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THE READERS’ CORNER

—

PETER M. SINCLAIR, DDS, MSD

(Editor’s Note: Dr. Peter Sinclair has edited the quarterly Readers' Corner since
its inception in 1986. This is his last column. JCO and the profession owe him a
debt of gratitude for keeping his finger on the pulse of the specialty for the past
dozen years, and we wish him well as he pursues other interests, which include
chairing the program for the 1998 AAO meeting in Dallas.)

1. What percentage of your patients do you feel
are uncooperative?

Readers were asked to respond in six cate-
gories, and the mean percentages of non-compli-
ant patients were: keeping appointments, 13%;
oral hygiene, 28%; wearing removable appli-
ances, 20%; wearing headgear, 33%; wearing
elastics, 25%; wearing retainers, 23%. Individual
responses ranged from 1% to 95%.

How do you monitor or evaluate patient compli-
ance in the above areas?

Many of the orthodontists listed three or
four different methods. About 40% said they
relied on clinical observation. Parental involve-
ment, patient questioning, and record keeping
were each mentioned by about one-fourth of the
clinicians.

Specific responses included:

» “Patients are graded on hygiene and coopera-
tion at every appointment. These results are also
given to the parents. Hygiene is obvious; elastic
wear is determined by overbite and overjet,
which are measured at each appointment.
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Retainer wear is determined by any relapse evi-
dent.”

» “Each instance of non-cooperation is entered
on the treatment records and highlighted.
Follow-up letters (in the word processor) are
sent.”

* “We denote compliance problems in red on the
treatment card. When repeated excessively, we
schedule a problem conference. If a conference
doesn’t result in change, we implement a charge
for breakage and/or reinstate a monthly fee for
extended treatment.”

e “We speak with the parents and schedule more
frequent visits. Prizes are given for a job well
done.”

How many years have you been in practice?
The mean was 21 years, and the range was
from three to 50 years.

Please rate adolescent patients during the fol-
lowing periods in terms of overall cooperation
on a scale from 1 to 5, with 1 being most coop-
erative and 5 being least cooperative.
Adolescents from 1976 to 1985 were rated
about the same on average (3.1) as adolescents
from 1986 to the present (3.2). However, patients
between 1960 and 1975 received an average
cooperation rating of 2.4, and patients before
1960 an average of 1.6 (although only five
respondents had experience with this group).
Fewer than one-fifth of the clinicians rated the
current generation of adolescents as more coop-
erative than previous generations. Orthodontists
who had been in practice for 21 years or more
gave virtually the same mean ratings overall as
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those who had been in practice for 20 years or
fewer.

Please rate patients from the following age
groups in terms of overall cooperation on the
same scale from 1 to 5.

Patients under 10 years old were consid-
ered the most cooperative, with a mean rating of
1.6. They were followed by 10-to-11-year-olds
(2.3), patients over 16 (2.6), 12-to-13-year-olds
(3.1), and 14-to-16-year-olds (3.5).

To what factors do you attribute any differences
in cooperation among these periods or age
groups?

Individual responses included:
* “Younger patients are more enthusiastic, per-
haps because braces at that age are the ‘in’ thing.
As they get older into their teens, they begrudge
wearing braces when their peers are not.”
* “At the onset of puberty, patients have their
minds on too many other things, and their ortho-
dontic treatment is not as important. Younger
children often strive to please adults and are
motivated by praise.”
e “Parents have less control of their kids as they
become teen-agers. Also, parents try to act as if
their kids are perfect, and they try to lie for them
in some cases.”
e “Under 10 wants to please. The 12-to-16-year-
olds are discovering who they are. Over 16 are
paying the price in dollars or time, and thus they
want to cooperate.”

Compared to 10 years ago, are you using more
or fewer appliances that require patient cooper-
ation?

Only 9% of the clinicians reported using
more non-compliance appliances today than a
decade ago. About 54% were using fewer such
appliances, and 37% were using the same
amount.

Which non-compliance appliances do you use
regularly?

The most popular appliances, each used by
more than one-third of those using any non-com-
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pliance mechanisms, were the Jasper Jumper,
Hilgers Pendulum, and Herbst. A number of
other appliances, including magnets, springs,
fixed expanders, the Mandibular Protrusion
Appliance, and the Jones Jig, were also men-
tioned.

What other techniques have you found helpful in
increasing patient compliance?

Some specific answers:
* “Communication of individual goals and how
the patient gets there. Measurement of goals at
each appointment. Positive reinforcement and
praise. Realistic consultation with patients and
parents when no progress is seen.”
e “Create a vision of what they want.”
* “We reward for successful appointments in
which there are no problems and measurable
improvement. The patient collects coupons with
which they may purchase items of their choos-
ing.”
* “We do a lot of growth guidance, starting treat-
ment when a problem begins—at 6, 7, 8, or 9
years old—and following the patient through
growth until the 12-year molars are in and func-
tional.”
* “Prayer.”
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2. Do you currently have an in-office laboratory?
If not, why not?

A little more than half of the respondents
said they had their own laboratories. Those who
didn’t were mainly concerned about costs, space,
and staffing requirements. A few said they had
developed good working relationships with near-
by commercial laboratories.

What is your approximate annual cost of outside
laboratory work?

Responses ranged from zero to $180,000,
with a mean of $14,712.

How do you track your laboratory work? If you
have a tracking system, what are its advantages
and disadvantages?

Nearly three-fourths of the practices had
manual tracking systems, 13% had computerized
systems, and 15% had no systems. Those with
computerized systems listed accuracy and cost-
effectiveness as advantages. Those with manual
systems mentioned timeliness and cost control as
advantages, but a few said the effort and the pos-
sibility of error were disadvantages.

Specific responses included:

* “We have two offices, and our computerized
tracking system prevents mixups between them.
It has been several years since we had an appli-
ance late or in the wrong office.”

* “With the computer, we track both our cost in
labor and materials and, of course, when the
appliance is due.”

* “Tracking keeps up with where the appliance
is in production until the delivery appointment,
so that it is ready on time.”

* “We have a daily checklist for lab work due the
following day. It works if we follow our list; if
not, it doesn’t work.”

e “I evaluate the cost of my lab in comparison to
an outside lab. I can evaluate convenience and
control over quality.”

If you have an in-office laboratory, is it in a sep-
arate room? What is the approximate square
footage of your laboratory?

All the practitioners who had in-house lab-
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oratories kept them in separate rooms. The
square footage ranged from 60 to 1,000, with a
mean of 210.

What is the approximate annual cost of your lab-
oratory (not including salaries)? How many lab-
oratory technicians do you employ?

The average annual cost was about $5,000,
with responses ranging from $500 to $23,000.
The average practice had about one full-time and
one part-time laboratory employee, but individ-
ual responses varied from zero to four in each
category.

What types of appliances are normally fabricat-
ed in your laboratory?

All of those who had in-office laboratories
used them to make biteplates and removable
retainers, and most used them for study models.
Nearly one-third each used them for making
removable functional and fixed functional appli-
ances. Other applications included palatal
expanders, space maintainers, lingual arches,
splints, and indirect bonding.

What are your reasons for fabricating these
appliances in the office rather than using an out-
side laboratory?

Most of the respondents mentioned turn-
around time, cost, convenience, and quality con-
trol. Several said they had set up their accounting
to have their laboratories fund their children’s
college educations.

Individual answers included:

* “Better control of quality and turnaround time
on appliances we do more frequently. We believe
our bottom line has improved also.”

e “l. Utilization of existing staff during slow
times. 2. To keep a full-time high-salaried staff
member busy. 3. There are times when an appli-
ance is needed faster than an outside lab can
deliver. If staff cannot do it or are out of practice,
then the doctor gets to stay overtime.”

Do you feel the in-office laboratory is cost-effec-

tive compared to outside laboratories?
More than three-fourths of the orthodon-
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tists with in-office laboratories said “yes”.
Explanations included:

e “T’'ve kept track of the number of appliances
and models made and found it cost-effective
compared to an outside lab. Also, the lab
employee helps answer the phone and make
appointments when the office is busy.”

* “My in-office lab charges my orthodontic
practice about $25,000. The cost of labor and
supplies is about $12,000. Thus, I am able to fun-
nel $13,000 to a source other than myself at a
lower tax bracket.”

* “By increasing study models, linguals, simple
Hawleys, and Biostars in-office, I’ve decreased
my lab fees by $8,000 from the prior year with-
out increasing salaries of staff overall.”

» “I feel it would be more cost-effective to con-
tract with an outside lab. The main reason we do
some in-house is better service to the patient, by
having shorter turnaround time, and for conve-
nience.”

* “Outside labs are not expensive; competition
keeps the prices reasonable. An in-house lab
requires training personnel, who usuaily leave
and start their own lab.”
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