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Do aesthetics dental 
needs interfere in the oral 
health-related quality of 
life and in the self-steem 
of patients seeking for 
treatment at University São 
Francisco Dental School?
Karina Ferreira Rizzardi1, 2, Leonardo Caldas Vieira3, 
Thais Manzano Parisotto2, 4, Cristiane Franco Pinto5

Aim: The objective was to evaluate oral health-related quality 
of life (OHRQOL) in patients aging 18 - 60 years, considering 
oral health, dental aesthetic impact and self-esteem. Methods: 
The sample comprised 81 patients, regardless gender/
ethnicity, seeking for dental aesthetic treatment at University 
São Francisco, Bragança Paulista-SP. The instruments used 
to assess the OHRQOL were the questionnaires: 1. Rosenberg 
Self-Esteem Scale (RSS); 2. Oral Health Impact Profile-14 
Brazil (OHIP) and 3. Psychosocial Impact and Aesthetic 
Dental Questionnaire-Brazil (PIADQ). Data were analyzed 
by Spearman correlation (α=5%) and descriptive statistics. 
Results: The older the patient the worse the oral and general 
health conditions found (p<0.05). Moreover, the age showed 
significant correlation with OIHP and PIADQ questionnaires 
scores (p=0.000). The three questionnaires showed moderate 
positive correlations (p<0.05 r=0.461–0.685) among them. 
In addition, OHIP and QIPED questionnaires correlated with 
general health and oral health (p<0.05 r=0.230–0.558). 
Conclusion: It could be concluded that aesthetic dental needs 
interfere, in fact, in the oral health-related quality of life and 
in the self-steem of patients seeking for treatment University 
São Francisco Dental School.
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Introduction

Quality of life refers to the individual’s perception of their everyday position, their goals, 
expectations, concerns, experiences and culture to which the individual belongs1,2. 
Quality of life research in the health area contributes to the evaluation of the cost/bene-
fit ratio of a service, which contributes to the improvement of the treatment offered2,3.

According to the study of Castro et al.4, health is not restricted to the absence of 
diseases/injuries, but also to the repercussion of the health problems in the daily acti-
vities. In the same way as general health, oral health is essential for quality of life, 
and pain and discomfort are closely related to the difficulty of eating, socializing and 
working, for example5. Thus, the objective of medical/dental care for most patients is 
to achieve a better quality of life with good functional capacity and well-being6

.

The importance of the patient’s opinion about the results of the interventions, and not 
only the professional opinion, is of great importance. This way, it is crucial that resear-
chers could be able to measure the individual’s health perception in order to evaluate 
the benefit of their interventions in the patient’s life7. Successful measurement within 
oral health is essential toward more patient-centered oral health care8.

Oral health is influenced by many factors generating positive and negative emo-
tions9 that change over time. The oral health operation, include daily life activities 
such as eating, talking and smiling10. Oral health-related quality of life (OHRQoL) 
can be associated with psychological variables, social interactions and general 
well-being11. It was already shown that low OHRQoL conditions in adults living in 
England could be associated with depressive symptoms12. Furthermore, people may 
be judged by their teeth: adults with ideal smiles were considered more intelligent, 
whereas those with poor dental esthetics were associated with lower intelligence. 
Additionally, subjects with good oral health have greater chances of finding a job, 
than of those with unpleasant smiles13. 

In this context, the application of instruments to quantify physical, emotional and 
social well-being, which are closely related to oral health-related quality of life, has 
been recognized as an important outcome measure6.

Thus, the objective of the present study was to evaluate the oral health-related quality 
of life of individuals aged 18 to 60 years, who sought for aesthetic treatment in the 
dentist sector of the University of São Francisco - USF, considering self-esteem, oral 
health and the impact of aesthetic dentistry.

Material and methods
A convenience sample comprised 100 individuals, aged 18-60, of all genders and 
ethnicities, with aesthetic needs, who attended the Integrated Clinic of Dentistry 
of the University of São Francisco-USF. Patients with dental aesthetic needs, espe-
cially in the upper incisors, were included in this study. On the other hand, unlettered 
patients were excluded, because they could not be able to read and answer the 
questionnaires. The period of data collection was August 2016 – December 2016 in 
Bragança Paulista.
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The city of Bragança Paulista is located at 88 kilometers from the capital (São Paulo) 
and has a population of approximately 159,000 inhabitants (IBGE - 2014), most 
living in the urban area. The city shows a relatively high human development index 
(HDI = 0.776), and offers the following oral health programs: Primary Dental Care and 
Dental Specialty Center (CEO/University of São Francisco-USF). 

The aesthetic needs included: direct facets, restorations and temporary crowns invol-
ving anterior teeth, as well as dental whitening. The identification of the aesthetic needs 
was performed by the students enrolled in the Integrated Dental Clinic of USF. Theoreti-
cal instructions about aesthetic needs were given by the professors of the Dental Clinic 
to the students and clinical photographs were also used in the calibration process.

The patients were invited to fill three questionnaires in the waiting room of the Dental 
Clinic. The questionnaires were related to self-esteem14, oral health-related quality of 
life15 and the influence of dental aesthetics on the quality of life16 of the individuals in 
the waiting room of the Dental Clinic”.

The instruments used in the present research were:

1. Rosenberg Self-esteem Scale (RSS) - UNIFESP/EPM14, a specific questionnaire 
for the evaluation of self-esteem, feelings, personal care and appreciation, com-
prising 10 questions, scored from 0 to 3. Thus, the final score of this questionnaire 
ranged from 0 to 30, and the closer to 0, the better the self-esteem.

2. Oral Health Impact Profile (OHIP) - 14 Brazil15. A generic questionnaire about the 
oral health-related quality of life with 14 questions assessing problems with tee-
th, mouth or dental prosthesis. Responses were scored from 0 to 4 and the final 
score of all questions resulted in scores between 0 and 56, where the higher the 
score, the greater the individual perception and the worse the quality of life. 

3. Psychosocial Impact and Aesthetics Dental Questionnaire (PIADQ) - Brazil/UNIFESP16. 
A specific questionnaire to evaluate the influence of dental aesthetics on the quality of 
life of the individuals, with 23 items containing four dimensions: dental self-confiden-
ce, social impact, psychological impact and aesthetic impact. The items were scored 
from 0 - 4, ranging from 0 to 92, and lower values indicated a better quality of life. 

All instruments were self-applied and involved closed questions. Together with the three 
questionnaires, the oral health conditions were also assessed by closed questions answe-
red by the patients themselves. Still, patients were asked to complete a form about the follo-
wing data: age, gender, family income, general and oral health. In this form about 10 ques-
tions were asked, such as: “Do you have systemic disease?”, “Are you in medical treatment?”, 
“Do you take medicine for chronic disease?” “Have you ever had a tooth/teeth extracted by 
dentist(s)?”, “Do you wear dental prosthesis?” “Have you ever used orthodontic appliance?”, 
“Have you ever had a cosmetic treatment in your teeth?”. The answers were: Yes or No.”

The project was approved by the Ethics Committee in Reasearch of the University São 
Francisco (CAAE: 58766516.6.0000.5514) and only the individuals who agreed and 
signed the Informed Consent form took part in the research.

The data were analyzed by Spearman correlation, using Statistical Package for Social 
Science – SPSS 16.0 (USA), considering a 5% level of significance. Secondary data 
were analyzed by descriptive statistics.
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Results
From a total of 100 patients selected for the study, 19 individuals did not fill a certain 
question of the evaluation instruments and, therefore, were excluded from the study. 
This way, the final sample consisted of 81 individuals, the minimum age was 18 years 
and the maximum age was 60 years.

Table 1 shows the mean age of the participants in the study, which was 35,25 years. 
Similar values were found when men’s age was compared to women’s age. The mean 
and standard error of the scores of the questionnaires were also displayed in this 
table. The worse the oral health conditions, the higher the impact of the dental clinical 
condition, resulting in higher questionnaires scores.

Figure 1 shows that the majority of the sample was comprised by female. Information 
about general and oral health of the individuals enrolled in the present research indica-
ted that the general conditions were good, whereas oral conditions were regular or poor. 
These data were obtained through a questionnaire including only closed questions.

Table 1. Sample characterization regarding age, income and questionnaires’ scores.

Characteristics Mean Standard error

Women`s Age (years) 34.12 ±1.40

Men` Age (years) 27.57 ±1.35

Women`s and men`s Age (years) 35.25 ±1.54

Rosenberg Self-Esteem Scale (RSS) Scores 7.10 ±0.54

Oral Health Impact Profile-14 Brazil (OHIP) Scores 11.00 ±1.05

Psychosocial Impact and Aesthetic Dental Questionnaire-Brazil (PIADQ) Scores 29.30 ±2.12
The higher the questionnaires `scores, the higher the impact of the dental clinical condition

Figure 1. Sample characterization considering income, gender, general health and dental health conditions 
obtained by questionnaires.
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Table 2 shows the correlations between the three oral health-related quality of life 
questionnaires (RSS, OHIP and PIADQ), age, gender, income, and general/oral health 
conditions in the patients studied. The higher the patient’s age, the higher were the 
OHIP and PIADQ scores, indicating that the oral health-related quality of life and 
the dental aesthetics worsened with age (p=0.000). Positive correlations (p<0.05, 
r=0.299 - 0.468) were also observed between the patient’s age and the variables: gene-
ral health (systemic disease and medical treatment) and oral health (extracted tooth, 
aesthetic problem in the tooth, dental prosthesis, appearance of the teeth). Negative 
correlations (p=0.000, r=-0.399 - -0.468) were observed between age and income, as 
well as the use of orthodontic appliances.

The three quality of life questionnaires: RSS, OHIP and PIADQ presented:

1. Moderate positive correlations (p=0.000, r=0.331 - 0.685) with each other and 
with the individual wishing to change the appearance of the teeth;

2. Negative correlations (p<0.05, r=-0.237 - -0.447) with income and the following 
oral health conditions: orthodontic appliance usage and performance of aesthetic 
procedures in teeth, indicating that the worse the oral health-related quality of life 
the less the access to aesthetic treatments.

The OHIP and PIADQ questionnaires showed correlations with the following varia-
bles: systemic disease, aesthetic problems in the teeth and prosthesis usage (p<0.05, 
r=0.292 - 0.345). 

Considering the oral health conditions, the presence of extracted teeth correlated 
with the EAR and PIADQ questionnaires, with already having an aesthetic problem on 
the teeth, dental prosthesis usage, income and orthodontic appliance usage (p<0.05, 
r=-0.239 - 0.255). 

The use of dental prosthesis showed positive correlations with general health, 
desire to change the appearance of the teeth and aesthetic dental problem (p<0.05, 
r=0.257 - 0.458); and negative correlations with income, use of orthodontic appliance 
and teeth bleaching (p<0.05, r=-0.247 - -0.381). The desire to change the teeth appe-
arance showed significant positive correlations with medical treatment and aesthetic 
problems in the teeth (p<0.05, r=0.230 - 0.291); and significant negative correlations 
with the income and use of orthodontic appliance (p<0.05, r=-0.344 - -0.352). The 
question “Have you ever had an aesthetic procedure in the teeth?” had positive corre-
lations with the use of appliance and bleaching (p=0.000, r=0.408 - 0.441). The use of 
orthodontic appliance had positive correlations with income and bleaching (p<0.05, 
r=0.252 - 0.381), and negative correlations with systemic diseases and medical treat-
ment (p<0.05, r= -0.277 - -0.341).

Discussion
In the present study, it was pointed out that the older the patient who require aesthetic 
dental procedures, the worse the oral health-related quality of life.

The higher the patient’s age, the worse the scores obtained in the specific questionnai-
res related to oral health (OHIP) and dental aesthetics (PIADQ), showing that patients 
with higher age probably had less access to the dentist and to preventive measures at 
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population level. In line with these findings, the study of Colussi and Freitas17 confirms 
that the oral health conditions of the old people are extremely precarious in Brazil. 
Regarding the aging process, there is a great probability of failure in the biological 
systems of the human organism and older people in the present study showed more 
systemic diseases, more medical treatments and more dental problems (extrac-
ted teeth/dental prosthesis usage), corroborating the study of Sáez-Prado et al.18. 

Moreover, with aging, teeth might become yellowish with the decrease in enamel thi-
ckness, root tissue could be exposed, and greater susceptibility to the repetitive resto-
rative cycle become evident.

It should be emphasized that the poor oral health can lead to serious complications, 
since dental and gingival infections until coronary problems19,20, and the oral health is 
an inseparable part of the general health of our organism18,21. It was also found that the 
older the person the lower the income, which may be related to retirement. This way, 
older people can have less financial conditions for having their teeth treated by a dentist, 
especially due to the high value of the prosthetic procedures, which are their main need.

The three questionnaires (RSS, OHIP and PIADQ) showed positive correlations among 
themselves. Moreover, all of them were effective in showing the impact of oral health 
conditions on the quality of life, reinforcing that a bad oral health and a low self-
-esteem are in fact associated with quality of life. A negative correlation was obtained 
among the scores of the three questionnaires and income, dental aesthetic proce-
dure, orthodontic appliance and whitening, which may suggest that bad financial con-
ditions could lead to difficulties in the access to aesthetic procedures. Thus, most of 
the time, procedures of high cost and complexity could only be obtained in the Dental 
Schools, highlighting the importance of a straight relationship between university and 
community. This is in line with the study of Maciel and Kornis22.

Specific oral health (OHIP) and dental aesthetic questionnaires (PIADQ) revealed 
higher and consequently worse scores, which correlated positively with systemic 
disease, dental aesthetic problems, wear of dental prosthesis and desire to change 
the appearance of the tooth. There is already scientific evidence associating oral dise-
ases with systemic diseases, for example, the individuals with diabetes mellitus are 
prone to develop periodontitis with aggressive progression23, closely related to teeth 
loss. The loss of the teeth influences not only aesthetics, but also the quality of life 
and the food trituration24, which is the first step in the digestive process, prejudicing 
the absorption of nutrients, which are essential for a good health.

The more the teeth were lost, the higher the scores of the self-esteem (RSS) and den-
tal aesthetic questionnaire (PIADQ), indicating a worse quality of life. In addition, patients 
with more extracted teeth by dentist also had lower income and a frequency of ortho-
dontic appliance usage. Thus, it is observed that this kind of patient, ends up looking for 
the public service, because they cannot afford a particular treatment. According to the 
study of Vargas and Paixão25 in the public service only basic care attention is offered and 
therefore, extraction is the only procedure that can be performed when the dental situa-
tion is critical. This is a very invasive procedure performed in cases of: extensive caries, 
periodontal disease, iatrogeny involving dental prosthesis of poor quality26. The loss of 
the dental element causes great personal and social damages, for example: difficulties in 
employment, communication and shaming, which significantly reduces the self-esteem. 
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Although the dental prosthesis minimizes this loss, just a few cities in Brazil are able to 
offer this treatment in the public service, limiting the reestablishment of aesthetics and 
function25 to individuals with greater economic conditions. The IBGE 2015 survey shows 
that 11% of Brazilians do not have teeth at all in the mouth, which corresponds to 16 
million people, and about 33.3% of the population uses dental prosthesis.

It was observed in the present research that even using dental prosthesis, the 
self-esteem has still been poor in certain patients, because although the prosthesis 
minimizes the loss, it never replaces identically the dental element. Our results also 
indicate that individuals with dental prosthetic needs have more often systemic dise-
ases, medical treatments, aesthetic problems in teeth, would like to change their teeth 
appearance, have low purchasing power, hadn’t used orthodontic device and have 
never whitened the teeth. Thus, it is clear that the factors are closely linked, that is, 
one condition leads to another, culminating in worse conditions of oral health-related 
quality of life in the population.

It is worth remembering that older patients lived in a time when dentistry was focused 
on curative treatments. Nowadays, dentistry is focused on prevention and health pro-
motion, as well as minimally invasive treatments27, aiming at maintaining the dental 
element as long as possible in the oral cavity, favoring self-esteem and consequently 
a better the oral health-related quality of life.

The use of orthodontic appliance showed positive correlations with a higher income, 
bleaching performance, and less needs for medical treatments and systemic diseases. 
The fact that they have a better financial condition is usually linked to a better social 
condition, so they could afford preventive treatments, as observed in Baldani’s et al. 
research28, that identified the regular visit to the dentist as a strong factor of protection 
against oral diseases.

In Brazil the social difference in the population is high, there is a big difference between 
the percentage of the rich and the poor people, and the access to public treatment is 
time-consuming because of the demand. The big point is that the curative treatment 
is much more expensive than the preventive ones, leading to more costs to the gover-
nment. Nowadays, the higher cost is a significant factor in our country, therefore, 
effective preventive programs should be stimulated, beginning with childhood29.

In the present study, the patients who seeked for a treatment at USF Dental Clinic had 
a large difference in the family income, indicating that patients who make more money 
as well as those who make less money looked for dental care in the university. This 
finding suggests that treatment within the Universities have teacher’s supervision and 
therefore, have usually good quality, being even better than those performed in pri-
vate clinics, especially when considered the popular ones. Moreover, all the patients in 
this study present aesthetic problems, wishing to reestablish the harmony of a smile 
and also good masticatory and phonetic conditions, and a multidisciplinary treatment 
could be often found at Universities30. In addition, these procedures have high costs in 
private practices, and in the University most of the aesthetic treatments are for free.

The limitation of this research includes the size of the sample, as many patients were 
excluded because of unanswered questions in the questionnaires, narrowing the 
extrapolation of our results to the entire population. 
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The data analysis of the present research suggests that aesthetic dental needs actu-
ally interfere with patients’ quality of life, and that the needs become worse with aging 
and with low family income.
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