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ligating bracket system, bringing you choice 
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unique design options not only adapt to your 

treatment philosophies, they allow treatment 

to be tailored to your patients’ needs. This 

unprecedented array of possibilities inspires 

you to treat patients your way.

> Multiple prescription options

> Hooks available on posteriors and laterals

> Three bicuspid pad options

> Maximum RetentionTM bonding pads

> Empower SL molars available

800.558.7687
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© 2012 American Orthodontics Corporation
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Empower puts control back in your hands.
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beautiful results  
from a lab you can trust

At DDS Lab, we offer an extensive line of orthodontic 
products and lab services as well as appliance fabrication. 

Our commitment to quality and attention to detail mean 
you can count on a beautiful fit right from the start.

We have a staff of experienced technicians available to 
answer your questions and assist with case planning.

If you’re ready to grow your practice and improve patient 
care, you won’t find a better partner than DDS Lab.

w w w. D DS L ab.com

C A L L  87 7. 3 3 7. 7 8 0 0  T O D AY
F O R  Y O U R  D D S  L A B  S T A R T E R  K I T
orthodontics    |    mouthguards    |    crowns    |    bridges    |    dentures    |    partials    |    implants 

LAB-300314 © 2012 DDS Lab.  All rights reserved.  
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Dealing with Busy Afternoons 
What do you do when all your afternoon
patients come directly after school at
the same time?

Busy Afternoons

Thin Incisal Edges in Impressions 
What could be causing the distortion 
in these impressions? Could it be 
the assistant? 

Thin Incisal Edges

Monthly Poll
Digital Imaging

What type of camera does your practice use to take

patient treatment photos? 

A. Digital SLR camera  

B. Digital point-and-shoot camera  

C. Traditional film-based camera  

D. We do not take photos

Media Center
Tutorials

Check out the tutorials in the Media Center to learn 

how to update your personal profile, utilize your 

signature and more.

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

Cases done well utilizing effective interdisciplinary

approaches yield stunning smiles and occlusal har-

monies. This presentation celebrates great smile 

outcomes with a team approach.

MESSAGEBOARDS

Class II with Abnormal 
Tooth Development 
This tricky case is congenitally missing UR5
and the UL5 and LR5 are not developing 
correctly. What would you do with the 
underdeveloped bicuspids?

Abnormal Tooth Development

▼
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▼

CASEOFTHEMONTH

CONNECTWITHUS
Find Orthotown on Facebook
www.facebook.com/orthotown

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

you can scan QR codes to access 

information directly from your smart-

phone. To scan these codes, visit

http://app.scanlife.com/appdownload/dl

to download the free barcode reader 

to your mobile device. You can then

scan every code you see in Orthotown

Magazine to access additional informa-

tion, enter contests, link to message

boards, comment on articles and more!

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

GETTAG

Get to the 
Good Stuff

▼03
12

Message

from the

Online

Community

Manager

One of the best things about Orthotown.com is the wealth
of material you have at your fingertips. You can find infor-
mation and join in conversations on everything from the lat-
est clear aligner case to staffing solutions to NCAA March
Madness stats. With an average of more than 425 posts per
month, keeping up with the discussions can be daunting.
But it doesn’t have to be. Customize your subscriptions to
manage the topics you find most interesting and access
them quickly and efficiently. 

• Subscribe to specific forums, threads and member posts
by clicking the Subscribe button at the top of each forum
and thread and under each avatar.

• Access your subscriptions easily in the toolbar at the bot-
tom of the homepage or through the link in the toolbar on
the right side of the homepage.  

• Have new posts from specific forums, threads or mem-
bers sent directly to your e-mail or to your subscription
page for notification.

If you have any questions or want help with your subscrip-
tions, let me know. I’m happy to help!

HELPCENTER
Feature of the Month
In order to continue to receive subscription notifications, e-newsletters, e-promotions and
more, we need to have your current e-mail on file. Update your e-mail address and other
information in the My Profile section of the Web site. Check out the Help Center’s Feature
of the Month for more information!

VIDEOTUTORIAL
How to Post a New Topic
Still haven’t posted a new topic on our message boards? What are you waiting for? We want
to hear from you! Go to the Media Center and click on the Tutorial section to watch a short
video with step-by-step instructions on posting a new topic on the message boards.
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USA
BUILD THE

After manufacturing for many of the largest orthodontic 

companies in the world for over 20 years, we decided 

to cut out the middle man and start selling direct to 

consumers. This allows us to improve quality and 

tighten tolerances. We have focused on innovation and 

increased automation in effort to create higher quality 

products with incredible savings for every case of 

brackets. All of this is done without outsourcing for a 

true Made in America bracket.
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YOU COULD GET THERE ON YOUR OWN...

...BUT WE’LL GET YOU FURTHER, FASTER.

How do you plan to accelerate your practice? It’s a big world with lots of possibilities. The challenge is 
you can only do so much at one time. You’re lacking time in some areas and expertise in others. You want 
to keep control without getting bogged down in the details.

OrthoSynetics is the company you’ve been looking for. We assist orthodontic and dental practices with 
business, marketing and administrative functions.

                                                          



according to // “dr. wo”

Mark Twain said, “The only person who likes change is a wet baby.” Changes are
impossible to avoid and most of us just do not like change. We get comfortable with
what we do and how we do it, but circumstances come about where changing is the
only thing that will enable us to survive and thrive. 

The first issue of Orthotown Magazine featured a story about my leaving orthodon-
tics in 1997 and then “flunking retirement.” I was fortunate to return to orthodontics
in 1999 and since then I have seen the greatest change – almost a revolution – in the
field. All the transforming technology that has emerged since 1999 has totally changed
the way orthodontic treatment is done and taught.

Have all of us changed? Have all of us adopted the new technology into our prac-
tices? Not by any means… but gradually the adoption of technology is permeating the
orthodontic profession. Super elastic archwires, self-ligating bracket systems, TADs,
non-compliant Class II correctors, variable torque bracket systems, digital photogra-
phy, paperless charting systems, cone beam radiography and most recently… intra-oral
scanners. This list is getting longer.

There is a valid argument that the cost of adopting new technology is a major
roadblock to implementation of technology into our practices. Managing to afford
new technology has to be weighed against the opportunity for better diagnosis and
treatment of our patients. But, perhaps the most difficult change that is needed is
how we manage our practices. The “bagel run” marketing of the past just doesn’t
work in today’s economy. The January/February issue of Orthotown Magazine
featured great advice from many of the practice management consultants who speak

at meetings today. Dr. Roncone, a contributor
to our last issue, speaks and teaches around
the world and has the unique opportunity to
observe what orthodontic practice changes are
happening as our global economy changes.
Since we are not “wet babies,” we often resist
these changes. 

Why do people resist change? According to the experts, “fear of the unknown” is
the most common reason! Most people like to stick with what they know, even if it
isn’t in their best interest. They feel like what they have known, they understand, and
can trust to remain a certain way. It becomes kind of a “false security.” They become
attached to it, and would rather suffer through something not in their best interest,
something that they can count on, than take a chance with the unknown. 

The cold hard facts of the orthodontic profession are that the “golden years” of
orthodontics are not ahead, but are in the past, and becoming smaller in our rear-view
mirror as we move further into this 21st century. This makes the change to the newest
SLB system, or the most “invisible” bracket, or the change to CBCT or intra-oral
scanning even more of a stretch in our sense of value versus expenditure.

This year will usher in many changes, and we all hope that the changes going for-
ward will be positive and rewarding. I hope we will be seeing you at the AAO meeting
in Honolulu, Hawaii. Look for the Orthotown crew at booth #550. Aloha! ■

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

MARCH 2012 // orthotown.com12
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Ormco’s Damon Forum Fundraiser Grossed
$75,000 for Smile for a Lifetime Foundation

Ormco Corporation announced that Smile for a Lifetime
Foundation’s (S4L) second annual fundraising event at the
11th Annual Damon Forum – a clinical education and prac-
tice building conference for orthodontists – raised $75,000.
The funds raised will help S4L continue its mission to encour-
age orthodontists to provide free quality orthodontic care to
individuals with financial challenges and special orthodontic
needs. The Damon Forum’s Casino Night featured casino and
poker games that garnered more than $11,500 of the funds
raised. Adding to this was a silent auction, where a surfboard
signed by Bethany Hamilton was auctioned for $5,500.

AAOIC Enhances Professional
Liability Insurance Plan for
AAO Members

The American Association of
Orthodontists Insurance Company
(AAOIC) announced five new policy
enhancements to its professional liabil-
ity insurance plan for AAO members.
The new expanded coverage includes:
enhanced consent to settle privileges,
sexual misconduct defense, elimination
of the HIV/aids exclusion, first aid cov-
erage and accidental property damage.
To learn more about these specific
enhancements, visit www.aaoic.com.

ClearCorrect Launches New Phase Out Project

ClearCorrect introduces the Phase Out project. The Phase Out
project is centered around a patient’s leftover phases. When doctors
prescribe ClearCorrect, their lab fee covers a maximum number of
phases. When everything goes smoothly, a few phases are often left
unused at the end of treatment. For each leftover phase, $20 will go
toward phasing out life-impacting issues for people in need.
ClearCorrect is partnering with charity: water. Now every time a phase
is left over at the end of treatment, $20 goes toward building wells and
other water projects in developing nations. To learn more about this
endeavor, visit www.clearcorrect.com/phaseout.

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

continued on page 14
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OrthoAccel Technologies, Inc.,
Announces New Chief 
Financial Officer

OrthoAccel Technologies, Inc., an-
nounces a new CFO, Andrew Layman.
Mr. Layman began effective December
1, and will oversee all administrative and
finance functions at OrthoAccel. Mr.
Layman joins OrthoAccel as it prepares
for its U.S. market launch, amidst grow-
ing sales outside of the U.S. He brings a
diverse background that spans interna-
tional finance, accounting, audit and tax
experience. Mr. Layman is a CPA, and
previously spent eight years at a “Big
Four” public accounting firm. For more
information, visit www.acceledent.com.

Propel Orthodontics Begins Clinical Evaluation of New
Orthodontic Procedure

Propel Orthodontics announced the official launch of a paid clinical
evaluation for its Propel System. The Propel System is a micro-invasive
procedure performed by orthodontists to greatly reduce the time in which
teeth are moved. Through a groundbreaking, scientifically proven,
patented process called Micro-Osteoperforation, the alveolar bone is
stimulated to induce an inflammatory response that greatly accelerates
tooth movement in the treated area. When used during active treatment,
the length of time required to move teeth has been shown to be reduced
by up to 50 percent. Orthodontists involved in the clinical evaluation will
be compensated for their involvement. Those interested in participating
in the paid clinical evaluation and receiving free products are encouraged
to log on to www.propelorthodontics.com for more information.

continued from page 13
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Hello! I’m excited to formally introduce myself
to the Orthotown community. My name is Alan
Curtis and I am Orthotown.com’s new Online
Editorial Director. I have been in the practice of
orthodontics since 2006 when I graduated from
my orthodontic residency program (Baylor
College of Dentistry – the best orthodontic pro-
gram in the world!). With so few years under my
belt, I am humbled by the opportunity to be a part
of such a great community! Like many of you, I
have a great passion for orthodontics. I can think
of no better career. I feel so lucky to have grown up
in a family where my father was an orthodontist,
otherwise I might not have come to know about
this great profession! 

Recently, while interacting with residents at the
orthodontic program where I am an instructor, I 
was struck by the doom and gloom attitudes the
other instructors were feeding to the residents. “The
golden days of orthodontics are over,” they said. I
choose to look at things differently! I love the chal-
lenges of running a small business and creatively
coming up with ways to grow despite the “down
economy.” Sure, running a business in hard eco-
nomic times after spending 11 years in college with
the associated six-figure debt load isn’t something 
I can shrug off but I choose to look at things in a
positive light. We set our own hours, we decide what
our work environment will be like and we get to
choose our co-workers. We have the opportunity to
interact with other educated professionals regularly.
I am grateful to be able to provide a comfortable 
living for my wife, my three children and me. The
“golden years” (that I never experienced) might be

over, but look at the bright side, there’s only one way
to go from here. In many ways I am grateful that I
am an orthodontist at this time in history. The
Internet, social media and study clubs make com-
municating with a vast number of orthodontists
across the country and the globe possible.

I practice in a time that (with a CBCT in my
office) I can easily see and predict the prognosis of an
impacted cuspid. I practice in a time that I can pull
out my Buck Rodgers diode laser and trim back soft
tissue that gets in my way. I can use CAD/CAM
technology to diagnose and treat problems more
efficiently. Rather than adjusting headgear all day
long, I can strategically place TADs to make anchor-
age decisions to expedite treatment or achieve treat-
ment outcomes that are otherwise unachievable. 

I love being involved in all that this profession
has to offer. I am a diplomate of the American Board
of Orthodontics. I am active in organized dentistry
and study clubs on a local, state and national level. I
am a board member representing Arizona to the
Pacific Coast Society of Orthodontists. I am a mem-
ber of the AAO’s council on orthodontic practice. I
value the ability to interact with my fellow ortho-
dontists and dentists in person and online. In my
opinion, this is one of the most rewarding aspects of
our profession. I am always looking to meet new 
colleagues and discuss the practice of dentistry with
them. I enjoy socializing with people who are 
like-minded and have the very same struggles and
challenges that I face every day. When I was
approached by Dr. Farran to participate further on
the Orthotown team I jumped at the chance! I look
forward to connecting with you digitally and face to
face! Together let’s create the next golden age of
orthodontics! See you online!

Alan A. Curtis DDS, MS
Curtis Orthodontics
CurtisOrthoAZ.com 
Facebook.com/Curtis.Orthodontics 
Linkedin.com/in/dralancurtis 
Youtube.com/CurtisOrthoAZ ■

Introducing Our New Online 
Editorial Director

by Alan A. Curtis, DDS, MS, Online Editorial Director, Orthotown.com

“I look forward to connecting with 

you digitally and face to face! 

Together let’s create the next golden 

age of orthodontics!”
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First Office… Finalizing Designs!
There are a lot of aspects to think about when designing an office. The first decision: whether to hire an architect.

Hello everyone. I am starting my first office, and I am excited to finally get the project
underway! I have a design from a dental supply company, and there are a few things I like
and others I don’t. Being as this is my first office, I would like to hear opinions on what they
would change about this design. 

Pros:
1. Approximately 2,500 square-foot space
2. Six chairs in the clinic (wish I could get seven

in there)
3. One consult room of good size
4. One private adult room that I want to double

as a records room/quick adjust room, or even a
consult room in the future as I get busier

5. I like the sterilization directly feeding the ops
6. I like two hallways for easy entry/exit to clinic

for use of pan/ceph machine or washroom
Cons:
1. Might not be enough seating in the waiting room, but the design doesn’t do the wait-

ing room justice as it is very large and can accommodate more chairs. We just have to
figure out a different seating arrangement than just against the wall.

2. Handicap washroom is floating in the middle of nowhere; have no idea where to put
it. I was thinking that the washroom wall could be the wall of the front desk (just
designed differently), and that I could get rid of the back entrance to the front desk.

3. Staff room is too large, was thinking of combining the smaller washroom and poten-
tially the storage space into one, and shrinking the staff room.

Any other comments? Thanks. ■

Nice layout. A couple of thoughts:
1) With 2,500 feet you should have a private office and private bathroom. 
2) I find there is a formula for the waiting room. Due to the fact that at 3 p.m. every kid

in the chair has at least two people in your lobby, you will need seating for 12 out there. But
really a lot of folks think three lobby chairs for every treatment chair. So staying at the 12
reception chairs, when your 3 o’clocks are being seen your waiting area will be packed. Then
when your 3:30 appointments show up at 3:10 you have almost 20 people in the lobby. Fact
of life, patients come straight to your office after school to get seen. They don’t go “kill time”
then come by at 3:30. I have four treatment chairs and one new patient chair and at 3:30
we are standing room only and I cringe when I see the lobby. It makes us look like a factory.
I think parents would appreciate more space.

3) Six to seven chairs is a lot for a first office. You basically can do 80 patients a day 
there. Do you really need that many chairs? One can easily do $1 million in production/
collection with three to four chairs three to four days a week. 
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Some of these are just my individual reflections on your layout. I am building a new
office and I think it helps to visualize your space behaviorally. Where do you update parents?
How will your lobby feel when it’s full? Where will you treatment plan cases and steal a
moment of solitude? ■

I agree. I also don’t see much room for storage or cabinets.
I prefer a sterilization room with doors (even pocket doors will work) because the

autoclave and staff make noise!
Lockers or cabinets for staff purses and coats are always utilized.

Congrats on the new office. Make sure you’ve set money aside for marketing… you are
going to have to do a lot of it to fill those chairs. ■

For a scratch office, 2,500 square feet for a scratch office? Do you need that large of a size?
I did the same thing when I started and the size of the office made us look so dead which
turned people off to us compared to other offices, not to mention the overhead. ■

BracesDude, we are currently trying to determine how to make it, so I choose 2,500
square feet because this town is large and growing, and the location is perfect for an ortho-
dontic office. Plus I didn’t want to do the whole expansion thing five years down the road.
The ortho-to-person ratio is around 1:30,000 to 1:35,000. I feel a lot of people make a poor
decision, not on the size of their office, but on the saturation of the area they start in. Once
you start to get to a non-growing area, and have an ortho-to-person ratio of 1:10,000 to
1:15,000 you start to get into trouble.

I would probably update parents in the private treatment room or consult room. Both
rooms are easily accessible and would be fully equipped with everything I need to discuss how
treatment is progressing. Does anyone have a better idea on this?

I am probably going to make the private office larger and take space from the staff room.
But I can’t figure out for the life of me what I should do with the handicap bathroom. It’s in
the middle of nowhere now.

Any other questions/comments? ■

It looks like a mirrored duplicate space? Two spaces of 1,250 square feet. I would create
two duplicate ortho spaces. Six chairs (three on the right and left), two consult rooms with a
working chair, two restrooms (patient and staff ), two waiting areas, one break room with
bathroom door facing break room and a semi-divided front desk (left/right, front/back). 

Then I would find a pediatric dentist or another specialist to rent the space cheap from
you for five years while you are growing. After five years, kick them out and there is very few
if any changes that you need to make. Put a kid’s area or movie theater in one waiting area.
Even if you can’t find somebody to rent the space, the divided space will make your office
seem busier when you don’t have patients in the beginning. ■

Hey everyone, thanks for the input.
Here is an updated design. I have changed the reception area to accommodate the hand-
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icapped washroom and cleaned up the design a bit. The
private office is now a bit larger than before, but we are
using the extra space to build storage in the office.

As for seating, the waiting room is a lot larger than
it appears on paper. I could probably get 15 small seats
in there. I have considered bench seating as an alterna-
tive to chairs, but I will decide later on. I also have an
on-deck area to help with the patient load, one at the
top part of the clinic and one at the bottom part (which
isn’t drawn in). 

I don’t want to outgrow the space in five to 10 years. I am going to be in this location for
20 to 30 years, and I figure I would rather grow into a large space than grow out of a small one
and then have to move and remodel later on. The cost of having to remodel, or move into a
different location is huge. So that played a major role in this decision.

Worst case scenario, if I had to, I could always downsize, but I would give it at least five to
10 years before I made that decision.

Comments on the design? ■

Reception is now more realistic for the chair number. 
Questions – assuming 20 to 30 years, which honestly is tough to see anyone doing that

time in one space.
1) Are you sharing a private office with your business staff? 
2) Your lab – or lab closet – is miniscule. I send out all lab work and do digital models. My

lab is twice the size of yours and its claustrophobia city. Two assistants trying to make Essix
retainers or pour pinned RPE impressions is tough to see. If you plan on being as busy as your
six to seven chairs indicate, you will have days with four to five debands and that’s a lot of lab
stuff for 20 to 30 years in that room.

I know this is just a single opinion but might you consider dialing down the patient vol-
ume aspect of the office for more creature comforts. You will outgrow this space one day. I
started with 2,200 and in seven years – four treatment chairs, one records room, one new
patient room – we are bursting at the seams! My next office will have 4,500 square feet (with
upstairs included) and we will have six chairs and a new patient room and records room for
comparison. Your families will like to have some open spaces to set you apart from a dental
“clinic” atmosphere. You could have a nice five-chair bay not all crammed together, with a pri-
vate office and bathroom, more open area and parents/patients will appreciate it. Besides, if you
plan on filling six chairs of adjustments, if your fees are even average, you will be rolling in the
money. Moving to a new free-standing building will be a drop in the bucket for a six-chair
office orthodontist – if you have good fee structures and can get the starts.

Just giving a different perspective. ■

Your families will hate your reception area – the first people in will sit in the end chairs,
and the rest will bump into their knees as they try to get to the inside chairs. There’s no room
for tables, so folks will throw their magazines on the chairs when they go (you’d think they’d
put them back on the wall). And you’ll still be standing room only during prime time.

If you have a game area in the reception room, you’ll never get kids to go sit in on-deck,
unless you have games there also. Better to have more seating.

Do you pour and trim outgoing retainer models? Adjust retainers in the lab? If so, the cur-
rent lab is too small.

continued from page 17
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I think BracesDude is right – patients and families (and you and your staff ) appreciate
not being packed like sardines. ■

Thanks for the comments everyone.
The reception looks small because of the diagram, but if you look at the design, the actual

size is 21 feet by 10 feet. Games at the on-deck area sounds great and it would allow for more
seats in the reception. That could draw patients to sit there. A lot of waiting room problems
can be helped with on-deck seating and efficiency with scheduling.

As for the lab, I agree. It is small, but I didn’t feel I needed a larger one. I will see if we
can steal some space from the adjacent staff room. 

What does everyone think about the room between the headrest of the chair and the
island sinks? It seems like a tight squeeze there. It looks like there is only about a foot or so
of clearance which might be a problem for support staff working.

How about making patients wait in line outside to create hype? Hey, it works for Apple. ■

I designed my first and second office to have a minimum of eight feet from the patients’
reclined head to the nearest counter. I hate having to be cramped like that. Shades of resi-
dency. How far apart are your chairs base to base? It looks super tight.

Again I ask, where is the private bathroom? After 11 years of school, you deserve to have
a fortress of solitude. Enjoy the benefits. 

No. People lining up is not a good thing. It depends on where (what country and what
area of the USA) your practice is and if you are planning on a running a mill or a boutique.
What is weird is, I swear, there is very little relationship between gross and net in this busi-
ness when you think of it. Huge practices with huge patient loads have to continue to feed
the beast by banding 25 to 35 cases or more every month and work a lot of days. This lay-
out is suggestive of that model. Six to seven chairs is 80 to 90 patients a day. Wow! Moderate
practice sizes, with good business plans, moderate to good fees and just a few chairs can make
you more money with less stress and less days worked. ■

You are correct. Forget about support staff fitting in there. How do you even expect
the chairside assistant to move her chair from left to right between the head of that
chair and the cabinets without banging the head or scuffing the cabinets? Why do you
need so much space behind the island sinks? When I was designing mine, I originally

wanted island sinks. Instead, I opted for moving the sinks/cabinets up against the wall. Also
might want to consider rotating chairs.

Also, your private office is way too big. It really should be only a cubby. If it is going to
be that big, it needs to have a private bathroom. But even with a private toilet, I would still
shrink that private office. When looking at any room’s space requirements, you need to think
of its return on investment. Private offices give no return on investment except that the men-
tal comfort of being able to get away from it all will make you an easier person to deal with.
How much space do you need for that? ■

This is all great advice. 
I have made the following changes, what do you think? Five chairs in the clinic, doubled

the size of the lab and placed bathroom in the private office.
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Issues:
Still can’t figure out how to increase size of the wait-

ing room.
If patients want to talk about finances in the private

room, there is a bathroom in the office.
Staff has to go into the office to use the bathroom. ■

Ortho07, congrats on the new office and good luck. I’ve been out of residency for three
years, owned a practice for two and I am currently building a new office like you. It’s an 
exciting time, but you are going to spend a lot of money, so you need to get this right. I’d rec-
ommend getting a second opinion on your floor plan. Even better, hire an architect. I’m not
liking the entrance/reception area. There is not a lot of privacy for the front desk; the games
might make a lot of noise. There is no coffee area. Where are you going to put the TV or inter-
nal marketing TV? How about computer check-in? Coat racks? Where will the reception
equipment be (copier/printer/fax, etc.)? I’m assuming you are all digital, but you need a
mechanical equipment room, and an IT closet (usually four feet by four feet). This needs to
make a great first impression, but I think it falls short, sorry. I think there is a lot of wasted
space in the hallways. One five-foot hallway to the clinic would be better than two. Your 
private office is too far from the clinic. With your occupancy load, your town will probably
require two ADA bathrooms. Your staff and patients will share the bathroom? You might not
have enough room behind the chairs to the rear units. You will spend all day on a 90-patient
load, walking around those cabinets. You would be better off putting the cabinets five feet
behind the chairs, against the wall. This will give you more storage above. Your consultation
rooms have an unusual configuration. Picture the parents, you and your treatment coordina-
tor in the room, with the desk and a computer screen. With the location of your on-deck 
seating, it is basically non-existent. As a matter of fact, it will be taken up by the parents and
siblings of those who go in back. By the way, your reception area does not have adequate 
seating. You need 18 chairs minimum. Noise from the games will affect the new patient room.
Tell us about the building some, it seems there are only windows on one side. No windows
in the clinic? What will the patients look at while sitting in the chair? ■

Are you working with an architect or designer? There are some good ones out there that
specialize in orthodontics. After 25 years, I am looking to expand within the same building.
You really won’t know what your practice will be like in 20 years. Our waiting room has 
been too small for years. I would think about putting benches in the bay area to free up the
waiting room. Think about dividers between the chairs in the bay. It creates a level of privacy,
and gets rid of that clinic feel. About 75 percent of my patients have at least one relative come
back with them. A big change over the years. ■

Congratulations on the new office! So here’s my two-cents worth:
Business area: 
I really think that a business office (which is not open to the front waiting room, where

work can be done in private and out of earshot of others, like private phone calls regarding
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patient accounts) is very important to have, and your private office would be a great spot to
steal for it. If you put a door between the reception area and the (now former) private office,
the business office staff can easily go between reception to business office and the staff room
is nearby as well. You could make that bathroom open up into to the hallway instead of the
business office so that the staff and doctor can all have easy access to it. 

Doctor’s private office:
So now you need a private office for yourself. I like that private treatment room location as

a private office instead. You’d have private entry/exit into your office (does that door lead out-
side?) and closer proximity to the treatment bay. You could maybe make it a tad smaller. Having
your own bathroom in your private office is nice, but not really necessary if there are two oth-
ers you can use.

Private treatment area:
You could use that consultation room down on the bottom, maybe make it a tad bigger and

turn it into a combination consultation/private treatment room. If patients want to have that
private conversation regarding finances, it can also be done here, or in the doctor’s private office,
or the business office, or wherever you decide. You’ll need to shove a few walls here and there,
but it can be done.

Treatment bay:
I’d move those three cabinets a little further back away from the chairs to allow the opera-

tor’s stool room to swing around from right to left around the patient’s head when reclined.
There doesn’t seem to be enough clearance for that.

You might need to find more room for storage somewhere. You can fit a lot into 2,500
square feet of space, but I agree with a previous poster that a lot of that space is wasted 
in hallways. 

Good luck! ■

As I mentioned before and I think two others have
mentioned… I would ditch the islands and put them up
against the wall. Here are pictures of my treatment bay
when we opened. It only had two chairs, but was

plumbed for five (the chairs are in positions two and four). It
gave us room for chairs for parents/siblings/friends to sit on.
After having worked in three offices where there was no room
between the head of the chair and the cabinets, I can tell you
that if you don’t at least move the islands back another one to
two feet you will regret the day you OK’d the final plans. ■

I had a couple of changes made. 
Semi-private ops in the clinic
Entrance through the center of the unit
Larger lab, smaller staff room
Larger consult room
Removal of rear delivery units to open up space in

the clinic
Thoughts? ■
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Increase the waiting room by turning the front desk vertically and moving it closer to 
the door. ■

Ortho07, you need to hire an architect. The design is very ergonomically flawed and the
site lines are not good. Don’t waste your money. Get it right from the beginning. Why are
you not hiring an architect? Sorry if this seems rude, but I feel very strongly that you have a
good space, but you don’t understand patient flow, branding, site lines or even what your
needs are at this time. ■

Njortho, I could not agree more. You are trying to do what is impossible.
Remember “form follows function.” You are trying to design something without good knowl-

edge as to what you really need. Bite the bullet. Do what is minimally necessary now and then
pay to do it right in five years. That redesign will keep you until you retire or take a partner.

There are many mistakes. A good interior designer with ortho experience, again some-
one with ortho experience will at least have an idea as to how things might function until
you really know how you like to work five years from now. Save your money on the office
and spend it on CE to upgrade your skills. That will be money well spent. At about the five-
year mark, bring in a management consultant, find out what you are doing wrong, make it
right and have them help with the office design. That’s how the big boys do it. Sorry to be
so blunt but it’s necessary.

Two people I might suggest to consider talking with would be:
Chuck Bergeron at T.O.O.C. – he does office designs (www.toocinc.com).
Ken Alexander, a management consultant, who also is knowledgeable in office design as

well as practice management (Kenalexander2@aol.com). ■

I cannot over-emphasize what others have said about seeking the help of a professional
to get this right. You have stated you want to get it right since you think you will be here for
more than 20 years. If you have any chance of staying in the same office without a major
remodel in a few years or hating what you have built and feeling stuck in it, you must hire
a good architect/designer that has a lot of experience with building ortho (not just dental)
offices. My first office right out of residency was 1,800 square feet and was laid out by a guy
who did dental offices for more than 30 years. I was new, had no experience other than three
years of residency and really had no idea what I needed in an office. In the 15 years I was in
that office, I developed “my style and flow” with the staff; technology changed and I never
could make the space work as efficiently as I had hoped.

We built a new office a little over a year ago. This time, I had experience of how I wanted
to work and the office to flow and also worked with a designer who has a pretty deep port-
folio of ortho offices. He knew things I wouldn’t have known to take into account, the sizes
each area should be for optimal flow so as to not make some spaces too big or small and
make the most of the space available. Beyond that, he hade experience with the construction
aspect of the project and how to set up a comprehensive detailed plan to avoid changes dur-
ing construction that adds further cost. I can appreciate trying to hold a budget, but you
have to take into account not only the immediate budget right now, but the long term to
keep your expenses down over the 20 years you expect to be in the space without changing
it. To meet that goal, do yourself a huge favor and hire a professional… it will pay for itself
many times over on what you won’t spend going forward. ■
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Great feedback.
I have hired an architect and an interior

designer, and we have come up with a completely
new design. 

I feel it is a lot stronger than the initial design,
and opens up the clinic, consult room and the
waiting room. Also patient flow should be a lot
smoother with this layout. Eventually when we get
busy enough I would like to have patients flowing
through the office by entering the clinic through
the waiting room and exiting in a clockwise fash-
ion through the hallways. ■

Yes, this looks much more attractive. A couple of questions.
Hand washing sink in the consult room? 
Where do staff keep their coats and purses?
Does the vacuum cleaner fit in utility closet or storage?
I would consider swapping the private office and the consult area. It’s good to have sound

separation between the consult area and clinical area, and it’s good to be able to hear from
your office when there’s a problem in the clinic. ■ Mary

How about a game station in the waiting room and/or some more chairs by the restroom?
What kind of X-ray equipment do you plan on? Is 3D a part of the technology? It seems that
you have gone back to the open bay. Are you comfortable with the lack of privacy? ■

We did a complete office renovation two years ago. We hired Warren Hamula and it was
worth every penny. I agree with the comment about moving the private office closer to the
treatment area. My private office is next to the treatment area and I have a large window
looking into the treatment area with the outside of the glass mirrored. I can see what’s hap-
pening out there at all times. The other thing is when you are actually doing the construc-
tion look at where they have the walls marked. My foreman asked me to look at the chalked
lines where the walls would be going and I said, “Is this what is on the plans?” He said yes
so I said OK. The plans don’t correspond 100 percent to the actual site. My records room is
smaller than I would have liked and the staff bathroom next door is huge. I would have had
them move the wall a bit. Good luck. ■

Here is a great resource: www.aaomembers.org/officedesign/. ■

»

Find it online at: www.orthotown.com
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Expose or Extract Impacted Canine?
Two doctors. Two opinions. One chance to get it right. What should they do?

Hi all, this 13-year-old girl presents with a mild Class II malocclusion and some difficult
maxillary canines. My partner and I share patients, and while we’ve agreed to leave #5 and
#6 transposed, we’re having a difference of opinion on #11. Simply put, one wants to extract
#11 (or possibly leave it alone, depending on the oral surgeons thoughts) and leave the upper
left C, the other wants to extract the upper left C, expose #11 and bring it in with ortho-
dontic traction.

How would you handle this?
Thanks for your input! ■ Bill
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orthoethos 
Member Since: 09/30/11 

Post: 3 of 6  

This is one you need to let the family make the decision.
Can it be done? Yes, most likely in someone this age.
How long will it take? A minimum of three years but could be longer. 
Here’s a similar case (still in treatment).

Figs. 8-9: Female, age 14 and 0 months at start, is now 16 and 6 months. Thirty months
into treatment and we are not done yet. Got some very severe canting of the occlusal plane
bringing that tooth down, but she is a very good patient and we are getting that under control. 

Fig. 10: Here’s the panorex from April (so, 24 months into treatment).
So, is this going to be a net good for my patient? Yes I believe it is; when complete she’ll

have all her own teeth and no need for prosthetics, etc. Is this the right treatment plan for
every patient? No way. If you aren’t 100 percent sure of oral hygiene and compliance, if you
don’t have a motivated patient and parents, if you are dealing with a fragile flower whose life
is going to be ruined by three to four years of braces and some not too pleasant stuff along
the way (it hurts a lot bringing that canine down through bone and gum that far and that
long), then they need to choose the shorter route. I would bring such a canine in for one of
my own children, but not for every patient who comes in to see me. ■ Diane

Bill, sure makes life simpler to just take out #11. However, the primary canine (H) has a
wimpy root and keeping it might not be a viable long-term solution. I would try to expose #11,
but first I would have the remaining primary teeth extracted. I would leave 3s and 4s transposed
on both sides (a functional nightmare but at least it’s symmetrical). Re-evaluate #11 position
when the rest of the 3s, 4s and 5s have erupted, then expose and bond. If it can’t be brought in,
she gets an implant. The way I see it, if you take out #11 and leave H in place, she is guaran-
teed an implant in the future. If you take out H and attempt guided eruption, she might get to
keep all of her natural teeth. All that being said, this is a tough guided eruption. ■

I’ll admit – I’m the pessimist here!
Diane, I agree that the family needs to be involved in this. I threw out four years to my

partner when we were discussing the case. And it won’t be an easy four years! 
Here are my reservations:
1) Root position – that apex looks like it’s almost at the UL7! Diane, the case you

showed, while undeniably difficult, in my opinion had a root position a bit more conducive
to “dropping” the canine. Leaving the UL3 transposed with the UL4 might be an option.

2) Length of the central incisor roots. These roots, while thick, are also short. Long treat-
ment times and short roots are something I try not to mix!

Perhaps I’m being too conservative? ■
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Topical Anesthetic for TAD Placement
There are many topical anesthetics to choose from. Which is the best one for the job?

For those of you who use TADs, what kind of anesthetic do you use for placement?
Topical or injection? If you use only topical, what brand do you use and where do you
order it? Anyone use a compounding pharmacy to have it made locally? ■

I use both, but only a small bit of local. The topical I use is made at a local pharmacy.
He uses a more hydrophilic base to give it more absorption, and his version of eutectic mix-
ture of local anesthetics (EMLA) is pretty good. I haven’t tried it without local, yet. But, once
I get a better feel for this EMLA I might forgo using topical in most situations. ■

I wonder if there is any advantage to using a local compounding pharmacy over
a more commercial compounding pharmacy that makes the stuff every day. I would
imagine that with a local compounder you’d have some variation in your end prod-
ucts. That could be a good thing I guess, as was mentioned earlier about extra

hydrophilicity, etc. I’ve always gotten TAC 20 from Professional Arts Pharmacy. 
They package it in a pump now which I really like because it’s conservative and there’s

never a question about contamination. Takes a second to order/refill and I think costs
about $40.

Since we’re on the TAD topic – at the TAD forum in Las Vegas last month I was
amazed by a few things present in almost all lectures

1) almost everyone was electing to work from the palate and not the buccal. 
2) almost everyone was using some form of handpiece driver system.
3) almost everyone was using 1/4 carpule of lidocaine. 
4) I don’t think I even heard a mention of the various spring-loaded anesthetic “jets.” 
Quite a difference from a typical mini-screw lecture, say from a year or two ago. ■ andy

I took my first TADs program in Dallas 10 years ago given by H.S. Park. He required
an engine-drive contra-angle setup. I was thinking this was overkill but I’ve used if for 10
years and it is great.

The only system that really works well from the buccal is C-Implant.
Great comments. Thanks. ■

Andy, do you use any local injection with the TAC? As far as consistency, there is
some variation in the viscosity of the EMLA, but it appears to work the same every time.
I think pharmacists who compound day in and day out can keep the actual ratios the
same. It probably comes down to the actual variation of the base from the manufacturers
with each batch. ■
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Andy, you did not mean 1/4 carpule on the palate, did you? 
[Posted: 12/6/2011]
Can someone explain the difference between EMLA and 20 percent TAC, and are there

indications for one or the other?
Thanks. ■

Yes, 1/4 carpule septocaine. I assume it was after a few minutes of profound topical.
I wouldn’t want a palatal injection without strong topical. Why? Do you think that quan-
tity is too large or small? 

[Posted: 12/6/2011]
Very rarely do I use local with TAC for mini-screws but I haven’t been hot on palatal place-

ment… until my re-education last month. Yesterday I did end up using TAC and less than 1/4
carp of septo for a nasty re-exposure of a palatal cuspid. I had to free up an embedded chain
ligation with the laser. I’ve found that going down more than two links into palatal tissue usu-
ally requires local. Good news is that nobody ever even flinches. 

[Posted: 12/6/2011] 
EMLA is a lower concentration of locals – usually lidocaine and prilocaine, both 2.5 per-

cent. I’ve never used it but I’ve heard from the laser crowd that it tastes like absolute crap. I
think that it became popular again because of Oraqix.

It’s interesting to note that there’s another really popular compounded topical – Tricaine
Blue that has both lido and prilocaine but at 10 percent. There must be some difference in
EMLA that I don’t understand. 

TAC is lidocaine 20 percent, tetracaine four percent and phenylephrine two percent. It’s
got the extra benefit of vasoconstriction because of the phenylephrine. ■ andy 

Quote by pharmacist: 
“Peter, Here is the breakdown of TAC 20 percent versus TriCaine PE (aka Profound):
TAC 20 percent gel is a concentration of: Tetracaine four percent, lidocaine 20 percent and

phenylephrine two percent in an aqueous gel base. It is sold by Professional Arts Pharmacy in
an 18ml pump for $40. Essentially, you will be paying $2.22 per ml. Each recommended dose
is 0.3ml so the 18ml bottle will give you 60 doses.

My formula is TriCaine PE gel, which is exactly the same as Profound PE (I had to rename
it, because this name is already in use by another pharmacy). It has the following concentration:

Tetracaine four percent, lidocaine 10 percent, prilocaine 10 percent, and phenylephrine
two percent in an aqueous gel base. I am currently pricing it at $65 for 30ml. Essentially, you
will be paying $2.16 per ml. Each recommended dose is 0.1ml to 0.3ml so the 30ml bottle will
give you 100 to 300 doses. The reason that you can potentially get more doses out this formula
is because it is a more powerful formula, so you would need less of it. Go to this link:
http://compoundingpharmacyusa.wordpress.com/2008/06/06/dental-gels-video/. It will give
you some information on the Profound formula. Personally, I think the Profound formula is a
superior formula and you can get more bang for your bucks. However, if your colleagues still
insist on using TAC 20 percent we can still compound that. We can certainly be competitive
with the pricing at $35 per bottle of 18ml.

Hope this helps clarify things.”
I thought EMLA (eutectic mixture of local anesthetics) was the generic name for the

compounded mix of local anesthetic topical gels. In that case, I’m actually using a TriCaine-
type gel (similar to Profound PE). ■
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Andy, I seem to remember an oral surgeon telling me about EMLA 10 years ago. Said it
was for skin application for those who are really phobic. Put it on, cover with a band aid, let
set 60 minutes and then you can start an IV on a tough patient. I think he said it could be used
intra-orally but it really was not for that purpose. Are you saying some are using it intra-orally?

I wonder why since 20 percent TAC would seem to serve that purpose. Maybe the EMLA
is FDA approved and they like that imprimatur. If it is not for intra-oral use, the FDA approval
doesn’t count, I would think. It becomes an off-brand use.

For whatever it is worth: 
1. For palatal use, I use the 20 percent TAC followed by a 10th of a carpule of lidocaine
2. For buccal use, regular topical unless the patient is really nervous and then 20 percent

TAC. Either way it is followed by 1/2 carpule of lidocaine
3. I’ve heard the 20 percent TAC can cause tissue sloughing but that has never happened

to me. It is the reason though that I prefer regular topical if I can on the buccal. Why
take a chance? On the palate, I’ve never heard of tissue sloughing being an issue.

I’ve placed a lot of screws using the above technique with few if any problems.
Anecdote: Had an adult and I was placing a TAD between the UL2-3 to help correct the

midline. Great but nervous patient. Gave her the lidocaine and got half of the screw in and she
was really uncomfortable. Gave her some more. Still uncomfortable. More lidocaine. Took a
film. Nowhere near any structure. Went really slowly and finally it went in but she was uncom-
fortable. I told her she’d be fine by the time she got home. Everyone is. It is a no big deal.

That was late Thursday when I used to put screws in after hours. Friday was a fishing day
so I was up at 3:30 a.m. making sandwiches when my pager went off. I think… ahh what now
because I see it is her on the voicemail. Check the voicemail: “Dr. Ruff. Just wanted to let you
know that you were right. I was fine as soon as I got home.” ■

Charlie, from what I understand, EMLA has been sold on and off by dental suppli-
ers for years. People start to like it, it gets pulled from the supply shelves by someone and
then they get it from someplace else. Here’s a blurb that might shed a little more light.

“EMLA (eutectic mixture of local anesthetics) is a combination of lidocaine and
prilocaine. Generally, it is given in liquid form. Until recently, EMLA was approved only for
numbing intact skin. It was not used inside the mouth. This is because EMLA reaches the
bloodstream rapidly if applied in the mouth. 

In 2004, the U.S. Food and Drug Administration (FDA) approved an EMLA product
called Oraqix. Oraqix is a gel that can be inserted under the gums and into the space between
the teeth and gums. The gel numbs the gums within 30 seconds and lasts for about 20 min-
utes. It is only designed to numb soft tissue. It will not numb teeth. For this reason, Oraqix
might be useful during deep cleaning procedures such as scaling and root planing. Scaling and
root planing involves cleaning the teeth above and below the gum line and smoothing the sur-
faces of the teeth.”

[Posted: 12/7/2011] 
Peter, Interesting. He’s making TriCaine Blue and adding the vasoconstrictor, too. I’ve heard

great things about all compounded topicals. ■ andy
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Any Tips for Placing a TAD Lingual
Between 6-7?
First time for this procedure and this dentist could use your input.

Does anyone have any helpful tips on placing a mini-screw on the palatal between the
maxillary 6s and 7s?

I need to place one and run some chain to lingual buttons on the 6-7 to improve the buc-
cal position of them.

I planned on using topical, then Syrijet and contra-angle hand driver. Have not done one
on the lingual yet, and if anyone has any tips or issues to be aware of, I would appreciate it!

Thanks in advance! ■

I place them all the time between the 5-6 and occasionally between the 6-7. 
1. Review your anatomy for GP. Malamed is good for this. Very nice description. Once you

read it you will realize there is not much risk unless you make a really dumb mistake.
2. I use 20 percent TAC for five minutes then a 33 gauge needle in an intra-ligamentary

syringe. Takes about a 1/10 of a carpule. Just did two this morning.
3. I would plan on placing it perpendicular to the bone about 8mm down from the papilla.
4. I always use an engine drive contra angle (stepped down to very slow). I’ve used a hand

drive at school also. If I was using a hand drive, I would be very careful not to let 
it wobble.

5. It is a good idea to either let them rinse with Peridex before or to scrub the area with
hydrogen peroxide and let it air dry. ■

Give the patient some Peridex and have them clean the area of the TAD with a cotton swab
every night.

We keep travel size Peridex for our patients (you can get a case from your dental supplier). ■

Use a contra-angle handpiece with the Vector TAS setup. It makes placement really easy.
Good luck. ■ Bigtok

What difference does it make whether it is Vector, Spider, Tomas, etc.? ■

I second most of what Dr. Ruff had to say except I use an
aspirating syringe for a small amount of local and aspirate first
just to make myself feel better. I have placed hundreds but never
hit the GP. I have had one spasm on one side due to tissue com-
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MediByte Junior

MediByte Junior provides reliable oral appliance
monitoring for snoring and sleep apnea, and is
the only home testing device that captures oral
and nasal breathing. Simple to use and cost-effec-
tive, MediByte Junior detects positional apnea, is
CPAP compatible for hybrid therapy and uses the
same technology found in the best sleep laborato-
ries. The device is comfortable to wear and allows
patients to sleep in the convenience of their own
bed. For more information, contact Great Lakes
product customer service at 800-828-7626 or
visit www.greatlakesortho.com.

fiteBac Germicidal Hand Gel

The fiteBac SkinCare Germicidal Hand Soft-
ening Gel is a patent-pending, skin-friendly
hand sanitizer that kills bacteria without 
alcohol and the painful drying and cracking
of skin associated with traditional sanitizers.
The  gel’s silicone-based cross-polymer tech-
nology provides hydrophobic properties that
help strengthen the skin’s moisture barrier,
keeping hands velvety soft after frequent hand
washing or glove use. It is alcohol-, water- and
petroleum-free, and unscented. For more
information, visit www.fitebac.com.

Insignia Clearguide Express

Insignia Clearguide Express is a new line of
affordable orthodontic aligners from Ormco.
Insignia Clearguide Express is initiated through
the use of Insignia, Ormco’s 3D interactive
smile design software, to provide clinicians with
full control of patients’ smile design for exact
anterior tooth movement using clear, aestheti-
cally pleasing aligners. Orthodontists custom
design the patient’s final smile with the Insignia
software, taking into consideration unique
facial features and their own treatment prefer-
ences. The resulting Clearguide Express aligners
are tailor-made by experienced AOA techni-
cians to efficiently produce predictable finishes.
Visit www.ormco.com for more information.

VALO Cordless

With the same powerfully efficient broadband technology offered by the VALO, Opal
Orthodontics adds a battery-operated, cordless wand for mobility. VALO Cordless features
custom, multi-wavelength LEDs to produce high-intensity light at 395-480nm, capable of
polymerizing all light-cured dental materials. The new handpiece is designed to rest in a
standard dental unit bracket, or can be custom mounted. It offers consistent curing inten-
sity and output in a durable, aerospace aluminum body with a Teflon coating and a sleek,
ergonomic design. For more information, please contact Opal Orthodontics’ customer
service at 888-863-5883 or visit www.valo-led.com or www.opalorthodontics.com.

New Products
A-dec LED Light

The A-dec LED light reduces eyestrain and 
provides optimal ergonomics while ensuring out-
standing illumination, clarity and depth of field.
Adjustable intensity levels of 15,000lux,
25,000lux and 30,000lux at 5,000K are able to
flood the patient’s oral cavity with a consistently
neutral white light for true-to-life tones. The
light’s cure-safe mode emits a brilliant yellow light
at 25,000lux, enabling the dental team to work
effectively without curing photo-initiated resins.
For more information, visit www.a-dec.com.

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.
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The future is bright for Planmeca; not only is it bright but
it is also in 3D. Planmeca CEO Bob Pienkowski took some time
out of his hectic schedule to talk to Orthotown Magazine about
what Planmeca is all about, how it keeps its bulletproof reputa-
tion and what is upcoming in the world of digital imaging.

Bob, thank you for meeting with us. First off, can you
tell us a little about Planmeca?

Pienkowski: Planmeca is one of the world’s largest privately-
owned dental companies. Planmeca is also the world’s largest
manufacturer of panoramic and cephalometric X-rays. We are
known throughout the orthodontic profession for our superior
image quality, upgradeable imaging equipment and excellent
imaging software.

Our business philosophy is to provide excellent dental prod-
ucts to the dental profession by being in the forefront of technol-
ogy. We design easy-to-use, reliable ergonomic products for the
dental office creating a pleasant experience for the patient.

What is your corporate strategy?
Pienkowski: Our strategy is to have a Planmeca product in

every orthodontist’s office throughout the United States and
Canada. We want to provide our innovative products through
our well-trained existing dealer distribution that provides excel-
lent service and support to our end users and their patients.
Planmeca strives to provide our dealer partners and the dental
community with the most technologically advanced oral health
products backed by customer care, education and field support
through our limited dealer network.

Tell me about you and your management team. What
experience do all of you have under your belts? 

Pienkowski: Our top management team, consisting of five
people, has 85 years of experience collectively, in the dental busi-
ness ranging from technical experience, field representation and
management positions.

I started at Planmeca in the United States 25 years ago; I was
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its very first US employee. Prior to Planmeca, I worked in the
dental industry for 14 years with other dental companies such as
Siemens, Midwest and Health Co. I worked as a field sales rep-
resentative, an equipment manager, a regional manager and now
president of Planmeca USA, responsible for United States and
Canada. My wife is a dentist so I have no choice but to live and
breathe the dental industry. I am one of the few people who
work in the manufacturing side of the dental industry and also
own the products we make.

What has contributed to Planmeca’s success? 
Pienkowski: Our success in the United States and Canada

is from providing great products, marketing and support to our
dealer network. This philosophy has been passed on from our
worldwide headquarters team in Helsinki, Finland, which has
been an innovator at the forefront of technology for 40 years.
Planmeca worldwide works with all aspects of the dental indus-
try including dental schools, users, dealers and the latest tech-

nologies to create products for the dental office and their patient
care. Our products are very reliable, easy to use and upgradeable
for current and future technologies.

What sets Planmeca apart from the competition?
Pienkowski: Planmeca has been an innovator at the fore-

front of technology for more than 40 years. We introduced
microprocessor-controlled electronics into the dental industry
and continue to introduce new products with the latest scientific
research in mind. Our products are designed for today’s
demands and tomorrow’s technology.

Talk about your distribution method.  
Pienkowski: It has been our choice at Planmeca to have a

very selective distribution policy. We do not distribute our prod-
ucts through all dental dealers. We believe that we can support
a limited number of dealers better than trying to support them
all. Our distribution consists of Patterson Dental, six ADC

by Benjamin Lund, Editor, Orthotown Magazine 
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members and two independents. Some orthodontists who do
not purchase from our dealer network might be unfamiliar with
our total dental equipment line and imaging product family.

What are you most proud of at Planmeca? 
Pienkowski: Our product designs and manufacturing from

our home office in Helsinki, Finland; our dedicated employees,
our distribution partners and our success in the United States
and Canada. 

What do you find most appealing about working with
orthodontists?

Pienkowski: Before orthodontists make a purchase, they
take the time to research products and usually they invest in the
best. They also appreciate superior images, robust imaging soft-
ware and excellent product reliability.  

Orthodontists are quite analytical and have a good under-
standing of what features and benefits they want their equip-
ment to provide, so they can have the best imaging products for
their office and their patients.

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

Pienkowski: Planmeca supports its customers with a profes-
sional sales team. Each team member supports the local dealer-
ship and trains the customers on how to use the products in

their practice. These sales representatives are employed and
managed by Planmeca USA, which ensures that our

customers receive the best customer care
possible. Our representatives com-

municate directly with
the dealer-

ship as well as their customers on a regular basis, and all feed-
back is directed to the appropriate parties. This feedback is then
utilized to make improvements and assist with product develop-
ment for the future.

What do you do to help your customers feel at ease?
Pienkowski: We strive to keep our good reputation by 

supporting our limited dealer network partners through dedi-
cated employees, not third-party independents. Planmeca has
an active partnership with our local dealer networks, which are
regularly trained by Planmeca’s team of professionals. We also
offer many free multimedia resources online, such as live
Webinars, streaming and downloadable videos and reference
material and documentation.

What sort of training can your customers expect
to receive once they’ve purchased one of your
imaging units?

Pienkowski: Each Planmeca customer receives a visit from
a Planmeca employee. This is to make sure that the orthodon-
tist and staff understand how to use the hardware and software
to fit the needs of their dental office. We also offer online
resources and live Webinars that can be scheduled via our sup-
port Web site. Our products are distributed through local dealer
distribution for continued quick and easy support. 

Why should an orthodontist buy a Planmeca digital
imaging device? Why do clinicians choose Planmeca?

Pienkowski: Our products feature open architecture,
upgradeability, cutting-edge design and superior image quality,
thanks to Planmeca’s patented SCARA technology. Clinicians
choose Planmeca because of the products’ advanced ergonomics
and ease of use.

continued from page 33
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How do you work with orthodontists to ensure
they are integrating the imaging devices in the
best way possible? 

Pienkowski: Our products are designed to meet the imag-
ing demands for all specialties in the dental industry. Planmeca’s
imaging devices are capable of taking 2D and 3D images, which
include unique features such as our bitewing program. We also
provide a software development kit, which is available for down-
load to all software companies free of charge. We believe that
our customers should have the freedom of choice in using what-
ever modality or software fits their practice. 

What is your global view of orthodontics in general?
How does Planmeca fit into that? 

Pienkowski: Like all health-care fields, orthodontics is
becoming more complex. We strive to simplify orthodontists’
workload on the equipment end by developing products with
them in mind. Our ProMax Mid and ProMax Max are perfect
examples of Planmeca engineers developing a product that is
designed for orthodontists. In 2D imaging, we are the world
leader; in 3D imaging, we offer four different models for the
orthodontist to choose from with ranging volume sizes from 4x5
to 23x26cm and everything in between.

Last year radiation was a big topic in dentistry due to
a New York Times article and while some wished to
hide from the issue, Planmeca was one of a few com-
panies which stood up and fought against it (in fact
Planmeca was the only company to respond to an
article we ran in Orthotown Magazine about the
topic). Tell me why this issue is so important to you.

Pienkowski: Planmeca is a firm believer in the ALARA
principle (As Low As Reasonably Achievable). That is why we

provide four different models of 3D units with up to 10 differ-
ent volume sizes to choose from. The orthodontist, not the
product, decides his or her imaging needs. We stress the impor-
tance of using the appropriate imaging approach on each patient
for imaging diagnostics.

What is Planmeca’s single greatest advantage?
Pienkowski: Upgradeable innovation. This allows us to

work with a new dentist with a smaller budget and grow with
him or her, as his or her imaging needs change. Our product can
be upgraded from a 2D panoramic X-ray; which can be
upgraded to a combination pan/ceph system; and that again can
be upgraded to provide 3D imaging needs for the office. Our
products are designed to meet the needs of today and upgrade-
able to the technologies of tomorrow. 

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

Pienkowski: Our latest innovation, Proface, will change
the way orthodontists view their patients’ records. This unique
innovation will help patients see the importance of the ortho-
dontist’s recommendations. Proface is designed to capture the
3D facial surface of a patient while simultaneously acquiring a
cone beam image. You will also see Planmeca incorporate
more cloud-based solutions for our customers so they can
access and share information in a secure manner from any-
where in the world.

For more information about Planmeca,
visit www.planmecausa.com. �

ProMax 3D with Ceph
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by Jay M. Geier

Creating a vision for your practice is one of the most impor-
tant strategies for your practice’s growth. All great organizations
have a clear vision that is communicated to the entire organiza-
tion. If you want to have a successful practice, there must be a
clear vision. 

Your role as the doctor and practice owner is to provide lead-
ership. Great leadership is the ability to guide and inspire your
team with a vision and transform that vision into reality. You
must set the tone for the future and establish what that future
will look like. A vision is not what you’re going to do tomorrow,
a vision is much bigger. It’s the plan for months and years ahead
and it’s to be created within your imagination. It’s perfectly 
normal for there to be a large gap between where your practice
currently is and your vision for its future. That’s what keeps you
driven. There probably are a lot of unanswered questions
between your circumstances today and what your vision looks
like. That’s okay. Vision is something you work toward.

Communicate Your Vision
Your team must know and understand your vision for the

practice. If you have a clear vision, but no one knows what it is,
it’s purposeless. Many people never communicate their vision
for fear of what they’ll face when they do. All visions involve
things that do not exist. So when you start talking about your
vision, you’ll get both positive and negative reactions regarding
its plausibility. 

You must get your team to see it and believe it to really be
able to sell it. You have to accept that all visions initially begin as

something that doesn’t already exist. You must be comfortable
selling something that does not exist… yet!

When communicating your vision, do not allow for Q&A
and do not start by talking about how the vision will benefit
you. That is not how you sell a vision. You sell the vision by
first talking about how it’s going to meet the needs of your
patients, and second what’s in it for the staff. Third, be clear
about what’s expected of the staff and what their role is in car-
rying out your vision. 

Own Your Vision
You must passionately own the vision. In the book, Think

and Grow Rich by Napoleon Hill, there is a quote that reads,
“Whatever the mind can conceive and believe, it can achieve.”
You must believe you can achieve your vision. And you must get
your team to believe it with you. Make the decision that you will
bring your vision to life no matter what obstacles are thrown
your way. Do not give yourself the option to quit. No excuses,
no equivocations. Believe you can do it, decide you will achieve
it and commit to fulfilling the vision. 

Drive Your Vision
You must relentlessly drive your vision to completion. Life is

about persistence. It is tremendously valuable when you do
things, make mistakes, learn from them and correct what you do



feature // practice management

going forward. Mistakes are the greatest learning opportunity.
Unfortunately most people working toward a vision have a ten-
dency to start making an effort, reach some resistance and quit.
You must not give in to that type of behavior. Fulfilling a vision
requires your dedication to the learning process. 

Align Your Goals with Your Vision
You must constantly refresh your goals to be aligned with

your vision. How many times have you refreshed your vision?
Typically once most people accomplish something there is a
slight reversal in progress because they start to take it easy.
They relax too long, their drive diminishes and they do not
create a new vision. Unfortunately, you can’t stay still. You
either fall back or push forward. You’ve probably accomplished
many of your visions. I bet what you didn’t do is refresh the
vision enough. You must always be refreshing and resetting
your vision. Learn to enjoy the process of going from where
you are to where you want to be, and constantly strive to get
to a better situation.

An overall vision for your practice is made up of many
smaller visions for things within your practice. Let’s look at a few
areas where you should create a vision.

Vision for Your Patients
According to the book The Science of Getting Rich by

Wallace Wattles, the formula to get rich is to give every person
you interact with more in value than the price they pay you.
So, you must have a vision for excellent patient service. The
first thing you must sell your staff on is the idea that your prac-
tice will provide the best level of care and service of any office
in your area. If a patient walks out of your practice and some-
one asks him or her about the level of service you provide, your
patient should say it is unbelievable! As we all know, if you pro-
vide exceptional patient service, you will get an abundance of
referrals, which will drive your practice down the path of
growth on the way to the vision.

Vision for Your Physical Office
I don’t believe in competition, but I do

believe in accurately gauging what your col-
leagues are doing. To create a great office,
visit other offices. Take a look at the other
practices in your area and make yours look
and feel better. Consider hotels as an exam-
ple. Think about the difference between
walking into a room at the Ritz-Carlton and
walking into a room at the Hampton Inn.
Everything is nicer at the Ritz-Carlton –
everything, not just some things. The fabric
is nicer. The sheets are nicer. The furniture is

nicer. The Ritz-Carlton invests in its physical space to make it
the best and therefore it is able to charge higher prices because
its clientele values what it has. Your vision should be to have the
finest office and price will not be the factor you might think it
is today.

Vision for Your Staff
When you envision a great office you’ll realize you must have

a great team. Number one, they must smile! Number two, you
are in the health-care business, so you should hire people who
look healthy. This does not mean that you should discriminate
in your hiring. Health includes more than looks; it also includes
attitude and personality. A great team is healthy. There’s a men-
tal difference and a physical difference.

Vision for Your Profitability
Unfortunately, too many people blame their troubles on the

economy or some other outside force. Never say, “Times are
tough, the business is just this way.” It is that way because you
did not have a vision mapping out that it was going to be any
other way. Realize that what you currently have is what your
vision was. You get what you deserve. Now it’s just a matter of
creating a new vision and following through on the actions nec-
essary to make that vision a reality regardless of what is going on
in the world around you.

Vision for Your Marketing
Some people have no marketing vision at all. They don’t do

any marketing and then wonder why they aren’t getting new
patients. Start marketing in your area and set out to be the best
practice on your block. Once you accomplish that, keep work-
ing until you can say, “Wow. Now we’re the best practice in the
entire zip code.” Then, the next year you realize, “We’re the best
practice in the city.” Stay focused, keep marketing and your
reach will continue to spread.

To sum it all up, it is your responsibility to create a vision
and relentlessly keep building a better vision for all areas of
your practice. �

Author’s Bio

Jay M. Geier is a speaker, consultant and the president and founder of The
Scheduling Institute. He helps his clients reach new levels of success and create
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BECAUSE IT’S GOOD. BECAUSE
THERE ARE OPTIONS. BECAUSE
THEY NEED TO BE SOLD ON YOU

SELLING SHOPPERS
BECAUSE THEY’LL WAIT FOR YOU
BECAUSE ’RE
A GOOD C EY
KNOW LES LE
TREATME USE
THEY MAK ON
EMOTIONS AND ASPIRATIONS.
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by Jeffrey Behan

It amazes me that there is a strong current of thought running through the ortho-
dontic profession that basically says the non-referred patient isn’t a quality prospect.
Some thought leaders would even have you spend less time in the consult with this
type of patient. While they correctly identify the fact that these prospects are less
likely to start treatment, they wrongly believe that it’s because the patient lacks the
motivation to pay for treatment or, worse, simply can’t afford treatment based on
everything from a credit check to a gut feeling.

There is no question that referred patients are easier to sell on treatment. After
all, someone they trust, whether their dentist, a family member or a friend, has rec-
ommended that they look into treatment and has already pre-sold them on the idea
that you are a good choice. Non-referred patients are less committed to the idea of
treatment, but that does not mean they lack sufficient desire to straighten their
teeth. It just means they need to be convinced that improving their smile will
change their life.

Identifying whether you’re dealing with a referred patient or a consumer has
always been important, but not for the reasons you might think. It’s not so you can
pre-determine which leads are good and which are bad. In fact, I believe that pre-
casting an adult prospect as a less-qualified lead can be counter-productive to your
success because it gives you and, more importantly, your sales team, a ready-made
excuse for not getting them to start. A credit check can be very helpful in determin-
ing what type of payment options to offer, but don’t ever let a low credit score psych
you out before you start. Patients’ ability to pay for treatment is tied to the depth of
their belief that it will change their life more than to their disposable income. That’s
why low and high socio-economic households alike find a way to buy cars, flat-screen
televisions, the occasional dinner out and more. The key to success is in uncovering
and satisfying their deeply felt need to address something about their smile.
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Above is a brief comparison between a consumer and a referred patient.
Do you see your practice as a sales organization? I remember when I got my first sales job

my business card said simply, “Sales.” A year or so later my title changed to “Account
Manager” and within two years I was a “Marketing Consultant.” Keep in mind that I never
changed jobs. This was just part of a trend in the marketplace to try to elevate the perception
of a quality sales approach because of the negative perceptions created by telemarketers, used-
car salesmen and the like. In spite of the grand shift in my title, my role never changed.
Fortunately for me, my company invested in significant training that enabled me to truly be
consultative in my approach and, ultimately, was the foundation for the need-based treatment
coordinator (TC) training materials I’ve developed for the orthodontic profession.

In his book, Integrity Selling for the 21st Century, Ron Willingham defines sales as a mutual
exchange of value – something we do for and with people, not to them. It’s about developing
trust and rapport, understanding their needs and then satisfying those needs in a way that
honors the sales person (treatment coordinator), the company (your practice) and the
prospect. What a cool job description. Unfortunately most sales gurus focus on tactics and
buzz-terms like “the psychology of the buyer” but sales success has more to do with the per-
ceptions and beliefs of the salesperson than it does with the buyer. In other words, strategies
and tactics are important but when it comes to successfully turning consumers into ortho-
dontic patients, understanding how you and your TC feel and think is actually more impor-
tant. It’s the psychology of the seller, not the buyer that makes the biggest difference.

In a sales organization, if someone is interested enough in what a business offers to call and
inquire they do a back flip and run through the halls rejoicing. If the consumer actually agrees
to spend an hour of his or her time meeting with a representative for a consultation, that’s even
better. This is how we ought to feel in the orthodontic profession. Why? Because the greatest
opportunity for growth isn’t in taking market share away from your peers, it’s in reaching your
local share of the 23 million American adults who, according to a 2011 survey conducted by
Millennium Research Group, say they are interested in straightening their teeth.  

In sales performance parlance, we talk about Emotional Quotient, or EQ, because it has
a lot to do with sales success. A person with a high EQ has the inner-discipline to do what is
necessary to succeed, letting negative emotions and other success killers roll off their back like
water off a duck’s derriere – even if he or she has to embrace new behaviors that are out of his
or her comfort zone. This quality is one of the most important attributes for a treatment coor-

Consumer vs. Referral

»

The Consumer

Thinks treatment is one of many options

Does not know you’re a good choice

Makes decisions based on emotions/aspirations

Needs to be convinced that treatment can change
his/her life

Often researches treatment options and doctors
on the Web before calling (motivation was internal)

Wants what he/she wants – and wants it now

The Referral

Already believes treatment is a good idea

Already believes you’re a good choice

Is more likely to make decisions based on the price
of treatment

Only needs to be sold on what makes you better
than others

Often know less about available treatment options
(motivation was external)

Will wait if you were highly recommended

continued on page 40



BECAUSE YOU NEED TO LEARN
TO LISTEN TO WHAT THEY
WANT. BECAUSE THEY NEED
YOU TO HELP THEM SEE THEIR
OWN MOTIVATION. BECAUSE
YOU NEED THE KEY SKILLS:
PROBING, LISTENING AND 
LINKING.
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dinator. It’s different than being a “people person” or having “the gift of gab.” He or she has
to be a good communicator, and that means getting people to open up, listening, understand-
ing, empathizing and being able to connect the dots between what the prospective patient
feels and how treatment from your practice will satisfy the felt needs. When this is done well,
the price of treatment becomes a less significant hurdle to overcome.

I’m going to share some keys to success in converting consumers (shoppers) into patients,
but before I do I’d like to ask you to take a moment to think about your own attitudes and
feelings about selling and about dealing with non-referred patients. Are you and your TC
excited every time people inquire about treatment? Do you have systems in place to help you
take the time necessary to really connect and uncover their motivations? Are you able to con-
nect the dots between the treatment and results you provide with their job, social and family
life or do you mostly just talk about teeth? Do you do 80 percent of the talking and only 20
percent of the listening during your new patient consult? The answers to those questions are
important because the attitude you bring into the consultation sets the tone for the entire inter-
action. In many cases, we are our own worst enemy.

Now that we’ve scratched the surface of the psychological factors impacting your ability
to succeed with non-referred patients, we can explore the strategies and tactics that will help
you capitalize on your share of the ginormous opportunity to treat self-motivated adults. It
starts by switching from presentation to interaction. 

Shift from Presentation to Interaction
I’ve participated in hundreds of orthodontic new patient consultations and most of them

fit what I call the “sit and spit” model. You know what I mean. After a few minutes of small
talk the treatment coordinator shifts into presentation mode sharing everything you could
ever want to know about your treatment options, what it’s like to be in treatment, how great
the doctor is, etc. She sits… and spits. This approach works well with the referred patients
who fit the profile I described, but it often misses with self-referred patients, not because they
lack the motivation to start treatment, but because they need you to help them see their own
motivation and then see how orthodontic treatment will change their life. 

Uncover and Satisfy Needs
Don’t tell self-motivated patients what they need and how you’re going to do it. Ask them

what they want – and learn to listen for what I call, “key phrases.” Any time you hear “I need,”
“I want,” “I don’t want…” you’re hearing a felt need and those needs are closely tied to the
prospective patient’s motivation. When you hear a key phrase you need to stop, listen and
then ask for more detail. 

Only when you feel you understand what led them to your office today should you offer
a solution. For example, when you hear, “I had braces as a kid and I don’t want them again”
you will instinctively start talking about how orthodontic technology has improved and how
the experience is much more comfortable today or something along those lines. Instead, rec-
ognize that you’ve just heard the key phrase, “I don’t want braces” and before you offer the
solution you need to ask some questions. Maybe he or she is interested in clear aligners, maybe
he or she is hoping for more comfort or is concerned about what he or she can and cannot
eat. Ask what he or she remembers about treatment before and what prompted him or her to
come and see you now. Ask what he or she is looking for – and then satisfy his or her needs.

Probing, Listening and Linking
I’ve developed an in-office sales training program for orthodontics and have determined

that the key skills needed to succeed with consumers are probing, listening and linking.
Probing is asking questions. Sometimes it feels like small talk, but if you listen well and learn
how to link properly you’ll find that talking to prospects about their jobs, families and hob-
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bies can quickly connect you with their true motivation for seeking information about treat-
ment. Listening is something we all know how to do, but listening for key phrases like those
described makes all the difference. Moreover, getting the prospective patient to actually speak
those key phrases through effective probing is the consultative selling approach. Linking is the
process of connecting the dots between his or her felt needs and orthodontic treatment.

Closing the Deal
The most successful close begins with a summary of the needs they’ve expressed and

you’ve satisfied. This is different than a summary of the treatment steps and approach. If you
find it’s time to close the deal and you can’t recall three or more key phrases the prospective
patient expressed – and how you are going to address them – then chances are you sat… and
spat… rather than taking the needs-based, consultative approach. The patient might have
awareness of sufficient desire to start treatment with you, but it’s a lot easier to say “no” to a
presentation than it is to someone who truly understands you; someone who has heard you
and addressed your deeply felt motivations. ■

    
Author’s Bio
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Recently, several readers have requested information on
how they can improve the protection of their valuable assets,
both personal and professional. These health-care practition-
ers, and others like them, are concerned about the many
social and economic problems that are occurring with
greater frequency in our society.

Over the past 25 years, much has changed in the world
of professional practitioners. Professional practice, investing
and retirement have become difficult and contentious.
During this time, important advice has been provided
regarding both legal and ethical methods for protecting the
practitioner’s hard-earned assets from needless loss. 

Asset protection strategies are elegantly sophisticated and
the focus incorporates structuring the ownership of the prac-

titioner’s assets so as to protect him or her from future
risks. On many occasions, the question has arisen

about protection from current and imme-
diate risks. Depending on the nature

of these problems, available
strategies offer increased

protection for
assets, over and

above the manner
in which their cur-

rent ownership exists.
However, the important

aspect for health-care practi-
tioners is that effective advanced

planning is the key to effective asset
protection risk management.

In this introduction, our goal is to provide
an overview of the considerations and the processes,

which are generally followed in collecting the necessary
data and developing an appropriate strategy for asset pro-
tection. There are many available vehicles and entities com-
monly utilized, some of which will be described in this

article. The important message is that a care-
fully developed, customized plan specific to
the individual practitioner’s needs is the
paramount concern. Be careful about trying
to create a piecemeal, off-the-shelf, do-it-
yourself solution. Without a well thought
out and thoroughly vetted plan, problems
are likely to occur.

As an overview, some of the solutions
include limited liability companies, corpora-
tions, limited partnerships, revocable and
irrevocable trusts, offshore trusts and many
other mechanisms for ownership and loca-
tion. We will discuss the appropriate method
for collecting data and evaluating the specific
practitioner’s needs.

Generally, the process should follow a
logical pattern, not unlike that which health-care practi-
tioners use in evaluating their patients. First, all relevant
information is obtained regarding the individual or individ-
uals who are considering incorporating asset protection into
their personal, professional, investment and estate planning.
Are these spouses, business partners, families or others
involved in risky activities? Also, it is important to fully
appreciate whether the risks are potential or current.
Complete candor is required between the individuals and
the consulting professional(s).

Next, the nature of their current status is evaluated. It is
important to carefully evaluate the manner in which the
asset or assets are currently held. Specifically, are the assets
held individually, jointly, in a corporation, limited liability
company or limited partnership? Also of significance is what
type of debt, if any exists and whether indebtedness with or
without personal guarantees exists. Additionally, it is critical
to fully evaluate any current or existing threats and all poten-
tial risks that might present based on both the nature of the

Effective Risk M
anagem

ent in a
Volatile Econom

ic Environm
ent

by Donald E. Machen, DMD, MSD, MD, JD, MBA, CFA 
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activities of the individual or individuals and also the risks
that the assets might pose themselves. 

As an example, consider the activities of professional
practitioners and their specific locations. In Florida, New
York, Michigan, Texas and California, health-care practi-
tioners have been experiencing “excess verdicts” in profes-
sional negligence cases. Excess verdicts are jury cases in
which the verdict has been in excess of the professional neg-
ligence insurance limits. The amount over and above the
insurance coverage then becomes the responsibility of the
individual practitioner. It is easy to see how important it
becomes to properly structure, in advance, the ownership of
one’s assets in such instances. 

The previous example describes the need for an asset
protection strategy based on the specific activities of the pro-
fessional. Next, consider the asset itself. Some assets, such as
buildings, whether residential or commercial investment
property and businesses, other than the professional practice,
add another layer of potential risk that must be considered
and planned for in the event of a catastrophic event. Some
recent experiences include boiler explosions with severe
injuries or death to tenants, rape of a tenant, food poisoning
as with several franchise operations, employee malfeasance
or tortuous or criminal activity. The list is endless.

Other concerns include the liability for your children’s
activities. A Pennsylvania occurrence sent a chilling message
to health-care practitioners when the practitioner’s seem-
ingly emancipated son, a young professional himself, went
on a rampage killing several people. The plaintiffs’ families
and creative lawyers built a strategy around the son’s early
mental problems and the ineffective treatment provided for
this individual in a successful effort to impute liability to
the parents. In this situation, merely having title of the
assets jointly held with a spouse would have been ineffec-
tive. This scenario resulted in the massive liability of the
parents who had contemplated retirement before the inci-
dent but were significantly impacted financially and now
must continue to work to rebuild their depleted finances.
Such unexpected instances are precisely why a careful per-
sonal, professional, investment and retirement asset protec-
tion plan are critical for every practitioner and should be
considered long before any possible need arises to have the
highest probability of success.

It is also important to understand the current or poten-
tial creditors. Evaluating potential creditors is an activity
that helps to determine the level of asset protection that
might be needed. Some creditors have a track record of
aggressive asset recovery while others are less inclined to
incur the sometimes-huge costs associated with this
process. The level of indebtedness, the nature of the credi-
tor and the level of asset protection needed are part of the

overall equation in developing the appropriate and specific
asset protection plan. 

In concluding this introduction into asset protection,
some final thoughts are offered which might be helpful to
those practitioners who are considering beginning the
process of asset protection and the benefits that can be
derived. First, liquid assets are generally portable and may be
moved to various jurisdictions that might be more favorable
in the event that the protection program is challenged.
Illiquid assets such as real estate are jurisdiction specific.
However, there are methods to provide protection for these
assets as well. Along those lines, jurisdiction is important
and there are several jurisdictions that are more favorable
than others. Specifically, one or more jurisdictions will not
recognize protection for single-member limited liability
companies. However, at least one jurisdiction, Nevada, does.

Also, the potential for bankruptcy is an important con-
sideration, especially after several dental practitioners have
encountered this scenario as a result of the recent economic
downturn in more than one southwestern jurisdiction.
Special recovery provisions of the Bankruptcy Code require
careful planning.

Lastly, nothing is a perfect protection. Even careful asset
protection programs have vulnerabilities. The goal then is to
offer an optimal plan for a legal and ethical protocol that
provides a high level of asset protection but permits the indi-
vidual to understand that in a worst case scenario, if all else
fails, by incorporating such a plan, a platform for negotia-
tion then exists to lessen the burden of the indebtedness and
mitigate any loss. ■
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by John M. Pobanz DDS, MS

Case History and Analysis
This 18-year-old Caucasian female presented with the

following chief complaint: “I want my front teeth to come
together when my teeth are straight.” Upon smiling, there is
5mm of gingival display (Fig. 1). Molar canine relationships
are a half-step Class II. An anterior open bite of 5mm is
measured at the right maxillary lateral incisor.  The overjet
measurement is 4mm measured at the left central incisor.
Moderate crowding is present in both arches. A constricted
maxillary arch form relative to the lower arch is present
resulting in buccal cusp to buccal cusp relationships extend-
ing from the second molars to the first bicuspids on both
sides, a bilateral posterior crossbite tendency (Fig. 2). The
skeletal relationships are mildly Class II. The mandible is
posterior divergent and the lower anterior face height is

larger than average. The maxilla shows posterior vertical
maxillary excess (Fig. 3). However, the patient does have ade-
quate lip competence at rest.  

Treatment Sequence
Passive self-ligating brackets with standard anterior

Damon torque prescription were placed. Quarter-inch, 2 oz.
posterior cross elastics were used as needed from the lingual
of the upper molars to the labial of the lower molars from the
first archwire insertion of .014 copper NiTi. The archwire
sequence of 14x25 CuNiTi, 18x25 CuNiTi, 19x25 stainless
steel (SS) was followed with 10-week appointment intervals.
The posterior crossbite relationships were corrected prior to
advancement to 18x25 CuNiTi. Once both arches were
worked to 19x25 SS, a RMO fixed/removable trans-palatal
arch was inserted into the vertical lingual sheaths of the upper
molars with 6mm of clearance relative to the palate. A colli-

Fig. 1 Fig. 2 Fig. 3

One mid-palatal TOMAS mini-screw used for en masse intrusion of the maxillary posterior dentition to
accomplish anterior open bite correction.
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mated CBCT view of the maxilla was captured with iCAT.
A mini-screw placement simulation was performed in
Anatomage software showing excellent bone density at the
mid-palatal suture (Fig. 4). A 6mm TOMAS orthodontic
mini-implant was inserted at the mid-palatal raphe at the
mesial aspects of the first molars. A dumb-bell attachment
was bent from 19x25 SS and bonded into the cross-slot of the
TOMAS mini-screw with filled flowable composite (Wave,
Patterson Dental). Lingual buttons were bonded to the sec-
ond bicuspids and the second molars. Elastic chain force was
applied from the dumb-bell attachment to the maxillary sec-
ond bicuspids, and second molars in addition to the mesial
extension of the RMO TPA just mesial to the first molars
every four weeks for six months (Fig. 5). Upon bite closure,
19x25 TMA wires were inserted, the TPA was removed and
standard techniques were used for detailing and finishing.

Treatment Objectives
• Non-surgical correction the posterior crossbite rela-

tionships with arch development and early and light
cross elastics

• Maximize display of posterior teeth in the buccal 
corridors

• Avoid extrusion of anterior teeth during open bite
correction 

• Avoid increasing gingival display
• Intrude en masse the posterior dentition with a single

TOMAS mid-palatal orthodontic mini-screw

• Finish the posterior dentition mildly out of occlusion
to account for potential relapse

• Achieve ideal occlusal relationships of overbite, over-
jet, molar and canine relationships

Treatment Results
En masse intrusion of the maxillary posterior dentition

required six months with anterior open bite closure being
achieved with auto-rotation of the mandible (Fig. 6).
Gingival display upon smiling improved to a pleasing posi-
tion relative to the gingival margins of the maxillary anterior
teeth with intrusion of maxillary anterior teeth with leveling
of the arch and crowding resolution (Fig. 7a&b). An overbite
of 2mm and overjet were established as well as canine guid-
ance and a Class I molar and canine relationship. Display of
maxillary posterior teeth in the buccal corridors was achieved
in addition to a congruent smile arc relative to the contour
of the lower lip. The posterior dentition was finished mildly
out of occlusion to account for relapse potential. Treatment
required 19 months to complete. 

Discussion
The use of a single miniscrew is obvious in terms of cost

and chances of failure relative to other techniques that require
at least two miniscrews and as many as four. Miniscrew place-
ment in the midpalatal suture combined with a bonded
dumbbell attachment allows for simple symmetric application
of power chain forces to each posterior segment.  The density

continued on page 46
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of the midpalate in adults is well established.12, 13, 14 Although
placement of miniscrews in the midpalatal suture of adoles-
cent patients is controversial, it seems that a low dose maxil-
lary collimated cbct view with an assessment of density is
justified considering the clinical advantages. 

Retention of Molar Intrusion
According to a recent publication by Baek et al., molar

intrusion for anterior open bite correction has the potential to
relapse 18 percent, on average, within the first year after treat-
ment, whereas thereafter it is relatively stable. With this
knowledge, it seems reasonable to consider a retention mech-
anism that delivers at least 100gms of intrusive force to the
molars during sleep time during the first year of retention.
The active vertical corrector (Allesee Orthodontic Appliances)
(Fig. 8) has been shown to be successful in achieving molar
intrusion for open bite correction in the mixed dentition by
using repulsive magnetic forces.2,3,4 This appliance delivers
250gms of intrusion force prescribed for 24-hour wear except
when eating.  The REPEL* (Fig. 9) is a modification of the
active vertical corrector designed to be worn at nighttime for
the first year after orthodontic mini-screw-assisted molar
intrusion for anterior open bite correction in the permanent
dentition. It delivers 100 gms of intrusive force with repulsive
1⁄4 x 1⁄32 inch neodymium magnets** embedded in acrylic over
the first molars in vacuform retainers with acrylic buccal

shields to prevent lateral displacement of the mandible during
the application of intrusion forces. 

Conclusions
This case demonstrates the following: Passive self-ligation

and early light elastics can be effective for posterior crossbite
correction and to aid in maxillary arch development. The use
of a dumb-bell attachment allows for simple application of
power chain for intrusion of posterior teeth from one palatal
TOMAS orthodontic mini-screw. The mid-palate can be a
reliable insertion site for orthodontic mini-screws especially
when assessed with CBCT insertion simulation. The REPEL
appliance is an intriguing idea to prevent relapse of molar
intrusion during the first year of retention. �
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by Craig E. Scholz, PhD

In 2004, I went to hear Dr. David Hatcher speak about the
latest convergence in digital imaging in orthodontics. Cone
beam computed tomography (CBCT) machines were becoming
popular on the market and were able to reveal new aspects of the
patient anatomy and provide exciting treatment possibilities.
Dr. Hatcher spent a good deal of time describing the “virtual
patient,” a digital replication of the “anatomical truth” that
could be constructed using data from two-dimensional photo-
graphs, X-rays and 3D CBCT data. Recent advances in desktop
and intra-oral scanners have given orthodontists additional data
to use toward the creation of the virtual patient. With these
devices and exciting new advances in software, practitioners can
now incorporate precise surface data from the teeth and gums
and use this information for an exciting array of treatment 
possibilities. In his Journal of Clinical Orthodontics cutting edge
article earlier this year, Dr. Ron Redmond wrote, “In the race
between CBCT and scanning technologies, it appears to me that
the intra-oral scanner has taken the lead and is sprinting toward
the finish line.”

The two primary means for acquiring digital impression
data in office is through the use of desktop scanners, which
scan impressions and models, and intra-oral scanners, which

can take direct digital impressions. Both types of scanners
have several key benefits and limitations that will be
described. After the image is acquired, the orthodontist has an
exciting set of possibilities for his or her digital data.
Archiving, measuring, producing virtual setups, as well as fab-
ricating various appliances all are now possible by utilizing
these systems. Many of the systems allow for the creation of a
non-proprietary file that can easily be uploaded to a lab so an
appliance can be constructed. And some of the newest intra-
oral scanners and software can be used for printing aligners
and other appliances directly in your office, reducing costs
and time associated with outside fabrication.

Desktop Scanners 
While digital study models have been available (e.g.,

Cadent’s OrthoCAD service), several new options exist for
orthodontists to scan models to create a digital file in their own
offices. Several companies have emerged over the past few years,
which provide small desktop-scanning devices that can be used
to scan models in office. These systems provide an easy way to
quickly scan models for storage and also include a variety of soft-
ware applications. For example, Motion View, Inc., provides a

continued on page 48



popular desktop scanning solution and offers a host of after-scan
features such as ABO and Bolton analyses, measuring tools and
the ability to combine scan data with CBCT data. Data is saved
in non-proprietary file format so that it can be uploaded to a
dental lab for appliance fabrication. An increasing number of
dental labs are able to work with the digital files from the scan-
ners to fabricate aligners, Hawley, retainers and a variety of
orthodontic appliances. 

Desktop scanning solutions can be an effective way to store
and retrieve study models. I know several orthodontists who
paid for their system after reducing model storage fees in less
than one year. The scan time is relatively quick and can be done
by an assistant with minimal training. Although less expensive
than intra-oral scanners, the major drawback to the desktop
solutions is that unlike intra-oral scanners, they still require
impressions. This disparity will likely become even greater as
intra-oral scanners essentially eliminate traditional impressions
and are able to digitize stone models. In addition, desktop scan-
ners have difficulty capturing undercuts in impressions, particu-
larly with crowded lower incisors. Nevertheless, they can provide
a useful, cost-efficient way to eliminate model storage, offer
treatment-planning tools and deliver a digital output necessary
to fabricate appliances. 

Intra-oral Scanners
Intra-oral scanners have been popular in general dentistry

for years. These handheld wand-type devices connect directly to
a computer, large monitor and voice-guided software to assist in
capturing the digital impression. The utilization of these scan-
ners gives the dentist the ability to produce a variety of restora-
tions and cosmetic applications such as crown and bridges,
veneers and inlays directly from the digital impression. Sirona’s
CEREC system is the most utilized scanner in dentistry,
although there are an increasing number of units being offered.
These include 3M’s Lava system, the E4D system from Henry

Schein, the iTero scanner from Cadent and the IOS FastScan.
As is the case with many new technologies that are designed for
the general practitioner, it isn’t long before they reach the ortho-
dontic market. 

The scanners developed for orthodontics are able to scan
the entire arch relatively quickly and precisely, and eliminate
the tasks associated with conventional impressions completely.
Not surprisingly, patients’ preference of digital impressions
over conventional ones is significant (77 percent in Sonis, et
al., 2010 JCO study). Soon we will see a whole host of intra-
oral scanners at the orthodontic meetings, led by the iTero
scanner from Cadent (which was purchased by Invisalign in
2011). The iTero scans can be quickly uploaded to Invisalign,
used to produce aligners and are also available for OrthoCAD
digital model system. Many other companies including 3M
and IOS FastScan will have intra-oral scanners on the market
for orthodontists soon. 

There are several important factors to evaluate when con-
sidering these devices, the first of which is the cost. Intra-oral
scanning systems can range from $20-55K and some of these
systems also charge “per scan” fees for converting and saving
files. It is important to factor in these fees and to determine if
the system allows for saving non-proprietary files (usually STL)
that can be used by most dental labs. Similar to low-cost color
printers, the long-term costs of replacing ink cartridges (paying
“per click” fees with scanners) often outweigh lower up-front
expense. In addition, scan times between systems vary signifi-
cantly. I have heard reports of full scans ranging from five to
30 minutes depending on the patient and scanning system –
clearly an important variable when choosing a system. Finally,
many of the scanners require a small amount of coating on the
teeth to improve the quality of the scan, the notable exception
being the iTero system. While this coating might add slightly
to operating expenses and chairtime, it can also improve the
scan quality. 
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Putting it All Together 
All the mentioned scanning devices are equipped with soft-

ware to record the scan and to save the digital file. Two notable
companies have incorporated the intra-oral scan data in
enhanced ways. The first of these is Anatomage, a CBCT soft-
ware system, which is widely used among orthodontists. The
company offers its InVivo software on many new 3D CBCT
machines and allows for the reconstruction, measurement, sim-
ulation and manipulation of CBCT data. It also offers several
services, including the creation of surgical guides and digital
models created from a single CBCT scan with its Anatomodels
service. With the addition of the digital study model to existing
CBCT data and photos, the practitioner is able to visualize both
hard and soft tissues, gingival lines and coloration. These digital
models can be extremely useful in the creation of surgical guides,
temporary anchorage device placement and bracket positioning.
Anatomage also provides viewing software so that the digital file
may be easily shared with any specialist involved with the case. 

Vultus Orthodontic Technologies is another interesting
company, which enables the orthodontist to scan, manipulate
and print appliances on site. The foundation of the software was
built by Rapidform, a leader in 3D CAD software systems that
has developed CAD systems in the automotive, aerospace and
other high-tech industries. The Vultus product allows the ortho-
dontist to use a desktop or intra-oral scanner of his or her choice
to capture the data and then manipulate the data using CAD
software. With some basic training, it is easy for the user to
make quick adjustments to the digital impression to create
sequential tooth movements. Once these changes are saved to
the file, they can be easily printed in the office using a 3D
printer or uploaded to a lab for fabrication. Since the orthodon-
tist is in control of the design of the appliances, he can quickly
print as many as are needed for the individual case. And the cost
of creating aligners and other appliances is significantly
decreased since the movements are planned by the orthodontist

and fabricated locally. Dr. Todd Ehrler, the CEO of Vultus says,
“This technology is the future of orthodontics. Our focus is
combining cutting-edge technology with the professional train-
ing and judgment of the orthodontic specialist. We show ortho-
dontists how to implement this technology in their practices and
then get out of their way.” 

The Future 
The dental anatomical truth and the virtual patient are

much closer today than they were even five years ago. The addi-
tion of digital impressions to the clinical picture adds an impor-
tant new dimension in constructing the virtual patient. One can
imagine the not too-distant-future when smaller, less invasive
devices will be used to record the intra-oral areas and will be
fully integrated with hard- and soft-tissue data. These devices
will be able to directly transfer data to software, which will allow
the doctor to manipulate the file and push it directly to fabrica-
tion. Soon, a fully integrated model of the entire dental anatomy
will be available and as common as a chairside computer termi-
nal. As mentioned, technology is now available to allow for the
production of appliances directly in the orthodontists’ office.
Adding digital impressions with existing photographic records,
2D X-rays and 3D digital imaging pushes the orthodontists’
understanding of the patient’s anatomical truth to new levels.
The increasing precision and dynamic confluence of digital data
continues to make it an exciting time to be an orthodontist. �
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Social Media Marketing
Orthodontists’ Opinions About

Read on to learn how your ortho colleagues utilize social media marketing in their
offices. Check out the results below of the online poll conducted from October 28, 2011
to November 30, 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.

Does your 
practice have a

Facebook page?  

71%YES

NO29%

If you are using Facebook, have
you received any new patient
referrals who report they actually
found you on Facebook?  

Does your practice have a blog?  

■

■

Do you track where your new
patients specifically come from?   

92% Yes
8% No

■

■

■

■

Which type of marketing has
worked best for your practice? 

16% Social media  

61% Patient referrals 

22% Professional referrals

1% Other  

■

■

■

■

Who manages the social media
in your practice?  

45% Yourself   

41% A specific staff member   

11% Outsourced

3% Other

■

■

Have you advertised your practice 
on Facebook?  

43% Yes 
57% No

■

■

Does your practice have a 
Twitter account?  

33% Yes 
67% No

If you are not using social media,
do you plan to in the future?   

74%
No

82%
Yes

18%
No

26%
Yes

54%
No

46%
Yes
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for Today’s New Patient
by Edwina Wood

The dynamics of the new patient have
changed over the past several years.

It is apparent that the “I want it now!” generation has arrived. In
years past, an orthodontic referral by a family dentist or a trusted
friend was enough to wait for the first available appointment
and a second opinion was not needed. Today’s new patient has
changed. With the instant information on the Internet, and
more referral and informational sources available (Facebook,
Google, competitors’ Web sites) prospective new patients are
educating themselves and looking for immediate action. Because
of this, the orthodontic practice needs to elevate its new patient
experience to meet the needs of the tech-savvy patient. What
would I want when I enter a doctor’s office for the first time? 

•  I want to be treated with respect.
•  I want the doctor and staff to listen to my concerns 

with regard.
•  I want a knowledgeable, well-respected doctor I can trust,

and one that will give the best treatment available.
•  I never want to wait! (Remember: I want it now!)
So as a treatment coordinator (TC), how can I satisfy these

needs? By relating to patients to build trust and communicating
in a positive way to educate them about orthodontics, the TC
will initiate the new patients into the practice.                                  

Here are three basic steps:

Relate
Begin developing the relationship at the first phone conver-

sation. The goal of this phone call should be:
•  Gather information your office needs to better serve the

patient.  
•  Educate about your practice and doctor. Why does your

doctor stand above the rest?
•  Schedule the appointment.
Ask the patient focused questions. Why is he calling? What

is he looking for? What are his expectations? What information
do you need from him? Do you ask for e-mail addresses and
cell phone numbers? Do you ask if he prefers to communicate
through e-mail or text? This information will be beneficial dur-
ing treatment. The most important point is to schedule the
appointment. Do not fall prey to shoppers. Never quote fees
over the phone. Entice, encourage and persuade them to
schedule the appointment. Track your calls. How many shop-
pers call and never make an appointment? Also, how many
new patient appointments are scheduled and then become a
no-show? If your rate is high, you should re-evaluate your new
patient phone skills. 
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The next point of contact should be the mailed or e-mailed
patient packet. Is it informative but short? Is it up-to-date and
professional? Does it communicate your office philosophy? Re-
evaluate what you are communicating to your new patients.
Make a list of all of your strengths. Instead of saying, “Most of
our patients come from referrals,” do the research and say “over
the past five years, 70 percent of our new patients are referred
by other patients and family members.” Then find a way to
share that information. Our office includes a card in our
packet that is labeled “Things to Consider When Choosing an
Orthodontist.” If the patient is scheduled for a second opin-
ion, this card will allow him to view the reasons he should
choose our practice. When the patient comes to your office, it
is critical you get to know the new patient. Make him feel spe-
cial and find a common interest to establish a level of comfort.
Then through good communication, begin to develop a rela-
tionship which will build trust. Tools for the TC that will build
trust are:

•  Be confident. You must believe in your presentation and
abilities, as well as trust the value your practice gives to the
patient. How can the new patient find value if you don’t
believe it yourself?

•  Ask the right questions. This is how you learn about your
patient and their expectations.

•  Listen. You have asked the questions, now listen. Let the
patient talk. Every person walks through your door for a
reason. Find that reason. What is important to him?

Educate and Communicate
After the doctor has examined the patient and has made

treatment recommendations, it is time to explain to the patient
what treatment is recommended. Educate your patient about
why he needs braces? There are three learning preferences:
visual, auditory and haptic, or hands-on learning. In our prac-
tice we focus on all types of learners. We use a computer-ani-
mated program for visual learners. This program is a huge asset
when educating the patient about his problem, and explains
with graphics how we plan to correct the malocclusion. For hap-
tic learners, we use a typodont and a working model of the
bracket. For auditory learners, speak plainly and clearly. Use
words and phrases that your patient is familiar with. I talk
directly to the patient; it is his teeth. 

If it is a younger child, explain it on his level. Parents will be
able to follow as well. If the treatment is explained in technical
terms parents might feel reluctant to ask questions. Give them
the information that they need to make an educated decision.
What will happen if this treatment is not done? Show them the
value of your services. Always ask open-ended questions, not,
“Do you have questions about the treatment plan?” You will
most likely get a “No” answer. Ask, “What questions do you

have about the treatment plan?” This stimulates thinking and
puts you in control of the consultation. 

Initiate
This is the most delicate time of the new patient visit. The

parents are vulnerable because you are asking for two of their
most valuable assets: money and time, the cost of orthodontics
and their time away from work and school to commit to treat-
ment. TC tools to help during the initiation process:

•  Avoid Conflict: The patient/parents are always right. They
are not there for you to tell them they are wrong. Use
phrases like, “I understand how you feel...,” “I know, I feel
the same way…,” “I can see your point…” 

•  Point Positive: Develop your positive verbal skills and edu-
cate your patient about your practice philosophies. Also,
never use negative verbiage like: “I know this is expensive.”
or “I’m sorry I have to charge you.” Be positive always.

This is the time we are looking for a “Yes” to proceed with
treatment. If the yes isn’t immediate, ask questions. “Will one of
these financial options work for you?” or “What can I do to help
you start your treatment today?” Find the objection so that you
can deal with it while they are in the office. Sometimes money
is an issue and treatment needs to be postponed until after tax
time or when insurance becomes active. If this is the case, put
them in pre-treatment recall and contact them the month before
they intend to start treatment.

Help your patients find the right way to initiate their treat-
ment by listening to their needs and treating them with respect. 

A treatment coordinator’s job is to:
•  relate to your patient in a way that builds trust.
•  listen to concerns with regard. 
•  educate on what the doctor is recommending.
•  initiate the patients into your practice giving attention to

their needs.
As a TC, you know the job is complete when you guide the

new patient into becoming a part of the practice, where together
as a team: doctor, patient and staff, the common goal is to build
the patient’s self-esteem and confidence by creating a beautiful
smile to be proud of. �
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The iTunes Store and the app world have become synonymous with the iPhone
from the time it first appeared on the market a few years ago. What first seemed like
nothing more than a hand-held gaming device quickly became the rage among techies
as the iPhone app developers unleashed a plethora of apps designed to touch almost
every facet of our lives. It was only a matter of time before the orthodontic commu-
nity took notice and started looking for ways to engage our patients in the orthodon-
tic experience. There are many apps that contort facial photos and make funny smiles,
but none are specifically designed for the orthodontic experience… until now. 

SorrisoOrtho is the first app created for the iPhone and iPad with the sole objec-
tive to enhance the orthodontic experience (Fig. 1). This app is distinctive by design.
The signature feature of this app is the ability to customize it for each orthodontic
office. This personalization allows the orthodontist to virally market his or her prac-
tice with the help of patients and raise the level of communication between the
orthodontist and his or her referral base of dentists and specialists. 

SorrisoOrtho contains specific functions for each of the three principles in the
orthodontic experience – the patient, the parent and the orthodontist (Fig. 2). Each
app user will find specific features created specifically for his or her unique orthodon-
tic experience – be it braces, clear aligners or regular observation visits. Let’s look a
little closer from the perspective of the app user.

The Patient and Parent 
Orthodontic patients have specific interests and needs during the course of their

life-changing smile transformation. How would an iPhone app benefit them? For
teens, the orthodontic experience is a big part of their lives, which they share regularly
with their friends by texting, e-mailing and posting on social media sites. Within the
app, the patients will be able to share their smile-creating experience through a feature
called Time Lapse Smile (Fig. 3). The patients will be able to take photos of their
smile, either up close of the teeth only or a smiling facial view that will be stored in
the phone in chronological order and then replayed in a video at the touch of a but-
ton. The video can be shared with family and friends to keep everyone up-to-date on
their orthodontic experience. The patients can also take a photo or video at any time
and post to their Facebook or send to a list of friends to share their new colors, treat-
ment progress and the great final smile the moment braces are removed (Fig. 4). The
video function can also be used to record and store specific instructions, such as an
example of turning the expander or attaching elastics, for review at a later date if
needed. The Time Lapse Smile can be accessed from the parents’ screen as well, allow-
ing them to track the progress of the smile under construction, and letting them share
with friends and family in the same manner.

The most common question in every orthodontic office is “When do the braces
come off?” Well, ask no more. The app contains a Countdown Timer, to the second,
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that can keep the patients informed of their all-important end date. In addition,
there is a visual horizontal bar graph that transitions from red to green, left to right,
and tracks treatment progress (Fig. 5). A similar feature is in place for the patients
wearing clear aligners. The app will track aligner progress from start to finish, with
alerts that remind the patients to change their aligners in order to keep the treatment
on course. The aligner feature can be customized to any aligner changing schedule
from one day to 60 days, making it a great tool for every patient using clear aligners
(Fig. 6). Patient Reminders can be set on the SorrisoOrtho app to send scheduled
alerts to the iPhone. Some of the reminders include: turn the expander, brush your
teeth, wear your retainer, schedule a cleaning appointment, check wisdom teeth,
wear your elastics and orthodontic recall. For the parents, this takes the place of con-
stantly reminding their child to cooperate with treatment instructions. The
teenagers’ lifeline now becomes their “cooperation counselor.” This will also serve the
parents as a way to be reminded about specific appointments that are not already
scheduled, but need to be made upon receiving the alert, like scheduling a cleaning
appointment with their hygienist.

An Appointment feature integrates with the iPhone calendar by reminding them,
via alerts, to keep their scheduled appointments with their dentist and orthodontist.
A parent with multiple children in different phases of treatment, from observation
to Phase I to Phase II, can keep track of each child separately in the app by creating
a profile for each child. Each child will have full functionality within the app, sepa-
rate from the functions for a second or third child. This keeps all the photos, videos
and appointments for each child in their respective directory within the app.

The Orthodontist
The SorrisoOrtho app has the ability to improve and replace existing commu-

nication systems in the typical orthodontic office. Communication with the patient,
parent and the patient’s dentist/specialist is a critical component of successful ortho-
dontic treatment. The SorrisoOrtho app improves the communication process by
leaps and bounds. The orthodontic user functions are specifically tailored to make
communication as easy as pushing a few buttons (Fig. 7). The Referrals feature
allows the orthodontist to quickly create a photo, video, voicemail or e-mail mes-
sage at the chair using an office iPad2/iPhone/iTouch to immediately send the mes-
sage to all involved parties (Figs. 8&9). When mom, dad or the dentist needs to
know the treatment status, they can be immediately updated before the patient
leaves the chair. The staff can convert lost minutes waiting for the doctor into
improving communication time with parents and referrals. Referrals to another spe-

cialist can be made in a matter of seconds. A request for the dentist
to call mom and schedule a hygiene appointment can be sent
immediately, rather than waiting until the end of the day, and with-
out switching in and out of different programs on the practice
management software. 

The Blast feature allows orthodontists to send messages to a group
of the practice’s referral doctors. This could be something as simple as
a holiday greeting or meeting notices. This can be an effective market-
ing tool to announce office promotions or a notice of change in office
hours due to CE or weather-related incidents. The goal is to increase
communication with the referral offices in a manner that does not
clutter their offices with unnecessary hard copies. Any e-mail sent
from the app will be copied to the orthodontists’ general e-mail and
can be sorted and stored electronically by the front office staff.  
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SorrisoOrtho can be downloaded from the iTunes App Store as a stand-alone app
for $1.99. However, customization to orthodontists’ particular offices, including
their logo and either a partial or complete listing of referral offices within the app,
will require a premium subscription service. The subscription service unlocks the
full capability of SorrisoOrtho and allows complete utilization of the Referral and
Blast communication features. The fully functional version also has patient brand-
ing. Once an orthodontist is registered with SorrisoOrtho, and has uploaded the
required data, the viral marketing potential of the app is realized. The initial setup
guides the patient and parent to select their orthodontist and dentist (Figs. 10-12).
Once selected, each time the patients use their iPhone to record a picture within 
the app, a white-label will be included on the bot-
tom of each photo, clearly identifying the ortho-
dontic office. When the photo is shared through
e-mail, MMS or social media sites the photo will
be labeled with the orthodontist’s name. Imagine,
a patient sends an update photo to his or her
Facebook site and has “Smile by Dr. Your Name”
across the bottom. The subscription service trans-
forms SorrisoOrtho into a unique app that has the
look and feel that it was developed exclusively for
your office. To learn more about SorrisoOrtho, visit
the Web site at www.sorrisoortho.com. ■
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Resolution for the New Year

»

One of my New Year’s resolutions always focuses on
ways I can serve others. In 2008 I joined Smiles Change
Lives (SCL) to do just that. Shortly thereafter, I began
screening and treating SCL patients. I already had experi-
ence working with SCL during my residency at UMKC
and was excited to bring it to my practice in Indiana. When
I first looked into it, I would have needed to establish a
chapter, do all the fundraising, and then determine which
cases would be treated and assign them to orthodontists.
Having just started a practice and a family, I wasn’t quite up
to the challenge. Thankfully, SCL changed its protocol and
everything is now handled by the organization. This was
the perfect opportunity for me to get involved. 

Being a new orthodontist in the middle of a recession, I
was seeing the need firsthand. I had many patients not get-
ting the treatment they needed because they couldn’t afford
it. I treated several cases pro bono but it was always discon-
certing to see them drive up in a brand new car a few months
later or hear about their family trip to Disney World. I
needed a way to make sure that I was helping the patients
who really needed it and not become jaded in the process.

As orthodontists, we love systems, and SCL gave me a
way to systematically manage my charitable giving. It
removes me from the process of judging my patients’ cir-
cumstances. Now when I see a patient who desperately
needs treatment and the parents ask me what they can do
because they can’t afford treatment at this time, I have an
answer and can give them hope! I refer them to the SCL

Web site where they can apply for treatment. SCL manages
the application and screening process, determines eligibility
and assigns them to an orthodontist. If they are referred
from an outside source, SCL will make sure they get prop-
erly screened. I then, can rest assured that the family is truly
deserving and motivated. 

My SCL patients are some of my best. They fully real-
ize the value of the treatment they are receiving and don’t
take it for granted. I really see this as a win-win for all
involved. We all know a beautiful smile is one of life’s
greatest gifts and it is so rewarding to give to those who
truly deserve it. Thank you SCL for helping us be better
stewards in our profession and I look forward to working
together in 2012!

To learn more about becoming an SCL provider in
2012, please visit www.smileschangelives.org/learnmore or
e-mail provider@smileschangelives.org. ■
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