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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.
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About Lace Back?
This Townie is trying to learn about incor-
porating lace back in canine retraction. 
Is there an easier and more predicable
method to know how much is enough?

Lace Back

E-mail Confirmations for Patients 
– Does it Work for You?
The goal was to eliminate the need to call
patients the day before, but this Townie is
having more no-shows than ever. What’s
the problem?

E-mail Confirmations

Monthly Poll
3D CBCT/Plaster Models 
Do you feel that 3D CBCT images are sufficient replace-
ments for plaster models in documenting pre-treatment
conditions (diagnostically, legal defense)? 

A. Yes   B. No

Media Center 
Webcasts
Check out the Webcasts in the Media Center. Here you can
view “3D Imaging – a New Dimension in Orthodontic Diagnosis
and Treatment Planning” by John Graham, DDS, MD, as well as
other Webcasts.

Online CE
Orthodontic Root Resorption – Update
-Glenn T. Sameshima, DDS, PhD
This course will update the clinician on what is currently
known about external apical root resorption. You will learn
which patients are the most at risk. You will understand what
the etiology is, and what diagnostic and treatment factors
must be considered.

MESSAGEBOARDS

Idiopathic Root Resorption/Orthognathic
Surgery Case
Have you ever seen root resorption to this extent? Would
you have the same treatment plan as the ortho assigned
to this case?

Idiopathic Root Resorption

▼
▼

▼

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

Because a Lot Can
Change in a Year

▼

05
12

Message

from the

Online

Community

Manager

Move offices? Graduating soon? It’s been a year since we

last reminded you and we know a lot can change in that

time! Update your registration information and public pro-

file in the My Profile section of the Web site. Your registra-

tion information is confidential, but helps Orthotown.com

bring you information relevant to you and your practice. Add

information to your public profile so other Townies can find

you in the member search. Update your avatar and signa-

ture area to show your personality on the boards. Make sure

you click the update button to save any changes and as

always, let me know if you have any questions!

HELPCENTER
Feature of the Month
The new online CE at Orthotown.com can now be viewed on your iPad! Check out the
Help Center’s Feature of the Month for more information!

VIDEOTUTORIAL
How to Upload an Avatar
Avatars are images used to represent you on the message boards. Upload yours
today! Go to the Media Center and click on the Tutorial section to watch a short video
with step-by-step instructions on how to upload an avatar.

orthotown.com // highlights
continued from page 4
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Patient images Scheduling

Super Questionnaire with 
signature capability

Aquarium*

Tooth Chart

Aquarium® case 
presentation 

movies

Now runs on Android™!

The Dolphin Mobile app now runs on most Android devices, in additional to all Apple iOS 

devices (iPhone®, iPad®, or iPod touch®). Depending on whether you’re running Dolphin 

Imaging, Dolphin Management or both, you can enjoy secure access to all your patient 

images; patient treatment chart entries; referring doctor information; your daily, weekly or 

monthly schedule. Supports Aquarium* and the new Super Questionnaire! 

Activation fee required. For more information, visit www.dolphinimaging.com/dolphinmobile.

*Aquarium must be purchased separately.
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Control freak

i-CAT gives you CASE CONTROL

FASTEST WORKFLOW   |  MORE CONTROL  |  ADVANCED TREATMENT TOOLS

www.i-CAT.com  |  800 205 3570  

Featuring NEW software

Airway analysis 3D Cephalometric analysis Digital Modeling

Available exclusively through 
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according to // “dr. wo”

Orthotown Magazine has focused on cone beam computed tomography (CBCT) as one of
its major topics since our very first issues. The impact of CBCT scans in diagnosis and treat-
ment planning is becoming more recognized and adoption of this technology is becoming an
important decision within and amongst orthodontic practices. I try to make it a point to
attend as many meetings as I can when 3D imaging is the main focus. 

The Imaging Sciences International Congress on 3D Dental Imaging is now in its sixth
year. I started attending in its third year and I am registered for the next one, which will be in
October this year. There are 11 outstanding speakers who will be sharing their perspective on
the theme: “Moving from 2D to 3D Treatment Planning.” 

The other meeting that I have attended since its inception is the Anatomage Users Group
Meeting. The third annual meeting was in April and I had the privilege of sharing the platform
with those much more expert than I in the application of CBCT images in orthodontics,
including Dr. David Hatcher, among others. My presentation was “The Clinical Application
of InVivo 5 Software.”

Dr. Hatcher’s presentation focused on the sinus images that are so clearly viewed in a
CBCT scan. He reviewed the navigation through the InVivo 5 Software in viewing the sinuses.
He provided a step-by-step process of how to do this and what structures can be visualized that
are “normal,” with the idea that anything seen that does not match what a “normal” structure
should look like needs to be reviewed by an oral and maxillofacial radiologist (OMR). Dr.

Hatcher is sought after by many
organizations to contribute to the
understanding of the images we
can view in a CBCT scan. 

One of the most factual and
entertaining presentations at the
Anatomage users meeting was
done by Art Curley, a senior trial

attorney in a San Francisco-based health-care defense firm. Mr. Curley has been a speaker at
this meeting before and his experiences with legal cases involving the use or non-use of CBCT
is very enlightening. Mr. Curley has spoken at other Anatomage users meetings and his view-
point as seen from the courtroom is extremely informative. He emphasized that record keep-
ing of items, often not considered relevant, is seriously important relative to CBCT imaging.
He recommended recording in a journal, the time and date of regular calibrations of your
CBCT machine. This is information that needs to be retained to assure the accuracy of scans.
According to his experiences, a dentist/orthodontist is more likely to be sued for not taking a
CBCT scan. One statement that really made me think is that treatment of a family member
requires an informed consent in the treatment record. “Family is not excluded,” he stated. He
emphasized documenting everything, like when your patient watched a video, and when you
gave instructions for retainers, you should mark the time of day as well as the date when an
informed consent is signed, etc. Also record negative issues, hygiene, failed or cancelled
appointments, etc. 

We will continue to bring you the latest updates relative to CBCT so you can make an
informed decision about the use and value of CBCT, and I would encourage each of our 
readers to look for opportunities to learn more about this technology. ■

CBCT, Context and Conferences
by Wm. Randol Womack, DDS, Board Certified Orthodontist, Editorial Director, Orthotown Magazine

“The impact of CBCT scans in diagnosis and treatment

planning is becoming more recognized and adoption

of this technology is becoming an important decision

within and amongst orthodontic practices.”
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YOU COULD GET THERE ON YOUR OWN...

...BUT WE’LL GET YOU FURTHER, FASTER.

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

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

                                                          



wired for // success

I’ve always enjoyed new technology
whether it’s a new universal remote, a
smartphone, an app or a sleek tablet
computer. There is nothing better than a
revolutionary gadget that improves your
life. CBCT 3D technology is one that
still wows me every day. I have been using
CBCT images in my practice (first from
an imaging center and then from my own
scanner in my office) since 2006 when 
I graduated. Over the last six years I’ve 
collected a number of interesting images
I’d like to share. Share yours online at
Orthotown.com!

Fig. 1: “Has anyone seen my gum? I
can’t seem to find it.” 
Fig. 2: “We were inverted exchang-
ing communications” –Top Gun
Fig. 3: “Can someone give me direc-
tions?”   
Fig. 4: “I’ve got an extra one I can
loan you.”
Fig. 5: “I’m feeling tired. I think I’ll
take a nap.”
Fig. 6: “Yes, Jimmy, thank you for
raising your hand.”
Fig. 7: “Doctor, can we do clear
braces… I don’t like the look of
metal.”  (This one really happened.)
Fig. 8: “Traffic jam on the 101
southbound.”
Fig. 9: “Will a volunteer please step
forward?”
Fig. 10: “Mom, have you seen the
stylus to my Nintendo 3DS?” ■

Portraits of Malocclusion: 
A Collection of CBCT Oddities
by Alan A. Curtis, DDS, MS, Board Certified Orthodontist, Online Editorial Director, Orthotown.com

Fig. 1 Fig. 2

Fig. 3 Fig. 4

Fig. 5 Fig. 6

Fig. 7 Fig. 8

Fig. 9 Fig. 10
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profiles // new products

Tx STUDIO

Tx Studio from Imaging Sciences International
is now fully integrated into the i-CAT Next
Generation and i-CAT Precise systems. In
addition to the included anchor pin library for
virtual TAD placement, Tx Studio provides an
optional 3D Cephalometric Analysis package
which allows for the creation of ceph tracings
with greater accuracy and in less time than tra-
ditional 2D ceph tracings. Also included in this
package is the new face-match photo-wrapping
feature that allows easy and immediate wrap-
ping of a facial photo taken with a standard
digital camera onto the 3D volume. For more
information, visit www.i-cat.com.

CAESY Cloud

Patterson Dental Supply, Inc., announces new updates to Caesy Cloud, its online patient edu-
cation portal that gives users access to Caesy Patient Education multimedia presentations via
the Cloud. Caesy Cloud 1.2 now gives practices the ability to embed Caesy presentations
within their Web site(s), and also offers a number of new and updated presentations to increase
case acceptance and enhance practice offerings. Caesy Cloud currently offers more than 280
multimedia presentations, which dental offices can access on PC and Mac desktop computers,
Smartphones, and the iPad, iPhone and iPod.

Caesy Cloud requires no installation. All that is needed to access Caesy Cloud is an Internet
connection – networked connections between participating computers are not required.
Dental professionals can simply sign up for the service by visiting CaesyCloud.com and gain
access to the presentations for immediate use from anywhere.

ProMax SCARA2

The ProMax SCARA2 (Selectively Compliant Articulated Robot Arm) technol-
ogy enables movements and imaging geometries for basic panoramic imaging.
This patented technology enables free geometry based on image formation and
can produce any movement pattern required. This allows accurate and reliable
volume positioning, volume diameter adjustment and a reduction in radiation
exposure to the patient. The unit is intended for digital-based diagnostic X-ray
use that includes a child panoramic mode, a double TMJ program and PA sinus
program. For more information, visit www.planmecausa.com.

New Products
If you would like to submit a new product for consideration to appear in this section, please
send your press releases to Assistant Editor Krista Houstoun at krista@farranmedia.com.

orthotown.com \\ MAY 2012 13
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SureSmile Reduces Pricing
SureSmile, an orthodontic system that combines 3D diagnostic
imaging with computerized treatment planning and robotic arch-
wire customization, recently announced new reduced case pricing.
Historically OraMetrix, the parent company of SureSmile, has
offered a tiered scale for pricing based on orthodontic practice case
volumes. Now, to help orthodontists who are just beginning to use
SureSmile and/or scaling SureSmile in their practice but have not
reached significant volumes, OraMetrix has leveled the cost equa-
tion for low to moderate volume practices. At lower SureSmile 
volumes, doctors can now get nearly a $200 savings per case. For
more information, visit www.suresmile.com.

NYUCD Names New
Orthodontic Wing 
The New York University College of
Dentistry (NYUCD) names the Dr.
Elliott M. Moskowitz Orthodontic Wing
in recognition of a $1.2 million gift from
Dr. Moskowitz to help transform a 20th
century clinical and research environment
to reflect 21st century technology, design
and function. NYUCD has also created
the Elliott M. Moskowitz Give a Smile
Fund, which will build on Dr. Mosko-
witz’s gift to secure the additional res-
ources required to achieve this goal. Dr.
Moskowitz, an alumnus of the NYUCD
and an internationally respected ortho-
dontist, researcher, author and editor for
more than 40 years, is also a long-time
faculty member of the NYU Department
of Orthodontics and a distinguished
alumni leader. For more information on
the Elliott M. Moskowitz Give a Smile
Fund, please call 212-998-9920.

Ormco Announces Damon for Lower Arch 
Ormco, a manufacturer and provider of advanced orthodontic technology and services, announces its
Damon Clear appliances are now available for treating the lower arch. Building upon Ormco’s progressive
line of Damon System orthodontic braces – a combination of passive self-ligating brackets, high-technology
archwires and minimally invasive treatment protocols – Damon Clear is a vir-
tually invisible orthodontic treatment that delivers fast, comfortable treatment
to accommodate today's image-conscious adults and teens. The Damon Clear
lower brackets, available for lower 3-3 anterior teeth, follow the same core
design as the original Damon Clear brackets used to facilitate upper arch
movement and are manufactured with identical products for a uniform, visu-
ally appealing treatment solution. For more information about the Damon
Clear system, visit www.damonbraces.com or www.ormco.com. 

Industry News
The Industry News section helps keep you informed and up-to-date about what’s 
happening in the dental profession. If there is information you would like to share
in this section, please e-mail your news releases to ben@farranmedia.com. All
material is subject to editing and space availability.



industry // news

Carestream’s OrthoTrac
Celebrates 30 Years
Launched in 1982 as the industry’s first
orthodontic practice management software,
2012 marks the 30th anniversary of
Carestream Dental’s OrthoTrac software.
OrthoTrac offers a completely seamless inte-
gration for practice management, imaging,
electronic services and digital radiography,
enabling orthodontic practices to be more
efficient. The key to OrthoTrac’s longevity 
is its continuing tradition of innovation,
including the following three recent industry-
shaping developments: OrthoTrac Point-of-
Care Module, OrthoTrac Pearl Module and
the OrthoTrac Smart Call Module. For more
information, visit www.orthotrac.com.

Ortho2 Release
ViewPoint 9
Enhancements
Ortho Computer Systems,
Inc., announces the release
of the ViewPoint 9 enhance-
ments. This new version of
ViewPoint features a myriad of enhanced features and improved functionality.
The improved On�Deck Operatory Display now includes a Light Bar system.
Treatment Chart users will be able to open a patient’s chart as well as other pro-
gram applications using their fingerprint. ViewPoint 9 also includes integration
with DemandForce. The ViewPoint product line has also benefited directly from
Ortho2’s Edge development. Edge Imaging and the Premier Imaging extension
pack are now available for ViewPoint users wanting to experience revolutionary
features like card flow presentation, shadow alignment, unlimited undo and
more. ViewPoint offices can now streamline appointment and other reminders
by upgrading to Edge Reminders. Send text, human voice or e�mail messages
without minimum usage fees or long�term contracts. For more information, visit
www.ortho2.com.

orthotown.com \\ MAY 2012 15
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Does Anyone Have a Dedicated
PR/Marketing Coordinator?
Who has a marketing coordinator? Is hiring one worth it? How much should I pay the person? All these questions and more answered here!

I’m looking at hiring a PR coordinator to help with our marketing efforts. I’d like this per-
son to make consistent visits to GPs, establish relationships with the local schools, be in charge
of social marketing, help set up open houses, etc. 

Question is, I have no idea how to compensate this person. I’m thinking of starting the
person part-time but not sure how many days would be adequate – two, three or four days?
Also, I think it would be in my interest to have some kind of a bonus system instead of a
straight hourly wage to keep him or her motivated and hungry. Does anyone have any recom-
mendations as to how to set this up? Any help would be appreciated. Thanks. ■

This person could be a big expense for you, especially since it will be his or her job to
spend your money!

Isn’t there someone on your team who can be trained to do this? I’m sure he or she
would appreciate the extra hours and he or she is already very familiar with your practice.

I do my own marketing. Just thought I’d throw in my two cents. ■

It will cost money but I’m at a point where I have no other choice. I purchased an existing
practice about two years ago and I’ve been trying and trying to work with the TC/marketing
lady who had been working for the old doctor for 20+ years. She’s a great TC, but she just 
doesn’t have the drive and enthusiasm to go out and market more. I’m hoping to hire a PR 
person part-time and then transition her to be the next TC person. ■

If you have an extra chair, hire another ortho assistant. Have her hit offices and schools
in the morning and come back to the office by 2-3 p.m. to see patients during the busiest
time of the day.

[Posted 12/20/2011]
Another good idea for a PR coordinator is a patient’s parent who wants 16-20 hours per

week. He or she is in a position to rave about your practice and you might be able to barter the
patient’s account for time. ■

Hiring another chairside assistant and using them for PR in the morning is a great idea.
Didn’t think of that. 

I actually already have someone in mind for the position. She used to be in sales and is also
a patient in treatment, so I think she’s perfect for the position. I just have no idea how to set up
her compensation. Any ideas would help. Thanks. ■
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We have the assistant/PR set up here. The lady I have in that spot was custom-made for
it... worked as an ortho assistant for years earlier in life and later sold advertising for the
newspaper. For us, it is more assisting than PR, so I would have to agree that it would be
hard to have a dedicated PR person, even part time. In my office it would be a day a week
or so. It might be a bit more since she does a fair amount of it between patients, but I would
second (or third) a dual role person. ■

I am actually in the same position (trying to hire someone to do this position). We call it
the communications coordinator, which is a combined position of scheduling coordinator and
PRC (professional relations coordinator). We designed the position to have one patient-free
day one week and the next week two patient-free days. It comes out to about five days per
month average. We deliver lunches to GPs and give tooth fairy visits to schools and daycares.
This person is also the Web site editor, Facebook poster, creates PowerPoint shows for the wait-
ing room, creates all contests for patients and anything else you want to add to the list. Main
thing is making a checklist each week to keep him or her busy doing something productive.

I would suggest having the person of interest create a proposal for you. Give the person
a vague idea of what you want and let him or her go with it. If the person has marketing
experience, he or she might come up with great ideas. If he or she wants compensation less
than you expected, it gives more room for bonuses and incentives. ■

Bracesmith, that’s exactly what I’m looking for as well. Can I ask how much you com-
pensate this person? I’m trying to figure out if 1). I should pay hourly or salary, 2). I can
incorporate some kind of a bonus/incentive system.

Since the position might require a lot of organizing and work outside of the normal
office hours, I’m thinking of paying salary. Also, do you pay for gas and mileage for all
the deliveries? ■

I know an office that shares a recently graduated MBA with a marketing background
with three other offices (non-dental). They seem very happy with the work delivered, which
includes marketing.

The formula for paying him or her is simple. An MBA graduate makes approximately
$80,000 per year to start so they just figure the percentage of the work hours in a year they
use him and pay him that amount. 

MBAs are readily available these days and happy to have a job at graduation. This type
of work looks good on their resume since they are helping several businesses at the same
time. Try contacting your local college’s career placement departments for help. 

If you are going to try this, consider asking friends who are in medicine if they have
interest. Bigger medical offices with multiple doctors are a natural fit for this type of shared
relationship (i.e. orthopedic surgeons, bigger family practices, etc.). ■
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“Unchain Me! Open Your Mind 
to Open Eruption,” Said the Palatally
Displaced Canine 
Several cases with palatally displaced canines serve as great case examples to learn a new technique.

From what I’ve encountered, the concept of open eruption for palatally displaced
canines has been one of the most troubling for orthodontists... and for good reason.
There has been little written about it in the ortho lit, there’s little support from the sur-
gical side, there’s the dogma to overcome and the fear of “what am I going to do if the
tooth doesn’t erupt and I have no chain to pull from?” 

I think that those of us out there who use the technique will all say that we couldn’t imagine
going back to the other way. I can honestly say that up
until a few years ago I didn’t use the technique. I read
about it but I just didn’t get it. In residency and for
the ABO exam, I knew it to be the correct answer for
the test question and that’s where it ended. 

I thought it could be great for those of us who
can’t live without the open eruption technique to
share our experiences, cases and understanding with
the others so they can make an informed decision on
the route a case goes verses the way a surgeon would
prefer to treat. I think the greatest barrier to open
eruption is the lack of exposure or unwillingness to
understand the concept by our surgical counterparts.
Many of us have probably shared the same struggle. 

Fig. 1: For those who aren’t using open eruption,
hope you enjoy.

For those who are using open eruption, hope 
you share. 

Fig. 2: Does everyone feel comfortable with
bringing those cuspids in this position? I do.

Fig. 3: Five months after the start of open erup-
tion and I’ve done nothing orthodontically to the cuspids. 

[Posted: 2/14/2012]
To have success, there are a few procedural steps that can’t be tainted:
1. “surgeon” perio/OS lays flap to uncover palatally impacted tooth
2. all of the palatal bone surrounding the crown of the cuspid is removed
3. an eyelet, minus the chain, is bonded to the crown
4. window is cut over the crown and flap is replaced/sutured
5. barricaid gel (a light-cured periodontal dressing) is placed over the crown and is retained

by the bonded eyelet
Figs. 4 & 5: Bread and butter case:

»
Orthotown.com > Message Boards > Clinical Topics > Clinical Orthodontics > Unchain Me ▼
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Figs. 6 & 7: The day of bonding
Fig. 8: TMA cantilever mechanics from cross tube on archwire – initially, cantilever spring

bent to mainly deliver horizontal force.
Fig. 9: After the palatally impacted tooth has jumped the bite, vertical and horizontal force

vectors are added.
Note: no appreciable changes have occurred with the bite.
[Posted: 2/14/2012]
And another one.... I have a million.

Figs. 10 & 11: No ortho
initiated until you “see the
whites of her enamel.”

Figs. 12-14: Diode laser
used to remove redundant
tissue for bracket placement.
You’ll notice glass ionomer
buildups on the molars to
remove any bite-jumping interferences with the straight wire mechanics. ■ andy

Great post! Thanks for sharing...
Regarding the procedural steps that can’t be tainted: 
Do you mean all of the bone surrounding the canine, so there is no bone to resorb as it

erupts? Do you have a picture showing how much bone needs to be removed? I have been dis-
cussing this technique with my surgeon.

I remember an older post where you showed how it worked even in older patients.
Again, thanks for sharing. ■
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This article from Seminars in Orthodontics is great and is the only one ever written
that does the topic justice, mainly because of figure 2. This single figure should answer
all of your questions. [Editor’s Note: Visit message board for link to article.] ■ andy

I agree! We have done this since 2006 and it has worked great. I have not been requesting
the button to be bonded at exposure, and they still will come in. I might start requesting that
now as it makes sense to have it there. ■

The results look great. My question is are you performing these exposures yourself, or
did you train a surgeon/periodontist to perform the surgery? ■

I just started doing it this way a few months ago. I sent Kokich’s article to my OS guy
and so far, so good. Quick question though, is this technique possible when the crown of
the canine is right up against the root of the lateral? Would removing all the bone around
the canine crown compromise the root of the laterals? I’m trying to figure out if this
would be a good technique to utilize when I see severely impacted canines in mixed den-
tition patients. ■

I’ve only shown kids. Here come some adults. Now it gets fun. People have asked
me “does this work on adults?” Yes, it does. Honestly, with the right judgment this is
probably the best use of open eruption because you aren’t forced to commit to a case
like with a chain ligation. Meaning, you don’t have to start any kind of orthodontic
treatment whatsoever unless you see the cuspid erupting. 

Figs. 15 & 16: Here’s a scary canine scenario that I’d prefer to not think about treating
with a chain ligation... does that cuspid scare you in a 30-year-old adult? 

Fig. 17: What did I do? Had the cuspid exposed for
“open eruption sequence.” Meaning, I don’t do anything other than write the referral to
uncover the tooth, remove bone, bond eyelet and cover with the magic dressing. If the fates
are against us and the tooth doesn’t move for some odd reason, there’s little invested. I’m not
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involved and the patient is no different than before he saw me. If there’s movement, here’s
the next step. Remove the additional primaries and get going.

Obviously, once there’s tooth removal I feel ownership in the case. Notice the fresh
extraction sites only after I see the canine wants to come out to play? 

Fig. 18: Additional benefits: I can start working on the deep bite and crowding, yet the
canine is still extruding... all by itself. Think how much faster this is.

Fig. 19: And after the maxilla is level, begin cantilever mechanics to the cuspid. ■

I agree that this a good method for palatally impacted cuspids, but what about the less com-
mon labial impactions – do you use this technique?

Thanks. ■

Great thread, Andy. I’m a big fan of the technique, too. At first, I had a hard time
getting surgeons to follow the directions exactly, so I found a periodontist who was
willing and all of a sudden the surgeons were dying to do it too.

Fig. 21: It’s especially helpful in those cases that you men-
tioned you are worried about resorbing the laterals. Here’s a case
that I would have been extremely shy about treating, due to risk
of destroying the lateral, if I didn’t have open eruption as a choice.
Even so, the prognosis on the lateral is poor, but at least I have the
option of going after the canine.

Fig. 22: Yikes, look at the lateral root. Dentist waited too long
to refer!

Fig. 23: A few weeks after the exposure...
Figs. 24 & 25: And on the day of bonding, about five months

later. My mechanics aren’t as fancy as Andy’s, and I’ll admit, this is a dumber way of providing
traction to an impacted tooth than I usually use. Part of the reason the wire looks funny is that
I stepped it out around the lateral to avoid placing force on the lateral initially.

I didn’t take a photo at her last appointment (first visit after this bonding appointment),
but the canine was almost clear of the lateral and looked very manageable. 

I have several other similar cases (with less scary looking lateral roots and slightly more ele-
gant mechanics on more rigid wires), but the point is I really, really like this way of uncover-
ing canines. Ever had an adult where you were worried about the canines being ankylosed? This
is a good way to test them out without even having to place appliances or extract primaries. ■

Pnw, perfect example. Can you imagine trying to treat a case like that blindly pulling
from a chain? Makes me squirm. Thanks for sharing, and nice documentation. ■
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I have two suggestions on this topic:
1. Read anything and everything written by Adrian Becker. He has, by far, written more

beneficial articles on open eruption of canines than anyone else.
2. For simplified mechanics (palatally impacted canines when in contact with the later-

als is no longer a threat), simply bond a steel button on the lingual of the canine once
erupted enough and place a thin round thermal NiTi under the button (gingival) to
help move it. I don’t see bites open with this technique, the wire stays under the but-
ton and you will save tons of chairtime. It is shocking how quickly the canine moves
using this technique compared to anything else I have used in the past. There is no
need to use of a second overlay wire.

For facially impacted canines, bond a button (composite mini-molds work well) to the
facial of the canine and have the patient wear a 3/16”, 6oz vertical elastic to the lower canine
(or if necessary place a hook on the archwire at a preferable location based on the direction
you wish to bring in the canine). This is free guidance without a wire attached to the erupt-
ing canine. ■ Larry Levens

erickasample
Member Since: 08/17/07
Posted: 2/27/2012 
Post: 29 of 51 

str82th2
Member Since: 05/23/04

Post: 27 of 51

FEB 16 2012

» Find it online at: www.orthotown.com

▼search Unchain Me

continued from page 21

MAY 2012 // orthotown.com22

http://www.towniecentral.com/MessageBoard/thread.aspx?a=11&s=6&f=693&t=182025&pg=1


orthotown.com \\ MAY 2012

message board // orthotown.com

23

Dental X-rays Linked to Brain Tumors in
Large US Study
With talk of radiation from dental X-rays showing up in the media, this message board is timely and relevant.

Not good news for cone beam and panorex manufacturers (not even dentists for that
matter): Dental X-rays linked to brain tumors: U.S. study

Read more: http://www.vancouversun.com/health/empowered-health/Dental+rays+
linked+brain+tumours+study/6435241/story.html#ixzz1rfuCXdcE

Washington – People who get regular dental X-rays are more likely to suffer a common type
of brain tumour, U.S. researchers said on Tuesday, suggesting that yearly exams may not be best
for most patients.

The study in the U.S. journal Cancer showed people diagnosed with meningioma who
reported having a yearly bitewing exam were 1.4 times to 1.9 times as likely as a healthy control
group to have developed such tumours.

A bitewing exam involves an X-ray film being held in place by a tab between the teeth.
Also, people who reported getting a yearly panorex exam – in which an X-ray is taken out-

side the mouth and shows all the teeth on one film – were 2.7 to three times more likely to develop
cancer, the study said.

A meningioma is a tumour that forms in the membrane around the brain or spinal cord.
Most of the time these tumours are benign and slow growing, but they can lead to disability or
life-threatening conditions.

The research, led by Elizabeth Claus of the Yale University School of Medicine, was based on data
from 1,433 U.S. patients who were diagnosed with the tumours between the ages of ages 20-79.

For comparison, researchers consulted data from a control group of 1,350 individuals who
had similar characteristics but had not been diagnosed with a meningioma.

Dental patients today are exposed to lower radiation levels than they were in the past, but the
research should prompt dentists and patients to re-examine when and why dental X-rays are
given, Claus said.

“The study presents an ideal opportunity in public health to increase awareness regarding the
optimal use of dental X-rays, which unlike many risk factors is modifiable,” she said.

The American Dental Association’s guidelines call for children to get one X-ray every one to
two years; teens to have one every 1.5 to three years, and adults every two to three years.

The ADA said in 2006 there was little evidence to back up the routine use of full-mouth den-
tal X-rays in patients without any symptoms.

Michael Schulder, vice chairman of the department of neurosurgery at Cushing Neuroscience
Institute, part of the North Shore Long Island Jewish Health System in New York, said he was
not shocked by the findings.

“This should come as no great surprise given the connection between radiation and menin-
gioma development that has been established in various other contexts,” said Schulder, who was
not involved in the research.

“The chance of these tumours arising in patients who were X-rayed yearly still was low.
Nonetheless, dentists and their patients should strongly consider obtaining X-rays less often than
yearly unless symptoms suggest the need for imaging.” ■
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I would love to start taking less radiographs on patients, but we have to cover our butts. As
long as we maintain that it is the standard of care to take radiographs at the start and end of
treatment and one or more progress panos to look for root resorption and parallelism, I’m going
to keep taking them. Plus, now that I need to recertify every 10 years for the ABO, I’m going
to keep taking them. Our specialty has to have an evidence-based Powwow on the use of radi-
ographs in orthodontics and figure out if the standard of care needs to be revised. ■

So now we are going to get patients and parents refusing to take any radiographs! “But they
cause cancer! Yearly panoramic radiographs? They are bad!” I wonder if this will be the next
“pink slime” to lead to the public outrage. ■

I’m interested to hear how the CBCT gurus (those who like to take them routinely) are going
to respond to this. ■

The study is really not that great. A case control study where a group of cancer patients was
matched to a “comparable” control group using only age, sex and geography. I really dislike these
because the construction of the groups is so prone to confounders of all kinds. Then the data was
collected from patients self-reporting. And, after all that the results show an odds ratio of 1.4 to
2.9. I would be more impressed if it was five or 10 times. Of course, this will somehow be
reported as a causal relationship by the mainstream media, even though we are still miles away
from any cause-and-effect relationship.

The incidence of meningioma is about three per 100,000, so if you take too many dental
radiographs, your chances almost double to (gasp) five per 100,000. ■

Jaap hit the nail on the head with this one. Namely, the method of data collection and the
lack of a real causal relationship.

I can’t believe this research (if you can call it that) was accepted for publication. ■

Not to mention many of the radiographs were taken in the 1960s with slow-speed non-
digital equipment. ■

I have to say the affect of this study along with the Dr. Oz show on thyroid cancer being related
to dental X-rays has had an impact on my office. I now have three or four patients/parents per week
question taking X-rays. Most are OK with it after some explanation, but some are objecting. The
question is if the patient refuses X-rays, do we refuse treatment? ■

I had an adult patient about one year ago who refused a panorex at her initial consultation. She
asked me to call her dentist for X-rays, but all he had were bitewings. I explained to her that I wasn’t
able to see all the teeth, roots, bone, etc., and I wouldn’t be able to treat her without a panorex or
full series of intra-oral X-rays. She understood but never came back, which is fine with me.

If a patient refuses a panorex, I won’t treat them. Who knows what pathology can be hiding
in the jaws somewhere. ■
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This is a really bad study.  
First off, in this case control study they used a questionnaire that relied on the subjects’

“recall” for the control group.  
The study showed that those with the brain tumor reported significantly higher rates

of having dental X-rays than the control (from their own memory of the past, not dental records).
What’s weird is that it was shown to be significant in those who had reported bitewings and
panoramics but not in those reporting a history of full-mouth series. That makes no sense.  

The story broke in the media before it was published? 
People don’t seem to care that major funding for the study was provided by a meningioma

foundation. 
The media seemed to leave out this part of the study: “Exposure to some dental X-rays per-

formed in the past, when radiation exposure was greater than in the current era, appears to be
associated with an increased risk of intracranial meningioma (brain cancer),” and “As with all
sources of artificial ionising radiation, considered use of this modifiable risk factor may be of ben-
efit to patients.” ■ andy
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by Andrew Trosien, DDS, MS

It’s generally accepted that panoramic radiographs have some
inherent error in their representation of root alignment and length.
Flattening any three-dimensional structure into two dimensions is
going to come with such error, and is why attempts are made in
other professions, such as cartography, to correct for these distor-
tions. But in orthodontics, despite knowing the errors, we still rely
largely on the pano for information about root angulation. Studies
have been done to show that there is distortion when objects are
outside of the focal trough. My first encounter with such informa-
tion was in a study Dr. David Hatcher did as a part of an article we
wrote years ago (J.C. Quintero, A.H. Trosien, D.C. Hatcher, and
S. Kapila, Craniofacial imaging in Orthodontics:  Historical per-
spective, current status and future developments. Angle
Orthodontist 1999; 69(6): pp 491-506). The knowledge that
2D radiographs are inherently distorted was one of the prime
motivations for the incorporation of CBCT into my practice.

While I use the 3D volume for root position within the prac-
tice, the software I use (Invivo from Anatomage) has a virtual
panoramic machine that has the ability to generate a pano from
the 3D volume as if it were an actual 2D machine. Using a wire
representation of an arch with teeth (first molar to first molar), it
is possible to qualify how alterations to the focal trough and incli-
nations of the teeth can affect the apparent angulations of the
roots on the pano (Fig. 1).

Knowing this information is important for two reasons. For
offices using 2D panos it helps to know how actual tooth inclina-
tion affects the apparent tooth angulation on the pano. For offices
using CBCT, but needing to construct panos for use with referring
offices and/or specialists, it helps to know how alterations in the
focal trough can affect the apparent angulation of the teeth on the
constructed pano. This is especially helpful for orthodontists who
have staff members doing the construction and wish to provide
them with guidance on how to do it.  

In creating a pano within Invivo, the focal trough is set by
aligning five points along the arch form (Fig. 2).

Fig. 1: Wire arch

Fig. 2:  Setting the focal trough.
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Typically the center node is put on the arch form (or on the
average of the upper and lower arch forms in an actual patient)
between the central incisors. The adjacent nodes should be put
at the canines and the next nodes are put at the premolar/molar
area. The final nodes should be placed just beyond the condyles.  

If the entire focal trough is set facial to the arch form, the
horizontal distance of all of the teeth is increased. In other
words, the pano is widened laterally. If the entire focal trough is
set lingual to the arch form, the horizontal distance of all of the
teeth is decreased; i.e.: the pano is narrowed laterally.  This is
widely known.

Now if we look at the different dimensions we typically
think of when we evaluate the teeth, we can see the effects 
of the shape of the trough. First, consider root angulation
(angulation is mesio-distal root tipping, commonly called “tip”).
This does not distort appreciably based on any variance of the
focal trough from the arch form. In the wire study, if the other
variables of root position are controlled (i.e.: there is no inclina-
tion) this becomes obvious. Using the aligned focal trough as a
reference (Figs. 3a & b), moving a node facial (Figs. 4a & b) or
lingual (Figs. 5a & b) to the arch form has no effect on the
apparent angulation of the roots. 

The interesting effects begin to show when root inclination
is introduced (inclination is facio-lingual root tipping, com-
monly called “torque”). The most obvious effect of root inclina-
tion is to reduce the apparent tooth length on the pano. In the
wire example, if the wire representing the upper left central inci-
sor is inclined severely, and is long, but the right central is short
but not inclined, the inclined tooth appears shorter than the un-
inclined tooth (Figs. 6a & b).  We know this as foreshortening.  

But beyond that, interesting and less well-known effects
occur as parts of the focal trough move off the actual arch form.
Using Invivo, the way to move the focal trough off the arch form
is to move a node.  Moving a node lingual to the arch form has
the effect of tipping teeth with lingually inclined roots toward
the node, and facially inclined roots away from the node. For
example, bringing the incisor node lingually means the teeth
with the greatest inclination appear to have more mesial root tip
than in reality (Figs. 7a & b).                                                                            

The greater the amount of inclination there is, the greater
the amount of apparent mesial root angulation. Why is that?
Invivo offers the possibility to convert a pano to a flattened 3D
structure. If we do that, it appears as if the mandible has been
flattened such that the rami comes forward into the same coro-
nal plane as the symphysis (Fig. 8). In other words, if we convert
the pano to 3D to give it the depth of the actual bones and teeth,
and then rotate the structure downward so we’re viewing it from
the top of the head, we can see the view shown in Figure 8.  

Now, if we take that same technique, and convert the wire
arch form to a 3D pano, and then view it from above, it is clear
what happens when a node is taken off of the arch form: The

continued on page 28

Figs. 3a & b: Zero inclincation wires.

Figs. 4a & b: Zero inclination wires, incisor node moved facial.  
Anterior tooth root (wire) angulation does not change.

Figs. 5a & b: Zero inclination wires, incisor node moved lingual. 
Anterior tooth root angulation does not change.

Figs. 6a & b: Focal trough on arch form.

Figs. 7a & b: Incisor node moved lingual. 
Lingually inclined anterior roots (indicated by arrows) appear to tip mesially.

Figs. 9a & b: Incisor node lingual, top view. Semicircle arch distortion shows lin-
gual inclination of incisor roots pointing to the center of the circle.

Fig. 8:  3D pano, top view.
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focal trough arcs out to the node, and gives the appearance that
the arch form (the straight line) bows forward causing a semicir-
cle (Figs. 9a & b).

Since it’s a circular form, anything leaning backward from
the straight line is now leaning toward the center of the circle,
which appears as mesial root angulation.  

If we take the incisor node and move it facial to the arch
form, then on the pano the teeth with lingual root inclination
appear to move distally, away from the node (Figs. 10a & b).

Again, the explanation can be seen by rotating the 3D pano
to view from above: The straight line (i.e.: the pano arch form)
is bowed backward into a semicircle, causing the lingually
inclined wires to lean to the outside of the circle (Figs. 11a & b).  

Moving other nodes along the arch form has the same effect.
Because the inclination of roots means that objects (i.e.: root

tips) are outside of the arch form, moving nodes can also create
artifacts that are not actually present. Specifically, if we move
two nodes so that they have competing effects on the apparent
angulation of a root, weird things can start to appear. It’s easiest
to illustrate this by showing what each node does, and then show
both competing for root angulation. Taking the left canine node
and moving it lingually tips the root of the left incisor distally
(Figs. 12a & b).  

Taking the right canine node and moving it lingually tips the
root mesially (Figs. 13a & b).  

If we keep the right canine node lingual, and move the left
canine node lingually as well, we can see the distortion on the
right and left side “pull” the root of the incisor in two different
directions, stretching the root tip both mesially and distally
(Figs. 14a & b).  

Then, if we move the left node in further, so both canine
nodes are placed substantially to the lingual, you end up with
the node on the left winning the battle and pulling the root
distally (since the semicircle is closest to the tooth on that
side), but the right side ends up with a weird artifact where
the root tip was being pulled mesially toward the right node
(Figs. 15a & b).  

Viewed from above, the artifact appears to be floating in the
back of the arch, and the two semicircular distortions can be
seen (Fig. 16). 

If we instead take the left node lingually, but now move the
right node facially, we don’t see any competing pull for the root
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Figs. 10a & b: Incisor node facial.  Anterior tooth roots appear to tip distally.

Fig. 11a: Incisor node facial.
Fig. 11b: Center node facial, top view. Semicircle arch distortion shows lingual
inclination of incisor roots pointing outward from the circle.

Figs. 12a & b: Left canine node lingual.  Tooth #9 root appears to tip to the distal.

Figs. 13a & b: Right canine node lingual, top view.  
Tooth #9 root appears to tip to the mesial.

Fig. 14a:  Both canine nodes lingual.
Fig. 14b:  Tooth #9 root pulled mesial and distal.

Figs. 16a & b: Tooth #9 root appears to tip to the distal and and artifact is visible
in the back of the arch.

Fig. 15a: Both canine nodes substantially lingual.
Fig. 15b: Tooth #9 root appears to tip to the distal and and artifact is visible
on the root of #8. 
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(Figs. 17a & b). That’s because the facial movement of the node
on the right bows the arch lingually, pushing the root tip to the
distal, and the lingual movement of the node on the left bows
the arch facially, pulling the root tip to the distal. Both have the
same effect on the apparent root position of the incisor, so there
is no competing pull.

To show that this effect is dependent on root inclination, if
the same node movements are applied to the wire arch with no
inclination there is no such artifact creation (compare Figs. 3a &
b with Figs. 18a & b).

So how is any of this useful? First, it shows the value in hav-
ing a three dimensional image to work from when evaluating the
roots of the teeth. Additionally, for those constructing a pano
from a CBCT, it illustrates how important it is to get the focal
trough correct. Sometimes this is not possible, such as in a per-
son with a severe overjet or underbite. In other cases, such as
where the maxilla is particularly narrow or V-shaped, but the
mandible is U-shaped, there is also no way to get the focal
trough to line up ideally with both arches.

When evaluating panos from traditional pano machines,
there is no option to customize the focal trough after the fact,
therefore some of these distortions and artifacts should be
expected. In evaluating root angulation in a person with very
proclined teeth, or with teeth varying in the amount of inclina-
tion, there is not much information about root tip that can be
depended on confidently. In cases like these, it might be best to
not make treatment decisions involving root tip, such as bracket
repositioning or detailing bends. Looking at a real-world exam-
ple, a subtle change in the position of the canine nodes can dras-
tically affect the apparent angulation of the upper and lower
lateral incisors (Figs. 19a & b and Figs. 20a & b).

So, in terms of best practices, it would be advisable not to
use the 2D panoramic film to judge root position; CBCT is
superior in that it shows the exact position of the roots with no
distortion. However, if a pano is the only film available, one
should keep in mind when interpreting the film that teeth with
substantial inclination (i.e.: upper anterior teeth) might show
false angulation. If a pano is to be constructed from a CBCT,
the adjustment nodes should be placed carefully, and on the
arch form of the patient. For most arches, a node between the
incisors, one over the canine areas and one over the first molar
areas gives a good arch form for the focal trough. In patients
where the upper and lower arch forms are quite different, a sin-
gle constructed pano might not be possible, and a separate con-
struction for each arch might be necessary. For instance, if a
patient has a crossbite, the teeth in crossbite are going to require
a different arch form than the teeth in the opposing arch. In
Class II and Class III cases, angulation will not show as much
error (since the arch forms themselves are similar, just displaced
in the sagittal plane). �
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Figs. 17a & b: Left canine node lingual, right canine node facial.  
The root of #9 appears to tip to the distal.

Figs. 18a & b: Zero inclination, canine nodes lingual.  
Apparent tip of the incisors is unchanged.

Fig. 19a:  Canine nodes slightly to the lingual.
Fig. 19b:  Upper and lower lateral roots tipped distally.

Fig. 20a:  Canine nodes slightly to the facial.
Fig. 20b:  Upper and lower lateral roots tipped mesially.
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by Dr. Marco Pinto

1. Wiechmann, D. and Nesbit, L. Braces/Incognito Clinical Guide, Version 2. Lingualcar, Inc. 2007 

This article will review the advantages of indirect bond-
ing using a 2D lingual bracket system, as well as establish
efficient and effective treatment protocols. Upon comple-
tion of this article the dental professional will be able to: 

1. Understand the basic advantages of indirect bonding
as well as lingual fixed orthodontics 

2. Apply efficient/effective indirect bonding techniques 
3. Meet the aesthetic concerns of patients by provid-

ing lingual fixed orthodontics as a viable treat-
ment alternative

Introduction 
Consistent with the aesthetic trends in society,

“invisible” orthodontics is becoming more and more
desired by both adult and adolescent patients. In con-
trast to aesthetic ceramic or plastic brackets, lingual
orthodontics is completely invisible. Lingual braces
deliver both patient satisfaction and a clinically excel-
lent result.1

Although orthodontic therapy traditionally addresses
long-term aesthetic concerns of the patient, aesthetic
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impairments such as sub-surface enamel lesions (white
spot lesions) are common risks of fixed orthodontic
treatment.1,2 Regardless of the preventive therapy efforts
taken to reduce labial enamel decalcifications, such
impairments are a common outcome of treatment and
difficult to reverse with conservative measures. With lin-
gual fixed orthodontic therapy, decalcifications have no
negative aesthetic outcome.1

In addition to providing an aesthetic alternative
for fixed orthodontic treatment, lingual braces also
offer a unique mechano-therapeutic advantage.1 Even
though lingual orthodontics is particularly known as
advantageous in expansion and bite opening cases, it
is also effective in many other complex cases.1

Considering that a lingual archwire is approximately
one-third the length of a labial archwire, in applying a
linear stress/strain behavior model, it makes sense that
a shorter wire is more compressed and can offer a
greater corrective force.1

Bite opening is another great advantage of utilizing
lingual braces. While bite opening is rarely successful
with a labial continuous archwire, lingual braces can
open the bite immediately.1 The placement of the max-
illary lingual brackets acts as a stop and opens the bite.
The posterior open bite closes shortly after.1

Just as traditional labial orthodontics require careful
placement of the bracket, so does lingual orthodontics.
More specifically, an engaged lingual bracket is typically
closer to the center of resistance. It is therefore essential
to consider the difference in moment force generated
from lingual bracket placement versus labial placement.3

There are many types of orthodontic brackets to
choose from when using fixed orthodontic therapy.
However, when you consider a cost-effective bracket

that is easy to use and comfortable for the patient,
many would agree that the Forestadent 2D Lingual sys-
tem is a leading bracket.4 Due to its extremely flat and
smooth profile, the Forestadent 2D Lingual bracket
provides an excellent clinical result all while promoting
patient compliance.4

Although indirect bonding is a common technique
used in lingual orthodontics, the new, innovative, indirect
mold presented in this article possesses unique proper-
ties that help minimize bracket failure during clinical
removal of the stent. In contrast to a more rigid tradi-
tional indirect stent, which might shear the bracket away
during clinical removal, this new flexible mold can be
inverted and peeled away without compromising the
bracket bonding.5

In conclusion, lingual brackets provide an entirely
aesthetic alternative without compromising a lasting
aesthetic impairment, such as labial decalcifications. By
treating with an indirect bonding technique, the dental
professional can ensure a more accurate bracket place-
ment. Using indirect bonding is not only easier on the
patient and the dental professional, but also facilitates a
more efficient and effective treatment process.5

Lingual Brackets – Indirect 
Bonding Protocol 

Placing lingual brackets using indirect bonding tech-
niques takes place in three stages: 

1. Pre-Laboratory 
a. Take quality alginate impressions 

2. Laboratory 
a. Prepare casts 
b. Place brackets 
c. Apply PVS 
d. Apply Thermo-Polymer
e. Remove and trim indirect molds 

3. Clinical
a. Prepare patient 
b. Prepare teeth 
c. Prepare indirect mold 
d. Place indirect mold and light cure 
e. Remove indirect mold 
f. Remove flash 
g. Place archwires, ligatures, etc. 

continued on page 32

2. Proffit, W.R., et al. Contemporary Orthodontics, 4th Ed. St. Louis: Mosby; 2007 

3. Silvia et al. Anchorage Loss- A multifactorial Response 

4. Forestadent: German Precision in Orthodontics, 2D Lingual Brackets, 2010. World Wide Web. Accessed 9/29/2010 from

http://www.forestadent.com/forestadent-en/Produkte/products/2D_Lingual_Brackets.php?navanchor=1710026 

5. Pinto, M.A. ”Indirect Bonding Using Forestadent™ 2D-Lingual Bracket System” American Association of Orthodontics Guest
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Stage One, Pre-Laboratory 
Take quality alginate impressions and prepare arma-

mentarium. Although two items (*) are relatively expen-
sive, a very small amount of the material is used. This is
an extremely cost-effective method.5

Armamentarium (Fig. 1): 
Gloves 
Pencil 
Bracket gauge 
Separating medium 
Dappen dish 
Brushes 
Instruments (bracket tweezers, explorer and scissors)
Forestadent 2D Lingual brackets 
Bracket composite 
Composite gun 
Curing light 
PVS material (clear)*
PVS gun 
PVS adhesive 
Thermo gun 
Glue sticks 
#15 scalpel 
FlowTain*

Stage Two, Laboratory 
Prepare Casts: 
Placing lines along the long axis of the tooth will

help with accurate bracket placement. It is helpful to
continue the lines along
the soft tissue aspect of
the cast. Next, using a
bracket gauge, mark the
appropriate inciso-gingi-
val distance per figure 2.
After the lines are drawn
on the cast, apply a thin
layer of Liquid Foil
Separator to the lingual
aspect of the casts (Fig. 3).5

Apply composite and place brackets in appropriate
positions on the lingual aspect of the casts. Remove excess

continued from page 31

Bracket Placement: (as measured from incisal/occlusal edges)

»

Upper CI: 4.0mm
Upper LI: 3.5mm
Upper Ca: 4.5mm
Upper premolars and molars: height of marginal ridges
Lower CI: 4.0mm
Lower LI: 4.0mm
Lower Ca: 4.5mm
Lower premolars and molars: height of marginal ridges

F ig. 1a F ig. 1b F ig. 1c

F ig. 3a

F ig. 2

F ig. 3b

F ig. 3c F ig. 3d

F ig. 4a F ig. 4b

F ig. 4c
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composite and cure for 10 seconds (preferably using a
composite cured by heat). Notice how the cingulum
might present a unique challenge (Fig. 4).5

Apply Clear PVS: 
Fill a mini-syringe with clear PVS material to allow

for more accurate coverage. Use the mini-syringe, and
cover the entire bracket with PVS material. Once the
PVS material is set, apply a layer of PVS adhesive to the
PVS. This allows the Thermo-Polymer material to
adhere to the PVS. Note that the PVS material must be
clear to allow efficient light cure of the final bracket
placement (intra-oral) (Fig. 5). You are now ready to
apply the Thermo-Polymer and fabricate the mold.5

Apply Thermo-Polymer:
Cover all bracketed teeth with copious amount of

Thermo-Polymer. Be sure that the Thermo-Polymer
covers the entire clinical crown of each tooth. Once the
glue is placed, allow it to harden and cool for five 
minutes before proceeding. Next, place the casts with
attached mold in a cold water bath for three to five 
minutes (Fig. 5).5

Remove and Trim Molds: 
Remove the mold by lifting it away from the cast

beginning from the corner. Trim and shape excess
Thermo-Polymer using scissors. Place a V-shaped notch
below the lingual anterior incisors. This will help with
an easier removal during the clinical delivery (Fig. 6).5

Stage Three, Clinical 
Prepare the patient, indirect mold and teeth; light

cure, remove mold and flash. 
Organize required armamentarium: 

Gloves 
Indirect molds 
Etch 
Bond 
Brushes 
Dri-Angles 
Composite gun 
Bracket composite 
Curing light 
Scissors 
Basic instrument kit 
Pumice 
Cheek retractors 
Floss 

First, prepare the indirect mold by wiping the bond-
ing surface with acetone. Note that there is no need to
micro-etch or sandblast the brackets.5 Once the indirect
mold is ready, prepare the patient. Place Dri-Angles
adjacent to parotid duct in buccal vestibules to decrease
contamination via saliva. Next, place check retractors in
the patient’s mouth to increase the working field. In
order to minimize saliva contamination, it is important
to prepare only one arch at a time. Place etch on one

F ig. 5a

F ig. 6a F ig. 6b F ig. 6c

F ig. 5b F ig. 5c

F ig. 5d F ig. 5e F ig. 5f F ig. 5g

continued on page 34
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arch following manufacturers guidelines. Next, rinse and
dry. Apply bonding agent to arch following manufac-
turer’s guidelines. Air thin and cure bonding agent for 10
seconds. With the indirect mold bonding surface already
wiped with acetone, working quickly, place a small
amount of FlowTain (flowable). Do not use regular
composite as it will lead to excess flash (Fig. 7).5

Carefully place the mold in the patient’s mouth. Do
not press hard on the lingual surface while adapting the
mold intra-orally. The mold should fit perfectly onto the
teeth. Light cure for four minutes with the mold in
place. Be sure to light cure from both positive and nega-

tive angles. After ensuring placement of the lingual 
V-notch, gently remove the mold from the labial aspect
of the teeth by inverting the mold “inside-out” (Fig. 9).
After the labial side is inverted, peel away mesially or dis-
tally the lingual aspect.5 If this technique is applied,
bracket failures during clinical removal of the stent
should be minimal to none.5 Light cure the brackets
again to ensure complete bonding. With the lingual
brackets now firmly positioned, it is possible to remove
any excess flash that might be present around the brack-
ets. Using the Transbond LV allows for minimal to no
flash (Fig. 8).5

■
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F ig. 7a F ig. 7b F ig. 7c F ig. 7d

F ig. 8a F ig. 8b F ig. 8c F ig. 8d

F ig. 8e F ig. 8f F ig. 8g

F ig. 9a F ig. 9b F ig. 9c
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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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Established orthodontic practices have thoroughly
traveled the landscape of traditional marketing tech-
niques – employing everything from direct-mail post-
cards to word-of-mouth referrals to print ads in local
newspapers. Over the last decade or two, technological
advances seem to have transformed this landscape into
a new world. Although some orthodontic practices have
embraced the newer computer-based marketing meth-
ods, many remain intimidated by the rapid pace of
change and the effort needed to keep up with so many
emerging tools. 

In actuality, the newer, digital marketing methods do
not exist in a foreign land. Their purpose remains essen-

tially the same as traditional marketing methods. That is:
let the community know about your practice and then
bring new patients in for treatment. In other words, the
concepts that underlie traditional marketing are just as
relevant as ever. The only difference is that many market-
ing methods have moved to the online space simply
because many aspects of our lives have moved online. 

A practice’s effective marketing does not necessarily
depend on it being an early adopter of each new digital
tool that comes down the pike. Instead, practices should
simply be aware of the overlap between traditional and
digital marketing tools and embrace the advantages
afforded by the new ones. 

New Marketing Techniques Founded on Traditional Concepts

by Angela Weber 
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Mail
Direct mail, often in the form of periodic postcards,

has been a tried-and-true marketing technique of ortho-
dontic practices. Direct mail typically works best as an
ongoing effort. Sporadic bursts of direct mailing might
not produce great results, but if a practice sustains a quar-
terly campaign over a couple of years, the reminders will
serve to keep a practice at the forefront of people’s minds
for that time when they’re ready to start treatment. 

The digital counterpart is obviously e-mail, and the
same principles of sustained effort apply to effective e-
mail campaigns. E-mail has its advantages over traditional
direct mail in that e-mail campaigns are cheaper, faster to
develop and easier to track (but a downside is they’re also
easier to ignore). Using a professional e-mail service like
Constant Contact or MailChimp allows practices to ben-
efit from the many advantages of e-mail marketing. 

Marketing Materials
In the past, a print brochure or flyer acted as an

orthodontic practice’s principle piece of marketing
collateral. Now, Web sites are as essential (and Facebook
business pages are shaping up to be the next frontier).
Whether in print or digital form, these marketing mate-
rials serve the same purpose. They let potential patients
know about your services and how you can help them. In
addition, they establish your brand and provide practical
information such as office locations and hours. The
advantage of a Web site is that it’s easy to update, offers
more space for details and personality and doesn’t incur
printing or distribution costs. Web sites are also more
versatile, with their ability to include video, plenty of
images and social networking functions. 

Advertising
Orthodontic advertising used to be limited to print

ads in local newspapers or smaller community publica-
tions like student yearbooks. Those venues are still
viable, but advertising opportunities have proliferated 
on the Internet. Google built its empire through online
advertising and allows advertisers to target their messages
based on users’ search terms and geography. On
Facebook, advertisers can reach an even more targeted
audience, such as mothers of eighth-graders in a particu-
lar school district. Also, the Internet is home to countless
blogs and online publications that charge much lower
advertising prices than a traditional newspaper does.
Essentially, the Web has expanded advertising opportuni-
ties while making campaigns more targeted, more track-
able and less expensive. 

Word of Mouth
When moms chat on the phone or run into each

other at the store, they often talk about their children,
and these conversations can lead to a referral to an ortho-
dontist. Kids themselves might talk about their braces
with their friends at school. Everyone still loves talking
about their lives and stuff they love, but now they’re
doing it online as well as in person. It’s happening on
social networking sites like Facebook and Twitter and on
the up-and-comers Google+ and Pinterest. Review sites
like Yelp are devoted to consumer opinions, and a whole
subculture of “mommy blogs” offers a forum for sharing
parenting tips.

In many ways, digital word of mouth is better for
orthodontists. In the offline world, doctors don’t really
know what people are saying about them and can do little
to influence referrals. Now practices can encourage “likes”
on Facebook and can spur conversations with their own
status updates. They can Google themselves to find out
the word on the street about them, and participation in
online discussions gives a chance to convey expertise. 

New digital tools and their associated cultural changes
do not invalidate older, traditional marketing techniques.
Direct mail campaigns can still bring in patients, and par-
ents still chat about their kids’ health-care providers to
other parents at the grocery store. If you’re ever feeling
overwhelmed by all the marketing choices, it’s helpful to
recognize the parallels between the old and the new tech-
niques and to see where they overlap.

For one, understanding the overlap will help you
focus your marketing and make sure it’s not top-heavy in
any one area and weak in another. It can also help you
think of ways to use the traditional and the digital in
concert and allow them to complement each other. For
example, print brochures and newspaper ads can drive
traffic to your Web site, and an e-mail campaign can fol-
low behind a direct mail campaign to boost its effective-
ness. The marketing landscape might be changing, but
ultimately it’s still familiar territory. �
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by Donald E. Machen, DMD, MSD, MD, JD, MBA, CFA 
and Hollie A. Machen, Esq.

Two of the most frequently cited complaints in orthodontic litiga-
tion are root resorption and bone loss; specifically, treatment negligence
and negligent informed consent. In many instances, these are cited in
the same civil action for damages. In the following case composite,
which includes three plaintiffs’ complaints against three different ortho-
dontists, the anatomy of the lawsuits will be discussed. They are pre-
sented as a composite for several reasons, including the similarity of the
complaints, the outcomes and the avoidance of embarrassment to the
individual orthodontists.

Although most orthodontists with whom I have consulted believe
that the beginning of the lawsuit occurs when the sheriff or other offi-
cer serves the complaint or legal notification of the lawsuit, in reality, it
begins much earlier when the interpersonal relationship is irrevoca-
bly compromised. Until that point, no matter what
has transpired, the relationship could have
been salvaged and the lawsuit avoided. 

Orthodontic Litigation:
Root Resorption Case Composite

38



feature // practice management

Note: In my book, Managing Risk in Orthodontic Practice,
and in my lectures and articles, I have repeated the central
theme in risk management, which is that maintaining the rela-
tionship is the key aspect in eliminating negative patient com-
ments and malpractice lawsuits. I have developed a system
called EBRM, encounter-based risk management, which
eliminates these two negative aspects from causing the devas-
tation that I have observed during the past 25 years of consult-
ing with orthodontists.

Root Resorption/Bone Loss Case Composite
Service of the lawsuit occurs when a uniformed officer, a

sheriff, appears in your reception area, generally in late after-
noon, your busiest time, and demands to personally hand
the lawsuit to you with the not-so-kind-words “you have
been officially served notice of the lawsuit against you.” This
is said loud enough for both staff and patients to hear.
Embarrassing, to say the least.
Unfortunately, word spreads
quickly especially with social
media at its current level.

The orthodontists were
shocked. One had been sued
before, but the other two had
not. They sat in their offices
while patients were waiting
impatiently and tried to review in their minds what caused
the lawsuits to be filed. When they composed themselves,
they contacted their respective malpractice insurers and
relayed the events to the claims representative. They were
advised to fax the paperwork that was served and discuss the
cases with no one except the representative and the lawyers
assigned for personal counsel.

From that time on, until after the lawsuits were resolved,
much time and thought was devoted to this most unpleasant
experience. In fact, orthodontic consulting clients have con-

fided that the lawsuits were on their minds when
they arose in the morning, they

thought about them all
day long and they
were the last thoughts
that they recalled
before going to sleep.

That’s a lot of mental anguish over an extended period of
time. We will review the time period shortly.

In all three instances, notwithstanding that root resorp-
tion and some bone loss did occur, these lawsuits and the
time and toll on the orthodontist, the staff and the families
of all concerned could have been prevented and how to do
this is one of the reasons for this article.  

For the orthodontist, day one in the life of a lawsuit is
when the lawsuit is served. Starting immediately there are
phone calls, faxes, e-mails and letters with insurance carriers
and defense attorneys. Prior to meeting with defense attor-
neys, you have to collect all of the records, which is some-
times difficult due to age of the records, loss, missing records
and recovery from storage. In retrospect, some records were
not very good. You might be tempted to alter the records but
you don’t because you remember reading that this can be
detected by experts and can add to a loss and large verdict. If

you have been sued before, your
records are a little better than
they were the first time. Good
records are only one aspect to
avoiding a lawsuit. As mentioned
earlier, interpersonal relation-
ships are the key.

After several meetings with
your lawyers, interrogatories that

have been served on the defense need to be answered. These
are voluminous pages of questions about professional and
personal issues, some of them objectionable, but most need
to be answered. You have more meetings with your lawyers.
You try to schedule them for weekends and evenings so as
not to take more time out of the office but you find that dif-
ficult to do. Your file is thick and your time involved mounts
up. Eventually, you are noticed for your deposition, during
which opposing counsel asks you question after question. Of
course, your attorney is present to represent you. This depo-
sition requires that you cancel patients for that time period
or even the whole day. Frequently at the last minute, the
deposition is canceled and needs to be rescheduled, and you
lose that day of production. Your defense requires much
preparation. Much time is spent both in preparation and in
thought. It might seem that the process moves along quickly,
but it doesn’t. It is not uncommon for the life of the lawsuit
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“Good records are only one 

aspect to avoiding a lawsuit. As

mentioned earlier, interpersonal

relationships are the key.”
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to be three to six years. Just imagine your life “on hold” for
that period of time. 

During the preparation, you and your lawyer discuss the
use of an expert orthodontist to evaluate your treatment and
hopefully be willing to opine that what you did satisfied the
standard of care at the time the treatment occurred. (Note: I
have written several articles that address the standard of care
and the reader is referred to those for more information.)
The defense expert agrees to prepare an expert report dis-
cussing what they have reviewed and his or her conclusion
about your treatment. Of course, the plaintiff/patient has an
expert who will opine that your treatment fell below the
standard of care. There are many orthodontists who offer
their services as experts for both the plaintiff and the defense.
Expert fees range from $250 to $1,000 per hour or more and
sometimes are given as a daily rate for depositions or trial.
These fees can be in the thousands.

With this in mind, and with an understanding that
defense attorneys are paid by the hour, whereas most plain-
tiff ’s attorneys are paid a contingency fee, (i.e. a fee based
on the recovery of damages) generally 33-40 percent of the
net jury verdict or settlement, it is not hard to understand
why The Wall Street Journal once ran a cartoon which went
something like this: one lawyer said to the opposing lawyer,
“How can this be frivolous litigation, when we are both
making money!”

After several years have gone by, your lawyer advises that
you have a trial week set. You cancel your patients. The day
before trial, your lawyer calls and tells you that something
came up and trial is postponed for six months. All your prepa-
ration and worry and soon-to-be-lost production for naught,
you will need to do it all over again in a few months. This sce-
nario is repeated at least once more before your trial starts.

In one of the cases of the composite, settlement occurred
on the day of trial. The settlement was for approximately
$600,000. In the other two cases, verdicts were returned for
the plaintiff in the amounts of approximately $275,000 
and $490,000.

Altered records played a part in one case which otherwise
might have been defensible. Many orthodontic malpractice
cases end with defense verdicts. However, winning the case after
all that has been described is hardly a victory. The time and
mental anguish that my clients have told me that they have
gone through can change your life many times for the worse. 

The message is clear, good risk management is good
patient care and the elimination of negative patient/parent
comments and lawsuits. Yes, it takes a little extra time, but
not much especially in a practice that has been optimized
with the EBRM system. But, even if more time is needed,
isn’t it worth it to provide better patient care, increase refer-
rals, reduce practice stress and eliminate negative comments
and malpractice lawsuits? �
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by Carolyn Friedman 

The position of the Records Tech has many different definitions. I have been in offices where
the person in this position strictly takes orthodontic records and he or she is the only one who takes
the records. Other practices have its records tech multi-tasking with assisting, as well as being the
treatment coordinator. Whichever the case, the mission should always be the same:

• To deliver value and make a difference in everything he or she does
• To offer comfort, one patient at a time
• To provide excellent service and a great experience to every patient
• To be consistent with high quality records
So I ask: When a patient is passed-off from the treatment coordinator to the records tech for

records, does the commitment and excitement continue? Commitment, caring and consistency
equals great clinical records and a stronger connection with the patient.

If a parent has had orthodontic treatment, seize the opportunity. This is the perfect time to
build up your practice and explain how orthodontics has changed over the years. Explaining that
there is less discomfort and fewer appointments will sometimes have an impact on his or her deci-
sion to start treatment.

Make sure the records tech introduces himself or herself and explains what is going to happen.
This is when you build credibility for your practice. If the treatment coordinator and records tech
are different people, communication is essential. For instance, if it was difficult for the treatment
coordinator to take photos, the person who will be taking the impressions should be given a heads
up. Example: the patient was very active, didn’t sit still, was bothered by retractors, etc.

Please remember, if you have a new employee in the office taking your records, there are some
real issues. Two new people, a new patient who is forming an opinion of your practice and a new
employee trying to figure out if he or she is doing things correctly, can be a setting for a disaster. If
you have a new employee as a records tech, he or she should not share that fact with the new
patients. Talking to the patients during the records process will also help them be more comfort-
able and put them at ease. It helps the time go faster and relaxes the patients.

Patients will go elsewhere if we make them feel uncomfortable, they will not remember every-
thing we say, but they will remember the way they are treated. Therefore, a pleasant experience for
the patient is essential to building confidence in your practice.

continued on page 42
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Now, let’s get to specific things that should happen with new patients’ records. New patients
should never have to wait for their appointment and should have a very positive experience. This
comes from the records tech understanding the value of the records and spending the time to do
things right the first time.  

First, be prepared:
• The room should be clean and ready for the next patient
• Make sure your camera has fresh batteries
• Make sure your retractors are ready
• Make sure your X-ray machine is ready
• Have all the impressions trays and alginate ready
Training and education for every position is essential to the success of the practice. For the

record tech, knowing the simple mechanics of his or her job is not enough. He or she must be
trained as to the value and technical aspects of taking records.

X-rays: Panex, Panorex: This X-
ray has great value to the orthodontist.
It will show the development of the
teeth, if there are congenitally absent
teeth, supernumerary teeth, trans-
posed teeth and the root relationship.
The records tech must understand the
patient positioning to achieve the best
possible X-ray.  

Improper positioning will result in
the X-ray being distorted and teeth
appearing elongated or shortened. When
the head is positioned forward or down
as in the photos, the teeth will appear
shortened. Note the curve of the X-ray
(Figs. 1 & 2).

If the head is positioned upward the
teeth appear elongated (Figs. 3 & 4). 

Cephalometric X-ray: This X-ray
is traced to assist the orthodontist in
determining the skeletal growth pattern
and the jaw relationship. The level of
the patient’s head is critical so that you
don’t get a double image of the teeth
or the mandible. In the event that the
X-ray shows two mandible images and
you are tracing the X-ray, split the dif-
ference and draw in the middle of the
two images. It is also important to
make sure the head is level to be able

to clearly see the soft tissue. A patient’s profile can look different if his or her head is positioned
up or down (Figs. 5 & 6).  

Photos: The value of photos is huge and should not be taken lightly. Photos can be a tremen-
dous tool to protect and to market your practice. Great photos can assist when braces are
removed and mom or dad doesn’t remember that their child had decalcification prior to starting
orthodontic treatment. Also, photos are a great marketing tool. Make sure your patients leave
with a printed composite which includes you’re office logo and information. This will be valu-
able information for the parent who did not attend the appointment. I like to go through the

Fig. 1

Fig. 3 Fig. 4

Fig. 5 Fig. 6

Fig. 2

continued from page 41
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photos and explain why each view was taken and what it shows. I look at this as an educational
time. This builds the value of the treatment and helps the patient understand his or her individ-
ual need for orthodontic treatment. This is also a great time to make a connection with the
patient. I love to kid around during the photos and make sure the patient has a great experience.

Impressions: Does your records tech appear to dislike doing impressions? We tend to avoid
what we don’t do well. I recommend that the records tech work on becoming very comfortable tak-
ing impressions. This is the area that most patients dread and if the person doing them is also
dreading them, there is a potential problem. It is especially important that the records tech ensure
that the patient feels comfortable and confident before taking impressions. Many times the parents
have had orthodontic treatment and have made that dreaded statement about how they almost
died when they had impressions or that it was the worst thing that they had to do. I typically tell
parents things really have gotten so much better over the years!

Correct fitting of the trays is one of the ways to make sure you get great impressions, and more
importantly, that the patient is comfortable. If the tray is too large or too small, it will be difficult
to place in the patients mouth and therefore uncomfortable for the patient. Things that can
improve the comfort for the patient are:

• placing wax on the distal molar area to avoid having to go to a larger size tray that is more
difficult to seat.

• placing wax along the top ridge of the impression tray if you are using metal trays.
• seating the tray from the distal so that the flow of the alginate will not flow toward the throat.
• talking with patients while taking an impression which helps them to concentrate on what

you are saying and not what you are doing.
• removing archwires when taking impressions on a transfer patient or a patient in treatment

with braces to make the process of removing the impression tray so much easier.
Training in every position of the practice is essential to make sure everyone is comfortable with

the job. Many times the records tech will go ask if the impression is OK when he or she already
knows it’s not. Remember, the rule is the model can only be as good as the impression. The lab is
not able to improve on a bad impression. If the teeth are through the impression, you will lose
detail. If a tooth is not completely clear in the impression, it will not be clear on the model. The
records tech must take a few minutes to make sure to get it right the first time. Your patients will
really appreciate it.

A records tech must have strong technical abilities to produce quality records for the orthodon-
tist, but this is only one aspect of the job. This person also markets the orthodontic practice. From
the interactions with the records tech, the patient will be forming an opinion of your office and
deciding whether to go forward with treatment. It is also important for this person to have a good
personality, to bond with each patient, and offer them a pleasant experience.

Think about all the issues covered: quality, communication and consistency. Each one of these
both market and protect your practice. The task at hand and the delivery of the task go hand-in-
hand to providing an excellent experience. ■

*This article was made possible through the support of an education grant from G CARE, an
educational alliance supported by Dentsply GAC.
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Our patients and their parents are judging us on
many levels. Most of these reasons are not related to
teeth, their smile or how accurate their bite is. They
assume that they will get a beautiful smile when they
trust you with their child’s or their own orthodontic
treatment. The areas that matter most to them are:

• Are they seen on time for their appointments?
• Is your office in a convenient location?
• Are all your employees friendly?
• Does your office provide good communication?
• Is their treatment completed on time?
• Does your office have convenient office hours?
• Do they experience few emergencies?
Most orthodontic offices run daily and monthly

financial and administrative reports to measure
growth, monetary tracking and other practice moni-
tors. Running a set of clinical reports on a monthly
basis will allow you to evaluate your treatment, your
clinicians and your schedule. Running these reports
will only help the practice if the information is accu-
rate and reviewed.  

Ask yourself these questions: 
• Is your clinic running on time? Are your

patients being seen on time?
• Are your clinicians consistently able to com-

plete procedures in the allotted time?  
• Are your estimated completion dates being met?  
• Is your percentage of emergency visits at an

acceptable level?
Many times I work with offices that have a “feel-

ing” of what is happening in their office. Were your
answers based on your feelings or one person’s per-

spective? Or were they based on actual facts and accu-
rate information? You can more accurately provide
answers by running your monthly clinical reports.
Actual times and accurate data will give you a better
perspective on which to base your decisions. The
clinical reports I recommend running monthly are
your emergency tracking report, patient flow report,
patients beyond ECD (estimated completion date)
and treatment efficiency monitors. Once you have
this information, you can answer the questions listed
based on what is truly happening in your clinic rather
than assumptions.

Emergency Tracking Report
If proper coding is used consistently, a report of

all emergency visit codes will give you insight into
possible areas of concern. There might be two codes
used to track this information – one for patients
who call into the office with breakage or a problem
and schedule an emergency appointment, and the
second for breakage found at the chair during a
scheduled appointment. Each of these gives a dif-
ferent view of the areas of concerns to address. If
the number of emergencies is very high, this will
most often lead to extended treatment times as well
as the reduction of the per visit fee. This report
might reflect the need for clinical training, bonding
protocol review and other areas of improvement for
the clinic. 

by Andrea Cook
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The number of emergencies seen in a practice
should average five percent or less. If your report
shows that number to be higher than desired, it is
time to provide training and put consistent protocols
in place to reduce this number. Consistency in the
clinic is a key factor in the reduction of emergencies.
It is critical to make sure clinical protocols are devel-
oped and consistently delivered by each clinician. As
I work with clinical teams to reduce bond failures, I
will ask about their bonding protocol. I am typically
assured that the practice has strict protocols and all
team members know and follow them. A portion of
my first day in an office during a clinical consult is
spent observing the team as it delivers patient care
with a full schedule. The number of inconsistencies I
observe are often reflected in the rate of bond fail-
ures; the higher number of inconsistencies, the
higher number of bond failures.  

For multi-office practices, I also look at the num-
ber of emergencies based on percentages per office.
One office might have a higher number due to the
equipment in that location. Is the compressor func-
tioning well? Are the air/water lines allowing water to
come through when you are drying the teeth during
a bonding procedure? Is the ambient light allowing
the adhesive to start to set prior to the doctor arriv-
ing at the chair?

If the number of emergencies is higher than
acceptable it is necessary to dig deeper to get some

true information to evaluate. The computer reports
will tell us which clinician saw the patient for the
emergency visit, not the clinician who is responsible
for the additional appointment. To fully evaluate
each emergency or repair appointment, a paper trail
is needed. Gathering the following information will
help determine areas for improvement:

• Which office was the patient seen in at his or
her last visit?

• Which clinician saw the patient?
• Was it a loose bracket, band, wire poke or other

problem?
• Which tooth – for loose bands and brackets?
• Which bracket – for offices using a variety 

of brackets?
• Was the adhesive on the tooth, bracket or both?
• Date and type of bond – for offices using direct

and indirect?
• Was it a wire poke or wire slide?
Once we have this information we can make

some educated decisions about solutions.

Patient Flow Reports
One of the ways our patients judge us is by being

seen on time for their appointments. This means
seating each patient on time as well as finishing each
procedure on time. The patient flow report will give
us that information if the team is checking the
patient in and out on time. We can track this back to
which procedures are taking longer than our schedule
is designed for. This report can also be tracked by cli-
nician, which pinpoints which members of the team
might need more training. Many times I find that a
clinician is unaware of the actual time he or she is
taking for procedures. Having actual data will be
much more helpful than “you are always running
behind.” Give the clinician some real numbers that
can give him or her a goal for improvement.

This report will only track the total time a patient
is in a chair. It will not account for time that is spent
waiting for the doctor to come to the chair. Assuming
that the clinician just needs to speed up and get more
efficient in the procedure might not be an accurate
solution. It might be due to the doctor time in the
schedule not being accurate or in the correct place in
the procedure.

Your patient flow report will allow you to evaluate
your clinicians as well as your procedures. Do all cli-
nicians need extra time for specific procedures? It
might be time to review the timings for your proce-
dures. Have you changed bracket systems, bonding

continued on page 46
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protocols or treatment applications? If so, the sched-
ule might not reflect correct time for these new pro-
cedures. If one clinician is not able to consistently
complete a specific procedure in the scheduled time,
additional training might be needed. It could be help-
ful to have a clinician who is able to complete the pro-
cedure in time work with those who cannot. Making
sure each clinician is prepared for the doctor when he
or she comes to the chair, has good chairside organi-
zation (all adhesives, extra instruments, disposable
items, etc.) and is fully trained will allow him or her
to move through the appointment most efficiently.

Patients Beyond ECD
Having a high number of patients beyond their

estimated completion date can be a huge struggle for
many practices. Getting this number down to an
acceptable level of five percent or less of your patients
will help you meet your financial goals and free up a
clogged schedule. The morning huddle is a good
time to have these patients brought to everyone’s
attention. The clinicians who see those patients can
evaluate their treatment and compliance and help get
them back on track.

The tracking report for patients beyond their esti-
mated completion date should also be reviewed on a
monthly basis. Are there financial concerns involved
with these patients? Patient compliance issues? A set
protocol should be developed to allow the team to
address these patients. The estimated completion
date should be reviewed and adjusted if there are
missed appointments, compliance issues or treatment
changes that are extending treatment. If the esti-
mated completion date cannot be met, I recommend
a scheduled consultation with the patient and parent
to discuss the treatment options.

If compliance is the reason for not meeting the
estimated completion date, it might be time to discuss
options. Are there fixed forces that can be used to
remove patient compliance from the treatment? Is it
in the patient’s best interest to discontinue treatment?  

Treatment Efficiency Monitors
This report will tell you how many procedures 

are completed during a patient’s treatment. It will
include all scheduled procedures that are completed
and all emergency visits. In order for a practice to be
financially sound we must look at treatment from
this perspective. When we tie this to the treatment
fee, this will help us determine if our financial goals
are being met. If the per visit fee is not at an accept-

able level we can look at options. One of the biggest
contributors to a case that is not financially sound or
profitable is the high number of emergency visits.
With consistency and training, this situation can be
greatly reduced.   

There are other options that might help your
office decrease the number of visits in a patient’s
treatment. The first is making sure that each app-
ointment is as efficient as possible. Each appoint-
ment must make the necessary progress to move the
patient through treatment in a timely manner.
Would moving to a self-ligating bracket allow you
to extend the weeks between visits? If repositioning
too many brackets is adding visits it might be 
beneficial to look at indirect bonding or computer-
ized treatment planning to achieve more accurate
bracket placement.

In order to fully evaluate treatment times I moni-
tor not only the total treatment time in months but
include number of procedures and number of emer-
gencies. If your computer system does not include
enough information to fully evaluate treatment I
would recommend using a treatment efficiency mon-
itor that is filled out at each patient’s deband appoint-
ment. This monitor will track the type of treatment,
total treatment time, the number of appointments
and the financial outcome of the case.

Now that you have accurate information to base
your responses on, I ask you to answer those same
questions again. The key to a successful practice is
meeting the needs of the patients. Once we under-
stand their needs, we can use this information to
make sure we are not only meeting their needs but
also excelling at every level. Running your clinical
reports is the first step. Using this information to
improve your practice and your team will take you
to the next level of clinical excellence! I challenge
you all to get there! ■

Author’s Bio
Andrea Cook bases training systems on practical knowledge gained
through 20 years chairside experience. Andrea works as a clinical consult-
ant and trainer for premier orthodontic offices across the country. Since
effectively training clinical team members is a critical portion to the
advancement of clinical productivity and profitability, Andrea works with
teams to increase efficiency, improve communication and guide the
office to a new level of excellence. For more information, contact Andrea
Cook at 253-332-3376 or andrea@andreacookconsulting.com. You can
also visit her Web site at www.andreacookconsulting.com.

continued from page 45

MAY 2012 // orthotown.com46



orthotown.com \\ MAY 2012

townie // poll

47

DIGITAL IMAGING
Orthodontists’ Opinions About

Read to learn how your ortho colleagues utilize digital imaging in their offices. Check
out the results below of the online poll conducted from March 15, 2012 to April 24,
2012. Don’t forget to participate in the poll on Orthotown.com each month. The more
opinions you can provide us, the more statistics we can supply you.

Do you see 3D imaging becoming
standard in orthodontics?

51%NO

49%

What type of camera does your
practice use to take patient 
treatment photos?

■

■

Do you use an 
intra-oral camera?  

23% Yes  
77% No

■

■

■

■

■

If you had the funds available, which one of the following 
pieces of equipment would you most likely purchase in the next year?

25% Laser

35% Cone beam CT

12% Digital pano

5% Digital ceph

23% Other

■

■

Do you currently use digital
X-rays in your practice?

74% Yes
26% No

■

■

Do you use e-mail to send or
receive digital images? 

91% Yes 
9% No

■
■
■

47% Digital SLR camera
52% Digital point-and-shoot camera
1% Traditional film-based camera

■
■
■
■

42% At the exam appointment
8% After the exam appointment
49% At a records appointment
1% I don’t take digital photos.

If you use a digital camera, 
when do you take your 
digital photographs?

YES

http://www.towniecentral.com/Orthotown/Poll.aspx
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The Rise of Social Marketing

Social media is today what Web sites were five years ago.
Social media sites like Facebook and MySpace burst onto the scene
a few years ago as a way for people to stay connected. MySpace has
since faded, but Facebook has remained strong, with other social
media sites such as Twitter and LinkedIn topping the popularity
charts. Social media sites began as a way for people to pursue, rekin-
dle and keep tabs on friends and personal relationships, but have
since evolved into an effective platform for marketing.

Whether you are marketing yourself as a trusted expert or mar-
keting your practice or particular service, social media has become
the way to connect and stay connected, both personally and profes-
sionally. LinkedIn is a site specifically devoted to professional net-
working, but Facebook and Twitter have followed suit by fusing the
personal and professional. Facebook and Twitter users now use
their homepages to advertise professional events and accomplish-
ments just as much as they do to keep in touch with friends. If you
use these social marketing tools to listen to what is important and
top-of-mind in your marketplace, you will be ahead of the game.
Instead of getting upset with your staff for wasting time on
Facebook, empower them to engage with your community via
Facebook. Think about it… how long does it take you or your Web
service to update your Web site? Forever. Facebook? Instant. Enable
your staff to post pictures, videos (post them on YouTube and link
to them from your Facebook page), success stories, fun things going
on at your office, events and more. By the way, the Internet is
becoming a place where visitors watch things, not read them. Be
aware of that when designing the next version of your Web site. 

Blogs and blogging supplement e-mail are ways to keep in
touch with people, promote and market yourself. For example, if

you go to a seminar or other business-related trip, be sure to take
pictures and post them to a site such as Flickr. You can then stream
your Flickr pictures to your site or link to particular pictures from
your blog. Why? Your readers and subscribers find the pictures and
content interesting. They want to know what you and your prac-
tice are up to.  

The important thing is to engage with your audience through
social marketing as much as possible. At minimum, you should
actively post on Facebook, Twitter and YouTube (and your blog, if
you have one). Everything else (Flickr, Reddit, Squidoo, Tumblr,
Digg, etc.) are nice to have, but not necessary when starting off in
social marketing. Not sure about all this? Set a goal for yourself to
block out two hours this week to set up a Facebook account and
YouTube page for your practice. If you are intimidated, assign one
of your staff members to show you how to do it (but don’t assign
it to them and walk away… you need to stay engaged). If you are
already a social marketing master, try expanding into a new social
media network – launch a contest on Facebook, or try something
new. Go out there and get social! ■
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For a free in office
consultation please call

1-855-245-2908
or visit us on the web at
www.planmecausa.com

Come visit us at
CDA Booth # 352
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PLANMECA®

ProMax® S3

• Mac OS and DICOM compatible

• Full-view patient positioning

• Onboard touchpad controls all
programs and functions

• Patented mechanical arm allows
for unlimited movements for
complex and unusual
Oral / Maxillofacial shapes

• Pediatric Mode
reduces radiation by 35%

• Integrates with Dolphin, Ortho II,
and other ortho imaging programs

• Advanced Imaging Program
includes Improved Interproximal
Pan Program for better spacing and
root positioning for TAD placement

• Upgrade to 3D at any time

PLANMECA’s ProMax has won Townie
Choice Awards for its pan/ceph model
2006-2011

PLANMECA® ProMax® S3 Pan/Ceph


