©2015 JCO, Inc.
May not be distributed without permission.

EDITOR www.jco-online.com

Robert G. Keim, DDS, EdD, PhD

SENIOR EDITOR
Eugene L. Gottlieb, DDS

ASSOCIATE EDITORS
Birte Melsen, DDS, DO (Aarhus, Denmark)
Ravindra Nanda, BDS, MDS, PhD

(Farmington, CT)
John J. Sheridan, DDS, MSD (Jacksonville, FL)
Peter M. Sinclair, DDS, MSD (Los Angeles, CA)

Bjorn U. Zachrisson, DDS, MSD, PhD
(Oslo, Norway)

TECHNOLOGY EDITOR
W. Ronald Redmond, DDS, MS (San
Clemente, CA)

CONTRIBUTING EDITORS

Jeff Berger, BDS, DO (Windsor, Canada)

S. Jay Bowman, DMD, MSD (Portage, Ml)

Robert L. Boyd, DDS, MEd (San Francisco, CA)

Vittorio Cacciafesta, DDS, MSC, PhD (Milan,
Italy)

Luis Carriere, DDS, MSD, PhD (Barcelona,
Spain)

Jorge Fastlicht, DDS, MS (Mexico City, Mexico)

Gayle Glenn, DDS, MSD (Dallas, TX)

John W. Graham, DDS, MD (Salt Lake City, UT)

Robert S. Haeger, DDS, MS (Kent, WA)

Seong-Hun Kim, DMD, MSD, PhD (Seoul, Korea)

Masatada Koga, DDS, PhD (Tokyo, Japan)

Neal D. Kravitz, DMD, MS (South Riding, VA)

Bjorn Ludwig, DMD, MSD (Traben-Trarbach,
Germany)

James Mah, DDS, MS, DMS (Los Angeles, CA)

Richard P. McLaughlin, DDS (San Diego, CA)

James A. McNamara, DDS, PhD (Ann Arbor, MI)

Elliott M. Moskowitz, DDS, MS (New York, NY)

Jonathan Sandler, BDS, MSC, FDS RCPS,
MOrth RCS (Chesterfield, United Kingdom)

Sarah C. Shoaf, DDS, MEd, MS (Winston-
Salem, NC)

Georges L.S. Skinazi, DDS, DSO, DCD
(Paris, France)

Michael L. Swartz, DDS (Encino, CA)
Flavio Uribe, DDS, MDS (Farmington, CT)

EXECUTIVE EDITOR
David S. Vogels IlI

MANAGING EDITOR
Lisa M. Hauk

EDITORIAL ASSISTANT

J. Brooke Baum

MARKETING DIRECTOR
Phil Vogels

BUSINESS MANAGER
Lynn M. Bollinger

CIRCULATION MANAGER

Carol S. Varsos

ART DIRECTOR

Irina Lef

Address all 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. See our
website at www.jco-online.com.

VOLUME XLIX NUMBER 6

Our Favorite Cases

Over years of orthodontic practice, each of us devel-
ops a repertoire of case types we prefer to treat—in effect,
a kind of personal sub-specialty in which we are particu-
larly proficient. For example, I have always enjoyed work-
ing with cleft-palate cases, so much so that I eventually
decided to treat them for free if the financial strain would
overly burden a needy family’s resources. I enjoy the chal-
lenges presented by clefts, and the long-term positive ef-
fect on kids’ lives is payment enough for me. A good
friend and colleague of mine is a long-time devotee and
instructor of the Tweed technique, as taught at the Tweed
Study Course in Tucson, Arizona. Consequently, the cases
he enjoys treating most are severe Class II patients who
refuse surgery for whatever reason. His finished nonsurgi-
cal Class II cases never fail to impress me; that he can
accomplish such superb outcomes using what many of to-
day’s orthodontists would consider primitive treatment
modalities—stainless steel archwires, J-hook headgear,
chin cups, and the like—is especially remarkable. Anoth-
er friend of mine actually likes to treat Class IlIs, also
nonsurgically, whereas most of us wince at the thought of
dealing with such cases.

Naturally, if we each have a favorite type of maloc-
clusion to treat, we also have our least favorites. My big-
gest headache would have to be a non-growing Class II,
division 2. Other clinicians have expressed to me their dis-
like of generalized-spacing cases, skeletal deep bites, and
particularly high-angle cases. Of course, our favorite or
least favorite type of case doesn’t have to be a diagnostic
classification. All of us like cooperative patients who fol-
low instructions well and those who are “good growers”.
All of us dislike cases in which patient behavior is an is-
sue—although there are those who excel at and sincerely
enjoy working with patients who are developmentally, in-
tellectually, or emotionally challenged. I consider these
doctors to be very special people, some of the most exem-
plary humanitarians in our profession. Other categories
that might elicit emotions of favor or disfavor are those
defined by patient age or stage of physiological develop-
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ment. I know orthodontists who treat adults ex-
clusively, as well as those who will accept only
patients who are still actively growing.

One type of case that always causes me to
cringe when it comes along is a retreatment in
which the patient is unhappy with the original re-
sults for one reason or another. Such cases have
several strikes against them from the outset. First
of all, the patient has already expressed dissatis-
faction with a treatment outcome and is, more
than likely, distrustful of the entire orthodontic
process. The second doctor has to go out of his or
her way to prove acceptable to the patient. Sec-
ondly, there are physiological considerations in-
volved in retreatment. If the patient has a poten-
tial for root resorption, as most do, some of that
potential will already have been expressed, and
you won’t have as much root to work with to fin-
ish the case.

All of us have had to retreat various cases
to the best of our abilities. In fact, one of the de-
fining episodes in the history of orthodontics oc-
curred when Tweed decided to retreat a number
of patients he had originally treated without ex-
tractions, extracting four premolars the second
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time around. The improved facial esthetics and
occlusal function that he achieved and presented
to the profession changed the course of orthodon-
tic diagnosis and treatment planning and, coinci-
dentally, started a debate about extractions that
goes on to this day.

In the current issue of JCO, Dr. Marlio
Vinicius de Oliveira and his Brazilian colleagues
present a retreatment case that, like Tweed’s,
seemed to require premolar extractions to ad-
dress the patient’s concerns about esthetics and
function. While Dr. Oliveira’s team had more
contemporary modalities such as skeletal anchor-
age devices at their disposal, their overall treat-
ment goals and subsequent outcomes are still
reminiscent of those sought and achieved by Dr.
Tweed, including a much-enhanced facial profile
and a substantially improved occlusion.

While I seriously doubt there are many of
us who would consider retreatment cases to be
among our favorites, the approach taken by Dr.
Oliveira and colleagues and the results they
achieved should serve as an example to every
orthodontist. RGK
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