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I think most orthodontists would agree that the
practice of orthodontics is a rapidly changing environ-
ment. After a failed two-year retirement, I went back
into practice in 1999. Many of the technical advances
in orthodontics have occurred since that time: Self-lig-
ation, digital imaging, TADs, the new lingual appli-
ances, diode lasers, Internet marketing, social media
marketing, orthodontic apps, Facebook and text com-
munication with patients, cone beam scans for diagno-
sis and treatment planning and devices to accelerate
treatment, just to name a few.  

But one aspect of technology the orthodontist
should be aware of in treating the “total patient” is
screening for and treating sleep-disordered breathing
(SDB). Most articles that I see today are directed
toward adult SDB. There are patients who are obvi-
ously overweight or bordering on obesity or, even
worse, actually classified as obese. 

Here are some facts from the Center for
Disease Control Web site: 

- Childhood obesity has more than tripled in the
past 30 years.

- The percentage of children aged six to 11 years in
the United States who were obese increased from seven
percent in 1980 to nearly 20 percent in 2008. Similarly,
the percentage of adolescents aged 12 to 19 years who
were obese increased from five percent to 18 percent
over the same period.

- In 2008, more than one-third of children and
adolescents were overweight or obese.

Childhood obesity has both immediate and long-
term effects on health and wellbeing.

Immediate health effects:
- Obese youth are more likely to have risk factors

for cardiovascular disease, such as high cholesterol or
high blood pressure. In a population-based sample of
five- to 17-year-olds, 70 percent of obese youth had at
least one risk factor for cardiovascular disease.

- Obese adolescents are more likely to have pre-
diabetes, a condition in which blood glucose levels
indicate a high risk for development of diabetes.

- Children and adolescents who are obese are at
greater risk for bone and joint problems, sleep apnea
and social and psychological problems such as stigma-
tization and poor self-esteem.

Long term health effects: 
- Children and adolescents who are obese are

likely to be obese as adults and are therefore more at
risk for adult health problems such as heart disease,
type II diabetes, stroke, several types of cancer and
osteoarthritis. One study showed that children who
became obese as early as age two were more likely to
be obese as adults.

The orthodontist is in an excellent position to
begin recognizing those patients in his or her practice
where the possibility of SDB could exist. Learning
about SDB and the consequences on the health of
patients should become the next area of “technology”
to be incorporated into the orthodontic practice.
Incorporating screening into the initial information-
gathering process for new patients is simple and can
easily be handled by educated treatment coordinators.
After all, the orthodontist is, in a sense, a practitioner
in pediatric health care. A recent article in Sleep
Magazine stated that one-quarter of all children expe-
rience problems with sleep. These numbers increase in
relation to the age of the child to a staggering estimate
of 40 percent of adolescents who experience signi-
ficant sleep disturbance. Orthodontists might not
consider this a priority considering the demands on
provider time for services, but I am convinced that
this topic will become more visible in meetings and
articles in the future.  

I encourage you to keep this growing concern in
mind as you see patients. Consider how you might be
instrumental in bringing awareness to parents and
patients about the consequences of sleep disturbance
on their physical, emotional, cognitive and psychoso-
cial health and wellbeing. Become informed and
involved in this important aspect of providing the very
best total patient care for each patient. And you can
look forward to more emphasis on SDB in future issues
of Orthotown Magazine. ■

A Bedtime Story
by Wm. Randol Womack, DDS, Board Certified Orthodontist, Editorial Director, Orthotown Magazine
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The only thing worse than being paranoid about forces impact-
ing your orthodontic practice is sticking your head in the sand and
ignoring those forces. I want to document a few of the forces that,
unless controlled by the profession itself, are going to negatively
impact the practice of orthodontics in your neighborhood.

1. Corporate Orthodontic Offices
First let’s define corporate orthodontics: a group of multi-loca-

tion orthodontic offices that have non-dentist management teams.
While many state practice laws prohibit the ownership of

dental practices by non-dentists, corporations get around this
requirement by placing a figurehead dentists at each location.
Corporate orthodontic practices employ many great, well-edu-
cated and ethical practitioners, however the professional quality
and integrity often gets tainted by production quotas and finan-
cial policies that interfere with the ethical practice of orthodon-
tics. These practices often target hungry, debt-laden recent
graduates and offer them a small percentage of the collections to
manage many active cases. With high caseloads, the ability to
dedicate the necessary time to diagnosis, treatment planning and
mid-course correction is often grossly lacking. Multi-location
corporate offices are able to pool their marketing resources and
offer television, radio and print advertising that are often cost
prohibitive to dentist-owned practices.

2. General Dentists Practicing Orthodontics
While general dentists have always practiced orthodontics to

some degree, the aggressive marketing of short-term orthodontic
courses has become very prevalent in recent years. These courses
invite dentists to increase their practice production through
expansion of their scope of practice. Most of us know of a neigh-
bor dentist who has the nerve to ask your help with his or her
not-so-limited orthodontic cases without even a feigned attempt
at sending a single orthodontic case to your practice.

3. High Debt Load of Recent Graduates of 
Orthodontic Residencies

It is not uncommon for orthodontic residents to exit school
with hundreds of thousands in educational debt. While it might
appear that this does not affect you and your practice, a careful
analysis would tend to point to more residents entering non-
equity opportunities as associates and corporate employees. The

more residents who take these opportunities, the more these
offices capitalize on their desperation. The more corporations
take advantage of these desperate doctors, the greater their finan-
cial success. The greater their financial success, the more offices
they will open. If the profession does not head off this trend, this
will become the norm. In the past, these opportunities were
merely stepping-stones to self-owned orthodontic practices by
their orthodontist employees. Today they are often the end of the
line for residents who wish to pay off debt and start living the
good life after graduation.

4. Governmental Regulation 
and Manipulation

The steady march toward socialized medicine continues and
dentistry is sure to follow. The more government interferes with
private enterprise, the more convoluted the relationship between
doctor and patient becomes. Governmental mandate for insur-
ance has the potential to increase traffic to medical and dental
offices, but the compensation provided might cause us to work
harder for less. The laws that impact your practice are just one
vote away. “If you don’t have a seat at the table, you might come
to find out you are on the menu.”

5. Orthodontic Product Vendors
Much like pharmaceutical companies who market drug

treatments directly to patients, there is an increasing number 
of orthodontic product companies who freely market their
products directly to consumers. These companies wish to create
demand for their products making their product a commodity
that can be purchased at their local distributor (orthodontist).
As soon as the product can be sold to as many outlets as possi-
ble they pull the plug and widen the distribution to other local
distributors (dentists).

It would be amazing if we as orthodontists had some way of
getting our heads together to use our many years of university
training and intellect to come up with solutions to these scary
problems facing our profession. Forming some type of collective
body would allow us to unite for the common good and com-
bat the evil influences of those who would disrupt our relation-
ships with our patients and impede our ability to make an
honest living in our chosen profession. Oh wait, we already have
this – it’s called the American Association of Orthodontists. Do

Identifying and Solving Threats to
Your Orthodontic Practice
by Alan A. Curtis, DDS, MS, Online Editorial Director, Orthotown.com
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you know how it works? Do you know how your idea or
solution can help fight these problems? Do you know who
you can call or e-mail to suggest a solution or voice your 
concern about a problem in your practice? A simplified
description of your idea could get feet and help fight these
and many other problems that face your practice.

AAO Structure

The Constituent Level: 
Your State Orthodontic Society

At the state level you have a voice with your state ortho-
dontic president and orthodontic leadership. These individ-
uals often plan an annual meeting in your state where
continuing education and state orthodontic business is con-
ducted. At these meetings members can discuss problems
that are affecting each other locally and brainstorm ideas
about how to head the problems off at the root. Problems
associated with state dental practice acts can be directed
through grassroots campaigns to affect changes with state/
provincial legislatures.

The Component Level: 
Regional Orthodontic Societies 

Regionally, orthodontic societies made up of multi-
state/provincial meet regularly to provide continuing educa-
tion and determine policy. Most of these components have
Boards of Directors who are charged with representing their
state in matters of policy and are stewards of the profession.
This body typically selects one member to represent the com-
ponent as a trustee (much like a senator) at the national level
and will ultimately ascend to represent the association as
AAO President. Currently there are nine constituents or
regional societies and therefore nine AAO trustees. Once
selected as a trustee, the representative will become AAO
president in 10 years.

The House of Delegates
Each constituent organization selects a group of members

to represent each group at the policymaking meeting at the
AAO annual session. This delegation puts forth ideas (called
resolutions) for programs and policies they feel are in the best
interests of the members at large. The programs and policies
are presented and the delegates vote the program or policy
into effect or vote it down as a bad idea.

AAO Councils 
Once the House of Delegates has approved the idea, it is

up to the Board of Trustees to make sure the program or pol-
icy is carried out. Oftentimes this program is assigned to an
AAO Council to take care of the details related to the pro-
gram or policy. ■

President (GLAO)
Dr. John F. Buzzatto
3942 William Flynn Hwy
Allison Park, PA 15101-3609
(412) 487-8560
Fax: (412) 487-8561
jbuzzatto@aaortho.org

President Elect (SWSO)
Dr. Gayle Glenn
8325 Walnut Hill Ln #111
Dallas, TX 75231
(214) 696-3082
Fax: (214) 696-4607
gayleglenn@earthlink.net

Executive Director
Mr. Chris Vranas
401 N Lindbergh Blvd
St Louis, MO 63141
800-424-2841, Ext. 512
Fax: 314-997-1745
cvranas@aaortho.org

Trustee (GLAO)
Dr. Christopher A. Roberts
1619 W Main Cross St
Findlay, OH 45840
(419) 423-1452
Fax: (419) 423-1490
crob459@gmail.com

Trustee (MASO)
Dr. Nahid Maleki
4910 Massachusetts Ave NW #319
Washington, DC 20016-4300
(202) 244-3600
Fax: (202) 244-3628
drmaleki@att.net

Trustee (MSO)
Dr. Brent E. Larson
Orthodontics, University of Minnesota

515 Delaware St SE, 6-320 Moos Tower

Minneapolis, MN 55455
(612) 626-9202
Fax: (866) 596-8985
blarson@aaortho.org

Trustee (NESO)
Dr. Hugh R. Phillis
505 W Hollis St #201
Nashua, NH 03062-1377
(603) 889-2520
Fax: (603) 889-5192
hphillis@aaortho.org

Trustee (PCSO)
Dr. Robert E. Varner
1729 W Harvard Blvd
Roseburg, OR 97471-2788
(541) 673-0924
Fax: (541) 673-0925
bobvarner@earthlink.net

Trustee (RMSO)
Dr. Morris N. Poole
1340 N 600 E #2
Logan, UT 84341-2451
(435) 753-0462
Fax: (435) 753-7011
mnpoole@earthlink.net

Trustee (SAO)
Dr. DeWayne B. McCamish
4610 Brainerd Rd #3
Chattanooga, TN 37411-3836
(423) 622-4173
Fax: (423) 629-9889
dbm@dbmortho.com

AAO Member?
Are you a member of the AAO? Do you have an idea about how to
solve problems facing our profession? Do you feel passionate
about helping our profession overcome those frustrating problems
that face us daily? Contact your trustee or local representative to
help keep this the best profession in the world!
https://www.aaomembers.org/Contact/Board-of-Trustees.cfm

https://www.aaomembers.org/Contact/AAO-Constituent-Groups.cfm
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Susan, before we get started can you tell
us about your role within Carestream
Dental? How long have you been with the
company, and where were you before
you started at Carestream Dental?

Whitt: I manage Carestream Dental’s prod-
ucts for orthodontics, which include OrthoTrac
and our orthodontic imaging software. I have
been with the company for more than 19 years,
and I worked in an orthodontic office prior 
to that.

Thirty years is quite a feat, especially for
practice management software. How do
you explain OrthoTrac’s longevity?

Whitt: We were the first orthodontic prac-
tice management software to market, and we
have always listened to the needs of orthodon-
tists and their teams. We have helped practices
become more efficient and productive.
OrthoTrac has automated tasks, assisted with
internal and external communications, helped
practices transition to paperless and allowed
practices to access information remotely. Our
tradition of innovation has continued through
the years. From treatment card and patient flow
to the PEARL (mobile access) and Smart Call

modules, we continue to develop the features
that benefit orthodontists.

How many users of OrthoTrac have
been with you since the beginning, and
how have they helped you develop each
new iteration?

Whitt: Of the first 150 users of OrthoTrac,
90 percent still use our software today. We have
valued the input of our offices since the begin-
ning. Just last year, we added the Idea Exchange
to our customer portal to allow users to make
suggestions on our products and vote on the
suggestions that would benefit their practices.
Our beta offices also provide us with wonderful
feedback that helps us deliver software that
meets their needs.

And speaking of new iterations, you’re
not just celebrating 30 years, but you
just previewed OrthoTrac’s new cloud
solution at the AAO in Hawaii. Tell me
more about this new version. How does
it differ from your most recent version?

Whitt: OrthoTrac’s cloud solution will pro-
vide the same features practices have relied on
for years – the only difference is whether they’re

by Benjamin Lund, Editor, Orthotown Magazine

This year Carestream Dental’s OrthoTrac celebrates its 30-year
anniversary as one of the senior and leading practice manage-
ment systems in the orthodontic profession. Orthotown
Magazine takes a quick look back at the impact OrthoTrac has
had on the orthodontic profession, its evolution and where it’s
going in the future. We sat down with Carestream Dental Senior
Product Manager Susan Whitt to learn more.

10

Susan Whitt
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hosted locally in a practice or with our cloud
solution. Practices will not lose any functional-
ity or reporting capabilities. OrthoTrac in the
cloud will be accessed via a Web browser. A
small browser plug-in enables the workstation
to connect to one of Carestream Dental’s
world-class data centers from anywhere – the
office, home, a referring doctor’s office – any
place with Internet connectivity.

How does this version compare to your
competitors’ software?

Whitt: Some of our competitors’ solutions
do not have all the features and reports needed
to run an orthodontic practice and track where
a patient is in treatment. Practices have come to
depend on these tools in OrthoTrac to help
them analyze the health of their practice and
ensure their data is securely stored. The quality
of photos and radiographic images are the same
whether practices host them locally or we store
them in the cloud. All tools, filters and options
are available. Also, Carestream Dental has
nearly 2,000 customers using a cloud solution
globally, so we have tremendous experience in
hosting reliable HIPAA-compliant solutions for
our customers.

Will practices still need a server for
OrthoTrac’s cloud solution?

Whitt: Practices will no longer need a
server for practice management or imaging.
That is one of the advantages of a cloud solu-
tion. Their data is stored in the cloud, and we

manage their backups and install the latest
updates for them.

How else is Carestream Dental commem-
orating 30 years of OrthoTrac this year?

Whitt: We hosted a reception, complete
with 30th anniversary visors, in our booth at
AAO in Hawaii to allow our practices to cele-
brate with us. In addition to special offers at the
AAO we are offering a 30th anniversary special
– 30 percent off eForms – from July 1 to
December 31, 2012.

If a practice wants to upgrade its current
OrthoTrac software or if it wants to switch
to OrthoTrac, where should it go?

Whitt: The practices should visit
www.carestreamdental.com/orthotraccloud �

11
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Would You Treat with This Resorption?
Have you ever had a case where you were concerned with increasing the root resorption? This Townie does, and his gut is saying don’t do it.

Figs. 1-3: Forty-six year old female (mother of two twins I am treating), 4 bi-ext
ortho as teenager, significant root resorption, significant incisor rotations. I am con-
cerned about not only increasing the root resorption (and worsening the long-term
prognosis for the incisors), but also the biomechanics we encounter when we move
teeth with an altered center of rotation. My gut is telling me not to do this, but the mother
is very unhappy with the appearance of her maxillary incisors and I really want to help. But,
if I decide to play hero, of course I don’t want to ruin her dentition or lessen the longevity
of what she has left.

Fig. 4: Mirror image – not flipped
Fig. 5: Mirror image - not flipped
Fig. 9: This is a duplicate pan I held up to a white computer screen.
Fig. 10: This is my interpretation of where I think her bone level is and her incisor apices.
I guess veneers (instant orthodontics) would be a compromise worth entertaining, but

that treatment option is not good for the perio health. If you did decide to take the chance
and treat, would you go with fixed upper (get in and get out with light forces) or spring
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retainer? The problem with the spring retainer is that she could not use it during the day
because she does public speaking. So, then I would worry about the start, stop, go back,
start, stop, go back… and what that would do for the teeth.

Thoughts? ■

It looks like she was treated with Tweed mechanics. So, they took out 4 bis, and got the
teeth back and flattened that profile by means of J-hooks and a high-pull headgear. Notice
how it’s only the upper 2-2 that’s got the ARR. 

If that’s the case, root resorption was way more a result of biomechanics than genetics.
Light forces for a short period of time shouldn’t worsen the situation. However, that’s a Div
II end on bite. I’m going to guess a quick fix would leave some noticeable overjet… maybe
slight, since the lowers are crowded enough to roll forward. I wouldn’t use any elastics in this
case, though.

Since she’s concerned about the public speaking aspect, why not try Invisalign with
about 25-50 percent reduced movement programmed in? Lighter forces per tray, and as
“invisible” as can be. You can also be like a hawk and take PAs every few months. ■

Agree with Invisalign suggestion! ■

+1 on the Invisalign. The research I’ve seen shows much less risk of EARR (External Apical
Root Resorption) with Invisalign. This should work OK with public speaking as well. ■

+2. Seems like an ideal Invisalign case. I agree with the suggestion to slow down tooth
movement even more (i.e., this is not an express case).

The toughest thing should not be getting the rotations out, but getting decent
root/crown torque to improve that pushed-in appearance. She’ll have overjet at the end –
make sure you, she and her GP are OK with that. Upper and lower fixed retainers plus over-
lay removable retainers or she’ll be back where she is now in a couple of years.

And don’t begin any treatment without a full set of PAs and perio clearance. ■ Diane 

I got as far as the photos and thought I would only do this with Invisalign. It seems to
be the consensus with the others as well. In adults with crowding and bone loss, make sure
that you include a discussion about black triangles and program some IPR in for the upper
and lower anteriors. ■
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This patient should be treated by a periodontist first, then consult with a prosthodontist. A
ceph would be a good idea. She appears to have a skeletal pattern indicating non-extraction.
Work with a team. I have a hard enough time treating these cases with fixed appliances. Does
anyone have a similar case treated with Invisalign? Maybe Invisalign combined with fixed? I
would not be surprised to find that she has a severe parafunctional habit. So TMJ consult might
be necessary as well. I don’t think this patient should have to live the rest of her life with this
occlusion, and I would not be afraid to help her, as long as she is prepared to accept the risks. ■

I just started a case with short roots and that was my only suggestion to the patient –
Invisalign. It will slow the Tx progression and lengthen overall time. I could assure no extrusion
of incisors as well in the ClinCheck and maybe intrude them, which Invisalign is good at doing.
I also have the need to correct a mild Cl II dentition, which I felt better about doing wearing
elastics with the trays. That way forces are minimized, tooth movement is slow and the elastics
aren’t hooked to one tooth but exerting their force on the whole arch. And I also figured that,
if needed, we could continue elastic wear even if tooth movement is done while staying in final
trays. We also planned more frequent progress panos to monitor roots. Again, compromises
exist and I make sure informed consent is given and that it’s their decision if they want to do it
or not. Not an amazing answer by any means, just my thought process for a similar case.

It’s a case I’m curious to see the outcome of and how well it progresses. ■

Bone loss as well as root resorption disturbs me. This could go south in a hurry. I would
probably not get involved as the last guy can be the villain. ■ PShannon 

I wouldn’t use Clear Aligner Therapy (CAT). Rotating maxillary incisors can be very inef-
ficient and frustrating with removable appliances, especially laterals. Been there done that.
Refine, refine, refine… Expectations and fees would be too high for it not to work. They
always say, “I’m not looking for perfection,” but they are in the end. What CAT would take
eight months to do 80 percent of the way, fixed appliances could do 80 percent in three
months. I would treat with light wires, say .012nt and 0.14nt all the way. She probably has a
posterior-positioned condyle too with a likelihood of an anterior displaced disk, so she might
come forward a little as you unlock and open her bite. I would treat with fixed and take PAs
frequently. By the way, that study about Invisalign and less EARR was done by a researcher
who is on the payroll for the company. ■

I would have to respectfully disagree with the previous poster. There is little lateral inci-
sor rotation that is needed in this case, and the central incisors are wide and long, so rotation
should not be a problem with Invisalign trays at all. Can’t speak for using other manufactur-
ers. I still think that the main thing you need is torque, so a .012Ni isn’t going to give you
anything there. ■
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Six Month Ortho 
Should the ADA or AAO take action to ensure patients are not being harmed when they sign up for the controversial six-month braces
treatment option? This is the discussion happening online right now.

Isn’t there anything the ADA or AAO can do about this scam? Shouldn’t a position
statement be made about it somewhere? It’s an obvious scam not in the best interest of the
public or the profession. Two days of training to do six months treatment regardless of the
occlusion and at the fee we charge for full treatment. What is the profession coming to? ■ 

As frustrating as this product availability is, I think it falls under the “live and let
live category.” 

I think the AJO’s efforts to educate the public were its attempt to get the word out
that we are specialists trained in orthodontics, etc., etc., and teach people that these

quick fixes are not the best solution.
While it’s crazy to think patients are signing up for this treatment, it speaks to several

issues that need our attention:
1. Patients don’t want to be in braces for more than six months.
2. Patients don’t mind spending close to what they spend for full ortho for this product

(which boggles my mind – how are the dentists financing this?).
3. Patients want clear U/L braces and white/tooth-colored wires.
4. Not all patients want the perfect, functional, healthy occlusion that we strive to

obtain or, better said, are not educated on the importance of a healthy occlusion.
5. The six-month marketing efforts are effective in getting patients through the dentists’

doors and starting treatment.
While I don’t condone this treatment, I have maintained good relationships with the

dentists who provide this service. As a result, my referrals from these dentists have increased
(they do not treat children, so I get them). 

I commiserate with you for sure, but realize that since we can’t stop others from provid-
ing treatment we would not agree with, the best response is to figure out how to turn the
situation around so that you may also benefit from it. ■

I was appalled by the stuff I saw in the 19 pages of the STO thread. When I questioned
anybody about the ethics or covering themselves legally, they just ignored the question. ■

What I don’t understand is that they say it’s an alternative to veneers, but then they’re
doing full-blown ortho cases. ■

4OnTheFloor, not only are they doing full-blown cases, they have no treatment plan.
They are putting the braces on first and then asking questions as to what to do next. ■
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I love how on one of the threads they go back and forth about what to do about an
impacted canine in a 21-year-old – extract or do Six-Month Smiles “around it.” Are they just
ignorant? Are our dental schools that bad? Or, are they that unethical? Not once does any-
one mention referring. It’s an impacted canine, you can expose! ■

And so back to my original post... Shouldn’t the AAO take a stand? I know the ADA
won’t do anything. Is that just naïve to think something could or should be done? I posted
this same question on Dentaltown.com and really stirred it up. They think it’s all about pro-
tecting turf, but I really don’t care about protecting my turf; I’m busy enough. It’s an ethical
thing that they just don’t understand at all. ■

As far as the AAO stepping in, I’m not sure what they can legally do. If the dentists are
committing malpractice, it’s up to us to report it to our local state boards. 

The AAO could possibly begin a counter advertising campaign. Maybe something com-
paring having heart surgery done by your family doctor. They may be licensed to perform
the surgery, but is that who you want?

The ramifications from general dentists’ lash back will have to be thought out before-
hand, but it may at least raise some eyebrows. 

Better yet, let’s get Dr. Oz to do an episode on the dangers of non-specialized dental care. ■

Dr-T, the Dr. Oz idea is genius! Anyone on the East Coast want to volunteer? 
My mother firmly believes Dr. Oz is her personal physician, and is constantly

repeating his advice to me. ■

Somehow the concept of trying to do the right thing seems to elude them. Whatever
happened to not performing treatment if it is not in the best interest of the patient?

In several cases, they don’t even attempt to address their purported goal of aligning the ante-
rior teeth. Canted midlines, increased overjet, poorly aligned teeth are all par for the course. 

I guess when anything goes… nothing matters! 
[Posted: 5/4/2012] 
Quote: No one is going back and forth about impacted canines. If they are, they are not the

norm. Look, the majority of STO is legit. There will always be idiots who are doing stuff that
hurts people. Doesn’t make the treatment bad. 

Hey guess what. About 15 percent of the ortho I see done by specialists is well below the stan-
dard of care. Should we stop orthodontists from doing ortho? Orthos are really funny… In your
own little world. Think that we are too dumb to do ortho. My office does comp ortho too. 

Reality check. Poor dentists and poor specialists will do poor work. 
How come I can treatment plan diagnose and deliver a six-figure FMR/implant treatment

plan but can’t do a 5K limited ortho treatment up to the standard of care? Really. Is it that hard?
No. Most isn’t. I know what to refer and what to keep. 

Quote above from one of these guys – I’m curious if he even has the slightest scintilla of
a clue about any standard. 

Just because you can “treatment plan diagnose and deliver a six-figure FMR/implant
treatment plan,” doesn’t mean it was done to any reasonable standard or quality. Conversely,
if his attitude about ortho and endorsement of his colleague’s sloppy Tx is any indicator, I
shudder to think about the rest of his dentistry.
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[Posted 5/5/2012]
In general, I perceive lot of deep-seated resentment toward orthodontists and any sug-

gestions they might make. I don’t see the same attitude reflected toward other specialties.
All that most of us want is for folks to have some modicum of the diagnosis, Tx planning
and mechanics involved in the treatment of a case. Whether that takes six months or two
years is really a moot point. 

The fact that there is no probability of any critical appraisal of a case is rather telling.
The only insight that is acceptable to them is that provided by the six-month gurus – none
of whom have had the inconvenience of residency training to fetter their (lack of?) ortho-
dontic prowess! It is truly disheartening to see fellow professionals behave in such a des-
picable manner toward their patients. Why is it acceptable to treat orthodontic patients
like currency? ■

MAY 5 2012 »
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Fixed Retainer Wire
This Townie wants to know what bonded lingual retainers other Townies are using for long-term success.

Hi all, wanted to get some input on what wire you’re using for bonded lingual retain-
ers. We don’t do a ton of them, but when we do we use Reliance Bond-A-Braid. It’s easy
enough to work with, but over time I’ve had issues with fraying (and then breakage) of the
wire interproximally.

To those who have had good long-term success with bonded retainers – any suggestions? 
Thanks! ■

If you are talking about lower 3-3s, .030 stainless steel, formed directly, micro-etched on
each end, canines roughened with a green stone, bonded with Transbond LR.

Bond-A-Braid always breaks for me, even for U1-1s. ■ Diane 

Upper bonded on each tooth from lateral to lateral – Reliance Bond-A-Braid. Lower cus-
tom 3-3 bonded only on the canines – .025 stainless steel round wire (RMO). These are made
of models taken at the appointment prior to retention (one week) and just require an impres-
sion of incisors and canines, which you can take in a disposable partial impression tray. 

The Bond-A-Braid has occasionally broken or frayed, but I wouldn’t say it is a big problem.
I try to get the retainer as flush as possible and will sometimes need to use a Weingardt to squeeze
the space closed interproximally after it has been bonded. It can make flossing a challenge, but
the patients seem to manage. Also, I always check occlusion because if the patient is biting on
the retainer (particularly the interproximal area) it is only a matter of time until it breaks.

Also, I occasionally just use a bonded upper 1-1 to keep diastemas closed. In this case, I
use a .020 dead soft wire. ■

.0195 Hexacat (the more strands, the less fraying), custom bent
upper 2-2/lower 3-3
Flowtain for adhesive
Use Concise if you want it to last a really long time. The paste is harder to work with

(which is why I don’t use it), but the hardness of the material is greatly increased and it does
not wear down like the flowable composites do over time. ■

17x25 TMA. We take a wax impression of lingual surface, pour with some plaster and
bend wire before debond appointment. Roughen the lingual surface L3s and bond with
Transbond LR. ■

I guess I should have been more specific – we bond every tooth lower 3-3. We used to
use a heavier steel wire bonded only on the canines a la Zachrisson, but tiny little rotations
led us to bond all teeth.
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I Googled Hexacat – may need to try it. 
Are you bonding all teeth with the TMA? 
Thanks for the input. ■

I agree with Diane. Bond-A-Braid always breaks for me. You’ll notice that even the
manufacturer refers to it as “semi-permanent retention.” 

I can’t believe that no one has brought this up: Ortho FlexTech! This is the bee’s
knees, in my opinion. There’s a bit of a technique to it but, man is it sweet! ■

Andy, do you just get samples of everything new that comes out and get to try it? You
have knowledge about some of the most esoteric ortho stuff. I’m envious! What is Ortho
FlexTech? ■ Diane 

Andy, I’ve seen this wire (or a similar material) on transfer patients. 
You mentioned it’s technique-sensitive – any tips or tricks? Thanks! ■

Andy, what’s your secret with the Ortho FlexTech? I’ve tried it a little in the past but it was
a lot different than bonding a normal wire 3-3. I’d like to try it again with your advice. ■

Dhmjdds, it’s a Reliance product made of linked 14K gold (white gold). The prop-
erties are really unique compared to any other lingual retainer material I’ve tried. It
adapts well to the teeth because of the linkages, it’s really not possible to become active,
and because it’s flat thin you can place it in the incisal third of the tooth and it’s still

not noticeable. ■

Nice post, Andy. Ever notice food getting caught in there?
I figure with the way the links are you can easily bond one tooth at a time and just go to

the next without worry of any activation.
I wonder why other companies don’t make stainless steel versions that are cheaper… or

do they? ■

Andy, I used it on one patient. It seems so flaccid. I’m concerned the teeth will move.
Are you heat-treating it? Have you noticed minor movement? ■
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For my good friend pnw (this may be way more than you want to know), but here
we go! 

Like pnw, I tried this a while ago and never used it again for three years. Now I love
it and it’s been a part of my daily life for about a year now. As was mentioned in a pre-
vious post, there are a few tricks to this that I find make all the difference for success. 

1) Assure – the universal bonding agent from Reliance. For those of you that don’t know
about it, this sealant contains the adhesion booster “enhance,” it’s a filled sealer… aka, it has
little particles of resin in it for strength, and it bonds to metal.

2) Clearfil Majesty Flowable (Fig. 3).
It’s a nano-filled composite with a gigan-

tic percentage of filler particles – something
like >80 percent filled. The handling charac-
teristics are amazing for us as orthodontists. I
do my share of cosmetic bonding as “temps” and this material seems to have a navigation sys-
tem built in. No running, just conforms to where I want it. Stuff is so dense it’s almost hard to
cut. I use it for all of my pontics, bite ramps and a whole other assortment of things.

This takes me no more than five minutes to do total (realistically it’s probably half that
time). I did three of these yesterday morning and took some pics to help demonstrate. May not
be anything groundbreaking for some of you, but no lab time and only a few moments for me
has been a big deal. 

After the incisal, half the teeth are pumiced and etched.
Fig. 4: Measure the chain from the facial side – mesial third of cuspid to cuspid.
Fig. 5: On very dry teeth, after floss is placed as a rest for the wire, I apply the Assure, air

blast and place some Clearfil. Because the flowable is really viscous, it almost “grabs” the wire
and the floss rests support the chain.

Fig. 6: See how the chain just lays on the floss? I then add the composite over the wire,
light pressure with the floss at the cuspid. Make sure the wire is in the incisal-third of the tooth
and cure. 

Fig. 7: Then I do the same thing for all four lower incisors – air dry, microbrush the Assure
below the wire (and on the wire – it bonds to metal), air blast, flowable under wire, place wire
into the cement and hold gently with the floss, and small amount of Clearfil over the top. 

I do the terminal cuspid last with the same steps.
Fig. 8: Although it doesn’t really look like it from the angle of this pic, this wire is in the

incisal third of the tooth, I swear.
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Since I’ve been using this material and in this way, I’ve yet to have one completely pop
off. I can’t say this for other methods I’ve used. I have had a couple that debonded in the
lower anterior with no noticeable relapse to the patient. Ironically, they have all answered yes
to the questions “did you just get your teeth cleaned?” and “did the hygienist tell you about
this in the middle of the cleaning?” 

I don’t use bonded retention in every patient and I still like to use an edgewise wire
turned on and bonded to strategic teeth for flossing purposes. From a cost analysis stand-
point, it’s pretty low compared to a removable. 

-30” of 14K gold wire is between $85 and $95 for me (that’s a lot of lower 3-3s).
-You can get 3.5 g of Clearfil for $50 – for those that don’t know, 3.5g is a really big tube.

A lot of flowables are sold in 1.2g tubes.
-Assure is $50-60 and usable everywhere in the mouth (especially nice when you want

to bracket a primary or fluorosed tooth). ■ andy
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Small Practice 
Producing Big Smiles
by Krista Houstoun, Assistant Editor, Dentaltown Magazine

Anyone who frequents the Orthotown.com
message boards knows Dr. Tuhina Roy. They
might not know her by her real name, but
instead by her display name, Nysent, or by her
avatar, the signature red velvet cupcake. As an
active and helpful Townie, we asked Dr. Roy if
we could look deeper into her freshly launched
New Jersey orthodontic practice. Turns out,
she’s accomplishing big things – and in a very,
very small space.

Why did you choose orthodontics as your
career? And when did you open your practice?  

Roy: The length of treatment time and the patient base drew
me to orthodontics. I like that you see changes and improve-
ments happen over the course of time. Once I got into the field,
I learned about the role of orthodontics in sleep apnea and TMJ
disorder treatments and found those to be fascinating. Now that
I am in practice, my patients of course want their treatment done
in the shortest time frame possible with the least visibility. I have
been spending time in CE courses that enable me to offer faster
solutions to my patients, such as lingual braces, corticotomy
facilitated treatment, clear aligners, removable appliance therapy
and sometimes a combination of all of the above. I opened my
practice in January 2012. 

Tell me a little about your practice – how is it laid out?
What is the workflow like? Describe a typical day.

Roy: We are physically a tiny office – 550 square feet! This
office comes with a rich history. This space has been an orthodon-
tic office for 50 years; proving smiles can be created no matter what
the size of the office. Our town, Little Falls, just celebrated its
300th birthday last year. I selected this location because our visibil-
ity is great – we are a corner location on a busy main street and

Name: Dr. Tuhina Roy

Dental School Graduate From: University at Buffalo School of Dental 

Orthodontic School: Vanderbilt University, 2009

Practice Name: T. Roy Orthodontics

Practice Location: Little Falls, New Jersey

Year Office Opened: 2012

Practice Size: Three operatories

Staff: Two

Web site: www.troybraces.com

Photography by Michael Benabib
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During the office remodeling from the previous doctor, 
Dr. Roy chose to keep the colors neutral and have blue accents
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Office Highlights
Brackets and Wires 
� Click-It Clear Brackets
� TP Orthodontics Nu-Edge 

Nickel-free Brackets 

Class II Appliances
� Herbst Appliance

Class III Appliances
� Modified Tandem Appliance 

Hygiene
� FlossFish
� WaterPik

Patient Financing
� In-house

Technology
� Air Techniques ScanX
� Great Lakes Biostar
� iMac Computer 
� iPad for Document Signatures

continued on page 24

Medicine, 2004

The waiting room displays Dr. Roy’s diplomas
and lithographs of her alma maters.
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across from a regional high school. We have quick and easy access
to several major highways, which is crucial in our congested state.

Because every inch matters in our office, we scrutinize each
purchase to ensure it will be space efficient without creating clut-
ter. We have a waiting area, a private consultation room and a U-
shaped open area that contains the receptionist’s desk on one side
and sterilization and lab on the other side, with a nook for the
pan/ceph machine. The treatment bay has three chairs and con-
nects the two sides. Due to space limitations, I only have space
for two chairside units, but my supplier assures there are wall-
mounted units available when we absolutely need the third one.
In the center are our clinical workspace, storage and a small
closet where we keep our personal items, a fridge and microwave.  

We cheat a little and have a 900-square-foot basement avail-
able where we house our compressor and vacuum. However, our
town is known in New Jersey as one of the places where the
Passaic River overflows and often floods. The office is not in a
flood zone, but the basement is prone to a few inches of water
after a heavy rain so it is only a storage space, not a workspace.

What do you do to set your practice apart from others?  
Roy: We are open in the evenings.  I grew up in New Jersey

and remember how hard it was for my dad to take off from work
to bring me to my orthodontic appointments and then the crazy

traffic we used to face to get to the doctor’s office.  We make a
commitment to run on time and be available for our patients
outside of office hours if they need us by email or phone.   

How do you market your practice to new patients?  
Roy: We have the largest lit sign the town will allow. We are

located on a busy road so many people drive by and call us from
the sign. We sponsor local events and teams to establish our-
selves as a familiar face in our community. We are starting ads
and announcements in the local newspaper. And we are work-
ing on meeting all of our area practitioners and doing some local
education in the future.

How did you learn about Orthotown.com?  
Roy: I had been using Dentaltown.com when I graduated

from dental school and was working as a GP for a few years. I saw
the ads that a new section called Orthotown was being started. At
the time I was an ortho resident so I was able to get access.

In what ways have you used Orthotown.com as a
resource?  

Roy: Since Orthotown.com is so small, I read every thread
and every post. I learn so much from every poster, I only wish
more doctors would contribute! 

continued from page 23
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Dr. Roy’s Top Three
Orthoease Software Biostar by Great Lakes Orthodontics Scan X Machine by Air Techniques 

When did you start using it?

June 2011 May 2012 December 2011

Why can’t you work without it?

I researched all practice management software
at the 2011 AAO in Chicago and picked
Orthoease because of its ability to run on both
Macs and PCs. I love that digital charts elimi-
nated the patient file cabinet and basement full
of charts the previous doctor left behind.

With lost retainers and busy lives, I see patients
return for a new retainer complaining about a
slight relapse. By making a clear pressure-
formed retainer at the same appointment, I can
usually tweak the plastic with detailing pliers and
quickly realign the teeth in a few weeks, resulting
in a happy patient. We have a high school across
the street from us, so mouth guards are a popu-
lar item we can quickly fabricate in-house.

This machine has enabled me to get rid of the
film processor, chemicals and dark room
requirements while allowing me to go digital
without buying a digital pan/ceph machine. With
the range of 3D technology improving each year,
I did not want to invest in a digital pan/ceph
machine at the beginning of my startup. I would
prefer to research and purchase a 3D machine
with 2D capability when I am ready.

When do you use it?

Every day, all day. Several times a week. Every day.

How do you market it to patients?

The large iMac at our reception desk always 
elicits compliments from our patients.

We are able to offer same-day appliances so
patients do not have to wait for the lab turn-
around time.

We are able to market ourselves as a digital and
paperless office.
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You just returned from the AAO conference in
Hawaii, how did you enjoy it this year?   

Roy: I had never been to Hawaii before and I already can-
not wait to return.  Hawaii was amazing.  I also attended one
of the post-conferences so it was nice to be able to extend our
trip and see something besides Waikiki.  I have been to every
AAO since I was a resident except for 2010 when the meet-
ing was held a week before my wedding.

What did you learn at the AAO this year?  
Roy: I saw a 3D printer for the first time. There seemed to

be many more vendors offering 3D scanning technologies,
from scanning a model for data storage to intra-oral scans to
replace models. I was busy buying a lot of supplies for the
office so I did not have a chance to attend many lectures.
However, I always buy the AAO DVD to watch the lectures
during my commute (when I ride the bus or train, not while
driving!) or at the gym.

What is the greatest advancement or change you
have seen during your tenure as an orthodontist?  

Roy: Digital radiographs and charts. And now the preva-
lence of cone-beam technology. I have beautiful penmanship
and took great pride in writing impeccable patient notes in den-
tal school. Now I type much faster than I write with a pen so
starting with digital charts in my practice was a given. 

What would you like to see happen in the future 
of orthodontics?  

Roy: I would like to see orthognathic surgery become an
affordable option for our patients. The difficulty of not offering
orthognathic surgery as a viable treatment option limits the best
treatment our patients can have. I’m not talking about border-
line cases that can be treated with a creative alternate treatment

plan using TADs and other bone anchors. I’m referring to the
cases with a 10mm negative overjet that need a maxillary
advancement and mandibular setback as the only solution, but
orthognathic surgery is an excluded benefit from the patient’s
insurance plan. Our best solution currently is to educate the
patients about their treatment options, work with surgeons who
offer the surgery on a fee-for-service basis and set up the patients
on a comfortable financial plan.   

What is your vision for your practice in the future? In
what ways do you want it to grow?

Roy: My vision is to have a practice where patients will seek
us out for specific services such as patients with time constraints
or patients diagnosed with sleep apnea looking for alternative
treatments.  I will certainly add more technology as it improves
such as an intra-oral scanner. I would also like to grow to a big-
ger space.  Although our office is cozy and charming, we could
use a larger lab area and some additional private settings. 

What do you enjoy doing when you are not working?  
Roy: I enjoy cooking and baking. My favorite vegetable is

eggplant and I love experimenting with new ways of preparing
it. My favorite dessert to bake is cake. Cupcakes have always
been a favorite of mine, long before they became such a popular
trend, though I didn’t discover red velvet ones until 2005. My
husband and I also enjoy traveling and have been giving our
passports a workout trying to get around the globe. �
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More than 50 percent of professional negligence (malprac-
tice) lawsuits are initiated because of poor interpersonal interac-
tions between the treating health-care provider (or staff ) and the
patient or parent. That is a staggering number and completely
preventable. It is understandable that people might be dissatisfied
with one or more aspects of their interactions with any health-
care provider or their office staff. This is especially true when
considered in the context of orthodontic care because of the
extended treatment duration when compared with other health-
care services. It is not uncommon for patients and parents to be
seen for two to seven or more years depending on what age treat-
ment is initiated and how long retention, etc. is prescribed.

However, it is one thing for a patient to have a complaint
about you or your office; it is another thing for that complaint to
become negative patient criticism to other potential patients/par-
ents and then quite another for a professional negligence lawsuit to
be filed. With this in mind, it is of utmost importance for ortho-
dontists to make every effort to resolve any conflict or complaint
before it escalates to this point.

The potential financial loss from both negative patient/parent
comments and lawsuits is enormous. It has been estimated in the
past, long before social media and the extensive online networks

people have developed, that one dissatisfied patient will let 20
other people know of his or her displeasure. Today, you can make
your own estimates, however, it is suggested that in our current
economic environment, an orthodontic practice would likely not
weather a concerted effort by a few unhappy patients or parents.

Here is a simple plan that orthodontists should implement
in their practices so as to have the best opportunity to eliminate
negative patient comments and prevent any lawsuits.

First, it is essential that each office have a written grievance
process that provides an opportunity for a patient or parent to
discuss the problem and offer the practice or practitioner an
opportunity to remedy the situation. This one protocol will, by
itself, all but eliminate the complaint from spiraling out of con-
trol and leading to a malpractice claim. Less than one percent of
the offices surveyed utilize this process. However, when
patient/parent surveys were conducted, it was the most fre-
quently mentioned deficiency. Specifically, patients/parents
expressed their frustration with several aspects of the orthodon-
tist/staff/patient/parent interaction, including two key aspects: 
a lack of communication and a rigid and inflexible manner of
interaction rather than a warm and personal atmosphere when
a question arose.

by Donald E. Machen, DMD, MSD, MD, JD, MBA, CFA and Hollie A. Machen, Esq.
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Why do complaints occur? In a perfect orthodontic patient
visit, at the appointed time, the patient is greeted warmly by a
knowledgeable and friendly orthodontic assistant and escorted
into the appropriate treatment area. The orthodontist greets the
patient and parent (if a parent is present) and listens quietly to
anything that either has to say before examining the patient. The
orthodontist asks appropriate questions, if needed, and performs
the clinical exam and advises the assistant as to needed treatment
for this visit. Also, the orthodontist asks, “is there anything else
I have not covered or that you would like to tell me?” Each office
is a little different, however, the idea is the same – to convey an
empathic and focused attention on providing the highest qual-
ity care, in a warm and professional manner.

However, let’s be realistic; things don’t always go as we would
like. Although most visits to the orthodontic office are just fine,
some aren’t. A perfect example is one that led to the initiation of
a lawsuit several years ago. It went like this: 

The patient and parent arrive for an after-school visit. The
reception area is crowded with other patients and parents. The
patient is called back for treatment and the mother accompanies
the patient to speak with the assistant and requests to speak with
the orthodontist about her concerns, specifically that treatment

is not progressing as she thinks it should be. The orthodontist
is summoned to the reception desk and before mother has a
chance to voice her concerns, the orthodontist states that he
doesn’t have time to speak with her about this or any issues
because he is too busy during the after-school rush. She will
need to make a separate appointment. What the orthodontist
did not know was that the mother had taken a half-day off from
work and traveled 30 miles just to express her concerns, ask for
some explanation and learn what the plan was going forward. 
A scene ensued with some raised voices and less-than-ideal
behavior on the part of both the parent and the orthodontist.
The patient and parent left. A few days later, a request for
records to be transferred to another orthodontist was received
and subsequently, a lawsuit for malpractice was filed. (Note: if
the orthodontist didn’t have time for the mini conference with
the parent, how will he find the 200-300 hours required for
preparation and trial of the lawsuit? In addition, the mental dis-
tress to him, the staff and his family is even more devastating.) 
While orthodontic staff and practices are generally efficient

and compassionate, the process sometimes gets hijacked. A
patient walks away with a negative reaction that will either pass
with time or lead to repercussions. However, it is important to

continued on page 28
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remember that patient complaints and grievances occur even
when you conduct a near-perfect visit.

Here the patient and parent left without their concerns even
expressed. Frustration was understandable. Put yourself in this
parent’s mindset, especially when it deals with your child and
where you took time off of work and traveled a distance for the
purposes stated. There was no good ending to the scenario as it
occurred. However, it was all avoidable, including all the negative
comments made to others about their poor treatment, and what
the others in the reception room heard and saw.

The orthodontic practice that adopts a clear policy for per-
mitting people to express their complaints, concerns and frustra-
tions provides an outlet that prevents the escalation of a negative
outcome. This process does not have to be elaborate or lengthy.

The key is to let everyone know that you have this complaint
resolution mechanism in place; that includes staff, patients, par-
ents, referring dentists, etc. It is useless if no one knows that it
exists. Discuss it at the consultation visit and place it in the
office policy manual. 

Make sure the complaining patient/parent knows that you,
the orthodontist, will see the complaint and discuss it with the
staff and respond to it promptly. It doesn’t matter what the com-
plaint concerns. Every complaint should be important to you,
no matter what the basis.

Our office uses the following process to get started:
1. We have an office policy.
2. We educated our staff members on the policy and the process. 
3. We developed a complaint form that we made readily avail-

able to patients (Fig. 1).
4. We include all complaints or dissatisfaction, oral and written. 
5. We review and evaluate each situation.
6. We identify corrective actions.
7.We resolve the situation and we always give the patient/

parent or complaining person the opportunity at the time
of complaint to express their concerns, even if we were
busy. That old saying, “Fast is slow… and slow is fast”
seems very appropriate. 

Also, remember that even with an effective complaint-resolu-
tion protocol, the goal is complaint avoidance. Make sure there is
ongoing staff and orthodontist training and review. Carefully ana-
lyze any situation that occurs to learn from it and avoid a recur-
rence of the same or similar conduct.

Among other reasons, the following common reasons for
patient dissatisfaction are: 1. lack of communication; 2. excessive
wait time; 3. unresolved billing issues; and, 4. rudeness. With the
above in mind, we decided that initially calling something a com-
plaint (form) set the wrong tone. So, we call the form: I Need to
Speak with You About…

Our office protocol is stated below: 
As part of our consultation, orientation and office policy

review, patients and parents are conditioned to know that it is

very important to Dr. Machen that all of their concerns, ques-
tions and complaints related to care or services provided in his
office are handled promptly, professionally and consistently.
Further, they are told that if our initial informal efforts do not
adequately solve your concerns, it is Dr. Machen’s policy to do
his best to make reasonable efforts to do so.

Our goals are simple. We want to provide a protocol
whereby patients/parents can voice concerns and where all
involved can discuss an acceptable resolution. If additional time
is needed to review a complaint, a mutually convenient time is
set aside for either a follow-up visit or telephone call. However,
before any discussion about a future resolution occurs, it is very
important at the first encounter that the patient/parent has had
the time he or she needed to fully present concerns. It is imper-
ative that the complainant not feel that he or she has been 
cut-off, shut down or prevented from having the opportunity to
completely air the grievance.

At the outside margin, there might be times where the prac-
tice has taken what they consider to be reasonable efforts under
the circumstances to resolve complaints, but the patient/parent
are still dissatisfied. Hopefully, these are not frequent. However,
even in these situations, if the patient/parent has been treated
courteously, professionally and been given all the time needed to
express their concerns, it is far more likely that they will have a dif-
ferent view toward the office than the patient and parent in the

Fig. 1: I Need to Speak with You About…

»

Let’s face it, we all make mistakes sometimes. Dr. Machen and his
staff try their best but sometimes fall short of making each and every
orthodontic visit a positive experience. With that in mind, please ask
to speak with us about any questions or concerns that you may have
regarding any aspect(s) of your/your child’s care. Dr. Machen is eager
to answer your questions and respond to your concerns.

So that Dr. Machen can properly address your questions or concerns,
please take a minute to give us some background. Thank you.

Specifically, I would like to know about:
• Better communication between the office and me about treatment
• Billing issues
• My/my child’s treatment progress
• When will I be finished
• What caused my brace to come loose
• The plan for the balance of my treatment
• Other, please specify

I would like to complain about:
• The way I was treated/spoken to by:  ____________________________
• The long waiting in the reception area for my treatment
• The cleanliness of the office

Any other issues, questions or complaints:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

continued from page 27
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previous example. It will be unlikely that either negative com-
ments to the extent mentioned or a lawsuit would be filed.

With the implementation of the protocol, which is part of
an overall Encounter-Based Risk Management (EBRM) system,

more fully described in our book entitled Risk Management in
Orthodontic Practice, this potentially catastrophic initiator for
negative patient comments and/or malpractice lawsuits will have
been eliminated. ■

Author Bios
Dr. Donald E. Machen, is the recognized authority on risk management in orthodontic practice, having initiated the discipline in the mid-1980s. He devel-
oped, moderated and presented at the AAO’s first national risk management telecast to more than 2,600 orthodontists. He has represented orthodon-
tists, dental specialists, general dentists and physicians in malpractice lawsuits and other legal matters as a trial lawyer and is currently a trial court judge

in Pennsylvania, having served for more than 14 years. He is a board certified orthodontist maintaining a part-time practice and is on the orthodontic faculty of Case
Western University Dental School and The University of Pittsburgh School of Dental Medicine. He is also an adjunct professor of Law at Duquesne University School of
Law where he teaches malpractice litigation. Dr. Machen was the editor of the Legal Aspects of Orthodontic Practice column in the AJO, writing a monthly column, and
has authored columns in JCO and Ortho Tribune. He lectures extensively to orthodontic groups, both large and small, focusing on developing highly effective systems
for eliminating lawsuits, optimizing patient care and increasing practice referrals. Dr. Machen is the author of Managing Risk in Orthodontic Practice and is managing
director of Risk Management Consultants, LLC. He can be contacted at: drmachen@orthormc.com.

Hollie A. Bernstein Machen, Esq. – After graduating from the University of Pittsburgh School of Law, Hollie spent the early part of her legal career as a litigation asso-
ciate and then partner of the Bernstein Law Firm, a multi-office firm specializing in creditors’ rights. After leaving that firm to raise her three children, Daniel, Lindsey
and Roxanne, she began focusing on legal research and writing as a judicial law clerk in Pennsylvania and has remained active in that endeavor for more than 13
years. Additionally, she spent more than five years counseling clients on financial issues as a wealth management advisor at PNC Bank and National City Bank, earn-
ing various designations in the financial services profession including that of Certified Retirement Planning Counselor. Presently, in addition to working with clients at
Risk Management Consultants, she spends time teaching online legal research skills to attorneys and judges as a research specialist for Westlaw and acts as prac-
tice manager for Dr. Machen’s part-time orthodontic practice.

continued from page 28
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■
■

4% One
42% Two

35% Three
19% Four

■

■

■

■

■

■

How many bracket systems are currently
bonded on your active cases?

6% One 

33% Two  

36% Three

17% Four

6% Five

2% Six+

■

■

■

■

■

■

How many bracket systems have you
stocked and bonded on your patients
since residency?

3% One 

10% Two  

13% Three

17% Four

21% Five

36% Six+

What is your
bracket slot size?

■

■

■

■

Are the archwires you use distributed through the
same company as your brackets?

Does your bracket company provide marketing materials
(brochures, Web content, online marketing, etc.)?

32% No
68% Yes

47% Yes
53% No

63%.022

3% 34%.018

How many bracket systems are you currently bonding 
on your patients (metal, aesthetic, lingual, etc.)?

Read to learn how your ortho colleagues feel about bracket system
s. Check out the results below of the online poll conducted

from
 June 6, 2012 to July 5, 2012. Don’t forget to participate in the poll on Orthotown.com

 each m
onth. The m

ore opinions you
can provide us, the m

ore statistics we can supply you.

BRACKET SYSTEM
S Other

■
■



JULY / AUGUST 2012 // orthotown.com

new product // profiles

32

Insignia Clearguide Express Aligners

Insignia Clearguide Express is a new line of orthodontic aligners from Ormco that provides
an effective treatment solution for patients requiring minor anterior tooth movements.
Orthodontists custom design the patient’s final smile with the Insignia software, taking into
consideration unique facial features and his or her own treatment preferences. The high-tech
solution provides patients with a 3D video morph of their final smile before starting treat-
ment, increasing patient confidence and understanding of the process. For more information,
visit Ormco.com.

Kaleidoscope

Showcase your office with Kaleidoscope, a stunning visual display that captures
patients’ attention in your reception area, depicting unique entertainment that’s
designed with your practice in mind. Dentists can use this visually striking, in-
office marketing tool to promote their practices and services. Kaleidoscope
makes it easy to personalize a one-of-a-kind waiting room display and build last-
ing relationships with your patients.

Key features include the ability to personalize content by uploading personal
photos, videos and custom messages to feature each practice’s team, customers,
products, special offers and community events; thousand of images on the
Kaleidoscope library; high-definition videos; and the latest news, entertainment,
weather and more. For more information, visit theKaleidoscope.com or call
800-387-0121.

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.

Digital Lab Services from Great
Lakes Orthodontics

Great Lakes now offers highly accurate digital
and printed model services for treatment plan-
ning, case presentation, model archiving and
appliance fabrication. Digital models can be cre-
ated from the doctor’s intra-oral scans, or Great
Lakes can generate scanned files from the doc-
tor’s models, impressions and bites. These digital
models can then be used to provide a full range
of fabricating services. Great Lakes can also print
high precision study or work models from digi-
tal STL files. For more information, call 800-
828-7626 or visit www.greatlakesortho.com.

http://www.thekaleidoscope.com
http://www.ormco.com


Establish a Smile for a Lifetime (S4L) chapter and change the lives 

of deserving children in your community. Through this national 

non-profi t organization, you can create self-confi dence, inspire 

hope and change the lives of children and teens in a dramatic way. 

Your affi liation with Smile for a Lifetime 
allows you to:
  Manage your pro bono work 

  Adopt a proven structure for creating a local board 
  and select S4L patients  

  Gain publicity and exposure for your practice  

  Promote your S4L chapter through scholarship awards, 
  local media and schools

  Use Ormco products free-of-charge to treat your S4L patients  

Thanks to our national sponsors:

televox.com

Dr. Robert Gire with his 
new S4L patient, Eby

Gift of a Smile Winner
Eby Davis Calvo

Initially, some of our kids won’t smile or show 
their teeth when taking records...then at the end 
of treatment, we can’t get them to stop smiling 
and talking. Their confi dence has soared!

~ Dr. Robert Gire - La Habra, California

“
”milin

I would love to have straight teeth so I am not 
embarrassed by my smile...If I had braces...I 
would smile forever – even in my sleep.

~ Patient Eby Davis Calvo

“
”
ces.
.

To establish your
exclusive chapter,

call 719.535.2777
or visit www.S4L.org ormco.com



JULY / AUGUST 2012 // orthotown.com

you should know // feature

34

You Should Know: 
OrthoEssentials is a relatively new distributor in the orthodontic
profession, but President and Founder Ron Baron has been provid-
ing product value for practices for almost 20 years. Orthotown
Magazine sat down with Baron to learn more about his company.

Ron, tell me about OrthoEssentials and what you
provide to orthodontists.

Baron: OrthoEssentials is now in its fourth year of oper-
ation. We opened our doors January 5, 2009, in the teeth of
one of the worst economies we have ever known. Yet, we
have made it this far and we are experiencing steady growth.
We do not manufacture anything; we are an orthodontic
product distributor. However, we have invested with part-
ners in tooling for several products so we have some level of
control in the marketplace. 



orthotown.com \\ JULY \ AUGUST 2012

feature // you should know

35

Although OrthoEssentials is relatively new, I bring to the
table almost 20 years experience from my prior company so I
knew where I could purchase the best U.S.-made products and
as a small company, sell them for less.

OrthoEssentials is a full-line supplier. More than 95 percent
of our items are produced in the U.S., Germany or Italy. Our
line is all about choices. If the clinician needs a product to 
produce a certain result, more often than not we have several
choices to offer. Our product line consists of more than 3,000
items, not including special orders or custom-produced prod-
ucts such as band assemblies.

What is your background prior to starting
OrthoEssentials? How did you get started in
orthodontics?

Baron: I got my start in orthodontics in 1990 simply by
answering an ad in the local newspaper, prior to that I was in 
an unrelated industry for 10 years. I had just moved back to
Pennsylvania after living a few years in California and I was
looking for a place to hang my hat, so to speak.  

I met with Robert Masel and the rest, as they say, is history.
I spent the better part of 18 years with Masel, being promoted
to general manager in 2002, a position I held until September
of 2008. The industry experience and education garnered
through the years is what gave me the confidence to launch
OrthoEssentials.

What is your philosophy at OrthoEssentials? What is
your goal?

Baron: When we tell our story we always say we are “build-
ing our company one client at a time.” It might be a bit cliché, but
it is true. We do not have the financial wherewithal to mass mar-
ket so we do it the old-fashioned way… by building relation-
ships. Our philosophy is very simple. Once we have achieved the
goal of turning the clinician into a client, we do all we can to
keep them as a client for life. We work hard to find ways to say,
“Yes.” We never say to a client, “I can’t do that.” With the
amount of time and resources invested to build a relationship,
we think it is foolish not to bend the norm to satisfy the client. 

In terms of our overall goal, we want every “touch point” to
be pleasant and every interaction to be painless from our time
on the phone, to the quality of our written correspondence, to
accuracy of shipments, to invoicing, etc. We also put surprises in

the packages. Many times we will send free goods for no other
reason than “just because.” Treating people properly and exceed-
ing their expectations will bring them back time and again. That
is our goal.

How does someone contact OrthoEssentials if they
wish to work with you?

Baron: To contact OrthoEssentials is quite easy. Aside from
our general e-mail, info@orthoessentials.net, every staff member
has their own e-mail address. Whoever visits our Web site will
find our catalog and a contact form, which can be completed
and submitted to us. This is great for our international friends.
Of course, we provide toll-free service in the U.S. and Canada
and by the time this interview goes to press, we will also have a
Skype account. Every one of our top 100 clients has my personal
contact information as well – e-mail, phone and cell phone. I’m
rarely off duty for my clients.

What kind of service can orthodontists expect when
they pick up the phone and call you?

Baron: As I said earlier, we want every touch point and
interaction to be pleasant. It all starts by how quickly we answer
the phone and the quality of our greeting. I truly believe our
clients love calling us. Once they get to know us they realize we
are fun, easy to work with, respectful of their time, yet will try
to educate or offer a helpful hint regarding a product. My part-
ner has been in the business for more than 25 years and she has
built quite an extensive library of helpful hints… soon to be
published on our Web site.

Most orders ship complete same day/next day. We work on
blanket orders with the manufacturers so we are rarely on back-
order. Of course, custom products or special orders will take a
bit longer.

We try hard never to say no. If a client has an issue and needs
to return something, most times we throw away the rulebook
and do all we can to make that client happy, even if there is loss
involved for us. That loss is temporary, but hopefully the client
is for life.

We are knowledgeable about the products we offer and what
we don’t know we readily admit but mobilize to get the answers.
We are also not afraid to point a client to a competitor if they
are seeking a product or service we cannot provide. If every
interaction is pleasurable perhaps they will think of us first. �

OrthoEssentials
by Benjamin Lund, Editor, Orthotown Magazine
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P
atient presented in my office on December 1, 2009 with her
mother for an orthodontic consultation. She had been in ortho-
dontic treatment for almost two years and was being scheduled by
her orthodontist to have her braces removed. We did preliminary

records including a pano and photos after which I examined her and found
that her occlusion was Class I with ideal overbite/overjet. When I inquired
about why they were seeking another opinion they pointed out that her
“smile was crooked.”  To be specific, she exhibited an occlusal cant that was
quite noticeable when she smiled. They related that they had asked the
orthodontist if something could be done about “fixing” the crooked smile
and he replied that a surgical correction was an option if they wanted to
consider it. I also noted that there appeared to be some minor shortening
of the upper anterior roots (Figs. 1 & 2). 

The patient and her mom were not positive about a surgical option and
they asked me for any other options. I suggested that a single TAD in the
upper right maxilla, to intrude the buccal segment with vertical elastics to
maintain the occlusion of the lower teeth, has shown to be a successful
treatment for the occlusal cant and the avoidance of a surgical procedure. 

F ig. 1

F ig. 2

continued on page 38



On December 9, we had a consultation to show them records of a typical case
that was treated with a single TAD. They then agreed to pursue this option. 

The plan was to intrude the right buccal segment (Figs. 3 & 4) and use ver-
tical elastics to enable the lower occlusion to follow the intrusion (Fig. 5).

An upper 17x25 SS archwire with excessive lingual crown torque was used to
counter any buccal expansion during the intrusion.

On April 13, 2010, a 6mm Ormco Vector TAD was placed between the upper
right first and second bicuspid, which was immediately loaded with a power chain
wrapped under the archwire and reattached to the TAD (Figs. 6 & 7).

F ig. 6

F ig. 3 F ig. 4 F ig. 5

F ig. 7
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27 standard colors plus  
limitless custom designs

Precision occlusal indexing

High-impact energy absorption and  
transmitted forces reduced upon impact

10 times more protection  
than off-the-shelf mouthguards

3.0 to 5.0 mm of protection  
for sport-specific design

Custom-fit FIERCE mouthguards allow your patients to choose from  
27 colors or create their own mouthguard design. Combine two or 
more colors, add logos, artwork or lettering to create a truly unique 
design. Offer your patients the best sport-specific protection available 
with FIERCE mouthguards.

m o u th g ua r ds  
Str ength . Perfor mance. Pr otection .

877.337.7800
www.fiercemouthguards.com

Available exclusively from

* Offer valid for all Fierce mouthguard cases received through September 30, 2012.  
This offer may not be combined with any other promotions. Please include this ad 
or mention promo code Fierce25 to receive your discount.   
LAB-300353 © 2012 DDS Lab.  All rights reserved. 
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Progress photos were taken October 9, 2010 showing an improvement in
the occlusal cant (Fig. 8).

On January 11, 2011 the treatment was terminated, the TAD and the
braces were removed and clear Essix retainers were made for the upper and
lower teeth. Final photos and pano were taken (Figs. 9 & 10).

April 8, 2011 a 3D scan was taken to review the treatment and evaluate the
dentition, particularly the upper incisor roots. The scan showed minor root
resorption but no more than the first pano (Figs. 11 & 12). A frontal volume
CBCT shows good parallelism between the occlusal plane and the infra-orbital
plane (Fig. 13).

However, it was interesting that an airway evaluation indicated a very low
volume measurement and noticeable constriction of the laryngeal airway. We
suggested that she be evaluated for a sleep study (Fig. 14). 

Six-month post treatment photos were taken July 7, 2011 showing contin-
ued stability of the corrected occlusal cant. The patient and mother are very
pleased with the results. 

The following photos show the progression of the cor-
rection into the post-treatment appointment. 

This case demonstrated the versatility of TADs to
avoid what was commonly achieved by a two-jaw surgi-
cal procedure. ■

F ig. 11

F ig. 12

F ig. 13
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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

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


