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With which indications has the
series 2000-system already been used
successfully?

The Series 2000®-system has
been used for every malocclusion
available, including bimaxillary
protrusion, and that means even
patients of Hispanic and African-
American heritage in a non-extrac-
tion modality. It has been used suc-
cessfully on class III patients, it has
been used on class I [crowded with
transverse deficiency] cases, it has
been used on both dental and
skeletal class II relationships, and
also it has been used on patients
that have mid-face deficiency as
well retrognathic or prognathic
mandibles. 

In what order do you proceed?
Now, in our practice, if one has

the optimum opportunity to deliver
treatment, we would routinely se-
lect to do an orthopaedic early
phase treatment, with the idea that
you would like to develop interca-
nine width between the ages of 6
and 9. This would allow the lower
incisors to erupt and for the peri-
odontal attachments to attach in a
non-rotated dental position. This is
significant because the most diffi-
cult area to maintain orthodontic
long-term treatment stability is the
lower incisor area. Generally, this
phase 1 treatment is strictly or-
thopaedic and usually it requires
dual arch development, which

means simultaneous development
of the maxilla and the mandible
even in the absence of dental cross
bites.

There is an article presently on
the orthodontic cyber journal that
you can refer to, which was co-au-
thored with Dr. Anthony Magazini,
chairman of the Albert Einstein
Department of Orthodontics. If you
have access to the winter issue of
the World Journal of Orthodontics,
there is also a publication that was
co-authored with Dr. Larry W.
White, former editor of the Journal
of Clinical Orthodontics in Ameri-
ca, entitled “A Rationale for Expan-
sion.”  This manuscript goes into

depth as to an explanation as to the
thought process as to why you
would consider doing dual arch
development.

When we do an early phase
treatment, our intention is that
what we are trying to do is avoid
the possible need for bicuspid ex-
traction whenever possible. We are
following the statement by the fa-
ther of orthodontics in America,
Dr. Edward Angle, who said in
1903 “The best proportions, the
best balance require full comple-
ment of teeth in a normal position.”
That was the original intent by the
orthodontic speciality in America.
Our technology of the time to deliv-

er results which had acceptable
stability, and so we went often to
this extraction – non-extraction
debate.

If we were going to establish a
priority of procedure, we would
first of all address the matter of
transverse dimension develop-
ment. If we could only select one
venue of treatment, transverse
dimension development would be
priority No. 1, even in the absence
of any other form of correction. In
the U.S., it is generally thought that
the most difficult arch to develop is
the mandible. Many doctors might
think that they should select the
lower arch if that was their only

choice because that is what’s going
to limit their ability to treat the case
non-extraction. There are chro-
nicles of articles attesting to the
futility of mandibular arch develop-
ment. But in reality, the maxilla 
is most important key to mid-face
development. If early treatment is
limited to only one option, it should
be maxillary transverse develop-
ment. And if you did nothing other
than that, you could not really
damage the patient; the reason
being that you cannot over expand
bone. The muscular tissue will not
allow you to over-expand bone. You
can over expand teeth in bone, but
you cannot over expand bone,
because the bone will be limited 

in the long run by the muscular
functional matrix of that patient. 

So when we examine cases in an
early phase treatment for accept-
ability for Series 2000® mechanics,
what we generally need to start
treatment is the presence of per-
manent first molars. We also re-
quire good root structure on the
deciduous first molars. The reason
being is that when you look at the
MSX 2000® design in the lower
arch, many doctors falsely think
that this appliance is a lower 
molar distalizing design. And this
is a false understanding of what
was originally intended by the
interviewee, okay. 

We know in our research that
the first bicuspid area has the
greatest potential for expansion
with the most ability and the least
amount of relapse. So our goal was
to have an active type Fränkel ap-
pliance response that we would
stimulate that area to develop
wider and actually stress the alveo-
lus and stimulate it to grow wider
and pick up the dimension in the
first bicuspid area where we have
the greatest potential for this de-
velopment. What we generally
need do when we would diagnose a
patient that displays a class II den-
tal malocclusion is make a termi-
nation as to whether or not they
were skeletally class II as well. If
they were skeletally class II as the
result of a retrognathic mandible,
we would have to debate whether
or not we would use a MAX 2000®

on the upper arch in hope that we
might either get some spontaneous
class II skeletal reposturing so we
could get our class II correction. Or
if we are feeling that we are not
going to get this kind of response,
then we might want to consider
utilizing our distalizing maxillary
expander, called the DMAX 2000®,
which automatically and simulta-
neously would expand the arch and
distalize the first molars to bring
on a class I molar relationship.

On early treatment, we general-
ly find that the lower appliance can
be removed within six months. In
some cases the lower appliance
can be removed within 90 days.
When we take the lower appliance
off, we still have the upper appli-
ance working. We make an impres-
sion and have a lingual holding
arch made to hold our molar posi-
tion transversely and if there is
some distalization we will hold it
so that we will have some extra
leeway space in the area of the
deciduous second molar. 
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Now what this allows is that we
go through a period of time in the
first phase where the patient is only
wearing just a lingual holding arch
and the upper appliance whether it
be a MAX 2000® or DMAX 2000®.
Sometime between the 8th and 
14th month we can make a decision
to remove the maxillary design. 
When we remove the MAX 2000®

or DMAX 2000® we make an im-
pression to have a Nance holding
arch fabricated and placed within
fourteen days of the impression
appointment. The Nance holding
arch is like the lingual holding arch
to the lower, the only difference is
there is a button of acrylic against
the roof of the mouth in the anterior
palatine area.

At that point we’ve made a 
transverse development and arch
form improvement. We’ve also had
arch length improvement as well.
We then move to removable
orthopaedics with a Fränkel appli-
ance. The Frankel appliance is con-
structive to be able to be removed
or placed with both holding arches
in place. So if we have excellent
compliance we have the potential
for continued development in the
areas where we have dental erup-
tions of first bicuspids and second
bicuspids and in the maxilla
canines, because the sequence of
eruptions is altered in the man-
dibular arch compared to the max-
illary arch. The mandibular arch
eruption pattern sequence is cen-
tral, lateral, canine, first [bicus-
pids], second [bicuspids]. The max-
illa is different; it’s central, lateral,
first bicuspids, second bicuspids,
and then canines. This allows us 
to have what we call dynamic
development, as we maintain the
areas that we want to correct. 

In the early days of my practice 
I only used the Fränkel or the
Bionator or a combination and so I
was at the mercy of non-compliant
patients. Consequently, whenever 
I would do the second phase
consultation I would never know 
whether I was going to able to
display improvement or not.

Today with this system, 100 per-
cent of the time I am able to display
improvement. The other thing that
happens with this system – I find
that I extract first bicuspids in 
my practice less than 2 percent of 
the time. I have a 98-plus percent
success rate with this system.

Now, when phase two comes
along, it can be started as early 
as maybe age 10 on premature

eruption cases. So if we have early
eruption patterns, we may see
some 10-year-old children with all
permanent dentition. If that’s the
case, we don’t use the Fränkel
appliance on those patients. We
place the Series 2000® appliances
and two weeks later we simultane-
ously bracket the system. One of
the benefits of the Series 2000®

appliance design is that it can be
modified to use whatever bracket
system or prescription the clinician
personally prefers. Because of the
fact that we use bands or stainless
steel crowns for the appliances, we
can have the laboratory weld the
clinician’s own brackets which will
match the other teeth technically
allowing a straight wire technique.
The sequence of treatment is not
altered from having the Series
2000® appliances in conjunction
with the full bonded bracket sys-
tem. So it does not slow down your
wire change. In other words, your
levelling process is not slowed
down as we work with the system. 

Do you start the treatment with the
system 2000 at the same time as with
the fixed appliance?

Usually what we do on an adult
patient and all permanent dentition
cases is delay one to two weeks in
bracket placement after cementa-
tion of the Series 2000® appliances.
Generally, adult patients take a lit-
tle more time to adapt to the intro-
duction of something new in their
oral cavity. We usually cement the
Series 2000® appliances and have
the patient go for two weeks before
we direct bond brackets on. We use
this time as a two-week adjustment
period. Usually within 14 days they
are able to deal with acrylic in the
palate, their speech has remodified
back to being normal. The palatal
acrylic, which maybe a little of a li-
ability initially, has proven through
research to be of great benefit in
increasing morphological alter-
ation of the osseous anatomy. Then
the patient can easily handle the
introduction of the fixed brackets
on the remaining permanent teeth
and the placement of arch wires.
However, in the mixed dentitions
we’re not usually bracketing teeth.
The exception would be those
cases classified as class-II division
2 malocclusions. A class-II division
2 case indicates that there are
retro-inclined maxillary incisors.
We would bond brackets on the
front four teeth of these cases so 
as to allow for the advancement 
of the maxillary incisors and re-
sulting forward reposturing of the
mandible. A good number of these
cases if we measure them have
retrognathic mandibular positions
on the cranial base.

Can you quantify the forces?
Yes. The forces that we 

are presently working with is 
300 grams of unloading pressure 
in the maxilla in a low conti-
nuous force with dual springs of 
150 grams each…

… Maxilla and mandibular 
In the mandible you have to real-

ize that, transversely, we are using
300 in the first bicuspid area, but it
is in a vector form because we have
an anterior-posterior spring that
goes between the deciduous first
molar or the permanent first bi-
cuspid and permanent first molar
and a transverse spring between
the two first bicuspids or deciduous
first molars giving a combination a
vector force on the bicuspid area.

But on the molars the force
system can be no more than 
150 grams. In fact the effective
force is little less than that, because
you have equal expression of the
springs. The way we correct class II
or class III malocclusion is by being
able to delineate or defer the

springs to only activate in one
direction, so that the 150 grams can
only be expressed in one direction.
This is done by freezing the move-
ment of one of the abutment teeth
between the springs thus forcing
the springs to only effectively move
the opposite abutment tooth in the
desired direction. That will then
allow either molar distalization 
on the lower arch in class III or
bicuspid moving forward to class II
and arch development. OT
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Dr. Michael Williams is a native of
Gulfport, Miss., having graduated
from the Gulfport public school sys-
tem and Gulfport East High School
in 1968. Dr. Williams completed his
pre-dental education at the Universi-
ty of the South (Sewanee) where he
graduated Cum Laude in 1972. He
received his D.D.S. degree from
Louisiana State University Dental
School in 1976, received a U. S. Pub-
lic Health scholarship and worked
for the U.S. Indian Health Service
from 1976–78. Dr. Williams received
his Certificate in Orthodontics from
the University of California at Los
Angeles and has been in private
practice in his hometown of Gulfport
since his graduation in 1980. Dr.
Williams is a member of the ADA
and the AAO. He is a fellow of the
World Federation of Orthodontists.
He has served as a past president of
the Fifth District Dental Association
and the Greater Gulfport Dental
Society. Dr. Williams has also served
on the MPAC Committee for the
Mississippi Dental Association and as
the Civilian Consultant to Keesler

Air Force Base for TMJ Disorders.
Dr. Williams has also served on the
Memorial Hospital Sleep Disorders
team for obstructive sleep apnea. 
Dr. Williams was elected to serve 
as the Delegate for the State of
Mississippi to the House of Delegates
for the American Association of
Orthodontists. 

Dr. Williams has delivered numerous
presentations to various dental asso-
ciations on a wide variety of sub-
jects, from airway obstruction dis-
ease and abnormal craniofacial de-
velopment to his latest developments
for dentofacial orthopedics and non-
extraction orthodontic treatment. Dr.
Williams was a featured speaker at
this year’s AAO meeting in Las Vegas
concerning the topic of “CLINICAL
ADVANCES IN ORTHODONTICS.” He
has also been a featured speaker to
the American Association of Func-
tional Orthodontists and the Ameri-
can Orthodontic Society. UCLA, St.
Louis University, the University of
Pennsylvania Department of Ortho-
dontics and Farleigh Dickenson
University have sponsored his semi-
nar. Dr. Williams has been invited as
a guest lecturer to the University of
Peking in Beijing, China to share his
revolutionary treatment techniques.
Dr. Willliams has also presented
multiple table clinics and round
table discussions at various ortho-
dontic meetings, as well as fostered
research on arch development and
molar distalization with nickel titani-
um coil spring systems. Dr. Williams
holds nine U.S. patents and 20-plus
foreign patents in the field of Ortho-
dontics and Dentofacial Orthopedics.
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