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The relationship between oral health-related
quality of life, the need for orthodontic treatment
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Introduction: Orthodontic treatment aims at oral health and restoration of function as main objectives, however, psychological and social effects end up being the main reason for the demand for treatment.
Objective: To determine the association between the oral health-related quality of life (OHRQoL), the need for orthodontic treatment and bullying among Brazilian teenagers.
Methods: This was a cross-sectional epidemiological study. To assess the malocclusion, the Dental Aesthetic Index was
used. And the Oral Health Impact Profile-14 was used to analyze the OHRQoL. The Kidscape questionnaire was used
to investigate cases of bullying. The following variables were also included: previous orthodontic treatment and a desire
to fix the teeth to improve one’s appearance. Multivariate analysis was performed using logistic regression considering the
poor OHRQoL as a response variable.
Results: 815 teenagers participated in the study. There was a statistically significant association between oral health-related quality of life and the variables: previous orthodontic treatment (p = 0.0270), desire to fix the teeth (p < 0.0001),
sex (p = 0.0309), history of being a victim of bullying (p < 0.0001), frequency of bullying episodes (p = 0.0170), and consequences of bullying (p < 0.0001). The following were considered as risk factors for poor OHRQoL: lack of previous
orthodontic treatment (OR = 2.191) and negative consequences of bullying (OR = 3.042).
Conclusion: The need for orthodontic treatment was not associated with the OHRQoL; however, bullying and previous orthodontic treatment had a statistically significant association with this variable.
Keywords: Adolescent. Quality of life. Bullying. Orthodontics. Malocclusion.
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termine the association between the OHRQoL, the
need for orthodontic treatment and a history of bullying, among Brazilian adolescents enrolled in the public education system.

INTRODUCTION
Malocclusion is considered a public health problem, due to its high prevalence in the society.1,2
In Brazil, it ranks third among the major problems
related to oral health, and about 37.6% of adolescents aged 12 years or older have some type of malocclusion3. Although it is not considered a disease,
the disorder requires orthodontic treatment because it may increase the subject’s susceptibility to
develop diseases such as periodontitis and trauma,
and also affect oral functions, making it difficult to
chew, swallow, and speak.4,5
Scientific evidence has shown that malocclusion
can have a negative effect on the oral health-related
quality of life (OHRQoL). Untreated people who
have this disorder, in comparison to those who have
already received orthodontic treatment, usually have
a worse OHRQoL,6,7 since it is a complex condition
that involves biological and psychosocial factors.8
Although orthodontists traditionally consider oral
health and function reestablishment as the main objectives of clinical intervention, psychological and social effects can be the main reasons leading patients to
seek for treatment.9
In this context, it is known that the expression
of body image has great importance during adolescence. Dissatisfaction with the body at this stage can
be quite prevalent, because physical changes and the
significant biopsychosocial transformations inherent
to this period of life can be potentially negative when
individuals are morbidly concerned about how they
are seen by the others.10,11 In addition dissatisfaction
with body image may appear as a factor associated
with bullying.12,13
Bullying among adolescents at school has been
widely studied. This phenomenon is a subtype of
violence, and it is characterized by negative actions
of one or more students in an unequal power relationship.14
However, there are few reports of studies that
evaluated the impact of bullying on OHRQoL of
Brazilian adolescents. Furthermore, most of the studies investigating the effect of orthodontic treatment
on OHRQoL in adolescents were conducted in a
clinical setting, by evaluating adolescents who seek
treatment for either aesthetic or functional reasons.
In this context, the objective of this study was to de-
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MATERIAL AND METHODS
Study design and sample selection
This was a cross-sectional epidemiological study
with adolescents of both sexes enrolled in public
schools of a medium-size city in northwest São Paulo,
Brazil, from August to December 2014. The city had
20 elementary schools in the urban area, and nineteen
schools were selected to be part of this study, because
one of them did not consent in time for data collection (n = 4.283). The students participating in the
study belonged to the 11-to-16-year-old age group
(students from 7th, 8th, and 9th grades of elementary
school). This age group was chosen because they had
the minimum education required to answer the selfadministered questionnaire. All adolescents enrolled
in these grades were invited to participate in the
study; however, were excluded: adolescents whose
parents did not allow the examinations; adolescents
who were allowed but did not want to participate;
and adolescents who were not present on the three
dates scheduled for the examinations.
Considering the age range of the students, the
prevalence of bullying in the city studied was unknown (50%). Considering an error margin of 5%
and reliability of 95%, the minimum sample size was
determined to be 384 individuals. Due to the number
of schools in the city, the sample collection was performed considering both the number of schools and
the number of students. It was established that the effect of the sampling design was two-fold (corresponding to the two collection stages), and, in this case, the
sample size should be at least 768 individuals.
The final sample consisted of 815 adolescents;
therefore, it showed adequate statistical power.
Moreover, the bullying sample was estimated to be
48.22%, which is close to the prevalence established
and within the error margin considered.
Data collection
Initially, participants were separated into groups
of 10 students and asked to answer to the self-administered questionnaire (assessing the variables sex,
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The oral examination and the questionnaire
analysis were carried out in the educational institution itself by a single previously calibrated researcher.
The pilot study and the pre-test preceded the study.

age, skin color, history of orthodontic treatment
prior to the study, desire to fix the teeth to improve
one’s appearance) and the Oral Health Impact Profile (OHIP-14) and Kidscape indices. The OHIP-14
index measures the impact of dental problems on the
subject’s quality of life. Its first version was developed
by Slade and Spencer 15 in 1994, and contained 49
questions (OHIP-49); later, Slade16 (1997) published
a reduced form containing 14 questions (OHIP-14).
Oliveira and Nadanovky17 (2005) performed the
instrument validation in Portuguese, describing the
psychometric properties of the Brazilian version of
OHIP-14. The result of this index can range from 0
to 56. The minimum value obtained in this study was
0 and the highest, 32. It was considered the median
as the cutoff point; thus, OHIP< 8 was considered as
good and ≥8, as bad.
In order to evaluate bullying among students,
we used the Kidscape model, a questionnaire developed by the British institution KIDSCAPE, which
is engaged in preventing bullying and child sexual abuse.18 The questionnaire was adapted for this
study, being considered the following issues: the
frequency of bullying episodes, its consequences,
the type of intimidation, the sex of the author, and
if the victim ever practiced bullying. For the question regarding the sex of the author of the bullying, the following categories were added: boy, girl,
no answer. For the question regarding the kind of
bullying suffered, were included options to provide
more than one answer and no answer.
Subsequently, oral examinations were performed
following the diagnostic criteria recommended by
the World Health Organization (WHO). Biosecurity precautions were taken to protect the participants and the examiner. The Dental Aesthetic Index (DAI) was used, an instrument proposed by
Cons et al19 in 1989, which evaluates, besides the
occlusion, the aesthetics of the individual. After examination, the occlusal condition is categorized into
the following groups: no abnormality or mild malocclusion (without treatment need), defined malocclusion, severe malocclusion, and very severe or disabling malocclusion. To analyze the association of
data, the results of this index were dichotomized in:
need for treatment (> 25: mild, moderate and severe)
and no need for treatment (≤ 25: normal).
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Data analysis
Data were analyzed using the statistical program
SAS for Windows, version 9.3. The chi-square test or
Fisher’s exact test at a 5% level of significance was applied to verify the association between OHRQoL and
the independent variables (sex, age, skin color, DAI index, previous orthodontic treatment, desire to fix the
teeth, history of being a victim of bullying, frequency
of bullying episodes, sex of the author, the kind of
bullying suffered, and if the victim has ever practiced
bullying). Multivariate analysis was performed using logistic regression considering poor quality of life
as a response variable, and the others as explanatory
variables. Variables that showed statistical significance
were included in the model and the results were expressed as an odds ratio (OR), in association with bad
OHRQoL and its confidence interval of 95% (CI).
Ethical aspects
The study was approved by the Ethics Committee
in Research with Human Subjects of Universidade Estadual Paulista Júlio de Mesquita Filho. The adolescents
were examined only when parents or guardians had
signed the Informed Consent form. Data collection
began after the approval of the regional director of
education and the direction of the schools involved.
RESULTS
A total of 815 adolescents aged between 11 and 16 years,
and enrolled in municipal elementary schools participated
in the study. Table 1 shows the epidemiological profile of
the students; the age distribution shows that the extremes
of 11 and 16 years were the least prevalent. The study population predominantly contained participants with brown
skin and female participants. Table 1 also shows that most
students had not undergone orthodontic treatment prior
to this study, although almost all of them reported that
they would like to fix the teeth to improve their appearance. Approximately 40% of the studied adolescents had
a need for orthodontic intervention, and the relationship
of those who considered having a good OHRQoL with
those who did not consider was balanced.
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Table 2 shows an alarming fact: almost half
(48.2%) of the adolescents interviewed reported being victims of bullying. In most cases, the event was
not isolated and was repeated more than once. Notoriously, male adolescents were the main provocateurs
of the episodes of bullying. According to the victims,
the intimidation was usually in the form of verbal aggression. Students who experienced bullying, in most
cases, did not declare themselves as authors of episodes of intimidation.

Table 3 shows the relationship between the variables Dental Aesthetic Index and the history of being
a victim of bullying.
Analysis of the association between OHRQoL and
other independent variables (Table 4) shows a statistically
significant association between OHRQoL and: sex, orthodontic treatment performed prior to data collection, desire
to fix the teeth to improve one’s appearance, history of being
a victim of bullying, frequency of episodes of bullying, and
negative consequences related to bullying (p < 0.05).

Table 1 - Absolute and percentage distribution of the variables age, sex, skin
color, Dental Aesthetic Index and Oral Health Impact Profile in adolescents
enrolled in public schools.

Table 2 - Absolute and percentage distribution of variables related to
episodes of bullying in adolescents enrolled in public schools.

Variables

n

Variables

%

n

Age (years)

%

Victim of bullying

11

14

1.7

Yes

393

48.2

12

254

31.2

No

422

51.8

13

225

27.6

14

259

31.8

One time

137

34.8

15

55

6.7

Several times

161

41.0

16

8

1.0

Almost every day

57

14.5

38

9.7

488

59.9

327

40.1

Frequency of suffering bullying

Sex
Female
Male

Several times a day

Consequences of bullying

Skin color
White

333

40.9

Black

97

11.9

Brown

385

47.2

190

23.3

No

625

76.7

No

745

91.4

70

8.6

491

60.2

179

22.0

30-35 (severe malocclusion)
≥ 36 (severe or crippling malocclusion)

78
67

9.6
8.2

Oral health impact profile (OHIP- 14)
Good (≤ 8)

439

53.9

Bad (> 9)

376

46.1

22

5.9

17

4.3

Boy

256

65.1

Girl

91

23.2

Boys and girls

44

11.2

2

0.5

Type of bullying suffered

malocclusion)
26-30 (defined malocclusion)

35.5

Terrible consequences

No response

Dental Aesthetic Index (DAI)
≤ 25 (no abnormality or mild

54.3

Sex of antagonist

Would like to correct the teeth to improve the appearance?
Yes

214
140

Had to change school

Previous orthodontic treatment
Yes

No consequences
Some bad consequences

Emotional

36

9.2

Verbal

183

46.7

Physical

55

14.0
12.3

Racist

48

Sexual

11

2.8

More than one response

58

14.8

No response

2

0.2

Protagonist of bullying
Yes

127

32.3

No

266

67.7

Source: Gatto et al.20
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Table 3 - Association between the Dental Aesthetic Index and victims of bullying variable.
Dental aesthetic index (DAI)

Victim of bullying, n (%)

Non-victim of bullying, n (%)

26-30 (defined malocclusion)

81 (51.5)

98 (59.0)

30-35 (severe malocclusion)

40 (25.2)

38 (22.9)

≥ 36 (very severe or disabling malocclusion)

37 (23.3)

30 (18.1)

P value

0.3327

Table 4 - Association of oral health-related quality of life with other dependent variables.
Variables

Good OHRQoL, n (%)

Bad OHRQoL, n (%)

P value

Sex
Feminine

260 (31.9)

228 (28.0)

Masculine

149 (18.3)

178 (21.8)

11-13

255 (31.3)

238 (29.2)

14-16

154 (18.9)

168 (20.6)

White

158 (19.6)

175 (21.7)

Brown

199 (24.7)

186 (21.7)

Black

52 (6.6)

45 (5.7)

0.0309*

Age range (years)
0.2766

Skin color

0.4064

Previous orthodontic treatment
Yes

82 (10.1)

108 (13.2)

No

327 (40.1)

298 (36.6)

Yes

390 (47.8)

355 (43.6)

No

19 (2.3)

51 (6.3)

≤ 25 (no treatment necessary)

246 (30.18)

246 (30.18)

>25 (treatment necessary)

163 (20.0)

161 (19.75)

Yes

246 (30.2)

147 (18.0)

No

163 (20.0)

259 (31.8)

One time

73 (18.6)

64 (16.3)

Several times

103 (26.2)

58 (14.8)

Almost everyday

42 (10.7)

15 (3.8)

Several times a day

28 (7.1)

10 (2.5)

No consequences

110 (28.0)

104 (26.5)

Some bad consequences

106 (27.0)

34 (8.6)

Terrible consequences

18 (4.6)

4 (1.0)

Had to change school

12 (3.0)

0.0270*

Desire to correct teeth
<.0001*

Dental Aesthetic Index (DAI)
0.9539

Victim of bullying
<.0001*

Frequency of suffering bullying

0.0170*

Consequences of bullying

<.0001*

5 (1.3)
Type of bullying suffered

Emotional

17 (4.4)

19 (4.9)

Verbal

110 (28.0)

73 (18.5)

Physical

33 (8.4)

22 (5.6)

Racist

35 (9.0)

13 (3.3)

Sexual

7 (2.0)

4 (1.0)

More than one response

43 (10.6)

15 (3.9)

No response

1 (0.2)

1 (0.2)

0.1289

Victim was already antagonist of bullying
Yes

75 (19.1)

52 (13.2)

No

171 (43.5)

95 (24.2)

0.3162

*statistically significant.
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Table 5 - Logistic regression analysis considering the poor “oral health-related quality of life” outcome with the dependent variables.
VARIABLES
Sex

Skin color

Desire to correct teeth

Frequency of suffering bullying

Consequences of bullying

Previous orthodontic treatment

OR
Feminine

1.172

Masculine

1

Non-white

1.331

White

1

Yes

1.226

No

1

One time

1.482

More than once

1

With consequences

3.042

Without consequences

1

No

2.191

Yes

1

CI 95%
0.745 – 1.845

0.856 – 2.069

0.524 - 2.865

0.935 – 2.340

1.715 – 4.831*

1.302 – 3.687*

* statistically significant.

After the association analysis, the variables sex,
skin color, desire to fix teeth, previous orthodontic
treatment, frequency and consequences of bullying
were assessed in the logistic regression model. Multivariate analysis considering the outcome OHRQoL
showed that adolescents who reported consequences
resulting from episodes of bullying had three times
greater chance of having a bad OHRQoL. Another
important fact was the protective effect of previous
orthodontic treatment, since adolescents who had
undergone treatment were two times less likely to
have a bad OHRQoL (Table 5).

tion consisted of adolescents who sought orthodontic treatment21. Thus, we can highlight the influence
of bullying on OHRQoL, regardless of whether the
sample was taken from the general population or a
population in need for orthodontic treatment.
Assessments of OHRQoL are important for subjective evaluations of the population,4 as these assessments involve a multidimensional perception of
the individual, and the findings of these assessments
should be taken into consideration because concerns
such as dental aesthetics and psychological well-being
are often presented as reasons for seeking orthodontic
treatment during childhood and adolescence.20
Bullying can have devastating consequences on
the emotional state of adolescents. Low self-esteem,
impaired school performance, depression, loneliness,
insecurity, and shyness are commonly reported in
the literature as sequelae of such situations.22,23 In this
context, interventions to prevent bullying are necessary, because episodes of bullying in adolescence
can have life-long emotional consequences. In more
serious cases of persecution, depression can severely
compromise the emotional state of the victim and, in
a desperate attempt to stop the persecution, the victim may even attempt suicide.24
A notable finding in this study is that the factors
subsequent to bullying had a greater influence on the
OHRQoL than the actual event itself, because the

DISCUSSION
The results of this research are of great importance, since no previous study examined the influence
of bullying on the OHRQOL of Brazilian adolescents. Students who reported negative consequences
of episodes of bullying were three times more likely
to have a bad OHRQoL. Only one study in Jordan20
and another one in the United Kingdom24 showed
this negative impact of bullying on the OHRQoL.
In the first study, the authors found this association
in 11- and 12-year-old students who self-reported
episodes of bullying motivated by dentofacial characteristics; however, no oral examination for the presence of malocclusion was performed21. On the other
hand, in the study conducted in the UK, the popula-

© 2019 Dental Press Journal of Orthodontics

78

Dental Press J Orthod. 2019 Mar-Apr;24(2):73-80

original article

Gatto RCJ, Garbin AJÍ, Corrente JE, Garbin CAS

need for orthodontic treatment had no statistically
significant association with OHRQoL. This result
differs from most studies that evaluated this condition
and found an association between malocclusion and
bad OHRQoL.21,25 In contrast, almost all the adolescents studied reported the desire to fix the teeth to
improve their appearance, regardless of the need for
treatment. This variable had a significant association
with oral health-related quality of life, suggesting the
adolescents’ great concern with body image.
As previously reported in other studies,26 there
was a positive impact of previous orthodontic treatment on OHRQoL, and those who had not previously been treated were twice as likely to have a bad
OHRQoL. This fact is interesting because the study
was conducted in the general population, at school,
and not with patients seeking orthodontic treatment,
which could be a bias. Surprisingly, the present study
showed no association between need for orthodontic
treatment and victims of bullying. There is a complex relationship between the presence of malocclusion, psychological harassment, and OHRQoL.
The cause-effect relationship in abused individuals is
still unclear, and a combination of factors act synergistically to cause a negative impact on the psychological well-being of the individual.14,27 It is assumed that
the lack of association between these variables can be
justified by the fact that this research was conducted
outside the clinical setting. The high prevalence of
bullying in this study encompasses different types of
students with great physical and emotional diversity,
and does not show a common pattern among the
teens. Adolescence is a period of great changes10,11,
and the concepts established in this age have repercussions on behavioral relationships in adulthood and
can have negative consequences both in the professional field and in the affective zone.28-30
Some limiting factors should be considered, such
as the fact that the results of this study cannot be generalized to other locations; however, it is important
to emphasize the need to compare the results of this
study with those of other studies with similar goals
conducted in Brazil and other countries. It should
also be considered the low adhesion of the target
population. Although the sample was representative,
it was obtained a low rate of returns of parents/guardians’ authorizations. We cannot state whether the au-
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thorizations were given to those responsible for the
students; according to a report of the coordination of
participating schools, the age range of the group studied does not show great interest in extra-curricular
subjects. Moreover, unlike other countries, culturally, Brazilians do not have the habit of participating in
scientific research; the government does not encourage this practice, which is important for both the scientific environment and the community. However, it
is of great importance for the population to highlight
and measure the problem related to collaboration in
directing targeted strategies for preventive action.
Both the school and the family environment play an
important role in supporting these adolescents.
CONCLUSION
There was an association between the OHRQoL
and bullying variables. Adolescents who reported
negative consequences after bullying episodes were
three times more likely to have bad OHRQoL. There
was no statistically significant association between the
need for orthodontic treatment and OHRQoL, but
adolescents who have a history of orthodontic treatment prior to the research showed a protective effect
against bad OHRQoL.

Author’s contribution (ORCID )
Renata C. J. Gatto (RCJG): 0000-0002-7430-1522
Artênio J. Í. Garbin (AJIG): 0000-0002-7017-8942
José E. Corrente (JEC): 0000-0001-5478-4996
Cléa Adas S. Garbin (CASG): 0000-0001-5069-8812

Conception or design of the study: RCJG, CASG. Data
acquisition, analysis or interpretation: RCJG, AJIG, JEC,
CASG. Writing the article: RCJG, AJIG. Critical revision
of the article: RCJG, AJIG, JEC, CASG. Final approval of
the article: RCJG, AJIG, JEC, CASG. Overall responsibility: CASG.

79

Dental Press J Orthod. 2019 Mar-Apr;24(2):73-80

original article

The relationship between oral health-related quality of life, the need for orthodontic treatment and bullying, among Brazilian teenagers

REFERENCES

1.

Petersen PE. The World Oral Health Report 2003: continuous

17.

improvement of oral health in the 21st century – the approach of the

version of the oral health impact profile-short form. Community Dent

WHO Global Oral Health Programme. Community Dent Oral Epidemiol

Oral Epidemiol. 2005 Aug;33(4):307-14.

2003;31:3-23.
2.

18.

Almeida AB, Leite ICG, Melgaço CA, Marques LS. Dissatisfaction with
19.

determinant factors. Dental Press J Orthod. 2014;19(3):120-6.

Health Dent. 1989 Summer;49(3):163-6.
20. Gatto RCJ, Garbin AJI, Corrente JE, Garbin CAS. Self-esteem level of

Kiyak HA. Does orthodontic treatment affect patients’ quality of life? J Dent

Brazilian teenagers victims of bullying and its relation with the need of

Educ. 2008 Aug;72(8):886-94.
5.

orthodontic treatment. Rev Gaúcha Odontol. 2017 Mar;65(1):30-6.

Abreu LG, Melgaço CA, Abreu MH, Lages EMB, Paiva SM. Perception

21.

Al-Omirie M. Impact of bullying due to dentofacial features on oral

adolescents’ quality of life: a cross-sectional study. Dental Press J Orthod.

health-related quality of life. Am J Orthod Dentofacial Orthop. 2014
Dec;146(6):734-9.

Abreu LG, Melgaço CA, Abreu MH, Nogueira G, Lages EMB, Paiva

22. Seehra J, Newton JT, DiBiase AT. Interceptive orthodontic treatment in

SM. Parent-assessed quality of life among adolescents undergoing

bullied adolescents and its impact on self-esteem and oral-health-related

orthodontic treatment: a 12-month follow-up. Dental Press J Orthod.

quality of life. Eur J Orthod. 2013 Oct;35(5):615-21.

2015;20(5):94-100.
7.

23. Olweus D. Bullying at school: basic facts and effects of a school based

Thiruvenkadam G, Asokan S, John JB, Geetha Priya PR, Prathiba J. Oral

intervention program. J Child Psychol Psychiatry. 1994 Oct;35(7):1171-90.

health-related quality of life of children seeking orthodontic treatment

8.

24. Malta DC, Silva MAI, Mello FCM, Monteiro RA, Sardinha LMV, Cespo C,

based on child oral health impact profile: a cross-sectional study. Contemp

et al. Bullying in Brazilian schools: results from the National School-

Clin Dent. 2015 July-Sept;6(3):396-400.

based Health Survey (PeNSE), 2009. Ciênc Saúde Coletiva. 2010;15

Page LAF, Thomson WM, Ukra A, Farella M. Factors influencing

Suppl 2:3065-76.

adolescents’ oral health-related quality of life (OHRQoL) Int J Paediatr

25. Messias E, Kindrick K, Castro J. School bullying, cyberbullying, or both:

Dent. 2013;23:415-23.
9.

correlates of teen suicidality in the 2011 CDC Youth Risk Behavior Survey.

Paula Júnior DF, Santos NCM, Silva ET, Nunes MF, Leles RL. Psychosocial

Compr Psychiatry. 2014 July;55(5):1063-8.

impact of dental esthetics on quality of life in adolescents. Angle Orthod.

26. Masood Y, Masood M, Zainul NN, Araby NB, Hussain SF, Newton T.

2009 Nov;79(6):1188-93.
10.

Impact of malocclusion on oral health related quality of life in young

Silva MLA, Taquette, SR, Coutinho ESF. Senses of body image in adolescents

people. Health Qual Life Outcomes. 2013 Feb 26;11:25.

in elementary school. Rev Saúde Pública. 2014 June;48(3):438-44.
11.

27.

Malocclusion, orthodontic treatment, and the Oral Health Impact Profile

ideals viewed from the perspective of adolescent with a positive body

(OHIP-14): systematic review and meta-analysis. Angle Orthod. 2015
May;85(3):493-500.

Brixval CS, Rayce SL, Rasmussen M, Holstein BE, Due P. Overweight, body

28. Seehra J, Fleming P S, Newton T, DiBiase AT. Bullying in orthodontic

image and bullying: an epidemiological study of 11 to 15 years olds. Eur J

patients and its relationship to malocclusion,self-esteem and oral health-

Public Health. 2012 Feb;22(1):126-30.
13.

related quality of life. J Orthod. 2011 Dec;38(4):247-56; quiz 294.

Rech RR, Halpern R, Tedesco A, Santos DF. Prevalence and characteristics

29. Pearce JB, Thompson AC. Practical approaches to reduce the impact of

of victims and perpetrators of bullying. J Pediatr (Rio J). 2013 Mar-

bullying. Arch Dis Child. 1998 Dec;79(6):528-31.

Apr;89(2):164-70.
14.

15.

30. Ravens-Sieberer U, Kökönyei G, Thomas C. School and health. In:

Seehra J, Newton JT, DiBiase AT. Bullying in schoolchildren – its relationship

Currie C, Roberts C, Morgan A, Smith R, Settertobulte W, Sandal O, et al.,

to dental appearance and psychosocial implications: an update for GDPs.

editors. Young people’s health in context: Health Behavior in School-

Br Dent J. 2011 May 14;210(9):411-5.

aged Children (HBSC) study: international report from the 2001/2002

Slade GD, Spencer AJ. Development and evaluation of the Oral Health

survey. Geneva: World Health Organization; 2004. p. 184-95.

Impact Profile. Community Dent Health. 1994 Mar;11(1):3-11.
16.

Andiappana M, Gaob W, Bernabe E, Kandalad NB, Donaldsone AN.

Holmqvist K, Frisén A. “I bet they aren’t that perfect in reality”: appearance
image. Body Image. 2012 June;9(3):388-95.

12.

Al-Omari IK, Al-Bitar ZB, Sonbol HN, Al-Ahmad HT, Cunningham SJ,

of parents and caregivers regarding the impact of malocclusion on
2016;21(6):74-81.
6.

Cons NC, Jenny J, Kohout FJ, Songpaisan Y, Jotikastira D. Utility of the
dental aesthetic index in industrialized and developing countries. J Public

Brasil. Ministério da Saúde. SB Brasil 2010: Pesquisa Nacional de Saúde
Bucal: resultados principais. Brasília, DF; 2012.

4.

Kidscape: preventing bullying, protectin children [2013] [Access in: 2013
May 20]. Available from: http://www.kidscape.org.uk/

dentofacial appearance and the normative need for orthodontic treatment:
3.

Oliveira BH, Nadanovsky P. Psycometric properties of the Brazilian

31.

Slade GD. Derivation and validation of a short-form oral health impact

Lopes Neto AA. Bullying: aggressive behavior among students. J Pediatr
2005;81(5):S164-72.

profile. Community Dent Oral Epidemiol. 1997 Aug;25(4):284-90.

© 2019 Dental Press Journal of Orthodontics

80

Dental Press J Orthod. 2019 Mar-Apr;24(2):73-80

