
Adult Treatment in the 21st Century
When I was in dental school back in the ’70s, the

amount of our DDS curriculum devoted to clinical ortho-
dontics was exactly one class, for one credit hour. In that
class, we received a general overview of facial growth and
development, a bit of instruction on space maintainers, a
lecture on mixed-dentition space analysis, and precious
little training in actual orthodontic treatment procedures.
One thing I remember well from this limited introduction
is the professor’s insistence that orthodontics was mainly
for 11-to-14-year-olds. Treatment before that age was
limited to serial extractions, correction of developmental-
ly detrimental crossbites, and space maintenance. The few
adult cases usually involved a handicapping Class II or
Class III malocclusion (I vividly recall his referring to
these Class IIIs as “Hapsburg chins”, in reference to the
Austrian ruling family known for its pronounced mandi-
bular overgrowths), which was dealt with in conjunction
with orthognathic surgery. My old professor went on to
point out that a small number of patients, whom he con-
sidered unreasonably vain, did seek out conventional
orthodontic care, and that a few orthodontists—presum-
ably the lunatic fringe, to his way of thinking—would ac-
tually treat these prima donnas. We students, in all of our
academic innocence, accepted his sage wisdom: Ortho-
dontics was for kids.

Jump ahead 30 years: I am now in charge of the
largest orthodontic training program on the West Coast. I
doubt that any of my current students could be considered
“innocent”, but they still seem willing to accept most of
what their old professors have to say. One thing that we
emphatically do not say any more is that orthodontics is
strictly for kids. The last time I checked, about 75% of my
patients—three out of four—were adults. This is a far cry
from the percentages in my early years, when adults made
up only 5-10% of my practice. At the USC Department of
Orthodontics, we were recently forced to make a decision
that would have seemed unthinkable just a few years ago:
We had to limit the number of adult cases accepted for
treatment by our residents, so they would be able to gain

VOLUME XXXIX NUMBER 4 193© 2005 JCO, Inc.

THE EDITOR’S CORNER

EDITOR
Robert G. Keim, DDS, EdD, PhD

SENIOR EDITOR
Eugene L. Gottlieb, DDS

ASSOCIATE EDITORS
Birte Melsen, DDS, DO
John J. Sheridan, DDS, MSD
Peter M. Sinclair, DDS, MSD
Bjorn U. Zachrisson, DDS, MSD, PhD

TECHNOLOGY EDITOR
W. Ronald Redmond, DDS, MS

CONTRIBUTING EDITORS
R.G. Alexander, DDS, MSD
Robert L. Boyd, DDS, MEd
Robert S. Haeger, DDS, MS
Warren Hamula, DDS, MSD
James J. Hilgers, DDS, MS
Howard D. Iba, DDS, MS
James Mah, DDS, MS, DMS
Melvin Mayerson, DDS, MSD
Richard P. McLaughlin, DDS
James A. McNamara, DDS, PhD
Elliott M. Moskowitz, DDS, MS
Ravindra Nanda, BDS, MDS, PhD
Jeff Berger, BDS, DO (Canada)
Carlo Bonapace, MD, DDS (Italy)
José Carrière, DDS, MD, PhD (Spain)
Jorge Fastlicht, DDS, MS (Mexico)
Jonathan Sandler, BDS, MSC, FDS RCPS,

MOrth RCS (England)
Georges L.S. Skinazi, DDS, DSO, DCD

(France)

MANAGING EDITOR
David S. Vogels III

ASSISTANT EDITOR
Wendy L. Osterman

BUSINESS MANAGER
Lynn M. Bollinger

CIRCULATION MANAGER
Carol S. Varsos

The material in each issue of JCO is protected by
copyright. Instructions and fees for copying articles
from JCO are available from the Copyright Clearance
Center, (978) 750-8400; www.copyright.com. All rights
reserved.

Address all other communications to Journal
of Clinical Orthodontics, 1828 Pearl St., Boulder,
CO 80302. Phone: (303) 443-1720; fax: (303) 443-
9356; e-mail: info@jco-online.com. Subscription rates:
INDIVIDUALS—U.S.A.: $180 for one year, $325 for
two years; Canada: $215 for one year, $385 for two
years; all other countries: $255 for one year, $450 for
two years. INSTITUTIONS—U.S.A.: $250 for one
year, $450 for two years; Canada: $285 for one year,
$510 for two years; all other countries: $325 for one
year, $580 for two years. STUDENTS—U.S.A.: $90 for
one year. SINGLE COPY—$18 U.S.A.; $24 all other
countries. All orders must be accompanied by payment
in full, in U.S. Funds drawn on a major U.S. bank only.

©2005 JCO, Inc.
May not be distributed without permission.

www.jco-online.com



the experience they need in managing mixed
dentitions and growing mandibles.

Why the turnaround? One explanation is
economic. In the early years of dental insurance,
many policies simply did not cover adult ortho-
dontics. At USC, most of our adult patients are
employees of the university, and their dental
insurance covers a portion of orthodontic treat-
ment costs up to a lifetime maximum. This
accounts for the disproportionate percentage of
adult patients in both our graduate clinic and fac-
ulty practice.

Another influential factor is the demand for
an attractive smile and face in today’s competi-
tive social environment. A massive amount of
research in the social psychology journals veri-
fies the importance of facial esthetics; in fact,
other than the socioeconomic status of the fami-
ly into which a person is born, there is no more
crucial influence on a life’s trajectory than facial
appearance. That same body of literature points
out that the teeth and smile are second only to the
eyes in significance of psychological impres-
sions formed on the basis of facial appearance.
Adult orthodontics can make a decisive contribu-
tion to facial attractiveness.

Thirty years ago, the options available for
adult treatment were basically the same as those
available for the treatment of adolescents. If
adults wanted orthodontics, they had to put up
with the same “railroad tracks” that were used on
their kids. Things have changed so much today
that the sheer variety of treatment methods
makes it difficult to keep up with what is actual-

ly available. The revolution began with direct
bonding, which made it possible to eliminate
bands on most teeth. This was rapidly followed
by the development of “esthetic brackets”—first
plastic, then ceramic, then sapphire, as well as
the hybrids and miniaturized metal brackets—to
the point that labial appliances virtually disap-
peared. It was only a short step from there to
“invisible braces”. Lingual brackets made their
first appearance in the late ’70s and have been
evolving ever since, especially in Asia, where
they remain popular. The other “invisible”
approach is the Invisalign technique. Now that
most of the initial bugs have been worked out of
this system, it is truly amazing what it can
accomplish. Some 85-90% of my prospective
patients ask about the possibility of using
Invisalign, and over the last three years, my con-
fidence in saying “yes” to their inquiries has sky-
rocketed.

This issue of JCO is devoted to adult ortho-
dontic treatment. We present some rather
astounding results, at least to my eye, using ap-
proaches that would not even have been consid-
ered until recently. We also examine the aspects
of treatment financing and management that are
unique to the adult patient.

Several years ago, I wrote a column on the
“New Golden Age” of orthodontics. It may well
be that the myriad opportunities and treatment
possibilities for adult orthodontics are the hall-
marks of that new era. My thanks to the authors
for this remarkable update.

RGK
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