
By Prof. Nezar Watted, Prof. Josip Bill  
and Prof. Jürgen Reuther, Germany

One of the main objectives of 
orthodontics, in addition to the 
diagnosis of dysgnathia, is to 

determine the status of indication 
for orthodontic treatment for which 
treatment necessity and prognosis 
are evaluated.

Occlusion, function and esthetics 
are considered equivalent parame-
ters in modern orthodontics, partic-
ularly in combined orthodontic and 
orthognathic surgical treatment. 
This was achieved through the opti-
mization of diagnostic tools and 
advancements and increasing expe-
rience in orthopedic surgery.

The objectives of orthodontic and 
orthognathic surgical treatments 
are:
• the establishment of a neutral, 

stable and functional occlusion 
with physiological condylar posi-
tioning;

• the optimization of facial esthet-
ics;

• the optimization of dental esthet-
ics, considering the periodontal 
situation;

• the assurance of the stability of 
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AAO heads to  
Washington  
for its 110th 
annual session

E arly registration for the Ameri-
can Association of Orthodontists’ 
110th annual session, taking 

place April 30–May 4 in Washing-
ton, D.C., is quickly coming up. Get 
your check in the mail or pay online 
(www.aaomembers.org) before Fri-
day, March 26 to avoid late fees. 

Also, for those who register by 
Thursday, April 1, make sure to 
sign up to participate in congres-
sional office visits on Tuesday, May 
4, including breakfast and trans-
portation to and from Capitol Hill. 
The AAO and its legislative counsel 
will provide pre-arranged meetings 

• the individual reaction of the peri-
odontal and skeletal structures;

• the general condition of the teeth;
• the patient’s age;
• the patient’s compliance;
• the patient’s wishes and expecta-

tions; and
• the dentist’s ability and experi-

ence.

the results achieved; and
• the fulfilment of the patient’s 

expectations.

The following factors are to be 
considered in assessing the pros-
pects of success of orthodontic ther-
apy:
• the degree of the dysgnathia;
• the growth configuration and 

potential;
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Result is a combination of orthodontic and orthognathic surgical therapy

Washington, D.C. (Photo/stock.xchng)

Fig. 1: Therapy options for the treatment of Class II dysgnathias.
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O rthodontics is holistic dentist-
ry. Surely that is correct. We, 
as prudent orthodontists, do 

not just treat a malocclusion; we 
treat a human being who happens 
to have a malocclusion. 

This is a mind-body-spirit unity, 
and orthodontists are unique among 
professionals in this respect. Attor-
neys compose legal opinions while 
accountants get to the bottom line of 
a balance sheet. However, an ortho-
dontist who does not treat the patient 
as a whole (holistically) misses the 
entire point of being a doctor. 

These observations are not new 
concepts; the doctor-patient rela-
tionship is omnipotent. Bad rela-
tionships can do actual harm. Who 
would doubt that patients who trust 
their doctors are likely to do better 
than those who don’t? 

A sympathetic and compassionate 
doctor is more likely to be diagnos-
tically and therapeutically accurate 
than one who imitates sympathy or 
has little compassion. 

In our world of dentistry, every-
thing we know about alternative 
treatment modalities and the heal-
ing power of a listening bartender 
indicate that people are likely to be 
best treated by doctors who treat 
them as whole and complete human 
beings.

Not that I am Asklepios, the found-
er of medicine and reputed ances-
tor of the Asklepiades, the ancient 
Greek doctors’ guild, but the ulti-
mate answer to doctor-patient rela-
tionships and healing probably lies 
deep in a metaphysical labyrinth. It 
is rather obvious that patients have 
contexts, and the contexts matter 
and need to be understood. 

Often the whole family of a young 
orthodontic patient will need to be 
in the mix of a patient’s treatment 
for a successful result to occur; the 
orthodontist is the go-between to 
the whole nexus in which his or 
her patient is treated successfully 
or not. 

We might have a duty only to 
the patient, but in order to properly 
fulfill that duty for legal purposes, 
the tentacles of understanding and 
enquiry must be ubiquitous. 

Obviously, it is improper to treat 
only the symptoms of a disease. 
Practicing as holistic doctors, we 
acknowledge that malocclusion is 
most often a symptom of something 

else, and our job as orthodontists is 
to track that problem to its source 
in order to accomplish effective and 
stable results.

This sounds almost mystical and, 
hopefully, exhilaratingly mystical. 
It makes every orthodontist a psy-
choanalyst, a detective, a shaman, 
a priest and a friend; it requires 
every doctor to be a whole human 
being, which is a highly romantic 
but essential calling. 

Only whole human beings can 
treat whole human beings. Being a 
whole human being is not always 
easy to demand of anyone, but it is 
a particularly important demand of 
all clinicians whose training is so 
concentrated, who must be knowl-
edgeable about so much and whose 
time per patient is so terribly lim-
ited — and now that is a problem. 

How can orthodontists be made 
whole? How can we be equipped to 
deal effectively with the complex 
bundles of contradictions we call 
our patients? That is the quintessen-
tial essence and answer of doctor-
ing! OT

(This editorial was inspired by an 
original essay: Foster, C. (2009). Why 
doctors should get a life. Journal of 
the Royal Society of Medicine, 102, 
pp. 518–520.)
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OT  Editorial Advisory Board

correctionsOT
The phone number and e-mail for the 
Axis Orthodontic Adhesive Removal 
Kit was incorrect in the February 
Supplement edition. The phone num-
ber is (800) 355-5063 and the e-mail is 
custserv@axisdental.com.

Ortho Tribune strives to maintain 
the utmost accuracy in its news and    
clinical reports. If you find a fac-
tual error or content that requires          
clarification, please report the details 
to Managing Editor Kristine Colker at 
k.colker@dental-tribune.com.

Image courtesy of Dr. Earl Broker.

By Dennis J. Tartakow, DMD, MEd, PhD,  
Editor in Chief

Tell us 
what 
you 

think!

Do you have general comments or criticism you 
would like to share? Is there a particular topic you 
would like to see more articles about? Let us know 
by e-mailing us at feedback@dental-tribune.com. 
If you would like to make any change to your  
subscription (name, address or to opt out) please 
send us an e-mail at database@dental-tribune.
com and be sure to include which publication you 
are referring to. Also, please note that subscription 
changes can take up to 6 weeks to process.
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Why orthodontists 
should be holistic

‘people are likely  
to be best treated by  

doctors who treat them 
as whole and complete 

human beings’
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D r. Susan Baloul is the winner 
of the 2010 American Asso-
ciation of Orthodontists (AAO) 

Milo Hellman Research Award. 
The award will be presented at 
the Excellence Luncheon held dur-
ing the annual session in May in 
Washington, D.C.

Baloul was chosen for this presti-
gious award based on her research, 
“Mechanism of Action and Mor-
phological Changes in the Alveo-
lar Bone in Response to Selective 
Alveolar Decortication Facilitated 
Tooth Movement.” She chose this 
topic because of her interest and 
experience in both periodontics and 
orthodontics. 

Baloul worked on this research 
during a three-year span while 
completing her DSc in orthodontics 
and dentofacial orthopedics at Bos-
ton University Henry M. Goldman 
School of Dental Medicine (GSDM).

Associate Professor of Periodon-
tology and Oral Biology Dr. I. Alp-
dogan Kantarci mentored Baloul on 
the research project, which sought 
to test if corticotomy-induced osteo-
clastogenesis and bone remodel-
ing underlie the orthodontic tooth 
movement and how selective alveo-
lar decortication enhances the rate 
of tooth movement.

“This was an interesting area 
for us to get involved in and it 
was certainly a challenge to learn 
about bone biology in response to 
surgery-assisted orthodontic tooth 
movement,” Kantarci said.

To better understand the mech-
anism, Baloul used 114 Sprague-

Baloul to receive AAO research award
Dawley rats, which were separated 
into three treatment groups. The 
groups included corticotomy alone, 
tooth-movement alone and “com-
bined” therapy. 

Changes in each therapy group 
were assessed using faxitron analy-
ses, microcomputed tomography, 
histomorphometric studies and 
quantitative-real time PCR (q-PCR) 
of expressed mRNAs.

Baloul “developed novel assays 
for alveolar bone structures of the 
rats, isolated sufficient amounts of 
RNA to study numerous markers 
by q-PCR, adapted micro-CT mea-
surement for the three-dimensional 
changes in the alveolar bone and 
generated large amounts of samples 

for future testing,” Kantarci said. 
“In order to complete such a 

thorough characterization of the 
alveolar bone response, [she] 
worked hard, spent weekends and 
evenings in the lab and evaluated 
her interim data very frequently, 
getting exposed to sophisticated sta-
tistical analyses.”

The resulting data — which was 
consistent at all levels of analy-
sis — suggested alveolar decorti-
cation enhances the rate of tooth 
movement during the initial tooth 
displacement phase. This results 
in a coupled mechanism of bone 
resorption and bone formation dur-
ing the earlier stages of treatment, 
and this mechanism underlies the 

rapid orthodontic tooth movement.
“It is an honor to be the recipi-

ent of the Milo Hellman Award,” 
Baloul said. “I faced many obstacles 
and was challenged by many dif-
ficult decisions. Choosing to leave a 
prominent private practice was ter-
rifying. However, it has proven to be 
one of my best decisions. 

“My experience has been hum-
bling yet rewarding. This confirms 
to me that I made the right decision 
and that pursuing a doctorate 
degree for a future career in aca-
demia is the correct path for me.” OT

 
(Source: Boston University  
Henry M. Goldman School  

of Dental Medicine)

AD

f OT  page 1

with legislative staff as well as back-
ground materials and information.

Some of the other highlights of 
this year’s meeting include:
• new course topics, including an 

examination of how stem cells and 
tissue engineering may impact the 
future of orthodontics, a look at 
current issues surrounding oral 
bisphosphonates and a discussion 
of the issue of access to orthodon-
tic treatment.

• a special risk management pro-
gram that will focus on common 
concerns at the beginning of an 
orthodontic career. 

• live clinical procedures filmed and 
broadcast to both doctor and staff 
seminars. Topics include mini-
implant insertion and application 
of laser technology. 

• the music of Frankie Valli and 
the Four Seasons and a perfor-
mance of the comedy “Defending 
the Caveman” during the opening 
ceremonies on Saturday, May 1.

For plenty more information on 
this year’s AAO, plus a sneak peek of 
new products and other offerings 
you’ll find on the exhibit hall floor, 
don’t miss the April edition of Ortho 
Tribune. OT
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In many cases, the objectives of 
dentoalveolar treatment measures 
— the achievement of the func-
tional and esthetic optimum for the 
patient — can be achieved using 
modern treatment methods. 

While minor dysgnathias can be 
treated using dentoalveolar mea-
sures only, successful treatment of 
prominent sagittal discrepancies, 
such as Class II dysgnathias, is far 
more difficult. 

Correction can be achieved 
through dental movement if the 
jaw proportion is correct and if the 
dysgnathia is purely dentoalveolar. 
However, dental movements are 
possible only up to a certain degree 
and are thus limited. 

A correction or stable dental 
compensation of a skeletal dys-
gnathia (for example, the correc-
tion of a frontal cross-bite in a Class 
III or the correction of an extremely 
enlarged sagittal overjet in a Class 
II) is doubtful in some cases and, 
in general, shows a compromise in 
esthetics and/or function.

In order to determine the 
options available for the therapy of 
a Class II dysgnathia, the remain-
ing growth of the patient must be 
determined.35 Functional orthodon-
tic treatment is a therapy form that 
can influence growth and is con-
sidered a causal therapy in adoles-
cents.8,51,57,67,70,71,79 

If there is no growth therapeu-
tically, orthognathic surgery to 
correct the position discrepancy 
between both jaws is a causal ther-
apy form (Fig. 1).

A premise for the successful real-
ization of a combined therapy is 
that less invasive treatment options 
(for example, growth influence, as 
mentioned above) can no longer 
be used or do not achieve the treat-
ment objectives or even worsen the 
situation (for example, extraction in 
a shallow mouth profile or distaliza-
tion in a narrow overbite).33,34,77

The second option for the caus-
al therapy of a skeletal dysgnathia 
(Class II) using combined orthodon-
tic and orthognathic surgical cor-
rection is discussed in this article, 
with a special focus on Class II dys-
gnathias with skeletal deep occlu-
sion.

case report: diagnosis
A 21-year-old female patient pre-
sented at our practice complaining 
of temporomandibular joint pain 
when chewing and poor esthetics, 

due to the malpositioning of her 
maxillary incisors.

The lateral image shows a frontal 
face oblique to the back, a deepened 
supramentale and, in comparison 
to the mid-face, a short lower face 
— 54:46 instead of 50:50 (Table I; 
Figs. 2a, b). 

Owing to the enlarged overjet (13 
mm), there was a malfunctioning of 
the lower lips in occlusion, owing to 
which lip closure was not possible 
without habitual, ventral position-
ing of the mandible.

Furthermore, the frontal image 
shows a Class II/1-dysgnathia 
angle, mesial deviation to the left, a  
deep occlusion (6 mm) with abra-
sion in the palatal mucous mem-
brane and corresponding periodon-
tal destruction palatinal of the teeth 
Nos. 11 and 21, as well as anterior 
maxilla labial tilt. 

In addition, there was clear 
crowding in the mandibular arch 
and slight crowding in the maxil-
lary arch. 

The maxilla was lowered while 
the mandible was raised, which was 
expressed by a difference in the 

level of the distinctive Spee’s curva-
ture (Figs. 3a–c).

The FRS analysis (Tables I, II) 
clearly shows sagittal and vertical 
dysgnathia in the soft-tissue profile 
and the skeletal region. 

The parameters indicated a skel-
etal deep occlusion with the typical 
extra-oral symptoms of the short-
face syndrome: disto-basal jaw 
relation, small gonion angle, small 
interbase angle due to the anterior 
rotation of the mandible, large ratio 
between anterior and posterior 
facial height, and a growth pattern 
with an anterior course.

The vertical arrangement of the 
soft-tissue profile showed a dishar-
mony between the mid-face and the 
lower face (G’-Sn:Sn-Me’; 54:46), 
which was expressed in the bony 
structures (N-Sna:Sna-Me; 50:50). 
Disharmony in the region of the 
lower face was also evident (Sn-
Stm:Stm-Me’; 37:63). 

These discrepancies in the ratio 
are the result of the deficient lower 
face, rather than the length of the 
upper lip. 

An additional assessment of the 
lower face indicated that the ratio 
between the subnasal-labral inferi-
us (Sn-Li) and the soft-tissue men-
ton (Li-Me’), which should have 
been 1:0.9, was shifted in the favor 
of Sn-Li (1:0.7). This larger ratio 
was primarily caused by the short 
mandible (Figs. 4a, b).

Therapeutic objectives  
and treatment planning
An improvement of the facial esthet-
ics, not only in the sagittal but also 
in the vertical axis, was a specific 
treatment objective. This was to be 
achieved through the elongation of 

the lower face without amplifying 
the prominence of the chin. 

Elongation of the lower face 
as causal therapy and the subse-
quent effect on the facial esthetics 
could be achieved in the case of 
this patient using combined orth-
odontic and orthognathic surgical 
treatment. It would not have been 
possible to achieve the treatment 
objectives with respect to esthetics 
using orthodontic procedures alone.

The decisive step for the desired 
functional and esthetic results was 
taken during surgery. The surgi-
cal enlargement of the mandibular 
angle (gonion angle) was decisive 
for the improvement of the extra-
oral appearance through a posterior 
rotation of the dentigerous segment. 

The three-point support on the 
incisors and molars was a prereq-
uisite for a stable enlargement of 

AD

f OT  page 1 Table I:  
Proportions 
of soft-tissue 
structures 
before and 
after  
treatment.

Table II: Mean values or proportions of skeletal structures before and after  
treatment.

Fig. 3a

Fig. 3b

Fig. 3c

Fig. 2: Lateral view, left, of the 
21-year-old patient, showing a  
posteriorly inclined upper face,  
short lower face and a deepened  
supramentale. Right, frontal view, 
showing the poor lip closure due to 
the anterior maxilla labial tilt and 
the enlarged sagittal overjet.

Figs. 3a–c: Clinical situation before 
the start of treatment.
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the jaw angle and thus a posterior 
rotation of the horizontal mandibu-
lar ramus.

Through the rotation, the menton 
was shifted caudally so that the skel-
etal situation and the soft-tissue pro-
file of the lower face were improved 
in the vertical axis. Accordingly, the 
interbase angle was enlarged while 

AD

Fig. 4a: The cephalometric image 
shows the disharmonious skeletal 
arrangement in the vertical axis. 
The lower face shows a deficit of 10 
percent in relation to the upper face. 
The mandibular angle and the inter-
base angle are small.

Fig. 4b: Disharmonious soft-tissue 
arrangement in the vertical axis: 
The lower face shows a deficit of 8 
percent in relation to the upper face. 
Likewise, there is a disharmony in 
the division of the lower face.

Fig. 5a: Simulation of a preliminary 
surgical translocation: An opening 
of the jaw angles is followed by the 
rotation of the mandibular segment 
during operation. The vertical blue 
line touches the pogonion of the ini-
tial situation: slight ventral shifting 
of the prominence of the chin. The 
anterior mandible glides along the 
palatinal surfaces of the anterior 
maxilla (green line), which causes a 
posterior rotation (white arrow) and 
a vertical change (blue quadrangle).

Fig. 5b: Simulation of a preliminary 
surgical mandibular translocation: 
The correction in the sagittal  
disharmony was accomplished  
without changing the vertical ratio. 
The vertical blue lines touch the 
pogonion of the initial position: 
clear ventral shifting of the  
prominence of the chin.

Figs. 6a–c: Occlusion at the end of treatment: There is a neutral stable occlusion with physiological overjet in the sag-
ittal axis and vertical axis, as well as a correct midline.

the ratio between the posterior and 
anterior facial height was reduced 
(Fig. 5a). 

A translation of the dentigerous 
segment led to the correction of 
the sagittal dysgnathia without the 
improvement of the vertical axis. In 
addition, the translation resulted in 
an enhancement of the prominent 

chin, which led to a flattened mouth 
profile and thus to a maturation of 
the patient’s appearance (Fig. 5b).

Therapeutic procedure
The correction of the dysgnathia 
was done in six phases:

g OT  page 7

(All photos: Provided by Prof. Nezar 
Watted)





Prof. Nezar Watted
Wolfgangstrae 12,
97980 Bad  
Mergentheim,  
Germany
E-mail: nezar.
watted@gmx.net
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1. Splint therapy: An occlusal splint 
was inserted in the mandible for 
six weeks to determine the physi-
ological condylar position or cen-
tric before the final treatment 
planning. The forced bite could 
thus be demonstrated to its full 
extent.

2. Orthodontic therapy: Orthodontic 
therapy was used to form and 
adjust the dental arches relative 
to each other and to decompen-
sate the skeletal dysgnathia. All 
first premolars were extracted to 
eliminate crowding and to align 
both fronts along the midline.

3. Splint therapy: Four to six weeks 
prior to surgery, splint therapy 
was performed to determine the 
condylar centric and thus register 
the temporomandibular joint in a 
physiological position (centric).

4. Orthognathic surgery: Orthogna-
thic surgery was performed in 
order to correct skeletal dys-
gnathia. After a model operation, 
determination of the transloca-
tion path and production of the 
splint in the target occlusion, the 
preliminary surgical mandibular 
translocation was carried out by 
means of sagittal split according 
to Obwegeser–Dal Pont.

5. Orthodontic therapy: Orthodontic 
therapy was used to close the lat-
eral open occlusion and for fine 
adjustment of the occlusion. The 
open occlusion was to be closed 
only through the extrusion of the 
maxillary lateral incisors and not 
by the intrusion of the fronts.

6. Retention: A 3–3 retainer was fixed 
in the mandible. A bimaxillary 
device was used for retention, 
allowing for the adaptation of the 
musculature in the new mandibu-
lar position.

Results
Figures 6a to 6c show the situation 
in occlusion and after closure of the 
lateral open bite, a neutral occlu-
sion and correct midline with physi-
ological sagittal and vertical overjet. 

The extra-oral photos show a 
harmonic three-way split of the 
face in the vertical axis, which was 
achieved through the surgical elon-
gation of the lower face, and a har-
monic profile in the sagittal axis. 
The mouth profile is harmonious, 
with relaxed lip closure and a well-

balanced supramentale (Fig. 7).
The FRS shows the changes in 

the parameters that arose as a result 
of the enlargement of the goni-
on angle. The gonion angle was 

increased surgically by 8 degrees. 
Accordingly, the mandibular slope 
was increased, which led to an 
enlargement of the interbase angle 
(around 5 degrees).

There is harmonization in the 
vertical arrangement of the bony 
and soft-tissue profiles. The dishar-
mony of the lower face has been 
corrected, so that the ratio of Sn-
Stm to Stm-Me’ is nearly 1:2 and 
that of Sn-Li to Li-Me’ is 1:1 (Figs. 
8a, b; Tables I, II). OT

(Note: A complete list of references 
is available from the publisher.)

AD

Fig. 7: The result of extra-oral  
treatment: The sagittal axis has 
been corrected without amplifying 
the prominence of the chin. At the 
same time, the vertical ratios have 
been harmonized, yielding a relaxed 
supramentale and competent lip 
closure.

Figs. 8a, b: The cephalometric image after conclusion of treatment shows 
a harmonious ratio between the skeletal structures in the sagittal axis and 
in the vertical axis (a), as well as a harmonization in the soft-tissue profile 
between the upper and lower face (b).

f OT  page 5
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By Roger P. Levin, DDS

E very ortho practice should have 
clear and challenging perfor-
mance goals. This is the first 

step in improving the practice and 
reaching the office’s true produc-
tion potential.  

Without goals, the practice is 
often adrift and the team lacks a 
sense of true purpose. In such an 
orthodontic practice, the staff often 
experiences high stress and has one 
main objective — get through the 
day and go home. 

Only by having goals and achiev-
ing those goals can orthodontists 
know the real meaning of total ortho 
success. This is truly the challenge 
of practicing orthodontics in the 
second decade of the 21st century.

production potential
Like any business, orthodontic 
practices need to measure perfor-
mance by establishing clear objec-
tives. Levin Group recommends the 
following targets to clients to move 
them closer to their true production 
potential:
• Starts should grow by at least 10 

percent or more annually.
• The close rate for new patient 

consults should be 85 percent or 
higher.

• Patient referrals from dentists 
should increase by 10 percent or 
more.

• The number of patients in obser-
vation should grow by at least 5 
percent each year.

• The overdue debond rate should 
not exceed 2 percent.

• The collection rate should be 99 
percent.

• The number of patients overdue 
for retainer checks should be less 
than 2 percent.

In the current economy, most 
orthodontic practices will have dif-
ficulty reaching these targets unless 
they have implemented document-

The power of goal setting
ed management and marketing sys-
tems. Once goals have been estab-
lished, the next step is for practices 
to create the systems that allow the 
office to reach its targets. 

Each ortho practice has a series 
of major business systems that 
include:
• Scheduling
• Treatment coordinator process
• Patient financial management
• Insurance management
• Case presentation
• Office communication
• Referral marketing

Effective systems set the founda-
tion for attaining superior customer 

service, outstanding productivity 
and increased production. The dif-
ference between high-performance 
orthodontic practices and others 
comes down to the efficiency of 
their business systems. Ortho prac-
tices with the best systems have 
managed — despite the economy — 
to meet their production targets and 
experience substantial growth. 

conclusion
Goal setting is critical to achieving 
success in your professional and 
personal life. Track goals weekly. 
Without a structured management 
approach in place, many practi-
tioners are focused on day-to-day 

operations and fail to see the true 
production potential within their 
practices. Goal setting can help you 
manage your practice instead of 
being managed by it.

To help you meet this year’s pro-
duction goals, get the proven solu-
tions at Dr. Roger Levin’s next Total 
Ortho Success™ Seminar being held 
April 8 and 9 in Chicago. Ortho Tri-
bune readers are entitled to receive a 
20 percent courtesy. To receive this 
courtesy, call (888) 973-0000 and 
mention “Ortho Tribune” or e-mail 
customerservice@levingroup.com 
with “Ortho Tribune Courtesy” in the 
subject line. OT

AD

Dr. Roger P. Levin is founder and 
chief executive officer of Levin 
Group, the leading orthodontic prac-
tice management firm. Levin Group 
provides Total Ortho Success™, the 
premier comprehensive consulting 
solution for lifetime success to ortho-
dontists in the United States and 
around the world. Levin Group may 
be reached at (888) 973-0000 and  
customerservice@levingroup.com.
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