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Abstract:- 
Aim - The purpose of this study was to evaluate the effect of first six months of orthodontic treatment in improving oral 
health related quality of life (OHRQoL). 
Materials and Methods - Ninety parents of the adolescent patients undergoing fixed orthodontic treatment answered a OHR 
QoLquestionnaire based on modified family impact scale (FIS)before orthodontic treatment(T1) and after 6 months of the 
start of treatment (T2). The Wilcoxon signed rank test was used to determine the significance difference in FIS scores 
between T1 and T2. Effect size andminimal clinically important difference (MCID) for the FIS were also determined. 
Results - There was statistically significant difference betweenFIS scores at T1 and T2 (P<0.001). 
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I. INTRODUCTION 
 
The successful outcome of orthodontic treatment 
depends on the knowledge and skill of the treating 
orthodontists well as compliance and cooperation of 
the patient. The behaviors required of the patient such 
as keeping appointments, maintaining oral hygiene, 
adhering to dietary recommendations, wearing and 
maintaining appliancesare sometimes complex and 
may disrupt established routines or interfere with 
social activities.5 
As the separation from parental values and movement 
toward peer group standards starts, psychological 
activity manifest as general resistance to adult 
authority.Previous studies have found out that the 
patients 12 years of age and younger were more 
cooperative than patients in their adolescence.6,7 
Although these findings are important, they may not 
be of great assistance in predicting the responses of a 
given adolescent in orthodontic treatment. 
Researchers have found out that the severity of 
malocclusion and the need for orthodontic treatment 
are assessed in very different ways by patients, their 
parents and orthodontists.5,8The benefits of 
orthodontic treatment were perceived in terms of 
improvement in appearance and represent important 
goals for many patients. Parental support will be 
effective in ensuring cooperation during treatment. 
The orthodontist's relationship with both parents and 
patients especially adolescents is critical to ensure 
successful results. 
Oral health-related quality of life (OHRQoL) 
highlights the impact of oral health or disease on the 
individual’s well-being or quality of life (QoL).1 
Considerable research efforts have focused on the 
development and validation of OHRQoL assessment 
tools.2-4The effect of orthodontic treatment on QoL 
and OHRQoL have been extensively studied but 
scant literature is available regarding its effect on the 
family of the orthodontic patients mostly of whom are 

in their adolescence. Therefore, the purpose of this 
study was to evaluate the effect of first 6 months of 
fixed orthodontic treatment on the families of 
adolescent patients. 
 
II. MATERIALS AND METHODS 
 
Ninety parents (63 mothers and 27 fathers)of 
adolescent aged 12-14 years undergoing orthodontic 
treatment with a fixed appliance in our institution 
were selected for this study. Parents of adolescents 
with cognitive disorders, craniofacial anomalies and 
poor oral health were excluded from this 
study.Participants needed to be literate & fluent in 
either English or Hindi language.All parents 
participated voluntarily and signed informed consent. 
The ethical clearance was obtained from the 
Institutional Ethical committee of the concerned 
institution.  
 
Questionnaire pertaining toOHRQoL based on 
modified Family Impact Scale (FIS) before (T1) and 
six months after the start of the treatment (T2) as 
illustrated in Table 1 and 2 were answered by the 
participants. The questionnaires were self-
administered within a 15-minutes time frame.  The 
modified FIS consisted of seven items divided into 
two subscales: ParentalActivity (PA: four items) and 
Parental Emotions (PE: three items). Each itemhad 
five responses: never=0; once or twice=1; 
sometime=2; often=3; and every day or almost every 
day=4. The FIS score was computed by summing all 
of the item scores. The overall score ranges from 0 to 
28; a higher score denotes a greater degree of the 
impact of the child’s oral condition on the functioning 
of parents/caregivers and the family as a whole. 
 
III. STATISTICAL ANALYSIS  
Data was compiled using Microsoft Excel worksheet 
and statistical analyses were carried out using the 
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Statistical Package for the Social Sciences (SPSS, V 
18.0). The Wilcoxon signed rank test was used to 
determine the significance difference in FIS scores 
between T1 and T2. The significance level was set at 
P <0.05.Effect size was calculated to measure the 
magnitude of orthodontic treatment effect. Also, 
Minimal Clinically ImportantDifference (MCID) for 
the FIS was calculated to determine threshold above 
which outcome was experienced as relevant by the 
patient. 
 
IV. RESULTS 
 
The adolescents’ demographic characteristics are 
illustrated in Table 3. The comparison of median and 
mode of PA, PE and overall FIS scoresat T1 and T2 
using Wilcoxon signed rank test are illustratedin 
Table 4. PA, PE and overall FIS scoreswere found to 
be significantly lower at T2 as compared at T1 (P< 
0.001).  
 
The mean of PA, PE and overall FIS scores as well as 
effect size and MCID are illustrated in Table 5. The 
effect size indicates a moderate clinically meaningful 
change for PA and PE scores (in the range of 0.3-0.7) 
and large clinically meaningful change for overall 
FIS score (>0.7). Out of the 90 participants exceeded 
the MCID for the overall FIS score. 
 
DISCUSSION 
 
Malocclusion is not a life threating condition but its 
ill-effects are very well accounted.13 The cause and 
the effect relationship between malocclusion and 
psychological disturbances, oral health and oral 
functions were well established.13,14OHRQoL 
determine the therapeutic interventions which 
improve the life of patients. Orthodontic treatment 
had a significant impact on quality of life, especially 
in the first 6 months of therapy. 
 
In the present study, the age group of patient selected 
was in the range 12-14 years as these patients are 
accompanied by parents / caregivers while visiting 
for orthodontic treatment. Mothers accompanied their 
adolescents to orthodontic appointments in 70% of 
cases. As a result of social changes, mothers currently 
spend less time with their children and adolescents 
than in the past, but they remain involved in caring 
for their children and respond reliably to questions 
regarding health.2,15As mothers tend to be more 
involved in child care, it is likely that they are more 
aware of their children’s views regarding OHRQoL 
than the father.15,16 
 
The importance of health-related quality of life has 
been widespread acceptance in medicine although 
oral health status affecting the quality of life has 
recently been evolved in the last 20 years.Gift and 
Atchison17 the need to conceptualize oral health as an 

integral part of general health and to consider the 
contribution of oral health to overall health related 
quality of life (HRQoL). It was observed in the 
present study considering the parental activity & 
emotions were very highly significant (P<0.000) 
difference was seen in the prior & after 6 months of 
orthodontic treatment duration. Also in the overall 
modified FIS subscale score showed very highly 
significant improvement, which come in accordance 
with a similar study done by Aberu2 in which the FIS 
score i.e. parental activity and emptions were 
significantly lower at T2 to T1 (P<0.001). 
 
Cunningham et al18 suggested that the malocclusion 
is capable of producing physical, social and 
psychological trauma.13,18 The parental support exerts 
a considerable positive effect on an adolescent’s 
response towards treatment and thus overall 
increasing the QoL.Locker et al19did not found any 
social and psychological impact of the malocclusion. 
However, in the present study,there is a significant 
improvement in family OHRQoL after 6 months of 
orthodontic treatment among the adolescents. As the 
family plays a central role in adolescent health, it is 
essential in clinical practice to have appropriate 
communication with parents and caregivers 
concerning what can be expected from the 
orthodontic treatment of their adolescent sons and 
daughters in terms of pain, discomfort, limitations, 
and inconvenience. This strategy can lead to less 
disappointment and fewer treatment dropouts, 
thereby,improving the quality of orthodontic care.20 
 
Limitation of the study in the first month after the 
placement of a fixed appliance, theadolescent patient 
experiences a poorer OHRQoL in comparison to 
pretreatment OHRQoL as a result of the combination 
of pain, inconvenience, disability, andpsychological 
discomfort.  
 
The finding of this study and other previous study as 
quoted above show that orthodontic intervention 
improving OHRQoL of patients to a significant level 
thereby assisting them in improving / increasing their 
own and also their parents / caregiver personal 
perception in social activities. 
 
CONCLUSION 
 
The initial stage of orthodontic treatment with a fixed 
appliance had a significantly positive effect on the 
adolescent families.Oral health related quality of life 
provides the basis for improving the quality of life 
and it should beconsidered as an important element of 
global oral health program.  
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