
1. Do you use a maxillary protraction device
and, if so, how do you diagnose the need for it?

Ninety-six percent of the respondents re-
ported that they used maxillary protraction appli-
ances. Only two clinicians said they never used
such devices. Diagnostic criteria centered around
evidence of maxillary deficiency, determined by
cephalometric analysis, clinical appraisal (as
with anterior crossbites), or both. The cephalo-
metric analyses most frequently mentioned were
Steiner, Wits, and Downs.

A pertinent comment was:
• “We consider three elements: the patient’s pro-
file, the cephalometric evaluation of the A-P
skeletal relationships, and the A-P and transverse
dental relationships.”

What protraction devices do you use?
Sixty-three percent of the respondents

reported using the Great Lakes protractor. This
was followed in decreasing order by the Delaire,
Petit, Grummons, DynaFlex, and Ormco appli-
ances. A few clinicians used Hyrax expanders in
combination with snap-on plastic devices. One
reported using a custom-made appliance based

on the Delaire method.

What is the optimal age for use of a protraction
appliance?

All responses were in the range of 6 to 10
years of age, with the majority believing that
patents age 6 to 9 would be the most amenable to
maxillary protraction therapy. There were num-
erous comments that protractors should be
placed “as soon as possible”. Several clinicians
felt that the optimal age was just after the first
molars had erupted.

What success have you had with protraction
appliances, and how do you measure success?

Clinicians apparently have had encouraging
experience with protraction appliances. More
than three-quarters of the respondents reported
either “great” or “good” success, 22% reported
“fair” success, and only a few cited “poor” treat-
ment results. Some pointed out that the treatment
effect of a protractor depended on the coopera-
tion of the patient, as many clinicians used such
a device in conjunction with a palatal expander.

Success was measured primarily by the
clinical observation of anterior crossbite correc-
tion and the stability of the treatment result. This
evaluation was usually supplemented by cepha-
lometric verification, evidence of improvement
in facial esthetics, and opening of the facial axis.
It was often mentioned that the ultimate indicator
of success with protraction therapy is the avoid-
ance of maxillofacial surgery.

Typical remarks were:
• “I like to overtreat, so I like to leave 3-4mm of
overjet and 60% overbite.”
• “This has been a mixed bag because coopera-
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tion is always a factor. However, I have experi-
enced positive results, especially when I use the
appliance in conjunction with rapid palatal
expansion.”

Have you encountered relapse with a protraction
appliance?

Nearly all the respondents said that at one
time or another, they had seen relapse of maxil-
lary protraction. One clinician answered, “Not
yet”. There were many anecdotal comments indi-
cating that relapse was correlated with a continu-
ing or excessive Class III growth pattern.

Some specific replies:
• “I usually have at least some relapse on these
cases. That’s why I overtreat.”
• “I have had continued poor growth and have
repeated treatment or have seen Class III growers
outgrow the correction. I expect that the outcome
in cases that show some degree of relapse would
be much worse if no early treatment had been
done.”
• “Not unless the correction was dental rather
than skeletal.”

Do you use a mandibular retraction device (chin
cup)?

A substantial majority of respondents
(86%) said they never used mandibular retraction
devices; the remainder reported using them occa-
sionally. The primary reason given for not using
such an appliance was its potential effect on the
TMJ—in other words, apprehension about dri-
ving the condyle distally into the fossa.

Typical comments included:
• “I never use a chin cup because I’m concerned
about the induced orthopedic forces against the
TMJ that this appliance can generate.”
• “I never use mandibular retraction devices, but
I will use a vertical chin cup to close open bites
after facemask therapy in Class III open-bite
cases.”

How do you diagnose the need for a chin cup?
The respondents who used chin cups gener-

ally diagnosed excessive mandibular growth with
a relatively favorably positioned maxilla. This

diagnosis was generally based on clinical obser-
vation, backed by cephalometric analysis.

A pertinent response:
• “Most Class III problems are due to maxillary
deficiencies. In cases of true mandibular prog-
nathism, a chin cup will not retard mandibular
growth, but may initiate a TMJ problem.”

What is the optimal age or stage for using a chin
cup?

The age ranges listed corresponded closely
to those for maxillary protraction appliances.
There was a general consensus favoring use in
the early mixed dentition, with comments to the
effect that the best results were achieved when
the appliance was worn for as long as possible
and as early as possible.

What success have you had with chin cups, and
how do you measure success?

The respondents were not as sanguine
about the ultimate success of mandibular retrac-
tion therapy as they were about maxillary pro-
traction devices. Those who reported success
with chin cups emphasized that the achievement
of treatment goals seemed to be correlated with
mild clinical problems and excellent coopera-
tion. Many of the clinicians who never used chin
cups said they had stopped using them due to a
lack of success.

Have you encountered relapse with a chin cup?
All the clinicians who used chin cups

reported some degree of relapse. The amount and
frequency of relapse were not as apparent as with
maxillary protraction devices, but on the other
hand, treatment goals were less frequently
achieved.
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2. How do you assign patients in your schedul-
ing system?

About half of the respondents assigned
patients to “any available chair”. One-third
assigned patients “to a particular chair”, and even
fewer respondents assigned patients “to a doctor”
or “to an assistant”.

One orthodontist replied:
• “I assign patients to one assistant except the
initial visit and study records. There is a primary
assistant and a backup assistant if the primary is
not available.”

Do you assign patients to one assistant for all
visits?

Ninety-four percent of the clinicians did
not assign patients to one assistant for all visits.
Explanations centered around the objection that
such a system was too confining and inefficient.

How do you schedule first visits?
The most common response was “at the

patient’s convenience”, closely followed by “at
the office’s convenience”. Clinicians were four
times as likely to schedule first visits during a
“quiet time” rather than a “busy time”, and were
more prone to schedule “within one week of the
initial call” rather than “within more than one
week of the initial call”.

One specific comment:
• “I usually schedule initial visits within one
week unless asked by the referring dentist to see
the patient immediately.”

Do you schedule “like things at like times”? If
so, why or why not?

Sixty percent of the respondents scheduled
“like things at like times”. Thirty-five percent did
not, while the remainder employed a mixture of
the two philosophies. The most prevalent reason
for scheduling “like things at like times” was that
this system seemed more efficient, and that there
was more positive control of patient flow. The
rationale for not scheduling “like things at like
times” was that the system was too confining and
inflexible.

Remarks included:

• “The schedule is broken up to maximize the
doctor’s time and to see as many patients as pos-
sible during the day. Therefore, some adjustment
appointments are staggered, but some activities
are grouped.”
• “The doctor can most efficiently manage/dele-
gate staff if we are focused on specific proce-
dures. It’s difficult and confusing to ‘switch
gears’ all day long.”
• “Personally, I get bored rather quickly doing
like things at like times and have found that I can
be just as efficient, and much happier, with cre-
ative scheduling.”

Where are “next appointments” scheduled?
Eighty-one percent of the respondents

scheduled their patients at the front desk, 11%
scheduled at the chair, and 8% did both.

A typical comment was:
• “The appointment interval and time required
are indicated on the patient’s chart at chairside.
The appointment is then scheduled at the front
desk.”

How do you schedule retention appointments?
The majority of clinicians scheduled reten-

tion appointments to fill open time slots, closely
followed by individual appointments at any
available future times. Only a few respondents
scheduled retention appointments in blocks.

Do you use a reminder system for appointments
and, if so, how do you make your reminders?

Two-thirds of the respondents used a
reminder system for retention appointments, and
62% for regular appointments. About half of the
clinicians who used reminder systems contacted
patients by telephone (10% using TeleVox’s
HouseCalls program). The other half used regu-
lar mail, except for two respondents who used e-
mail technology.

Some specific replies:
• “I use postcard reminders for retention
appointments if the patient does not contact us
within the suggested number of months.”
• “I use a reminder system for retention appoint-
ments during the first six months only.”
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