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Aims: (1) To evaluate consultant orthodontist opinion on referral of orthognathic patients to a liaison psychiatrist or
psychologist and (2) To investigate the value of training orthodontic specialists in recognition of patients with psychological
profiles that might affect orthognathic outcome.

Design: Questionnaire-based study
Subjects and Methods: A structured questionnaire was distributed to all consultant orthodontists in the UK.

Results: Approximately 40% of consultants thought that up to 10% of their orthognathic patients would benefit from
psychological assessment by appropriately trained personnel. Twenty per cent of consultants were not certain what proportion
of their patients would benefit from referral and over half the respondents said they do not refer any orthognathic patients for
assessment. The most common reasons for referral were past/current psychiatric history (36%), unrealistic expectations (32%),
‘gut instinct’ (14%), no significant clinical problem (13%). Reasons not to refer were: nobody to refer to (30.5%), fear of patient
reacting badly (15.8%), not sure who to refer to (14.7%), response from mental health team not useful (12.4%), waiting list too
long (9.6%). The majority of clinicians felt they would benefit from training in this field (84.7%), as over 80% reported no
teaching or training in psychological assessment/management.

Conclusions: Although we have no evidence to prove that interdisciplinary care is better for patients, clinical experience and
reports from clinicians working in large centres, tells us there are probable advantages. The development of a training
programme for both orthodontists and mental health teams would seem to be beneficial for both clinicians and patients.
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Introduction

Little is known about psychosocial outcomes and body
image following orthognathic treatment or about the
risk factors that influence patient satisfaction and
dissatisfaction. Older studies that have looked at
satisfaction following orthognathic treatment have been
predominantly retrospective. Those studies that have
been prospective have not identified factors which
account for the variance in satisfaction. A means of
identifying those patients who will respond poorly to
treatment would be ideal but does not appear to
currently exist.
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Selection of patients for orthognathic treatment involves
various factors that may ultimately influence levels of
patient satisfaction.! These include: physiological; medical;
interpersonal and psychological. The majority of studies
investigating the psychological aspects of patients under-
going orthognathic treatment, have shown that patients
seeking orthognathic treatment are psychologically well
adjusted prior to surgery, and appear to have fewer deficits
in their personality dimensions than those patients seeking
other ‘cosmetic-type’ procedures.> * However, it has been
reported that a surprisingly large number of individuals
with dentofacial deformity experience a level of psycholo-
gical distress that warrants intervention.’
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What makes patients satisfied?

Lavell (cited in Lewis e al.)! emphasized that satisfac-
tion begins with selection of appropriate patients. They
suggested that an evaluation should be made of the
patients’ Self-assessment of attractiveness, Anxiety, Fear
and Expectations and this evaluation could be repre-
sented by the acronym ‘SAFE’. However, such a
strategy might be overly conservative and exclude some
of the patients who stand to benefit the most.

High satisfaction with orthognathic treatment has also
been related to:

o Realistic expectations with regard to outcome®

o Patients with a realistic expectation of post-operative
discomfort and recovery’

o Effective pre-operative preparation of the patient®

e Good psychological adjustment both pre- and
post-operatively®

Predicting patients who may not be
satisfied

Previous studies have found approximately 5-8% of
patients are dissatisfied post-treatment.” A number of
factors seem to make some patients better surgical
candidates than others. For example, those who have a
reasonable body image; those who know what they want
to achieve from treatment and can answer positively to
questions such as ‘What do you think is wrong? or
‘Why do you want treatment?’'® and those with a long
history of unhappiness about a particular feature rather
than having recently developed concerns, all seem to be
more satisfied post-operatively.'! Kiyak er al.'? investi-
gated predictors for psychological responses to orthog-
nathic treatment and found that neuroticism (the
tendency to experience emotional distress and inability
to cope with stress) and external motivation (e.g. family
pressure), were significant predictors of reduced satisfac-
tion. Clinicians should also be aware of Body
Dysmorphic Disorder (BDD), which has been pre-
viously identified in orthodontic patients.'>'*

Clinicians should be particularly concerned where
patients have already sought several opinions elsewhere
or had previous cosmetic-type surgical procedures. A
retrospective study of BDD patients presenting to a
psychiatry clinic showed that 23% had undergone
surgery which had only rarely improved their symp-
toms.'”> Successful surgery on BDD patients with
minimal deformities has been reported, however, in
these cases it is important to arrange a joint surgical/
mental health assessment beforehand.'®
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In summary, it is essential that patients are assessed
carefully prior to starting orthognathic treatment. The
role of the liaison psychiatrist* or clinical psychologist’
is well recognized by craniofacial'’ and plastic surgery
services.'® In addition, most cleft teams in the UK have
the benefit of a mental health professional. It must
therefore be questioned whether orthognathic patients
would benefit from the same service.

Aims of the study

The aims of the study were:

1. To evaluate consultant orthodontist opinion on
referral of orthognathic patients to a liaison
psychiatrist or clinical psychologist.

2. To investigate the demand for training orthodontic
specialists in recognition of patients with psycho-
logical profiles that might affect orthognathic
outcome.

Subjects and Method

The Questionnaire (see Appendix 1)

A structured questionnaire was designed following
consultation between two orthodontists and the
Department of Mental Health Science. The question-
naire consisted of 8 questions and was divided into two
sections. The first 5 questions considered referral of
orthognathic patients for consultation by a psychiatrist
or psychologist, and the last 3 questions related to the
orthodontists’ own experience of training in psycholo-
gical assessment.

Pilot Study

Following development of the questionnaire, it was
distributed to 10 consultant orthodontists who were
asked to make comments on items that were unclear and
to make suggestions of alternative responses.

All questionnaires were completed correctly and
additional responses were added to the questionnaire.
Space was also provided for additional comments. No
further piloting took place.

*Liaison psychiatrist: someone who is concerned with the overlap between
psychiatry and the rest of medicine and surgery. http://www.studentbmj.
com/issues/03/04/careers/106.php

Clinical psychology: the branch of psychology devoted to the study,
diagnosis and treatment of mental and behavioural disorders. http:/
cirrie.buffalo.edu/thesc.html
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Distribution of Questionnaires

A letter introducing the study, the questionnaire and a
return envelope were posted to all registered orthodontic
consultants in the UK in June 2005. Contact details
were obtained from the British Orthodontic Society
Consultant Group database, following permission from
the Consultant Orthodontist Group. A coding system
was used to maintain anonymity but to allow a second
questionnaire to be posted if the first questionnaire was
not returned.

Response Rate

A good response was obtained with 183 of the 245
questionnaires returned (75%). Of these, 177 were
completed; six consultants (3% of respondents) returned
their questionnaire blank explaining that this was
because they had no involvement in orthognathic
treatment.

Statistical Analysis

Analysis of the data was performed using SPSS for
Windows package Version 12.0 (SPSS Corporation,
Chicago, USA).

Results

QI. Approximately what proportion of orthognathic
patients in your unit do you think would benefit from
psychological or psychiatric referral? (Table 1)

Nearly 40% of consultant orthodontists in the UK
thought that 10% of their orthognathic patients would
benefit from referral. Just over 12% thought that all
orthognathic patients should be referred, whilst nearly
11% were of the opinion that none of their orthognathic
patients would benefit from a psychological or psychia-
tric consultation. Approximately 20% of consultants
were not certain what proportion of their patients would
benefit from referral.

Table 1 Responses to the question “What proportion of your
patients would benefit from psychological or psychiatric referral’

Options given: % of Patients Frequency %

100% 22 12.4
75% 3 1.7
50% 11 6.2
25% 19 10.7
10% 67 37.9
None 19 10.7
Don’t know 36 20.3
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Q2. Approximately what proportion of orthognathic
patients do you refer for psychological assessment/
management? (Table 2)

Over half of the respondents (55.9%) said they do not
refer any orthognathic patients for psychological
assessment/management. Just over 40% of consultants
referred 10% of their patients for an assessment and only
1 (0.6%) clinician referred every orthognathic patient.

N.B. Q3 and Q4 were only completed by consultants
who make referrals for psychological assessment (78
clinicians — 44.1%)

Q3. Reasons for referring patients (Table 3)

The most common reasons for referral were: past/
current psychiatric history (36%); unrealistic expecta-
tions (32%); ‘gut instinct’ (14%); no significant clinical
problem (13%).

Q4. When in the treatment process do you most
commonly refer?

Ninety-eight per cent of clinicians said they would
refer prior to starting any treatment. Only 1% refer
during pre-surgical orthodontics and 1% post-surgery.

Q5. What stops you referring? (Table 4)

Several reasons were given including: nobody to refer
to (30.5%); fear of patient reacting badly (15.8%); not
sure who to refer to (14.7%); response from mental
health team not useful (12.4%) and waiting list too long
(9.6%). Other more individual responses included: not
had a severe enough case; no need for referral; referral
not always necessary; resistance from patient; psychia-
tric opinion of no value and mental health team unable
to cope with referrals. Of those responding, 8.5% did not
answer this question.

Q6. Do you use any psychological questionnaires at
initial assessment?

Only 6.8% of clinicians used questionnaires at initial
assessment. These were mainly self-constructed ques-
tionnaires some of which incorporated components of
validated questionnaires, for example, the Hospital
Anxiety and Depression (HAD) Scale.'® The remaining
93.2% used no form of psychological questionnaire.

Table 2 Responses to the question “What Proportion of
orthognathic patients do you refer for psychological assessment/
management’

Options given: % of Patients Frequency %
100% 1 0.6
75% 0 0
50% 3 1.7
25% 2 1.1
10% 72 40.7

None 99 55.9
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Table 3 Responses to the question “Why do you refer patients to a mental health professional’ N.B. Clinicians who did not refer patients

answered questions 1-2 and 5-8 only

Reason Ranked 1st (%) Ranked 2nd Ranked 3rd Not ranked
No significant clinical problem 10 (13) 7 8 43
Past/current psychiatric history 28 (36) 13 10 23
2nd/3rd opinion 1(1) 2 6 57
Numerous consultations 34 7 52
Unrealistic expectations 25 (32) 23 10 16
Very recent concern 0 (0) 1 3 70
Older patient 0 (0) 1 0 71
Gut instinct 11 (14) 9 11 29
Clinician had problems with orthognathic patient before 1(1) 1 0 72
Previous facial surgery 1(1) 4 3 61
Family pressure/objection 1(1) 2 7 54
Other 2(3) 5 0 68

Q7. Have you ever had any teaching in psychological
assessment and management?

Most clinicians (80.8%) had no teaching in psycholo-
gical assessment/management. Of those who had received
teaching, the majority (16.9%) received this during post-
graduate training, and only 2.3% of clinicians had
teaching in this subject as an undergraduate.

Q8. Would you feel you would benefit from training in
this field?

The majority of clinicians (84.7%) felt they would
benefit from some training. No response was given by
0.6% clinicians and 14.7% considered there would be no
benefit from training.

Discussion

The high response rate makes this study representative
of consultant orthodontists working in the UK today.
Of the respondents, nearly 40% thought that approxi-
mately 10% of their orthognathic patients would benefit
from referral to a member of the mental health team.
This is matched by 40% of consultants actually referring

Table 4 Responses to the question “What prevents you from
referring patients for a mental health assessment’

Reason % clinicians
Too much time involved 0.6
Cost of referral 1.1
Nobody to refer to 30.5
Not sure who to refer to 14.7
Waiting list too long 9.6
Response not useful 12.4
Fear of patient reacting badly 15.8
Other 29.9

10% of their orthognathic patients. Although only one
consultant referred every orthognathic patient, a num-
ber of consultants felt that all patients should be seen by
a clinical psychologist or liaison psychiatrist. However,
to do this would have significant national implications
on funding, manpower planning and training.

Why do clinicians refer orthognathic patients for
assessment?

The most common reason reported for referring orthog-
nathic patients for psychological assessment was ‘if the
patient has a past/current psychiatric history’. If and
when clinicians are told or suspect that a patient may
have a psychiatric disorder, it would be inadvisable to
offer surgery without an appropriate psychiatric assess-
ment. [t is important to realize that there is no conclusive
evidence to state that any particular psychiatric disorder
should be an absolute contraindication to orthognathic
treatment. However, identification of such disorders is
extremely important in order to make appropriate
treatment plans and, if a disorder is identified, the team
and patient must be confident that there are appropriate
resources to provide the additional support or treatment.

Unrealistic expectations and no significant clinical
problem were also suggested as reasons to refer to the
psychiatric team. The majority of orthodontists and
maxillofacial surgeons are familiar with patients who
request treatment for small or apparently non-existent
defects. This kind of request may suggest a diagnosis of
BDD. Great care is then required as current opinion
suggests that surgery for BDD patients is not helpful and
can lead to increased symptoms.’**! However, there are
no prospective studies looking at orthognathic treatment
in BDD patients, and it is possible that patients with
less severe symptoms may benefit from treatment with



JO June 2006

appropriate psychological support. Recent NICE guide-
lines** state that ‘people with suspected or diagnosed
BDD seeking cosmetic surgery or dermatological treat-
ment should be assessed by a mental health professional
with specific expertise in the management of BDD’. This
further enhances the importance of having mental health
support on our orthognathic teams.

‘Gut instinct” was also reported as a reason to refer
patients for an opinion. This perhaps highlights the
difficulties faced by orthodontists who, with limited
training in this field and little in the way of evidence base
to guide them, often rely on previous, and sometimes
unfortunate, clinical experiences.

These findings concur with the literature on
aesthetic surgery which, in general, suggests that
clinicians should refer patients with numerous past
cosmetic treatments, unrealistic expectations, minimal
deformity or a history of past psychiatric illness to a
mental health professional.?

When in treatment do you refer?

Almost all patients were referred prior to starting
treatment. Although clinical experience suggests that
patients who are referred after the event can be much
more difficult to help, it is still important to send them at
this stage even if a potential problem was not detected
until after the start of treatment.

Why consultants do not refer?

The disparity arises with consultants who do not make
referrals. Over half of consultants do not refer any
patients for a psychiatric or psychological consultation
even though only very few believed it to be of no benefit
to their patients. This suggests that many consultants
are either unsure if it is appropriate to refer, or would
like to refer but are unable to do so for some reason.
The main reason given was that they had ‘nobody to
refer to’. This is clearly a resources issue and is not easy to
solve as it raises issues of funding and manpower.
Unfortunately, acute psychiatry services are only
financed to deal with severe and enduring mental illness
and therefore have little experience and funding for this
kind of work. A clinical psychologist or a liaison
psychiatrist, who is concerned with the emotional needs
of patients with a physical condition, is more able to
provide appropriate support for the orthognathic patient.
‘Fear of the patient reacting badly’ was also given as a
reason not to refer. There are no published studies
examining patients’ reactions to mental health referral.
Good practice suggests that referrals are more likely to
be productive if patients feel that they will have an
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opportunity to explore their concerns and expectations
of treatment rather than being told that ‘they need to see
a psychologist to assess whether or not they should have
surgery’. The patient should be made to feel that this
referral is a normal part of the overall orthognathic
assessment and treatment planning process. Obviously,
it would be preferable for the psychiatrist/psychologist
to be present on the joint orthognathic clinic. However,
in reality, this is often not possible and so the patient
should be informed that it would be beneficial for them
to meet another member of the team to allow them more
time to discuss their concerns and expectations.**

‘Not sure who to refer to’ also suggests a training
issue. Orthodontists need to be made aware of the links
that already exist in individual hospitals. For example,
there are often links between Liaison Psychiatry and
Plastic Surgery or Dermatology. It is perhaps possible to
explore these existing links, with a view to providing the
same service for orthognathic patients.

The issue of training for the mental health team is also
in question, with a considerable number of respondents
stating that the ‘response from the mental health team
was not useful.” Liaison psychiatrists and clinical
psychologists need to undergo training in the processes
associated with orthognathic treatment to ensure com-
plete understanding of the treatment process and result-
ing outcome. With little or no training in this area, it is
not surprising that orthodontic consultants occasionally
find mental health team responses as “‘unhelpful’ or ‘have
no knowledge — all patients get green light’. Arranging for
the mental health team to observe an orthognathic clinic,
supported by some form of presentation and/or work-
shop, would aid understanding in this field.

The use of psychological questionnaires at initial
assessment

Few consultants reported that they use psychological
assessment questionnaires at initial assessment.
Clinicians may be unaware of the many health
measurements available for use in the assessment and
management of patients or, alternatively, may find that
those which are available are not always appropriate for
orthognathic patients. Condition-specific questionnaires
may prove more helpful as the questions are more
relevant to the patient, and one has been devised for
dentofacial deformity by Cunningham et al.*>¢

Experience of training in psychological assessment

Less than 20% of consultant orthodontists had received
any teaching in psychological assessment and manage-
ment. In the majority of cases, this training occurred at
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postgraduate level. It could be anticipated that the
present day undergraduate dental training programme,
which incorporates behavioural sciences and commu-
nication skills training, may lead to enhanced knowledge
in this field.

The questionnaire established that the majority of
consultants were supportive of further training.
However, a small number had reservations about
training or did not wish to undergo any further training.
Examples of reasons given for this were ‘training not
necessary as affects so few patients’, ‘no problem exists’,
‘it is the responsibility of the maxillofacial surgeon’,
‘training would have both legal and ethical implica-
tions’. Clearly, most people felt that some form of
education would be appropriate. This training should be
provided and reinforced at all levels: during under-
graduate and postgraduate curricula as well as forming
part of continuing professional development throughout
a consultant’s career. The NICE guidelines go so far as
to recommend that BDD teams should work with
patients and their carers to help train both mental health
professionals and clinicians involved in their physical
treatment.”” The development of a training programme,
which includes multidisciplinary days, can only improve
knowledge in this area and consequently enable the
provision of higher quality care for patients.

Conclusions

e The majority of consultants said a proportion of their
patients would benefit from psychological assessment,
although currently only a small number of patients
are actually referred.

e Reasons given for not referring could be resolved with
training and appropriate funding.

e The majority of consultants were supportive of
further training. Only 15% had reservations about,
or did not wish to undergo further training.

Recommendations

e To establish a truly integrated research and teaching
programme for orthognathic teams (including mental
health professionals)

e This will require prospective long term studies to
produce appropriate guidelines and to establish
evidence based research which will strengthen the
argument for future funding .
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Appendix 1
Questionnaire

1. Approximately what proportion of orthognathic patients in your unit do you think would benefit from
psychological or psychiatric referral?

100%

75%

50%

25%

10%

None

Don’t know

oo uoooo

2. Approximately what proportion of orthognathic patients do you refer for psychological assessment/management?

100%

75%

50%

25%

10%

None — please go straight to Question 5

[ I L Iy N

3. Please tick the reasons you refer patients? And then rank those reasons you have ticked in priority order: 1,2, etc.
(with 1 being the most important).

Tick Rank

[0 No significant clinical problem

[0 Past/current psychiatric history

[0 2nd/3rd opinion

[0 numerous previous consultations

[0 unrealistic expectations — please give examples below

o000 Do

very recent concern

older patient

gut instinct

problems with orthognathic patients before
previous facial surgery

family pressure/opposition

other (please specify below)

[ Sy Iy ) Ny
gooogon

4. When in the treatment process do you most commonly refer?

Q Pre-treatment

Q During pre-surgical orthodontics
Q Post surgery

Q Post (completion of) treatment
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5. What stops you referring?

Too much time involved

Cost of referral

Nobody to refer to

Not sure who to refer to

Waiting list to refer too long

Response from mental health team not useful

Fear of patient reacting badly or refusing to see psychologist
Other (please specify below)

o000 00dgd

6. Do you use any psychological questionnaires at initial assessment?

Q Yes (please specify below)

7. Have you ever had any teaching in psychological assessment and management?

Q Yes, as an undergraduate (please specify the format of this teaching)

8. Would you feel you would benefit from training in this field?

Q Yes
a No

Please add any comments which you think may be useful:
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