
Posted: 10/12/2011

Post: 14 of 25 

str8tenr 
Posted: 10/17/2011 ■ Post: 21 of 25  



orthotown.com  townie clinical

limitation of a non-surgical approach (i.e. bite opening, clockwise rotation of
mandible, which would exacerbate Class II skeletal relation). U/L 4s (suggest lower
lingual until 3s accommodated into arch). Monitor bite opening and over-retraction
of upper incisors closely with progress cephs. If surgery becomes the most viable
alternative, refer for surgical consult/insurance verification. If surgery is not elected,
continue to achieve best result non-surgical knowing limitations above. If surgery,
segmented Leforte with auto-rotation or mandibular advancement. ■

I do not think this is a surgical case either. Such crowding can be solved easily by
speed supercable .016 settled for eight to 12 weeks or so and of course, one should use
them in both arches. In upper to gently extrude frontal teeth to a pleasing smile line
and in lower to make a pretty arch without forcing the anchorage. This way one can
simply avoid any TADs or use only one for each side on maxillary 6s with some light
intrusion force in order to prevent extrusion and to give some positive torque in a first
(aligning) phase, and later no active force should be applied then just fixing with a thin
ligature in order to maintain position. Anything more than that would be overdoing. ■

Surgical-onlyFind it online at 
www.orthotown.com
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I think this is a typical mandibular deficient boy that walks into offices all over
the country, “ready for braces.” In this case, I am looking for advice on fixed appli-
ances I could use to bring his mandible forward. I would like to learn what others
use in their practices when this kid walks in. 

Mom has the boy and us on a deadline. “The braces must be off by his bar mitz-
vah which is in November 2013.” He’s not even 11 years old yet and is small. I don’t
think he’s going to hit his growth spurt until closer to the bar mitzvah, maybe even
after. I have no doubt that if I told her to wait to start treatment, she will find
another orthodontist who will do something to start him now because she’s so anx-
ious about “not having braces on in the pictures.” So I’m thinking to stagger the
treatment. My thoughts are:

1) Start him on a less visible
Class II appliance that he can wear
during his growth spurt and the
bar mitzvah.

2) Put braces on to finish the
case after the bar mitzvah since his
teeth are relatively aligned except
for the lower canines so the braces
won’t be on for long.

I’ve used the Advansync Herbst
in the past and am not a big fan. I
would like to try a MARA appli-
ance. The last patient I used that on got upset and left the practice but I’m thinking
maybe this one will put up with it better.

What would you do?
He is a full step Class II and clearly mandibular deficient. Relatively well-aligned

teeth and really just needs the mandible to come forward. ■

I haven’t done Advansync, but have done a few MARAs and a number of fixed
Herbsts. If this is a compliant young man, you could consider a removable Herbst.
I don’t like them in the mixed dentition, but when there are no teeth exfoliating, they
can be great. And when he’s done with active correction, he can wear the Herbst
sleep time until you’re ready for Phase II. ■

I would explain to mom that the mandible outgrows the maxilla about 23 percent
per year. This differential growth is very important for Class II correction. One of the
things orthodontists do is slow down the growth of the upper jaw (in the old days we
did that with headgear) and the 23 percent difference becomes 75 percent and that is

The Mandibular Deficient Caucasian Male 
Pre-teen, Treatment Suggestions?
A boy came in for a consult prior to his growth spurt and his mom is pressing a deadline. How should nysent handle this case?
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how we correct Class II problems. I would then take out the hand wrist film and show
mom that her son is at the very earliest stage of growth and while we could start now,
there is little hope of real correction until he goes through his growth spurt, generally
no earlier than 13 and maybe later. The taller the dad is, the later the kid grows (I think
so anyway). I would finish by explaining that an 11-year-old girl is the ideal age for
treatment (girls develop faster than boys and mom will understand this) but boys of
age 11 are not ready. This has always been one of my problems with McNamara. He
says that he aims to have braces off all his patients by the time they start high school.
Not possible if growth is an issue, either too little (Class II) or too much (Class III).

I would then hand her the brochure for Incognito and tell her to let him concen-
trate on learning his haftorah (I hope I got that right) and then after the bar mitz-
vah you can do lingual braces with either a Herbst or Forsus. Both options are
available on Incognito.

If that does not work, then I’d start talking about doing treatment once and get-
ting it right the first time. Most of my parents understand that. If that does not work,
you don’t have to treat everyone. ■

I use MARAs and it works great on 5mm of overjet or less. I level the
arches and place the MARA once I’m in U/L 16x25SS. 

My big concern is the mom – she doesn’t sound like she’ll be easy to
work with and therefore make your life miserable.

I would pass on the case. 
Good luck. ■

Njtxortho, I wouldn’t mind passing but at the moment I feel stuck. I saw him for
a very quick consult after his pedo appointment at which time I had told the front
desk this would be a Phase II case so they could give mom an idea of the fees. He
returned for records and I didn’t bond him because on second look, he looked too
young and braces weren’t going to solve the mandibular deficiency. I just took
records and sent him up front and told them “we’ll call you when the appliance is
ready” to buy myself some time. At the end of the day, I asked what kind of payment
plan they set mom up on, which is when they said “They don’t have insurance so she
paid in full.” So I had the assistant put the photos together so I could post it here. 

I will call the mom and tell her all the things about growth. I was planning to do this
anyways when I studied his models but the “paid in full” caught me off guard. I think
mom will be OK with doing braces after the bar mitzvah but if she’s not, I will take her
to the office manager who can deal with refunding since that’s not my problem (I’m an
ortho associate in a GP office so it’s not my problem they charged the whole thing with-
out confirming with me if I was actually gluing something in his mouth or not). ■

Njtxortho, I agree about the mom. I can see this mom clearly in my
head. I had friends growing up whose moms were like this... overbearing,
doting, coddling, her son can do no wrong. And yes, he is wearing that
functional appliance even though he still needs a mirror to put it in right!
This lady is going to make your life miserable. Kind of hard to lay it down

since you don’t own the office, but either the woman wants what’s best for her child
(i.e. timing of treatment) or she wants what’s best for the photos of her child. 

If you have to work within her restraints, I like your original plan. ■
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Simple solution for the pictures:
1. Take off braces a week or two prior to occasion (bar/bat mitzvah, wedding, etc.). 
2. Put them back on after occasion.
3. Charge $500 (or other amount to your liking) to do this (cash preferred).
4. Mazel Tov!
(Regarding when to treat this boy... you need growth. Later is better.) ■

I would consider this to be a severe mandibular retrognathism and optimally a
surgical case. This would solve your problem of not having braces on at the bar mitz-
vah since you’ll wait to coordinate the fixed appliances with the appropriate time for
surgery. If the parents are really concerned about some anterior alignment issues, per-
haps offer a 2x4 or similar for a few months.

Have you gotten a sense of what the parent’s response would be to the mandibu-
lar advancement surgery? If the parent paid in full for the braces, it is probably finan-
cially feasible, especially if they are able to prepare for it over the next few years. Any
other obstacles can often be overcome with a little patient education. ■

Later would be better with this boy, but you can still get a nice result if you start
now. The research shows that you can get some skeletal change in kids younger than
this. In my office I wouldn’t hesitate to start now and use a Herbst appliance. In
someone this skeletally immature it would be a minimum of 12 months of Herbst
appliance and 24 months total treatment time. That gives you two months of wig-
gle room with the deadline. Of course if he doesn’t do his part, treatment could go
longer. In that case mom would have to sign a release to get them off on time. I
would not use a MARA with a full Class II, but maybe that is just my experience.
I’ve seen MARA cases that needed a second appliance to correct the overjet. I’ve
never had that happen with a Herbst. ■

Are these moms exclusive to this area? I’m going to guess she wants what’s best
for the photos of her child. Why else is she freaking out about the deadline?

I know surgery could always be an option, but I would rather try a functional
appliance first on a growing child. It’s what I would want if I had a child before
resorting to the option of major medical surgery. ■

I have been thinking about this case. How much different do you think the out-
come of this case will be starting now with a Herbst versus starting in a year or so?
Will there be a one-degree difference in the ANB at the end? A two-degree differ-
ence? Will the lower incisors end up significantly more proclined if we start now (like
five degrees more versus waiting)? I truly don’t know, I was just thinking out loud. ■

Mandibular Deficient

flybywire 
Posted: 9/14/2011 

Post: 11 of 17  

BracketBuster
Posted: 9/14/2011 

Post: 12 of 17  

ADMD22 
Posted: 9/18/2011 

Post: 14 of 17  

nysent 
Posted: 9/19/2011 

Post: 15 of 17  

Wired 
Posted: 9/25/2011 

Post: 17 of 17  

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=173989&g=1


December 2011  ■ orthotown.com26

clinical orthodontics  message board

Indirect Bonding Gurus, How Do You Have Your
Office Set Up To Do It?
What technique do you use? And what products complement your success?

I had the luxury of having Charlie show me how to do indirect while in residency.
I had his system down at Tufts. Of all my cases I did indirect, my first had the most
debonds (two of them). The other several had one or none.

Well, fast-forward to today, and I’m introducing indirect to one of the offices
where I am an associate. We got most of the materials I’m familiar with for the
setup. However, the first case in this office ended up with eight debonds, and the
second case had five. 

The protocol I’m using:
• Alginate impression
• Green die stone model poured up within one hour
• Alcote separating medium on models
• Brackets placed ideally
• Clear occlusal PVS with light body PVS gingival wash
• Clear Essix tray hard shell
• Micro-etch bracket pad surfaces with aluminum oxide
• Apply bond enhancer to clean bracket pads
• Flowable composite bonding with 3M Transbond lollipop
The only differences I have between residency and this practice’s indirect setup

are the following:
Tufts: micro-etch aluminum oxide size 50 micron plus 90 micron mix, Reliance

Assure on bracket pads, Ultradent Permaflow Flowable
Private Practice: micro-etch aluminum oxide size 50 micron only, Reliance

Enhance on bracket pads, 3M Filtek Supreme Flowable
Do you think that the size of the micro-etched surface or that the difference

between Enhance/Assure is significant enough? What do you guys do for your indi-
rect setups? ■

Was there a dental assistant (DA) involved in any of this?
As a general rule, the problems with indirect start with the impression.

Experienced DAs usually have figured out ways to have the alginate in the mouth for
0.2 seconds. You might want to review that aspect of things to begin with. 

One of the ways I learned indirect bonding was using the materials on the Ortho
Quest Web site. The only difference between the method the Web site describes and
mine is that I make a custom base and the site does not.

Noting your comments: you are supposed to use either plasticizer or Assure on
the bracket bases. I have to assume the Enhance made a difference. Why not call
and introduce yourself to Paul Gange at Reliance and ask him? Let us know what
he says. ■ Charles J. Ruff, DMD
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Zxzxzx, can you elaborate on this? How does length of time the alginate is in the
mouth influence the final result? ■

Obviously, the manufacturers go to a lot of trouble making sure their material
will perform as needed so we will repurchase the product and keep buying until
retirement. What might be a good Hawley impression might not be a good indirect
impression. I’ve personally seen situations when an alginate impression is not accu-
rate enough if you try to deliver the indirect tray uncut or un-sectioned. There will
be a misfit on the molars between the bracket position on the models and the bracket
position on the teeth because the length of the tray from second molar to second
molar seems beyond the accuracy of alginate. I always have my DAs section the trays.
You can also use PVS impression material, which Ron Roncone does for indirect
impressions and OrthoCAD used to use before the scanner.

The 0.2 second comment only was meant to stress that DAs will push the limit
of alginate as much as they can to make more time in their day. On the other hand,
the closer you are to using the material according to the manufacturer’s recommen-
dations (probably 60 seconds in the mouth), the more likely you will be successful.
■ Charles J. Ruff, DMD

I called Reliance, and Enhance does not equal Assure since Assure contains
Enhance. What Assure also has, in addition to Enhance, is a bonding primer. Both
can be used on composite as bond enhancers/plasticizers, so for our purposes
Enhance and Assure work equally well. Assure can be used in place of Transbond XT
Light cure adhesive primer (not the lollipop).

So, I’m going to chalk this up to impression inaccuracy. The DAs and RDHs
don’t seem to be rushing the impression, but I’ll remind them of the importance of
the accuracy of these impressions.

Still, I think I’m going to order Assure for the office from now on. It’s slightly
more expensive per cc than Enhance, but you don’t have to mix the darned thing. ■

I agree with Charlie regarding the importance of a good impression
and he’s totally right about an acceptable Hawley impression is not nec-
essarily a good indirect bonding impression. Also, I’ve found that using
quality metal trays with perforations helps, too. With plastic trays you
can get distortion in the alginate if it pulls out or the tray bends during
the process. I also have had bad luck with some of the less accurate/softer plasters and
stones. Use a good quality, hard stone. 

I am a big fan of the Assure as well. 
I doubt that the micro-etch made a difference. Many offices do not micro-etch

and have fine results, although I still do micro-etch.
I’ve also found that sectioning the trays helps a lot in iffy situations. If there is

doubt about the accuracy of the impression, teeth that might have erupted further
since the impressions were taken or primary teeth that might be moving a bit, sec-
tion the tray to avoid those teeth. High canines that aren’t included in the initial
bonding can be an issue, too. It adds some time to the overall appointment, but
nothing compared to having to repair or reposition multiple brackets. On the lower,
since I bond 7-7 usually, I almost always section the tray. Most of the time I do lower
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left 7-4 as one section and then lower left 3-lower right 7 as a second section. The
likelihood of fully seating the tray and keeping things well isolated increases a lot
doing it this way in my hands. If the models ever break when you do the vacuum-
formed tray, you absolutely must section the tray where the model broke. There will
be distortion there.

I block out the gingival of the brackets with the cheapest light body PVS I can
buy and then make a 3mm mouthguard tray on the Biostar. Has worked well for me.
But there are infinite techniques and they all seem to work just fine.

I use Assure on the tooth and the bracket pad and I’ve used many different flow-
ables. They all work just fine, I found no difference in anything based on which flow-
able I use.

Good luck. A lot of this is just experience and troubleshooting the kinks. ■

Pnwortho, I agree on the metal trays for this. I just re-certified with Incognito and
they stressed the value of micro-etching before bonding on the lingual/palatal. I did a
quick lit review and there seems to be agreement on that. I use a high-quality alginate,
what manufacturers now call a hundred-hour alginate. And I pour these in die stones.

I do all the setups in-office. Lab person trims the models to 20mm thick, coats
with algote and dries them. I place the lines. A DA places the brackets and covers the
setup with a green lab bowl. When I see an overturned lab bowl I know I need to
finalize the positioning and place it in the Triad oven to cure. Everything else is then
done by the lab person. 

I did all my ABO cases with direct bonding. After finishing that in 95, I decided
it was time to embrace indirect. It took about a month for everyone to get it and to
develop a repeatable system. The biggest thing I noticed was there was much less fin-
ishing needed which harmonizes with my personality very nicely. ■ Charles J. Ruff, DMD

I have posted a couple of technique videos on both YouTube and Facebook.
They describe making and seating indirect bonding trays using Opal Emiluma and
Memosil 2. Very easy materials to work with and a very high success rate.

YouTube - www.youtube.com/results?search_query=drheiber&aq=f
Facebook - www.facebook.com/pages/Dr-IDB/206745412674002 ■ Dr. H 

That Emiluma looks nice. Might have to try that instead of the opaque light
body PVS we use. Does it make flash that much better compared to the light body
PVS wash others use?

FYI, Emiluma costs $35 per tube, so it’s about the same price as the light body
wash and Memosil 2 (which we use). I asked the office to order a couple to try out.
Even if it’s slightly more expensive per tube, the dot technique saves some cash. So,
if it makes the trays easier to fabricate and seat I’m all for it. ■

Indirect Bonding Gurus

December 2011  ■ orthotown.com28

clinical orthodontics  message board

Check out these other boards on
Orthotown.com for more discussions
about indirect bonding.

Indirect Bonding
Search: Indirect Bonding

Indirect Bonding Issues
Search: Indirect Bonding Issues

▼

petertphan 
Posted: 9/20/2011  

Post: 16 of 16  

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=174133&g=1
http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=112077&g=1
http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=151386&g=1


a private community
for all things orthodontics.
Nobody but orthodontists.



December 2011  n orthotown.com30

social media  feature

by Donald E. Machen, DMD, MSD, MD, JD,
MBA, CFA and Hollie A. Machen, Esq.

Several recent highly publicized and potentially
problematic instances of negative comments
using social media illustrate the importance of a

sound, systematic approach to this critical area of pro-
fessional practice. In addition, they highlight the sig-
nificant value of improved interpersonal relationships
integrated with a practice style and philosophy, and
meaningful communication. 



In an earlier issue of Orthotown, I wrote at length about
how social media has become a potential benefit to health-
care practitioners, including dentists. These benefits include
personalized marketing, better communication and enhanced
public relations. In the same article, however, I mentioned
that with these benefits come the potential for devastatingly
negative patient/parent comments and the possibility for 
a widespread, and almost viral reach. Finally, in that article, 
I suggested to the reader some of the mechanisms that 
might be used in the event that negative postings or com-
ments were made, focusing mainly on defamatory comments
posted by individuals.

Recently, in California, a situation arose that could have a
dire effect on a pediatric dental practice. Although the treat-
ments offered by orthodontists are not the same as those pro-
vided by pediatric dentists, it should be apparent that the
specific treatment provided by the health-care practitioner is
far less relevant than the underlying theme of patient/parent
dissatisfaction in whether negative comments are made,
posted, e-mailed, etc. 

With regard to the recent California case, various sources,
including News Channel have recounted the following, as
described by Donna Domino, features editor of Dental
Practice Management:

Chris Cook of Bakersfield, California, created the “I Hate
Dr. Edward Dove of Bakersfield” page last week, claiming that
pediatric dentist Edward Dove, DDS, extracted his five-year-
old son’s tooth on August 22 without anesthesia. Cook also
claims his son vomited, screamed and urinated on himself while
being held down by several assistants during the procedure. The
page, which attracted more than 200 members in its first 48
hours, illustrates the power of social media and its potential to
do harm as well as good.

The dispute underscores how quickly consumers can mobilize
online and the growing impact of such sites on dentists’ reputa-
tions. It also shows how powerless dentists and other professionals
can be in responding to online complaints. “I think my reputa-
tion will be hurt a little bit, but right now I just want to calm
down,” Dr. Dove said. “This guy is going ballistic, he’s trying to
smear me, and I’m getting bullied.”
Numerous other news sources and Web sites have reported

the scenario in a similar fashion, including some that have other
parents of patients complaining about the same type of conduct
by Dr. Dove. A few reports have favorable comments from 
parents about how well their children were treated. Television

news programs have reported in two-minute segments mostly
negative parent recounts including the video of picketing in

front of the pediatric dentist’s office. In the video, parents
expressed their intention to report Dr. Dove to the
California Dental Board and about their desire to try to
have his license suspended or revoked.

As with criminal charges made against health-care providers,
such as sexual assault allegations by patients, once the publicity
starts, many other people tend to come forward with similar alle-
gations, founded or unfounded. This occurs for many reasons
including the possibility of civil damages and monetary gains.

Although Dr. Dove believes that the damage is and perhaps
will continue to be minimal, this is not always the case. On sev-
eral occasions, practitioners have been falsely accused of various
issues and the negative publicity storm that later occurred has
cost them hundreds of thousands of dollars of lost income, prac-
tice value, legal fees, health issues from stress and on more than
one occasion, they have had to close their practices.

Although there are many ways to both avoid and, if neces-
sary, manage social media problems, based upon my legal and
consulting experience with health-care practitioners, the follow-
ing recommendations are offered for your consideration. Please
note that this is a basic approach and is not meant to be inclu-
sive of all possible methods. In addition, each practitioner must
be comfortable with the style of his or her practice and all pro-
cedures and protocols and should not implement anything that
does not fit well with that style.

First, each practitioner needs to decide what his or her own
individual practice philosophy will be. It is preferable to make this
decision before seeing patients, but it is better late than never. In
the current and likely, the future world in which we live, more
and more transparency will be required. This is true at all levels of
our lives and especially true for health care. Patients/parents are
entitled to make all decisions about their care. However, they are
also entitled to all the information that is material to their care
before being asked to make those decisions. 

As with the situation mentioned above, pediatric dentists as
well as orthodontists need to decide whether to allow parents 
to be present during treatment. They must also understand
informed consent and its extent, both for legal reasons and for
sensible public relations. This means that if a parent is to be
allowed into the operatory for treatment, explaining to the
patient and parents what to expect. However, if parents are not
allowed into the treatment area, managing expectations becomes
even more important. So, it starts with developing realistic
expectations for the treatment methodology and the results to
be expected. Sometimes showing photographs or a brief movie
is all that is needed. However you choose to communicate with
the patient/parents, everyone needs to be on the same page. 

Along with transparency, as I have written in another prior
Orthotown article, the most successful practices have leaders who
demonstrate sincere humility. Humility, in contrast to arro-
gance, permits the practitioner to make wise and sensible deci-
sions when potential adverse issues arise, as they will in all
practices. They key factor though, is that relationships are far
more easily created and maintained when the health-care practi-
tioner has developed a positive relationship with the patient
and/or parents, founded on transparency with open and regular
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communication and humility. During stressful situations,
good relationships might be strained to some degree, but
they generally will fare much better than those of lesser qual-
ity or those that are artificial or formal based upon position
rather than mutual respect.

Open and transparent communication permits a two-way
dialogue, which in many instances will facilitate concerns or
complaints being expressed directly to the health-care
provider. This is clearly preferable, precluding the type of
social media nightmare that can occur when either the
patient/parents are rebuffed or if the health-care provider
relationship is non-existent and social media expression is
sought in the first place.

Mea culpa. Why is it that people have such a hard time
taking responsibility for their actions? That’s a rhetorical
question. We just do. However, many malpractice cases
would either have never been filed or would have been dis-
continued by the plaintiff if the health-care practitioner had
said that he or she was sorry. Some of you might say, well
isn’t that admitting that you were wrong? Not always.
Acknowledging the situation or problem, and saying you are
sorry (in a heartfelt manner) that the treatment didn’t work
out or that the injury occurred isn’t the same as stating that
you were negligent. It is demonstrating human compassion
and humility, as opposed to arrogance. You will likely get at
least one chance, and maybe more, to do so before the
proverbial stuff hits the fan. Doing so will almost assuredly
allow you to maintain the relationship or at least move on
without the repercussions discussed above. Think about it
and see what causes people to fail to do so.

In my prior article, I outlined numerous steps to take
after an event of adverse comments and social media post-
ings. These were offered as tactical solutions once the post-
ings occur. In this article, we are laying the groundwork for
avoiding such problems from occurring in the first place and
giving some insight into the potential pitfalls that might be
incurred with their use.

A recent instance of using a lawsuit for defamation
against the parents of a patient and Yelp.com regarding neg-
ative reviews is illustrated in the following case. In another
California case, Dr. Yvonne Wong of San Francisco appar-
ently incurred the scorn of the parents of one of her patients.
A main issue in the case is reported to be whether the review
“stepped over the line from discussing a topic of public inter-
est to defamation.” According to Ms. Domino of the Web-
based Dental Practice Management:

Dr. Wong appears to have won the initial court proceed-
ing when the trial judge ruled that the case had sufficient
merit to be tried. However, on appeal, the higher court
found that consumers could post reviews of businesses on Web
sites such as Yelp.com because they contribute to public dis-
cussion about controversial issues.

Further, the appellate court found that the Web site was
protected under California’s anti-SLAPP law, which pre-
serves the right to speak out on public issues. 

The dentist had to pay various legal fees in the amount
of $80,000, reduced from $113,620 to Yelp and the par-
ents. Dr. Wong filed the defamation lawsuit against them
after they made comments implying that she hadn’t
informed the patient’s parents about the alternatives to
amalgam restorations and for the use of nitrous oxide, as
well as for allegedly failing to detect various carious lesions.

The defamation actions against Yelp.com and the
patient’s mother were dismissed but the suit against the
father is still pending. Dr. Wong’s attorney believes that she
will prevail at trial. 
In this case, I would note that the expense and stress, not

to mention the uncertainty and loss of production and pro-
ductivity is difficult to fully appreciate or access.

The case has already been appealed and the appellate
court seems to have agreed at least to this point. Many issues
are at play in this action, however, some important take-
aways are: 

•  It might not matter that you are correct in your treat-
ment, misunderstandings can still occur. 

•  Careful, thorough, sincere and well-documented
informed consent and transparent procedures and
protocols can prevent these potential problems. 

•  Good relationships will always give you an opportu-
nity to cure the problem (mea culpa) before it reaches
the point of no return. 

•  Careful evaluation of your potential action choices,
along with the possible responses and their probabil-
ities and ramifications (reference to a lawsuit for
defamation), is key to making sure that you don’t
make a bad situation worse. 

•  In the event that a situation appears to be escalating,
in spite of a previous excellent relationship, good
informed consent, a humble attitude, etc., it might be
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advisable to bring in the experts, including experienced
consultants and public relations advisors. 

There are many other aspects to the social media opportu-
nity and as with learning other new areas and with continuing
education, it never hurts to seek advice from experienced prac-
titioners. The minimal cost and time that you will invest is far
better than the potential disaster awaiting those who do not.

Reputation protection, preferably prior to (or contempora-
neous with) such problems, can be helpful. There are several
companies that work for health-care practitioners in guarding
reputation attacks. Some of these are: Protection.com,
Metamend.com, ReputationObserver.com and Smile Reminder. 

If you believe, as some professionals do, that you can
weather the storm similar to the cases described, understand
that the likelihood or probability is low that you will do so. The
more common scenario is that the negative publicity will be
devastating! Further, defamation litigation, whether involving
slander or libel, is very unpredictable and such cases are difficult
to prove and damage recovery is not likely. Lawyers generally do
not take them on a contingency fee basis so the health-care
provider needs to fund the litigation himself, up front. These
actions can be very expensive ranging into hundreds of thou-
sands of dollars. Be careful. As you saw, it is possible that the
doctor might be required to pay for the legal fees of the defen-
dant and other assessments could be made. Some lawsuits are
“throwing good money after bad.”

One final comment involves the use of “agreements to keep
private or confidential” or “mutual agreement of confidential-
ity.” As you know, the health-care provider already has the duty
of confidentiality. There are some exceptions, one of which is in
court and some court filings. Legal counsel can fully discuss this
with you. However, there is no exception permitting the discus-
sion of confidential patient matters with the media or via social
media, notwithstanding what the patient chooses to say and 
to whom. The patient owns the privilege and, unless specifi-
cally accepted, the health-care provider might not disclose
any patient-related information. Furthermore, even asking a
patient/parent to sign one of these agreements might likely send
red flags waving and might even cost you to lose the patient and
any referrals that they could recommend. It might even initiate
negative comments about you concerning the requested agree-
ment or other aspects of the practice, which is what you were
trying to avoid. Be careful and think about any anticipated strat-
egy before implementing it. This would be another topic to
include for discussion with your expert advisors.

Finally, please understand that there are no winners when
negative patient comments and social media postings occur.
Damage control can be effective when managed properly. The
strategy recommended is prevention by avoiding these situa-
tions in the first instance. The material presented can go far
toward getting you started in implementing the procedures and
protocols needed to do so. n

Author’s Bio
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Since orthodontic treatment is a long and involved process,
documentation is a necessary part of what you do every
day. Good documentation not only protects the practice

legally, but can help build a good reputation and be a practice-
builder. From the first time a patient is seen until he or she is
dismissed, every aspect of his or her treatment needs to be doc-
umented. It doesn’t matter if you are paperless or not, whatever
system you use, do not overlook the importance of accuracy.

I have noticed over the years that we don’t remember every
little detail, but parents forget aspects of the starting state of
their child’s treatment. I recommend recording everything
from the first phone call. Every communication you have with
patients and their parents should be documented. It might
sound over-the-top but it is a necessary part of every practice.

The First Phone Call
You should document the following information:
•  Who initially called to schedule the appointment? 
•  Is the patient seeing a general dentist regularly? 

•  Why does the patient believe he or she needs to see 
an orthodontist? 

I know you are probably questioning why these things are
important. It’s important to know who called for the appoint-
ment because the parent who called to schedule is the one who
received the information about what your office will do at that
appointment. But another parent might be the one who brings
the patient to the appointment. It is very valuable to the doctor
and treatment coordinator to be aware that the person at the
appointment might not be fully informed and additional expla-
nation could be necessary.

Knowing if the patient is seeing a general dentist is also
important. If he or she is not seeing a general dentist, it
slows down the process of starting orthodontic treatment, as
he or she might need a cleaning and complete check-up
before initiating treatment.  

Why the parent or patient believes orthodontic treatment is
needed is definitely the most valuable information to the doctor
and treatment coordinator. This information let’s you know

by Carolyn Friedman



what their concerns are. You must first address what brought
them into the office before you address other orthodontic issues.
If you don’t address concerns at the initial appointment, chances
are you will lose them as a patient.  

I would also want to know if the patient was previously
scheduled and did not show up for his or her initial appoint-
ment, especially if it happened several times. This is very impor-
tant to know before starting orthodontic treatment on a patient,
as there are many appointments required over several years and
commitment is necessary. 

Initial Visit
Photos are a great way to document the condition of the

teeth and the bite. By the time you remove the appliances, the
patient has forgotten how it all started. It is wonderful to be
able to pull out photos and show that a tooth already had a
chip on the incisal edge before treatment was initiated. The
length of time that a patient wears appliances has a tendency
to mask the little things that become large things when he or
she has nothing on the teeth. One parent even thought that
having braces had turned her child’s teeth dark. But in fact, the
discoloration and the teeth being dark were very apparent on
the original photos.

Treatment Plan Documentation
If a patient has several treatment options available, make

sure it is documented that these options were addressed. For
instance, if a patient would have a greater improvement and
final result with orthognathic surgery but he or she chose not to
have a combination orthodontic and orthognathic approach,
note that it was discussed or recommended. There are many
cases of patients or parents saying “no” to considering surgery,
but then when faced with the treatment limitations upon com-
pletion, do not seem to remember the discussion and the choices
that they made. Maybe a patient is missing a lateral and decides
that he or she doesn’t want to have an implant or bridge but
wants the space closed, it is imperative that this is documented. 

During Treatment
When you’re seeing a patient for an emergency, try to deter-

mine why he or she is having an emergency and document the
details. If you find a piece of popcorn or bubble gum stuck on
the loose bracket or broken wire, state this in the patient’s file.
Many times parents will say at the front desk or on the phone
that he or she didn’t do anything wrong, things just came loose.
Though there are some cases with incidental breakage, the truth
is, usually it is more of a direct action and direct result issue.
Many times the patient will say something different than what
the parent said when he or she called; we need to document
these conversations and the actual situation.

When the parent or patient calls with an emergency, make
sure the person answering the phone asks the right questions.
The next step is to relay that information to the clinical assis-
tants. When the patient shows up for his or her emergency
appointment, it makes the office look incompetent if the assis-
tants appear clueless as to what kind of problem the patient is
having. When the assistants are familiar with the problem, the
patient feels like your office is on top of things. Ask the parent to
snap a photo of the patient’s problem before coming in and send
it via e-mail or phone. This can help clarify if an emergency
appointment needs to be made. In other instances, a photo could
possibly eliminate an unnecessary emergency appointment or
allow you to schedule at a more convenient time for the practice.

When a patient needs an emergency appointment and you
offer several options, none of which will work for him or her,
make notes that you offered several times and dates but the
patient was unable to take any of them, so you scheduled further
out. Eventually, a mom or dad will come in and tell the doctor
that they wish they could have been seen sooner. At this time, you
can look at the notes and see that your office did try to accommo-
date them sooner. The reply to the parent would be, “Yes, we are
sorry that none of the earlier times we offered would work for
you, but we will certainly take care of the problem today.”

Another important point to document is if a patient is a
no-show or cancels an appointment. This really helps to deter-
mine how you need to handle rescheduling. Many times there
are very good reasons why someone cannot make it to an
appointment, but sometimes he or she is just trying to get
another more convenient time or doesn’t feel it is important to
show up at the regular scheduled appointment. I was in an
office and they were complaining that Johnny was always com-
ing for a late afternoon emergency appointment and then the
office would always do his regular appointment at the same
time. This patient had the office right where he wanted. We
sometimes create our own problems.  
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The message the office was sending was “if you don’t want
to show up for your regular morning appointment, call and say
something is wrong and be seen in the afternoon, after school,
and not only will we take care of your problems but we will also
take care of your regular appointment.” Stop and think about
who just won! Not the practice and staff, or your schedule, and
certainly not the other patients who came in on time for their
regular appointments. The problem is compounded if a patient
can cancel or no-show today and get back on the schedule
within a day or two.  

Being able to look back and see what has happened through-
out the patient’s treatment period with a patient’s scheduled vis-
its is so important when trying to complete treatment within the
estimated time or to explain why the treatment was not com-
plete as originally scheduled. It is vital that patients understand
from the start of treatment that keeping scheduled appoint-
ments is where they play a big part in completing their treat-
ment on schedule.  

If we approach things properly then we will be able to show
respect to our patients’ time and schedule. Remember, docu-
mentation is very important to an orthodontic practice since the
treatment is over the period of several years.  

Good documentation will not only protect your practice
legally, but can keep your office on schedule, build patient con-
fidence in your office and staff, and therefore increase referrals…
because patients will refer their friends to offices that are on top
of things. n

Author’s Bio
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Earlier this year, Invisalign

released its G3, and now

Orthotown Editorial Director 

Dr. Wm. Randol Womack gets

the inside scoop on the new

Invisalign G4 system from

Invisalign’s Clinical Director 

Dr. Rene Sterental and 

Director of R&D John Morton.

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

Align Technology introduced Invisalign G4 in October. What are
the goals of G4?

Morton: In recent years, a series of clinical innovations has been introduced to
improve clinical outcomes with Invisalign. With Invisalign G4, the goals are to fur-
ther improve predictability of tooth movements and to enable doctors to achieve
even better clinical outcomes.

With our pace of innovation, it is an exciting time for Invisalign and Invisalign
orthodontists. We are grateful to our doctors who have been sharing their clinical expe-
riences using Invisalign and helping us identify areas for improvement. We are listening
and dedicating substantial research and development resources to improve in these areas.

The doctors who have seen Invisalign G4 are very excited about the new innova-
tions, as are we, and regarding this as a significant advancement in predictability of
aligner treatment.

What are the clinical issues that Invisalign G4 addresses? 
Sterental: Invisalign G4 addresses certain tooth movements that in the past have

commonly been considered difficult to achieve with aligners. One feature in this
release is designed for better mesio-distal root control of the canines and upper cen-
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trals. Some of the clinical applications are space closure, bodily movement, midline
shift and mesio-distal uprighting. 

A second feature addresses movement of the upper laterals. This new feature will
address some of the most common multi-plane movements of the lateral, such as
extrusion combined with crown tip and rotation.    

A third feature is designed to control the extrusion of four upper incisors as one
unit. The feature provides for better control and more efficient extrusion of the ante-
rior teeth in the treatment of patients with anterior open bite.   

We are confident that Invisalign G4 features, which address the predictability of
tooth movement, will enhance the clinicians’ ability to achieve excellent treatment
outcomes with the Invisalign system. 

How do these features work and how do you go about
designing them?

Morton: Once again we have leveraged our SmartForce process to customize the
aligner features and attachments to address specific clinical issues. Fundamental biome-
chanics lie at the heart of our SmartForce design process and features. It is well accepted
in orthodontics that if the force system produced by the appliance is correct for the
movement, then the probability of achieving the movement is greater. This is the basic
biomechanical principle in orthodontics and the principle that guides our development.   

Our goal is to design the aligner and the attachments such that the force system
produced is favorable to the actual movement of the tooth during treatment. Other
factors such as initiation of biological response and delay of tooth movement are also
considered in the designs, as would be expected of any good biomechanical design.  

The SmartForce design process is a two-step design approach, which leverages
advanced technologies. We first use virtual modeling software that is capable of eval-
uating a large number of design options. This software helps us efficiently identify
the options that show the greatest potential for producing the correct force systems
for a particular movement. For the high potential designs, we proceed to physically
measure the forces imparted to the teeth by the aligner/attachment system using
state-of-the-art force measurement equipment developed by Align. This is an itera-
tive process and allows us to quickly identify the solutions that will produce the cor-
rect force system as defined in the orthodontic literature. Aligner and attachment
designs that pass this phase of testing may then undergo clinical testing.  

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

clinical scope of the Invisalign System. Considerable progress has been made toward
this goal with the series of clinical innovations introduced in the past few years, but
more remains to be done. 

The SmartForce process has proven to be a powerful tool in designing Invisalign
features that improve predictability of tooth movement. We are excited about its
potential and the many ways in which this streamlined iterative approach to design
can quickly improve treatment outcomes. We will continue to leverage the
SmartForce process, biomechanics and engineering to improve the predictability of
Invisalign. We will continue to use this technology to address treatment decisions
such as retention requirements and movements of units or segments of teeth, as well
as to address individual tooth movements that remain challenging.

We share the goal of the profession: to achieve an excellent treatment outcome
for each patient and we are committed to continuous clinical innovation as the
means to attain this common goal. n

Optimized Root Control Attachments
are designed to provide mesio-distal root
tip control of canines and upper centrals.

Optimized Root Control Attachments pro-
vide multiple points of contact to create 
a moment that is favorable for the root
movement. This feature is applicable for
space closure (including diastema), mesio-
distal root uprighting, bodily movement and
midline shift. 

Optimized Multi-plane Movement
Feature is designed for control of upper
laterals undergoing extrusion along with
rotation and/or crown tipping.

The active surface of the optimized
attachment is oriented to deliver extrusive
forces while simultaneously rotating
and/or tipping the lateral. A pressure point
on the lingual aspect of the aligner applies
a second force for control of the multi-
plane movement.  

Multi-tooth Anterior Extrusion is
designed to enable doctors to achieve bet-
ter clinical outcomes when treating anteri-
or open bite.

The four upper incisors are extruded as 
a unit, leveraging the posterior teeth 
as anchorage. Aligner activation for the
upper four incisors is individually adjusted
to ensure optimal extrusive forces on 
each tooth.
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More Than Meets the EyeMore Than Meets the Eye
by Chelsea Knorr, staff writer, Orthotown Magazine

Walk into Dr. Jay Bowman’s office and you might think you’re in the wrong place. Maybe you accidently

wrote down the address for a Hollywood studio dressing room instead? Or a Hard Rock Café maybe?

Movie posters, sports and music paraphernalia adorn every inch of the practice’s walls; an eclectic mix

of decorations theme each operatory. One hallway boasts a Chewbacca bust, which sits in a display case

aside Darth Vader’s helmet and Star Wars posters blanket the wall from floor to ceiling. Another room dis-

plays signed electric guitars, framed LPs and concert snapshots of rock-and-roll greats. Walk down the

hall into Bowman’s sports hall-of-fame, where signed basketballs, folded jerseys and photos of sports leg-

ends and highlights proudly hang. There is certainly no lack of pop culture appreciation in this practice.
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Name: S. Jay Bowman, DMD, MSD

Graduate from: Southern Illinois University – School of Dental Medicine, 1983
Saint Louis University Department of Orthodontics, 1985

Practice Name: Kalamazoo Orthodontics, PC

Practice Locations: Portage, Kalamazoo and Paw Paw, Michigan

Entered Private Practice: 1985

Practice Size: 5,400 square feet (Portage) Staff: 12 (10 full time & 2 part-time)

Web site: www.kalamazooorthodontics.com

“I have been a collector, since I was a kid,” says Bowman. “From Hot Wheels to baseball cards
and soon after came record collecting.” When Bowman was planning the design of his offices, his
wife, Sherry Bowman, is the one who initially suggested he use some of the collection stored in their
basement to decorate. From there, it became a hobby.

Bowman grew up in rural Illinois. He kept his career options open, but narrowed his choices
down to becoming either a physician or a rock musician. His father, owing much to the reality of
the world, encouraged Bowman to take the medical route and suggested he look into orthodontics.
Bowman attended Saint Louis University for his residency and with a certificate to practice ortho-
dontics, he and his wife, set out to find a small community in which to settle. They found a prac-
tice for sale in Kalamazoo, Michigan, where it all began. He has since opened two additional satellite
offices and has recently celebrated his 26th year in private practice. “Within two years we had out-
grown our original location and fortunately another area orthodontist was looking to retire, so we
acquired that practice and moved to his location,” Bowman says.

continued on page 42
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Office Highlights

Appliances
n American Orthodontics Butterfly System
n American Orthodontics Radiance
n Invisalign and Invisalign Teen
n Ormco Insignia
n OrthoAccel AcceleDent

Bonding Agents
n Opal Etch
n Opal Bond Flow 
n Opal Bond MV
n Pre-coat adhesives using American Orthodontics

“Orange Box System”

Hygiene
n Duraflor Halo fluoride varnish
n Opal Seal sealant
n Procter & Gamble Crest Ortho Essentials

Laboratory Devices
n AOA Laboratory Bowman Modification Jet
n AOA Laboratory Horseshoe Jet
n AOA Labs MIA Quad Helix
n AOA Labs ProFlex Silicone Positioner
n American Orthodontics Quick Fix
n Davis Dental Labs TPA+

Patient Financing  
n In-House
n Springstone, CareCredit, ChaseHealthAdvance

Technology
n Dolphin Imaging
n Gendex Orthoralix digital radiography
n IACT CasePresenter
n KaVo ELECTROtorque-plus electric handpieces
n KaVo DIAGNOdent
n KaVo PROPHYflex
n KaVo GENTLEray diode laser
n Opal VALO curing lights 
n Ortho2 Edge management system

Photography by John Gilroy



Adapting to patients’ needs might be one of the reasons 
for Bowman’s success. He offers three convenient locations,
evening appointments, complimentary initial evaluations, and
several payment options including no-down-payment, third-
party finance plans, direct debit plans and coordination with
the majority of insurances.

He also cares for his patients in more concrete ways. A
stocked coffee bar in the waiting room helps patients relax
and enjoy their waiting experience. During this time they can
use the free Wi-Fi or the provided computer to check e-mail.
Kids can play video games. Adults can enjoy the massaging
chairs and entertainment magazines. Bowman says, “We take
our work seriously, but pride ourselves in doing it in an
enjoyable way.”

Bowman takes a conservative approach toward two-part
treatments and interceptive treatments. He says only seven per-
cent of his patients undergo early treatment. His team prides
itself on its high, on-time finishing percentage and strives to
reduce treatment times with systems like Insignia, AcceleDent
and mini-screws. He determined the average treatment time
for his office is 24 months.

Bowman doesn’t just allow his passion for movies, sports
and music to permeate his office; he also lets his passion for
orthodontics permeate the world outside. Bowman stays busy
and his passions are evident. Not only does he run his three
practices, but he also works as a professor (associate, assistant
and instructor, respectively) at three universities.

Bowman is also a widely-known lecturer and researcher
and has been involved in researching the effects of molar dis-
talization, reducing enamel demineralization and was one of
the four doctors on the Invisalign Teen Research Team. In
addition to his research, he is an inventor and developed the
Butterfly System for American Orthodontics, as well as the
tangential devices which followed (the Monkey Hook, Kilroy
Springs, Quick Fix, TAD Bite Opener, Ulysses Spring and
Propeller Arm for mini-screw application, among many oth-
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Practice Developed Concepts

American Orthodontics 
n Butterfly Bracket System
n Class II Combination Therapy
n Compliance+ V-slot Auxiliary Spring
n Double-Up Support for auxiliary wires
n Kilroy Spring I and II for impacted canines
n Molar Jack for impeded second molars
n Monkey Hook and Loop for impactions & rotations
n Natural Arch III Wires
n Propeller Arm for mini-screws
n Quick Fix with Side Swipes for Pseudo IIIs
n SafeVu Light Filter
n TAD Bite Opening Spring for mini-screws
n Ulysses Extrusion Spring for mini-screws
n U-turn V-slot Rotating Spring

AOA Laboratory 
n Bowman Modification Jet
n Horseshoe Jet (with mini-screws)

Davis Dental Labs
n TPA+ for mild Class IIIs

Dentsply Raintree Essix Glencoe 
n Aligner Chewies for clear aligners
n Aligner Patient Kit for clear aligners
n Angled Photo Retractors
n Arch Measuring Gauge
n Cement Spatula
n Duralight Retention Thermoform Sheets
n Pliers Rack Stand for Dentronix racks
n Retainer Retrievers for clear aligners
n WYRED Cheek Expander for bonding

Hu-Friedy
n Accent Aligner Pliers

Inman Aligner 
n Bowman Consolidator 
n Bowman Molar Protractor

Sybron/Axis Dental Specialties
n Orthodontic Adhesive Removal Set



Visit www.orthotown.com and search Clinical Bag
of Tricks to read this message board in its entirety.

More than
2,200 views

and more than
50 replies.

What’s in your
“Clinical Bag of Tricks”?
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ers). These inventions show his innovative spirit, confidence and knowledge he
has in the subject of orthodontics.

Bowman enjoys a variety of hobbies outside the office. Orthodontist by day
and rock musician by night, Bowman, the keyboardist, recently reunited with
his high school band mates. Their band, called Shiver, played three sets of music
for their 30-year class reunion.  

As demonstrated by his office design and his hobbies, Bowman is a bit
unconventional. He says, “I might have made things easier by simply fol-
lowing the path of least resistance: flavor-of-the-month orthodontics fads and
popular gurus over the past 25 years.” The chances you’ll ever run into another
orthodontist with an oper-
atory dedicated solely to
Elvis Costello memorabilia
is slim, but then again, 
the chances of there being
another orthodontist like
Jay Bowman is also. n

Dr. Jay Bowman, above, with his keyboard.
One of Dr. Bowman’s patients before
and after Butterfly System Braces.

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=171714&pg=1&g=1
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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.

i-CAT Joins The World of Social Media

i-CAT can now be found on the social media sites of Facebook, Twitter and YouTube. i-CAT also has a new blog page.
The i-CAT social media pages are intended to directly engage the dental community with the latest news in the industry,
improvements in X-ray and cone beam technology and the present and future states of i-CAT products. The sites will offer
a series of regular updates, plus give Facebook and Twitter users the chance to interact with Team i-CAT. The i-CAT social
media site pages can be found at: www.facebook.com/icat3d, www.twitter.com/icat3d, www.youtube.com/user/imaging-
sciences and www.imagingsciences.com/blog/. 

Smiles Change Lives Honors Volunteer Champions  

The 2011 Gini Awards, named after the founder, Mrs. Virginia Brown, or “Gini” of the national nonprofit organization
Smiles Change Lives honored six individuals and two companies for their outstanding dedication to children’s oral health.
“Ginis” were awarded to Dr. Hilary Nieberg Baskin, Dr. Dustin Burleson, Ms. Carrie Hobart, Dr. Randall Markarian, Dr.
Scott McCranels, Ms. Jan Tracy, Children’s Mercy Family Health Partners and 3M Unitek. Because of the dedication of
these and hundreds of other volunteers annually, Smiles Change Lives connected caring orthodontists with more than 700
children in need in 2011. For more information about the Gini Awards, visit www.smileschangelives.org/giniawards.

“Soul Surfer” Bethany Hamilton Endorses Ormco’s Damon System

Professional surfer Bethany Hamilton has signed on as Ormco Corporation’s official endorser. Known for triumphantly
overcoming a horrific shark attack, Hamilton has partnered with Ormco to promote the Damon System and encourage
children, teens and adults of all ages to smile through adversity, regardless of the challenges life throws their way. Hamilton
relied on the transformative Damon System to quickly and comfortably improve the health and beauty of her smile. For
more information about Ormco or the Damon system, visit www.ormco.com.

AMD Lasers Releases Exclusive Step-by-step Clinical Manuals for Laser Dentists  

AMD Lasers announces the immediate availability of “Diode Laser Soft-Tissue Surgery for Laser Dentists: Volumes 1-3,” a
comprehensive set of laser surgery manuals for use by laser dentists. Long-time dental laser educator Dr. Philip Hudson
wrote the volumes, and the set includes specific settings, insurance narratives and instructions for 161 clinical procedures
based on 53 FDA-cleared indications for use. Each of the 161 procedures in the manual includes a description of the treat-
ment, indications, operating protocol with settings, detailed step-by-step photography and tips for billing and completing
insurance forms. Visit www.amdlasers.com or call 866-999-2635 to order. 
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SureSmile Conference Set For March 1-3 in Dallas

Registration is now open for the 2012 SureSmile Conference to take place at the Gaylord Texan Hotel and Convention Center in
Grapevine, Texas on March 1-3, 2012. All SureSmile orthodontists and their staffs, as well as any orthodontist interested in learn-
ing more about digital technology and how it is advancing their specialty is invited to attend. SureSmile 6.0 – the newest version of
the SureSmile orthodontic technology will be unveiled at the conference for all attendees. Hands-on training for this new release
will be available throughout the conference. To register or for additional information, visit www.suresmile.com/conference.  

OraMetrix Makes Inc. Magazine’s List Of Fastest Growing Companies   

Inc. Magazine ranked OraMetrix #2,003 overall and #163 in the health sector, on its 29th annual Inc. 500/5000 list, an exclusive
ranking of the nation’s fastest-growing private companies. OraMetrix, maker of SureSmile braces, had 127 percent sales growth,
2007-2010, with annual revenue of $22.1 million in 2010. The 2011 Inc. 500 is ranked according to percentage revenue growth
when comparing 2007 to 2010. To qualify, companies must have been founded and generating revenue by March 31, 2007. For
more information about OraMetrix, visit www.orametrix.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 orthodon-
tic 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. 

AcceleDent System Receives United States FDA Clearance 

OrthoAccel Technologies, Inc., developer of the AcceleDent System, has received FDA clearance and is preparing to launch the
product throughout the United States. OrthoAccel has been selling the AcceleDent System outside the U.S. since October 2009
where hundreds of orthodontic cases have been treated with this system. AcceleDent is a simple, removable and non-invasive appli-
ance that a patient with braces wears in the mouth for 20 minutes per day to accelerate orthodontic tooth movement. For more
information, visit www.acceledent.com.

Patterson Dental Announces New Orthodontic Content and Updates for CAESY Cloud

Patterson Dental Supply, Inc., announces new updates to CAESY Cloud. Six new orthodontics presentations are now available
to help practices keep patients informed: Braces Care for Adults, Early Intervention, Retainers, Molar Uprighting, Invisalign
Teen and Identifying Oral Habits for Kids. Additionally, a number of existing presentations have already been updated, includ-
ing Orthodontic Alternatives, Invisible Braces Alternatives, Adult Braces Procedure, Child Braces Procedure and Invisalign for
Adults. CAESY Cloud requires no installation. All that is needed to access CAESY Cloud is an Internet connection – networked
connections between participating computers are not required. Sign up for the service by visiting www.caesycloud.com.
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Spry White
Spry White is a teeth whitening kit with xylitol that uses Perogel and

patented VIOCIN Whitening Technology as part of a two-stage process to
whiten teeth in about an hour per application. Spry White’s two-step
process uses Perogel first to remove particles embedded in teeth enamel that
cause discoloration. The second step uses VIOCIN to enhance whitening
while infusing calcium into the enamel to reduce sensitivity and strengthen
teeth. Visit www.xlear.com/spry.aspx for more information.

Spry White

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. 

M Series Brackets and Tubes
The M Series brackets and tubes from Dentaurum are guaranteed to

bond better. The M Series tubes include a wide funneled arch wire open-
ing, contoured, fat-base bonding pad for a better fit on the tooth, and
finally its patented laser-etching on the base for guaranteed better bond
retention. Dentaurum USA offers a 150 percent money-back guarantee
on bond retention. Call 800-523-3946 or visit www.dentaurum.com for
more information.

M Series Brackets and Tubes

Paradigm LED Curing Light 
The Paradigm LED Curing Light is a lightweight, high-intensity

LED curing light. The high performance lithium-ion battery offers 60
minutes of cure time from full charge, and the wide 10mm light guide
makes it possible to cure an entire cavity surface, even in larger restora-
tions, in just one shot. The light provides a multiple-setting timer with
preset cure times of five, 10, 15 and 20 seconds, as well as a continuous
120-second mode. For more information, visit www.3mespe.com.

Paradigm LED Curing Light 

Infinitas Mini Implant
The Infinitas Mini Implant is a versatile, temporary anchorage

device (TAD) which assists with the efficiency of orthodontic treatment.
The head of the Infinitas mini implant is designed for direct attachment
of many forms of traction while the transmucosal neck of the Infinitas is
designed to allow insertion at any angle due to the favorable contact
between the mucosa and angled neck. Also all Infinitas mini implants are
designed to be self-drilling, to ease insertion and maximize stability. Visit
www.infinitas-miniimplant.com for additional information.

Infinitas Mini Implant

http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=178618&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=178620&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=178621&v=1
http://www.towniecentral.com/MessageBoard/thread.aspx?s=6&f=702&t=178622&v=1
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The Wisdom of Using CBCT with 
Hidden Molars
by Jeff Sessions, DMD, MSD, PC

Meet Zack, a typical teenager visiting my orthodontic office. His maxillary second molar,

tooth #15, was not erupting as seen radiographically over time. Previous 2D progress

panoramic X-rays were unremarkable other than showing #15 not making eruptive progress

(Fig. 1). Our recent 3D scan captured by my i-CAT, showed that some action was going on,

literally behind the scenes. After cross-sectioning the scan axially and sagitally (Figs. 2 & 3),

the parents, patient and I saw that a third molar, undetectable on a 2D pan, was interfering

with eruption. This finding by a 3D scan did not surprise me. Since I implemented CBCT

imaging, I have found six other teens with similar circumstances in the last year and a half.

While some people say, “seeing is believing,” that is not always the case with 2D imaging. In

fact, without a 3D scan, my treatment plan would have been completely different. 

Most likely, I would have waited six to 12 months to evaluate eruption of this tooth. If 

or when no progress was seen, I would have conjectured that the tooth might be ankylosed. I

might have sent Zack to the oral surgeon to luxate the tooth. Depending on the surgeon’s

approach to luxate or mobilize this tooth, he still might have missed the palatal third molar

that was interfering with eruption. Following mobilization, we would have again waited six to

12 months and checked progress with a 2D radiograph. If progress continued to be lacking or

not occurring, we would then have entertained surgical exposure and bonding with a button

and chain or extraction. In Zack’s case, I could very well have followed the wrong treatment

approach because of the lack of correct information. 

Even though we do our best to make orthodontics fun, visiting the orthodontist is not

always the highlight in a teenager’s day. Getting the best and most correct information out of

our imaging is paramount. This allows to us to choose the most appropriate treatment plan.

Optimal treatment planning not only gives us the best treatment results, but often translates

into shorter treatment times and the least discomfort. Three-dimensional imaging helps ortho-

dontists to make the right decisions during this time of life when deciduous teeth and perma-

nent teeth often share the mouth. The extremely beneficial feature of having 3D in

orthodontics is that I no longer have to guess at a tooth’s position based on a “flat” two-dimen-

sional panoramic image. At an exam, records or progress imaging appointment, I can now see

the exact tooth position, its path of eruption and proximity to adjacent roots. I am getting

Fig. 1: Zack pan view Fig. 2: Zack axial slice Fig. 3: Zack saggital Zack

continued on page 48



more and more referrals from dentists and pediatric dentists to

evaluate the positions of unerupted teeth. It helps them treat-

ment plan extractions, treatment timing and referrals. 

Before implementing cone beam 3D about 18 months ago,

I had researched this imaging modality and had been waiting for

an orthodontist-friendly 3D machine and especially for software

that was very user-friendly to a busy orthodontic practice. i-CAT

fit this profile. There are many scanning profiles available, but I

primarily use two different types of scans: the 8.9-second scan

and the 4.8-second scan. With the flexibility to change resolution

and radiation exposure, I know that 3D scans at my office are in

an acceptable range as compared to taking a panoramic X-ray (or

a full-mouth series) and a ceph. The important aspect of CBCT

imaging is that with the 3D scan available, I can very vividly and

accurately show patients and parents teeth on a computer screen.

Patients trust that I am choosing the right course of treatment

because they can actually see the anatomy as I do, in three dimen-

sions from all angles.

There are other anatomical situations where 3D easily reveals

something and 2D is completely “blind.” I have had quite a few

cases now where there is a supernumerary tooth in the palate or

out of the focal trough of the radiograph that does not show up

in conventional 2D imaging. A more common use for our i-CAT

is accurately locating the position of ectopic canines that have to be surgically exposed and

bonded to assist eruption. While my oral surgeon colleagues are skilled clinicians, they some-

times have to guess whether a palatal approach versus a labial approach is best. Knowing exactly

where the crown of a cuspid is relative to the adjacent roots and alveolar ridge eliminates the

guesswork. This shortens the surgical procedure and results in less trauma to the tissues. As a

result, the patients get better post-operative healing with less pain and discomfort.

Looking back over my past 24 years in practice, I remember countless instances where 

having the improved information of a 3D image in advance would have better served my patients.

Teens like Zack live fun and active lives and want their orthodontics to be as easy and fluid 

as possible. With CBCT imaging, I know that I have provided the best service possible. ■
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Author’s Bio

A native Oregonian, Dr. Jeff Sessions graduated fourth in his dental
class from Oregon Health Science University in 1985, then proceeded to
Indiana University in Indianapolis, Indiana. He has been in private prac-
tice in Lake Oswego since 1987. Dr. Sessions is an active member in 
the American Association of Orthodontists, the Pacific Coast Society of
Orthodontists, the Oregon Society of Orthodontists, the American Dental
Association and the Clackamas County Dental Society. Positioning him-
self and his practice on the forefront of technology is a high priority.

“I have had quite a few cases now

where there is a supernumerary

tooth in the palate or out of the

focal trough of the radiograph that

does not show up in conventional

2D imaging.”

continued from page 47
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