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2YNTOMO BIOIrPA®IKO *HMEIQMA

H Ap. Katherine Vig yewnOnke, peydwoe ko onoUbace otnv
Ayydia. Mnpe 1o nwxio ts Obovuatpikns and tv Odovuatpikh
Ixonn tou Dundee, tou Mavemaotnpiou St. Andrews tns Zkwtias. H
opBodovukn s eknaibeuon éyive oto Eastman Dental Hospital ato
Novbivo, 6nou htav péfos tou npoownikoU yia 6éka xpdvia. Meta-
kopoe ous Hvwpéves Momiteies pie 1o aUzuyo kan s U0 KOpEs ths 10
1976 kan ibae oto wnpa OpBodovukns tou UNC and to 1977-1984.
‘Eyive pénos tou ACPA to 1980 ka1 pydotnke otnv opdda unepwio-
oxiouwv tou UNC. To 1984 niye oto Mavemothpio tou Michigan,
onou ka1 unhp€e ouv-H1eubivipia tou Odovionpoawmikou Mpoypdp-
patos. Ynnpémnoe kai ekei otnv opdda unepwiooxioucv kar dieubuve
us opBodovukés unnpeaies ato latpikd Kévipo tou Mavematnpiou
tou Michigan ws Avaninpdtpia KaBnyntpia OpBodovukis otnv
Obovuatpikn Zxofh. H Ap. Vig éyive KaBnyntpia kan Mpéedpos tou
Epyaotpiou OpBodovukns oto Mavemotnpio tou Pittsburgh to
1990. Akofoubws éyve AicuBuvipia tou tRpatos Madiatpikhs Kal
Avanw§akns Odovuatpikhs Emothpns ka1 Avaninpatia Aieudi-
vipia s Ouadas Ynepwiooxiouwv oto Pittsburgh.

To 1994 n Ap. Vig diopiotnke Mpdedpos tou Epyaatnpiou OpBodo-
vukns oto Mavemotnpio tou Ohio. Eival &inAwpatoUxos tou
American Board of Orthodontics. Exel dnpogiecel ektevas atnv
opBodovukn BiBhoypagia pe kUpo Topéa evbiapépovios v avu-
petwmon ka1 Bepansia aoBevav pe UNEPWIOOXITTIES ka1 KPAVIONPO-
owmkés datapaxés. Exel nepioodtepes and 100 dnpoaieloers kai
€ival ouv-ouyyPaPEas TPIOV GUYYPAPHATAY, T0 MO NPACPATO TV
onoiwv givar n 4n ékboon tou «OpBodovukn: Texvikés ka1 Apxés» i
tous Graber ka1 Vanarsdall, 1o onoio dnpoaietfnke o 2005. Ynnpge
Mpoedpos s Ouadas Kpavionpoowmkns Biodoyias tns IADR kat
s Auepikavikns Etaipeias Ynepwiooxiouwv (American Cleft Palate
Association) ka1 npoébpeuce tou IupBouniou s AAO yia v
OpBodovukn Eknaibeuan.

Ap. ®. Mouapeiewzn: Ap. Vig, 6a n@efa va oas kadwaoo-
piow Kal €K UEPOUS TWV AVAYVWOTIWV as ous oenibes tns
EAdnvikhs OpBodovukhs EmOewpnons. Exete pia peydin
ka1 &akekpigévn oradiobpopia atnv opBodovukn Kan
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SHORT CURRICULUM VITAE

Dr. Katherine Dryland Vig was born, raised and educated in
England. She received her dental degree from Dundee Dental
School, University of St. Andrews in Scotland. Her orthodontic
training was at Eastman Dental Hospital in London where she
served on the faculty for ten years. She moved to the United
States with her husband and two daughters in 1976 and served
on the Orthodontic faculty at UNC from 1977-1984. She became
a member of ACPA in 1980 and joined the cleft palate team at
UNC. She moved to the University of Michigan in 1984 and co-
directed the Dentofacial Program and served on their cleft palate
team and directed the orthodontic services at the University of
Michigan Medical center as Associate Professor of Orthodontics
in the Dental School. Dr. Vig became Professor and Chair of
Orthodontics at The University of Pittsburgh in 1990 and later
became Head of the division of Pediatrics and Developmental
Dental Science and Associate Director of the Cleft Palate Team at
Pittsburgh.

Dr. Vig moved to The Ohio State University in 1994 to chair the
Section of Orthodontics. She is a diplomate of the American
Board of Orthodontics. She has published extensively in the
orthodontic literature and has a major interest in the
management and treatment of patients with Cleft palate and
Craniofacial anomalies. She has over 100 publications and co-
authored three text books, most recently the 4th edition of
«Orthodontics: Techniques and Principles» with Graber and
Vanarsdall, which was published in 2005. She is past President of
the TADR Craniofacial Biology Group and past President of the
American Cleft Palate Association and has chaired the AAO
Council on Orthodontic Education.

Dr. F. Mouameletzi: Dr. Vig, on behalf of our readers I
would like to welcome you on the pages of the Hellenic
Orthodontic Review. You have had a long and distin-
guished career in Orthodontics and you are the author of
many textbooks and articles related to almost every topic
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Dr. K. Vig

éxete ouyypdye nolnd BiBiia km GpOpa nou apopolv o
6ia oxebov ta Oépata ts ematipns pas. Etal, Aoindv, yia
TOUS oKOMous auths tns guvévteuEns, Ba avapepBoupe oe
opiopéva pévo andéd ta nedia tou evdiapépovids oas.

‘Eva ané twa kupia Bépata tns aibikétntds pas, oto onofo
éxete ouvealopEPEl Nonu, eival o1 oX1oTiES Kal 01 KPAvVIONPo-
owmkés datapaxés. Mos aoxodndikate kat' apxds ye
autd 1o nebio ka1 T Atav ekEVo NOU Gas NAPAKIVNOE va to
emié§ete ws éva ané ta kupia evbiapépovid oas;

Ap. K. Vig: AoxolhBnka pe aoBeveis pe oxioties ka1 kpavio-
npoowmnikés diatapaxés and v apxn s otadiodpopias
pou, oOtav akopn ékava edikétnta OpBodovukhs oto
Eastman tou Aovdivou otn bekaetia tou 1960. Tuhpa twv
KAIVIKGOV Has UNOXPEWTEWY ATav Kal n oteféxwon tns Kivi-
khs twv oxioumv oto Natal Center tns Great Ormond Street
oto Aovdivo. H oikoyéveld pas petakopios and v Ayydia
oto Mavemotpio North Karolina (UNC) oto Chapel Hill o
1976. Tote, n kAviIKh TwvV OXIOUWV Xpelazétav Kivikous
opBobovukoUs ka1 éta o Ap. Proffit, nou npdopata eixe
yivel AicuBuvths tou tpnpatos OpBodovukis oto UNC 1o
1976, pou npodteive va aoxonnBw e 10 avukeipevo. Luvep-
ydotnka pe e§apeukous ouvadéipous otnv opdda avupe-
twmons oxiou®v tou UNC kar gixa tv gukaipia va anoko-
piow 1600 d1dakukn 6oo kot kivikh epneipia npos é@enos
TV HETANTUXIAK®Y QOTINTWYV, MNPAypa Mou OCUVEXIOTNKE
1600 oto Mavemothpio tou Michigan t 6ekagtia tou 1980
600 ka1 oto Pittsburgh to 1990. Ta tefeutaia 12 xpdvia unn-
pétnoa ws AleuBuvipia tou Tuhpatos OpBodovukns oto
Ohio State University, énou nuouv ka1 emkepanns tns
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Dr. F. Mouameletzi

in orthodontics. For the purposes of this interview we will
tackle only a few of your areas of interest. One of your
major contributions to our spedcialty is in the field of cleft
palate and craniofacial disorders. How did you become
involved in this area in the first place and what has moti-
vated you to choose this field as one of your major inter-
ests?

Dr. K. Vig: I became interested in patients with facial clefts
and craniofacial anomalies early in my career, when I was
in my postgraduate orthodontic training at the Eastman
in London in the 1960's. As part of our clinical commit-
ment we staffed the cleft palate clinic at the Natal Center,
Great Ormond street in London. Our family moved from
England to the University of North Carolina (UNC) at
Chapel Hill in 1976. At that time the cleft palate clinic
needed clinical coverage, so Dr. Proffit, the recently
appointed chair of Orthodontics at UNC in 1976, suggest-
ed I might get involved. I worked with a wonderful group
of colleagues in the UNC cleft palate team and enjoyed
building both a didactic and clinical experience for the res-
idents. This was perpetuated when we moved to the
University of Michigan in the 1980's and again at Pitts-
burgh in 1990. For the past 12 years I have been Head of
the Orthodontic department at The Ohio State University,
where I also served as Chief of orthodontic services at
Children’s Hospital, Columbus for over 10 years.

Dr. F. Mouameletzi: Recent advances in molecular biology,
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OpBobovukns oto Noookopeio Maibwv tou Columbus yia
nepioodtepa anéd 10 xpdvia.

Ap. ®. Mouapedezn: Or npdogares e&ei€as o popiakh
Biodoyia, tn xaptoypdpnon tou avBpwmvou yovididpatos
KOl T HNXavikn twv 10Tdv, Kabms Ka1 ouS anelkovioukés
TEXVIKES MPOOPEPOUV VEES MPOOMTKES OV AVUUETWDMON
aofevav pe kpavionpoowmkEs Hiatapaxés. Oa pnopovoate
va Has petapépete us teNeutaies yvioels otous Topels
autous;

Ap. K. Vig: Asv yvopizw av ipar 1o katadinAdtepo dtopo
yia autd 1o okond. To cudnoyikd NPoYpapa tns xaptoypd-
@nons tou avBpmmvou yoviiwuatos Avoife éva evienws
véo nebio npoonaBsiwvv. Etal, ta pyacthpia tou Adktopa
Jeffrey Murray, tou Adktopa Andrew Lidral kan tns Adkto-
pos Mary Marazita anopévwoav unoyngia yovidia kar npé-
ogpata tautonoinaav éva yovidio pn ouvdpopikns xeileo-
oxiotias kai/h unepwiooxiotias (Riley et al., 2007). O1 ava-
kaAUyels autés NPoaPEPOUV NPWTONOPIAKES KOl ONHAVTKES
nAnpo@opies e 1&waitepn kMvikh onpacia. H véa auth
yV@®ON pas pETaPEPEl and 1o epyactnpio otnv KAVIKA Kal
au§avel v Katavonoh pas OXETKA HE T YEVETKN OUVIOTW-
oa s nofunapayovukhs artofoyias tns xedeolnepwio-
oxiotias.

H pnxavikn twwv 1otwv anotenel taxéws eEeMoodpevo nedio
nou &ivel th duvatétnNta CNPAVIKWV 10TPIKWV KAIVOTOUIMV
ownv avukatdotaon edfenéviwv, duondacukdv kar As-
TOUPYIKWV YEPV TOU OMMATOS, TOU £Ew wtds oupnepinap-
Bavopévou, oe olvdpopa 6nws to Treacher Collins kar n
Huinpoowmkh Mikpoowyia.

Zwnv opBodovukn undpxel, enions, pia véa cuvapnacukn
eCémén ous 1P10610TATES ANEIKOVIOTIKES TEXVIKES HE TV
texvorloyia CBCT (yngiakh topoypadia 6éopns kwvou) yia
i Ahyn Glayvwoukwv otoixeiwv. Etol, eGaneipetan aya-
olyd n avdykn AAYNs anotunwpdiwy, GuIoYPAPIY Kal
akuvoypaiwv. Eni tou napévtos, n texvonoyia auth xpnol-
ponoigitan diknv poutivas ota tuhpata opBodovukns opi-
opévav Mavemotnpiwv yia tn ARyn opBodovukdv diayvew-
ouk@v otoixeiwv and tous acBeveis. Mapéxetal, Aonov,
nAnBos nAnpogopitv, Népav twv diayvwotkmv nou anai-
touvtal yia odovuatpikoUs kai opBodovtikoUs akonous. Kai
eva eivan noAUTpes o1 NANPoQOpies Nou Naipvoupe oxeukd
HE éktonous Kuvodovies nou ev éxouv avateinel h oxeukd
pe 1o nou Ba tonoBetnBouv o1 UOKEUES NPoawPIVS GThpI-
&ns (pkpogpuielpata), Sev xpnolponoloUpe akdun oto
énakpo 6nes s Kpavionpoowmkés NANPOPOpPIES Nou €xou-
e atn 61dBeon pas anod autés us anekovioels. Mapadoaoia-
k4, o1 kepanopetpikés pas avanuoeis Baoizovian og duohid-
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human genome mapping and tissue engineering as well
as imaging techniques offer new perspectives in the man-
agement of patients with craniofacial disorders. Could
you share with us some of the latest knowledge on these
issues?

Dr. K. Vig: I am not sure if I am the best informed person
to give you the latest knowledge in craniofacial and mol-
ecular biology. The collaborative human genome project
opened up a whole new field of endeavor from which Drs
Jeffrey Murray, Andrew Lidral and Dr Mary Marazita's lab-
oratories have isolated candidate genes and recently iden-
tified a gene for non-syndromic cleft lip and/or palate
(Riley et al, 2007). These discoveries provide break-
through information with great clinical relevance. This
new knowledge takes us from bench to bedside in trans-
lational research and increases our understanding of the
genetic contribution in the multifactorial etiology of cleft
lip and palate.

Tissue engineering is also a rapidly advancing field with
the ability to make major medical breakthroughs in
replacing missing, malformed and functioning body parts,
including the external ear, in syndromes such as Treacher
Collins and Hemifacial Microsomia.

In orthodontics, there is also a very exciting new era in 3-
dimensional imaging with CBCT technology to obtain
diagnostic records and eliminate the need for taking
impressions, photographs and radiographs. Currently, in
some orthodontic departments, this technology is rou-
tinely being used for obtaining orthodontic records for
their patients. This provides a wealth of information
exceeding the diagnostic information needed for dental
and orthodontic purposes. While it may be valuable to
locate unerupted and ectopic maxillary canines and pro-
vide information in choosing the site for temporary
anchorage devices (mini-screw implants), we currently do
not fully use all the craniofacial information available on
these images. Traditionally, our cephalometric analyses
are based on two-dimensional images. As we do not have
the analyses to take advantage of 3-dimensional data, it
is often reduced to two dimensions.

Dr. F. Mouameletzi: What are the latest trends in scientif-
ic research in relation to craniofacial problems?

Dr. K. Viig: Some of the recent trends in scientific research

in relation to craniofacial problems have already been dis-
cussed including the emphasis on genetic breakthroughs.
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otates ikéves. Eneidn dev HiaBéroupe akdpn avanloels nou
va ene€epydzovian tpiodidotata dedopéva, nepiopizopaate,
avaykaoukd, os duo dactdoels.

Ap. ©. Mouauenetzn: Moies sivan o1 tefeutaies tdoes s em-
ONHOVIKAS €PEUVAS OF OXEON |E TA KPAVIONPOGWMKG npo-
BAnuarg;

Ap. K. Vig: Opiopéva anéd autd ta ouznthoape ndn, pe 1&iai-
tepn €upaon ous geni€ers tns yeveukns. Mia avepxopevn
tdon otnv 1atpikh kAvikh npd&n ivan n avantuén emotnpo-
VIKA tekpnpiwpévns  peBodonoyikns npooéyyions yia tn
ouotnpatkh avackénnon s dnpoaieupévns BiBrioypa-
Qias ka1 v epappoyn twv anotefeopdtwy otnv KMvikn
npdaén. Me tnv nANBwpEa EMoTtNPOVIKGV NEPIOBIKWV Kal TNV
ékpnén twv nAnpo@opidy, kaBms Kal TS GUYXPOVES TEXVO-
noyikés e€eniers, eivar abuvato va SiaBdoe kaveis 6An
6106éoipn BiBMoypagia. H eupdvion wns ouvepyaoias
Cochrane otnv latpiki to 1989 kan n Mo npéoPatn opdda
otopaukhs uyeias Cochrane atnv Odovuatpikh eixav ws
anotéfeoua oUCTNPATKES avaOKONNOEIS Kal peta-avany-
oels. Ztoxos tous gival va kaBodnyhoouv tous Kivikous
Katd tn ouzATNon e ToUs aoBeveis Tous OXETKA PE TNV NPo
ns Oepaneias ektipnon twv mBavothtwv emtuxias twv
evanakukav Bepanseutk®dy NPOCEYYIoEWY NOU TOUS MPo-
teivovtal. Auth n véa tdon onukonoingons ts MatnpoviKhs
épeuvas evids tou nAaigiou s dnpoaieupévns BiBioypa-
@ias og naykdopa kAipaka nepiiapBaver ones us yAmooes
Ka1 gixe ws anotédeopa tnv npowdnaon tou «xpucou Kavo-
va» Twv tuxaionoinpévev Kivikev dokipdv (randomized
clinical trials — RCTs) pe uynAdtepo eningbo tekpnpiwons
autd s peta-avanuons (Vig et al,, 2007). Zuxvd, os nepi-
nuoels 6nou undpxel apPiBonia oxeukd e o noia givan n
kanUtepn Bepaneia yia tov acbevin, n anégaon Baaizetal
otV npotipgnon tou KivikoU, yeyovds nou ennpedzel tov
1POMo pe Tov oMnoio NPOKUMTEl N guvaiveon tou acBevous
OXeuka pe us Bepaneuukés napeuBdoels atov 210 mwva.

Mia ané us emkpatouoes dixoyvwpies oto nedio wv kpa-
VIONPOOWMIK®YV avwpatiov Kol TV oXIoUWV apopd oto
noio €idos papuyyikou kpnuvou sival kaAUtepo avagopikd
pE n oxéon kivdUvou/kéatous/opénous. Etar, pia opdda
XEIPOUPYWV CUPPWVNOE VO CUPUETACXEN OE TUXAIOMOINKEVN
khvikh okiph oxeukd pe tv avukeipevikn a§loAdynon tou
anoteféopatos 6Uo TUNWV PAPUYYIK®MY Kpnpvav. Mia aAdn
Slapwvia nou kpatd €dw ko o6 aiva agopd otnv npo-
XEIPOUPYIKN veoyviKh opBonedikn tns dvw yvaBou. Tuxato-
noinpévn oxeukn kivikh dokipn Bpioketan og e€€¢MEn otnv
Onndavdia, eved opddes oxiouwv and Gideopa Kévipa
ouvepydzovial o€ Kovés penétes, €to ote va aglonoynBei
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An emerging trend in Medical clinical practice is the devel-
opment of an evidence-based methodological approach
to systematically review the scientific published literature
and apply the results to clinical practice. With the abun-
dance of journals and the information explosion, with the
contemporary technological advancements, it is impossi-
ble to read all the available literature. The advent of the
Cochrane collaboration in medicine in 1989 and the more
recent Cochrane oral health group in Dentistry have
resulted in systematic reviews and meta- analyses to
guide clinicians in discussing with their patients the prior
probability estimate of successful outcomes when alter-
native treatments are available. This new trend to con-
ceptualize scientific research in the context of published
scientific literature on a global scale includes all lan-
guages and has resulted in promoting the “gold stan-
dard” of randomized clinical trials (RCT) with the highest
level of evidence in meta-analysis (Vig et al., 2007). In
order to resolve clinical controversies, where there is
uncertainty as to which treatment is best for a patient,
the decision has often been based on the clinician’s pref-
erence. This has an impact on how patient consent for
treatment interventions is obtained in the 21st century.
One of the prevailing controversies in craniofacial anom-
alies and facial clefts concerns which type of pharyngeal
flap is the best in terms of risk/cost/benefit ratio. Thus, a
group of surgeons agreed to enter into a randomized clin-
ical trial to objectively evaluate the outcome of two types
of pharyngeal flaps. Another controversy which has
spanned half a century is presurgical neonatal maxillary
orthopedics. A randomized clinical trial is in progress in
the Netherlands and other clinical trials have involved
multi-center cleft teams in collaborative studies to evalu-
ate the outcome of speech, timing of palatal repair and
alveolar bone grafts (Vig, 1999; Vig et al., 1999). These
well designed randomized controlled clinical trials are
expensive and time consuming, but the results should
provide data from which future patients will know the
risks, costs and benefits when making a decision and con-
senting to one treatment option in preference to an alter-
native.

Dr. F. Mouameletzi: Craniofacial problems have a com-
plex biological and clinical background, and numerous
ethical and social aspects are associated with them.
After such a long life-commitment to craniofacial
patients, what are the most delicate issues that need to
be addressed and how has the “team approach” helped
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10 anoténeopa otnv opiia tou agBevous, o xpOVos tns ano-
Katdotaons tns UNEPWAs Kal T paAtvIaKd 0oUuKA pHOooXeUpa-
ta (Vig, 1999; Vig et al., 1999). Autés o1 kand oxediaopéves
tuxaionoinpéves Kivikés Sokipés otoixizouv oe xphpa Kai
xpbvo, 1a anotenéopata, Opws, Ba napéxouv dedopéva anod
ta onoia o1 penfovukoi aoBeveis Ba evnpepwvovial oxeukd
HE Tous KivbUvous, 10 KOOTos Kal ta opéfn Otav anogaci-
zouv ka1 cuvaivouv npos pia Bepansia évavu pias anmns.

Ap. ®. Mouapeiszn: Ta kpavionpoownkd npoBAnuata
éxouv auvOeto Biofoyiké kal kiviké unéBabpo, kal NpokU-
ntouv noind Seoviofoylkd ka1 KOWWVIKG znthpata nou
oxetizovtal pe autd. Metd ané i pakpa evaox6éAnon oas e
TOUS KpavionpoownikoUs acbeveis, nola maotevete 6u sivoan
1a mo euaioBnta Oéuata nou Npéne va avupetwmatouv Kai
nws éxa BonBnaa npos auth v Katelbuvon n «NPocéyyr-
on ané Siemotnyovikn opdda;

Ap. K. Vig: Ané tnv nileupd tou aoBevous, n opadikn npo-
Oyy10N Y10 TNV QVUPET®NION TwvV XeIREoUNEPWIOoXIoUWY
€dwoe tn buvatdtnta ouzhtnons kar a§loAGynons tou xpo-
vou ka1 ts affinfdouxias twv Bepaneutikmv napepBdoswy
o€ niaiolo ouvepyaaoias Petagl twv S1aPOpwV EIIKOTATWV.
Tuxvd, auth n opadikn ocuvepyacia emtpéne thv eniteugn
NEPICOOTEPWV NS 1as eNePBACEwWY pE pia HOVO yevIKh aval-
0Bnoia. O1 Siadikaaoies autés pnopei va nepinapuBavouv v
10noBétnon cwANViokwv Y10 NAPOXETEUCN TWV UYPMV NS
péons wtiudas (grommets) and tov wropivoiapuyyoidyo
katd tov i610 xpdvo nou o NAACTKOS XelPoupyods emtensi
anokatdotaon s unepwas, UCTEPN anmokatdotacn s
pUtns kan tou xeiflous h tonoBetei pdoxeupa @atviakoU
0otoU. AKGpn, n Npooéyyion anéd opdda e161KwV NPOCPEPE
pakponpoBeopo oxédio Bepaneias otov veapd acbevn, £tal
wote 6ot o1 Topeis tns nepiBafyns tou va pubpizoviar pe
tov kadUtepo duvatd tpoéno (Vig and Mercado, 2005). Ta
euaioBnta onpeia tns Bepansias apopolv Kupiws znthyata
adinfosmkdAuyns twv Slapopwv adikottwy Ko pnopei
va dnpioupynBolv npoBAhpata dtav o acBevis avupetwni-
zetan and pepovwpévous e1d1koUs nou dev ouvepydzovial oe
opadiké nAaiolo. To nisovéktnpa otav BAénouv to 610
nadi 6o o1 e161koi Nou cuvepydzovian o€ pia opdda Sivel
n duvatdtnta eniduons, Kal 6x1 ap@IoBATNONS, AUTWV TWV
Aentov Bepdtwy.

Ap. ©. Mouapefietzn: Exete HnOCIEUCE EKTEVWDS OXETIKA IE
T0US gyyeveis nepiopiopoUs nou agopoulv aibikd v opbo-
Sovukn kfvikn €peuva. Mds ennpedza n pebBobodoyia v
KAIVIKGOV EPEUVNTIK@MV peRET@VY TNV 1KavoTntd Tous va ana-
viioouv oe KVIKG EpLTAHIATA NMOU OXetizovial PE tnv Kadn-
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in this direction?

Dr. K. Vig: From the patient’s perspective the team
approach to the management of cleft lip and palate has
allowed the timing and sequencing of interventions to be
discussed and evaluated in a collaborative context
between the different disciplines. Often this collaboration
of specialists permits more than one treatment interven-
tion to be performed during the same general anesthesia.
These procedures may include grommets (tubes to drain
otitis media effusions) being placed in the child's ears by
the oto-rhino-laryngologist (ENT) surgeon at the same
time as the plastic surgeon is performing palate repair or
nose and lip revisions, or placement of an alveolar bone
graft. The team approach also provides a long-term plan
for the child so that all aspects of their care are optimally
sequenced (Vig and Mercado, 2005). The areas of sensitiv-
ity are often in the overlapping territory of the different
clinical disciplines and may result in territorial issues when
a patient is being treated by individual specialists who are
not meeting regularly in a team context. The advantage
of the same child being seen by all the specialists who
provide team care allows these delicate issues to be
resolved rather than contested.

Dr. F. Mouameletzi: You have published extensively on
the inherent limitations unique to orthodontic clinical
research. How does the methodology of clinical research
studies affect their capacity to answer clinical questions
related to everyday praxis? What is the correlation
between their statistical and their clinical significance?

Dr. K. Vig: This is an interesting dilemma for the ortho-
dontist who treats malocclusion which is a condition and
not a disease, such as caries and periodontal disease
which have a natural history and will progress unless
treated. Malocclusion is not a biologically abnormal state
or a condition with unequivocally demonstrated health
consequences which need to be taken into account in
designing clinical studies. To do the best for our patients
we should be reflective and diligent in finding the best
evidence available balanced with patient’s preferences
and clinical judgment. We need to be rigorous and ethical
in designing prospective clinical trials and recognize that
new information from a charismatic speaker may be just
attractive and inspired rhetoric with little scientific sup-
port or substance. Currently we need to be realistic that
the highest level of evidence may not be available to
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pepvi npdgn; Moia givar n oxéon peta&l ts otauoukns Kai
s kivikhs Tous onpacias;

Ap. K. Vig: Auté anotedsi evdiapépov Sifinupa yia tov
opBodovukd nou kafeiton va Bepanelosl tn cuykAgioIaKn
Siatapaxn. H dotapaxn auth anotedei katdotaon kar 6xi
v600, 6nws n tepndoéva kai n neprodovukh vooos Nou EXouv
QuUOIKG 10topIKG Kan Ba eEeixBolv epdoov bev avupetwmn-
otoUv. H &atapaxn tns ouykieions bev eivan katdotaon n
ouvBnkn pe avappiBones emntwaoels otnv uyeia tou atdpou,
o1 onoies Ba npéne va AngBouv un’ oyiv oto oxediaouod
kAvikcov pefetcdv. To kanUtepo yia tous aoBeveis pas eivan
va pefetoupe oxonaaukd yia va Bpoupe tnv kanUtepn tek-
unpicwon ws npos us Bepansutkés emioyés nou Ba npotei-
VOULE, NAvta o€ 100pponia pe ts emBupies tou aoBevous
Ko tnv kAvikh pas kpion. Mpénel va tnpoUpe auotnpd, 6eo-
viofloyika kpithpia katd 10 oxedlaopd NPooNuK®Y KMVIKGOV
peAETVY Kal va pnopoUps va avayvwpizoupe 6u o1 vées
nAnpogopies and éva xapiopaukd opiANth PNopsi va pnv
givon napd «wpaia Adyia» pe NEPICOOTEPN PNTOPIKN Kall
noAu Aiyn emotnpovikh unoothpiEn 1 oucia. Mpos 10
napov, npénel va gijaocte peaniotés ka1 va yvwpizoupe 6t
fows va pn d1aBétoupe 10 uynAdtepo eninedo tekunpiwons
OXEUKA pe us KAVIKES pas ano@dcels. Opoiws, otauoukd
onpavukd anotenéopata pnopei va atepouvtal Kivikhs
onpaaias.

Ap. ©. Mouapenezn: e GpBpo aas avapépete 6 «ta ano-
teféopata KAVIKGOV SOKIPWV OUYKEKPIpEVA....... Oa npéne
VO EVNUEPMVOUV TOUS KilivikoUs Kai, £101, va EXOUV ws ano-
téieopa Oepaneies nou npoo@épouv 10 péyioto Gpenos
otous acBeveis, evd napdiinia pedvouv oto Adxioto 10
KOoTos ka1 tous KivoUvous». ©a pnopoUoate va pas dwoete
ouvonukd us tefdeutaies NANPOPopies oxeukd pe autd to
Oéua;

Ap. K. Vig: e npdopato dpBpo nou dnpoacielnke otn Zeipd
Kpavionpoownikns AUgnons tou Ann Arbor (Vig et al.,
2007) aoxofoUpacte Ye 1o Bépa tns Ahyns AoyiKdv anopa-
ogwv kel dnou undpxel acdeeia. To npdBAnpa s emotn-
HOVIKG  teKunpiwpévns  npocéyyions (evidence-based
approach), nou énws nén avapepa givar onpavukn penfo-
VUK tdon otnv ematnpovikh €pguva, NPokUntel otav ta
bebopéva sivan avenapkn. Epdoov o1 kiivikés ano@doels
AauBavovial pe Bdon tn cuotnpaukh avackénnon s eni-
otnpovikhs BiBoypagias xwpis va undpxouv ava@opés
MPOONUKWY TUXAIONOINUEVWV KAVIKMV SOKIUWY OXEUKMY
HE TO OUYKEKPIUEVO KAVIKO epwtnpa, n kivikh kpion Baoi-
zetan 1600 otnv KAVIKN pnepia tou opBodovukoU 6oo Ka

58

guide all our clinical decisions. Likewise statistically signif-
icant results may not have clinical significance.

Dr. F. Mouameletzi: To quote one of your own articles,
"The results of clinical trials in particular........ should
inform practitioners, and, thereby, yield treatments that
provide the maximum in tangible benefits to patients,
while reducing costs and risks to the minimum”; could
you sum up, for us, some of the latest information on this
issue?

Dr. K. Vig: In a recent article published in the Ann Arbor
Craniofacial Growth Series (Vig et al., 2007), I address the
issue of making rational decisions when uncertainty
exists. The problem when using an evidence-based
approach, as I have already discussed as an important
future trend in scientific research, is when there is inade-
quate data. If clinical decisions are being made from a sys-
tematic review of the scientific literature and there are no
reports of prospective randomized clinical trials relating to
the specific clinical question, one returns to clinical judg-
ment based on clinical experience and patient prefer-
ences. However, even when evidence is available, clini-
cians may still be unable to relinquish the beliefs that are
based on their clinical experience. In clinical practice,
treatment decisions are more often based on the belief
that the intervention is beneficial, even when evidentiary
data exists that confirms the treatment is not beneficial in
terms of effectiveness, efficiency, risk, cost and benefits
compared to an alternative intervention. Patients are
waiting to be treated even though we cannot provide
prior probability estimates for the outcome of alternative
treatment options at the time of the initial consultation.
Although we strive to base our clinical decisions on a hier-
archical approach to relevant data, it is still necessary to
recognize that innovations are first reported as anecdotal
observations, such as in the discovery of penicillin.
Although low on the strength of the evidence pyramid,
initial observations and case reports do have value as do
retrospective studies, case series and clinical experience.

Dr. F. Mouameletzi: You have undertaken significant
research in the field of orthodontic treatment outcome
and effectiveness. How can we define treatment attribut-
es that would help us distinguish between alternative
treatments?

Dr. K. Vig: Because the assessment of existing practices is
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ous npoupnoels ou acBevous. Ev toutols, akoun kar otav
undapxel EMotNUoVIKA tekpunpiwon, o1 KAvikoi unopsi va pnv
eivar SiateBeaipévor va eykataneiyouv avuinyes nou Baoi-
zovtan otnv kiivikh tous epngipia. O1 anogdasls otnv kvi-
kh npdén Baoizovian ouxvotepa otnv nenoiBnon éu n Bepa-
neuukn napépuBaon gival cwaoth, akoOpn Kal 6tav undpxouv
bebopéva nou anodeikviouv ko emBeBaivouv 6u n
ouykekpipévn Bepansutkn napéuBaon Sev eival uepyeukn
yia tov agBevin 6cov agopd otnv anoteleopaukdtnta, T
anédoaon, tous Kivbuvous, 10 KOOTOS ka1 1@ o@édn oF
ouykpion pe AN emioyn. O1 acBeveis npoadokouv otn
Oepansia, akopn ka1 otav dev pnopoupe Katd v NPWTN
T0Us EMiOKEYN 01O 10TPEI0 va OMOOUE €K TWV NPOTEPWV
eKtiunon mOavothtwy OXEUKA e 10 anoténeapa Siapopeu-
kwv Bepansicdov. Mapéno nou npoonaboupe va Baoizoupe
us KAVIKES pas ano@Aacels o€ pia 1EpapXikn NPOogyyion Twv
oxeukmv debopévawv, npénel va sipaote os Béon va avayvw-
pizoupe 6u 6Aes o1 Kavotopies NPWIONAPOUCIAZOVIaT WS
avékdotes napatnpnaels, 6nws ouvéBn pe tnv avakdAuyn
tns nevikiftivns. Mapoéio nou Bpiokovial xapnAd oty nupa-
pida and dnoyn 10xU0s TEKUNPiwOns, o1 apXIKES Napatnph-
OE1S Ka1 01 avOpOPES NEPITTATIKMY €XOUV Kal autés tnv atia
Tous, Onws 10XUEl Kal Y10 TS avadpoUIKES YENETES, TS OEIPES
MEPICTATKWY Kal tnv KAIVIKA epneipia.

Ap. ©. Mouapefiezn: Exete kdvel onpavakn épeuva oxeukd
e 1o anoténieopa kal tnv anoteneopaukdmta s opbodo-
vukns Oepaneias. Mws pnopoUue va opicoupe Ts Napapé-
tpous ekeives ths Bepaneias nou Ba pas BonBhoouv va em-
féGoupe petagy evanakakav oxediwv Oepaneias;

Ap. K. Vig: Eivar onpavuké va aglofoyoUpie Tis UndpXouaoes
NPAKTKES WOTE VO NOCOTKOMOINCOUKE Th XPNOTUOTNTE TOUS.
Eton, Aoindv, kand eivar va pefethcoupe katd néco pia
ouykekpipévn Bepansutkn napépBaon sival emtuxns Katw
and 16embde1s ouvBnkes, yeyovds nou anotedsi pérpo s
10xU0s (efficacy) tns, o€ oUykpIon e 10 NGCO EMTUXNPEVO
eivar 1o anotédeopa tns idias napépuBaons oe eninebo kabn-
pepvhs kAIVIKNS Npagns, yeyovos nou Yeta@pdzetal o€ ano-
teAeopaukonta (effectiveness) tns Bepaneias n og oxéon pe
10 eninedo anddoons s kAtw and yevikOtePes OUVONKES
«npaypaukns zwns» (Vig et al., 1995).

H anotefeopaukotnta (effectiveness) ka1 n anoboukoétnta
(efficiency) éxouv &1eupuvBei oe oxéon pe v apXikn Tous
éwvoia (Cochrane, 1972). H emioyn kprinpiwv and ta ano-
teléopata kvikov dokipwv oe penétes 1oxuos (efficacy
studies) Ba npénel, enions, va ouvdéstal kan Y TS NpoTpA-
ogis tou aoBevous ka1 va avukatontpizouv tnv noidtnta
Zwhs Ka1 tnv katdotaon s uysias tous. H avantén épeu-
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of importance in quantifying their usefulness, it is well to
consider how a particular intervention succeeds under
ideal conditions, which is a measure of efficacy, compared
to how well the outcome of the same intervention in
everyday clinical practice succeeds as the effectiveness of
the treatment or how well it works and its level of per-
formance under more generalized “real life” circum-
stances (Vig et al., 1995).

Effectiveness and efficiency have been expanded from
the original concept (Cochrane, 1972). Selection of crite-
ria from the outcomes selected from clinical trials in effi-
cacy studies need also to relate to patient preferences
and reflect those aspects pertinent to their quality of life
and health status. The development of patient oriented
research that evaluates the outcomes and effectiveness
of different interventions has resulted in qualitative and
quantitative research on an equal footing (Ahrens, 1992).
The choice of outcome measures and attributes that we
consider defining or reflecting success and failure of an
orthodontic treatment will help us distinguish between
alternative interventions, but this is more objectively
evaluated in a decision analytical approach. To assess
utilities to the attributes of treatment outcome also
requires that models are developed, which will allow
trade-offs that characterize clinical treatment (Vig and
Vig, 1995).

Dr. F. Mouameletzi: In order to enhance decision-making
in Orthodontics, we need to establish a basis for the
objective evaluation of the quality and effectiveness of
our clinical outcomes. Could you elaborate on the issue of
clinical decision analysis?

Dr. K. Vig: Decision analytic modeling demonstrates the
usefulness in deciding between mutually exclusive strate-
gic options, such as extraction versus non-extraction or
one-stage versus two-stage treatment. Clinical decision
analysis is an application of Bayesian logic and depends
on using prior probabilities and revisions when chance
elements intervene in the process leading from decision to
outcome. It is essentially a mathematical manipulation of
probabilities and problem solution when uncertainty
exists. It takes into account the existence of trade-offs
between the positive and negative attributes of ortho-
dontic treatment. A fair and reasonable comparison
between treatment options should take into account
treatment outcomes, such as “quality” of care measured
by reduction in severity of the malocclusion, “extraction”
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vas nou emkevipwvetal otov aobevin kai a§lofoyei ta ano-
teéopata kar tnv anotefeapaukonta twv Siapodpwv Bepa-
neiwv odNynoe o€ NOIOTKNA KAl NOCOUKN épeuva eni ions
Bdons (Ahrens, 1992).

H emioyn pétpwv olykpions Kot Napapétpwy tou Bepansu-
ukoU anotenéopatos nou opizouv h avtavakAoUv tnv em-
tuxia n anotwuxia tns opBodovukns Bepaneias Ba pas Bon-
Bnoel va diakpivoupe petal Siapdpwv Bepansiv. Autd,
wotdéoo, aflonoyeital Mo avukePeviKG pe avaiuukn npo-
oéyyion tns Bepaneuukns anégaons. Na va anoupnBei n
oKOmuGTNTa WV NAPAPETPWY NOU Xapaktnpizouv to Bepa-
neUtko anotéfeopa anateitan, enions, n dnploupyia povié-
Awv nou emtpénouv tous cupBiBacpous (trade-offs) nou
xapaktnpizouv tnv kfivikh Bepaneia (Vig and Vig, 1995).

Ap. ©. Mouapefezn: NMa va Beduwooupe tn Sadikacia
Anyns anopdoewv atnv opBodovukn, npénel va kabiep-
ooupe pa Baon avukepevikis aflofidynons tns noiétntas
ka1 ts anotefleopaukétntas wwv KAVIKdv pas anotefeopd-
wv. 6a pnopoucate va avagepOeite Aiyo mo die§odikd oto
Oépa s avaiuons wwv KvIKdV anopacewy;

Ap. K. Vig: H avaduukn poviedonoinon tns kivikas and-
@aons katadeikviel T xpnopdtnta tns andépacns petagu
apoiBaiws anayopeutkwv Bepaneutikmv emioywy, Onws
Bepansia pe n xwpis eaywyés ka1 Bepaneia evos h dUo ota-
Siwv. H avdduon tns kMivikns anégacns anotenei epappo-
yh tns Aoyikhs tou Bayes kai Baoizetan otn xpnaoiponoinon
nponyoUpevewyv mBavothtwy 6tav tuxdia OtoIxeia napey-
Baivouv otn &iadikacia nou obnyei and v andépacn oto
anoténeopa. Eival, ouciaoukd, pabnpatkos Xeipiopos twv
mOavothtwy kal tns eniduons npoBAnpdtwv exei 6nou
undpxelr aBeBadtnta. AapBdver un' éyiv v Unapén
«avtadfaywv» (cupBiBaopmv) petafy Beukdv Kal apvnu-
kv napapétpwv tns opBodovukns Bepaneias. Mia bikain
ko doyikh ouykpion peta€l Bepansutkdv emioymv Ba
npénel va ouvekupd napapétpous ts Bepaneias onws,
«noidtnta» nepiBafyns petpoupevn ws peiwon tns coBa-
pétntas s ouykieioiakhs diatapaxns, «e§aywyés» uyiwv
Sovucv yia avakoU@ion tou cuvwouopoU ws évav anod
tous emBapuvukoUs napdyovies kai «didpkeia» Bepaneias
ws k6otos 1600 yia tov npopnBeuth (opBodovuké) oo kai
yia tov katavadwth (acBevn).

Ap. ©. Mouapeiezn; Ixeukd pe 10 enikaipo Oéua tns em-
owtnpovikd tekpunpiwpévns kivikhs npdgns (evidence-based
clinical practice) ka1 gg oUvbeon pe autd nou cuznthoape
nponyoupévws, motelete 6u éxoupe atn 61GBech pas enap-
kh 6ebopéva yia va unoownpioupe h va avaipéooupe
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of healthy teeth to relieve crowding as part of the burden
of care and the “duration” of treatment as a cost to both
provider and consumer.

Dr. F. Mouameletzi: Moving on to the current issue of evi-
dence-based clinical orthodontic practices and in relation
to what we discussed earlier, do you believe that we have
adequate evidence to support or refute specific treatment
modalities?

Dr. K. Vig: There is still considerable debate on the tim-
ing of orthodontic treatment. As with all controversies
they are fuelled by strong convictions, weak evidence
and lack of a sound theoretical basis. There are those
who practice early orthodontic treatment and those who
oppose early intervention. This controversy should have
been resolved for Class II malocclusion with the pub-
lished results from randomized clinical trials (RCTs). We
now have data to look at the evidence at the highest
level of meta-analysis. What we need to know is: will
the early phase of treatment in the mixed dentition be
effective and eliminate the need for a later second phase
of treatment when the permanent successors erupt? Is it
an efficient method of treatment? What are the risks,
cost and benefits of early treatment compared to treat-
ing the malocclusion in one phase later on? In Class II
RCTs, there was strong evidence that children aged 8-10
years old with prominent upper incisors enrolled in the
early Phase | of treatment showed clinically and statisti-
cally significant reduction of incisor prominence,
whether the child had been randomized into the biona-
tor or headgear appliance group. There were also statis-
tical differences between the early treated Class II skele-
tal patterns compared to the control group. However,
the difference was not considered clinically significant.
The results are considered in the form of Forest plots
(Vig et al., 2007), where the findings can be illustrated
graphically to summarize the data. When the final out-
come of Class II treatment was evaluated in the 3 groups
at the end of Phase 2 of comprehensive orthodontic
treatment, incisor prominence had been reduced. How-
ever, there were no differences in treatment outcome for
overjet and skeletal correction, as measured by the ANB
angle, between the groups of children who had received
one or two phases of treatment.

Dr. F. Mouameletzi: So, specifically for Class II treatment
in one versus two stages, can we say that there is eviden-

HELLENIC ORTHODONTIC REVIEW 2007 « VOLUME 10  ISSUE 2



EAnHNIKH OpaoAONTIKH EneEQPHEH

Luvéveutn /Interview

OUYKEKPIUEVES DepaneUTIKES NPAKTKES;

Ap. K. Vig: E§akonoubei va yivetal apketh ouzntnon oXeukd
HE TN XpoviKh ouyun s opBodovukns napéuBaons. Onws
oupBaivel pe OMes us Hixoyvawyies, €101 kar autd to Bépa tpo-
podoteitar and 1oxupés anodyels, eAMnA tekunpiwon Kai
anouaia 1oxuphs Bewpnukns Bdons. Yndpxouv autoi nou
gpappdzouv tnv npwiun Bepansutkn napéuBaon kan ekei-
vol nou avutiBevial o€ auth. H Siagwvia autn Ba énpene va
eixe emnuBei e161kd yia v Tagn 11, yia v onoia undpxouv
ta dnpooieupéva anoteNéopata TUXaIonoINPEVWY KRMVIKGOV
Sokipwv (RCTs — randomized clinical trials). Exoupe niéov
bedopéva yia va Bpoupe tekpnpinon oto uynAdtepo enine-
60 pewa-avdiuons. Eivan anotedeopaukn n npcdiun gdon
Oepansias oto piktd Ppayud; Ba egansiyel tnv avaykn Heu-
tepns gpdons otav avateifouv ta péviga 66vua; Eivan enap-
knhs Bepaneutkn puéBodos; Moior ivan o1 kivduvo, 10 kOGToS
kol ta o@én tns npwipns Bepaneias oe olykpion pe dyipun
Bepansia pias gdons; And tuxaionoinpéves KMvikés SOKIES
yia v Taén IT npoékuyav 1oxupés anodeigels du nabid nii-
kias 8-10 ewwv pe npdtagn v dvw topéwy, ta onoia htav
oty Katnyopia tns npwipns Bepaneias ®dons 1, napouaio-
oav KAVIKA Kol oTauoukd onpavukh peiwon s TOpIKAS
npowaéns eite eixav eviaxBei twxaia otnv opdda tou
Bionator €ite atnv opada tou e§wotopaukoy. Akdun, unp-
Xav otauotkés S1a@opés Petall twv atdpwy P oKeAetkd
npowno Tagns II nou Bepangytnkav NPWIYA KAl TV at6-
Hwv s opdadas enéyxou. Ev toutols, n Siagopd dev Bewph-
Onke kMvikd onpavukh. Ta anotedéopata napouaidzovial
e tn popn Forest plots (Vig et al., 2007), dnou yivetal ypa-
@IKN napdotacn twv Eupnpdtwy yia va cuvoyiotouv ta
6ebopéva. Otav aglodoyndnke 1o tefikd anoténeopa ous 3
opddes oto énos ts ddons 2 tns ofokAnpwuévns opbo-
Hovukns Bepaneias Tagns 11, n npétagn wwv topéwv gixe per-
wbei. Napdia autd, 6ev unnpxav SlaQopés avapopika e
v opizévua npdtagn kar tn okefeukn 6106pBwan, Gnws
auth petpiétan pe tn ywvia ANB, petafu twv opdadwv twv
nandiwv nou sixav 6exBei Bepaneia pas n 600 Paoswv.

Ap. ©. Mouapenezn: Ewal, Aonév, €i6ikd yia t Ospaneia
s Tagns 1T og éva 1 6Uo otddia, Oswpeite 6u undpxe enap-
Khs tekunpiwon unép n Katd ts npdipns napéuBaans;

Ap. K. Vig: Ta anoteféopata Bepansias duo pacewv o nai-
61a pe ouyknaioakn Siatapaxn Tagns II deixvouv 6u 10 Nie-
ovéktnpa nou &ivel n npwipn napéuBaon os ouykpion peE
Oepansia pias @dons otnv npwign epnBeia sivan pikpd.
Mapono, épws, Nnou n nocoukn avanuon twv dedopévwv
unootnpizel tn Bepansia pas gaons, undpxouv noloukd
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tiary data in favor or against early treatment?

Dr. K. Vig: The results from two-phase treatment in chil-
dren with Class II malocclusion indicate that little advan-
tage is gained by early intervention than by waiting until
early adolescence and treating with one phase. Although
quantitative analysis of the data supports one-phase
treatment, there is qualitative data (O’Brien et al., 2003)
suggesting that early intervention does increase the
child’s psychosocial self esteem, although even this bene-
fit appears to be transitory.

A prospective longitudinal cohort design reported by
Shaw et al. (2007) followed children aged 11-12 years in
1981 over a twenty year period. Of the 4 groups divided
into “need/no need” and “treatment/no treatment”, lack
of orthodontic treatment, when there was need, did not
lead to psychological problems later in life - in spite of the
expectation that orthodontic treatment improves psycho-
logical well-being and self esteem.

Dolce et al. (2007), whose protocol for their RCT was to
evaluate one-stage compared to two-stage treatment of
Class I malocclusion, were positive on the effects of stage
1 of treatment with a functional appliance or headgear on
the skeletal and dental changes. Their study followed the
subjects over a longer period than the Class II RCTs, but
still found that ultimately the early intervention had min-
imal effect on changing the skeletal pattern or the den-
toalveolar compensation.

Dr. F. Mouameletzi: When looking through your publica-
tions I realize that you have great interest in the “social”
profile of Orthodontics, and, more specifically, on how
the quality of the orthodontic treatment provided is
equally satisfying to both the clinician and the patient. In
your view, how do current orthodontic services serve the
goal of meeting the values of both clinician/provider and
patient/consumer? Could you clarify for us the field of
quality of life measures?

Dr. K. Vig: Psychosocial aspects of children having ortho-
dontic treatment were not considered until the 1980s,
when dramatic changes in facial appearance were created
by orthognathic surgery. Patients were considered to be
more socially acceptable and to get better opportunities
for jobs and an improved social life. At the same time,
changing an individual’s facial appearance also had reper-
cussions of altering the perception of their spouse/signifi-
cant others who now felt threatened by the competing
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Hebopéva (O'Brien et al.,, 2003b) nou unodeikviouv 6u n
npwiyn napéuBacn, av ka1 Pe NPocwpivé Uovo Openos,
audvel npaypaukd tnv PYUXoKOIVWVIKA AUTOEKTIUNGN Tou
naid1o00.

Mpoonukh pakpoxpovia pefétn opddas twv Shaw kar cuv.
(2007), napakodoUBnaoe nandid nAikias 11-12 ety 1o 1981
kol yia pia nepiodo gikoar xpévwv. And us 4 opddes tns
penétns, 6nAadn, «avaykn Bepaneias/un avdykn Bepanei-
as» ka1 «Bepaneia/éx Bepaneiar, n anoucia opBodovukns
Bepaneias exei 6nou unnpxe avdykn &ev dnpioupynoe
yuxonoyikd npoBAnpata apydtepa — napd v npoBAsyn
6u n opBodovukn Bepansia yevika BeAuwve v yuxonoy-
KA uyeia ka1 tnv autoektpnon.

O1 Dolce ka1 ouv. (2007), nou a§oidéyncav tn Bepaneia
TaEns 11 oe éva n 6Uo oddia oe tuxalonoinpévn Kivikh
Sokiun, Bphkav u n Asitoupyikh cuokeun N 1o e§waotoua-
K6 Nou papuoéatnkav Katd 1o npwto otddio tns Bepanei-
as enépepav Oeukés okeneukés kol odovukés petaBonés. H
penén tous napakonouBdnoe ta dtopa yia peyanUtepo xpo-
viké Sidotnpa o€ oxéon pe us tuxatonoinpéves KAvikés Soki-
pés yia tnv Tagn I kon nam, dpws, Bphkav éu tefikd n npw-
1un napéuBaon cixe eAdxiotn enibpaon otn petaBonn tou
oKeNEUKOU Npotunou h tnv odovtopatviakh avuotdpion.

Ap. ©. Mouapefiezn: Ané us dnuooieuces oas @aiveta 6t
oas evoiapépa 10 «Kovwvikd» npogiil ts OpBobovukns
Kon, MO OUYKEKPIYEVA, NS n NoIdtNta s NApexOUEVNS
opBobdovukis Oepaneias kavonoiei e§ioou tov Kiviké kan
tov acBevi. Maws, katd i yvodpn aas, n clyxpovn opBodo-
VUK unnpete 10 ot6xo va 1kavonoingel us agies 1000 ou
kfvikoU/npopnBeuth 600 kai tou acBevi/katavaiwt; Oa
pnopovUocate va pas Sieukpivioete o nedio twv pérpwv (kpi-
piwv) noidtntas zwhs;

Ap. K. Vig: H yuxokoivwvikn 6idotacn tns opBodovukns
Bepaneias dev pas anaoxénnoe péxpl tn dekaetia tou 1980,
ondte éyivav dpapaukés affayés otnv eupavion tou npo-
ownou e tv opBoyvabikn xepoupyikn. O aoBeveis Bew-
poUviav NePIcOOTEPO AnodEeKTOf KOIVWVIKA, ixav au§npéves
eukaipies yia douneid kar kadUtepn kovwvikn zwh. Mapdan-
AnAa, n addayn ts euPAvions Tou NPOCWNOU EVOS ATOLOU
gixe emnwoels ka1 oty avidnyn tou/tns cuzuyou N Twv
ONPAVUK®Y Y10 T0 dtopo autdé avBpwnwv, o1 onoiol aiobd-
voviav twpa va anefdolvial and tv eAkUoTKOTNTA ToU
61kou tous avBpwnou kar us mBavd diapopeukés npocdo-
Kies Tou ané wn zwn.

Zinv opBobdovukn, ta yuxofoyikd o@éin nou cupBdanfouv
owmnv «noidétnta» s Bepaneias and v neupd tou acbe-
voUs xpnaipgonoloUv €évvoies nou avantixbnkav ous Kovw-
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attractiveness of their spouse and their different expecta-
tions of their life.

In orthodontics, the psychological benefits contributing
to the “quality” of orthodontic treatment from the
patient’s perspective have used constructs developed in
the social sciences. The health-related quality of life
(HRQolL) has been expanded to include children to mea-
sure the impact of malocclusion in adolescents in the
Child Perception Questionnaire (CPQ). The benefits fol-
lowing orthodontic treatment that resulted in well-
aligned teeth have been studied in cross-sectional studies.
However, these children have not been followed longitu-
dinally when the benefit may dissipate, as uncontrolled
dental disease may impact dental occlusion in the adult
(Vig et al., 2007).

Dr. F. Mouameletzi: You have been educated and worked
for some time in England and Scotland before moving to
the United States. After working and living for so many
years in the U.S.A. which, if any, would you say are the
major differences between the European and American
philosophy concerning clinical and research issues?

Dr. K. Vig: As a graduate orthodontic student in Britain, I
was trained to teach and practice in a National Health Ser-
vice environment. There were two main pathways: (a)
Clinical tract in which the pathway advanced through spe-
cialized clinical practice and hospital based positions to
become a Consultant. (b) Academic tract in which the
pathway advanced through lecturer, senior lecturer and
ultimately to reach the professorial rank and Head of
Department. These separate training programs did not
expect those on the clinical tract to be necessarily writing
grants and having sponsored research with classroom
teaching commitments. Although I had been appointed
to a Consultant position at the Eastman in London the
year before I left for America, I found a very different
approach to being a full time faculty in the USA. The triple
treat of being a clinician, funded researcher and teacher
was expected to advance through the professorial ranks -
the clinical teaching being the prerogative of part-time
clinical faculty who had extramural practices. I was no
longer working in an environment of socialized medicine
and dentistry but patients either had insurance coverage
or self pay but there were also those individuals in need
of orthodontic treatment with no medical or dental cov-
erage.

Although I do believe there are advantages to both health
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VIKES EMOTNES. H oxeuzopevn pE v uyeia noidtnta zwhs
(health-related quality of life — HRQoL) nepidapBaver nAéov
kol naidid, €t wote va petpnBei n enintwon s ouykiel-
olakns diatapaxns atous epnBous pe 10 Epwinpatondyio
Avtifingns Naidiou (Child Perception Questionnaire — CPQ).
Ta o@énn petd v opBodovukn Bepaneia, nou eivan ta
kadws euBuypapmopéva dovua, éxouv pedetnBei oe Oia-
otaupoupeves penétes. Qotdoo, ta nandid autd dev éxouv
napakofouBnBei pakponpdBeopa ondte Kal to kand anoté-
Aeopa pnopei va xabei oe BdBos xpovou, kabws aveEéne-
yktn odovukn véaos givan Suvatdv va ennpedoer tn aUykAgl-
on oto evhiko dtopo (Vig et al., 2007).

Ap. ®. Mouapenetzn: Exete onoubaael ka éXete epyaotei yia
Kkanoio 6idotnua otnv Ayyiia kan tn IKwta npiv YETaKopi-
oete ous Hvwpéves Mofiteies. Metd ané t6oa xpévia nou
zeite ownv ApePIKN, notes, Epdaov undpxouv, Ba Aéyate 6u
givan o1 kUpies Siapopés petall tns eupwnaikns kal tns ape-
pikavikis giiocogias oe kivikd kan epeuvnukd Oéuara;

Ap. K. Vig: Qs petantuxiakn @orthtpia opBodovukns otn
Bpetavia, n eknaideuon pou nepinduBave Sibaokadia kol
kivikh doknon oto niaiolo tou EBvikoU Luathpatos Yyeias.
Ynnpxav 0o duvatdtntes: (a) H kvikh 066s, nou ago-
pouce o€ €161keupévn KAIVIKA AOKNON KA1 VOOOKOMEIOKES
Béoeis yia va yivel kaveis Ypnynths. (8) H akadnpaikn 066s,
onou kaveis apxize anoé Aéktopas kai, tefikd, katénnye Aieu-
Buvths Tphpatos. Autd ta Eexwpiotd eknadeuukd npo-
ypdupata dev anartooav and kanotov kviké va unoBan-
A& npotdaoels yia emxopnyoupeves épsuves kal napdninia
va éxea idakukés unoxpewaers. Mapdéio nou kateixa Béon
Ypnynth oto Eastman tou Aovbivou éva xpdvo npiv ¢Uyw
yia tnv Apepikn, n Béon tou kaBnynth nAnpous anaoxénn-
ons ous H.M.A. éxe tefsins Hapopeukés unoxpewaoers. H
AR 1:16tnta tou KAIVIKOU, €MXOPNYOUHEVOU €QEUVNTA
kol &16dokovtos otnv Apepikh e€efioostan péow s enay-
yeApaukns iepapxias, pe v évvola 6u n kvikh Sidaokadia
anotenei npovopio tou KAivikoU npocwmkoU HePIKAS ana-
oxénnons nou ackei tnv opBodovukh kai 161WTKA. Agv
epyazépouv nnéov oe nepiBandov Kolvwvikonoinpévns
10tpIKNs kan odovuatpikns. Or acBeveis €ite sixav aopaniou-
kh kdduyn tou kootous tns Bepancias eite nARpwvav o1
i6101, unnpxav, 6pwWs, Kol ekeivor nou gixav avdykn opBodo-
vuknhs Bepaneias xwpis va S1a6étouv 1atpikn h odovuatpikn
ao@anion.

Mapéio nou moteUw Nws uNAapxouv NAEoVEKTNATA Kail ota
buo ouothpata uyeias, n opBodovukn 1dikdTNTa avanty-
xOnke ka1 npowBNBnke ous Hvwpéves Moniteies ko oQei-
foupe nondd omv kaBopioukh oupBoih tou Edward
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care systems, the orthodontic specialty was promoted and
developed in the United States and much should be
attributed to the major contribution made by Edward
Angle in the early 1900's for launching the specialty of
orthodontics in Dentistry.

Dr. F. Mouameletzi: What is the current status of gradu-
ate orthodontic education in the United States? How are
recent advances in biomaterials, digital technology,
implants, genetics etc. being incorporated in the curricula
of American institutions?

Dr. K. Vig: Accreditation standards for advanced specialty
education programs in orthodontics and dentofacial ortho-
pedics in US schools require graduate programs in ortho-
dontics to meet 6 major standards. These include measures
of the program’s effectiveness and institutional affiliation,
the program director and teaching staff, the facilities and
resources, duration of the orthodontic program and cur-
riculum, the graduate student/residents eligibility and
selection and their rights and responsibilities and an
emphasis on a research experience. The curriculum is out-
lined in the standards and revised at intervals to incorpo-
rate advances in the orthodontic specialty.

Dr. F. Mouameletzi: Do you see young orthodontists being
attracted to pursue an academic career?

Dr. K. Vig: Unfortunately we are missing the next genera-
tion of emerging academics in orthodontics and the real-
ization has come too late to rectify this crisis. The cost of
educating orthodontic graduate students has increased
over the past decade and graduates have debts which
require loan forgiveness, if they are to accept a lower paid
faculty position compared to the remuneration of private
practice. The role models and mentoring junior faculty
have been impacted by a reduction in faculty positions
with university budgetary cutbacks. This has left the
remaining faculty who are stretched by teaching obliga-
tions and maintaining research funding at a time when
sponsored research is very competitive. This lack of time
for mentoring the young academic has resulted in acade-
mic orthodontics not being perceived as the attractive
career pathway it was in the past (Vig, 2004).

Dr. F. Mouameletzi: Finally, what advice would you give
to younger orthodontists?
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Angle, o onoios hdn ano us apxés tou 1900 éBane us Baoeis
s opBodovukns ws e161kdTNTas tns odovuatpikns.

Ap. ®. Mouapeetzn: MNoia ivan n IPéxouca KATAOTAGN NS
opBodovuxkis eknaibeuons ous Hvwpéves Momeies; Mws
evowuatmvovtal o1 cuyxpoves efefias ota BioUmikd, v
Yn@iakh texvonoyia, T EUPUIEHATA, TN YEVETKN KAN. GT0
npéypappa Hidackadtias twv apepikavikwv Mavemotnyiwv;

Ap. K. Vig: lia va unaxBouv ota motonoinpéva eknaideut-
K@ npoypdappata avartatns e1dikeuons otnv opBodovukn kai
v obovionpoowmnikh opBonedikn, ta petantuxiakd npo-
ypappata opBodovukns aus H.M.A. npénel va ninpolv 6
Baoikd kpitnpia. Autd nepifapBavouv pétpa ektipnons tns
anotefeopaukétntas ou npoypduuatos kar Beopikh ava-
yv@pion, ta npocdvia tou dieubuvth NPoypappatos Kai 1oy
H16akukoU NpocwnKoU, ToUs XWPous eknaideuans kal tous
népous, tn Hidpkeia ka1 0 npdypappa Sdaokadias, tnv
katadAnAdtnta kar emAoyn Twv UNOYNPIWV PETANTUXIOKMV
POINTMV Kal, Td GIKAIOPATA KOl TS UMOXPEWATEIS TOUS Kal
éupaon otnv epeuvnukn guneipia. To npdypappa wwv padn-
HATWV NEPIYPAPETAN O YEVIKES YPAPUES ota npdtuna KPItA-
pia kar avaBewpeital katd Siaothpata, €101 WOTE Va GUKNE-
pinauBave us ekdotote e€eni€els nou agopouv atnv opbo-
Sovukn eidikdtnta.

Ap. ®©. Mouaueiezh: Motedete 6u n akadnpaikh otabio-
Spopia eivan kdu nou evbiagépe tous véous opBodovukous;

Ap. K. Vig: Auotuxms fsinel n endpevn yevid avepxopevwv
akadnpaikmv ka1 autd to ouveilbntonoinoape nodu apyd
yia va pnopécoupe va enavopBmooups. To kAOTOs tns
exnaideuons petantuxiak®@v @ortntdv opBodovukns E€xel
auénBsi tnv teeutaio dekaetia kar o1 POTINTES €XOUV XPEN
nou anartouv diaypah twv daveiwv tous, EpOcov anode-
Xtouv navemotnpiakn Béon nou ouvendyetal XxaunAotepes
anodoxés oe oxéon e v 101wTKA doknon tou enayyénpa-
10s. O1 nepikonés 1ou NPoUNnoAoyIoHOU TwV Navemotnpiwy
obhynoav og peiwon twv navemotnpiakwv Béogwv, yeyo-
vos nou ennpéace kan tnv kaBodnynon twv vedtepwv nave-
maotnpiakav. Etal, 1o npoowmké nou undpxel npénel kal va
kanuyer us 616akTKES UNoxpewoels kal va diatnpnoer v
€peuvNUKN xpnuatodétnon oe kaipous noAU aviaywviou-
KoUs yia s emxopnyoupeves épeuves. H éAfgiyn xpovou yia
exnaideuon kar kaBodnynan twv véwv akadnpaikwv eixe ws
anotéisopa n akadnpaikn otadiodpopia va pnv givan 16co
eAkuoukh 600 oto napenBov (Vig, 2004).

Ap. ®. Mouapeiezh: Téfos, noia givar n oupuBoudn oas
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Dr. K. Vig: Academic orthodontics has been a fulfilling life
and career for me and I still love to coming to work! The
camaraderie and support of my colleagues and the excite-
ment of creating new knowledge is something that
money cannot buy - private orthodontic practice may be
more remunerative than a fulltime academic faculty posi-
tion, but without the challenges of balancing teaching,
research and clinical practice. Just as the celebration of
Nobel Prize winners in Stockholm covers a week of cele-
brating the outstanding achievements in science and
academia, so in a less audacious setting this should be
reflected in the life time of an academic. The social side of
sharing ideas and expertise, providing opportunities for
junior faculty and, nurturing and protecting them, while
facilitating their academic advancement, provides a cli-
mate of true mentoring with bringing-up the next gener-
ation to pass on the same nurturing and mentorship of
their teachers and role models. On a positive note, young
faculty are now eligible for various loan forgiveness pro-
grams and they are to be cherished and encouraged as the
teachers of our next generation of orthodontists. The pool
of applicants entering postgraduate orthodontic training
programs has never been more talented and the opportu-
nity to teach and collaborate with such accomplished indi-
viduals is an exhilarating and fulfilling opportunity as fac-
ulty. It is a great time to choose an academic career in
orthodontics with opportunities for advancement, an
unsurpassed quality of life and protection from an uncer-
tain economy.

Dr. F. Mouameletzi: Dr. Vig, on behalf of our readers, I
would like to thank you for this enlightening and very
interesting interview.

References

Ahrens EH, Jr. The Crisis in Clinical Research: Overcoming Institu-
tional Obstacles. New York: Oxford University Press, 1992.
Cochrane AL. Effectiveness and Efficiency: Random reflections on
health services. Chapter 5. British Medical Journal - The
Nuffield Provincial Hospitals Trust, Cambridge University press

1972;26-44.

Dolce C, McGorray SP, Brazeau L, King GJ], Wheeler TT. Timing of
Class II treatment: skeletal changes comparing 1-phase and 2-
phase treatment. Am ] Orthod Dentofacial Orthop
2007;132:481-9.

O'Brien K, Wright ], Conboy F, Sanjie Y, Mandall N, Chadwick S, et
al. Effectiveness of early orthodontic treatment with the Twin-
block appliance: a multicenter, randomized, controlled trial.
Part 1: Dental and skeletal effects. Am ] Orthod Dentofacial

HELLENIC ORTHODONTIC REVIEW 2007 « VOLUME 10  ISSUE 2



EAnHNIKH OpaoAONTIKH EneEQPHEH

Luvéveutn /Interview

npos tous véous opBodovukous;

Ap. K. Vig: H akadnuaikh opBodovukn poU npdoepe pia
nAnpn zwnh ka1 otadiodpopia kar e§akoAoubw va Bédw va
nnyaive otn douneid pou pe xapd kdbe pépa. H ouvipo@i-
Kétnta Kan n unoothpign twwv ouvadénpwv pou kai o evBou-
01006s Tns anoktnans kaivoupias yvwaons dev ayopdzovian
pe xphpata. H 16 1iwukh doknon ths opBodovukns pnopei va
eivan mo emkepdns and ia nAhpous anaoxéAnons naven-
omnpakh Béon, dev npooépel, dpws, v NPOKAncn nou
undpxel étav npénel kaveis va Bpel pa 10opponia petau
Sidaokadias, épeuvas kar kivikhs npd&ns. O1 navnyupiopoi
twv vikntv twv BpaBeiwv Nounéd otn Ztokxodun &iap-
KoUv pna eB&opdda optacpou wwv eEaPEUKOY EMTEVYUA-
v ous emotnyes. Kanws étol Ba énpene va cupBaivel -
€otw Kan o€ noAU pkPOteEPN KAlipaka — kal otn Zwh Tou aKa-
SnpaikoU. H kovwvikh nisupd tns avtaddayns 16ewv Ka
€161KEUEVNS YVOoNs, TNS NPOCPOPAs EUKAIPIMY OTOUS VEO-
TEPOUS MAVEMOTNUIAKOUS, N EUKAIPia va tous YanoUXel Kai
va tous npootatelel kaveis dicukonUvovtas napdAfnia tnv
akadnpaikn tous €€MEn, dnpnoupyei pia atudoPaipa npay-
paukns kaBodnynons nou avatpépel v endpevn yevid.
Autoi, pe tn ogipd tous, Ba nepdoouv otous ENOUEVOUS TS
apxés nou nhpav and tous péviopes kan tous daokdnous
tous. Na va noUpe kai ta Beukd, o1 vedtepol navemaotnyia-
Koi éxouv twpa tn duvatdtnta va PNouv o€ nPoypdupata
anadfayns daveiou kar npénel va tous Bswpoupe noAvu-
pous Kai va tous evBappuvoupe ws daokdanous ns eNope-
vns yevids opBobovukwv. O1 gortntés nou kdvouv aitnon
yia ta petantuxiakd npoypdupata opbodovukns ivan ndpa
nonu tadavtouxol. Na guds to npoowmiko, n didackadia kai
n ouvepyaoia pe tooo d&ia dtopa anotenei ouvapnaoukn
euneipia nou pas 1kavonoiei Babid. Lnpepa, eivan pa e§onpe-
TUKA Xpovikh auypn yia va emAiéEel kaveis va atabiodpopn-
ogl otnv akadnpaikh opBodovukn énou undpxouv ukai-
pies yia e€€mén, aenépaotn noidtnta zwhs ka1 NPoctacia
o€ pa aBéBain oikovopia.

Ap. ®. Mouapedetzn: Ap. Vig, K HéPOUS WV QVAYVWOTOV

pas, Ba "Befa va oas euxapiotiow yia auth v 1diaitepa
evbiapépouaa ouvévieutn.
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