
EDITOR 
Eugene L. Gottlieb, DDS 

ASSOCIATE EDITORS 
Harry G. Barrer, DDS 
Sidney Brandt, DDS 

ASSISTANT EDITOR 
David Vogels 

CONTRIBUTING EDITORS BOARD 
Lawrence F. Andrews, DDS 
J.W. Barnett, DDS 
Charles J. Burstone, DDS 
R. Sam Callender, DDS 
W. Kelley Carr, DDS 
Jerry R. Clark, DDS 
T.D. Creekmore, DDS 
Harry S. Galblum, DDS 
Lee W. Graber, DDS 
Warren Hamula, DDS 
James A. McNamara, Jr., DDS 
Thomas F. Mulligan, DDS 
Paul L. Ouellette, DDS 
Henri Petit, DSO 
Homer W. Phillips, DDS 
Ronald H. Roth, DDS 
R.P. Scholz, DDS 
R.L. Vanarsdall, DDS 
Dr. Jack G. Dale (Canada) 
Dr. Jorge Fastlicht (Mexico) 
Dr. James P. Moss (England) 
Dr. Edmondo Muzj (Italy) 
Dr. Ane Ten Hoeve (Holland) 
Dr. Bjorn Zachrisson (Norway) 

BUSINESS MANAGER 
Lynn M. Bollinger 

CIRCULATION MANAGER 

Sharon Penny 

The material in each issue of JCO is pro· 
tected by copyright. None of it may be 
duplicated, reprinted, or reproduced in any 
manner without written permission from 
the publisher, JCO, Inc. 

Address all communications to the 
JOURNAL OF CLINICAL ORTHODONTICS, 
1828 Pearl Street, Boulder, Colorado 
80302. Phone (303) 443·1720. The Journal 
of Clinical Orthodontics is published 
monthly by JCO, Inc. Subscription rates: 
INDIVIDUALS-U.S.A.: $54.00 for one year, 
$99.00 for two years. All Other Countries: 
$61.00 for one year, $109.00 for two years. 
INSTITUTIONAL (multi·reader, hospitals, 
clinics, libraries, schools, government 
agencies, businesses)- U.S.A.: $69.00 for 
one year. All Other Countries: $76.00 for 
one year. STUDENTS-U.S.A. only: $27.00 
for one year; please provide student status 
verification . SINGLE COPY-$6.00 for all 
countries. All orders must be accom· 
panied by payment in full, in U.S. Funds 
drawn on a major U.S. Bank only. All rights 
reserved. Second Class postage paid at 
Boulder, Colorado and at additional mail· 
ing offices. 

POSTMASTER: Send form 3579 to the 
JOURNAL OF CLiN ICAl ORTHODONTICS, 
1828 Pearl Street, Boulder , Colorado 
80302. Phone (303) 443·1720. 

VOlUMEXVl1 NUMBER8 

the editors corner 

Lingual Orthodontics-Whither or Wither? 
In spite of the fact that possibly 30% of prac­

ticing orthodontists have attempted to treat some 
cases from the lingual, the enthusiasm of most or­
thodontists for lingual orthodontics varies from 
guarded to nonexistent. While there is justifica­
tion for "guarded", there is not for "nonexistent", 
because there is a certain amount of existing and 
potential demand in the marketplace for lingual 
orthodontic treatment, and in a capitalist society 
suppliers ignore demand at their peril. 

It is to the credit of those who have been 
working and publishing on lingual orthodontics 
that they have not tried to gloss over the difficul­
ties they have encountered. At the present time, 
lingual is more tiring physically, and requires more 
time and more patience. Some cases may have to 
be finished with a conventional labial appliance. 
There are periodontal considerations, restorative 
considerations, and anatomical considerations. It 
has been reported that lingual mechanics may 
produce unwanted results that are difficult to con­
trol such as anterior open bite and speech prob­
lems due to a restriction of tongue space. Down­
ward and backward rotation of the mandible that 
accompanies the open bite tendency also tends 
toward a Class II molar relationship and taxing of 
anchorage. Class II correction has been found to 
be difficult with a lingual appliance. Lingual 
mechanics tend to expand the arches and to 
rotate molars mesiobuccally, which tend to exag­
gerate open bite and Class II tendencies. Fin­
ishing cases to high standards appears to be 
generally difficult. 

Discretion limits entry into lingual treatment 
to the simplest Class I or mild Class II cases with 
good facial patterns, with spacing to consolidate 
or mild crowding that may require expansion. 
However, there are indications that with practice 
comes proficiency, and there is every expectation 
that excellent treatment results will be possible 
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for most, if not all, malocclusions using a 
lingual approach. 

It will require time and training to become 
proficient at lingual orthodontics. Perhaps 
this is a time to return to the typodont or 
manikin to practice the new approach. For 
treatment of patients, most practices and 
most patients will benefit from open-ended ap­
pointments in the beginning to allow for 
longer, less stressfu I visits. Practices most 
likely to succeed are those that are able to 
compress their patient care time and free up 
enough time to enable them to devote an ex­
traordinary amount of it to learning lingual 
treatment. This includes not only practices 
that are efficient in scheduling, but also prac­
tices that have experienced a decline and 
would appear to be needing more patient 
starts to maintain a decent profitability. Many 
such practices are in affluent areas that have a 
lingual market. 

In lingual orthodontics, orthodontists are 
looking at a marketing opportunity on the one 
hand, but also at a marketing responsibility on 
the other. The opportunity lies in that segment 
of the population that is aware of an orthodon­
tic need, desirous of orthodontic treatment, 
able to afford it, but unwilling to have visible 
appliances. The responsibility lies simply in 
the endeavor of a business or a profession to 
satisfy the needs and wants of the public. 

Properly handled, lingual orthodontics is 
a practice builder. When the orthodontist is 
ready, dentists in the community can be in­
formed of the addition of this service and pa­
tients can be made aware of it through the 
practice newsletter and other internal means. 
In addition to adding lingual patients to the 
practice, the marketing of lingual also attracts 
others. Many patients who think they want 
lingual accept labial treatment when the pros 
and cons of lingual are explained, and many 
lingual patients become missionaries for the 
practice and refer not only other lingual pa­
tients, but labial patients as well. Indications 
are that a relatively small number of orthodon­
tists are performing a significant amount of 
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lingual treatment. From a marketing point of 
view, this means that the field is pretty much 
open to those willing to put forth the effort. 

The trap of lingual is to offer the service 
before one has mastered the treatment me­
chanics required for the cases undertaken. A 
great deal of time and emotional energy can be 
wasted recovering cases that have gotten out 
of control. A great deal of credibility can be 
lost, even if all the potential problems and dif­
ficulties have been explained in advance. Peo­
ple forget. With all the warts, however, there 
seems little doubt that lingual orthodontics 
has the potent ial to be a positive influence in 
orthodontic practice. It would be a pity if it 
were to die on the vine through unwillingness 
of orthodontists to master a new discipline. 

Lingual orthodontics will probably turn 
out to be no more difficult or time-consuming 
than labial orthodontics. It is just a somewhat 
different bioengineering problem than we are 
accustomed to and one for which we have not 
yet developed a simple routine. Just because 
we have succeeded in doing that for the labial 
side does not mean we ought to expect instant 
equal results in a new modality. 

Orthodontics cannot, should not, and will 
not stand still. Our entire history is dotted with 
creative solutions to clinical problems. The 
technical and mechanical difficulties of 
lingual treatment are bound to be overcome if 
we maintain our interest in it and do not close 
it down wih a premature adverse judgment. D 
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