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AAO heads
to Chicago

Early registration
Jor this year’s annual
session ends April 8

2011 AAO Annual Session, taking
place in Chicago from May 15-17,
you might want to do it soon. Early
registration closes Friday, April 8, at

5 p.m. (CDT).

This year’s AAO Annual Session
promises a variety of educational
and social events that will be fitting
for the whole team. Some of the
highlights include:

e The 2011 Orthodontic Staff pro-
gram. This program has been
developed to address the most
urgent and complex challenges
facing today’s orthodontic team
members, both on the business
side and on the clinical side. To

I fyou haven’t registered yet for the
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The Quick Fix device
for pseudo-Class 111

Resolving anterior crossbites with the Quick Fix device

By S. Jay Bowman, DMD, MSD

(This is Part 2 of a two-part series)

on a typical 2 x 4 edgewise

appliance and was designed
for effective and efficient advance-
ment of the maxillary incisors.>* The
appliance consists of a rectangular
stainless-steel arch wire, open coil
springs, arch locks and Side Swipe
auxiliaries.

Installation of the Quick Fix

Correction of a pseudo-Class III
malocclusion in the transitional
dentition is initiated by placement
of an upper 2 x 4 appliance (e.g.,
two banded or bonded first molar
tubes and pre-adjusted Butterfly
Bracket” brackets on the central and
lateral incisors).

Leveling and alignment of the
incisors using round superelastic
wire typically requires two to five
months before placing the rectan-
gular wire of the Quick Fix device.

Next, Side Swipe auxiliaries are
inserted into the molar tubes and
may be tied back (Fig. 5). The Side
Swipe will permit an additional arch
wire length of 4-5 mm without that

The Quick Fix" device is based
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[lustrations of the quick-fix device. (Photos/Provided by Dr. S. Jay Bowman)

extra wire extending distal to the
molar tube and poking the buccal
mucosa of the cheek.

Universal arch locks are placed
about 16-17 mm from the midline

mark on the right and left side of
a .0175-inch x .025-inch stainless-
steel arch (Fig. 6).

-y page 4

AD

REGISTER EARLY & SAVE

discover,
reinveat,
grow

The: VOICE of Excellence Lecturs

Dr. Wilkam B. Proffit - Featured Speaker
Topic: Evidence-Based Treatment: What Do
We: Reeally Knaw at This Point?

@RTHEDANTIC

INTERMATIGNAL

CONFERENCE L ——
OrthoVoice 2011
October 20-22, 2011
Planet Hollywood Resort & Casino
Las Vegas, Mevada

Register online at www.orthovoice.com

EXPOSITIGN




ORTHO TRIBUNE | MARCH 2011

We are who
we choose to be

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

ith the 21st Century well into

its second decade, new sci-

entific technology, industrial
integration and greater knowledge
and skills are essential in order to
move forward. Even with all ele-
ments and factors already in place,
IT and administrative staff mem-
bers, faculty members and orth-
odontic educators must develop
new skills as technology advances.

For those individuals who are in,
or have moved into, new careers in
education, it is never without need
for change, modification, training
or learning new job skills. Career
changes, such as from clinician to
educator, must include reflection
and reconsideration of attitudes and
behaviors.

Is a new ball game with new
rules, policies and conditions. We
must glean greater understanding
in order to assess the requirements
and develop a plan for greater edu-
cational growth. This requires a
strategic development plan that
includes many essential factors, i.e.
critical decisions for future growth,
development, expansion of institu-
tions, supportive companies, etc.

The “renaissance orthodontists”
involved might require greater
thought and consideration to expe-
rience future success in such a
career change. In the educational
milieu, this strategic development
plan might serve as a tool for (a)
exploration of goals, (b) determina-
tion of skill levels requiring differ-
ent faculty expertise and (c) appre-
ciation of faculty needs that have
exploded since the computer age
commencement.

Setting direction and planning
are two separated activities. A nec-
essary function of leadership is
to produce change and set a new
direction of that change. We must
devote time and interest to such a
strategic plan in order to (a) syn-

chronize visions and aspirations,
(b) provide a blueprint for a viable
future to anticipate change and (c)
hold constant the reason for being
— the education of our students.

An assessment of strengths,
weaknesses, opportunities and
threats are also important in order
to develop a strategic development
plan. Such assessments could pro-
vide valuable reflections and analy-
ses for yielding priorities that will
be essential and critical for future
success; such priorities will allow
progression to the next or higher
level.

Historically, reduced recruitment
and retention and increased fac-
ulty vacancies have been becoming
emergent problems in orthodontic
education since the early 1990s,
impacting people, communities and
society. These issues have led to a
daunting outlook for the future of
orthodontic education.

“There is no doubt that dedi-
cated orthodontic educators have
been critical to the development
of the specialty. The question is
whether the faculty will be there in
the future to continue this history of
strong education” (Larson, 1998, p.
122). This is the essence of a force
for change that is necessary in our
specialty.

Our responsibilities as educa-
tors are to educate our students to
be professional and the best ortho-
dontists they can be; teach them
how to be experts; prepare them to
speak before groups of individuals
or to address a judge and jury in the
courtroom; and most important —
impress upon them the importance
to write precisely, accurately and
legibly.

Writing is one of the most impor-
tant methods of communicating
our thoughts, especially regard-
ing treatment plans and projected
patient outcomes, which can make
a big difference years later when
we are asked to defend ourselves
and we cannot even remember the
patient’s name, let alone how we
treated them.

Ask any malpractice attor-
ney about how well orthodontists
communicate his or her thoughts
on a patient chart. Many do not
write adequate notes in his or her
patient’s treatment chart to explain
problems or elaborate treatment
issues, and much writing is so poor
that whatever is written makes little
or no sense.

As educators, this is a poor reflec-
tion on us personally. Not only are
most notations illegible, using short-
cuts, abbreviations and hieroglyph-

ics that are difficult to decipher,
but most chart entries are way too
short, incomplete and unacceptably
inadequate. These are egregious
situations and occur too often.

Orthodontic education is in need
of fresh blood; this dilemma of full-
time faculty member reduction res-
onates with inadequacies and con-
sequences for today and tomorrow.
Ultimately the financial obligation
made it difficult, if not impossible,
to attract young doctors to consider
a career in postgraduate orthodon-
tic education.

As a social justice concern, there
may be a huge impact on the sur-
vival of the profession, especially
the ability to serve the individual
and address community needs. The
price tag most likely may prohibit
low-income students from pursu-
ing the degree and also may have a
negative impact on serving society
as a whole.

We as clinicians, researchers or
educators must be responsible and
accountable for helping our present
and future residents benefit from
our armamentarium of skills, pro-
ficiency and expertise. Whether it
be through the Socratic method, a
form of inquiry and debate between
individuals possibly with opposing
viewpoints based on asking and
answering questions to stimulate

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.
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Are kids taking unnecessary risks?

n a matter of seconds, a sports

injury can occur to the face or

the mouth. Young children ages
5 to 14 are especially vulnerable,
accounting for more than 80 per-
cent of all sports-related emergency
room visits, according to the Centers
for Disease Control. Because many
sports injuries can be prevented by
wearing the proper protective gear,
why aren’t more parents, coaches
and kids getting the message?

Each April during National Facial
Protection Month, the American
Association of Orthodontists urges
athletes to “play it safe” by wearing
mouth guards and other appropri-
ate protective gear when participat-
ing in many sports and activities.
According to a survey* taken by the
AAO:

67 percent of parents surveyed
said their child does not wear a
mouth guard. 52 percent said that
it was because their child “doesn’t
need that level of protection.”
96 percent of parents surveyed
believed their child’s coaches’ role
on the use/promotion of protec-
tive sports gear was “important,”
“very important” or “extremely
important,” yet parents surveyed
reported that only 36 percent of
coaches actually recommended
mouth guards during competi-
tions while 34 percent recom-
mend them during practice.
According to parents surveyed,
the most popular sports that chil-
dren wear mouth guards while
playing include football (42 per-
cent), ice hockey (32 percent) and
martial arts (13 percent).

Of the parents surveyed, the most

popular form of protective sports

gear for children participating in
organized sports include shoes/
cleats (67 percent), helmet/head-
gear (51 percent), shin guards

(48 percent) and knee pads (34

percent).

critical thinking, or to simply illu-
minate ideas, these residents must
carry the torch of learning that we
were so blessed to have received
from our mentors; the future of
orthodontics depends on our efforts.
Where is Socrates when he is need-
ed the most?

Aristotle (384-322) articulated it
quite well: “The educated differ
from the uneducated as much as the
living from the dead” (Howe, 2003,

p- 19).
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Patients who play sports such as
hockey should be encouraged to
wear mouth guards. (Photo/stock.
xchng)

The AAO recommends that
mouth guards be worn for contact
sports. Such sports include, but are

not limited to, football, wrestling,
basketball, baseball, volleyball,
lacrosse, ice and field hockey, soft-
ball and soccer. Mouth guards also
should be worn when participating
in any activity where the mouth
might come into contact with a hard
object or the ground. Mouth guards
can help prevent jaw, mouth and
teeth injuries and are less costly
than repairing an injury.

“I’ve seen too many children and
adults ruin their healthy, beautiful
smiles — or worse — because they
fail to wear a mouth guard during
practices and games,” says William
Gaylord, DDS, MSD, orthodontist.
“Precaution and common sense are
key to preventing injuries.”

Mouth guards are one of the least
expensive pieces of protective
equipment available. An orthodon-
tist can recommend the best mouth
guard for an athlete who wears
braces.

(* The AAO commissioned Impulse
Research Corp. to conduct the AAO
2008 Protective Sports Gear Survey.
The survey was conducted in February
2008 online with a random sample of
1,049 men and women, ages 18 years
old or older, from the United States
and Canada. Survey participants are
representative of American and Cana-
dian men and women 18 years old or
older who have children between the
ages of 8§ and 18 who participate in
organized sports.)
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Optimize Class |l correction
and minimize relapse.

Myofunctional Research Co. has developed a range of appliances designed

for use with fixed appliances to correct poor myofunctional habits.

Appliances from the Braces Series™ improve patient comfort, decrease treatment
time and improve stability. Used by orthodontists and dentists worldwide.
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TRAIMER for Braces™
DURING BRACES Routine Use

DURING BRACES Scvere Cases

T4A

TRAINER for Alignment™
AFTER BRACES Retention

TRAIMER for Class |l Correction™

APPLICATION

T4B™:

Shields soft tissue
and corrects poor oral
habits during braces.

T4B2'™:

Class Il and open
bite correction
during braces.

TLA™: |
Immediate retainer E
for habit correction. -
Treats minor relapse.
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Attend an MRC educational program where
you can learn how to effectively incorporate
these appliances into your practice.

Phone 1866 550 4696
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This position will permit seating
of the arch wire into the incisor
brackets with the arch locks distal
to the lateral incisors. Sections of
open coil spring are slid onto the
wire, up to the arch locks. These
parts are pre-assembled and stored
in anticipation of their future use.

After installation of the Side
Swipes, the arch wire of the Quick
Fix assembly is inserted into the
edgewise tubes of the Side Swipe,
not in the molar or headgear tube
(Fig. 5). The excess wire now lays
adjacent to the molar tube.

The arch wire is then seated
into the incisor bracket slots and a
stainless-steel ligature is laced, e.g.,
“figure-8,” (Fig. 5) across to consoli-
date the incisors together so as to
prevent opening space between the
teeth. The arch locks are loosened
with the wrench, and they are slid
distally along the wire to compress
the open coil spring (Fig. 7).

Once the locks are positioned
between the first and second pri-
mary molar, compression is typi-
cally sufficient, and the locks are
tightened. A distal end cutting pliers
are used to cut the arch wire flush
to the end of the molar tube, not the
Side Swipe tube (Fig. 8).

This will leave about 4-5 mm
of wire distal to the Side Swipe
next to the molar tube to provide
for advancement of the incisors; a
process that requires about two to
three months.

The Quick Fix device is self-
limiting. In other words, should a
patient not return within four to
five weeks after installation, incisor
advancement would only progress
until the distal portion of the arch
wire slips out of the Side Swipe tube
(Fig. 5).

Simple case reports demon-
strate the progression of treatment
and correction of typical pseudo-
Class III anterior crossbites using
the Quick Fix device (Figs. 9-13).
Other appliances and devices may
be combined with the Quick Fix
device such as palatal expanders,
e.g. MIA Quad Helix,*% (Fig. 13),
reverse pull facemask, lower 2 x 4
and Class III elastics.

After the desired amount of
advancement is achieved, then the
appliances may be removed and
retention initiated as desired.

Class II correction with the
Quick Fix device

Molar distalization: Class I elastics
If anchorage is applied to the Quick
Fix mechanism to prevent “flar-
ing” of the incisors, then distal
movement of the molars can be
achieved. Because this device is
not inserted into a headgear tube
(in contrast to the bimetric arch?),
then a cervical headgear or Jasper
Jumper?” fixed functional could be
added.

Another alternative would be the
application of Class II elastics to
support the incisor position. This
requires fixed appliances on the
lower arch, e.g. 2 x 4 and fixed lin-
gual arch. Unfortunately, both head-

Fig. 5: Right and left Side Swipe auxiliaries are
placed into typical bonded or banded first molar
tubes. The wire segment of the Side Swipe is inserted
into the molar tube from the mesial, with the rectan-
gular tube of that auxiliary oriented to the buccal.

The Side Swipe is secured to the molar tube by tying

a stainless or alastic ligature from the hook on the
auxiliary to a hook on the molar tube. The Quick Fix
wire assembly (stainless-steel wire, arch locks, open
coil springs) is then inserted into the Side Swipe tube
where the distal part of this “traveling” arch wire is
positioned adjacent to the molar tube. The rectangular
arch wire is seated into the brackets on the incisors
and ligated into place using a stainless ligature lacing
to prevent unwanited space opening.

f_;un::rlidu:armr_:ﬂ;;@ 3

017 x 025" Stainless Steel Arch Wire
{2) Univarsal Arch Locks - 38 mm apart
(2) 20 mm length of 008" x .030" Opan Coil Spring

Fig. 6: The Quick Fix wire assembly consists of a
.017-inch by .025-inch stainless-steel arch form,
two universal arch locks positioned 36 mm apart
(to position them distal to the maxzillary lateral
incisors and permit wire seating) and two 20 mm
lengths of .009-inch by .030-inch open coil spring.

Fig. 8: After the open coil spring has been
compressed, a distal end cutter is used to cut the
distal extension of the arch wire just flush to the
end of the molar tube, not the Side Swipe aux- -
iliary. This provides for 4—5 mm of “traveling”
arch wire to advance the incisors. The device is
self-limiting as the wire will slip out of the Side
Swipe after 45 mm of advancement.

gear and elastics wear are dependent
upon unpredictable patient compli-
ance.

In contrast to the Distal Jet®® (a
device specifically designed for
molar distalization), both the Quick
Fix and bimetric produce force at
the crown, rather than through a
couple closer to the center of resis-
tance of the molar.

As a consequence, they produce
more molar tipping and may intro-
duce unwanted labial tipping of the
lower incisors from elastic wear.
The use of a pre-adjusted appliance
with lingual crown torque in the

Fig. 7: The arch lock is loosened and slid to the distal to
compress the open coil spring. The lock is tightened at

a position between the first and second primary molar.

(Note: the distal extension of the arch wire was inserted
into the Side Swipe tube and the remaining portion lies

adjacent to the molar tube.)

Fig. 9: Resolution of an anterior crossbite in the transi-
tional dentition for an §-year old female. Leveling with
2X4 appliances required three months, followed by four

months incisor advancement with the Quick Fix appliance.

brackets on the lower incisors may
reduce that incisor “flaring.”!8

Molar distalization: mini-screw
supported
As an alternative distalization meth-
od for Class II patients, mini-screw
anchorage can be added to provide
indirect anchorage to the Quick Fix.
Mini-screws can be inserted into the
buccal alveolus, between the upper
first molars and second premolars
or in the infrazygomatic ridge.*
Stainless-steel ligature is then
tied from the mini-screws to the
incisors to support the distal-driving

force from the Quick Fix.

An alternative miniscrew inser-
tion location would be on the pala-
tal alveolus between the roots of
the first molar and second molar3°3!
with a steel ligature tied from the
TAD to a button bonded on the lin-
gual of the upper first premolar.

Once the molars have been over-
corrected into a super-Class I (half-
step Class III) relationship, then
the mini-screws may need to be
removed, and possibly re-positioned,
if they are needed to provide anchor-
age support for retraction of the
remaining maxillary teeth.
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Figs. 10a—e:
Anterior crossbite
resolved in seven
\ months with
AN combination of
X upper 2 x 4
appliance and
Quick Fix
appliance for an
11-year old male.
At age 13, the
patient was ready
) Jor some limited
treatment to close
spaces using full
Jized appliances.

—

Conclusions

Ismail and Bader®* have suggest-
ed that, “In developing appropri-
ate treatment plans, dentists should
combine the patient’s treatment
needs and preferences with the
best available scientific evidence, in
conjunction with the dentist’s clini-
cal expertise.”

Early correction of pseudo-Class
III malocclusion has been dem-
onstrated to provide simple, rapid
(about six to eight months), effi-
cient, reliable and stable resolu-
tion of anterior crossbhite. In addi-
tion, this treatment reduces the risk
of development of skeletal Class
III malocclusions and may dimin-
ish the difficulty of, or occasionally
eliminate the need for, any later
comprehensive treatment.>$

The Quick Fix device is a simple,
predictable, and effective mecha-
nism for achieving this correction
for pseudo-Class I1Is,33* and it can
also be used for Class II patients to
provide molar distalization using
Class II elastic or mini-screw sup-
port.

Steps for inserting the Quick The future of successful practice management is here.

Fix Device Get the revalutionary Edge™ ta maximize your practics efficiency and Prﬂh‘tdbl ity 'Drt]'lnz brings

1.Placement of a maxillary 2 x 4 you the latest in state-of-the-art manragement, imaging, Ty
pre-adjusted appliance. S A tHat s e ERarted nean Inallistne [oading s

2.Initial alignment and leveling .
with .016 superelastic arch wire Leading Edge Technology Cutting Edge Efficiency The Edge in Profitability
for two to five months. s Web-enabled application with # Staff “roles” customize avallable = Maotivational Gaal Tracker

3.Place appropriate right and left offsite data hosting option features and views s Effartiie Collattings Addetant
Side Swipes into the maxillary = Convenient drag-and-drop design = Worldlows auto-sequence tasks « Powerful Smart Scheduler
molar tubes: the segment of wire + Customizable widget library *= Oinline patient forms and images « Animations for case prasentation
is inserted from th(? mesial lpto » Next-gendration imaging * Flexible patient remindefs * Muiti-yeargraphs and trends
the molar tube with the Side * PT, Mac, and multbmanitor sipport = HR Manager te B

Swipe tube positioned mesial and
buccal to the molar tube.
4. Trim the excess wire of the Side

Swipe just flush to the molar Join the revelution. Take your practice to the Edge today.
tube and tie back with an elas- www.TheEdgeRevolution.com

tic or stainless-steel ligature tie

(optional).

5.Place universal arch locks 36 mm
apart (to fit distal to the maxillary
lateral incisors) on a .0175-inch
by .025-inch stainless-steel arch
wire.

6. Slide two 20 mm open-coil springs
on the arch wire up to each arch
lock.

-l rage 6



6 ORTHO TRIBUNE | MARCH 2011

24. Bowman, S.J.: Trouble-shooting

7.Insert this Quick Fix wire assem-

.Consolidate the

bly into the tube of the Side Swipes
and seat the wire in the brackets
on the incisors.

incisors with
stainless-steel laced ligature
to prevent unintended anterior
space opening.

.Slide the arch locks distally along

the arch wire to compress the
open coil springs until the arch
locks are between the first and
second primary molars. Then
tighten the locks to maintain
the spring activation for incisor
advancement.

10.Cut the distal end of the arch

wire flush to the distal end of the
molar tube, not the Side Swipe
tube. In this manner, about 4-5
mm of arch wire is adjacent to the
molar tube and provides suffi-
cient wire for incisor advance-
ment.

(Editor’s note: Bowman has a

Jfinancial interest in the Butterfly Sys-
tem and Quick Fix Kit.)

*Quick Fix Kit™ with Side Swipes™ Ref

#852-781, American Orthodontics,
Inc., 1714 Cambridge Ave., She-
boygan, Wis. 53082-1048.

*MIA Quad Helix, AOA Laboratories,

13931 Spring St., Sturtevant, Wis.
53117.

**Butterfly Bracket System, American

Orthodontics. 1714 Cambridge
Ave., Sheboygan, Wis. 53082-1048
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Practice makeover update:
ongoing transformation

This is the fifth in the Levin Group Total Ortho Success Practice Makeover series

By Jennifer Van Gramins and Cheri Bleyer

e made great strides this

past year, but our jour-

ney is still under way,”
said Dr. Michelle Gonzalez, win-
ner of the 2010 Levin Group Total
Ortho Success™ Practice Makeover.
The San Rafael, Calif., orthodontist
received year-long consulting pro-
grams in both orthodontic manage-
ment and referral marketing.

Gonzalez, the owner and opera-
tor of a successful 15-year-old ortho
practice in an affluent area, entered
the contest because she wanted to
take her practice to the next level.

The systems in the office hadn’t
been updated for a number of years,
which is typical for many prac-
tices. Levin Group recommends
redesigning practice systems every
three to five years to keep pace with
the changes taking place in the
office, including the introduction of
new technology, new services, new
workflow and new personnel.

In addition, team members
weren’t always on the same page,
which resulted in miscommunica-
tion and unnecessary stress. “It can
be easy to focus on the day-to-day
and lose sight of the big picture,
which was starting to happen in my
practice,” said Gonzalez.

“The consulting experience real-
ly opened my eyes to my practice’s
full potential, and Levin Group
helped me develop a roadmap to
achieve ultimate success,” she said.

A big part of that roadmap was
creating a vision statement, which
lays out where Gonzalez wants to
take her practice in the next three
to five years. She set challenging
performance targets for the next
three years and sees the practice
achieving them with the help of her
team and improved systems.

Orthodontist leadership

Leading a team can be extremely
challenging due to the time con-
straints placed on orthodontists.
As the practice’s main producer,
an orthodontist spends most of her
or his day providing patient care,
which leaves little time for coaching
and mentoring the team.

In fact, compared to other den-
tal professionals, orthodontists
face far greater demands on their
time because of the high volume
of patients they see. For example,
a GP may see on average 15 to 20
patients a day, whereas an ortho-
dontist can easily see double or
triple that number.

Handling that kind of patient
volume requires incredible focus,

Levin Group

Practice

MAKEOVER

which often leaves little time for
team building and training. That’s
why Levin Group emphasizes the
importance of implementing high-
performance systems. When a qual-
ity team is trained on step-by-step
systems, the practice almost runs
by itself.

During the last phase of her man-
agement consulting program, Gon-
zalez visited the Levin Advanced
Learning Institute in Phoenix for
two days of intensive and interac-
tive training on leadership. Along
with a group of about a dozen other
dental professionals who are also
Levin Group clients, she learned
topics such as:

Guiding the team

Enhancing time management

Improving communication

Achieving financial independence

Managing people

Achieving a vision

This peer-learning experience
spurs insightful comments and
feedback based on the participants’
diverse backgrounds and leadership
styles. Clinicians compare and con-
trast on what has and hasn’t worked
in their practices.

“As an orthodontist and solo
practice owner, you often work in
an insulated environment,” Gonza-
lez said. “So it was especially help-
ful to hear how orthodontists from
across the country are dealing with
challenges and achieving success.”

Two biggest wins

Gonzalez said the new scheduling
system and a structured referral
marketing program are the two big-
gest improvements since the make-
over began.

“Previously, our schedule wasn’t
functioning at an optimal level.
There was some confusion at times
between the front office and back
office staff regarding the sched-
ule. Now everybody is on the same
page,” she said.

The practice conducted proce-
dural time studies — a necessary
step to creating an accurate sched-
ule. Computers were installed in
treatment rooms, allowing the clini-
cal team to add notes to patient
records and schedule the next
appointment. In addition, processes
were put in place to improve com-

munication between administrative
and clinical staff.

“When everybody on the team
knows what’s going on, then we
all can be focused on providing
patients and parents the best pos-
sible experience,” the orthodontist
said.

In the spring, the practice
upgraded its referral marketing
efforts. Gonzalez brought on a new
employee, LeAnn, as a part-time
practice coordinator (what Levin
Group calls a professional relations
coordinator) to consistently com-
municate with the practice’s refer-
ral base and potential referrers.
The results have been outstanding:
stronger referral relationships, the
addition of new referring doctors
and increased referrals.

“In the past, I would personally
do all office visits, but it wasn’t con-
sistent simply because of my busy
schedule,” she said. “Having a dedi-
cated employee just makes more

Cheri Bleyer, Levin Group senior
consultant

Bleyer joined Levin Group in
2003 as a Levin Group orthodon-
tic management and marketing
consultant. As a senior consultant,
Bleyer has played a key role in
the development of Levin Group’s
ever-expanding marketing pro-
gram, and she regularly lectures
at the Levin Advanced Learning
Institute.

L' Dr. Michelle
| Gonzalez,
clockwise
from

bottom left,
and her
team: Kris,
Mary, Laurie
and Irene.
(Photo/Bruce
Cook
Photography,
San Rafael,
Calif.)

sense, and it’s far more effective.”

Final thoughts

“You can always get better,” Gonza-
lez said. “And sometimes you need
help to get better. That’s probably
the biggest lesson I learned during
this makeover year.”

The San Rafael orthodontist is
looking forward to even more suc-
cess in 2011 and the years ahead.

“My team and I have learned a lot
from our consulting experience,
and we are ready to keep building

on those accomplishments. Full
steam ahead!”
Visit Levin Group’s Ortho

Resource Center at www.levingroup
ortho.com for a wide range of edu-
cational materials, including the tip
of the day, newsletters and white
papers. You can also connect with
Levin Group on Facebook and Twit-
ter (@Levin_Group) for tips, news
and sharing ideas.

Cheri Bleyer, left, and Jen Van Gramins

Jen Van Gramins, Levin Group
senior consultant

Van Gramins has spent the last four
years working as a Levin Group orth-
odontic management consultant. Prior
to that, she managed medical and den-
tal practices for 12 years. She served as
practice manager for the Oral Health

Clinic at Loyola University Medical
Center in Maywood, Il1.

Visit Levin Group on the Web at www.
levingrouportho.com. Levin Group also
can be reached at (888) 973-0000 and
customerservice@levingroup.com.
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ORTHO TRIBUNE STUDY CLUB

COURSES, COMMUNITY, TECHNOLOGY, ON-DEMAND

The OT Study Club makes all of this is possible from the comfort of your own computer
and without travel expenses. rr other words, welcome to the community!

The purpose of this study club is to provide orthodontists like yourself an opportunity to learn and network with like-minded
colleagues in a friendly, non-threatening environment. We encourage you to take advantage of Ortho Tribune’s global
outreach to access a variety of fresh perspectives and cultures, enhancing your educational mix.

| DISCUSSION FORUMS

focused on helping today's
orthodontists to stay up to date.
Networking possibilities that go
beyond borders to create

a truly Global Dental Village

24/7 LIVE AND INTERACTIVE
ONLINE COURSES

Fulfill your yearly CE
requirements with our
growing list of archived

ADA CERP approved courses.

' PEER REVIEWED
CASE STUDIES

Upload, comment,
participate. We encourage you
to share your cases for review
with like-minded orthodontists.

' VIDEO REVIEWS
OF PRODUCTS

QOur opinion leaders unveil

new products, services, and
give you their first impressions
of the industry's hottest topics.

e

REGISTER FOR FREE ON WWW.OTSTUDYCLUB.COM

CONTESTS WITH CHANCES TO WIN FREE TUITION FOR ADA/CERP C.E. ACCREDITED WEBINARS

iEﬂﬁiﬂLﬁ:i?ﬁﬂﬁﬁplggﬂ?jgircLua.{UMr (416) 907-9836. ADA CERP®[Rastirogen

>3 :
WWW.OTSTUDYCLUB.COM




