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Motivating parents and patients to 
orthodontic treatment is not a new idea. 
Orthodontists for years have given of 
themselves at the chair to convey the es­
sentials of good oral hygiene, proper elastic 
wear during treatment, and the need for 
wearing retention appliances. What is new 
today is that the time available for this 
orthodontist-parent and orthodontist-pa­
tient in terpl a y has been d r as tic ally 
reduced. Simply stated, the problem today 
is-how do we motivate and educate 
parents and patients more effectively in 
less time? 

As in the case of appliance evolution, 
we must turn to ancillary help and to im­
provements in materials- this time, edu­
cational materials rather than dental 
materials. 

The personal chairside time of the 
orthodontist needs to be supplemented by 
four other sources, all of which should be 
interrelated: 
(1) The assistant, receptionist, or hygien­

ist 

' The title photograph shows the Fairchi ld Mark IV 8 mm 
sound motion picture projector. 
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(2) Written instructions. 
(3) Visual aids. 
( 4) Audio-visual programing. 

First, a well-trained assistant, em­
pathetic to parent and patient questions 
and needs, is our biggest asset. She can, 
for a large part, make up the time deficit 
in interpersonal relationships alluded to 
earlier, provided she is properly trained 
and motivated herself! Second, written in­
structions are helpful in answering, in a 
logical manner, many of the questions 
often thought of after leaving the office. 
However, studies reveal that a large per­
centage of written instructions are left at 
all points between the dental chair and 
the bureau drawer at home. Third, visual 
aids play a great role in our consultations 
- whether it is a set of casts, a photo­
graph, or a headfilm tracing of "before" 
and "after." Visual aids help us at the 
chair to justify the need for intermaxillary 
elastics or extraoral traction. They help to 
impress the need for regular hygiene so 
as not to end treatment with poor pe­
riodontal health or decalcifications. They 
help stress the importance of sensible 
nutrition-not just during treatment, but 
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Patient Education 

for the patient's lifetime. Fourth, audio­
visual programming presents the challenge 
of the future in parent and patient educa­
tion. Several types of audiovisual presenta­
tions are possible. 

Audio-visual approaches 

A natural integration of visual aids 
with narration by the assistant results in 
the slide-narrative. An asset of the slide­
narrative is that it is highly personalized 
and individualized. Taping or recording 
the narrative yields the slide-tape or the 
film-strip record sequence. A further re­
finement consists of adding motion­
hence, the sound motion picture film . 
These audiovisual approaches have some 
unique features which are helpful in solv­
ing our aforementioned time deficit. They 
are free from errors of omission, are un­
hurried, and can be personalized. 

In the past, the size of audiovisual 
equipment precluded chairside use of this 
important educational aid. This is no longer 
the case. All types can now be employed 
chairside as well as in specifically con­
structed "audiovisual rooms." For chair­
side use, earphones are advised to screen 
outside distractions, thereby increasing the 
"captive audience" effect. 

Audiovisual education in the ortho­
dontic office has unlimited possibilities. 

Fig. I The Silent Educator. A 
filmstrip projector used in the 
opera tory, in continuous opera ­
tion, without sound. 
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Think of the potential dental health ma­
terial that your patients could be exposed 
to while waiting for appointments. This 
vehicle also serves as a: splendid "buffer" 
during the busy hours of a practice. 

Because of the age range of our pa­
tients, and the variety of subject matters, 
suitable programming of audiovisual 
material is necessary. Language and story 
content must be aimed at specific age 
levels. Mixed-dentition patients, for ex­
ample, require a different approach than 
permanent-dentition patients. Programs 
can be motivational, instructional, or both. 
They can be generalized or specific insofar 
as story content is concerned. Suitable 
programming should include such general 
topics as: (1) Orthodontics-its nature; 
(2) Oral Hygiene; (3) Care of Orthodontic 
Appliances; (4) Mixed Dentition Treat­
ment; (5) Retention Treatment; (6) Ex­
traoral and Intraoral Tractions; (7) Proper 
Nutrition Before and After Treatment; (8) 
Maxillary Expansion Appliances; (9) 
Temporomandibular Joint Disturbances; 
(10) Cleft Palate Orthodontics; and (11) 
Adult Orthodontics. 

In general, six to eight minutes is an 
optimum length for a program. Earlier ef­
forts included 20 to 30-minute programs, 
but childrens' attention spans are not ca­
pable of these longer programs, at least in 
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the pre-high school age groups. 

Programming· to individual needs 

Application of audiovisual program­
ming to the individual patient's needs calls 
for careful consideration and sensitivity. 
Some patients require more pre-program 
repetition. Some require multiple viewings 
to grasp basic concepts that another pa­
tient may acquire in one viewing. In gen­
eral, repetition and re-statement of 
principles results in reinforcement. The 
behavioral school of thought in education 
states that proper performance is the real 
criteria of successful education-proof that 
learning has taken place. For example, in 
the case of oral hygiene procedure, a 
demonstration of proper principles by the 
patient at the conclusion of the session is 
essential. This is the correct framework 
for in-office toothbrushing-as a follow­
up to patient education techniques, not as 
a stop-gap in a schedule or as a conveni­
ence to the orthodontist. 

Audiovisual programming has a reflex 
effect on office personnel. Repetition of 
principles to the patients is repetition to 
the office personnel as well. As principles 
or oral hygiene and knowledge of the 
"hows" and "whys" of specific treatment 
types and procedures become reinforced in 
our staffs' minds, vast changes take place in 
their ability to communicate with the pa­
tients on these subjects. In the office where 
any degree of employee turnover is present, 
the role of audiovisual programming be­
comes, in reality, a dual one~for the par­
ents and patients, and for the staff. Using 
this technique for the staff also opens up 
an area all of its own- office procedure 
education. This method of on-job training 
with audiovisual media has been used 
successfully in industry for at least twenty 
years. 

Choosing 40-Visual Aids 

Before purchasing a slide projector, a 
movie projector, or any piece of audio­
visual equipment for office use, avoid the 
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mistake which so many in general dentistry 
have made in the last five years. Do not 
expect the machine to replace you or your 
staff. Buying the equipment and/ or pro­
grams and "plugging" them into your of­
fice is really the backwards way of solving 
your patient education needs. Instead, 
evaluate your present patient education 
techniques. Are you satisfied with the 
level of toothbrushing, elastic wear, and 
headgear wear in your practice? Are your 
retention patients giving one hundred per 
cent effort with retainers? Are your parents 
fully informed of the real reasons behind 
orthodontic therapy? These are but a few 
of the many questions you can ask your­
self and your staff. From your answers, 
you can establish a priority for areas in 
which to improve. Take them one at a 
time. Decide which types of audiovisual 
equipment you and your staff like the 
best. Part of this, of course, will be related 
to its adaptability to your office routine 
and confines. View all existing programs 
related to your priority-rated topics , and 
if nothing satisfies you, consider con­
structing your own (either individually or 
as a study group project) . 

Remember that the successful patient 
and parent education program is a wedding 
of personnel, written instructions, visual 
aids, and audiovisual programs. They are 
interdependent. Above all else, audiovisual 
programs and equipment are not foolproof. 
They require care and maintenance and, 
therefore, you must be familiar with your 
programs and equipment. For successful 
experiences with patient education, you 
must be the supervisor ultimately, just as 
with all other phases of your practice. 

Accept the challenge of the new fron­
tier in Orthodontics! A more orderly, ef­
fective plan of patient education is on the 
horizon-it takes only your effort to reach 
it. 

23101 Sherman Way 
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