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The best things in life really are free! Orthotown knows you
work hard, so we work hard to find special deals and promo-
tions for you. These offers are available only to our Townies
and can be sent right to your inbox. To make sure you’re in the
know, opt-in to our e-newsletter and e-promos. Here’s how:

- Log into Orthotown.com
- Click the My Profile button in the green bar across the

top of the page
- Click the E-mail Opt-Ins link under your picture 
- Select your preferences and click the Update button at

the bottom of the page 
- To verify or change your e-mail on file, click the Change

E-mail link. 
Remember, your personal information won’t be shared 
with marketers without your permission and we never sell
your information.
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VIDEOTUTORIAL
Progressive Case Tutorial
Go to the Orthotown.com’s Media Center and click on the Tutorial section to learn how
to post a clinical case in our new progressive style.
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The AAO meeting was quite amazing from a
technology aspect. I think the exhibit area keeps
getting bigger each year and there were a lot of
“incentives” from companies competing for your
visit to their exhibit area, including multiple
“happy hours.” After all, they were competing
with Hawaii for your time and attention. I was
anticipating winning either an iPad 3 or a
TaylorMade R11S driver… maybe they just for-
got to e-mail me. 

Of course, CBCT was still leading the pack for
technology innovations, followed closely by the
iOC intra-oral scanner at Align Technology. In
addition, social marketing made a big push for-
ward in attractions at the exhibit area. Several of
our Orthotown Magazine contributors were repre-
sented in this area. If you didn’t have the AAO
Hawaii app on your smartphone, you were consid-
ered behind the times. 

My airline “catch-up” reading was the April
AJO-DO Journal. I was very interested in the
Point-Counterpoint in this issue: “Should CBCT
imaging be used routinely as a pretreatment ortho-
dontic record?” The point discussion was put forth
by Dr. Brent Larson, of Minneapolis, Minnesota.
The counterpoint was by Demetrios Halazonetis,
of Kifissia, Greece. Both discussions were based
solidly on current literature references, which leads
me to conclude that you can prove your point no
matter which side of the discussion you take. (My
pastor has made the same comment about the
Bible!) Orthotown Magazine has continuously pro-
vided our readers with up-to-date articles regard-
ing CBCT and will continue to feature CBCT in
our annual September issue. But I digress. Each
point and counterpoint is valuable and certainly

worth spending time reading, no matter which
side of the issue you currently support. However,
for me, if I may paraphrase Dr. Larson’s finishing
statements: “In 1953, Cecil Steiner challenged
orthodontists with the following: ‘The cephalome-
ter is here to stay, and those of you who are not
using cephalometrics in your everyday clinical
practice must soon bow to its importance, accept
the added burden it imposes and master its myster-
ies if you are to discharge your full obligation to
your patients.’”  

Reading this brought to mind Dr. Robert
Murray Rickets. Developing an orthodontic
mechanics philosophy (Bioprogressive) supported
by cephalometrics, Dr. Rickets devoted his life to
the advancement of orthodontics. For a short time
before his death, Dr. Rickets attended some of the
Arizona Orthodontic Study Group meetings. He
was a genius with vision and purpose, and ortho-
dontics still pays homage to his tireless efforts to
achieve his vision.  

Finally, Dr. Larson comments, “If you substi-
tute ‘CBCT’ for ‘cephalometrics’ in Dr. Steiner’s
comment, it would summarize my feelings on the
adoption of this technology in orthodontics.”  Dr.
Larson closes the discussion thusly: “With the
understanding that each patient should be assessed
before imaging and that patient-specific imaging
decisions are made, CBCT has replaced conven-
tional lateral cephalograms and panoramic images
as the most commonly ordered imaging for com-
prehensive orthodontic patients… I truly believe
its use results in better patient care.”  

Dr. Rickets was a great thinker, teacher and
innovator in orthodontics; perhaps one might
place him on a par with Steve Jobs of Apple.
Wouldn’t it be interesting to imagine how moti-
vated Dr. Ricketts would be if he were present
today and if he had the fantastic cone beam images
to get excited about? Bob Rickets exemplified the
truth that nothing stays the same and we must
adapt to the changes. ■

2012 AAO Recap
by Wm. Randol Womack, DDS, Board Certified Orthodontist, Editorial Director, Orthotown Magazine

“I was anticipating winning either an iPad 3 
or a TaylorMade R11S driver… maybe 

they just forgot to e-mail me.” 
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When was the last time you looked at your business plan? Do you have one?
As an orthodontic resident in 2005, I remember visiting part-time faculty members’

offices and thinking, “Wow, I can’t wait until I have my own office. When I grow up I’d
like to…” After thinking about it for a while and discussing with various part-time 
faculty members, one faculty member challenged me to put ink to paper and write down
my dream. I took out a yellow legal pad and started writing. I described the design 
elements of my dream: What is the size of the office? What colors are on the walls? What
technology would I like to implement? What types of patients would I like to attract?
During a yearly spring-cleaning of my private office (admit it, you have a pile in your
desk drawer, too), I came across this plan and was pleasantly shocked at how closely my
dreams had become a reality. Faith, blood, sweat, work and a plan are the key ingredi-
ents for success. As orthodontists we are called upon to diagnose, set treatment objec-
tives and develop treatment plans for patients under our care. When was the last time
you went through your written treatment (business) plan for your office and your life?
I took out another piece of paper and started writing a business plan for 2012. Whether
your practice is thriving or you are on the brink of a failing practice, this exercise is a
great way to take you where you want to go. 

Begin with the end in mind: What type of lifestyle do you want to have? How
many days a year do you want to practice? How much money is enough to feel secure?
What are your goals? Be specific! Use numbers and metrics to set the bar high enough
to stretch you and your staff!

Example of Hypothetical Goals: 
(To calculate your statistics, visit the spreadsheet at www.orthotown.com/proforma)
Current Take Home Income = $500,000 
Overhead Goal: 60 Percent
Revenue Required to Achieve Financial Security: $1.25 Million
Average Case Fee: $4,500
Average Case Duration: 22 Months
Number of Active Paying Cases: 509
Ask yourself the following questions:
What types of cases do you enjoy treating? What types of treatment modalities do

you enjoy using? What type of patient and consumer of your health care do you wish
to attract? Do you want to see every patient who walks through the door? What type
of patient don’t you want to treat? What is your niche and brand? What sets you apart?
What type of practice do you want to have? What is your mission statement? What is
your vision? What is your marketing plan? What percent of your overhead do you feel
comfortable spending on marketing? How much do want (legally) to delegate to your
staff? How many patients do you want to see per day? How many different practice
locations do you want to have? What are your financial policies?

Write the answers to these questions down. Share them with your spouse, office
manager or trusted non-competitive colleague. Analyze your answers and refer back
often to re-evaluate your plan! ■

Does Your Practice Have a 
Treatment Business Plan?
by Alan A. Curtis, DDS, MS, Online Editorial Director, Orthotown.com
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Not sure where to start on Orthotown.com’s message boards? We totally understand

– with hundreds of threads to choose from, involvement can be daunting. This is why

each month we select a few message boards based on the issue’s key topics. We edit

them down to the most poignant posts and serve them to you á la carte.  Use them as

a starting point and jump into the discussion online at Orthotown.com

Gingival Contouring
A recent case prompts a Townie to ask, “Who does gingival
contouring prior to orthodontic treatment?” Read the subse-
quent discussion to learn what fellow Townies had to say.

Looking for Laser Buying Advice for a Novice… 
Purchasing a laser for the first time is intimidating. Check out
this message board to learn where to start, and what works for
other Townies.

14 |
19 |



The art of flexible fields of view

LET’S REDEFINE EXPERTISE

Workflow integration | Humanized technology | Diagnostic excellence

Call 800.944.6365 or visit www.carestreamdental.com/ortho3D

© Carestream Health, Inc. 2012
7534 93 AD 0512

The CS 9300C extraoral imaging system combines outstanding image quality, low dose 
exposure and high flexibility through selectable fields of view in one compact and 
versatile solution. Now with every angle, you get a better, more accurate view of your 
patients’ dental anatomy, allowing you to diagnose with confidence and ease. 

 5 x 5 to 17 x 13.5 cm fields of view

 Panoramic, cephalometric, and 3D imaging

 Up to 90 μm image resolution

  Intelligent dose management

CS 9300C 

One solution that gives you more 
confidence at every angle
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Gingival Contouring
A recent case prompts a Townie to ask, “Who does gingival contouring prior to orthodontic treatment?” Read the subsequent discussion
to learn what fellow Townies had to say.

Questions for the community about laser contouring:
1. Does anyone do gingival contouring prior to starting orthodontic treatment in sus-

ceptible individuals?
2. What is your scripting for approaching parents for additional fees during active ortho

Tx when you wish to do frenectomies, gingival contouring, herpetic Tx or uncover
slowly progressing teeth?

3. What are your pearls regarding beveling the margin/papilla of a gingival contouring case?

This case I did this week prompted these questions. I’ll post some healed post-op pic-
tures when he comes back. (The Med Hx shows no medications that would be the cause for
this hypertrophy!) Pt had 9mm Psuedopockets in some areas! ■

Never prior to. That is for GPs and OSs, period.
Here is my scripting during Tx approaches: “The upper right canine has been a little

slow erupting and I can’t do anything else until that resolves. I can save Curtis some time
in braces if we uncover that tooth next time. I’ll just give him a little Novocain and do some
radio surgery to uncover it. Doing that will save him six months of waiting and there is no
additional fee.”

I think if you charge for this kind of thing as opposed to say dilantin hyperplasia or post-
Tx contouring, the mother might legitimately ask if she could have saved some money by
waiting, and you after all recommended starting now. Not worth the hassle. On the other
hand, if it is free and saves six months in braces, you look like a hero.

Pearls:
Junk the laser and buy a radio surgery machine. Just kidding, but only a little. You have

to give local with radio surgery but once you do, the final results are better and faster. If you
use a radio surgery machine, you can thin the bulk of tissue using a looped electrode. Very
simple and takes maybe five seconds a papilla.

The overall pearl, as told to me by Zachrisson some years ago, was to do something to
manage soft tissue. As I was teaching myself how to do this, I thought that this kind of tis-
sue contouring was similar to removing the pink wax around denture teeth. I remember the
instructors saying, “Make it look like gums.”

dr_curtis 
Member Since: 06/11/05 

Post: 1 of 15

zxzxzx  
Member Since: 02/28/03  

Post: 2 of 15  

»
Orthotown.com > Message Boards > Clinical Topics > Clinical Orthodontics > Gingival Contouring ▼

JAN 13 2012

Fig. 1 Fig. 2 Fig. 3

continued on page 16
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AmazingSmiles  
Member Since: 03/19/11  

Post: 3 of 15  

dr_curtis  
Member Since: 06/11/05  

Post: 4 of 15  

JAN 13 2012

JAN 13 2012

swamp fox  
Member Since: 06/17/10  

Post: 5 of 15  

JAN 14 2012

fesdds  
Member Since: 05/22/08  

Post: 6 of 15  

zxzxzx  
Member Since: 02/28/03  

Post: 7 of 15  

JAN 14 2012

Attached is a case I just did. [Editor’s note: See this thread on Orthotown.com for a link to
the document.] Simpler than yours to be sure, but you can still see the results. Please notice
that my post-op looks no worse than your laser does. Except for uncovering implants and
maybe working around veneers, there is no advantage to the laser over radio surgery, other
than of course not doing local and getting to wear those funky glasses.  

New radiosurgery machines cost $2,200 or less on eBay. I use an Ellman. No certifica-
tion required. Read the user’s manual and the textbook. Buy a piece of round steak to prac-
tice on. ■

Alan, your patient might be a mouth breather. Notice the hyperplasia is present before
treatment and is mainly on the anterior teeth. ■

Thanks Dr. Ruff! I love the pictures! Good-looking case! What do you use for your lin-
gual retainer? ■

I’ve always wanted to do some gingival laser Tx, but I just do not have the time!
How do you guys schedule this stuff in? TADs I have 10 minutes max, rest of time is

adjustments, braces on and NPs/cons.
I like that they come back from the periodontist and they are done. I have yet to have

someone say, “No, I won’t go, they are too expensive.”
But again guys, scheduling. Bear in mind, I have 100+ patients a day through the door

four days a week and I don’t want to work Fridays! ■

Swamp fox, personally I pick and choose. I don’t want to do laser on every patient that
needs it, either time-wise or cooperation-wise. I do have patients sometimes begging me to
do it because I do it for less than perio. But yes, doing a large amount of gingivectomies is
time-consuming, especially with laser. Sometimes it’s even hard to get good anesthesia when
the tissue is extremely fibrous. So, refer the ones you don’t want and do the ones you want.
If it is a newer procedure, schedule it as the last appointment of the morning. You can work
with less stress and take a little shorter lunch. I take an hour and a half lunch most days. ■

Dr_curtis, thanks for those kind words.
The retainer wire is from GoldnBraces.com. RW030 is what I use. The same as recom-

mended by Zachrisson. If you have a copy of Graber and Vanarsdall, re-read the chapter by
Zachrisson. It is worth it. 

Please allow me to climb on my soapbox for a moment. I love the fixed lower retainer con-
cept, especially one fixed only to the 3s. It is very hygienic and can stay on for a long time.

Just consulted with a hygienist about her son and we talked a little about retention. She
told me she loved the idea of the fixed lower retainer. I told her that the lower fixed was the
best retainer long term. Once the upper teeth settled against the lower teeth, the lower was
really 98 percent of the retainer needs of the patient. She responded that she saw a lot of my
patients 15 or 20 years out of Tx and they looked like the braces came off last week. Reminds
me of a comment one of my friends made after deciding to go to fixed retention after 15
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braceman402  
Member Since: 12/03/08  
Post: 8 of 15  

years of removable lower retention: “I’m tired of my reputation being affected because the
kid does not wear the lower retainer.” ■

I use the laser much less than I thought I would. Time and reimbursement are issues,
so I end up doing “minor” things like uncovering canines, etc. Doing an anterior sextant
just takes awhile because usually the cases that really benefit are the fibrous hyperplasia cases
and the laser is just very slow. That being said, the patients and parents love the result, so
the benefit to the patient is significant but it is more a “goodwill” benefit to the practice
than a financial benefit. Also, I end up using local anesthesia in a lot of cases where the tis-
sue is thick. 

Just be aware of the above issues and look at it as a change in the daily routine and a good
deal for the patient. ■

Braceman402, for those of you who haven’t invested, if you need to do local, you are bet-
ter off with radio surgery (electrosurgery). It is very fast and will reduce bulk just as fast. No
special glasses required. Generally, once the patient is numb, it takes 10 seconds per tooth to
do most things. ■

Zxzxzx, i agree. I think the electrosurg unit works just as well, but then, I haven’t used a
laser. Can someone who has used both tell me why I should invest in a laser? ■

Parkell has the electrosurges going for about $700 now. It’s great for the practice! ■

Drgscott, back in 2009, I gave an hour lecture at the AAO meeting in Boston on elec-
trosurgery. A couple of months prior to that lecture, I received this from Dr. Zachrisson:

Charlie:
I noticed that you will be lecturing on electrosurgery at the Boston AAO. In my opinion,

electrosurgery is at least as good as the diode laser, and of course, far less expensive than the
least expensive diode laser. You might have some use of the attached article from the July 2008
issue of the JADA by Gordon Christensen. The comparison between laser and electrosurgery
is interesting and informative. The comparison “reveals significant overlap of potential uses
and effectiveness.”

Kind regards, Bjorn
Of course lasers cost less than they did in 2009, but they are still more than an electro-

surgery machine.
In my opinion, a laser would win out for uncovering implants and for contouring around

veneers. For all ortho applications, I think they are roughly equivalent but the laser is slower
and requires special training and special glasses. Electrosurgery requires local.

I use my electrosurgery almost every day that I see patients. I get to put the braces where
they belong, which makes Tx go faster and better. ■

Firm, I was just going to post this about Parkell. I will eventually be buying one of these. ■

JAN 14 2012
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Firm, I use an Ellman unit. I like it very much. It is $2,200 new and sometimes half that on
eBay. I looked pretty carefully at the Parkell unit and it looks very nice. I’d love to get my hands
on one to compare, but on its face it looks like it will do what you want. $700 is a very nice price.

It comes with a selection of electrodes, but
these two are the only ones you need. The thin
loop is for 95 percent of what I do and the round
loop is for bulk reduction in severe hyperplasia
type cases.

I really get a kick out of the indifferent plate.
They make it red. Why? That is the part that
freaks out a lot of new users. That California guy,
Steve Tracy, who speaks on lasers says that to use an electrosurgery unit you have to ground the
patient. He says that as a way to scare people (I think). And he uses that statement (which is
incorrect) to sell lasers. I’m not sure if he does not know any better or is trying to mislead. This
indifferent plate, also sometimes called a passive plate or “grounding plate,” has nothing to do
with grounding. Think of the handpiece as a radio transmitter and the passive plate as a radio
receiver. The closer these are to each other, the less energy you need to transmit to get the job
done, so you place the passive plate under the patient’s shoulder. If the patient asks, you simply
say, “This just helps the machine work.” Ninety-nine percent of the time that is all that is needed.
For those engineering-type patients, I will explain about radio transmitting, etc. What I also find
interesting is that an electrosurgery unit works by transmitting electromagnetic radiation focused
at the handpiece tip, which does not get hot. The
tip does not get hot. Doesn’t a laser do essentially
the same thing? The differences are smaller than
the sales people want you to know.

Finally, when my study club had Zachrisson over for the first time about 15 years ago, he kept
talking about minor perio procedures. Someone asked him why he did this or that and his reply
was, “The scalpel was warm.” Meaning he had it out, it was in his hand, so he did what was
needed. No big deal. I pointed out that Dr. Zachrisson was perio-ortho and he feels comfortable
with a scalpel. I said I was more comfortable with an electrosurgery machine. He said, “Fine. It
does not matter. All that matters is that you do what needs to be done. Most orthodontists should
do more soft-tissue contouring for the sake of the patient.” That was all I needed to hear. ■

Does a patient even know the difference between a laser and an electrosurge machine? I tell
my patients all the time, “The dentist will use a laser to remove the extra gum” to make the need
for gingivectomy sound less scary. “Laser” implies a hi-tech and cool factor while any mention of
the word “surgery” implies scalpel accompanied with a lengthy discussion of “why do I need sur-
gery?” They come back having had an electrosurge used for the procedure and never complain
that they didn’t see a laser. I actually had no clue the procedures were being done with an elec-
trosurge because the GP told me he had a laser, which I assumed he used. But his associate was
the one who said “yeah we have it, but it takes too long to set it up and use so we use the elec-
trosurge much more often.” ■
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Looking for Laser Buying Advice 
for a Novice… 
Purchasing a laser for the first time is intimidating. Check out this message board to learn where to start, and what works for other Townies.

Where to start?
I’m looking to get my feet wet with the most typical procedures... uncovering canines

beneath the labial mucosa, uncovering 7s to allow bracketing.
The best place to obtain the training? Best all around machine? Picasso or Picasso Lite?

Easiest to use? (Does Apple make a laser?)
Many thanks in advance. ■ Tom

Get an electrosurgery machine. You won’t regret it. ■

Thank you for this response, but can you provide details other than cost? Can anyone elab-
orate on the local anesthesia required for the electrosurgery? I assume it’s mostly infiltration? ■

I use a WaterLase. I’ve had it for quite awhile (since before the diode lasers came out), and
it works great, but I certainly wouldn’t go this route again.

So I can’t help you specifically answer which diode laser to get. I hope others with vari-
ous models will pipe up and contribute, because I would love to hear about the pros and cons
of each one. Of course, few people will have owned and used more than one model, unless
they used them in their residencies.

If you are looking at getting one within the next six months, going to the Hawaii AAO
meeting, talking to every manufacturer and actually using all the different models would be
an excellent use of time. Or the ADA annual session is in San Francisco this year in October.
Or maybe the Schein or Patterson rep could bring several models into your office to try them
out? ■ Diane

Longwire, it is all infiltration.
The lasers are sold as not requiring local, only 20 percent TAC. Having used a WaterLase

and talking to others that use a diode, I think that is true 50 percent of the time. In other sit-
uations, the patient will feel it and unless you are unfeeling, you won’t like that. Once I real-
ized that, I stopped using my WaterLase and went back to the Ellman unit that I’ve used for
25 years.

If you are OK with giving local, then there is absolutely no reason to buy a laser unless you
plan on using it to uncover osseointegrated implants or contour around veneers. Using a laser
involves a formal training program and eye protection – and be prepared for slow going, espe-
cially if you are talking about reducing hyper-plastic tissue. With radiosurgery, once the patient
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is numb, you will need to invest about 10 seconds a tooth for simple things and about 20 sec-
onds a tooth for things like hyper-plastic tissue reduction. 

At morning huddle, we review which patients are having which procedures that day. Braces
on, braces off, TADs, radiosurgery. I’ll ask the DA which tooth/teeth are being done for the
radio surgery and, if the notes are clear, I will then let the DA handle the topical. When the DA
is ready, I come over and do the local. I then leave to see other patients and the DA calls me
back after about five minutes and we do the procedure. It fits into our daily schedule very sim-
ply. Typically, I’ll stay right there and bond whichever teeth we have just uncovered.

The key to any topical is tissue dryness and time. So dry the tissue off and paint on the top-
ical for at least two minutes or even longer if the patient is a little nervous. I use FDA-approved
topical most of the time. If the patient is really apprehensive, I will use 20 percent TAC and
leave it in place for three minutes. Then the DA washes it off and waits another three minutes.
At that point, according to the gurus, you can insert a TAD without additional local. If it is
good enough for a TAD, it is good enough for me to use a 30 gauge ultra short needle (10mm
long and very unthreatening for both you and the patient) and inject about three-quarters of a
carpule of Septocaine in the vestibule. Inject very slowly for additional comfort.

I leave and come back after five minutes. I will then inject the other quarter carpule in each
papilla to be sure I have both the buccal and mesial and distal numb. Then immediately do
the radiosurgery.

I’ve had many patients say they never felt a thing, especially if I use 20 percent TAC. It is
always fun when you insert the needle and have half a carpule in and the patient says, “When
will I feel the needle? Is it in yet?”

Recently, I had a really, really nervous patient and I had to recontour canines to look like
laterals. I needed to get rid of the excess tissue to work unimpeded mesially and distally. So I
did the local thing and gave her a mirror and asked her to look at one of the canines. I then
took an explorer and inserted it into the papilla. She saw it go in and said, “Oooh!” Then imme-
diately said, “Wait a minute, I didn’t feel that.” The DA and me were laughing so hard we had
to take a short break.

There are weeks that I use my radio surgery unit almost every day. That plus TADs and we
probably give local more than once a day on average. Welcome to dentistry! And you thought
you left all that behind you when you started ortho. All of this is easier if you have some gen-
eral dentistry experience behind you. ■

I watched an Ormco promotional video recently about their TAD system. In it, one of the
steps after the topical was administering anesthetic using some gun-type of device. I’m guessing
this device hides the needle from the patient’s view so they don’t see it and freak out. Does any-
one know what this device is? I think half the issue with giving anesthesia is seeing the needle,
even if they don’t feel it. Our patients used to freak out when they would see the metal syringe
tip for the etch on the tray table. Ever since we switched to plastic tips for the etch, the freak
out episodes are non-existent. ■

It is a Madajet XL. No needle. Think of it as a water pistol for local. $600 or so. ■

Zxzxzx, I was looking into buying one of these for placing TADs. Anyone have experience
with it? ■
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Drgscott, cope recommends it for palatal TADs. I’m also thinking about trying one. The
only negative is that it does not take carpules. You have to empty a carpule into a container. Not
sure about that.

I use 20 percent TAC and a 33 gauge ultra short needle in a Paraject syringe by Septodont.
Seems to work really well. Takes about a tenth of a carpule for palatal anesthesia. ■

My electrosurge unit is a Sensimatic, which has been discontinued, but the Parkell looks
good for under $1,000. Mine was around $800 and it works great. I’ve had it for probably at
least 15 years and use it a couple of times a month. I really don’t see any advantage the laser has
over it. There is a huge marketing move by the dental companies to sell lasers and the market
is huge because, apparently, most orthodontists aren’t doing any gingival recontouring yet. I
think they both accomplish the same thing at a different cost. Either way, you won’t go wrong
doing gingival recontouring for your patients. ■

...to all.  (Dr. Ruff, do I remember you from the early ESCO days?)
I have six years of general dentistry under my belt, however that was 20+ years ago, so I’m

taking some notes on the local anesthesia. More questions:
1. Electrosurgery training... did you mention that instructions come with the unit?

Anywhere else?
2. I think the two procedures that make me think about buying a laser are: 1. uncovering

labial canines and 2. exposing unerupted lower second molars. How is the electrosurge
with these procedures?

Thanks again to all. ■ Tom

I started with a dentist mentor who I could talk to about
cases. He loaned me a laser to get my feet wet. Then I took a
hands-on course at the local dental school. I bought my own
laser Picassa Lite and did posterior uncoverings, then anterior
mandibular gingivectomies, then anterior aesthetic zone con-
touring and then maxillary frenectomies. I have not done any
lingual frenectomies yet but have some Tx planned. I recom-
mend taking pictures of every case and then doing self-cri-
tique. I always do infiltrations just because I want to be able to ensure the patient is comfortable.
Get in the habit of taking probing depths and get a good consent form to CYA! ■

Nice cases, Dr. Curtis. But these photos depict the same result that would have been
achieved by electrosurgery instead of laser. Can anyone explain why we should spend the money
on a laser if we are already using an electrosurgery unit? So far, I haven’t seen a reason. ■

Electrosuge... It’s on my toy list! I’ll post cases later this summer after I
get the hang of it. Question: What words do you use to describe the proce-
dure? Do people know what it is? When I do incisal enaleoplasty I call it
manicuring. When I do IPR I call it polishing or contouring, pressure not
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feature // case presentation

Case History/Problem List
A 17-year-old Caucasian female presented the following chief complaint: “My

bite points to the right and my teeth are crooked.” The left body of the mandible
is approximately 6mm longer than the right. The overjet measures -2mm at the
upper right lateral incisor. Minimal overbite of 1mm is present. Mild/moderate
crowding of 5mm is present in each arch. The right molars and both second bicus-
pids are in posterior crossbite. There is a 7mm Class III molar and canine discrep-
ancy on the left and a 4mm Class III molar and canine on the right. Smile arc and
smile line are within normal parameters. The mandible is mildly prognathic in the
profile view (Fig. 1).The skeletal relationships confirm the prognathic size and
position of the mandible relative to the cranial base as well as a mildly deficient
maxillary size and position in the anteroposterior plane (Fig. 2). 

Treatment Objectives
•  Resolve crowding.
•  Correct posterior crossbites with arch development and early and light elastics.
•  Maintain pleasing smile features of smile arc, medium smile line/gingival

display, display of posterior teeth in the buccal corridors.
•  Non-surgical correction of the Class III asymmetric discrepancy with a

combined approach of mini-screw-facilitated maxillary dentoalvelar pro-
traction and asymmetric retraction of the mandibular dentition to the left. 

•  Achieve ideal dental relationships of overbite, overjet, Class I molars 
and canines.

•  Retain the dentalveolar correction.

Treatment Sequence
Passive self-ligating brackets with low torque upper incisor Damon torque

prescription and standard torque lower incisor torque prescription were placed.
Quarter-inch 2oz posterior cross elastics were used as needed from the lingual of
the upper molars to the labial of the lower molars from the first archwire inser-

orthotown.com \\ JUNE 2012
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Fig. 2 Pre-treatment ceph tracing
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tion of .014 CuNiTi. The archwire sequence of 14x25 CuNiTi, 18x25 CuNiTi,
19x25 ss was followed with 10-week appointment intervals. The posterior cross-
bite relationships were corrected prior to advancement to 18x25 CuNiTi. Once
both arches were worked to 19x25 ss, a fixed removable TPA was inserted into
lingual sheaths of the upper molar bands modified with distal facing hooks. Two
6mm TOMAS mini-screws with bonded 19x25 ss wire traction hooks were
placed 8mm anterior to the TPA corresponding in lateral position to the distal
facing hooks on the TPA. Power chain activation every six weeks from the mini-
screws to the TPA was delivered with the intent to mesialize the maxillary den-
tition (Fig. 3). A 10mm TOMAS mini-screw was placed in the buccal shelf of
the mandible at the mesiobuccal of the lower left second molar. A power arm
was placed on the lower arch wire mesial to the lower left canine. A medium
NiTi coil 10mm in length was attached from the buccal shelf mini-screw and
run to the power arm at a vertical level parallel to the archwire to apply approx-
imately 250 grams of retraction force to asymmetrically distalize the mandibu-
lar dentition to a Class I molar and canine relationship (Figs. 4a, b & c) over a
nine-month period of time with six week activation of the maxillary protraction
with power chain and monitoring of the lower arch distalization. Detailing of
the final occlusion was achieved with 19x25 TMA finishing wires and vertical
finishing elastics. Total treatment time was 20 months.  

Treatment Results
The maxillary dentition was protracted approximately 4mm. The mandibu-

lar dentition was retracted preferentially to the left (Fig. 5). A pleasing display
of posterior teeth in the buccal corridors was achieved. Smile arc was main-
tained. Crossbites were corrected. Upper and lower crowding was resolved. Class
I molar and canine relationships were achieved in addition to normal overbite,
overjet and coincident midlines (Fig. 6). It seems that at least a portion of the
initial apparent asymmetry of the mandible was due to a functional shift to the
right. The final chin point deviation to the right is less severe compared to the
initial frontal smiling image (Fig. 7).

Insertion Protocol
•  TAC-20 topical anesthetic two, two-minute applications with a thin piece

of gauze to prevent the gel from running under the tongue.

continued from page 23

Fig. 3

Fig. 4a

Fig. 4b

Fig. 4c: (Nine months of Force Application)

Fig. 5: Cephalometric superimposition Fig. 6: Final photos
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•  Administer one half a carpule of 2% Lidocaine to anesthetize the long
buccal nerve. This accessory of the inferior alveolar nerve innervates the
buccal vestibule and therefore the periosteum labial to the second molar.

•  Soft-tissue laser access opening to prevent movable mucosa from crawling
up the shank of the pilot hole bur.

•  Pilot hole drilling with a continuous careful motion with a slow-speed
handpiece with the shank of the bur (TOMAS) oriented parallel to the
labial surface of the second molar under copious saline irrigation to con-
trol temperature.

•  10mm TOMAS mini-screw placement with the Orthonia TAD driver
(Rocky Mountain Orthodontics). This allows for placement with control
of insertion torque with a digital readout and torque setting upper bound-
ary of 10 N-cm.  

Retention
Bonded wire retainers were bonded and an inter-occlusal Damon splint was

delivered with a labial cut-out of Essix dual-laminate material from the lower
left second molar to the lower left canine (Fig. 9). This allowed for placement
of a tether of three-ply twisted .010 ligature wire to be attached to the buccal
shelf mini-screw and then bonded to the labial surfaces of the lower left poste-
rior teeth. The intent of this bonded tether and nighttime inter-occlusal splint
is to prevent relapse. This will be maintained as such for one full year.
Thereafter, the mini-screw and tether will be removed and the nighttime wear
of the inter-occlusal splint tapered.

Discussion 
Placement of a mini-screw in the mandibular buccal shelf is technique-sensi-

tive. The mesiobuccal of the mandibular second molar is the location shown to
be the best location for placement.2 At this location, the slope of the buccal shelf
is less steep and there is often a better chance of placement into keratinized tis-
sue (Fig. 8).2,3 Avoiding a more distal location on the buccal shelf limits the for-
mation of mucosal inflammation surrounding the mini-screw head that can lead
to failure. This area of the mandible has a relatively thick and dense cortical bone
thickness.1 Controlling insertion torque to within 5 and 10 N-cm has been
shown to increase secondary stability.1 Pilot hole drilling and use of the Orthonia
Tad Insertion Driver (RMO) allows for controlled insertion within this torque
range. A force application of 250-450 grams has been shown to be successful in
distalizing mandibular molars as well as the mandibular arch en masse.1,4 

Conclusions
This case demonstrates the following: Unilateral en masse distalization of

the entire mandibular arch can be achieved with a 10mm mini-screw placed at
the mesiobuccal of the mandibular second molar. A significant asymmetric
Class III skeletal discrepancy can be camouflaged with en masse dentoalveolar
movement of both arches. �

1. Motoyoshi et al., Int J. Oral Maxillofac Implants 2007. Effect of cortical bone thickness and implant placement torque on stability

of orthodontic mini-implants. 

2. Lin JJ,. Creative Orthodontics Blending the Damon System and TADS to Manage Difficult Malocclusions: pages 2010, Yong Chieh

Enterprise Co. 220-226.

3. Chen pJ, Juan SH, Lin JJ, Wond YK, Bone thickness of the buccal shelf for orthodontic implant placement. Poster, Annual Meeting

of Taiwan Association of Orthodontists, 2009.

4. Sugawara J et al. Distal movement of mandibular molars in adult patient with skeletal anchorage system. Am J Orthod Dentofacial

Orthop 2004;125:130-8.
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Fig. 7: Before and after frontal smiling side by side

Fig. 8: Buccal shelf diagram compliments of Dr. Rungsi Thavarungkul

Fig. 9: Damon splint and bonded tether
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Apnea Guard Combo Kit  

The Apnea Guard pre-fabricated oral appliance from Great Lakes Orthodontics predicts the
patient’s therapeutic position and produces outcomes equivalent to a custom appliance. Ideal
for immediate placement, the Apnea Guard Combo Kit accommodates a full range of 
arch widths with three vertical sizes, and advances the mandible in 1mm increments for up to
29 nights. Apnea Guard uses PVS impression material common to most dental offices, and 
settings can be precisely transferred to a custom device. The convenient Combo Kit includes
five Apnea Guards: one low (5.5mm), three medium (6.5mm) and one high (8mm). For more
information, visit www.greatlakesortho.com or call 800-828-7626.

NeoLucent Plus Ceramic Bracket System

The NeoLucent Plus Low-Profile Ceramic Bracket System delivers superb aes-
thetics by blending with the natural tooth tone for a virtually invisible appear-
ance. The ceramic brackets come with improved performance due to a Crunch
COAT Base – consisting of fine alumina particles bonded to the bracket base,
providing a large area for adhesive to bond – more anatomically contoured base
radii and improved materials for a smoother finish and color consistency. For
more information, visit OrthoOrganizers.com or call 800-547-2000. 

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.

Maestro 3D Desktop 
Scanning System

The Maestro 3D Desktop Scanning System is 
a fast, affordable digital model-generating sys-
tem that creates fully rendered, three-dimen-
sional models from intra-oral scans, bites,
impressions or existing models. It is designed
with intuitive viewing software and analytical
tools that allow doctors to efficiently manage
and edit digital STL files, perform complex
measurements, create virtual bases and occlusal
maps, and analyze patient cases. The system
includes the scanner and a dedicated Dell
Precision computer pre-loaded with Easy Dental
Scan, Ortho Studio and Ortho Studio Viewer
software. For more information, call 800-828-
7626 or visit www.greatlakesortho.com.

http://www.orthoorganizers.com


orthotown.com \\ JUNE 2012

feature // marketing

27

by Dusty Green

There are so many stories and studies about the mass
business migration to video marketing, and its repeated
resulting successes (see sidebar). We’re a video-driven society.
People love video. Video increases sales. So the only head-
scratching question that remains is: Why aren’t you using video
to market your practice?

A Web Site’s Not Enough Anymore
Hopefully you know by now that the first place a prospec-

tive patient is going to go to find out more about you is the
Internet. And we’re not just talking about kids. Their parents
– the ultimate decision makers – are getting more and more
Internet-savvy. They’re shopping around. They’re doing their

continued on page 28

Facts
•  comScore reported that 182 million U.S. Internet users

watched online video content in December of 2011 alone.
•  Online video now makes up 50 percent of all consumer

Internet traffic.
•  More than 83 percent of the U.S. Internet audience view

online video every month.
•  Visitors who view product videos are 85 percent more

likely to buy than visitors who do not.
•  And, not surprisingly, USA Today lists video marketing as

one of the top five small business trends for 2012.
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research. And they’re making their decisions based
largely on what they find online. 

But simply having a Web site isn’t enough any-
more, not in today’s world. Why? Because almost
everyone has an attractive, informative Web site these
days. And despite a few differences in design and func-
tionality, it’s getting harder and harder for prospective
patients to tell the difference from one office Web site
to the next. 

Think about your own Web site for a second. Do
you have an “about the doctor” page? Check. Staff pic-
tures? Check. A page talking about all of your state-of-
the-art treatment options? Check. A “contact us” page? Check.
Chances are you do, because everybody’s got that stuff.  

So how can you set yourself apart in a uniquely valuable
way? How can you rise to the top of the list and at the same time
make that emotional connection – that positive, lasting first
impression – with every patient that visits your site?

Easy. It’s done with video.

Video: Unequalled Emotional Effectiveness
Video is without question the most powerful and effective

marketing tool in our history. From the early days of the 20th
century when silent film commercials (selling cigarettes, no less)
made their debut at neighborhood theaters called nickelodeons,
to the invention and unparalleled reach of television, to the
advent of the Internet and the explosion around the globe of
Internet-based video, nothing has compelled us to action as a
society like the moving images of film and video.

Why? Simple: No other medium so closely reflects life.
Video has color, movement, sound and, most effectively, the
ability to convey and elicit emotion – all the things that fill our
lives every day.

This of course should come as no surprise to anyone. We all
grew up with TV and movies, and today we are by-products of
the decisions (and purchases) we’ve made based on movies we’ve
seen, commercials we’ve watched or stories we’ve seen on the
evening news. The impact of the medium is undeniable, prima-
rily because of its power to sway emotion. And that’s what we’re
counting on here.

Building a Video Marketing Strategy
Every doctor, every office, every staff has its own distinct

personality. It’s what makes you, well, you. The trick is getting
that personality to come across in an accurate and effective way.

And nothing – nothing – can accomplish that better than a solid
video marketing strategy.

Like any good project, an effective video marketing strat-
egy has to begin with a strong foundation, a base from which
to build and maintain an ongoing effort. And when consider-
ing getting a video marketing strategy off the ground, that
foundation, the launch pad, if you will, is right there in front
of you every day: your Web site. Again, it is your official place
of business on the Internet – your online storefront. Your Web
site is the place where prospective patients and their parents
are going to look first to find out who you are and what you’re
all about. 

So you have a great foundation from which to start. That’s
the good news. The bad news is, like everything else that evolved
so quickly in today’s high-tech society, video marketing has
changed dramatically in the past few years. It’s grown up. It’s
more mature. Meaning, if your video isn’t done right, or if you
have a 15-minute video on your Web site that you produced in
2005 (that you think is still fine and dandy), you probably need
to take a fresh and honest look.

Today’s Web-savvy consumers click through a zillion Web
sites during the course of a day and, as days go by, they have less
and less time to do it. So to do video right, first and foremost –
it’s got to be easy to find and easy to play. If a viewer (a prospec-
tive patient) can’t find your video and watch it with minimal
effort, it’s useless. And you’ve missed a tremendous opportunity.

When your videos are done right, meaning that they’re well-
produced, they’re placed on the site correctly and they’re easy to
watch, that’s when the magic happens. Aha! You’ve got patients’
attention. They see your face. They hear your voice. They really
get a feel for what your office is like. And right then and there
you’ve automatically set yourself apart from every other Web site
they’ve visited in a unique and highly valuable way.

continued from page 27
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Best of all, patients who view the video now see you as more
than just another photograph on a page, or another name with a
lot of important-sounding letters behind it. If the video is done
right, they see you as a person. Someone real. Someone who has
a passion for what they’re doing. Someone they feel comfortable
with. Someone they could possibly get to know and like.

Bingo. You’ve got ‘em. They call, make an appointment and
by the time they arrive for their initial consultation they feel as
though they’ve been to the office and know everybody.

Video Marketing and Social Media
For your main Web site videos, don’t mess around. Go with

a professional video production company, somebody who
knows video production and knows what they’re doing. Your
Web site – and everything on it – is too important to put in the
hands of an amateur, especially for the sole purpose of saving a
little money. Professional production is an investment, no
doubt. That’s the bad news.

The good news is that the second half of your video market-
ing strategy is, in my opinion, equally powerful, equally impor-
tant and practically free. All it really requires is a little bit of time
and a dose of creativity.

This is where sites like YouTube and Facebook come into
play. Think of them as your own personal TV channels. You’re
in control of the programming and you can advertise all you
want for free! All you need to get started is a Flip camera, a com-
puter and a staff member willing to spend an extra few minutes
here and there filming and (if necessary) editing.

Through the course of business, we visit a lot of practices
around the country, and we’re always sure to ask if they have a
Flip camera anywhere in the office. Almost without fail, we get
the same response: “Oh yeah! We’ve got one, but it mostly just
sits over there on the shelf because no one knows how to use it
or has the time to use it.” And invariably, when we take the cam-
era off the shelf and show them how easy it is to use, and how
easy it is to edit and upload the video, they’re at the same time
amazed and excited by its potential.

Done consistently and creatively, self-produced videos can,
and should, be used as an excellent complement to your profes-
sional material, and help present you and your team in a more
casual, down-to-earth and comfortable light. Whereas the main
Web site videos serve to grab the viewer’s attention, establish you
as a professional and “draw the viewer in,” so to speak, your social
media videos can be an excellent way to show the fun, excitement
and all-around awesomeness of everyday life in your practice.  

Now, that’s not to say you can simply post your own do-it-
yourself videos and automatically expect to achieve video mar-
keting greatness. After all, everything you post to the Internet is
perceived by the public – fairly or not – as a reflection of you
and your practice. So if your videos are fuzzy, dark, shaky, hard
to hear and hard to understand, the viewer’s natural reaction
isn’t going to be favorable. 

To provide an easy and effective solution to that problem,
our company kicked off a new program at the AAO this year
called GoSocial, whereby our clients send us their own video
clips – whether it be a contest announcement, a testimonial or a
deband celebration – and then we professionally edit them with
custom graphics and music and really make them shine! Then,
we upload the finished videos to their social media sites for them
a few times a month. The result? They’ve got a steady stream of
professional-looking, exciting and informative videos beefing up
their social media sites. Better still, when they’re done right,
adding social media videos regularly can also give a big boost to
your search engine rankings.

The list of opportunities to create and share your own videos
is endless, limited only by your creativity. From contest
announcements and winners, to holiday greetings, office tours,
staff profiles, community events and patient appreciation par-
ties, the list goes on. They’re all great ideas, great ways to pro-
mote your practice and to establish and reinforce that personal,
emotional connection with current and prospective patients. 

Lights! Camera! Results!
Orthodontics is, as much as anything, a business built

around personal relationships. Comfort. Trust. Personality. And
there’s no better time than right now to begin building relation-
ships through the unmatched power of video. So get those cam-
eras rolling! �

Author’s Bio

Dusty Green is president of OrthoMedia, a video production company
specializing in video marketing for orthodontic practices and the
orthodontic industry. Dusty is an award-winning television news and
documentary producer with more than 20 years experience in the tel-
evision and video production industries. He and his wife, Nikki, who
has more than 16 years experience working in orthodontics, started
OrthoMedia in 2008 and have a growing list of clients across the U.S.
and Canada. They reside in Austin, Texas.
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Incognito Lite Hidden Braces 
3M Unitek’s Incognito Lite Hidden Braces is a new lingual brace system that is
placed on the inside of the teeth to realign the “social six” teeth – the teeth in
view when smiling or talking. Incognito Lite Braces are an ideal treatment
option for adult patients with mild to moderate misalignment cases. The prod-
uct has been awarded the prestigious international design prize, The Red Dot
Award: Product Design 2012 for its fine design in the health care products 
category. It is the first Incognito Braces product to be digitally set up using pro-
prietary software. Additionally, patients might experience shorter treatment
time compared to other invisible solutions because Incognito Lite Braces are
worn all day, every day. For more information, visit www.3munitek.com.

AnywhereDolphin Apps
AnywhereDolphin Apps is a new hosting solution that allows users to run their
Dolphin software in the cloud, saying goodbye to costly file server purchases and
the fees associated with its configuration and ongoing maintenance. The benefits
of AnywhereDolphin Apps include the use of the same Dolphin software currently
in place in thousands of practices worldwide, seamless support of multiple
offices, automated software and feature upgrades, fixed hosting fees, multiple
platform support (Mac OS, Windows, mobile devices) and safe, secure, up-to-date
online servers. For more information, visit www.dolphinimaging.com/anywhere.

Unitek Treatment Management Portal | TMP
The Unitek Treatment Management Portal is an advanced orthodontic software
platform that combines the latest in digital model imaging with state-of-the art
interactive technology to enable customized treatment planning for orthodon-
tic patients. Unitek TMP benefits include precise, high quality 3D digital models
for efficient treatment planning, digital storage and instant access to patient
records, expedited ordering and direct communication with the 3M Unitek lab.
Learn more at www.3munitek.com/TMP.

Damon Clear Lower-Arch Brackets
Ormco recently extended their aesthetically pleasing Damon Clear product line to include lower-arch treatment. Damon
Clear is a virtually 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 manufac-
tured with identical products for a uniform, visually appealing treatment solution. Damon Clear braces, optimized for
bond strength and opening/closing forces, are resistant to staining and allow wires to move within the brackets. For
more information, visit www.ormco.com.

Didn’t make it to the American Association of Orthodontists meeting
last month in Hawaii? Well we can’t bring you the gorgeous weather
that you missed, but we can bring you a few of our favorite items we
ran across on the exhibition floor.
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67%
One  

15%
Two

18%
I don’t have 

a laser  

LasersOrthodontists’ 
Opinions About
Read on to learn how your orthodontic colleagues utilize lasers in their offices. Check
out the results below of the online poll conducted from December 30, 2011, to
February 3, 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.

Are you using a diode
laser in your office?  

60%NO

YES40%

Do you use written
informed consent? 

■

■

■

■

What kind of laser training did you take?  

27% Training that came with the laser  
13% Online training  
7% Trained by a colleague  
53% Attended a training seminar  

■

■

■

■

How do you document your laser procedures?   

36% Written notes in patient record  
4% Photos before laser  
4% Photos after laser  
56% All of the above 

■

■

■

■

What is the second-most-often
performed procedure?   

25% Uncover cuspids  

7% Uncover second molars  

54% Gingival recontouring  

14% Frenectomy  

■

■

■

■

■

How long have you used a laser?
4% Less than six months  
9% Six months to one year  
11% One to two years  
36% More than two years  
40% I do not use a laser

■

■

■

What do you use your 
laser for most often?   

54% Uncover cuspids  

36% Gingival recontouring  

10% Frenectomy  

How many lasers do you have in
your office?  

14%
I haven’t
prepared
one yet 

33%
I am not 

concerned
about using

one
53%
Yes

http://www.towniecentral.com/Orthotown/Poll.aspx
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One of the greatest challenges I see most orthodontists fac-
ing today is running their practice like a business and being able
to get productive things done beyond just seeing patients.
Whether it has to do with getting marketing in place, imple-
menting a patient referral system or building a new office, it’s
important to have the right people in the right positions (doing
the right things) in order to really make things happen.

I’m going to share with you five areas of talent that you
should have in your own practice to ensure it runs like a well-
oiled machine that can get productive things done! 

I call this “The Talent Force” and it’s comprised of the 
following categories. This is the structure we follow at the
Scheduling Institute. Each of your
employees should fall into one of 
these categories: Vision, Lead, Build,
Manage, Do. And you should have the
right mix of each type of talent.

Vision (Visionaries)
As the owner of the business, it is

your job to create the vision. It’s not
enough to have a vague idea of what you want for your practice.
In life, you get what you deserve. So having a vague vision will
bring you vague results. Your vision must be very clear and spe-
cific and planned a minimum of five years out. A vision should
be designed for significant growth, not incremental growth. 

Once you have a strong vision you must constantly commu-
nicate it to your entire team. We have close to 100 employees at
the Scheduling Institute and I meet with our entire team once a
month to refresh their minds with our vision and get them refo-
cused on moving toward it. 

If you don’t already have a clear vision, are not the type of
person who can create one, or if you’re just not satisfied with
the vision you have (you want something bigger than you can
create on your own), use outside resources to help form the
vision. Look at great companies and ask how you can apply
their ideas to your practice. Get outside of your niche. Read
books on great business leaders and find inspiration that you

can adapt and use to bring your vision into reality. At the
Scheduling Institute, our most exclusive group of clients are in
our 5X vision program, which is designed to take their prac-
tices five times over what it currently does.  A large portion of
this program is about creating a great vision. We started this
less than one year ago and many of those clients are already
half way there.

Lead (Leaders)
A leader’s job is to execute the vision with the rest of the

team on a daily basis. To be able to effectively pursue the vision,
a leader must understand and believe in the vision. Leaders can’t

be on the fence in any way. They have
to be “all in.” If you don’t already have
leaders and you’re trying to figure out
who this is, start by identifying people
who you really trust who have also pro-
duced tangible results as a leader in your
practice already.

To really develop great leaders, you
must give them complete authority and

opportunity. You should no longer delegate just tasks. Let your
leaders be true leaders and take on big things. Let them take
chances and allow them to fail. You must give them full control
in order to really learn and grow. This will also free up your own
time. You need time to focus on the details of the vision because
you must be constantly refreshing it. You cannot do that if other
things bog you down. Your job is to be the visionary. Your lead-
ers’ jobs are to find ways to bring the vision into reality. 

You will need several leaders. You might have a clinical team
leader and a front desk leader. You must also have people
assigned as leaders for the three basic business functions:
finance, operations and sales/marketing.  

To ensure your leaders stay on track, you need to commit to
a meeting structure with them. You do not need to meet every
day, but you do have to communicate with them often enough
so they know what to do. I meet with my team leaders once a
week for one hour and quarterly for one to two full days.

by Jay Geier
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Build (Builders)
A builder is a person who can create things related to execut-

ing the vision. Builders are good at taking projects, getting them
off the ground and setting up systems and processes that they
can pass off to someone else who can then manage them.
Without a builder on your team it is physically impossible for
you to complete all the growth projects for your practice and 
do everything else you need to be doing: create vision, treat
patients, stay current with orthodontic practices/technology,
continuing education, etc. 

A builder does not need to do every element of every proj-
ect, but should be the point person for your growth projects.
You should be able to give him/her parameters on a growth proj-
ect and turn them loose to get it done.  Their purpose is to han-
dle all the day-to-day and only involve you on the big decisions.
If your practice is ever going to become exceptionally profitable,
you must be able to do many things at once.  In order to do that,
you must have a builder.  For example, adding two operatories
to your practice to increase capacity is a growth project. Just
think, if a builder owned that instead of you, you could literally
be seeing patients all day and simultaneously your builder could
manage building the two new ops. 

If you give a builder clearly defined parameters and expecta-
tions at the start of a project, you shouldn’t have to meet too
often unless the scope of the project changes. A good builder
will be empowered to make decisions and keep things moving.
If you have to help with every detail or talk about the
project on a daily basis, you don’t have the right builders.

Manage (Managers)
In The Talent Force model, manage doesn’t mean

managing people, but rather managing a process that’s
already been created (usually by the builder). A good
manager will be great at keeping a process going and
maintaining consistency. There are a lot of things in
your office that are repeat processes – handling the
phones, processing patients when they walk in, filing
insurance, calling patients to remind them of appoint-

ments, etc. Everything in your practice is about creating a
process and repeating it. A person that can oversee processes and
make sure they are followed on a consistent basis is a manager.

Do (Doers)
Doers are people who do things. As the doctor, you fall into

both the visionary and doer categories because when you’re see-
ing patients all day, you’re doing. I’m the visionary at the
Scheduling Institute, but when I’m in front of a group of clients
teaching, I’m doing. Because you fall into both categories, you
have to be intentional about creating a balance so that the
vision gets taken care of no matter what. Doers are also people
who handle the ins and outs of the processes in your practice.
Like sterilizing the equipment, getting the mail, ordering sup-
plies, etc.

What talent areas is your practice weak in? What kind of
people are you missing? A successful practice should have some
of each type of talent. 

Evaluate your staff and put them in one of these categories
based on their body of work so far.  Really be honest with your-
self about what each person is good at. Be cautious not to make
people something they’re not and if someone’s in the wrong
spot, move him or her to the right spot immediately and realign
responsibilities. Having a team member in a position which does
not utilize strengths could obscure true value. �
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by Tom Hopkins

Let’s face it. If you are like most of the orthodontists I’ve known and worked with in my career,
you didn’t go to dental school because you wanted to sell orthodontic services. After all, selling
involves being pushy and practically begging people to part with their money, right? Oh, how wrong
that is. Selling, when done properly, involves education, motivation and a little bit of fun.

Selling has received a bad rap for hundreds of years because there are pushy people in the world
of selling. There are those who match the Hollywood stereotype of being unscrupulous, ruthless and
downright scheming. It’s the bane of those who choose professional selling as a career. And it has
probably negatively impacted your thinking – keeping you from using proven-effective selling strate-
gies and tactics with your patients (even though you really are in sales).

Think about it. When was the last time you suggested a new restaurant for lunch or dinner to
friends or associates? Did you ask them if they’ve ever heard of the place? Did you tell them about
your experience there? Did you suggest they would also have a great experience there? Were you smil-
ing and looking them in the eyes as you spoke? If you did any of those things, then you were selling.
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Everyone is in sales. We all sell ourselves daily to our loved ones, friends and business associ-
ates. We sell our values to our children. And we sell what we believe in.

You believe in the value and benefits of professional orthodontic services. And, when you know
of something that can make a powerful, positive difference in the lives of others it’s your obligation
to share it with them, to educate them and to sell them.

Your ability to educate others about how much better their lives will be with proper orthodon-
tic care will make a huge difference in your job satisfaction, the size of your practice and the
income you generate each year. If it will make that much of a difference in your life and the lives
of the patients you profess to care about, why not learn how to do it better?

You don’t need to become a loud, pushy extrovert to sell orthodontic services. In fact, intro-
verts tend to make higher incomes in selling in general. That’s because rather than shouting about
their services from the rooftops, they ask questions to get the potential patients talking about their
concerns, their lifestyles and their expectations. Then, with that information, expert orthodontic
advisors (salespeople) present the benefits of their services in such a way as to address all of the
concerns the patients have expressed; making the “purchase” of additional orthodontic services just
a natural result of the process. 

Done properly, it’s not awkward. It’s not demanding. It doesn’t demean the patients if they choose
not to go ahead at this time. It’s just you and your staff being proactively helpful, but relying on a
proven selling process to get results.

Yes, selling is a process. As with any process, it has multiple measurable steps that should be
followed in a particular order if you want to have the best outcome. The process goes like this:

1. Prospecting
These are the methods you use to find new patients. They primarily include your marketing

efforts and the system you use for getting referrals. And, yes, there is a system for getting referrals,
too (see 7). 

2. Initial Contact
This is all about the first impression your practice, staff and you

make with the patients. This includes everything: your location,
the cleanliness of the parking lot, the ease of entrance to your
lobby, the colors, posters and paintings on the wall, the comfort of
the chairs, what (if anything) is showing on the television, whether
there is a partition between your front desk staff and the patients,
the font size on the forms you use, the length of time in the wait-
ing area, and how patients are greeted and spoken to while being
escorted to the operatory. Then, the whole atmosphere of the oper-
atory makes another impression – everything from the colors and
the curtains on the window to the lighting.

3. Qualification
This is where you get to know the patients. What health issues do they have? Are there spe-

cific orthodontic issues that brought them in? What would they like to have changed about the
current state of their teeth? Are they the final decision-maker? Or is there a parent or spouse to
consult with? This is also the step in which you make your analysis by reviewing X-rays and doing
a physical examination of their mouth. 

A very important part of this step that is overlooked by most is to assure the patients that 
you have the ability to find just the right solution for their needs. They’ve poured their hearts 
out by answering all of your questions. They need reassurance that they’ve come to the right place
for answers.

Everyone is in selling. We all sell 

ourselves daily to our loved ones,

friends and business associates. 

We sell our values to our children.

And we sell what we believe in.

continued on page 36
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4. Presentation
Now, you are presenting the services you feel would provide them with the greatest benefit.

Always remember the presentation of services must be based on the information the patients pro-
vided during qualification. It must be customized for them. When they feel you’re talking specifi-
cally about their needs, not general ortho practice, they start to envision themselves enjoying their
meals more and smiling more often rather than hiding poorly aligned teeth. They begin taking
ownership of the process required to achieve those results. In other words, their level of sales accept-
ance is inching upward, toward making the “buying” decision, the commitment to the services.

5. Addressing Concerns
Few patients will ever say, “Sure, doc, whatever you say. Let me run up front and schedule all

that work now.” Objecting to something is a natural defense mechanism we all employ when we
experience fear. Usually, the patients’ fear is just that they feel compelled to commit to the services
and just want to slow down the process. 

Don’t fear objections or concerns that are raised. In most cases, they are nothing more than
requests for additional information. When you view them that way, you will be better prepared
for objections and be able to come across as a professional consultant, not a pushy salesperson. 

The most important thing to remember in this stage of selling is not to jump right in with a quick
answer. That reeks of “pushy-ness.” Even if you’ve heard the concern a thousand times, take a thought-
ful pause before answering. Even better, ask a question about the concern before answering it. Try
something like this: “Is that the only thing holding you back from committing to the alignment pro-
cedure?” As you well know, some people have a whole string of concerns and objections when they
learn that they need to go through a lengthy and potentially uncomfortable process to realign their
teeth. You want to get them all out in the open before answering anything. Some patients will start
with an objection about how soon you feel they should have the procedure done, but end up with the
real concern of not being able to rationalize spending the money for it. By asking that one simple ques-
tion, you give them the opportunity to voice everything they’re feeling about your recommendation,
opening up the opportunity for further discussion or explanation. When all of their answers are con-
firmed, they will feel more comfortable about making a decision that is good for them.

6. Closing the Sale
This is the most important step of all, but the most feared by orthodontists and their staff

members. That’s because they’re asking people to hand over their money. Did you notice how that
phrase felt? “Hand over their money”? It makes the person asking sound a little like a bank rob-
ber or a mugger doesn’t it? It’s no wonder people have a negative image of selling! 

What’s really happening is that the patient has agreed that the benefit of professional orthodon-
tic services outweighs the value of using their money for other goods and services. Now, it’s just a
matter of how they want to handle that transaction. The simplest, least-fearful way of asking is to
say these words: “How would you like to handle your fees today? Cash, check or credit card?” It
can be treated matter-of-factly like that and no one will take offense to it. 

Of course, there are situations where the cliché of the patients’ “eyeballs are bigger than their
stomachs” apply, meaning they want top-of-the-line services, but simply don’t have the budget for
them. That’s when you would apply sales strategies that help them rationalize investing money in
their mouths and figuring out where that money can come from. Once you know the strategies,
it’s just a matter of using the one that’s best for each patient’s situation – just like you would pro-
vide a specific recommended treatment for each patient’s needs.

7. Getting Referrals
Most orthodontic practices have this step of the sales process in place in some way or another.

The true skill is in helping patients come up with the names and contact information for those

selling treatment // feature
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potential new patients. There are simple steps within this step of the selling process that, when
properly applied, will get you at least five referrals from every patient. And for most patients you
already have the information you need to use this strategy effectively just from the conversations
you’ve had with them.

There you have an outline of the seven steps of the selling process. It might seem like a lot of
information but that’s because effective selling involves a myriad of nuances. You don’t want to go
overboard and stress over this. However, every nuance that works to the positive with your patients
will move them one step closer to becoming a lifetime patient, having all the recommended serv-
ices done and helping you grow your practice with referrals. 

As you well know, people have thousands of reasons to avoid coming to you. Some will make
any excuse to put off getting the work done for what seems to you to be petty matters. The impor-
tant thing to remember is that those matters aren’t petty to them. 

The most basic key to having a successful orthodontic practice is to learn how to help people
like you, trust you and want to listen to you. This happens when they have a positive experience
from the moment they pull into your parking lot to the moment they walk back out to their cars.
During this entire process, assume they are daring you to make them feel better about themselves
because of knowing you. And through the use of simple, yet effective, selling strategies you can
make that happen more times than not.

You invest hundreds of hours in educating yourself and developing your treatment skills. Why not
include a bit of sales process training in the mix so you can use those skills to help more patients? ■

feature // selling treatment

Author’s Bio
Tom Hopkins is a world-renowned expert and authority on selling and salesmanship. His simple, yet powerful strategies have been proven

effective in many industries including the dental industry and during all types of economic cycles. The foundation of his training includes both

the “people skills” of proper communication and the nuances that impact every situation where you are trying to persuade others. Tom’s style

of delivery is practical and entertaining – making the strategies easy to remember and implement. Learn more about how Tom Hopkins can help you

increase revenues in your practice at www.tomhopkins.com/blog.

Tom’s Three-day Boot Camp Sales Mastery will be held August 23, 24 & 25 in Scottsdale. Information can be found at: www.tomhopkins.com/boot_

camp.shtml. Details about Tom’s speaking schedule can be found at www.tomhopkins.com/live_events.shtml.

orthotown.com \\ JUNE 2012 37

PAGE # ADVERTISER

IFC American Orthodontics – Empower

015 American Orthodontics

013 Carestream Dental

011 DDS Lab

009 Dolphin Imaging & Management Solutions

PAGE # ADVERTISER

007 Ortho Classic

003 Ortho2

005 OrthoSynetics

BC Planmeca, Inc.

IBC Smiles Change Lives

Ad Index
Our advertisers make it possible for us to bring Orthotown to you free of charge. Almost all of the advertisers
provide telephone numbers in their advertisements for your convenience and fast response. Our advertisers
want to hear from you. 

»



JUNE 2012 // orthotown.com

practice management // feature

38

Orthodontic practices not taking the time to plan and
organize their inventory systems are losing thousands of
dollars a year. The average dental practice spends 6.68

percent and orthodontic practices average >10 percent monthly on
their clinical inventory. Smart practices that take the time to plan,
organize, computerize, negotiate and pay attention are able to
reduce their inventory costs to 4.5-6 percent. Usual percentages
includes 4-10 percent of receipts after adjustments for clinical sup-
plies. Other inventory costs include .5-1.5 percent of receipts after
adjustments for office supplies and 1-3 percent of receipts after
adjustments for marketing. In a study done by FoxFales, practices
that put these tips for inventory management in place saved an
average of $27,693 per year. Use these suggestions to get started
with inventory management to ultimately save time and money.   

Organize 
Start by organizing your inventory. What inventory do you

have right now? Where is the inventory located? Organization
means supplies are easy to identify and available quantities can
quickly be determined. Like items should be stored together. For

by Lynne Fales and Kira Martell
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example, the cotton rolls should be kept near the dry angles
and the doctor gloves should be kept near the assistant
gloves. Identify overstocked supplies or supplies no longer
in use. Unused supplies can sometimes be sent back to sup-
pliers. Suppliers often provide credit on returns. Donate
supplies that are not returnable. Donations can be made to
assisting schools, Boy Scouts, Girl Scouts, charities, schools
and other community business. These organizations will
likely benefit from your donation and doing so can pro-
mote good will toward the office.

Establish a distribution location for your supplies. This
is where the large quantity of your inventory will live. Use
the supplies in the distribution area to replenish areas where
supplies are used. The quantity levels in the distribution
area determine whether a supply needs to be ordered or
not. Once a supply leaves the distribution area; it should be
considered used. Your distribution area does not need to be
large, but should be capable of storing two to three months
of back-up supplies.  

Label storage areas. Make a record of where each sup-
ply is located. This will allow supplies to be put away by an
entry level employee. When supplies are received, replenish
them by rotating stock forward and adding new stock to
the back. Once storage locations are identified, discourage
future reorganization unless the entire team agrees upon
the new location. Often practices have a team member with
spare time and no other assigned task who will unnecessar-
ily reorganize. This might result in overstocking due to
duplicate ordering and also can result in running out of
stock because of supply location confusion.

Establish “fully stocked” number and “reorder level”
number for each supply to help determine when and how
much stock should be ordered. Creating a barcode, tagging,
or sticky note system will alert the team when a supply
needs to be ordered. Some offices record each time a sup-
ply is used creating a “real-time” inventory count which can
calculate exactly what should be ordered when the supply
level reaches the reorder level. This counting of used sup-
plies can be done manually or using a barcode scanner. A
“keep it simple” method of preventing running out of stock
is to track the last order date and calculate the usual num-
ber of weeks before a supply is ordered. Practices can then
create a report or sort an excel spreadsheet showing all sup-
plies that have not been ordered within the expected time
frame. Lastly, a quick visual check of these supplies will pre-
vent missing a supply needed for the order. 

Each department within your practice should be
responsible for ordering its own supplies. Each area should
have a primary and a back-up ordering employee. Budgets
by department should be established and reports should be
created for verification.  

Computerize
Computerize your inventory systems. Create a com-

puter database that tracks everything ordered from every
supplier. This can be an excel spreadsheet which will allow
sorting by supply name, order date or supplier.
Alternatively there are software programs specifically
designed for dental practices which track inventory pur-
chase orders, provide reporting capabilities and history.
Software programs should give practices the ability to do
cost comparisons, barcode scanning, e-mail purchase
orders and be able to create bid reports for multiple sup-
pliers to compare prices and determine who to order from.  

Use the computerized system to track backorders and
expected due dates. Supplies that have been reported by
the supplier on backorder should have an alternate sup-
plier available. Typically supplies on backorder should not
be charged a separate shipping fee.  

Use the computer system to identify supplies that are
taxable in your state. Create a report to show the dollars
spent and taxes paid to in state and to out-of-state vendors
that collect sales tax. Many states are now asking offices pay
the “use tax” for taxable supplies bought out of state if the
supplier is not collecting and remitting. Use this report to
identify tax liability and potentially save weeks of employee
time compiling information should it be required.

The practice inventory system should keep track of
earned versus used discounts, coupons and specials. Be
sure to ask for discounts and take advantage of "two for
one" offers. Discounts will, obviously, reduce your costs,
but only if you ask for them. This can be done via e-mail.
Verify coupon use for those suppliers providing this bene-
fit and compare discounted prices with prices of other ven-
dors that might charge less without these coupons.  

E-mail purchase orders to supplier representatives.
Phoned in orders take 15 to 20 minutes per call (expensive
employee time). When phone orders are placed, there is no
physical verification of exactly what has been ordered. It is
also valuable to e-mail a requisition to the office manager or
doctor prior to placing the order so that large purchase
items can be approved prior to ordering. A quick review can
save thousands if technique changes are being considered in
the office and the employee ordering does not know this.  

Use your inventory database system to view purchase
histories and identify areas where you are overspending.
Assign each supply in the database to a group or category,
such as “disposable products” or “infection control.”  This
will allow reports to be run showing the percentage of each
group of supplies. Comparing multiple years can be a
quick visual of areas in the office that need management
review to find the reason for increased spending. Focus on
high expense items first. Many times the best option is to

continued on page 40
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pay for the supply that provides the best results for your
treatment techniques even though this item may be more
expensive. Sometimes there are alternative choices for buy-
ing the same supply from another supplier to save money.
Percentage comparison reports can also help to compare
costs for specific time periods to identify trends and possi-
ble shrinkage from one year to another.

Assign a constant general ledger account (chart of
accounts) to each supply in the database in order to allow
the computer to sort and subtotal for correct cost posting
by the bookkeeper. Print or preview bookkeeping reports
showing received items with their corresponding general
ledger account, tax and shipping costs to compare and
attach to vendor invoices. 

Negotiate
Once per year, consider sending out bids to multiple

suppliers with information about how many of the specific
supplies have been purchased for the past year. Ask suppli-
ers for the best price and then make purchase decisions
based on price and supplier dependability. Use Internet
shopping sites like Froogle.com to compare prices for com-
mon office products.

Quantity buying might be attractive, but there are
many areas that need to be considered before making the
large purchase. Consider storage room availability, the cost
of using your money up front instead of investing money
in an interest-bearing area, taxes that need to be paid in
advance, insurance costs that need to be increased because
of increased inventory value and the possibility of supplies
disappearing or becoming obsolete before use.

Avoid ordering online from individual suppliers.
Ordering online makes it easier for the supplier and harder
for the practice to create reports essential to negotiating
prices. Without accurate information from each supplier it
can be challenging to establish inventory value and com-

pare prices from multiple suppliers. Track and establish
accurate order frequency. Set a goal of ordering no more
than once per month to save money on shipping and han-
dling. Computer database reports can also help the office
recognize seasonal variances and plan for ordering needed
supplies accordingly.

Keep in contact with your supplier representatives and
have them e-mail specials and new products to the office
ordering e-mail. Create a Gmail ordering account (or similar
account) to use specifically for ordering. The single account
for ordering allows auditing by authorized administrative
employees. Change the password when ordering employees
leave employment. Using Outlook e-mail profiles per
employee can make auditing more challenging for offices.

Establish a supply budget based on industry averages
and compare your actual costs to your budgeted costs on a
monthly basis.

Are you confirming and comparing prices? Make sure
you only pay what you owe. Don't pay for backorders,
miss-shipped or returned items. Suppliers can make mis-
takes. Prices and quantities need to be confirmed to elimi-
nate overpayments. If your office pays bills without this
confirmation, it might result in overpayments or missing a
credit due. Credits not tracked carefully might never be
received by the office or might take a long time for process-
ing. Verify packing tickets and invoices against your pur-
chase order for items shipped, price and quantity. Generate
a bookkeeping report or have the team member receiving
the supplies sign off to confirm invoice accuracy before giv-
ing it to the bookkeeper to make a payment. 

Inventory is an important area of your practice, one
that shouldn’t be ignored. With some organization, com-
puterizing your inventory system and negotiating with
your vendors, you will save valuable time and money. Time
and money that can be used to make your practice even
more successful. ■
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Quantity buying might be attractive, but there are many areas that        
need to be considered before making the large purchase. 
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