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Learn more and see HARMONY in action 
by visiting myHARMONYsmile.com

LINGUAL ORTHODONTICS
SIMPLIFIED

The innovative HARMONY system combines  
the ease of self ligation with digitally  

optimized, patient-specific bracket pads  
and wire sequences. This advanced  

technology maximizes patient comfort,  
and overcomes many of the challenges  
associated with other lingual systems.

 
HARMONY adapts to your treatment  

philosophy, and allows you to treat  
complex cases while still achieving  

predictable results. It’s a truly invisible  
solution that appeals to your patients  

who demand an aesthetic option.

©2012 American Orthodontics Corporation  800.558.7687  www.americanortho.com
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ALL-SECURE
ALL-ACCESSIBLE
ALL-EDGE

(800) 678-4644
sales@ortho2.com  |  www.ortho2.com

Edge, Ortho2, Practice Complete Management, and the Ortho2 logo are trademarks of Ortho Computer Systems, Inc. 

©2012 Ortho Computer Systems, Inc. All rights reserved.

Practice Complete Management.

Above all, EDGE.

Edge Cloud. It’s all you really need.

Edge practice management, imaging, and communication 

system provides all-convenient private and secure cloud 

computing, with an off-site data hosting option that 

eliminates costly and complex onsite network servers. 

With 35%-44% hardware cost savings, a world-class 

firewall, reliable backups, and full access anywhere from 

mobile devices, you’ll discover the sky’s the limit in 

practice efficiency, profitability, and innovation.
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Twins         Digital         Auxiliaries         Practice Development          Education
Self Ligation         Aligners          Tubes/Bands           Archwires          Lab Products

Damon® Clear™ is the self-ligating bracket whose 

beauty is more than skin deep. Validated by 

multi-site in vivo studies and third-party research*, 

Damon Clear combines the look image-conscious 

patients demand with the strength discriminating 

clinicians need. Its crystal-clear design is resistant 

to staining, while its robust construction facilitates 

effective torque expression and rotation control for 

meticulous fi nishing. And now, with Ormco Loyalty 

Rewards, self ligation is more attractive than ever. 

Earn points to redeem for free products and seminars.

Advanced Aesthetics –
Uppers and Lowers
Crystal-clear appliance with 
innovative SpinTek™ slide for 
effi cient wire changes.

Precision Design
Patented laser-etched pad for 
optimal bond strength and easy, 
comfortable debonding.

Learn More
ormco.com/damonclear-ot4

© 2012 Ormco Corporation

Practice Growth
Proven practice marketing support, 
including consumer-focused 
Damon Doctor Locator, to drive 
more patients to your practice.

On Both Arches

*Clinical research and performance data available at ormco.com/damonclear-ot4.

See Damon Clear in

Ormco’s booth at the

AAO Annual Session
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In-house Laser Digital Model Scanner
Are in-office digital models ready for prime
time? Share your comments about what it
will take for this technology to be a “game
changer” in your office!

Digital Model Scanner

What is Your Retainer Protocol?
Retainers! Fixed 3-3? Clear retainers?
Hawley retainers? Read what your 
colleagues do and why.

Retainer Protocol

Monthly Poll
Bracket Systems

Do you consider self-ligation a bracket system?

A. Yes. I consider using self-ligation to be a bracket system.  
B. I consider self-ligation as just a bracket design. 
C. I consider only certain self-ligating brackets to be

associated with a wire system. 
D. No. I think self-ligating bracket systems are just a

marketing hype.

Refer a Colleague to Orthotown
The More the Merrier!
We have online members from all over the world, but some
orthodontists still haven’t joined our growing community. If you
know of someone who should become an official Townie, you
can use the “Refer a Colleague” link to let him or her know.

Online CE
Evidence-Based Orthodontics Practice Management
– Eugene Roberts, DDS, PhD
An 11-year clinical study of a graduate orthodontics program
tested the industrial engineering principles of W. Edwards
Deming. Outcomes assessment of post-treatment records
was used to identify problems detracting from the quality of
the clinical result.

MESSAGEBOARDS

How Can I Help This Kiddo?
Can’t chew, chokes badly and bites lips
which causes bleeding – this patient
needs help, but what’s the best course
of action?

Help This Kiddo

▼
▼

▼

CASEOFTHEMONTH

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

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

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

Townie Events▼

04
12

Message

from the

Online

Community

Manager

Townies are social. We like being part of the largest online

orthodontic community in the world and having colleagues

from all around the globe. Sometimes we like to hang out

online and sometimes we like to hang out in person. With

more than 3,600 registered members, you can always be

amongst friends. But maybe you’ve never been a part of

some of the events we hold just for our members. Don’t

miss a Townie gathering by checking out the Townie Events

section of Orthotown.com. You can view all upcoming

Townie Events from our free Webcasts to the tradeshows

we’re attending. Join the party – we’d love to have you.

HELPCENTER
Feature of the Month
Orthotown.com offers valuable office forms for your use. Download and print off these
forms for free in the Downloads section of the Web site. Check out the Help Center’s
Feature of the Month for more information!

VIDEOTUTORIAL
How to View a Purchased CE Course
With Orthotown.com online continuing education, you can watch your purchased
courses as many times as you’d like. Go to the Media Center and click on the Tutorial
section to watch a short video with step-by-step instructions on viewing a CE course
for a second time.
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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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Groundbreaking technology  
in orthodontic care
Introducing the AcceleDent System—the fi rst 

 and only orthodontic micropulse device.  

AcceleDent, an FDA-cleared Class II medical 

device, complements conventional fi xed  

braces with compelling clinical results—  

signifi cantly faster treatment times and reduced 

patient discomfort, with only 20 minutes of  

use per day.1 Leveraging established clinical  

technology in orthopedic bone remodeling, 

AcceleDent generates precisely calibrated  

micropulses to accelerate tooth movement  

and reduce treatment time.

AcceleDent advances the science of orthodontic 

care to a new level:

•  Tooth movement accelerated by 106% during initial 
alignment and up to 50% during closure of extraction 
space—potentially shortening conventional orthodontic 
treatment time by 5 months1

•  Safety demonstrated in US trials at two orthodontic 
programs, with no evidence of increased root 
resorption,2 no serious adverse events, and no  
diff erence in loss of posterior anchorage1

•  Over 2 years of international clinical experience in 
private practice

To schedule an in-service presentation of the science and 
clinical benefi ts of AcceleDent, call us at 1-866-435-0111. 

www.orthoaccel.com

References: 1. Data on fi le. 2. Kau CH. A radiographic analysis of tooth 
morphology  following the use of a novel cyclical force device in orthodontics. 
Head Face Med. 2011;7:14. 

© 2012 OrthoAccel® Technologies, Inc
AcceleDent is a trademark of OrthoAccel® Technologies, Inc.

Visit us at AAO
Booth 1447

Introducing the AcceleDent™ System



according to // “dr. wo”

The AAO meeting is coming up soon! This is always an exciting time in the field
of orthodontics. Not only will it be held in beautiful Honolulu, Hawaii, but the
exhibit hall promises to include the latest and greatest in orthodontics (See pg. 34 for
our special AAO Annual Session Product Showcase). I can’t imagine what I would
have missed out on had I stayed in retirement 11 years ago.

I am in constant awe of technology. For example, I just read an article (read the full
article at: http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone
.0021531) showing the growth of teeth in mice using stem cells. This is big! We have
several patients in our practice who have missing teeth. If we had a solution to this
condition besides artificial tooth replacement, they could certainly benefit from tech-
nology like this.

Some technological items that will be featured
in the AAO exhibit area include:

• A new M-Series convertible molar tube
from Dentaurum.

• WaterPik is introducing the WaterPik Flos-
ser as an aid to better oral hygiene during
orthodontic treatment. 

• Imaging Sciences will showcase Tx Studio
featuring Face-Wrap, which allows clinicians
to map a standard photograph of a patient
onto the 3D-scan volume. 

• Orametrix introduces SureSmile 6.0.,
which combines bone, root, crown and gin-
giva into a single 3D planning model. 

• The SimpliClear system, which is a completely clear orthodontic arch wire. 
• Align Technology will be featuring their iOC scanner to replace messy 

PVS impressions.
• And finally, Ormco, which will be featuring a new clear aligner using the

Insignia software system.
Speaking of Ormco, another exciting aspect to being on the islands will be the

presence of Bethany Hamilton, professional surfer, and spokesperson for Ormco. I
am sure you remember the story of the promising young surfer, age 13, who was
attacked by a 14-foot tiger shark while surfing off
Kauai’s North Shore. She lost her left arm in the
accident but did not lose her spirit or positive atti-
tude. Just one month after the attack, she was
back out in the water and it only took her a year
to win the national title by placing first in the
Explorer Women’s division of the 2005 NSSA
National Championships. Bethany will be fea-
tured at the Ormco booth.

This year’s Hawaiian Aloha meeting should
prove to be another technology explosion! ■

Excitement is in the Air!
by Wm. Randol Womack, DDS, Board Certified Orthodontist, Editorial Director, Orthotown Magazine

APRIL 2012 // orthotown.com12
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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.  

N B C  C E R T I F I E D   |   F D A  A P P R O V E D  M A T E R I A L S   |   N A D L  M E M B E R

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  

  

 
 

 

 

 

 

 

  



dr. curtis // column

Having practiced less than seven years, I consider myself a new and younger
member of the orthodontic community. One would think that I would understand
all the ins and outs of social media. After all, Facebook began in a dorm room in
2004 while I was still in a proverbial dorm room myself. While I am very technolog-
ically savvy, social media and social media marketing are not something at which I
have natural expertise. By sharing my experiences with you I hope to stimulate a dis-
cussion online on how your social media journey has affected your practice.

In mid-2006 I began my private practice. We had one computer, and even with
it we still did our scheduling and accounting on paper. In 2007, we transitioned
from the outdated, 1980s practice to a paperless office. Every month we increased
our use of technology for marketing. We hired a graphic design company to create a
Web site (more like a glorified digital brochure). That static Web site became obso-
lete by the time it went live online! I upgraded my Web site to a Televox webplus in
2010 and, wow, what a difference! Televox allows me to change my Web site myself!
As an office, we are constantly looking for new ways to keep our Web site fresh and
dynamic by adding new photographs, videos and features!

I always make it a point to inquire about the expertise of my patients and grill
them for free advice while we small talk around the dental chair. Many of the insights

I have regarding online marketing and
social media have come from my
patients. One of my patients, Dave Lee,1

has been a mentor who has taken me
under his wing to teach me the ins and
outs of social marketing.

Things I’ve learned from Dave and
from others on my journey:

1. Get Your Name Out There
Don’t be shy! Promote yourself and your expertise! Be bold and proud of your

expertise. There are no points for humility… it’s a cut-throat world. A few essential
sites to get your name out there:

• Universal Business Listings at: www.ubl.org  
• Get Listed at: www.getlisted.org
• LinkedIn at: www.linkedin.com
• Facebook at: www.facebook.com (create doctor and practice pages)

2. Create Informational Content
Understand the Internet is where most people go for information before they

become buyers.2 Create content that will allow people to get to know you and your
practice. People love free information. Promote yourself as the go-to person for pro-

My Journey on the Social Media Road
by Alan A. Curtis, DDS, MS, Online Editorial Director, Orthotown.com

“The more people you interact with, the more

potential business you have. The more shoppers

buy from you, the more your business grows.”

APRIL 2012 // orthotown.com14

1. http://www.linkedin.com/in/davelee123

2. http://www.pewinternet.org/Reports/2010/Online-Product-Research.aspx
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fessional advice. Once you give them information, they have a relationship with you
and they see you as their doctor. Even if they have never stepped foot in your office,
you want them to feel like you are their doctor.

• Create digital white papers, ebooks and brochures about your expertise.
• Create a video and store it on YouTube or Vimeo.
• Create “Ask the doctor” forms (www.wufoo.com) and place them on your site

so people know you don’t mind people bugging you for your expertise.  

3. Use Lead Generation
The more people you interact with, the more potential business you have. The

more shoppers buy from you, the more your business grows. Most businesses call this
process of getting to know potential customers lead generation. You should seek as
many opportunities to collect contact information from as many sources as you can.
Some people collect stamps, but really, we should be in the business of collecting
future friends and patients. Patients who are not ready to call your office and sched-
ule an appointment might feel comfortable reaching out to you and asking a ques-
tion or signing up for an informational newsletter. Once you have collected a
following of “digital friends,” provide those leads with multiple contacts or interac-
tions with valuable information about your company, your expertise and your brand.
The process is like a funnel. As people fall off the trail to become paying customers,
the funnel narrows. Successful busi-
nesses are fine with having people stick
around until they are ready to become
shoppers. This applies to orthodontic
offices as we allow prospective patients
the opportunity to interact with us in
a low-pressure, casual interaction until
they are ready to pull the trigger and
become customers.

4. Edge Craft 
Have a great idea? Push the idea one step further. An example: our office started

a “Debond Day.” The idea is not new as many offices do a debond day. While plan-
ning for the day we had an edge craft session. We asked, “How can we get patients to
become raving fans on the day they get their braces off?” We want every patient who
gets braces off to post on his or her Facebook wall the exciting news that the braces
came off. How did we do it? In our waiting room, we set up a photo booth with our
logo and props. Patients have their picture taken before and after their appliances are
removed. Digital copies of the pictures are e-mailed to the family together with a 
letter inviting them to share the fun news via e-mail, Twitter and Facebook.

In summary, the world of online marketing and social media has expanded our
audience and increased the speed at which information is being consumed. Make
sure your media and reputation is out there for people to see!

Let’s continue this discussion online!
Alan A. Curtis, DDS, MS
www.curtisorthoaz.com
www.facebook.com/curtis.orthodontics
www.youtube.com/curtisarthoaz
www.linkedin.com/in/dralancurtis ■

“Understand the Internet is where most people

go for information before they become buyers.

Create content that will allow people to get to

know you and your practice.”
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Tricky Case – Missing L6s, Ectopic U5s
Stay conservative or go for surgery? This case involving TADs is complex.

Tricky case. 14-year-old female. She is willing to accept non-ideal results. I am contemplat-
ing TADs at the missing L6 spaces and running an elastic from TADs to a Carriere; and also,
extracting U5s. Or, should I extract U6s instead, so I get a little extra room to retract the upper
teeth? I don’t think a Carriere will get me a full Class II correction, but it will make some
improvement. On the lower, I can upright the incisors a little, by using the L6 space, but that
will make the overjet worse. To be really simple, I could just extract U5s, Class II elastics (from
L7s), and improve her malocclusion, but not get her fully into Class I canines. I think she
would be happy with those results, as her chief complaint is anterior alignment. In all the afore-
mentioned treatment plan options, I would plan for future L6 implants.

Note: In the left and right buccal photos, patient is not biting in CO. She is full Class II
canine left, and end-on canine right. ■

flourcity 
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Post: 1 of 7 
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Considering her age, I’d opt for upper bi extractions and close lower extraction space, thus
finishing her Class I canine/Class II molar.

If upper space is insufficient to retract upper 3-3 into Class I (even after extraction of
upper bicuspids), I’d consider using TAD-supported molar distalization until upper canines
are Class I. ■

Extract the upper 5s, do some IPR in the upper, extract the 8s and level and re-open space
for the lower 6s, implant the lower 6s post treatment. ■

Thanks for posting, Flourcity!
I think your patient has a great smile and I wouldn’t want to extract anything permanent if

possible. I would extract only the remaining UEs. The two U5s appear very malpositioned but
the axial inclination isn’t bad and they should upright quickly into their proper space with sim-
ple crown tipping using a super-elastic NiTi wire.

It looks like the LL6 was bombed out and extracted so I would guess the LL7 hasn’t tipped
mesial as much as the LR7 did. Still, the spaces can be closed in a timely fashion if you get on
them quickly and use TADs for anchorage. I like to fixate an anterior tooth (in your patient, the
L5s) for protraction of L7s using two TADs on the labial and indirect anchorage with a bent
wire. Direct pull off of TADs has been a waste of time for me as I lose such a high percentage of
them. I also bond mini-mold buttons on the lingual of the molars to be protracted and the lin-
gual of the fixated tooth. If you use chain on the labial and lingual to the fixated tooth, closing
the missing L6 spaces should be relatively quick and easy. Count on a little less than 1mm of
space closure per month of the approximately 8mm of remaining space to close once you get into
rectangular wires and the case can be completed pretty timely.

Here’s an example of how you might want to place the
TADs (in this case on the LL3). It works the same with labial
appliances except the wire has to go gingival to the bracket.

At the end of your treatment, don’t forget to bond a wire
from the U6s to U7s to prevent the U7s from super-erupting
before the L8s erupt.

Good luck! ■ Larry Levens

Interesting case. What is the gray material you’ve placed over the TADs? What type of TAD
system are you using? I have the VectorTAS system, so it might be hard to affix a wire to the head
of the TAD. Thanks for posting. ■

Hi Flourcity, I believe the TADs I used here are the Dual-Top mini-screws from Jeil Medical.
I’m pretty sure I was using the G2 model back when this was taken, but I have since switched
around a few times and am not sure which ones they are for sure. In the meantime, you should be
fine with the Vector mini-screws. You only need to have a slot for a wire to create indirect anchor-
age and the Vector mini-screws have that feature. Make sure to end up with your slot in a vertical
orientation as it makes placing the wire much easier with little time spent bending it to fit.

In the photo, I put composite over the ends of the wire and mini-screws to keep them
smooth and help anchor the wire. The reason I switched away from the Dual-Top mini-screws
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is because they have a huge head and can be really irritating to some patients but they are great
mini-screws because the go in fast and wire bending with them is super quick. 

No matter which screw you use, you can’t overload them or you will not get osseointegration
and they will pull out. That’s why I always try to figure out a way to use them with indirect
anchorage if possible. And using two screws is always much better than one since they split the
load. I even do this in rare situations when I do have to use them for direct anchorage and pull
right off of the anchors. I’ll see if I can find a case to show you this too, when I get to the office.

The height of the head of the mini-screws is critical because the farther the source of force is
from the boney interface with the screw, the more of a fulcrum moment it creates and can help
to pull the anchor to failure. So a low profile mini-screw is preferable to a tall screw with a lot of
parts but you can’t ever get the height to zero since there is always tissue between the bone and
the point of force application. On the palate, the amount of tissue is really thick so I am always
extra careful how hard I pull on those screws.

Hope I answered your question (but probably in too many words!). ■ Larry Levens
AUG 22 2011

» Find it online at: www.orthotown.com

▼search Tricky Case
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Would Anybody Do Invisalign?
Patient wants Invisalign, but is it the best choice in this case?

Patient is a 16-year-old female.
Chief complaint is crowding.
She desires Invisalign. I have started about 13 cases in my one-and-a-half-year-old prac-

tice, but this would be the most difficult case I have attempted. I just wanted to see if I am
being too conservative and not treating this case with aligners. 

Thanks. ■

No, not unless she had a really strong contraindication to fixed appliances. I know
G4 has some new attachments for canine root tip, but I highly doubt it can correct the
severity of those canines. Also, need a lot of leveling with proper anchorage control to
maintain your Class I molars; don’t think Invisalign can handle that. ■
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Be prepared to warn the patient that significant IPR might be indicated for both
arches. Extrusion has traditionally been one of the harder movements with aligners, but
perhaps the new attachments might help with that. ■

Definitely would do fixed over Invisalign, but with that being said I would try
Invisalign as long as she knows the limitations of it. Inform her Class II might not be
corrected without good elastic wear and inform roots might not be in the ideal spot but
I think you could align teeth with IPR and make her happy if that is what she wants. ■

I would explain to her that Invisalign does not equal braces. I would then explain to
her that she can get an A+ result with braces and an A- result with Invisalign. Also, all
the work is hers with Invisalign; I would explain that the fee is based on one set of align-
ers and another set of refinement aligners. That’s it. If she needs additional refinements,
there will be additional charges. Then I would say, “I love doing Invisalign but I just
wanted to be sure you understand that there are differences.”

Remember it is our job as businessmen to make the customer happy. It is our job as
professionals to do what is right for the patient. So if the tip on the canines is not right
at the end, she can do braces to “perfect” things, but otherwise, Invisalign is her choice
and not a bad choice, but again her choice. Not everyone needs perfect. ■

I don’t see this as a difficult case to treat with Invisalign… with the normal caveats.
Class II elastics right side. ■

Agree – I don’t see this as an overly difficult Invisalign case and will need some Class
II elastics – as has been stated; most difficult part will be the cuspids. The tip should be
doable with good compliance, but the extrusion/passive eruption might be a bit tricky. I
would prepare her for possible buttons plus vertical elastics at the end to sock in the cus-
pids and I’ll bet you’ll get a nice result. I also agree that the result would probably be
slightly better with fixed, but it usually is. ■

I would do Invisalign (...I mean ClearCorrect) with full expectation of using elastics
to bring down the canines.

But, I would definitely do Damon on this case! ■

Royalalbatross, just curious why “definitely” as opposed to other techniques? Is it
because it’s your method of choice, or do you really think it is superior than other
mechanics to treat this case? If it is superior, please elaborate. Thanks. ■

Zxzxzx, glad to hear a healthy perspective about how our profession actually fits into
the real world, as “who really wants braces anyway?”

In my opinion, I would include several refinements; I would like to see how the G4
buttons work for her canines. Thanks. ■
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Thesmiledoc, nothing wrong with several refinements but I’m starting to realize that a
lot of Invisalign patients are not truly consistent with wearing the aligners during the sec-
ond half of treatment. This is my way of holding their feet to the fire. I say one refinement,
but I can always do two “as a gift from the practice” for being such a nice patient. ■

I’d definitely do Invisalign (Teen) after thoroughly explaining there is more than one
option, and that the results might not be ideal, but certainly an improvement. ■

I would pass on Invisalign. She has so many root alignment issues, large teeth and
a good amount of crowding, that even with braces it would be an 18-22 month case
in my hands.

However, you could submit the case and see how long the treatment time would
be with aligners, and how many attachments are required. You don’t have to pay for the
case in the ClinCheck phase. 

You can compare the treatment time with Align versus your brackets, and let the
patient decide. If she is 16 and a junior in high school, she might really not want brackets
(clear or otherwise), but you will also have to show her the number of attachments on her
teeth. I have a few adults who complain about the number of attachments.

My aligner fee is about $800 more than brackets, so the few teens that have been 
eligible for Invisalign Teen get brackets because their parents can’t justify the addi-
tional expense.

It’s a good case. Keep us posted on how it goes. ■

Sam Daher says in his lectures for Invisalign that he has his patients wear refinement
aligners for 10 days only. ■

Mkbark, the 10 days is only for if it is routine movement of teeth like space clo-
sure and only if the patient has shown good compliance with aligner wear.

To the original poster: I would treat this case with the tool that works best in
your hands to get a great result.

I would have to have 10 minutes with your patient to really figure them out – great
results with Invisalign require “great” patients – you know the ones who are totally com-
pliant and generally pleasant to work on.

If she is a prissy princess and whines a lot – forget it. Invisalign won’t work well.
If she is OK with wearing Class II elastics for the large part of the active treatment and

has excellent oral hygiene – go for it. You will be pleasantly surprised what you can do with
clear aligners. ■

How do you guys/gals like to have the patient attach the Class II elastics?
I have heard:
1) Have Align place the cuts in the trays. 
2) Use nail clippers and place them yourself. ■

APRIL 2012 // orthotown.com24
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Definitely have Align place the cuts – it takes valuable time to make those cuts and
yours probably won’t be as precise and comfortable as having them manufactured into the
aligners. Plus it always seems like you are adding them for all the aligners you are going
to give at the last minute. 

If you ever do need to add cuts yourself (forgot to prescribe them or working off an
old series of aligners or non-Align product), I’ve found the best way is to use a very small
hole punch and punch a hole about 3mm from the margin, then cut a slit from the mar-
gin of the aligner to the hole with scissors – this makes a very quick and easy attach point.

Generally I prefer to use bonded buttons around cutouts on the posterior teeth and slit
cuts by Align on the anterior teeth – easier for the patient and better aligner retention. ■

I will tackle practically any case with Invisalign. I tell my patients the only major con-
traindication is someone who does not have the discipline to wear the aligners. Also,
doing Invisalign doesn’t mean you can’t glue some metal on a tooth here and there when
you need to. ■

Interesting thread, thank you for sharing this case. I’ve been a non-Invisalign user for
the past 10 years. However, I am once again giving aligners another round in my office,
treading cautiously, now having started a number of cases the last three months. So far,
I’m impressed with the newest attachments, physics, bio-mechanics and end results a few
of my friends are routinely achieving. Therefore, after looking at this case, I’d treat her
with Invisalign. However, you better believe the fee is going to be considerably higher
than with brackets. Why? – no need to ask really right? Patient compliance failure, need
to bond anyway, on and on… The new force set up appears to allow Class II elastics to
function fine. This case, in my opinion, will look good with elastics alone. If she were a
bit more Class II however, I’d still treat her with Invisalign but start the case with a
Carriere distalizer, lower buttons on the 7s, and a Vac hard suck down retainer on the
lower arch – distalizing her into an over-corrected dental Class I first, then transition into
Invisalign. Again, the fee had better sure be high enough to absorb costs no matter which
way the case turns out. ■ Bill Thomas

The other posts to your question were interesting, and I agree with them about using
Invisalign trays to treat this case. Just another point to add is about patient expectations
and compliance with Invisalign as a removable appliance to treat any case. Because of
their aggressive advertising campaign, patients think they are taking the magic pill that
will make them beautiful! As you already know, Invisalign is no such thing. Also, you can
explain that removable appliances are a compromise treatment plan, and that you might
need to use fixed appliance to achieve a better result until you are blue in the face, but
they still will expect perfection, and will never let you bond brackets to their teeth! ■ »

Find it online at: www.orthotown.com

▼search Anybody Do Invisalign
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How Would You Treatment Plan This Case?
Help this Townie treatment plan this adult patient with Class II.

This is a 40-year-old female who presented wanting to correct her lower incisor crowd-
ing. She told me she had two upper first bicuspids extracted as a child due to ectopic upper
canines. She has anterior open bite and moderate amount of crowding despite congenitally
missing a lower incisor. Her molars are end-on Class II.

Fig. 1: Anterior view
Fig. 2: Right lateral view
Fig. 3: Left lateral view
Fig. 4: Maxillary occlusal view
Fig. 5: Mandibular occlusal view
Fig. 6: Lateral ceph (sorry for the poor quality)
Fig. 7: Panoramic view (sorry for the poor quality)
How would you address the crowding in the lower arch? Extract two more bicuspids? Or,

extract another incisor? ■
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I would consider two bis since her cuspids appear Class III. This will help close her bite.
However, it might leave her with some residual OJ, due to the anterior Bolton’s discrepancy. ■

My rule on adults is to extract as little as possible whenever possible. Her chief complaint
is lower crowding not poor occlusion, etc.

My goals would be:
1. resolve the lower crowding.
2. improve the OB/OJ with emphasis on anterior contact when done.
3. leave the posterior occlusion alone if I can.
So I would do a set up and extract the central incisor (lower) and see how things fit. If per-

fect, tada! If not, I can IPR for the rest of it either upper or lower as necessary. Could be a nice
Invisalign case since I would not be looking to alter the posterior occlusion. Hard to believe
that won’t work if you are willing to do IPR.

As Zachrisson has said, “Don’t treat adults if you are not comfortable doing IPR.” Are you
comfortable with IPR? ■

Charlie, I’m surprised you’re considering a lower incisor extraction. I was thinking of some
IPR lower 3-3, and possibly IPR 4-5 if needed to get the lower to fit. I definitely do see
Invisalign working on this case, and submitting this to them is almost like an easy wax-up to
see how things would fit. ■

Of course I am considering a lower incisor extraction. Little’s work at Washington shows
that extracting a lower incisor is one of the most stable things we can do. It has relapse, but
nowhere near as much as other protocols. Since the woman’s chief complaint is lower incisor
crowding, I am looking for an excuse to extract a lower incisor because it will disrupt the super-
crestal fibers completely and with or without long-term retention is an excellent protocol.  

You might have noticed my posting was sort of stream of consciousness with the Invisalign
comment coming at the end. Next time I will go back and edit my comments so you under-
stand that I understand that using Invisalign for diagnosis in these kinds of cases is a great idea.   

I’ve included an attachment of one of Little’s articles. [Editor’s note: Visit this message
board on Orthotown.com to view the attachment] I had to edit it to fit Orthotown’s file lim-
itations but I am sending you the unedited article. ■

Hi Charlie, you would still extract a lower incisor despite the fact that she is congenitally
missing one? ■

Sounds good. Mouthy, no. I was just caught off guard with leaving two lower incisors in
this patient. I got the articles, so I’ll give them a read through. I’ve treatment planned three
Invisalign cases, but obviously have to see where they end up. My guess is 85 percent of what
they show on the ClinCheck. Remember, in Jamie’s office I’m not on my own, so I still am not
thinking for myself there. ■

Royalalbatross, if the diagnosis setup showed it would work, I would probably do that.
As I tell the residents, the sooner you forget about Class I, Class II, etc. when treating adults,
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the better you will like your final results and the less time they will be in braces. Here you
have a 40-year-old adult with healthy teeth and no ideal occlusion but it works for her. If
you extract two bis, you have three teeth missing on the lower. That does not work. IPR is
a very good option but I like the incisor option for the reasons stated unless the setup shows
a gross misfit. Then I’d do IPR and maybe (I said maybe, Peter) TADs for vertical control of
the open bite. That also goes for the incisor extraction. If I need vertical control, I use TADs
not anterior vertical elastics.

An easy way, as Peter pointed out, is to treatment plan using Invisalign whether you do
the case with braces or aligners. ■

I’d also like to see a setup with extraction of the lower right 4 only. ■

Why? What are your thoughts on doing a single unilateral bicuspid? Thanks. ■

AUG 15 2011
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Anyone Bought a New Camera Recently?
Know of a camera that takes great images of your cases? Tell other Townies about it!

It is likely that early in 2007 I will be looking for a new camera as my old one is start-
ing to show some signs that it might be dying soon. I presently have an Olympus E-10 and
am looking for a digital SLR that takes good clinical (orthodontic records) photos. I have
a treatment coordinator who takes all of my photos, and ease of use (i.e. easy to get good
predictable pictures every time) is important.

I’d like to avoid overbuying for what I need, and I know that there is a ton of great
new high-end cameras that have a lot of features/effects that one would never use in the
office and would be a waste of money. I thought I’d throw this out there as a potential
starting point. ■

OK, this is, in my opinion, the best camera for the money. The digital Rebel XTi from
Canon, plus ring flash 14-Ex, and the 60mm macro (Canon). The camera itself is wonderful,
very small, lightweight, one-handed use if you like to hold the retractor yourself, large preview
screen, SLR-quality and easy to use. I use mine with auto for face shots, and manual for intra-
oral. Let me know if you want example shots. ■ Marcus Paulson

I have a compact camera, Sony DSCW70.
I think this is a cheap and useful selection for limited budget. ■

I think I’ll be getting the Canon Rebel 10 megapixel. Norman Camera has a kit.
I don’t think it is rock bottom pricing but I’ve used them before and they are helpful
with support. ■

This system has been recommended to me as well… Canon XTi Digital Rebel, 60mm macro
lens and ring flash. ■

I love the XTi system (body, ring flash and 60mm macro)! 
Other pearls: 
• Buy 10 or more low capacity (less than 32 MB) CF cards (forces your staff to keep no more

than one patient per card), take out the card and place a post-it with patient info on it. 
• Buy anterior contrasters from PhotoMed International:  http://photomed.net/contrasters.htm 
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• Buy extra batteries.
Train staff using: www.aligntechinstitute.com/files/flash/photoshow/index.html ■

I’ve used the first-generation Canon Digital Rebel system (camera, ring flash, macro/micro
lens) for about three years. I take the photos myself (rather than having an assistant do it) and
get publishable images that don’t need any manipulation or cropping. I just use the software that
came with the camera to label and store the images in the My Pictures folder. If you use a mir-
ror for some views, you’ll need Adobe Elements (or something similar) to flip the images since
they will be reversed for the mirror images.

The camera is set on manual.
The flash is set at 1:2.
Shutter speed at 1/100/sec.
Extra-oral shots: Image size 1:1– Distance about six feet – F: 8
Intra-oral shots: Image size 1:2 – Distance about two feet – F: 25
The camera connects directly to the computer with the USB cable provided. Make sure you

take the first photo of the patient’s chart (or something with the name on it) so you know whose
photos you’re looking at, especially if you do multiple patients before downloading. ■

Lester Dine Pentax Optio V10 with Eye-Fi card. ■

Can anyone offer the latest in digital camera advice? My last purchase was from Lester Dine.
The camera’s pre-settings specifically for ortho were convenient. My oldest camera would lose all
its ortho-specific settings when my staff let the batteries drain while it was not connected to its
AC adapter. Re-setting was a major inconvenience. Any advice? 

[Posted: 1/26/2009 Post: 10 of 24]  
Qdeath, what’s an Eye-Fi card? Is it cordless beaming of the image like Wi-Fi? ■

Kgmbdm, read www.dpreview.com for comprehensive reviews on the new cameras.
For point and shoots – I really like Fujifilm cameras. They are hard to beat. I’ve bought

four of them in the last couple of years.  
They have a unique type of octagonal CCD matrix – that provides superior color, clar-

ity and ISO sensitivity over competing designs.  
Some of the newer cameras also have image stabilization (either in-lens or in-camera) which

can give you an extra couple of stops of light in difficult situations. ■

I think there are some great things about the point and shoots and some compromises.
I have four of the previous cameras. Dine was selling as their “digital dental solution”
before the Pentax they are selling now.  

I would take great pictures with them but the staff is very streaky. It’s unbelievable that
people can’t understand how to use AF properly or to hold the camera far enough away from the
object before shooting. Today’s cameras meter almost too well and you get focusing on cheek
retractors or it just can’t focus on the finer areas. Also, the depth of field is small and mirror shots
are just OK sometimes.   

AUG 15 2008

DEC 18 2008

DEC 25 2008
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With the price of some of the smaller DSLRs, if I were buying new that’s what I’d be look-
ing at. I use a Nikon D40 and D60 at home and I’ve been taking a lot more pictures at the office
with them lately.  

I snapped three examples this morning.
Buccal shots are easy with any camera at this magnification but the focus is balanced

throughout.
For my staff, with point and shoot cameras occlusal shots are hit or miss and oftentimes these

are out of focus – it doesn’t make much of a difference when printed out, but there’s very little
diagnostic value. The shot is much more predictable from a DSLR and you can zoom in on just
about any given tooth to see things like pit and fissure staining.

One of the biggest advantages is the depth of field! Not only can I see the end of the can-
tilever wire but I can see the buccal tube and read the writing on the mirror. You can only do this
at very small F-stops (large F-number like F-22).

What I think is interesting is that none of these were done with dental equipment. I didn’t
even put a macro lens on. It’s just the stock lens and an inexpensive ring flash from Amazon. I
bet you could put together the entire kit for close to $500 now. ■ andy

The main advantage of today’s point and shoots is the high megapixel sensors.
Allows you to crop out most of the stuff you don’t want in the picture (i.e. retractors/

mirrors/fingers) and still have a useable photo with good resolution in the end.
Technology still will not correct the basic principles of taking pictures though.

1) You must have enough light.
2) You must use the correct ISO.
3) You must hold the camera steady when you take the picture!
Number three is the most common error with amateur photographers. ■

I just bought the 12MP Pentax sold by Lester Dine as their “Dine Digital Solution” at the
Greater New York meeting. I love the pictures I get with our Canon DSLR from PhotoMed at
one of my associate offices, but I know I will need a dummy-proof camera in my office. No one
at that office ever really knows how to fix the DSLR when one of the settings goes awry. I’ve been
trying to take photos at one office that doesn’t own a camera, with my Nikon P5100 point and
shoot, but they don’t come out well and I don’t have time to mess with the settings to figure it
out. So I’m hoping Dine’s camera will really be a solution for me. ■

We had Rita Bau  er come spend a day with us recently. She is awesome and can recommend
a setup to you. She has great pointers on what mirrors and retractors to get also. With all the
focus on cameras you forget there are other items to consider. Also, I’ve heard she can come and
teach your assistants how to take a consistently great photo.

I have a Nikon D40 with Sigma ring flash and I use the kit lens (18-55mm). It works well,
however, I just got a Canon T2i with ring flash and a 100mm macro lens (as a gift). It takes bet-
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If you found this board useful, you
might also enjoy:

Ring Flash for Compact Cameras
Search: Ring Flash

Camera Recommendations
Search: Camera Recommendations
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ter photos and the nice thing about a fixed focal length lens is that all your photos will be the
same zoom and you can compare instead of “eyeballing” it and cropping and zooming, however
it is a little more technique-sensitive and takes a little more muscle to hold it steady, but it takes
beautiful photos that I would be proud to use for boards.

I would e-mail Rita Bauer or ask her at the AAO. ■

I have used Canons for almost seven years. I much prefer using a 60mm macro lens. It is
much smaller and lighter for the staff. ■

How could you get these nice photos with a compact camera? ■

A Canon G11 or G12 will accept a ring flash. It produces very nice photos without the
weight. You also don’t have to look through the viewfinder to focus. ■

Krisma  
Member Since: 03/03/09  
Posted: 2/12/2012 
Post: 24 of 24   
A Canon G12 plus Canon ring flash. 

» Find it online at: www.orthotown.com

▼search New Camera
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Featuring NEW software
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Benco Dental (Booth #2053)
Support a worthy cause and look great while doing it! For every box of
natural extensions Earloop Masks and Nitrile Plus Gloves purchased 
in fuchsia, a donation will be made to the Keep A Breast Foundation.
For each box of the natural extensions Fuchsia Earloop Masks sold, 50
cents will be donated and for every box of the natural extensions
Fuchsia Nitrile Plus Gloves sold, 40 cents will be donated. Visit booth
#2053 for more information.

Carestream Dental (Booth #1527 and #1627)
Carestream Dental’s eForms module for OrthoTrac software allows
patients to fill out their registration and health history forms before an
appointment, from anywhere with Internet access: work, home or a PC
or iPad located inside your practice. Convenient for both your practice
and your patients, the eForms information is logged into your practice
management system with 100 percent accuracy. To learn more, visit
Carestream Dental at booth #1527 and #1627.

To aid you in preparing for the AAO Annual Session, we have compiled this special product showcase
highlighting what you can expect from some of the companies exhibiting at the AAO Annual Session 
in Honolulu, Hawaii, May 4-8. The exhibit hall opens at 8 a.m. Saturday-Tuesday, May 5-8. Also don’t
forget to drop by the Orthotown booth (#550) and say hello!

For additional information, visit www.aaomembers.org/mtgs/2012-AAO-Annual-Session.cfm.
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ClearCorrect, Inc. (Booth #856)
ClearCorrect’s Phase Out program began January 1, 2012, with the 
purpose to change the world. ClearCorrect delivers aligners in phases
and usually some are left unused at the end of treatment. For each 
leftover phase, $20 goes toward phasing out life-impacting issues.
ClearCorrect’s new products include black and yellow aligner boxes, bags
and cases for their first initiative, phasing out unsafe drinking water, with
their first partner, charity: water. Visit ClearCorrect at booth #856 to
learn more.

CliniPix, Inc. (Booth #547)
The CliniPix 123-EZ2 camera is now smaller and lighter, and enables
the dentist, regardless of photographic skills, to quickly and easily
record high quality intra-oral views as well as full face/profiles. The
package includes a modified 12 megapixel camera with three inch LCD
screen, image stabilization and audio-video modes. The package also
includes a 2GB SD card, USB reader, stainless steel mirror, retractors,
imaging/printing software and dental specific instructions. To learn
more, visit booth #547 or www.clinipixinc.com.

Demandforce (Booth #2019)
Demandforce, an award-winning online marketing and patient commu-
nications system, integrates seamlessly with your existing practice
management software to automate your marketing to existing patients
and helps enhance your online presence to attract new patients. Plus,
it’s guaranteed to generate $3 in value for every $1 spent each month,
or the next month is free. For more information, visit Demandforce at
booth #2019.

Dentaurum (Booth #1037)
Come see Dentaurum’s brand new line of low-profile M-Series brackets
and tubes, which also have a patented laser-etched base that is guar-
anteed to provide better bond retention versus any competitor product,
or else Dentaurum will give you a 150 percent refund! Visit Dentaurum
at www.dentaurum.com or booth #1037.
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DentLight (Booth #2017)
The Fusion curing light has a laser-focused beam for five-second cure.
Transform to the Dental Oral Exam (DOE) system for detection of oral
cancer, caries and composite. The smallest, most comfortable loupe
lights increase vision, revenue and oral care. New SafeLoupe Laser Filter
converts a regular loupe into laser loupe in a flip. Call 800-763-6901,
visit www.dentlight.com or booth #2017 to learn more.

Dolphin Imaging (Booth #627 and #727)
Get hands-on views of the latest Dolphin products at booths #627 
and #727. See Imaging 11.7, Management 5.5. Aquarium 3, Super
Questionnaire, Dolphin Mobile and the brand new AnywhereDolphin!
Visit www.dolphinimaging.com to learn more.

Forestadent USA (Booth #501)
The QuicKlear Bracket is a self-ligating, translucent, ceramic bracket,
which perfectly complements the BioQuick System. The special ceramic
mixture and brushed finish on the clip make QuicKlear an excellent aes-
thetic alternative. The patented, inverse hook-style base and special
Paul’s Debonding Tool allow the adhesive to remain on the tooth after
debonding. This prevents damage to the tooth and the bracket from
splintering. Additionally, each bracket is color-coded for easy, hassle-
free placement. Learn more about the QuicKlear bracket at booth #501.

Great Lakes Orthodontics, Ltd. (Booth #711)
Great Lakes Orthodontics will introduce digital lab services and a desk-
top scanning system at the AAO. The company can now accept digital
scans for appliance fabrication. Great Lakes will also provide digital
study models and digital archiving services. The scanning system,
Maestro 3D, quickly and accurately scans models. Robust software
allows the user to inspect, manipulate and analyze the data. Learn more
at the Great Lakes Orthodontics booth (#711). 
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Ortho Classic (Booth #1603)
Ortho Classic’s T1 passive self-ligating bracket is a low-friction, light-
force orthodontic solution that delivers healthy tooth movement with
optimal control. The T1 is an anatomically contoured, ultra-hygienic,
low-profile bracket. The axial design of the cap rotates and locks into
both open and closed positions and gently seats the wire for quick and
easy wire engagements. Learn more at booth #1603.

Imaging Sciences International (Booth #1213)
i-CAT is proud to announce the exclusive new software, Tx Studio, featur-
ing Face-Wrap, which allows clinicians to map a standard photograph of
a patient onto the 3D scan volume to show patients a realistic view of the
impact of treatment on the facial profile. It is an easy and impressive
case presentation tool. Check it out at the annual AAO session i-CAT
booth #1213 for more information.

Opal Orthodontics by Ultradent (Booth #409)
The McLaughlin Prescription combined with the precision slot of the Avex Suite provides the ultimate in proper tip control, expression of torque and
optimal in/out dimensions to reduce archwire bending. The McLaughlin Prescription is best complemented by the Avex Suite and VIA archwire –
available exclusively at Opal Orthodontics. For more information, visit Opal Orthodontics at booth #409.
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Ortho Organizers (Booth #1227)
Now available from Ortho Organizers is the Andrews2 Appliance.
Building upon the original Straight-Wire Appliance, the Andrews
Foundation, in collaboration with Ortho Organizers, has developed an
improved appliance system which has been through 20 years of
research and development. Ortho Organizers is the proud, exclusive
manufacturer and distributor of the Andrews2 Appliance. See the
Andrews2 Appliance at booth #1227.

OrthoAccel Technologies (Booth #1447)
The AcceleDent System is the first and only orthodontic micro-pulse
device cleared by the FDA as a Class II medical device. The system was
proven in a randomized, controlled clinical trial to safely accelerate the
rate of tooth movement by 38-50 percent when used for 20 minutes
daily in conjunction with fixed braces. AcceleDent generates precisely
calibrated micro-pulses to accelerate tooth movement and reduce
treatment time. Visit The OrthoAccel booth (#1447) to learn more about
the AcceleDent System.

OrthoEssentials (Booth #650)
OrthoEssentials will be displaying its new line of Sterilization Pouches
with internal indicators. They are manufactured with medical-grade
paper and are triple seamed to prevent tears. They are available in three
sizes: 2”x7.75”, 2.75”x10” and 3.5”x10”. They come 200 in a box and
will be offered at a special AAO discount. For more information, contact
info@orthoessentials.net or visit booth #650.

Ortho2 (Booth #2003)
Edge from Ortho2 delivers the ideal all-encompassing practice man-
agement, imaging and communication system with robust features
and capabilities, and integrated programs – all supported by a top-
notch customer service team. Edge features private cloud computing
with off-site data hosting options, innovative imaging, appointment
reminders, patient education animations and more. Discover a world of
efficiency, profitability and innovation in your practice. Learn more at
booth #2003.

continued from page 37
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OrthoSelect (Booth #553)
OrthoSelect provides high quality, low-cost digital study models. The
free software automatically downloads each model for viewing, analy-
sis and archiving. Free backup storage and lifetime tech support is
provided. OrthoSelect also offers digital and plaster ABO certification.
Pricing begins at $12.99/set. No charge for the first three cases, along
with free shipping for most orders. Starter kits are available upon
request. Visit the OrthoSelect booth (#553) for more information.

Reliance Orthodontic Products, Inc. (Booth #837)  
The LED Pro Seal from Reliance is now available! It cures with any halo-
gen or cordless curing light for unparalleled enamel protection. Pro Seal
is a protectant and primer in one simple application. You can use Pro
Seal with chemical, dual-cure or light-cure paste systems. For more
information, see Reliance Ortho at booth #837 at the AAO.

Sesame Communications (Booth #1927)
Sesame Communications offers a suite of patient communication and
engagement tools exclusively for orthodontic practices including Web
sites, mobile sites, social media, search engine marketing, secure patient
login, appointment reminders, online bill pay and more to enhance prac-
tice operations, strengthen patient loyalty and increase revenue. You can
access real-time analytics on practice operations, marketing effective-
ness and patient satisfaction levels all from your Web site’s own Sesame
24-7 dashboard. Visit booth #1927 to learn more.

Q-Optics (Booth #549)
Q-Optics offers the lightest ergonomic flip style and custom loupes for
all dental specialties. It also specializes in fiber optic headlights, lighted
instruments and offers the freedom of portability with its radiant LED
headlight. Visit Q-Optics at booth #549, on the Web at www.q-optics.com
or call 800-858-2121.
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WildSmiles Braces (Booth #746)
WildSmiles Braces designer bracket pad shapes of stars, hearts, flowers,
footballs, soccer balls and super-diamonds generate word-of-mouth
referrals and have become a must-have aesthetic option in the full-
service orthodontic practice. With more than a decade of in-practice
research and data, offering patients the full line of WildSmiles Braces in
your practice increases bottom line income while providing a fun and
unique bracket option. See the WildSmiles brackets and learn more at
booth #746.

TP Orthodontics (Booth #827)
The Click-It aesthetic self-ligating bracket system is built for total control
in every phase with a unique, four-walled design. Opens easily with for-
ceps that apply no unilateral force, closes with light, fingertip pressure
and has complete ceramic face without any visible metal parts or clips.
With exclusive personalized color-matching technology, you can assure
patients they’ll look great during and after treatment. Learn more at
www.tportho.com/clickit, call 800-348-8856 or visit booth #827.

*Note:
Not all exhibitor information was available at
press time. Booth numbers and information are
accurate as of March 26, 2012, and are subject
to change. If you are attending the AAO Annual
Session, please consult your program guide for
more information.
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�Behind the scenes Google has launched (in December) what is known as
Google-Bot Mobile and it is now actively scanning your orthodontic prac-

tice’s Web site searching aggressively for quality mobile content. A “bot” is com-
monly known as a software application or program that runs automated tasks
through the Internet. These bots perform repetitive tasks that can be complicated or
simple, but do so at a much higher rate than possible for a human. This Google
robot search engine program is now scanning your practice’s Web site every two
weeks. If good quality mobile content is located, then it reports back to Google’s
indexing engine that is partitioned separately just for mobile users that are browsing,
and Google is delivering its results independently and uniquely from normal Web
site results. This means that since mobile searching is dominating regular PC

searches, Google wants to give you something specifically
formatted for your device. Mobile SEO is now your
friend and if you jump on board now you can get
ahead of the competition.

The problem is that the majority of all orthodon-
tic Web sites don’t have this solution. Google’s mobile
ranking results are now different from the standard
desktop Web results. Google’s goal and intent is to
provide to those searching, in this case, potential
patients, the most appropriate content. With there
being five mobiles for every one computer (and grow-
ing), the majority of searches are now coming from
mobile users. You might be one of those orthodontists
who currently invests a lot of money with your Web
hosting company’s SEO for your Web sites. While
this is still important, you need to keep in mind that
the more you spend, the more your competing prac-
tice’s will likely spend. You are raising the bar only to
get sporadic results. You will now be able to brace
your practice’s security with mobile results and this
will give you ammunition to aggressively market in
your local servicing areas. No longer should you need
to even consider outdated methods of marketing
such Yellow Pages print/Web services or the expensive

AdWords. Most of these should be your very last ditch
effort to try to regain your practice’s patient base.

by Scott Helter

continued on page 42
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The time is now to get mobile with Google, especially since it is safe to assume
that the majority of your fellow orthodontists have yet to come to realize the impor-
tance and value of mobile in marketing for their Web sites. You might recall the day
when practices didn’t even have Web sites, with the exception of a few smart forward-
thinking ones. At that time it was hard to try to figure out how the competitor down
the street was building patients at an unfathomable rate. Now emerges the mobile,
which is scheduled to dominate indefinitely and even trump standard desktop for-
matted Web sites – in fact it already has. It’s more than five times that and growing
at an exponential rate.

Early adoption of this is very important since Google is all about history. The
longer you have shown Google that you have the latest mobile quality content, it’ll
give you extra weight above newer competitors who will eventually come on board
to realize the power of mobile six to 12 months from now. Follow this advice and
you are going to have an amazing advantage and cause late adopters to have what is
called a ranking curve to catch up.  

Parents of young and teen children are continually using their mobiles, so they’ll
be sure to find you and appreciate the fact that you acknowledge this and are meet-
ing their needs. It also allows everyone instant and easy access to connect with your
practice. It’s like royal treatment on their phones. 

Put your practice in the palm of their hands and make things as easy as a swipe
and tap of the finger to reach you. Your practice will be sure to blossom and bloom
into the mobile era.

continued from page 41
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Web sites are slowly becoming obsolete. Each day your orthodontic Web site
usage is diminishing and is being accessed much less due to the high volume of usage
for mobile phones. Orthodontists should all look to see how their Web site appears
on a mobile phone, since your Web site, unless it has a mobile site, is not optimized
for a mobile phone. You will likely be very surprised and could be severely disap-
pointed with the aesthetics, slow load times and puzzling navigation.

Quality mobile content refers to solutions that go beyond old technologies of
the past, such as basic mobile plug-ins and standard mobile Web sites. These are
essentially just compacted versions of a Web site with stripped down images and
text that are stuffed into a smaller area of real estate in an attempt to fit a mobile
device’s screen. These solutions are not good solutions since they are only pulling
or copying content from your Web site to a smaller amount of real estate, which is
a three-to-four-inch mobile phone screen. You’ll find some companies starting to
offer this service and although it might seem affordable (it runs about $500 on
average), it is already outdated in most cases. Keep in mind that a small paragraph
or even a few sentences from your Web site looks like the complete series of Harry
Potter on a mobile. 

Mobile Web sites are like dinosaurs that are now long extinct and there’s a new
breed of solutions available in the tool belt of the orthodontist called a mobile app.
The investment is a bit more, but again the keyword here is investment. Mobile
Web-based apps can generally range from about $2,000-$3,000 depending on the
features you request. Mobile apps have features such as scheduling, ability to add cus-
tom icons to the home screen of your phone, smile galleries, testimonials, support
with phone orientation (portrait and landscape) and more!

A mobile app runs in the “clouds” or from the Web and it is independently built
from your Web site, but conveniently integrates without requiring you to modify the
Web site itself. It is not something that Web site designers are generally capable of
creating, as it requires a separate set of skills. Better yet, it ties in directly to your
existing marketing that is already funneling everyone to your Web address. This time
though with the mobile app solution, if the patient is on their mobile and they visit
your Web site, the mobile app will automatically appear instantly without prompt or
download, and with remarkable speed and superior performance. Beware that if you
are offered something from your Web site designer or hosting company, it is most
likely a mobile Web site and not a mobile app. Mobile app development requires an
expert in app technology and the investment is a bit more. However, one converted
patient will pay for it.

A mobile app works on any mobile phone such as Droid, iPhone, LG, Nokia,
HTC, Motorola and even the iPad, just to name a few! Even better, it’s not cloned
or mirrored content, but it’s a custom-created solution that is specifically designed to
solve the mobile content problem (and
ecstatically communicates to Google’s
new bot that your practice has stepped in-
bounds and is ready to be at the top rank-
ing of Google’s independent mobile
results. It’s worth your practice’s weight in
gold to investigate this if you plan on
competing and surviving for a long
healthy journey for your practice. �

Author’s Bio

Scott Helter has worked as an SEO specialist and Web developer since 1998. He now
focuses his energy on the latest technologies for mobile marketing and patient building
for the dental and orthodontic industry. He enjoys connecting with doctors and keeping
them up-to-date on the most current information and techniques to keep their practices
on the cutting edge. He can be contacted at 513-445-2008 or info@promeddevs.com.
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Eliminating the Drudgery of IPR 
ClinCheck is great in determining where and how much

IPR is necessary, but the hang up has been in transferring the
information to the mouth. Accurate treatment planning, record
keeping, predictable instrumentation and skillful technique are
essential to producing accurate results when performing IPR.

Many doctors are uncomfortable using a disk, even with a
guard, to open a contact. This can be hazardous. It has been
noted that in opening contacts with an end-cutting disk, no
matter how careful, experienced or proficient the operator might
be, there is a high risk of creating serious problems. Using this
initial step frequently creates ledges in the enamel or produces
gingivally tapered openings. Some techniques advocate using a
hand strip and even a mechanical separator to open a tight con-
tact before following up with a disk,  which can be very uncom-
fortable to the patient. Access to interproximal contact points is
also important. With most mechanical devices, rotated teeth or
overlapping contacts must be corrected first so proper anatomy
can be maintained as IPR is performed. This is because the
blades are too short and stiff to flex around the proximal
anatomy. The blades also have small available working surfaces
and the abrasive tends to wear off shortening blade life.

The OrthoSlenderizer Plus System
A combination system has been developed to reduce the

anxiety of both the patient and doctor. There are various strip
holders available that can be used to create an initial opening
between teeth manually or automatically. However, the most

recent device, acting as both patient- and operator-friendly, is
the OrthoSlenderizer. The blank half of the ContactBreaker
blade is inserted between the teeth like a piece of metal floss.
The hand set, which has a reciprocal action of 100 times per sec-
ond, is activated and the abrasive half of the perforated blade is
moved into the contact to open it. Heavier grit blades can be
used to remove more enamel, or a specially designed diamond
disk can be employed to complete the process. The Raintree
Essix 915 SSO and the 915 SSI have an abrasive surface that is
only 0.15mm wide and are “non-end-cutting” (a very important
feature). This disk can be used to finish the IPR space to the
desired opening. 

As the IPR process proceeds, the amount of enamel
reduction must be monitored with gauges. Begin with the
0.20mm gauge, then checking with thicker gauges until the
opening is precisely determined but ever-so-slightly less than
the intended amount.

IPR is a critical component of any clear aligner treatment
and also important when adjusting mesial/distal widths using
fixed appliances. Dr. Larry White says, “The OrthoSlenderizer
is exactly the instrument orthodontic clinicians have needed for
a long time. It fits the task completely.” �

Company Contact

For more information on OrthoSlenderizer, contact 303-506-0357 or visit www.orthomatics.com.

The OrthoSlenderizer 
by Orthomatics

Designed by an orthodontist for use with Invisalign, the
OrthoSlenderizer is a cordless, rechargeable instrument that
reduces IPR to seconds, rather than minutes, saving valuable
doctor time and facilitating better treatment. It adds a third-
dimension to the equation, providing mesial/distal and buccal/
lingual dimensions to best serve the patient. 
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One of the most often overlooked necessities in running a
practice is effective employee performance manage-
ment, and the reason why is simple. Both doctors and

employees look at the entire performance management process as
a negative, when in fact it can be such a useful tool for everyone. 

Why is it so important to put an effective performance man-
agement process in place? As a doctor or a manager, you will
immediately gain the trust and respect of your team. Your
employees will have a clear idea of what you expect, and you will
be seen as an effective leader. Over time, this will increase
employee job satisfaction and the team will become stronger,
more effective and committed to doing not just a good job, but
a phenomenal job. 

Timely and accurate staff evaluations are critical in successfully
implementing a performance management plan. Employees want
to know how they are doing. It gives them the opportunity to gain
the confidence needed to continually improve performance and
exceed your expectations. It also gives you the opportunity to men-
tor your team members, and if somebody is not the right fit for
your practice, they will ultimately terminate themselves.

We recommend an evaluation after the first 90 days of employ-
ment and then, annually on an employee’s anniversary. The most
common mistake is to only conduct an evaluation when you are
not happy with a team member’s performance. This is why per-
formance evaluations have received a bad reputation over the years.
Don’t set your team, or even worse, your practice, up for failure!

by Eilene Verret
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Maintain consistent communication with each team member
including both positive and negative reinforcement.

It is easy to forget the positives when negatives quickly over-
shadow them. During the year, we recommend you maintain a
separate electronic file for each team member. It takes no time
at all to add quick bullet points to a document as soon as they
occur. How else will you remember that great marketing idea
your treatment coordinator came up with in the morning hud-
dle back in January? What about the parent who told you how
patient and kind your assistant was when her daughter was not
being cooperative? Without the file, it’s difficult to remember
those items eight months later when it is evaluation time. 

While nobody wants to conduct a negative evaluation, we
all recognize these are impossible to ignore. We have found that
the best process to follow is progressive discipline. There are
several steps to this form of counseling, and remember you are
never required to utilize all of the steps. However, it is always
best to relay your discipline process clearly to the team mem-
bers upon hire. 

The first step we recommend is simply verbal counseling
during the course of a normal day. It should be ongoing, posi-
tive and/or negative verbal feedback during the workday. This
expresses your expectations clearly, but shows the employee that
you have confidence in him or her. If you continue to see no
improvement, the second recommended step would be an oral
warning. This warning would be conducted in private, which
reinforces the prior verbal counseling and gets the employee’s
attention. If the oral warning is not successful or you feel the
verbal counseling should have corrected the behavior, we
strongly recommend going forward with a written warning.
This step should never be skipped unless it is gross misconduct,
such as theft or drug use, which in most cases should result in
immediate termination. 

A common evaluation form, which we utilize at Ortho-
Synetics is referred to as the Employee Performance Improve-
ment Plan (EPIP). This form not only describes the incident that
occurred and the policies/conduct standard(s) violated, but it
allows you to set measurable and achievable performance
improvement goals and determine how the supervisor will help
the employee succeed and reach those established goals. We often
hear doctors say, “My office manager has a negative attitude.”
Don’t focus on the employee’s negative attitude, as attitudes are
subjective and impossible to measure. Instead, state the specific
incident and demonstrate how the employee’s job performance
was affected by the negative attitude. 

Always designate how much time the employee has to
improve his or her job performance, and be clear on what dis-
ciplinary action will result if the employee does not improve
within the agreed timeframe. Follow up with the employee on
a determined date to review the employee’s progress. Even if
the employee is performing above your expectation at that

time, you made a commitment to meet with them again, so
follow through!

If you have followed the progressive discipline steps, and the
performance is still not up to par, then you can feel confident in
your decision to either suspend or terminate that team member.
If you decide to suspend an employee, it should be without pay.
Set forth the expectation that the employee should return to
work committed to improved job performance or he or she
should not return at all. 

If you have to terminate a team member, there is a simple
five-step method we utilize. 

1. The As You Know Statement – refer to the last discipli-
nary meeting

2. The At That Time Statement – review truth and conse-
quences

3. The Since Then Statement – re-communicate his or her
failure to perform

4. The Therefore/Announcement Statement – inform employee
of termination

5. The Final Pay/Benefit Follow Up Statement – inform of
the next step for pay and benefits

Whenever possible, terminate employees late in the day and
in a private location. This will help reduce embarrassment and
humiliation, as well as the chance of workplace violence.
Terminate immediately after the final conduct violation has
occurred, and do not put it off until another day. Have a super-
visor present to act as a witness both during and immediately
following the termination.

It is important to maintain your team’s morale after termina-
tion. Notify your team of the termination at the very beginning
of the next workday. Briefly state the facts. For example: “Sarah
was terminated for violation of a conduct standard.” Be careful
not to answer questions specific to the reason for the termina-
tion, as it might violate the former employee’s privacy. Reassure
your team that if there were any performance issues with them
individually, they would have been addressed already during
their performance evaluations. Invite the team to discuss their
own job performance with you privately if they are still con-
cerned. You might be surprised that the team might actually be
relieved by the termination. After all, employers don’t terminate
employees; employees terminate themselves. ■

Author’s Bio
Eilene Verret is the human resources director for OrthoSynetics (OSI), a
business services firm that assists orthodontic and dental practices utiliz-
ing a full-service, turnkey management approach to address all non-clinical
practice functions to gain better efficiencies and profitability. Services are
also offered on an a la carte basis. For more information, visit www.orthosy-
netics.com or e-mail sales@orthosynetics.com.
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Orthodontists who work with an experienced orthodontic
management consultant are going to be more profitable, produc-
tive and efficient. I have consulted with more than 700 orthodon-
tic practices since 1983. My goal is to create a win-win-win for the
doctor, team and patients. I evaluate all aspects of the practice to
determine what systems are working well and what areas need
focus. Once the baselines are determined I start to work on an
action plan to facilitate the doctor reaching his or her goals.

I start with finding out the doctors’ goals. What systems do
they want me to analyze first?  Where do they want to focus? Some
doctors want me to create a schedule that results in more produc-
tion per day. Many are concerned that their case acceptance should
be higher and, of course, in today’s economy, marketing has come
to the forefront. Overhead costs are another concern.   

Even a five percent increase in case acceptance numbers can
result in a significant increase in annual productivity. I have sev-
eral specific practices I’ve worked with which have increased their
case acceptance by 20-30 percent. This could have resulted in a
loss of hundreds of thousands of dollars over a 30-year career.  

I start by evaluating the practice management reports via the
practice software. One of my goals is to train the doctor and
team to use their software as a management tool. I find this is an
under-utilized area of the practice. Prior to an in-office consul-
tation, I request practice statistics, have the doctors and staff
complete a questionnaire and ask the doctor(s) to complete a
goal questionnaire. Ideally a secret shopper call in advance of the
consultation date is completed.  

There are many aspects to consulting – scheduling for pro-
duction and efficiency, case acceptance, practice image, market-
ing, teamwork, intra-office communications, budget and
overhead control, collections, recall effectiveness, clinical effi-
ciency, staff accountability and computer software utilization.  

I also offer an “Off-site Office Manager Program” to my
clients after the first in-office visit. This has proven to bring
excellent results. I have monthly meetings (or more if needed) to
oversee and manage the many aspects of the practice. Dr. David
Paquette is one of the practices I have worked with since

February 2010. Dr. Paquette and his team had multiple chal-
lenges to face in the midst of an economic recession. He had the
foresight to know that they could achieve their goals faster and
more efficiently with coaching and advice. Being accountable to
me as their off-site office manager was also key.

Dr. Paquette, one of my clients, presents his experience.
After 21 years in practice, three years ago it was suggested to

me by John McGill that I fire my office manager of 11 years for
two reasons: one, she was quite expensive and two, he could not
see what value she was adding to the practice. Of course after
11 years my wife and I were convinced the sky would fall and
the practice would fall apart. Two weeks later my staff sur-
rounded me and the spokesman (who by the way was the qui-
etest member of the team) said, “We just wanted you to know
that you made the right decision.” She went on to say that, even
though we had written job descriptions for everyone, my prior
manager had for years distributed her duties among the rest of
the staff without telling me and then would create conflicts only
to wondrously resolve them to, “keep me from having to worry
about them.” She also had my wife convinced that the team
members were afraid to talk to me when, after the fact, we
found out that she had instructed the rest of the team that they
were not allowed to talk about problems with me because that
was her job. From my perspective she had persuaded me that the
rest of the team was incredibly resistant to any changes I tried to
implement regardless of how hard she and I tried. Oh, how
wrong that was!

Fast forward one year later, the practice grew one percent
while the rest of the country was in the midst of the economy
spiraling downward. The team and I had re-oriented many
staff responsibilities and felt like we were in need of an outside
set of eyes and ideas to move us forward. That year Charlene
White was one of the speakers for our state orthodontic meeting.
A close friend and I sat and listened and at the same time
decided we would have her come into our practice and do an
evaluation. After the evaluation, I elected to hire her as my off-
site office manager. The team was completely on board and over

by Charlene White 
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the course of the past two years it has been fantastic for both the
staff and for me. I have a better handle on overhead, the staff is
happier than ever and they all know what their duties are
(again). As we have grown we have hired new staff and recently
an associate.  

So what does an off-site office manager offer? It gives us a
perspective of years of experience with many practices, both suc-
cessful and not so. Additionally, we get the ability to truly eval-
uate staff performance with a broader perspective and the
ability to provide feedback without the baggage of having to
work side by side 10 minutes later. We get a truly objective view
of any input received from my staff or me as well as the ability
to offer suggestions and shepherd them into action if needed. All
of these benefits come to us at a lower cost than hiring an in-
house office manager.

Case Study
The first in-office consultation was conducted February 2010.
The patient flow and scheduling needed focus. Many days

and certain times were overbooked. Patients were kept waiting.
I determined the average number of procedures needed in the
template daily. Also taking into account the number of assistants
and number of chairs, I created a new template. Patient flow
improved significantly.

Front desk staff was trained to only use the “search
mode” in the software to make all appointments. This pre-
vents scheduling outside of the template, which had
caused problems in the past.

Specific staff members were put in charge of active
patient no-shows and observation recalls. They were
accountable for monthly reports on these two very impor-
tant systems.  

They were averaging 20 recalls per month yet they
should have been seeing 30 per month according to the
number of observations in the practice. In 2011, a goal was
set for 25 recalls per month. The actual average per month
in 2011 exceeded the goal by averaging 30 per month.

In order to complete the process of becoming com-
pletely paperless, fast scanners and signature pads were
installed at every workstation used by the administrative
staff and treatment coordinators. All documents could be
scanned immediately into the patient file.

Clinical supply costs were at 13.3 percent. A goal was
set at nine percent for clinical supplies. Dr. Paquette uses
the Damon System. We were able to reduce their clinical
supply costs to 10 percent by the end of 2011 through
better inventory controls.

All of the profit and loss categories were reorganized
and budget amounts were set. Overhead was high and the
bookkeeping was sloppy. The bookkeeper’s performance

was poor. She had been on the team for seven months. Although
she had some great reviews from prior (fake) employers, no for-
mal background check had been done. After observing some
odd behavior and a complaint from a patient, I advised a back-
ground check be done immediately, only to discover a warrant
was out for her arrest for embezzlement in another state. She was
arrested and Dr. Paquette got his books in order. This took
about four months. A new financial coordinator was hired
whose performance is excellent.

The overhead has been reduced by 25 percent. Dr. Paquette
meets with John McGill once a year. John just awarded Dr.
Paquette with a Gold Achievement Award! 

Case acceptance needed focus. Thirty-four percent of the
patients were going into a pending status. Twenty percent or
less was the goal. The exam to start ratio was 37.5 percent. The
treatment coordinator had been involved in extensive hands-
on training. Although there was a Webcam in the consultation
room to record the exams, she failed to turn on the Webcam
several times and she was not following the scripting and
guidelines given to her. She was placed in an assisting position
and another TC was hired. She did not perform well, and
another TC was hired. In the interim, an assistant filled in and
had outstanding results. Her pending ratio was 10 percent. She
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Paquette Orthodontics
Item Result
Days worked Down 10%
NP exams Up 14%
Observation exams Up 32%
Total starts Up 48%
Conversion rate Up 14%
Net production Up 36%
Collections Up 57%
Occupancy percent Down 3%
Staff salaries Up 4%
Marketing percent Down 4%
Total overhead percent Down 38%
Clinical supplies Down 4.6%
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Paquette Orthodontics Starting February 2010
� Templates were all redone
� Templates entered for 12 months
� Team members made accountable for no shows and recalls
� Install more scanners – now one at every admin and TC desk
� Install more signature pads – now in business office,

concierge desk and TC rooms
� Set up eight to nine percent inventory budget
� Reorganize P&L categories
� 34 percent pendings is too high – 20 percent or less is the goal
� Revamp pending strategy
� Restructured the staff bonus program
� Simplify the medical history form and move online
� Improve training strategy
� Improve evaluation of staff
� Hire a sterilization/lab assistant/assistants
� Averaging four minutes to turn a chair over
� Add headsets for communication 
� Assign two chairs to each assistant
� Add a 15-minute buffer at 10 a.m. to catch up
� Photo upload is too slow – bought new computers and faster

card readers
� Scheduled OBS at the end of the day
� More focus needs to be placed on observation recalls
� The TC should report to Dr. Paquette daily on that day’s

exam results
� Add growth days for starts and exams
� Hired a new FC

� More focus was placed on past due accounts
� 18 percent are past due – the goal is three to five percent
� Eight out of 10 months the goals for the incentive plan have

been met
� Overhead percentages are improving significantly
� John McGill is pleased
� An additional assistant is hired to maintain the 14 patient-

to-assistant ratio
� Additional TC training was completed
� Schedule is working well
� Collections need focus
� Accounts payable system is set up and working well
� Marketing plan is working well
� Focus is placed on the referring teams, patients, parents and

Internet marketing
� New administrative staff person is added. Has enabled the

FC to focus on collections
� Color-coded templates were laminated and displayed at the

desk for better communications to parents/patients
� Production is up YTD 30 percent from 2010
� Collections are up 17 percent YTD from 2010
� New high-speed Internet services are going to be installed,

current vendor unable to consistently meet requirements
� Currently 1,200 fans on Facebook
� 2012 Marketing plan needs to be completed
� Staff retreat scheduled for January to review systems and

set 2012 goals

did not want to be a TC. Now Dr. Paquette has a well-trained,
effective TC who is accountable daily, weekly and monthly for
the results of exams report.

An incentive bonus plan was put into place for the entire
team. The goals were set for the rest of 2010. The plan was to
reassess the goals at the end of 2010 for 2011. The plan was
based on a 10 percent increase in exams, starts and collections.
For each goal reached, the staff received a $50 bonus. Eighty
percent of the time, the staff reached all three goals.

The new patient forms were revised and simplified. They
were also made available online and integrated automatically
into Ortho2 to eliminate transcription errors.

The staff evaluation format was revised. I have several train-
ing products available on my Web site. One is call “Step by
Step,” which is a complete program on how to conduct staff
evaluations and salary reviews.

The person answering the majority of the phone calls was

excellent. The challenge would become being able to handle the
lines efficiently.  

The position of the “greeter” or “concierge” was in place at
the front desk. Her job was to greet all patients and log them
into patient flow. She did not answer the telephone. That was
done behind the scenes by the administrative staff.  

Staff salaries were at 23 percent and are currently at 25 per-
cent, and that includes the addition of four new staff members
to provide service for all the new patients.

I returned to the office again in February 2011. Dr. Paquette
wanted me to focus on the clinical area. He was concerned about
the efficiency of the patient flow. The assistants were making the
next appointments for their patients. They were running behind
schedule certain times of the day. I needed to evaluate if the tem-
plate needed to be adjusted or if there were other solutions.

I spent the day in the clinic observing patient flow. I calcu-
lated that the assistants were averaging four minutes to turn a
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chair around and get the next patient seated. I recommended
hiring a full-time sterilization person. Dr. Paquette considered
hiring a person to reappoint the patients. This was put on hold.
The sterilization position has fixed the problem.

Chair turnaround was cut to two minutes. I recommended
a 15-minute buffer of no patients be added to the template to
catch up in the morning. This worked well.

The photo upload was slow. Two new computers and faster
card readers were installed.

The observation patients were moved to the end of the day.
Dr. Paquette could flow those patients in the clinic with two
assistants while the others were doing their end-of-day duties.
Great way to end the day with no possible repairs!

Growth days were targeted to see exams and starts. Dr. Paquette
likes to work efficiently on his patient’s day. He averages about 10-
12 patient days per month for a template day. Non-school days and
certain days in the summer are targeted for growth.

A vertical calendar has been put into place for 2012. The
team member who enters the template has all of the current
school schedules to consider in the annual planning.

Once the new financial coordinator was hired, and the
backlog of work was completed from the other incident, it was
time to focus on the past-due accounts. As of February 2011,
the past-due percentage was 18 percent. The insurance
accounts were not current. Forms had not been filed. The new
team member had her work cut out for her. The goal was five

percent or less. Starting patients were put on auto payment for
monthly fees.

An additional administrative staff member was hired to
answer the phones, which would free up the financial coordina-
tor to focus on collections. A systematic approach was imple-
mented. A daily collection report was printed so the financial
coordinator could ask for payments daily and she could also e-
mail the responsible party a day or two in advance. A 10 percent
discount was offered to many if they wanted to pay the balance
in full. 

Currently the past-due amount is one percent.
A new assistant was hired in order to maintain the 14

patients per assistant ratio.
The marketing plan was well-organized and effective. This

area was working well when I came on board. The facilities and
office image were excellent.  

By the end of 2011, production increased by 22.5 percent
and income increased by 20.1 percent over the previous year. n

Author’s Bio
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or visit www.charlenewhite.com for more information.
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by Joan Garbo

The conversation in the public domain is awash with “the economy,” and there are
only smatterings of good news amidst the doom and gloom. It’s understandable that
people can get caught up in the negativity and start to believe they are next to succumb
to the recession. And I am here to warn you  to be careful what you buy into!

You don’t have to look far to find out our country is in a recession; however,
orthodontists in particular, are not as affected as other industries. For instance, the
AAO Bulletin reported that national statistics for 2010 reflected a four percent
increase in case starts per member from statistics in 2008. In addition, there are
many doctors reporting that 2011 showed a continued growth in their practices. Yet
there are others who experienced a decline. The important question to ask is what
differentiates those in growth from those in decline. Is it really the economy or is it
how one responds to the conversation about the economy?

If it were true that the economy of a region is the source of decline in a practice,
then it would follow that every practice in the region would be in decline. Yet, there
are practices that thrive in the same region. 

As motivational speaker W. Mitchell asserts: “It’s not what happens to you
but what you do about it that counts!” How one responds to any circumstance
is dependent on one’s interpretation of the circumstance. If you believe new
patients are scarce there will not be enough new patients walking in the door, and
rather than attending who is in the practice, you will notice who broke or
changed an appointment!
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When you are focused on the big picture, the day-to-day circumstances are put
in a different perspective. The Big Picture was exquisitely expressed by the late Dr.
Robert Ricketts (1920-2003):

Orthodontics may seem small and in the total scheme of things may appear
insignificant; but we perform a unique function for humankind. We contribute to
people’s comfort, to their happiness and to their sense of wellbeing. We touch the very
heart of modern culture, for people are gregarious animals; they cluster together for
security in groups for stimulation with all their fellows; their faces, eyes, mouths and
teeth help them to relate to and communicate with others and, more important, to
establish their own identities. This, in turn, leads to happiness, to love, and to a sense
of accomplishment and purpose, which in the final analysis, is the very essence of our
existence. Good orthodontics is a contribution to the welfare of another human being.
It has an element of immortality. Its spirit is good and its purpose just.
When you lose sight of the vision of the practice and start focusing on the num-

bers, you risk moving into a survival management mode. Most successful and growth-
oriented practices have clearly articulated vision and mission statements and stay
focused on their core values regardless of what the economy is doing. When a prac-
tice’s primary purpose is to make money, it risks being at the effect of the economy
rather than being responsive to it. Of course you must attend to the money the prac-
tice generates if you want to stay in business, but think of it this way: you have to have
gas for your car to run, but you don’t buy a car in order to put gas in the tank!

To illustrate this, consider that every practice has fluctuations in its production
and collection figures. A practice that is oriented around these statistics will generate
mood swings in the doctor and staff. When results are high, everyone is happy; when
results are down, the doctor and staff go into a survival mode and tend to forget
about the patients who are there and worry more about the patients who are not
coming in. The sense of appreciation and gratitude for the patients who are in the
practice, and for each other, is depleted. Stress goes up, tensions rise, tempers flare,
gossip runs rampant and fault-finding and defensive responses become the basis for
corrective conversations. 

Dr. Ray McLendon of Kingwood, Texas, a suburb of Houston, opened his first
practice in 1983 just in time for the Texas economy to crash, starting what would
become a national recession. It was estimated that people were leaving Houston at
the rate of more than 5,000 per month. Despite the fact that other practices and
businesses were downsizing, within 18 months Ray’s practice had grown to a
$500,000-a-year practice. When asked why he was so successful while others were
struggling just to keep afloat, his answer was, “I choose not to participate in the
recession.” He also attributed his success to never taking his eye off the ball (i.e. his
vision) and his “attitude of gratitude.” He said, “When you have nothing, you’re
grateful for whatever you get.” Thus, any patient who came in was warmly received,
and was given the highest level of service. Every patient who enrolled in treatment
was a validation of the vision becoming manifest. The patients also became an ener-
getic volunteer sales force for the practice! Those doctors and business owners who
were distracted by and enrolled in the failing economy stopped doing what works,
i.e., creating an upbeat, fun-to-be-in practice that focuses on service to the patients.
Other practices also failed to have value-based enrollment conversations with poten-
tial patients. Remember that it is not what you say that counts, but what is heard! 

Case in point: a treatment coordinator, who will remain anonymous, was having
personal financial problems and was deeply in debt. Struggling to make ends meet
at home, she viewed her co-workers and doctor with envy, since they seemed to be
financially fit. (Whether they were fiscally sound is not important; that she believed
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“The vision operates

like a lighthouse in a

storm whose beacon

leads ships to safe

harbor. The circum-

stances still have to

be dealt with, but the

vision will strongly

influence the actions

that will be taken 

and will color the

interpretation of

those circumstances.”
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one of her fans: “Joan says what every doctor wants the staff to hear, and what every staff
want the doctor to hear.” 

they were is the point.) She was relieved that her children were too young and
didn’t need orthodontic treatment because she wouldn’t be able to pay for it, even
with the employee discount. She also thought the doctor charged too much for
braces. Her case acceptance was 50 percent in a good month. So while she followed
the script something was off in her attitude and conveyance of the information, and
patients went elsewhere for treatment. Essentially her attention was on her own sur-
vival and trying to get the numbers up, rather than on listening to and serving the
needs of the prospects. When a patient did sign up for treatment, her joy was short-
lived, knowing that “one is not enough.” 

Now imagine the impact on the practice when the doctor is in a survival mode!
Whether the doctor believes it, feels it or declares it, he/she is the leader! The old
axiom applies: how goes the leader, so go the followers. Without a clearly articulated
vision that is backed up with effective and consistent actions, the practice will be sub-
ject to the fluctuations of changing circumstances. 

The vision operates like a lighthouse in a storm whose beacon leads ships to safe
harbor. The circumstances still have to be dealt with, but the vision will strongly
influence the actions that will be taken and will color the interpretation of those cir-
cumstances. Clarity of purpose and vision is what keeps the doctor centered and
grounded in times of economic swings, when life throws a curve, when staff prob-
lems arise, when dealing with difficult patients. As many a coach has told their play-
ers “keep your eye on the ball!”

Here are some suggestions for things you can do to support you in staying focused:
•  Have a flip chart available and at every morning huddle have staff members

write down one thing for which they are grateful. No duplications allowed for
the week! So once someone writes down “family,” no one else can use that.
Keep expanding everyone’s view of abundance.

•  Make a list of the core values of the practice that are embodied in the mission
statement. Assign a color to each value (e.g., purple for integrity, red of excel-
lence, green for compassion, etc.). Each week, pick a value to focus on and
have team members, including the doctor wear a ribbon of that value’s color
on their uniform. At the end of the week, have the team choose which team-
mate was a “demonstration in action” of that value.

•  At the end of the day clearing meeting, have each person acknowledge a “win”
for the day, such as new patients committing to treatment, a difficult patient
becoming cooperative, staying on time, or anything that they can be proud of
either about themselves or about another teammate’s achievement.

•  At different times of the year, have your office be a repository for canned foods,
schools supplies, etc., to be donated to a local charity.

These are but a few actions you can take. Have a passion for prosper-
ity for yourself and all those around you, and you will find your economy
will be a shining example to follow for anyone stuck in the economy! �



Edge from Ortho2 delivers the ideal all-encompassing prac-
tice management, imaging and communication software with
robust features and capabilities, and integrated programs – all
supported by a top-notch customer service team. Edge features
private cloud computing with off-site data hosting options,
innovative imaging, reminders, patient education animations
and more. Discover a world of efficiency, profitability and inno-
vation in your practice.

With private, secure cloud computing from Ortho2, your
practice can eliminate the cost, complexity and risk associated
with in-house servers and backups. This simple, convenient fea-
ture allows you to fully access this secure Web-based data infra-
structure from anywhere, even your smartphone.

•  35-44 percent cost savings with lower initial and ongoing
hardware costs

•  Secure data protected by world-class firewalls
•  Reliable backups on multiple platforms
•  Decreased risk of theft, vandalism and fire
•  Two data access pathways: Internet or cell-based network
The intuitive design inside Edge uses the latest user interface

innovations, like navigation elements that dynamically present
meaningful options, hover view, intelligent use of drag-and-
drop, and it’s backed by a customer support team.

Check out other advancements available with Edge!
Edge Imaging is a robust imaging technology. With an

intuitive interface, time-saving features and easy customization,
Edge Imaging can help efficiently manage all of your patient
image files. Edge Imaging includes innovative new features like

quick-access card flow presentation, smart drag-and-drop layout
customization, unlimited undo capabilities, silhouette image
alignment and more.

Premier Imaging is an optional upgrade for Edge Imaging
and includes comprehensive image morphing, ceph tracing and
analysis and Bolton Standards. Superimpose multiple time
points on structures rather than oriented planes or use Bolton
Standards for no-trace quick review. There is no additional cost
for a multi-user license or digital X-ray integration.

Edge Animations are powerful patient education anima-
tions for improved compliance and case presentation, including
surgical and 3D animations. With Edge Animations, you have
the ability to easily edit and customize videos, using annotation
and audio controls or drag-and-drop so virtually any image or
movie can be included. Publish your animations with ease to
disc, e-mail or YouTube.

Edge Reminders is an easy-to-use, efficient system for
automating your patient reminders. Send automated phone,
text and e-mail appointment reminders for any range of upcom-
ing appointment dates, recall reminders, birthday greetings and
more. Patient responses are even integrated into your schedule.
Edge Reminders offers low, flat billing with no minimum
monthly charge.

Edge Portal offers 24/7 online, account access for patients,
responsible parties and consulting professionals to retrieve
appropriate information and images, make online credit card
payments and more. Edge Portal also gives your practice real-
time access to vital practice information, treatment chart data

and images from any location or device, including tablets
and smartphones. �

profile // product

About Ortho2

Ortho2 is the largest privately held orthodontic prac-
tice management software provider in the world and
has partnered with orthodontists exclusively for
more than 30 years. Ortho2 designs, develops and
provides all software and services solely to the
orthodontic profession.

For more information, contact Ortho2 at 800-678-
4644, sales@ortho2.com or www.ortho2.com. 
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Maybe you’ve seen Jay Leno’s Garage on YouTube where Leno
enthusiastically describes how he “printed” a custom plastic part
to help restore his 1907 White Steamer car.1 Or perhaps you’re
acquainted with the basics of rapid prototyping as an alternative
to casting for producing dental copings and aligner molds.
Either way, you’ll find the technical advances in this amazing
field offer more and more choices for creating parts seemingly
out of nothing. It’s not exactly a Star Trek replicator system, but
the advantages for dentistry and orthodontics are huge and
undeniably cool.

Additive Manufacturing 101 
Remember how watches were just watches until dig-

ital versions came along? And suddenly you had to dif-
ferentiate between digital and analog versions? A parallel
situation now exists for building parts. Whether making
titanium screws or turbine blades, machining an over-
sized chunk of material really implies subtractive manu-
facturing – you or a computer-guided tool, cutting away
excess until you get the desired shape. The process can be
very quick, it produces highly accurate parts and it works
with a great variety of materials. However, achievable
geometry is limited and costs can include large amounts
of wasted material.

Conversely, additive manufacturing (AM; originally,
rapid prototyping) starts with just a bit of raw material,
generally in sheet, liquid, filament or powder form
(Note: see sidebar). Guided by a 3D computer-aided-

design (CAD) model as a pattern, AM equipment builds parts
up layer by layer, using lasers, heat or binders to merge the mate-
rial, creating a physical solid with very little waste (and much of
the raw material gets reused). The process can produce a single
prototype or one custom piece, a number of very different final
parts, or a thousand almost-identical parts.

The first AM method was developed in 1986 at 3D Systems,
a company originally out of California and now based in South
Carolina. Dubbed the stereolithography apparatus (SLA)
approach, this system moved a precisely controlled laser beam to

Star Trek had it right: though not quite yet a push-button process, creating physical objects via 3D printing
(additive manufacturing) is a real and awesome option for many dental and orthodontic applications.

How to 3D Print a Dental Coping
Creating a metal coping from powdered metal might seem like magic, but
the basic process is straightforward. The equipment’s software “slices” the
3D digital coping image (from the scanned model) into hundreds of
extremely thin layers (usually thousandths of an inch). Each layer is trans-
lated into digital information that drives the motion of a laser.

The 3D printer holds a tray on which is spread a fine layer of granulated
metal such as chrome-cobalt. A laser-beam traces the 2D shape of the first
layer onto the powder, operating at a temperature high enough to sinter or
melt the powder into a fully dense, flat shape. Another layer of powder is
then spread smoothly over this part. When the laser runs again, it not only
traces the shape of the second layer but fuses the powder precisely to the
first completed area, and so on, building or printing the part in a matter of
minutes. Any loose (non-sintered) metal is swept away to be used again, so
the process can be quite efficient for raw material use. 

1. http://www.jaylenosgarage.com/video/nextengines-3d-scanner/944641/
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cure or harden liquid resin layer by layer into the desired shape.
These first plastic parts had somewhat rough, ridged surfaces
and limited durability, but their potential launched an industry.

Since then, dozens of engineering companies and university
research groups have taken their own creative and widely diver-
gent approaches to “growing” or printing a part. Although the
term 3D printing originally referred just to one design configu-
ration (where a modified Hewlett-Packard inkjet printer sprayed
a binder onto powdered material), the phrase has become a
common term for all types of AM. It presents an easily under-
stood vision of transitioning from paper-and-ink 2D copies to
solid, hold-in-your-hand objects.

Copings, Bridges, Models and Guides 
Where is 3D printing used in dentistry and orthodontics?

Possibly right in your own practice, depending on your choice
of dental lab or your involvement with Incognito or Invisalign
treatment. For example, drilling guides for implant surgery are
now printed in plastic directly from digital scans, on AM sys-
tems by EnvisionTEC and Z Corporation (ZCorp, now part of
3D Systems). EnvisionTEC’s system uses UV light to harden
liquid photopolymers, while ZCorp equipment uses the HP sys-
tem described above.

SLA systems from 3D Systems are currently used to create

high-resolution epoxy-based models from digital scans of indi-
vidual teeth, arch sections and full arches. By e-mailing digital
files as the basis for these models, labs replace the plaster versions
and save on shipping time and cost.

Dental copings are one of the major success stories for AM
applications, with two general types of equipment playing a key
role: those that print wax-up models for traditional casting
(indirect method) and those that create final metal parts, com-
pletely bypassing the casting sequence (direct metal method). 

The indirect production process is a logical variation on cre-
ating casting models. Instead of working with wax to craft a
hand-shaped tooth over a plaster tooth stump, a technician uses
scan data and dental software to design a CAD model of the
patient’s crown. That file then drives an AM system to create the
coping shape in a plastic that works just as well, if not better,
than wax in the casting stage. Three companies that market AM
systems with this capability are 3D Systems, EnvisionTEC and
Solidscape (a Stratasys company).

Solidscape, a pioneer in finely detailed wax-up parts in both
the jewelry and dental fields, employs yet another fabrication
method called drop-on-demand. Its systems deposit fine
droplets of thermoplastic with excellent ash-burnout properties,
and its proprietary Smooth Curvature Printing technology is
recognized as an industry stand-out for creating fine finishes.

continued on page 58

by Pamela Waterman

Plaster model versus model digitally created in plaster-like material on a 3D
Systems MP3000 3D printing system. (Image courtesy 3D Systems) 

Sample wax-up crown made on a 3D Systems DP 3000 3D printing system,
alongside gold and porcelain final versions. (Image courtesy 3D Systems) 
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In the direct metal arena, both 3D Systems and
EOS, a German manufacturing company with a strong
U.S. presence, offer systems that melt (sinter) powdered
metals such as cobalt-chromium-molybdenum-based
super alloys into full-density metal parts, eliminating the
wax/casting steps entirely. The process, generally called
laser sintering, produces batches with hundreds of 
copings at a time, each custom-shaped according to a
scanned patient model. Medically certified for in situ
use, the metal copings serve their usual role as a base for
porcelain coating. The final result is a fast, cost-effective,
high quality crown that fits with minimal in-chair
rework. EOS has an installed base of more than 35 den-
tal EOSINT M 270 systems worldwide.

Aligners, Screws and More
Perhaps the best-known dentistry-related AM appli-

cation is the creation of molds for thermoforming
Invisalign aligner trays. SLA machines from 3D Systems
play a crucial role in automating the aligner production process
at Align Technology’s facilities. Creating each patient’s set of
individualized trays on 3D printed molds made the process eco-
nomically feasible. The company recently said that its 35 SLA
systems manufacture 40,000 parts a day for a yearly total of
eight to 10 million pieces.

Clearstep Laboratories is a U.K. company that also produces
clear, removable orthodontic aligners based on digital technol-
ogy. Clearstep aligners are vacuum-formed over 3D printed
models made on Objet Geometries AM systems. Objet equip-
ment uses PolyJet polymer jetting technology, using UV light to
cure finely detailed parts built in layers as thin as 16 microns.
This smooth finish on the molds translates to an easy-to-clean
surface on the aligners. 

Orthodontic treatment via lingual braces is yet another spe-
cialty field enhanced by AM technology. Lingual brackets, with
their smaller profile and fine slots, demand particularly exact
manufacturing; ideally, customized to the patient and each indi-

continued from page 57

Repairing a Classic Dental Chair
Not all dental AM applications go into a patient’s mouth. Absolute
Geometries, a 3D scanning and reverse engineering company in
Pflugerville, Texas, came to the aid of a dental practice whose classic
Planmeca PM2000 operating chair had a worn gear but was no longer
supported by the manufacturer.

Absolute Geometries 3D-scanned the part, created a computer model in a
CAD system, and printed the part in nylon on a 3D Systems selective laser
sintering (SLS) system. Mike Durham, owner, says, “It would otherwise have
taken weeks to produce machined parts and months for injection molded
plastic.” More than a year later, the chair, with its custom AM gear, still
works perfectly. 

Left: Laser scan 3D model of old worn gear from Planmeca PM2000 dental
operating chair. (Image courtesy Absolute Geometries) Middle: Comparison of
original gear (left, with worn teeth) and 3D-printed new, complete gear (right)
made in nylon on a 3D Systems selective laser sintering (SLS) system. (Image
courtesy Absolute Geometries) Right: Planmeca PM2000 dental operating
chair, back in action thanks to repair with a custom 3D-printed nylon gear.
(Image courtesy Absolute Geometries)

Resin dental model and
cobalt chrome coping built
on EOS plastic and metal
laser sintering systems.
(Image courtesy EOS)

Dental models simultaneously built in e-stone material on a 3D
Systems ProJet MP 6000 SLA system. (Image courtesy 3D Systems) 

Retainer shown on model built in
white 3D printing material on a 3D
Systems MP 3000 3D printing system.
(Image courtesy 3D Systems) 
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vidual tooth. T.O.P. Service für Lingualtechnik GmbH, a 3M
Unitek company in Germany, has met these challenges by using
Solidscape equipment to create investment casting patterns for
its Incognito lingual systems. The low-temperature burnout and
smooth surface finish of the wax-like models is ideal, and ±5
micron-layer build precision eliminates the step of electron-dis-
charge machining (EDM) each slot.

Lastly, titanium dental implant screws produced on direct-
metal AM systems offer the benefits of great biocompatibility,
excellent mechanical performance and high bone-ingrowth
potential. The ability to control the laser-sintering process
allows production of a hybrid implant structure with a fully
dense body and porous surface morphology. The latter elimi-
nates the need for coating and offers enhanced bioactivity.
Without the need for tooling, many types and sizes of screws can
be produced in one run.

AM-based Dentistry is Here to Stay
Lee Dockstader, vice president of 3D Systems dental seg-

ment, says that many factors are coming together to make this
an excellent time to use AM. Commenting on general improve-
ments in indirect manufacturing, he says, “The manual way of
taking impressions has many variables, while intra-oral scanners
remove the variables. There’s new software, there’s impression
scanners, and the big players use stereolithography to produce
the models (for building a crown, etc.) When they take a crown
off the model, it fits every time.”

EOS notes that a dental technician using a conventional
casting process can only produce about 20 dental
frames per day, while one laser-sintering system cre-
ates approximately 450 crowns and bridges in a 24-
hour run. What does this add up to? The company
recently announced that in the past year alone, den-
tal labs used their AM equipment to produce more
than 1.5 million direct-metal copings and bridges.
Reducing processing time allows the technician to
concentrate on the value-added tasks of aesthetic and
function-oriented ceramic veneering.

Looking a bit into the future, researchers at Washington
State University have used a ProMetal 3D printer to create a
bone-like scaffold structure for supporting growth of immature
human bone cells. Headed by Dr. Susmita Bose, this four-year
effort (involving chemistry, materials science, biology and
manufacturing) has shown promising results with in vivo tests
on rats and rabbits.2 The addition of zinc and silicone more
than doubled the strength of the main printing substrate, cal-
cium phosphate.

Dental and orthodontic applications have truly validated
additive manufacturing as a standard and efficient production
option. And who can deny the pure Star Trekky appeal of being
able to say, “My braces were made possible by 3D printing?” �

Author’s Bio

Pamela Waterman is the president of Metal Mouth Media, a publishing company
dedicated to “taking the bite out of braces” through specialty cookbooks, articles,
Web resources and workshops. She has been a spokesperson for the American
Association of Orthodontists and is the creator of the new “Braces-Friendly” Seal
of Approval. Based in Mesa, Arizona, Waterman has more than 25 years of experi-
ence in engineering and writing, is a contributing editor for Desktop Engineering
magazine, and is the author of four books including the award-winning Braces
Cookbook series. She can be contacted at pwaterman@metalmouthmedia.net.

Four images showing custom T.O.P. Service lingual brackets “printed” layer-by-layer in wax on a Solidscape 3D printer, then cast in metal. (Images courtesy Solidscape)

2. http://news.wsu.edu/pages/publications.asp?Action=Detail&PublicationID=29002. 

Arch models built in plaster-
like material on Envisiontec
3D printing system. 
(Image courtesy Envisiontec)

Array of temporary crowns printed
in E-Dent material on an

Envisiontec 3D printing system.
(Image courtesy Envisiontec)
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Meet “dr_curtis” 
by Chelsea Knorr, Associate Editor, Orthotown Magazine

Dr. Alan Curtis (Orthotown.com display name:
dr_curtis) is the newest addition to the
Orthotown team. As Online Editorial Director, 
Dr. Curtis helps to facilitate discussion around
topics relevant to the orthodontic profession
and joins us this month for this installment of
our Office Visit feature.

First, let’s talk about joining the
Orthotown team! When did you
first hear about Orthotown? 

Curtis: I remember getting active in
the online world of message boards while
in my residency. I became a member in
June 2005. I love being able to interact
with other orthodontists on cases and
other practice management topics.

Can you tell our readers more about what you do as
Online Editorial Director?

Curtis: As Online Editorial Director I select threads for use
in the print magazine. I want to get the magazine readers to
become online participants in the message community. I help to
start conversations on interesting message threads by highlight-
ing and inviting participation through the e-news e-mail broad-
casts. I also periodically write articles or solicit articles from
experts in the field. 

I have a range of goals for further developing the
Orthotown community. I would love to see the participation on
Orthotown double in the next five years as the younger
“Facebook generation” of orthodontists connect with each
other online to discuss this wonderful world of orthodontics.

What is your favorite feature of Orthotown.com?
Curtis: I love the virtual study club progressive cases. This

has the potential to be one of the greatest game changers in
orthodontics! The vision for the club is to have a repository of
cases filed by diagnosis that allows orthodontists to see similar

Name: Alan Curtis, DDS, MS

Graduate from: Brigham Young University, BS;  

UCLA School of Dentistry, DDS; and 

Baylor College of Dentistry, Texas A&M University, MS in 

Practice Name: Curtis Orthodontics

Practice Location: Chandler, Arizona

Year Practiced Opened: 1973; Year A. Curtis Purchased: 2006

Staff: Two full-time front desk; two full-time clinical assistants; one part—

Web site: www.curtisorthoaz.com

Dr. Alan Curtis is Orthotown’s new Online Editorial Director

Photography by Mark Skalny Photography
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Office Highlights
Bonding Agents 
� 3M Transbond
� Reliance Band-Lok

Brackets/Wires 
� American Empower brackets
� Ormco Damon clear brackets

Cements
� Reliance Band-Lok

Class II Appliances
� AOA Hanks telescoping Herbst
� Forsus

Class III Appliances
� Facemask
� RPE

Hygiene
� AAO SWAT/Eight-steps videos for OHI
� Oral-B electric toothbrushes
� Sonicare toothbrushes

Patient Financing
� OrthoBanc

Technology
� Canon 7d digital camera
� Dolphin Imaging, Management, Aquarium
� i-CAT CBCT
� Insignia
� Invisalign
� Picasso Lite diode laser
� Televox T-link messaging

continued on page 62

Oral Biology and Certificate of Orthodontics

—time clinical assistant

Dr. Curtis’ practice is located in Chandler, Arizona.

Dr. Alan Curtis’ avatar �
(Orthotown.com display name dr_curtis) 
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cases to the challenging ones found every day in our practices.
This open-source library would be an amazing resource to see
how others handle difficult situations. 

Switching gears a bit, how and why did you get into
orthodontics?

Curtis: I have been exposed to
orthodontics from a young age. My
father was an orthodontist and I
noticed how much he enjoyed work
and typically came home happy. I did
not realize how unique that was until
I got much older. When it came time
to choose a career, the choice was clear.

Tell me about your practice in
Chandler, Arizona.

Curtis: We are growing! The practice has had considerable
growth from 2006 when I purchased the practice and relo-
cated to its current location. We see patients three-and-a-half
days per week. We treat a wide variety of patients – anyone
with teeth! – from kids to adults. We have two full-time front
desk employees and two full-time and one part-time clinical
staff members.

We are a family values practice who seeks long-term relation-
ships with patient families. Established in 1973 (by my father, Dr.
L. David Curtis, now retired) we are seeing a good number of
patients returning with their children for orthodontic treatment.
We believe in treating patients at the age that is most conducive to

successful outcomes. We use the latest in
orthodontic technology to deliver effec-
tive comfortable and predictable treat-
ment. Technologies we have adopted
into the practice include CBCT, diode
laser, CAD/CAM and clear aligners.

I love complicated orthodontics!
The more impactions or the more dif-
ficult the patient cooperation the bet-
ter! I have a number of patients that
are mentally disabled with severely
impacted teeth. The challenge of

resolving their problems while winning the patient’s trust and
confidence is something I particularly enjoy.

What is your practice philosophy? 
Curtis: I know I just said that I love the challenge of compli-

cated orthodontics, but my practice philosophy is to keep it sim-
ple. I love science and really love calling on my physics and basic

continued from page 61

Dr. Curtis’ Top Three
CBCT (i-CAT) Diode Laser (Picasso Lite) Self-ligating Brackets (Insignia)

When did you start using it?

October 2010 January 2010 Since my residency program

Why can’t you work without it?

I love being able to see things in 3D. It helps to
sell the recommended treatment.

I love being able to comfortably and controllably
adjust the soft tissue.

I love the low-friction results that can bring in
ectopic teeth quickly.

When do you use it?

When discussing complex cases and showing the
results of these cases.

After closing diastemas, after debonding when
gingival architecture is less than ideal, or when
uncovering impacted teeth.

In cases when “colored” braces are not chosen by
the patient. I wish I could use them on everyone.

How do you market it to patients?

On our Web site and in discussions with our
referring offices.

Simple conversations with patients in the wait-
ing room and in the consultation about the need
for soft-tissue management.

Web sites, animations, brochures and scripted
conversations.

What would you change about it?

I would like to increase the resolution of the
images.

I wish the audible fire tone were louder, to be
heard over the sound of the suction.

I wish the companies would make colored doors
that patients could choose from at the start 
of treatment.
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science classes when treatment planning. I feel
that the pre-treatment mouth tells us a great deal
about the most stable positions of the teeth.
Treatment plans should be designed to obtain the
most beautiful and functional result with the least
amount of tooth movement. Teeth that are irreg-
ular and crowded need to be moved to a “lower
energy,” more stable position. Orthodontics
should be a field that brings order and stability to
a system that is out of order. I love creatively
coming up with a plan to use natural teeth in a
creative way to achieve a beautiful smile.

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

Curtis: Last year I was one of six opinions on one orthodontic
case. Six! Phoenix, like many parts of the nation, has had a turbu-
lent last couple of years. Competition is tough but the challenge of
creating a great experience and customer service difference has
allowed all orthodontists in the area to step up their game! I am a
firm believer that competition is one of the things that makes
America great! While I don’t wish to see five new orthodontic offices
pop up next door to me, I feel that this competition helps to create
improvements and a better experience for both patient and practice.

You mentioned in your intro column in March
Orthotown that you like the challenge of finding cre-
ative ways to run a small business in this economy.
How has the economy affected your practice, and
what creative strategies do you use to keep your
practice running smoothly?  

Curtis: This economy is the only thing I’ve known! All I can
say is that business is simple – seek as many new patients as you
can from as many sources you can think of, offer a great experi-
ence, quality results and a reasonable price and with reasonable
terms. Watch expenses while charging enough to make the busi-
ness profitable. Track statistics regularly and set goals for growth.
I have found that setting goals with staff and freely sharing sta-
tistics with them helps to motivate the right people to help take
your practice to the next level.  

How do you get the word out about services to patients? 
Curtis: We regularly invite patients to refer friends and fam-

ily to our office. I like to get the word out face to face. I give out
a lot of business cards! And social media – YouTube, Facebook,
blogs – are a great way to market. I also utilize school presenta-
tions and in-office internal marketing. 

What is your favorite procedure or part of orthodontics?  
Curtis: I love the detailing after the braces come off, like

incisal enameloplasties (dental manicuring) and soft-tissue laser

contouring. These procedures are the icing on the cake! They
take a good case and take it to the next level.

What product or piece of equipment could you not
practice without?

Curtis: I love my CBCT. It was the best investment ever! I
love being able to see the roots and crowns of impacted teeth.
This truly has been a game changer in my practice!  The revenue
that has come to my practice through outside scans for peri-
odontists and surgeons has paid for the machine from the first
month I had it. So far, as far as new orthodontic cases, exams
and consults, the wow factor has really sold this piece. Whether
this will continue, only time will tell. 

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

Curtis: Digital photography, CBCT images and ani-
mated treatment simulations used effectively on HD com-
puter monitors allow patients and their families to see the
problems and the results of treatment in ways that are impres-
sive. People feel better about spending money when a doctor
can eloquently and confidently present a plan of treatment
that addresses a problem that can be clearly seen.

continued on page 64

Staff, standing from left: Nicolas
Timpanaro, orthodontic assistant; Dr.
Alan Curtis and Brenda Smith, treat-
ment coordinator. Seated from left:
Erin Tinker, marketing/scheduling
coordinator and Michelle Taylor,
orthodontic assistant. Not pictured:
Millie Punla, office manager.
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What sort of challenges do you face
in working each day?

Curtis: By far the most challenging part
of my orthodontic business is managing
employees. I have an amazing staff. I feel they
are the key to producing excellent experi-
ences and results!  

What do you think is the biggest
problem orthodontics faces today?

Curtis: Rising cost of orthodontic tech-
nology and the increasing speed at which
results can be obtained force families to
finance more expensive treatment over
shorter terms. This, combined with the debt that orthodontic
residents are incurring, causes economic factors to influence the
decisions made by both parents and practicing orthodontists.

Changing directions, who are some of your mentors?
Curtis: My father; many great instructors at Baylor

College of Dentistry; Richard “Wick” Alexander; C. Moody
Alexander; Ed and Jeff Genecov; Jahn Valant; and many great
orthodontists whom I interact with in organized dentistry. I

enjoy meeting with orthodontists from
around the nation and hearing clinical and
practice pearls from them.

You teach at A.T. Still University as an
adjunct professor, what advice would
you give someone who is thinking of
entering orthodontics?

Curtis: First, I’d say get a well-rounded
education with a college major other than the
obvious biology or pre-med degrees. Get a
degree in marketing or accounting and busi-
ness. Also, shadow in as many orthodontic
offices as you can! I am surprised how many

people choose a career without spending much time trying that
career on for size prior to investing years of time and hundreds
of thousands of dollars on that path.

What do you do when you’re not working? 
Curtis: I love being with my family – my wife, Christie, and

our three boys, Alex, Will and Jake. Right now I’m in the process
of building the boys a treehouse. I also enjoy gardening, photog-
raphy, skiing, tennis and fishing. �
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Since 2007, ClearCorrect
President and CEO Jarrett
Pumphrey, has lead the devel-
opment of the company’s
product line – standardizing
and automating its manufac-
turing processes and improv-
ing service to its providers,
making it the second-largest
clear aligner provider in the
world. Now Pumphrey is lead-

ing the charge for ClearCorrect’s next phase – aptly called
“Phase Out,” which looks to eradicate unsafe drinking water
supplies around the world, amongst other efforts. Orthotown
Magazine sat down with Pumphrey to learn more about the
company’s intriguing charitable venture.  

ClearCorrect is riding one amazing wave of change
these days. Five years ago, you came out with the
goal to change the clear aligner industry, and it seems
you’ve made an impact since Inc. magazine named

ClearCorrect as America’s fastest-growing health
company for 2011. And now it seems ClearCorrect is
out to change the world! You’ve started a new project
called Phase Out, which initially focuses on phasing
out unsafe drinking water. Tell us more. What was the
reason for starting this project?

Pumphrey: When we started ClearCorrect, it was out of a
passion to help. Doctors didn’t have a choice in clear aligners,
and we wanted to help change that. Now five years later, we’ve
started Phase Out, which stems from that same passion to help.
Phase Out is our way of expanding how we help and who we
help while remaining anchored to the core of our business – and
even driving us in some ways – to create a great clear aligner
product for our doctors.

What is the purpose of Phase Out?
Pumphrey: We want to help eliminate life-impacting issues

for people in need. We plan on taking on a range of issues from
malaria to hunger, illiteracy to human rights injustices. We want
to help people in all parts of the world from our own backyard
to those in developing nations. 

Photo courtesy of charity: water

ClearCorrect President and CEO
Jarrett Pumphrey
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Can you explain how the Phase Out project works?
Pumphrey: The project is driven by our phase-based

approach to clear aligners. Unlike other systems that manufac-
ture and ship all the aligners for a case upfront, we make and ship
our aligners in batches or what we call “phases” of four sets at a
time. We do this so doctors have the flexibility to make changes
or corrections mid-treatment, if needed, without added costs.

When doctors prescribe ClearCorrect to their patients, they
can choose either a full treatment, which includes up to eight
phases, or a limited treatment, which includes up to three phases.
When all goes smoothly, as it often does, orthodontists end up
with a phase or two left over at the
end of treatment. Those leftover
phases used to mean nothing.
Now, with Phase Out, for every
leftover phase, we’re putting $20
toward phasing out life-impacting
issues for people in need.

What do doctors or their
patients need to do to par-
ticipate in this project?  

Pumphrey: That’s the best
part – our doctors and their
patients are already a part of the
process. Both doctors and patients
play a key role in making leftover
phases more likely at the end of treatment. Our doctors can help
by using the features we include with our products to make the
most of the phases they get (i.e. dental models for making 
in-house replacements, Compliance Checkpoints for ensuring
good patient compliance, etc.), and their patients help by sim-
ply wearing their aligners as instructed, which typically means at
least 22 hours a day.  

Of all the causes you could undertake, why is
ClearCorrect first aiming to “phase out” unsafe
drinking water?

Pumphrey: We decided we’d tackle water first because it’s
one of life’s most basic essentials. It’s something so basic, no one
should have to go without it, yet nearly one billion people on
the planet – that’s one in every seven of us – don’t have access to
clean, safe drinking water. They can’t just
turn on the tap. They have to walk miles for
water, and even then it’s likely to make them
sick. Unsafe water and a lack of basic sanita-
tion kill more people every year than all
forms of violence, including war. The worst
part is that 90 percent of the 30,000 deaths
that occur every week from unsafe water and
unhygienic living conditions are of children
under five years of age.

This sounds like a pretty big undertaking. Are you
working with anyone to phase out unsafe drinking
water?

Pumphrey: It is a huge undertaking but we’re not tackling it
alone. We’ve teamed up with a very talented and passionate
group called charity: water (www.charitywater.org). They’ve
already made amazing progress in eliminating the water crisis for
millions of people. They’re the experts in this. We’ve learned a
lot from them about the scope of the problem, and we just want
to help them do what they do best. For every leftover phase we
have, for every $20 we can give charity: water, they can give one

person access to clean, safe drink-
ing water. They’re a perfect fit for
our Phase Out program.

I realize you just started this
project in January of this
year, but can you give us
some idea of what has been
achieved so far?

Pumphrey: So far we’ve raised
about $25,000, which will help
about 1,250 people gain access to
clean and safe drinking water. We
hope to help tens of thousands
more by the end of the year.

How can doctors know if patients they treat with
ClearCorrect helped toward this cause?

Pumphrey: Doctors and their staff can see the direct impact
they’re making through our online case management system,
ClearComm. They can log on and see exactly how many people
they’ve helped through Phase Out.  

Where can orthodontists go to learn more about this
Phase Out project?

Pumphrey: They can visit www.clearcorrect.com/phaseout
for more details.

Thanks for your time, Jarrett, and we wish you the
best with Phase Out.

Pumphrey: Thank you! �

About ClearCorrect

ClearCorrect works with more than 11,000 dentists and orthodontists making it the second
largest clear aligner company in the world. The company offers a doctor-friendly approach
including a phase-based delivery system to enhance flexibility and control for orthodontists.
For more information, visit www.clearcorrect.com or call 888-331-3323.

Pumphrey (front) and his team at ClearCorrect.
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by Drs. Terry and Bill Dischinger

“You plan on putting that in my child’s mouth?” How many of us have heard that
over the years when showing the patient and parents a Herbst appliance? Or maybe, we
were just waiting to hear that. Comfort was our goal when we began designing the
AdvanSync Molar to Molar Class II Corrector more than seven years ago. 

We knew that with the advantages a telescope Herbst provided, we could continue
to make the appliance smaller and smaller. We felt if we could incorporate four pieces to
the mechanism, it would allow us to make the appliance so small, it would only need to
be attached to the molars. That is where the original name of Molar to Molar Corrector
came from. While designing and testing the appliance, we realized that there were so
many other advantages we had not even initially considered.

One of the many advantages of the AdvanSync Molar to Molar Class II Corrector
is that it has allowed us to orthopedically correct the Class II while simultaneously
doing all the orthodontics with the braces, saving at least six months of treatment time.
The appliance is attached just to the molars in contrast to previous Herbst designs that
were either attached to the mandibular first premolars or had a long cantilever arm
making it impossible to place braces on the mandibular premolars. This problem is
eliminated by the new design and we are now able to bond both the maxillary and
mandibular arches from second premolar to second premolar (upper and lower 5-5).
Doing this allows us to perform all the orthodontics while the AdvanSync is in place.

When the AdvanSync is removed, the orthodontic work is virtually done,
leading to a much shorter treatment time. Most cases in our office are being
treated in 14-18 months, saving us well over six months from our tradi-
tional Herbst treatments.

Case Presentation
When the patient returns to the office for her new start appointment,

the spacers are removed (Fig. 1), and the AdvanSync crowns are fit one at a
time similar to fitting bands. The screws are dipped in Ceka bond prior to
their insertion. The mechanism is attached to the maxillary crowns. Use a
small quarter-inch, 2 oz. elastic to tie the mechanism to the axel. This will
help keep the arm out of the way while cementing it. Once the crowns have
all been fit, they are set aside.

F ig. 1
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We now bond maxillary and mandibular second premolar to second premolar 
(5-5). Either direct or indirect bonding methods will work. We have used both meth-
ods. We have found that in order to level the lower arch and correct the overbite, the
premolars need to be bonded very gingival just as you would with any Class II case
with a deep overbite. In the mixed dentition crowns are placed on the second pri-
mary molars, if two-thirds of the root is present. This prevents impingement on the
ascending ramus. We have used crowns on the second primary molars for many years
with the Herbst appliance. In the mixed dentition brackets are placed on the incisors
and the primary canines. In some cases, the primary first molars are bonded as well
to help in securing the wire in place in the span from the primary canine back to the
crown. The treatment protocol is essentially the same for both mixed and permanent
dentition cases. 

Following the bonding, we then cement the AdvanSync crowns one at a time.
Once the crowns are cemented, we figure-eight-lace the maxillary 6-6 full arch. This
is key to the treatment. A Herbst appliance will distalize maxillary molars. We don’t
want that to occur. If the molars distalize, the orthopedic effect on the mandible is lost.
We lace every single patient this way, even patients that we might be using open coil
springs with, to create arch length in the presence of crowding. We are frequently
asked how we are able to gain space yet have the whole arch laced together. We believe
the light ligarature wire has enough give to it that the arch is able to broaden yet hold
the molars in place. It has worked routinely for us for more than five years. 

We then place .014 CuNiTi wires in both the maxillary and mandibular arches.
These wires go 6-6, through the tubes on the molar crowns. The upper wire is cut
flush. The lower wire is annealed and bent up. If springs are being used, do not bend
the lower wire tight with the end of the archwire tube. We almost always use springs
to gain all the space before engaging crowded teeth on the .014 wires. This allows
maximum arch development and prevents the dumping of mandibular incisors labi-
ally. We have found that an .016x.022 SS overlay archwire is very useful and aiding
in the leveling of the lower arch. Many times we will just solder an 022.x.028 arch-
wire tube alongside the existing tube on the lower molar crowns so that both wires
can be inserted 6-6. If it is not possible to solder a tube, then we have run the .014
wire 5-5, and then the .016x.022 SS overlay is run 6-6 into the archwire tubes. Once
the wires are placed, the arm mechanisms are attached to the lower crowns with
screws that have been dipped in Ceka bond. The initial activation will place the
patient into a Class I canine position. 

Once the AdvanSync arm mechanisms have been attached, the patient needs to be
checked to ensure that the midlines coincide. If they are not aligned, then shims need

to be placed on the side that the mandibular midline is deviated until the
mandibular midline is centered under the maxillary midline. If this is dif-
ficult to achieve, they can be closely approximated, then centered at the
following appointment. Some midlines will be off-center due to crowding
or rotated teeth. In Class II cases, research shows that 50 percent have a
skeletal midline asymmetry. 

At the new start appointment we fit the AdvanSync crowns, bracket the
teeth, place the upper figure-eight lacing in the maxillary arch, place the
archwires, and connect the AdvanSync mechanism (Fig. 2). If you will
notice in most cases, the patients profile looks normal after the insertion
appointment. This is a very positive happening for the parents and patients.

We tell our patients that they will have trouble eating for about five
days. Most patients will initially have a posterior open bite due to the 
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activation. This is similar to a patient with bite turbos. With the crowns on the molars
though, they typically are able to start eating sooner than patients with bite turbos.

We see patients with open coil springs being used to gain space six weeks after the
initial placement to either reactivate the springs, or engage the initially blocked out
teeth. If no open coil springs are being used, we see them 12 weeks after the initial
placement. At the 12-week appointment, the wires are typically changed to .014x.025
CuNiTis. The upper arch figure-eight lacing is maintained. In addition, a surgical tie-
back hook is placed mesial to the upper first molar and steel ligature tied to the hook
on the molar crown, this provides double protection to prevent the molars from dis-
talizing. The AdvanSync appliance is activated 4mm on each side using the activation
shims from the AdvanSync kit. 

Some patients will be in their final overcorrected position at this point (Fig. 3). Our
overcorrected position places the maxillary canine end-on with the mandibular first 
premolar when the initial cuspid relationship is end-on or less. In severe Class
IIs greater than end-on or in adult cases, we overcorrect a full tooth, placing
the canines in a full Class III position. As mentioned earlier, 50 percent of all
Class IIs have a mandibular skeletal asymmetry. If the mandibular midline
was deviated initially, then it needs to be overcorrected. We incorporate the
same philosophy as the overcorrected cuspid relationship to correct asymme-
tries. As a guideline, we overcorrect the midline by placing the mandibular
midline half the width of a maxillary central incisor over. However, the ini-
tial canine relationship still needs to be checked. The more severe the initial
Class II relationship, the more severe the discrepancy of the midline, the
more overcorrection that is needed. In almost 30 years of using the appliance
at Dischinger Orthodontics, there has never been a patient not drop back.
We tell the patients and parents it will take two to six months for the jaw to
drop into position. The mandibular arch needs to be leveled to allow the nor-
mal rebound of the mandibular over correction. They are also told that if we
do not overcorrect prior to the AdvanSync being removed, that as the jaw
drops back, the overjet will return.

If at this activation the patient was not placed into their final overcor-
rected position, then they are seen back 12 weeks later and activated into the
final position. We typically will increase the wire dimensions again by placing
either a .019x.025TMA or a .019x.025 NiTi with 20 degrees of labial crown
torque for the incisors in the maxillary arch, and a .016x.025 stainless steel in
the lower arch. Patients are held in the final overcorrected position for 12
weeks and then a joint film is taken of the TM joint to confirm the condyle
is centered in the fossa. If it is centered, then the AdvanSync appliance and
crowns are removed a week later. If the condyle is not centered, we then have
them return in six weeks to take another joint film. Just about all growing
patients are centered after three months over correction; definitely centered
after four-and-a-half months. If you do not have the capability to take joint
films, we recommend holding patients in the final position for 18 weeks, and
for adults, 24 weeks, to ensure that they are completely centered.

At this time in our practice the rectangular wires in the previous para-
graph would have been placed (Fig. 4). Also, the patient would be over cor-
rected more into a Class III dental relationship.

Figure 5 shows the patient the day the AdvanSync was removed. Notice
the mandibular arch was not leveled as would be preferred. Notice the great
position of the molars after the AdvanSync was removed (Fig. 5). 
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The appliance is removed by cutting the crowns at all four corners on
the occlusal surface just over the occlusal table and the buccal-mesial corner
cut down the line angle taken all the way subgingival, completely cutting
the crown (Fig. 6). The crowns are then removed with a crown-removing
plier. The adhesive is cleaned up and the wires are sectioned 5-5. We do not
bond the molars at this appointment as the tissue is usually irritated and iso-
lation is difficult. We have the patients return a week later and the molars
are bonded and the case proceeds with normal orthodontic mechanics to
finish. The mandible typically takes two to six months to relapse into Class
I. You need to be sure and level the mandibular arch. If this is not done
prior to the AdvanSync being removed then as the jaw drops back then the
overjet will return.

The AdvanSync Molar to Molar Class II Corrector has allowed us to
simultaneously correct our Class II while accomplishing most of the
orthodontic tooth movement. The appliance has been much more com-
fortable for our patients than previous designs. The acceptance of the
patients and parents has been phenomenal. With the AdvanSync Molar
to Molar Class II Corrector, we are able to be friends with our patients
and treat them in much less time. We are orthopedically correcting Class
II patients in virtually the same time as normal Class I cases. AdvanSync
cases to date appear to have better facial orthopedics than with previous
fixed functional appliances.

The AdvanSync Molar to Molar Class II Corrector is available in a kit
or through lab fabrication at AOA Laboratories. In mixed dentition cases
or some unusual permanent dentition cases, we use AOA Laboratories to

fabricate the appliance. If you are accustomed to having laboratories make your
appliances or want a custom design, AOA Laboratories will provide great service.
Mixed dentition cases require custom-made appliances. At this time, the kit was not
designed to be used in mixed dentition cases. The size of the appliance makes it a
wonderful choice for mixed dentition Class II orthopedic treatment. If the case is
sent to AOA Laboratories, then of course, models will need to be sent and the crowns
are fit by them. ■

    
Author Bios
Terry Dischinger, DDS, is considered nationally as a leader in both functional jaw orthopedics and orthodontic technology and has lectured exten-
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Can Your TAD Practice Benefit
from Optical Magnification?

“I should’ve brought my loupes for this!” I’ve heard this or something along
those lines more than once in the many hands-on courses and live insertions that
I’ve instructed. Reason enough for me to look at this topic a little more in depth.

There is sufficient support in the literature that the visual acuity of dentists
decreases with age.1,2 It is however, interesting to note that according to a recent
study, practitioners with higher natural visual acuity also have higher visual acu-
ity when using loupes.2 It is therefore quite clear that practitioners of all ages can
benefit from optical magnification in order to improve their visual acuity. 

How important is this finding for your TAD practice? First of all, the use of
TADs can be subdivided into two stages – the insertion stage and the loading
stage, and both stages come with different clinical requirements.3

Since the identification of the proper insertion site and the determination of
the most ideal insertion angle require only little visual acuity, tactile sense seems
to be the most important sense during the insertion stage and requires training,
experience and heightened attention. Things change, however, during the loading
stage. Here it is important to visualize the anatomy of the TAD head to securely
fixate the auxiliary. 

While experience with a certain mini-screw implant obviously helps, it is by no
means a substitute for visual identification of specific TAD head features that can
be more or less intricate depending on the product used. Typically cross-slot-head
implants show a more detailed head design (Fig. 1), while simple
undercut-head implants show a much less intricate design (Fig. 2).4

by Sebastian Baumgaertel, DMD, MSD, FRCD(C)

1. Burton JF, Bridgman GF. Presbyopia and the dentist: the effect of age on clinical vision. Int Dent J. 1990;40(5):303-12.

2. Eichenberger M, Perrin P, Neuhaus KW, Bringolf U, Lussi A. Influence of loupes and age on the near visual acuity of practicing dentists.

J Biomed Opt. 2011;16(3):035003.

3. Ludwig B, Baumgaertel S, Bowman JS, eds. Mini-implants in orthodontics – Innovative anchorage concepts. London: Quitessence

Publishing Co (2008).

4. Baumgaertel S, Razavi MR, Hans MG. Mini-implant anchorage for the orthodontic practitioner. Am J Orthod Dentofacial Orthop.

2008;133(4):621-7.

Fig. 1. Close-up of TOMAS-pin head
(Dentaurum, Ispringen, Germany)

Fig 2. Unitek TAD (3M Unitek,
Monrovia, CA – picture provided 
with kind permission of 3M Unitek)
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The type of biomechanical setup chosen will also have an impact on the decision if
the use of loupes makes sense.5 For example, direct anchorage does not have high
demands in regard to visual acuity. It simply requires the identification of an under-
cut. Especially if custom auxiliaries are used, things are quite simple clinically as
most of them “snap” right onto the head (Fig. 3). Indirect anchorage on the other
hand might require greater visual acuity. If a wire is to be engaged into a cross-slot
for instance (Fig. 4), increased visual acuity can be extremely desirable, especially in
areas that might come with reduced lighting or are somewhat obscured by saliva. 

Therefore the decision if loupes are used should be an 
individual one. While I personally see only limited use of visual
magnification during the insertion stage, it certainly makes
sense during the loading stage. Particularly practitioners above
the age of 40 who have been shown to lack visual acuity relative
to younger colleagues and orthodontists intending to use a lot
of indirect anchorage could certainly benefit from increased
visual acuity. ■
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Fig. 3. TOMAS coil spring mechanically locked into
undercut for direct anchorage mechanics.

Fig. 4. TOMAS-pin with wire engaged in
the cross-slot (fixated with composite)

for indirect anchorage mechanics. 
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