What´s

new in

Dentistry

Why orthodontists should be aware of the quality
of life of their patients
Daniela Feu*

the risk of developing dental caries,1 gingivitis
and periodontal changes,24,25 or even that orthodontic treatment can prevent the development
of joint disorders16,22 or improve patients’ masticatory function.10,18 Therefore, the main benefits
of orthodontic treatment would be related to
improved aesthetics and masticatory function,
which would, in turn, result in improvements in
the patient’s social and psychological well-being,
reflected in a better “quality of life.”3,6,7,8,13,24,25
The beneficial impact of conventional fixed
orthodontic treatment on quality of life, particularly in its psychosocial dimensions, was confirmed recently by a case-control3 study and two
longitudinal prospective evaluations.6,8 “Oral
Health-Related Quality of Life” (OHRQoL) is
a multidimensional concept that includes the
subjective perception of physical, psychological and social well-being, and an overall sense
of subjective well-being. Its essence, according
to some authors, reflects an individual’s experiences, which would influence their satisfaction
with life in all different aspects.4,12,13
To assess patients quality of life, questionnaires, known as “sociodental indicators”, are
administered. These indicators seek to reveal
the perceived impact of oral health problems
on quality of life. The patient’s report will reveal to a greater extent the consequences arising from oral diseases such as functional and
aesthetic changes, since these are ultimately
individual experiences.4,12,14

Given the elective nature of orthodontic treatment the decision to start treatment
hinges on the opinions of patients and their
parents, which means that patients’ motivation
is often derived from the negative impact of
their malocclusion, be it aesthetic, functional
or social. Therefore, this patient autonomy
plays an important role in predicting the final
results since theoretically satisfaction is related to a reduction or utter elimination of the
factors that led them to seek treatment in the
first place. So how can orthodontists perform
treatments capable of benefitting patients psychosocially and be successful in this endeavor
without gaining insight into the impact caused
by malocclusion?
Faced with this new paradigm, EvidenceBased Dentistry has posed a major challenge
to orthodontic practice, namely: To be aware
of how orthodontic treatment impacts on patients’ daily lives. The reason for this lies in the
fact that, to be considered viable, any treatment,
including orthodontic treatment, should be capable of bringing significant benefits above and
beyond the biological and financial costs to each
individual patient.3,20,26
Evidence has been produced to the effect
that patients with malocclusions have a poorer
quality of life in terms of oral health than do
patients with balanced occlusions.7,13,23,24,26 No
scientific evidence has been found, however, to
prove that untreated malocclusions can increase
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the first place, view the treatment performed on
these patients. The question is: Which dimension of negative impact has led the patient to
seek treatment? Aesthetic? Functional? Psychosocial? This knowledge can help professionals
to identify their faults and weaknesses, improve
marketing and visibility from other areas of impact and break new ground in clinics and offices.
However, scientific research also produces very interesting data that can greatly help
professionals in their day-to-day activities. A
study that described the OHRQoL in 250 Chinese adolescents undergoing orthodontic treatment in periods of one week, one month, three
months, six months, and after treatment showed
that fixed orthodontic treatment improved the
subjects’ quality of life after treatment completion.6 This study also concluded that orthodontic treatment exerts a negative effect on
the patients’ OHRQoL, as has been observed
in other studies.8,15,19 In these studies, pain due
to treatment was the main causative factor in
maintaining the negative impact on quality of
life experienced by patients while undergoing
treatment. In fact, the “physical pain” dimension was predominant and increased significantly during orthodontic treatment.6,8 Chen et
al6 noted an even more negative impact in the
first week of treatment.
According to these authors, the negative impact of the first week is significantly worse than
what prompted the patient to seek orthodontic
treatment in the first place, and it only goes back
to normal three months into treatment.6 During
this period, the patient should be clearly focused
on the likely effects of the first treatment phase
in order to avert a breach of trust. In fact, Pringle et al21 reported that in their sample, 91% of
the orthodontic patients experienced episodes
of pain. Pain was described as the worst aspect
of treatment and as the key reason to want to
discontinue orthodontic treatment.17,21 In the
patients’ view, the major relationship problem

The need to evaluate orthodontic patients’
quality of life reflects the importance of dental
and facial aesthetics in people’s lives, and the
extent to which they evaluate their own aesthetics. Within a social context of the cult of
beauty, a significant presence in Brazil, this type
of analysis can not be apart of the diagnosis.
This evaluation will seek to primarily evaluate
the impact and/or disadvantages that malocclusion and consequential aesthetic, functional
and social amendments will generate, since, for
the same malocclusion, there will be different
psychosocial impacts. This means that the same
malocclusion may be perceived differently by
people, and that individual perception is probably the key to search for orthodontic treatment,
relating to whether or not the severity of malocclusion.19 Similarly, for these different perceptions, expectations of different results emerge
which are not always commensurate with the
dimension of the malocclusion, but rather with
the extent of the impact it has generated for
that particular patient. Consequently, these
outcome expectations will vary from individual
to individual for the same malocclusion.4
In general, questionnaires are divided into
“dimensions of impact.” That is to say, groups
of questions that identify whether a specific dimension, e.g., the patient’s masticatory function
or social life, is being affected by the problem
presented by the patient.14
Locker14 was one of the first authors to argue that these indicators should be used in dental offices and clinics to assist professionals in
their understanding of the individual needs of
each patient, which are usually unknown. Besides providing greater knowledge of each individual patient, the use of these questionnaires
in the initial consultation will reflect the type
of demand that is generated. The dimensions of
impact that are most negatively affected by patients may disclose how society and the professional colleagues, who referred these patients in
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questionnaires be administered separately to parents and adolescents so as to correctly identify
their complaints. A negative impact on quality
of life of adolescents does not necessarily mean
that they will be more cooperative during treatment.15 However, being aware of their perception and whether in fact there are negative impacts can certainly assist professionals to properly individualize and adapt their treatment plan.
Knowledge of the impact of teenagers’ oral
conditions on their quality of life has several
positive implications,7,15 as it reveals their perceptions about their own oral health and appearance, thereby providing better communication between patient, parents and orthodontist.9,11 As orthodontists gain insight into the
consequences and importance of the adolescents’ oral conditions in their daily life as well
as in the lives of their parents, quality individualized treatment can be rendered to patients
and their family alike.11
Therefore, assessing quality of life as it relates
to patients’ oral health before and after treatment makes it possible to significantly improve
the dentist-patient relationship and, especially,
to achieve more successful treatment results.
Obviously, searching for a patient’s “chief complaint” demonstrates concern for the negative
impact generated by their malocclusion, and
this has been accomplished by orthodontists
and other dental specialists for years. But nowadays, in light of the new tools designed specifically to measure these impacts, is that enough?

was a lack of feedback from the orthodontist
during the first phase of treatment and in episodes of acute pain caused directly by the appliance. It should be borne in mind that during
periods of pain patients’ quality of life is significantly undermined and, therefore, clinicians are
expected to provide immediate assistance.
After setting up the orthodontic appliance,
some authors recommend that a phone call be
scheduled for the following day, and report that
thanks to this call significant results were achieved
in reducing the patients’ pain perception.2,17
Bartlett et al2 also observed that the contents of
the phone call made no difference in the positive
impact it generated on these patients. These studies did not address the quality of life of treated individuals, but rather their perception of pain and,
considering the negative results observed in the
first week of treatment, actions that can improve
patients’ quality of life should be employed.
As regards patient compliance with the treatment, assessment of quality of life can also help
professionals better understand the patient before proposing and initiating any treatment modality. Chew and Aw5 observed that, in adolescents, the impact of a poor aesthetic condition
is significantly worse for the parents. Often, it is
precisely this impact on the parents that leads
them to seek treatment for their children. Professionals should try to identify whether or not
the children, who are ultimately the patients, are
also negatively affected by their malocclusion.
To this end, it is recommended that sociodental
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