
By Joanna Farber

You have just spent approximate-
ly 18 months getting Jimmy’s 
teeth perfectly aligned. Now it’s 

time to work on retaining his beau-
tiful smile for years to come. 

Orthodontists are in wide agree-
ment that effective retention is a 
critical factor in maintaining treat-
ment results — so you know you 
need something that will really 
work. You could go with a tradition-
al retainer and hope Jimmy wears it 
as directed. Or you could try some-
thing new.

Enter ViveraTM  retainers. The 
subscription-based program intro-
duced by Santa Clara, Calif.-based 
Align Technology, Inc. in late 2007 
challenges the once-held theory 
that one retainer is enough to pre-
vent relapse. With Vivera retainers, 
patients receive four sets of fresh 
retainers over time. 

When Align Technology, makers 
of Invisalign aligners, explored the 
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Retention you can depend on

But whose evidence?
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popular phrases to transform into 
clichés. Back in the late 1960s 

and early ’70s, one such cliché that 
all commentators and writers with 
“gravis” used too frequently was 
“living life on the cutting edge.” 
This clearly implied that unless 
people engaged in unusual, risky 
and even unproven behavior, their 
lives lacked conviction and high 
purpose. Writers and speakers who 
favored and promoted this excit-
ing call to action also suggested 
that those who failed to live life on 
the cutting edge had somehow sac-
rificed their God-given innovation 
and curiosity for intellectual and 
spiritual stupor.

But was this a fair assessment of 
more socially conservative people 

who lived comfortable, productive 
and somewhat predictable lives away 
from the so-called frontiers of prog-
ress? Of course not, and that general 
appreciation probably contributed to 
the phrase’s quick loss of potency 
and degeneration into a cliché that 
no longer holds much relevance.

Dentistry has recently coined a 
phrase that, for me, has quickly 
turned into a tired, impotent and 

overused slogan: evidence-based 
dentistry. This has evolved as a 
mantra of academia because sci-
entists rule in this environment 
and have opportunity to engage in 
objective studies that limit the force 
of extraneous influences. 

Professional journals and orga-
nizations have eagerly hoisted this 
new banner and dedicated entire 
issues and conferences to its pri-
macy. But the implication remains 
that prior to this new dedication to 
evidence, dentistry operated by myth 
and magic. This impugns the integri-
ty, dedication and usefulness of pre-
vious efforts to discover the truth of 
professional matters and denigrates 
the developments and applications 
of our collective experience. 

dental retainer field, its researchers 
found that retainer materials lose 
their ability to deliver force over 
time, and can fail or break down by 
warping, tearing and cracking after 
as little as two to three months of 
normal daytime use. 

By Larry W. White, DDS, MSD, FACD

Orthodontics meets 
orofacial myology

Why programs geared for the 
young child and special-needs 
patient, among others, might be 
the missing element of care you 
have been searching for.
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Making meetings 
matter
Meetings don’t have to be boring 
or full of complaints. In fact, they 
can be a great way to get your 
staff involved and motivated in 
practice affairs. Here’s a look at 
five types of meetings every doc-
tor should be holding.
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Surviving today’s 
bank failures
Financial institutions are crum-
bling all around us, but that 
doesn’t mean you should panic. 
Practices that manage their cash 
and help their patients with their 
own financial worries can not 
only stay afloat but can continue 
to succeed even if Wall Street 
doesn’t.
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Malocclusion  
and soft tissue

Since the foundation of the orth-
odontic profession, there has 
been one fundamental assump-
tion: Malocclusion is caused by 
lack of space for teeth to align 
correctly. What happens, then, if 
this theory is wrong?
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New Vivera retainers challenge traditional ways 
of thinking by offering four sets instead of one



To briefly review the resources 
management dimension of any 
organization, which certainly can 

be applied to our orthodontic office 
management, an effective adminis-
trator must have three basic traits: 
1. Technical skills for the mechani-

cal part of the job are often more 
applicable for larger companies 
(and/or offices) where the CEO 
has extensive competent assis-
tance and experienced techni-
cal workers in the organization. 
Older, more established compa-
nies typically have operational 
momentum that affords the CEO 
the ability to concentrate on stra-
tegic issues and planning.                                                                                                                             

2. Human skills in working with oth-
ers are necessary for effective and 
cooperative relationships within a 
group. These human skills can be 
further subdivided into (a) leader-
ship ability within the manager’s 
own unit, and (b) skills regard-
ing inter-group relationships. 
Outstanding capability in one role 
often is accompanied by mediocre 
performance in the other.                                               

3. Conceptual skills are necessary for 
recognizing the interrelationship 
of factors that led to taking all 
necessary actions for achieving the 
maximum good for the organiza-
tion. This depends upon a specific 
way of thinking and involves: (a) 
emphasis and priority on conflict-
ing objectives and criteria; (b) 
tendencies and probabilities, not 
certainties; and (c) correlations 
and patterns of elements, not clear 
cause-and-effect relationships.
These three skills vary with each 

administrative level of responsibil-
ity. In lower levels, technical and 
human skills are needed whereas 
higher levels require human as well 
as conceptual skills, and in top levels, 
conceptual skills are most important 
for successful administration. 

These skill requirements also sug-
gest that good administrators are not 
born, but develop and transform the 
need for identifying specific traits 
in order to provide a better way 
to visualize the administrative pro-
cess. Identifying such skills that are 
required at various levels of respon-
sibility can be useful in selecting, 
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training and promoting executives. 
In describing the resources man-

agement dimension of the typical 
orthodontic office, we, too, develop 
and provide a combination of mana-
gerial and CEO attributes. As ortho-
dontists, we are (a) leaders, super-
visors and managers, who should 
be able to achieve high productivity 
with low cost, turnover and absence, 
as well as striving to gain the high-
est level of employee satisfaction. 
Such leaders often demonstrate a dif-
ferent pattern of management from 
those who achieve less impressive 
results; and (b) managers who are 
high-producers, sometimes deviating 
from existing theories by creating 
improved technical procedures and 
integrating individual principles into 
a management theory of practice. 
Orthodontists are often aware of how 
our practices differ, but understand-
ing the reasoning of such differences 
is what makes them successful. 

In 1967, Dr. Rensis Likert pub-
lished “The Human Organization,” 
describing (a) how to understand the 
difference in styles of various compa-
nies, and (b) how these styles affected 
the bottom line. He coined the term 
“organizational climate,” and it was 
later revised as “culture.” According 
to Likert, the most important behav-
ioral issues in all organizations are 
supportive relationships and mak-
ing sure the people involved have 
self-fulfillment. When not fulfilled, 
people will avoid doing their jobs. 
For example, a company manager 
may be sucessful in his or her depart-
ment, but the overall result may not 
as be good for the organization as a 
whole; the same principle applies to 
the practice of orthodontics. 

Dr. Peter Senge’s “Five Disciplines” 
are basic to understanding all indi-
viduals, communities or groups, and 
apply to the orthodontic office: 
1. Systems thinking — the corner-

stone of organizational learning: 
the ability to comprehend and 
address the whole, as well as to 
examine the interrelationship 
between the parts, provides both 
the incentive and the means to 
integrate all disciplines.

2. Core disciplines — four component 
technologies, or a series of prin-
ciples and practices that we study, 
master and integrate into our lives 
as one of three levels: (a) practices 
— what you do; (b) principles — 
guiding ideas and insights; and 
(c) essences — the state of being a 
leader with high levels of mastery 
in the discipline (Senge, 1990, p. 
373).

3. Mental models — deeply ingrained 
assumptions, generalizations or 
even pictures and images that influ-
ence how we understand the world 
and how we take action (p. 8). 

4. Shared vision — the position that 
if any one idea about leadership 
has inspired organizations for 

thousands of years, “… it’s the 
capacity to hold a shared picture 
of the future we seek to create. 
Such a vision has the power to 
be uplifting — and to encourage 
experimentation and innovation.” 
(p. 9).  

5. Team learning — the process of 
aligning and developing the capaci-
ties of a team to create the results 
its members truly desire, building 
on personal mastery and shared 
vision. People must act together in 
concert, not only for the best inter-
est of the organization or office, but 
those same individuals will develop 
into better employees much more 
rapidly (p. 10).
In describing the resources man-

agement dimension of organizations, 
Dr. James Caraway stated that the 
“Sixth Discipline,” known as “rela-
tional reality,” added a necessary 
dimension to Senge’s “Five Disci-
plines,” being basic to the outcome, 
sine qua non, for greater understand-
ing of individuals, communities or 
groups, or even our orthodontic prac-
tices. It brings the assurance that the 
individual-in-relation and the orga-
nization as a whole are dialectally 
considered; both the individual and 
the organization are understood as 
necessary and necesssarily related 
partners. The sixth discipline con-
firms the importance of the individual 
and personal fulfillment within the 
group or community. 

According to Caraway, Senge 
observed: “The five disciplines now 
converging appear to comprise a 
critical mass. They make building 
learning organizations a systematic 
undertaking, rather than a matter of 
happenstance. But there will be other 
innovations in the future … perhaps 
one or two developments emerging 
in seemingly unlikely places, will 
lead to a wholly new discipline that 
we cannot even grasp today” (Cara-
way, 2003, p. 87). 

(For more, read Part 3 in Novem-
ber’s issue of Ortho Tribune.)

Part 2



CorrectionsOT
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 Kristine Colker, managing editor, at 
k.colker@dtamerica.com.

ST. LOUIS — Through its Task 
Force on Recruitment and Retention 
of Faculty, progress is being made in 
the American Association of Ortho-
dontists’ (AAO) quest to seek long-
term, sustainable solutions to the 
crisis in orthodontic education.

“We are beginning to realize our 
goal of putting realistic and last-
ing solutions in place to address 
orthodontic faculty recruitment 
and retention,” Task Force Chair 
and AAO Past President Donald R. 
Joondeph, DDS, MS, said.  

First steps
The Task Force’s first initiative, 

implemented in the AAO’s 2006–

AAO confronts crisis in education
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2007 fiscal year, was disbursement 
of $2 million to augment salaries of 
full-time faculty at accredited post-
doctoral orthodontic programs in 
the United States and Canada. One-
time awards of up to $30,000 were 
distributed to 142 orthodontic fac-
ulty members in recognition of their 
contributions to the specialty and as 
an incentive to remain in orthodon-
tic education.

More measures implemented
AAO efforts during its 2007–2008 

fiscal year secured commitments 
for more than 60 years of teach-
ing through a new initiative: full-
time faculty teaching fellowships. 

Eleven faculty members received 
two- or three-year fellowships. Fel-
lows receive $30,000 for each year 
of the fellowship and must commit 
to teaching a number of years equal 
to the length of the fellowship. Two-
year fellows must teach a total of 
four years. Three-year fellows must 
teach a total of six years. The 2008 
AAO House of Delegates extended 
this initiative for new fellowships 
that will range from two years to 
five years, yielding four to 10 years 
of teaching per fellow.

The Task Force is launching a 
clearinghouse on faculty job opportu-
nities on the AAO’s member Web site, 
AAOmembers.org, to make these posi-

tions known to a wide audience. A 
presentation on academic careers 
was developed for orthodontic stu-
dents and residents as they consider 
their post-graduation options.   

In addition, the AAO Foundation 
(AAOF) has made significant contri-
butions to orthodontic education for 
more than a decade. Since 1994, $6.9 
million in endowment earnings from 
the AAOF’s “A Case for the Future” 
campaign have been awarded to sup-
port orthodontic faculty, teaching fel-
lowships and research. The AAOF has 
made it possible for many educators 
to remain in the classroom. 

(Source: AAO)
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ANNAPOLIS, Md. — The Orga-
nization for Safety and Asepsis 
Procedures (OSAP) announced 
the winners of its I See IC Con-
test during a red-carpet event 
at the OSAP Symposium in Palm 
Springs, Calif., on June 13. 

The contest was designed to 
promote infection control and 
safety by inviting dental profes-
sionals to create attention-get-
ting videos and photos. A DVD 
is being created that will include 
the finalists’ entries and addi-
tional material. 

Winners for the contest were:
• Best Comedy: “Beauty Pageant 

for Gloves,” submitted by Les-
lie Canham

•  Best Drama: “Infection Walks 
Loose,” submitted by Joab 
Montes Garcidueñas 

•  Best Infection Control Message: 
“Proper Placement of PPE,” 
submitted by Philip Kim and 
Jasrit Pahal

•  Most Creative: “A Long Jour-
ney,” submitted by Piedad Her-
nandez Ramirez
In addition, $1,000 in cash 

was given to the best video and 
the best still photo. The award 
for Best Overall Video went to 
“Are Both the Same,” submitted 
by Rene Rodriguez Romero. The 
award for Best Still Photo went 
to “Her Highness,” submitted by 
Sharon Reams.

OSAP 
winners 
announced



Joy Moeller will teach an 
IAOM-approved, five-day course 
on orofacial myofunctional ther-
apy Oct. 19–23, in Philadelphia 
with Barbara J. Greene, COM, 
and Licia Coceani-Paskay, MS, 
CCC-SLP, COM. Moeller also will 
teach a seven-day course Feb. 
11–17, 2009, and June 24–30, 
2009, in Los Angeles. The course 
includes two days of internship. 

For more information, contact 
Greene at bgreene@tonguethrust 
.com or call (805) 452-4302. 
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Part 3
By Joy L. Moeller, BS, RDH, COM 
(Certified Orofacial Myologist)

(In Part 2, we discussed how oro-
facial myologists can assist the ortho-
dontist, and we delved into detail 
about a habit elimination therapy. 
Here is a look at four other types of 
therapy.)

The Mini-Myo program for the young child
Many times, young children can 

benefit from doing exercises to 
develop positive growth factors and 
eliminate negative growth pres-
sures. The young child program 
has to be fun and fast in order 
to achieve success. Because the 
bones are soft, the changes can 
be remarkably fast. I use a variety 
of rewards and behavior modifica-
tion techniques. Parental support at 
home is essential. The young child 
program lasts about three to six 
months and can make a major life 
enhancing change.

Goals of the Mini-Myo program 
are:
• encourage nasal breathing,
• develop a lip seal,
• implement a palatal tongue rest 

posture,
• encourage bi-lateral chewing,
• work on proper sleep posture as 

well as eating posture,
• introduce the “bite, sip and swal-

low back” motion,
• keep hands and objects away from 

the face.

Orofacial myofunctional therapy
This is my standard program for 

children 7 through 97. It consists 
of a year-long program of therapy 
exercises of the facial muscles and 
includes:
• noxious habit elimination, 
• many different therapy exercises 

to stretch, tone and develop proper 
neuromuscular proprioception of 
the facial muscles,

The missing element to complete care

• introduction of the proper chew-
ing and swallowing patterns,

• development of proper head and 
neck posture,

• habituation of the new patterns.
The first eight weeks of treatment 

is the intensive period, followed by 
habituation of the new pattern.

Special-needs patients and TMD
These patients need an individu-

al program based on their physical 
limitations, pain factors and ability 
to cooperate. The treatment plan 
always needs to be individualized 
for the best result possible. The 
goals would be the same as the 
other programs, but the methods 
are customized to meet the needs 
of the patients. The patients really 
appreciate this help that no other 
specialty has been able to provide. 
Some patients with special needs 
afflicted with incorrect muscle pat-
terns would present:
• TMD,
• autism,
• cerebral palsy,
• Down syndrome,
• attention deficit disorder,
• Bells’ palsy,
• orthognathic surgery,
• trauma-induced muscle abnor-

malities,
• Sturge Weber syndrome.

Cosmetic muscle toning for facial fitness
With age, orofacial posture 

changes.7 There are about 40 facial 
muscles that work in group func-
tion. This allows for facial expres-

sion. If the patient presents with 
chronic non-nutritive facial muscle 
habit patterns, inadequate orofacial 
postural patterns, orofacial muscle 
function patterns or orofacial mus-
cle integration patterns, then the 
overall cosmetic appearance will be 
compromised in spite of cosmetic 
surgery or orthodontics.

Plastic surgery patients are tired 
of having their face cut, burned, 
injected, creamed and acid etched 
only to have gravity pull the muscles 
down again. The more effective way 
to achieve desired results would be 
to develop tone and fitness in the 
facial muscles by changing muscle 
patterns, habits and postures by 
a trained orofacial myofunctional 
therapist and work with both the 
surgeon and orthodontist before 
and after surgery. 

A personal trainer will tell you 
that you have to stretch, lift weights 
and do cardio three to four times 
a week in order to be fit. Why not 
exercise your face as well? I feel this 
type of treatment will be the way of 
the future for orofacial myofunc-
tional therapists.

Orofacial myofunctional courses, certification
For speech and language pathol-

ogists, dental hygienists, physical 
therapists, registered nurses and 

AD

Joy L. Moeller
15340 Albright St., No. 305
Pacific Palisades, Calif. 90272
Phone: (310) 454-4044
Fax: (310) 454-0391
joyleamoeller@aol.com
www.myofunctional-theraypy.com

ContactOT

Joy Moeller is a cer-
tified orofacial myo-
functional therapist 
and a licensed regis-
tered dental hygien-
ist. She is in private 
practice in Pacific 
Palisades and Bev-

erly Hills, Calif. Moeller is a former 
associate professor at Indiana Uni-
versity School of Dentistry and an 
ongoing guest lecturer at USC, UCLA 
and Cerritos College. She attended 
the Myofunctional Therapy Institute 
in Coral Gables, Fla., and the Coul-
son Institute in Denver, Colo., and 
studied with Dr. Mariano Rocabado, 
Santiago, Chile, on head and neck 
posturing. She is a founding member 
of the Academy of Orofacial Myo-
functional Therapy and has taught 
courses at USC, the Gutenberg Uni-
versity and Freiberg University, both 
in Germany, among other locations.

About the authorOT

Patient presented with TMD, many oral 
habits, headaches and depression. After 
eight months of myofunctional therapy, all 
symptoms have subsided. Note the change 
of facial symmetry.

Study OMT
other allied health care profession-
als, there are four or five post-grad-
uate courses available to become an 
orofacial myofunctional therapist. 
Certification is available through 
the International Association of 
Orofacial Myology. For more infor-
mation, check out the IAOM Web 
site, www.IAOM.com.

Practicing OMT guides patients to 
make major life-enhancing changes, 
which affect their entire body. After 
30 years of practicing and teaching 
courses in OMT, I view the profes-
sion of OMT as a specialty of its own, 
working parallel with orthodontic 
treatment and being the critical miss-
ing element to complete care.

(The reference list is available 
from the publisher.)
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Recently, the Journal of the Ameri-
can Medical Association sanctimo-
niously demonized some technologies 
and the companies that develop them, 
further declaring industry-sponsored 
research untrustworthy and unpub-
lishable unless written by an academ-
ic researcher who will take responsi-
bility for it. An editorial from the New 
York Times also advised physicians to 
exercise a cautious skepticism about 
any industry-backed studies

These messages could not have a 
clearer meaning: Health profession-
als can trust scientific researchers to 
display a selfless devotion to discov-
ering the truth, while corporations 
will devote their efforts to enriching 
themselves at the expense of those 
who prescribe and use the products.  

However, in a Sept. 8, 2005, article 
in the New England Journal of Medi-
cine, Dr. Thomas Stossel reported, 

“No systematic evidence exists that 
corporate sponsorship of academic 
research contributes to misconduct, 
bias, public mistrust or poor research 
quality.”

In orthodontics, no one has a clear-
er view of what patients and doctors 
need more than clinicians, and that 
accounts for a preponderance of the 
diagnostic and therapeutic processes 
developed by them through corpo-
rations. Clinicians have developed 
every popular treatment planning 
protocol orthodontists use today, e.g., 
The Tweed Triangle,10,11 The Stein-
er Analysis,12,13 The APO Line,14 The 
Visualized Treatment Objective,15-17 
The Radney Line18 and The A Line19. 
Practically every therapy ever devel-
oped has had a clinical genesis or 
collaboration, e.g., headgears, bands, 
brackets, adhesives, functional appli-
ances and elastics.

I don’t offer this screed to excori-
ate academia — far from it, because I 
belong to an orthodontic department 
faculty. All of us profit from the dis-
coveries made in universities, and we 
need to support those efforts. Never-
theless, we must also acknowledge the 
roles clinicians and corporations play, 
and we must promote more coopera-
tion while foregoing exclusion simply 
on the basis that one doesn’t have suf-
ficient statistical evidence.  

Bertrand Russell said, “There is an 
unbridgeable gulf between knowl-
edge by description and knowledge 
by acquaintance and no way of going 
from one to the other.” (i.e., there is 
no substitute for experience).  

I agree with Russell, and in ortho-
dontics, the clinician supplies the 
knowledge by acquaintance.

(The reference list is available from 
the publisher.)
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Evidence
OT  from page 1

This insinuation also diminish-
es clinically-derived formulations 
because reductive research process-
es, so useful in the laboratory, prove 
difficult in clinical settings.  

But invoking objective evidence as 
the raison d’être for our professional 
beliefs and practices can prove hard-
er than its zealous advocates realize. 
And this provides opportunities for 
clinicians to add valuable experience 
to any debate.  

Consider the studies of shear 
bonding strengths of various luting 
materials. Some researchers found1-4 
composites to be stronger bonding 
materials, while others5-9 found res-
in-reinforced glass ionomer cements 
equal or superior. Whose evidence 
should clinicians accept?

At this point, clinicians can cer-
tainly lend credibility and clarity to 
the evidential process by trying them 
in their own environments. In fact, 
clinical experience provides the ulti-
mate confirmation doctors need for 
deciding whether to use a particular 
product or process. All other evi-
dence assumes a secondary role.  

Clinical applications certainly 
contain fallacies, and many therapies 
work in spite of themselves rather 
than because of their efficacies. One 
need consider only the countless 
remedies published regarding tem-
poromandibular dysfunctions. Even 
a cursory examination of many of 
those cures will reveal the specious 
physiological and anatomical bases 
for their applications.  

Nevertheless, the profession needs 
to recognize that not every valid 
and useful progression has to evolve 
from an academic research facility. 
Clinicians, along with dental sup-
ply companies, have much to offer, 
and we need to acknowledge and 
encourage their collaboration.

Dr. Larry White 
received his DDS 
and MSD in ortho-
dontics from Bay-
lor Dental College. 
He is a member 
of the American 
Dental Association, 
the Texas Den-

tal Association, the Southwest Soci-
ety of Orthodontists, the American 
Association of Orthodontists and the 
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By Scarlett Thomas 
President, Orthodontic Management Solutions

Take your practice to the next level 
of success by working on the 
practice, not just in it. If you no 

longer have staff meetings because of 
complaints (“We’re too busy,” “Noth-
ing was ever prepared,” or “The 
meetings were just gripe sessions.”), 
see what a little structure can do. 

Meetings are the most efficient 
way of making sure that everyone 
is on the same page. Productive 
meetings can be used to resolve 
issues, implement new ideas, mini-
mize gossip, encourage staff to take 

Structuring dynamic meetings
a more proactive role in the busi-
ness, engender buy-in for practice 
values and, generally, make coming 
to work each day more enjoyable. 

There are five meeting types — 
morning huddles, evening huddles, 
goals and budget reporting, training 
and business development. Because 
everyone is responsible for practice 
success, everyone should attend all 
meetings to understand where the 
practice is headed and areas that 
may need improvement. 

Each meeting must have a facili-
tator and someone who takes notes. 
Facilitators develop meeting agendas 
and run meetings. One week prior 
to meetings, facilitators should type 

agendas based on topics the staff and 
orthodontists submit. During meet-
ings, note takers document major 
ideas and decisions on flip charts so 
everyone can agree to the outcomes. 

Daily morning huddles
Convene morning huddles 10 to 

15 minutes prior to the start of busi-
ness. Have each staff member report 
on assigned items related to that 
day’s activities, e.g., delinquencies, 
cases overtime in treatment, difficult 
patients, medical alerts, starts and 
consultations scheduled, scheduling 
availability and lab appliances due. 
Having everyone report on an item 
keeps staff members interested.  

Daily evening huddles 
Convene evening huddles 

immediately after patients leave. 
Reflect on the day’s challenges and 
achievements. Cover charting, new 
patient starts, resolved delinquen-
cies, number of care calls that need 
to be made, how problem patients 
were handled, daily production and 
collection activity, etc. 

Twice-monthly training meetings
Hold separate training meetings 

twice monthly for front office and 
clinical staff. The front desk should 
review patient service policies, 
proper phone protocol, return call 
timeliness, ways of managing diffi-
cult parents and scheduling, etc. The 
back office should continually review 
proper impression taking, radiogra-
phy, photography, and bonding tech-
niques and wire sequencing, etc.

Monthly goals and budget meetings 
Hold this meeting for roughly two 

hours during the first week of each 
month. The first part is for informa-
tion sharing: the previous month’s 
success versus goals and the current 
month’s goals, including departmen-
tal budgets, collections, production, 
case acceptance, new patient starts, 
referral sources, etc. Transition 
the meeting to idea-generating to 
address challenges. Deliver bonuses 
and awards during this meeting. 

Quarterly business development meetings
Business development meetings 

should cover all major issues. Hold 
them quarterly and use their out-
comes as the game plan for con-
tinued achievement. Topics should 
cover marketing, patient service, 
new equipment, team-building, 
remodeling, systems implementa-
tion, consulting services needed, 
fees and upcoming conferences.

Conclusion
Keeping everyone in the practice 

apprised of how the business is doing 
is the best way to ensure contin-
ued practice viability. Involving staff 
in problem solving puts everyone’s 
experience to use and helps create 
loyalty and dedication. 

To learn more about how to 
structure meetings or implement 
effective practice systems, attend 
Orthodontic Management Solutions 
workshop Nov. 7–8 in San Diego. 
Visit www.orthoconsulting.com for 
more information and to register.
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By Roger P. Levin, DDS

How do you know if you are 
implementing the right ortho 
marketing strategies? Could 

you be doing more? In today’s slug-
gish economy, how can you maxi-
mize your efforts?

Talking with a new client, I was 
dismayed to learn he’d spent several 
years and tens of thousands of dollars 
on external marketing efforts that 
generated only minimal results. The 
proper program, along with excel-
lent management systems, can pre-
dictably increase practice production 
by 30 percent or more. By marketing 
to referring doctors and patients, you 
can attract new patients and experi-
ence unprecedented growth.  

Case study 
Jim* was a 31-year-old orthodon-

tist who had been in practice for four 
years. He had engaged a general 
marketing firm to create his corpo-
rate identity through business cards, 
stationery and a practice brochure. 
The firm also provided advertising 
and direct mail services and charged 
Jim a retainer on an annual basis 
of approximately $50,000. Jim was 
one of only three orthodontists in a 

The right way to market an ortho practice
fairly non-competitive area that was 
growing with numerous young fami-
lies. He was disappointed he had 
not exceeded a $600,000 level after 
four years and was frustrated he 
had not grown at all in the previous 
12 months. In talking to the people 
at his marketing firm, they simply 
explained they were doing every-
thing they could and that he should 
be more patient. 

Jim called me to talk about his 
situation, and I immediately realized 
he was making one of the classic 
mistakes we often see in orthodon-
tics. Jim had done absolutely noth-
ing in regard to meeting or getting 
to know his referring doctors and 
was attempting to build his practice 
strictly on corporate identity, direct 
mail and advertising. I immediately 
explained to him that I doubted the 
approach he was taking was going to 
be completely effective. Here’s why: 

• Corporate identity marketing 
doesn’t work by itself. The develop-
ment of a corporate identity — busi-
ness cards, stationery and a bro-
chure — is necessary, but will almost 
never attract patients. I have always 
contended and still believe that the 
simplest logo in the world will attract 
almost the same number of patients 

as the one that costs $10,000 and 
takes six months to design. 

Am I saying you don’t need a cor-
porate identity? Of course not. These 
materials are a necessity for any 
orthodontic practice, but they repre-
sent a passive approach to marketing 
and should be used in conjunction 
with more active forms of market-
ing, especially referral marketing. 
In our Total Ortho Success™ Referral 
Marketing programs, our consultants 
work with clients to create attractive 
corporate identities, but more impor-
tantly, they emphasize that referral 
marketing is the key approach. 

• Direct mail is ineffective. 
Direct mail firms will tell anyone that 
there is a 1.5 percent or greater return 
on direct mail and that the customers 
will gain a return on investment. 
While that sounds good, in the last 23 
years, I have seen most of these cam-
paigns in orthodontics fail. Direct 
mail also can be extremely expensive 
in terms of design, printing, address 
lists and postage costs. And still, after 
spending a lot of money, there is 
no guarantee you will achieve the 
coveted 1.5 percent response rate 
either, which still means 98.5 per-
cent of your marketing efforts are 
being wasted. 

For orthodontic practices, direct 
mail is a risky way to attract new 
patients and can waste a great deal 
of time and money.

• No referral marketing was 
being done. Jim was not doing any 
marketing directed at his referring 
doctors. The one, almost guaran-
teed, approach to building orth-
odontic practices is marketing to 
referring doctors combined with 
marketing to patients. When I use 
the term “referral marketing,” I am 
referring to using proven strategies 
in a consistent marketing program 
managed at all times by a profes-
sional relations coordinator (PRC). 

Predictable marketing, dependable results
Orthodontics is different from 

other types of businesses. Compa-
nies such as L.L. Bean and Land’s 
End live and die by catalogs and 
Internet marketing. Orthodontists, 
on the other hand, depend on refer-
rals from doctors and patients.   

What’s the best way to gain 
new patients? Identify current and 
potential referring doctors in your 
area and begin marketing to them. 
As I discuss in my Total Ortho Suc-
cess Seminars, the secret of refer-
ral marketing lies not only in the 
quality of marketing but also in its 
quantity. Most referring doctors do 
not respond to one or two attempts 
to gain their referrals. Instead, it’s 
a gradual process of attracting doc-
tors over a six-month period. 

The potential for dynamic growth
Jim, the doctor in our case study, 

had been wrongly advised by anoth-
er orthodontist to not bother with 
referring doctors. He was told refer-
ring doctors are uninterested, unap-

preciative and have already decided 
on certain specialists. 

Jim was misinformed. 
Referring doctors are more than 

willing to establish new relation-
ships. Practices that engage in refer-
ral marketing can grow dynamically 
after five or six months. Referral 
marketing, when done consistently, 
is highly predictable. When proper 
systems are put in place, more than 
98 percent of practices experience 
growth in less then 12 months. 

After several years of trying unsuc-
cessfully to build a practice that met 
his vision and goals, Jim was ready 
to try a new approach. Spending far 
less, he implemented a complete 
referral-based marketing program, 
and within 12 months, practice pro-
duction jumped 27 percent. Now, in 
his second year, Jim is on track for 31 
percent additional growth. 

Conclusion
A consistent, ongoing, referral-

based marketing program is the 
key to growing your practice. With 
the right program in place, you 
will gain new patients, dramatically 
increase production and achieve 
breakthrough profitability.

* Based on actual Levin Group client 
information

Receive 50 percent off a Total Ortho 
Success™ — Practice Potential Analy-
sis,™ an in-office evaluation to deter-
mine the true potential of your prac-
tice. Call (888) 973-0000 and mention 
“Ortho Tribune” or e-mail customer 
service@levingroup.com with “Ortho 
Tribune PPA” in the subject line.
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