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Q1Dear Geoff, 
I am new to orthodontics 
and I am very interested in 

starting aligner therapy. Can you give me 
some ideas about how I should start and 
how do I implement that into my practice?

Dr BF of Aspendale, Victoria 

Response 1
This is a great question and one that I am 
asked often. 

With any new product or system, the 
key is to understand it properly. This is no 
different even with aligner therapy, and it’s 
really important that one understands the 
correct diagnosis and treatment options in 
conventional orthodontic therapy – and 
then be able to transfer these if appropriate 
to performing aligner therapy. In other 
words, aligners are not a magical appliance 
system – it’s just another system to move 
teeth and you still need to understand how 
to correctly diagnose, formulate a problem 
list and finalise a treatment plan that is 
consistent with the problem list and the 
goals of therapy. 

Once you decide that this patient is a 
good candidate for aligner therapy – then 
you need to understand the intricacies 
of aligner treatment which involve the 
biomechanics of aligner therapy, the 
staging of aligner treatment, the correct 
placement of attachments for different 
orthodontic movements and the clinical 
techniques to ensure perfectly fitting and 
good clinical tracking of aligner therapy. 

In other words, there is so much more 
to know about aligner therapy than purely 
leaving it in the hands of a digital technician 
who provides you with what they believe 
is a good set up – as this very rarely works. 
As such, what I highly recommend, if 
you’re interested in starting any aligner 
therapy, you need to understand some 
orthodontics principles as well as the 
intricacies involved, specifically in aligner 

therapy. This requires the combination of 
sound training in aligner treatment and 
good mentorship with regards to your 
aligner cases. 

There are many good courses available 
– and through our OrthoED Institute we 
provide a three day “Essentials of Aligner 
Therapy” program, with a further optional 
two day “Advanced Aligner”program 
course. In addition, we can also optimise 
your Clear Aligner treatment plans 
through our dedicated CAPS service. 

Once you have had the training and 
you have established a good mentorship 
– then you are 80% on your way to 
implementing Aligner Therapy into 
your practice. I highly recommend that 
this area of orthodontic therapy (aligner 
treatments) can be fully delegated to a 
trained and registered auxiliary and can be 
a very profitable part of one’s practice. 

v v v

Q2 Dear Geoff, 
I see a lot of orthodontic 
cases from Orthodontists 

come in and they have posterior build ups 
on their upper first molars as a routine – 
and when I question these orthodontists, 
they say that we need to do this because 
of the presenting dental deep bite. I have 
been asking many colleagues and some 
say this is good and other people say it 
is not so good. Could I please have your 
opinion on this?

Dr RJ, Geelong Victoria 

Response 2
Thank you for this great question, and 
I have been told this many times by 
clients of mine. I have also seen this on 
many patients who have come to me for a 
second opinion. 

When one has a deep overbite, it is 
usually caused or definitely aggravated by 
a deep curve of spee. In order to level that 

curve of spee, we do so orthodontically by 
combining extrusion of the posterior teeth 
and intrusion of the anterior teeth. 

The concept of using bite ramps 
to help open the bite is a totally valid 
approach, as without it, the patient would 
be biting on the lower anterior brackets, 
causing destruction of these brackets. 

However, the concept remains to 
level that curve of spee – so any posterior 
build ups on the upper first molars would 
actually cause intrusion of the lower molar 
teeth and hence actually deepen the curve 
of spee – which is contraindicated in these 
deep bite cases. Hence, in a deep bite case, 
we either place the bite turbos anteriorly 
or we may place them on the second 
molars, if those second molars have over-
erupted (which occurs very commonly in 
these patients with a deep curve of spee). 

So to answer your question – if a patient 
has a deep curve of spee associated with 
a deep overbite on initial presentation, I 
believe that it is a contradiction to place 
any posterior bite turbos on first molars 
as this will aggravate the problem by 
increasing the depth of the Curve of Spee 
and hence actually extend treatment time 
for that particular patient. So I believe 
that from a logical perspective and sound 
orthodontic principles this would not be 
the treatment of choice to correct a deep 
overbite. 

v v v

Q3Dear Geoff, 
I have a general dentist 
around the corner who 

basically places an expansion appliance 
in every patient and tells the patients that 
they are going to avoid dental extractions 
because of broadening the arch at an early 
age of approximately 9 or 10. What are 
your thoughts with regards to this one-
eyed approach of expanding every child?

Dr RW, Sunshine Coast Queensland 

Orthodontic  
Clinicians’ Corner
Welcome to our first edition of Orthodontic Clinicians’ Corner. 

I welcome all questions related to orthodontics and look forward to 
answering them and hopefully breaking down many of the myths that have 
been taught in your undergraduate years or by other practitioners. Please 
feel free to email me with any of your questions (geoff@orthoed.com.au). 
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Response 3
This is a fantastic question – and one that I hear so often, that with 
every patient who has crowding, we go ahead and expand the arch 
form. 

This probably is a question that requires a lot more discussion 
– but all of the literature, and science, actually tells us the 
expansion of the posterior segments gives us a minimal amount 
of arch length. By that I mean for 3 mm of posterior expansion, 
we achieve only 1mm of extra arch length. In other words, for a 
patient that may have 8mm of crowding, we would require 24mm 
of posterior expansion to achieve the necessary space to resolve 
this crowding without any other movements of the anterior teeth. 
We also know that the most efficient way to gain arch length in 
a non-extraction approach is to have some inter-canine expansion 
and some advancement of the upper anterior region – and this is 
four times more effective than any posterior expansion. 

My personal view is that most patients who undergo this type 
of expansion therapy in the mixed dentition , demonstrate an 
increase in arch length and avoid dental extractions do so not by 
gaining extra arch width, but more by maintaining the valuable 
“E” space. 

Also, this begs the question that when you are expanding the 
upper arch, and the patient does not have a posterior crossbite 
– how does one expand the lower arch in a presumably skeletal 
fashion? In other words, my belief is that we should only use these 
designated expansion appliances in the upper arch if there is an 
existing posterior crossbite – otherwise we can change the upper 
and lower arch form and keep them coordinated purely with our 
fixed braces and arch wires. Most of these designated expansion 
devices are advocated by people who have financial interests in 
dental laboratories, hoping to increase their sales, rather than 
what’s technically in the best interest of the patient. 

v v v

Q4Dear Geoff, 
I am really scared about getting into orthodontics 
because my local Orthodontist tells me it’s too 

difficult. What do I have to worry about and how difficult can it 
really be – when I’m already putting in implants?

Dr SJ Northern NSW 

Response 4
What a fantastic question! There is no doubt that our orthodontic 
colleagues will tell the general dentist how difficult orthodontics 
really is and there has been an instruction by the Australian Society 
of Orthodontists not to teach any conventional orthodontics at the 
undergraduate level – which I feel is totally wrong, as orthodontics 
covers the aspect of occlusion, which is one of the foundations of 
dentistry. 

I have been teaching orthodontics for many, many years and 
I can assure you that orthodontics requires the understanding 
of sound principles, but once these are taught and understood, 
it is not difficult to perform orthodontic therapy to a very high 
standard. Like everything in dentistry, one does need to know their 
limitations and choose cases where they have identified the risks 
and provided a good treatment plan with good mechano-therapy to 
obtain their final goals of treatment. 

Once again, there is no reason to be scared of doing orthodontics 
– but it is very important to be trained correctly in all aspects of 
orthodontics and have a good mentor who can help guide you in 
those cases that may seem difficult at first. This is no different to 
any other area of dentistry that you would be tackling, including 
the area of implants that you mentioned. 

One of the great parts of orthodontics is the fact that the 
majority of orthodontics is totally reversible unlike implant 
therapy or endodontics etc, etc, – so provided we stay in this range 

of reversible orthodontics in the early stages, and then once more 
knowledge and confidence has been achieved, then you can go to 
the more irreversible procedures such as extraction treatments. 

I can assure you that over the years I have been teaching 
orthodontics to the general dental community – I have had 
many clients who were initially very scared to do orthodontics, 
but even after 12 months of their initial training, having gained 
an understanding of the sound orthodontic principles and risk 
management they couldn’t believe how simple orthodontics could 
be and why this has not been taught at a high standard in the past. 

v v v

Q5Dear Geoff, 
I remember doing cephalometric analysis at dental 
school – they made it so difficult that I could never 

understand what it all meant and it really turned me off even look-
ing at orthodontics at all. How important is the cephalometric 
analysis in your eyes?

Dr SW Western Australia 

Response 5
Once again, a very good question – and like any radiographs in 
dentistry, they should be designed to confirm our clinical diagnosis 
and not to make our clinical diagnosis. It’s actually quite funny 
when you distil down what you are looking for in a cephalometric 
analysis, most of which should be seen clinically. In other words, 
there are only four items that you need to address with any 
cephalometric analysis, and these are:
u The sagittal skeletal relationship, i.e. are they Class I, Class II 

or Class III skeletal relationship.
u What is the skeletal vertical – are they a mesio-facial, brachy-

facial or dolico-facial tendency.
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and unfortunately is not raised often enough by practice principals. 
I actually did address this in a previous article that I wrote in a 
previous edition of Australasian Dentist. 

In order to summarise the most important points of that 
article: 

In this day and age, many practitioners are learning orthodontics 
and starting cases in a general dental practice – and whilst they 
may not own the practice they are imposing a significant liability 
to the practice principal, who is usually unaware of these potential 
issues. I personally think it is excellent that dentists learn about 
orthodontics, from a diagnostic point of view and even how to 
perform treatment – but everyone must have their eyes fully open 
as to the possible consequences of commencing orthodontics in a 
general dental practice where the practice owner is not equipped 
for orthodontics, or doesn’t have the knowledge, expertise or 
possibly the passion to continue a patients ongoing treatment.

Orthodontics has many nuances which are different to those 
in general dentistry. These “orthodontic nuances” include:
a. Patients in treatment for an extended period, anywhere from 

six months to 3 or 4 years or possibly beyond.
b. Once active orthodontic treatment is finished, these patients 

still require monitoring of their retention phase of therapy 
which should be for a minimum of a further two years after 
completion of active treatment.

c. Patients who may have paid in full for their treatment or prior 
to finishing active orthodontic therapy – hence their payments 
do not relate to the actual treatment (work) performed. This is 
a unique situation in dentistry, as all other dental procedure’s 
payment usually equates to the work performed – but this is 
not generally true with orthodontics.

d. There are significant extra expenses for a practice to 
incorporate and integrate conventional orthodontics – EG 
brackets and possibly specific individual patient brackets , 
arch wires, special orthodontic pliers ,orthodontic bands etc 
and the question becomes who should pay for these items and 
does the usual % commission need to be adjusted ?

e. If an assistant dentist uses a hygienist in the form of an 
orthodontic auxiliary (to help increase their own income), the 
hygienist is now no longer an income producer for the practice 
owner – and should be remunerated by the assistant.

f. Who takes on the responsibility of the patients continuing 
orthodontic care?

g. Orthodontics requires a thorough diagnosis and treatment 
plan – and who is responsible if the new treating practitioner 
feels uncomfortable with the initial treatment plan adopted by 
the departing dental practitioner, the mechanics utilised or the 
finishing that will be required?
A very detailed agreement between the practice principal and 

the assistant dentist is required, outlining the terms of employment. 
With regards to orthodontic treatment remuneration, this should 
be based on work performed rather than payment on receipts. 
This would mean that when a patient finishes active treatment, 
there still is a further two years of retention that is required, and 
using the Australian Society of Orthodontists (ASO) guidelines, 
20% of the total fee would be allocated to the retention phase of 
therapy. In addition, this would allow a fair adjustment for those 
patients who have paid in full at the beginning of treatment with 
the assistant dentist having been paid for the total treatment yet 
has not performed that amount of work!

In addition, this agreement should specify exactly who is 
responsible for the ongoing care of that patient, and from an ethical 
and moral point of view it should be the initial practitioner, and 
hence it should be their responsibility to maintain treatment for 
all orthodontic patients until their ultimate completion-and if 
not, some form of remedy /remuneration to the practice principal 
needs to be in place. u

u What is the position of the upper incisors.
u What is the position of the lower incisors. 

As I teach all of my students in the course, it is absolutely essential 
from a medico-legal point of view to have a lateral cephalometric 
radiograph for each and every patient, not too dissimilar to an 
OPG. Having said that, most cephalometric analysis can be done 
purely by “eyeballing” the lateral cephalometric radiograph – but 
a thorough understanding of cephalometrics is important medico-
legally. Even more importantly is to understand the limitations of 
a cephalometric analysis, as once you understand its limitations, 
you will understand why we do not rely on this as much as we do 
on our clinical evaluation and/or clinical judgement. 

Once again, the training and knowledge from a good course 
and having a good mentor is essential for you to understand the 
pros and cons of the cephalometric analysis, but I can assure 
you that once it is all boiled down, it is not very difficult at all. 
Let’s get rid of all the smoke and mirrors that have been used 
traditionally in this area – and make everyone understand how 
easy cephalometrics can be, once it’s fully understood. 

v v v

Q6Dear Geoff, 
I am bringing an assistant dentist into my practice 
and he mentioned he is doing a lot of orthodontics. 

Could you please give me some advice of how I can bring him in 
and allow him to do orthodontics in my practice however I worry 
if he decides to get up and leave in the future and how can I reduce 
the risk of issues? 

Dr VV South Australia 

Response 6
This is an interesting question – one that has been raised previously 
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