THE READERS’ CORNER

JOHN J. SHERIDAN, DDS, MSD

(Editor’s Note: The Readers' Corner isa quarterly feature of JCO in which ortho-
dontists share their experiences and opinions about treatment and practice man-
agement. Pairs of questions are mailed periodically to JCO subscribers selected
at random, and the responses are summarized in this column.)

1. What bracket slot size do you use routinely?

There was an even split among the respon-
dents, with about one-half preferring the .018"
slot and the other half favoring the .022" slot. A
few of the clinicians used both slot sizes—for
example, one size on the upper anterior teeth and
another in the buccal sections.

Would you favor a single standardized slot size?
If so, what size, and why?

Thirty-two percent of the respondents did
not favor a single standardized slot size. More
than twice the remaining respondents preferred
the .022" dot over the .018" slot, but 8% of the
clinicians believed a dot size between .018" and
.022" should be developed. This group felt that
an .020" dot would alow the use of a sturdier
archwire than with the .018" slot, while allowing
the use of a more flexible wire when filling the
dot than with the .022" size.

Those who favored a standardized dlot size
believed it would facilitate transfer cases. Propo-
nents of the .022" size listed stability and torque
control as their principa reasons. Those who
favored the .018" dlot as a standard frequently

Dr. Sheridan is an Associate Editor of
the Journal of Clinical Orthodontics and
a Professor of Orthodontics, Louisiana
State University School of Dentistry,
1100 Florida Ave., New Orleans, LA
70119.

VOLUME XXXVII NUMBER 1

mentioned that heavier archwires were no longer
necessary because of the development of super-
elastic wires.

A typical comment was: “The .022" alows
you to close space on an .018" or .020" round
wire without arch collapse and bite deepening.
Also, | can use larger wires to open bites and
adjust arch width on adults with denser bone.
The original advantage of lighter forces with the
.018" dot has been negated by the use of nickel
titanium and braided archwires”

Do you aim to fill the slot from the beginning of
treatment? Eventually?

Very few of the respondents reported that
they filled the dots from the beginning of treat-
ment. These clinicians usually stated that they
did so only in cases where significant torque
would be required on the incisors.

Of the remaining respondents, the majority
said they did fill the slots eventually. Neverthe-
less, there was a significant group that did not fill
the slots at all, finishing most of their cases with
dightly undersize wires—for instance, an .019"
x 025" wire in an .022" dot. It was also hoted
that filling the bracket slot often accentuated the
effects of somewhat faulty bracket positions that
would not be problematic with dlightly undersize
wires.

Representative remarks included:

* “| routinely fill the slot because you can only
achieve the benefit of the preadjusted system by
filling the dot. If you don't, it really doesn’t mat-
ter what system you use”

» “l don't fill the slot from the beginning of treat-
ment, but eventualy | will fill the dot on the
anterior teeth only.”
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How do you choose a particular set of preadjust-
ed bracket specifications?

More than haf the respondents indicated
that they made their decisions based on what they
believed to be correct for the majority of their
patients. The word “experience” was often used
to explain these decisions. In addition, many
clinicians noted that they preferred prescriptions
with significant lingual root torque on the upper
incisors and distal root tip on the cuspids, espe-
cialy in extraction cases.

About 47% of the respondents used pread-
justed bracket prescriptions based on specific
techniques, most of these favoring the Roth for-
mulation and a few using Andrews or Ricketts.

Onetypical comment was. “1 must have the
tips and torques that | find work in most cases.
Ultimately | expect only averages and that | will
have to place offsets or do some torquing in the
wire in most cases. Preadjusted brackets are
rarely right on. One size does not fit all.”

Is interbracket width a consideration in your
technique?

About half the respondents indicated that
interbracket width was a consideration; 35% did
not consider it to be afactor, and 15% believed it
to be somewhat of afactor. Those who said it was
not a consideration often stated that with the
availability of superelastic wires, bracket width
is not as critical as it once was. Still, there were
clinicians who believed that interbracket width
was crucial when bonding narrow teeth such as
lower incisors.

A specific reply: “I definitely believe that
interbracket width isa consideration. | use amid-
size bracket to get the interproximal space that is
necessary for wire flexibility, and still control
rotations well. Larger-width brackets, especialy
in the lower anterior, can makeit quite difficult to
tiein even an .016" nicke titanium wire.”
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2. How would you describe the telephone
answering system in your office during regular
office hours?

Three-fourths of the respondents indicated
that the phone was answered by the same staff
member as often as possible. The remainder said
the phone was answered by any available staff
member. No practice used an automated message
that routed the caller to an appropriate depart-
ment.

If a live person answers your calls, do you have
scripts for responding to particular situations?
Most of the clinicians did not use prepared
scripts. Many of these mentioned that they pre-
ferred having well-trained staff members speak
to the callers. There were also afew comments to
the effect that scripts were too impersonal. Those
who did use scripts (about 25%) employed them
mainly for initial contacts and emergency calls.
Pertinent responses included:
* “We have scripts to commonly answered ques-
tions. But more important, we have a well-
trained team member who can handle most situ-
ations”
* “We have people who are ranked in order of
answering performance, from first to fifth. They
all undergo script training to handle virtually any
question.”

When a caller is placed on hold, what is heard?

Half the respondents reported that there
was silence when their callers were placed on
hold. Twenty percent indicated that information
about the practice was heard, while a smattering
of respondents used recorded music or a radio
station. One practice played an entertaining mes-
sage skit. No one used a message asking the
caller to keep holding.

What kinds of callswill the doctor take routinely
during regular office hours when not at the
chair?

Nearly al the respondentsindicated that the
doctor would routinely take calls from referring
dentists, referring speciadists, and orthodontic
colleagues, as well as persona calls.
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Additionally, 82% would take calls from patients
or parents, and 84% would take calls from non-
patients seeking information. A few remarked
that although the doctor would take most calls
when not at the chair, the practice did make an
effort to have the person answering the phone
respond to the caller without interrupting the
doctor. There were no respondents who indicated
they would never take calls when not at the chair.

What kinds of callswill the doctor take routinely
during regular office hours when at chairside?

Again, nearly all respondents said the doc-
tor would routinely take calls from referring den-
tists, referring specialists, and orthodontic col-
leagues. Fewer practices, however, said the doc-
tor would take persona calls or calls from
patients, parents, or non-patients seeking infor-
mation. Ten percent said they would not take
calls from anyone on aroutine basis.

Some comments were:
* “I will take calls at the chair about a mutual
patient, but not personal stuff.”
* “| take persona calls while at the chair on an
emergency basis only.”
* “l will take calls from parents if I've called
them, or if they’ve previously let my staff know
they need to talk to me. | do not want to be inac-
cessible; however, | try to empower my staff to
handle as much as possible.”
* “| do not want to take any calls when bonding
or cementing, or during initial exams”

How would you describe your procedure for
responding to telephone messages?

The vast majority of respondents indicated
that telephone messages were answered by asin-
gle staff member as much as possible. Twenty
percent said their messages were answered by
any available staff member, and 10% said the
messages were answered by the persons in
whose voice-mail they were placed.

VOLUME XXXVII NUMBER 1

JCO would like to thank the following contribu-
tors to this month’s column:

Dr. Richard J. Ackerman, Jr., Dodge City, KS

Dr. Michadl J. Bernard, North Canton, OH

Dr. Gregory M. Blackstone, Presgue Isle, ME

Dr. Wayne Christian, St. George, UT

Dr. Ronald A. Cohen, Fort Wayne, IN

Dr. John X. Cordoba, DeBary, FL

Dr. Kay D. Danidl, Slidell, LA

Dr. Robert W. Denny, Torrance, CA

Dr. Thomas G. DiMassa, L akewood, OH

Dr. John P. Doley, Williamsburg, VA

Dr. Randy M. Feldman, Tampa, FL

Dr. J.B. Geller, Pueblo, CO

Dr. Michael J. Graham, Cullman, AL

Dr. Lamont R. Gholston, Louisville, KY

Dr. Barton J. Girdwood, Lebanon, OH

Dr. Edward M. Goldman, Westminster, MD

Dr. Frederick M. Gunter, North Charleston, SC

Drs. Scott D. Hamilton and Donald C. Wilson,
Topeka, KS

Dr. Calvin K. Heinrich, Dunmore, PA

Dr. Alan R. Heller, Laurel, MD

Dr. J. Michagl Hudson, Decatur, IL

Dr. J. Todd Hunt, Muskegon, M|

Dr. Thomas D. Jusino, Farmington Hills, Ml

Dr. Alan P. Kawakami, SierraVista, AZ

Drs. D. David Kinser, Dennis K. Langwith, and
Nathan M. Hull, Des Moines, 1A

Dr. Michael L. Lanzetta, Taylor, Ml

Dr. Anthony V. Maresca, Stony Brook, NY

Dr. John D. Marx, Madison Heights, M

Dr. Jorge Matos, Elizabeth, NJ

Dr. Joe H. Mayes, Lubbock, TX

Dr. W. Michagl McFadden, Flagstaff, AZ

Dr. Gary E. McKenna, Morristown, TN

Drs. Paul J. McKenna and Stephen W.
McKenna, Feeding Hills, MA

Dr. Tammy L. Meister, St. Paul, MN

Dr. Peter H. Nasser, Shreveport, LA

Dr. William M. Northway, Traverse City, Ml

Dr. Gregory Y. Ogata, Sammamish, WA

Dr. Brian C. O'Leary, Irmo, SC

Dr. Richard C. Paulson, Golden Valley, MN

(continued on next page)

29



READERS’ CORNER

Dr. Richard A. Perkins, lowa City, 1A Dr. Stanley Starr, Medfield, MA

Dr. Kent L. Phillips, Reno, NV Dr. Hal C. Stevenson, Missouri City, TX

Dr. Gerald Phipps, Spokane, WA Dr. Ross W. Stryker, Lebanon, MO

Dr. S. Everett Rushing, Jackson, MS Dr. M. Gabrielle Thodas, Redwood City, CA
Dr. Jon E. Sammann, Lafayette, CA Drs. Thomas L. Thompson and George B.
Dr. David A. Sanders, Clarksburg, WV Clarke, Fresno, CA

Dr. Thomas H. Sears, Jr., Greensboro, NC Dr. Walter Vuchnich, Concord, NC

Dr. Jeffrey S. Singer, Hanover, PA Dr. Donald L. Wexler, Spring Hill, FL

Dr. Peter M. Skoler, Quincy, MA Dr. Joseph L. Wasson, Memphis, TN

30 JCO/JANUARY 2003



