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eople with dentofacial disharmonies
P may encounter psychosocial stress, either

directly from teasing or indirectly from
sociocultural precepts or stereotyping. Dental
anomalies have been reported to be the cause of
teasing! and “general playground harassment”?
among children and are associated with lowered
social attractiveness.® Although overt teasing
does not generally continue past adolescence,
adolescents and adults with dentofacial deformi-
ties may encounter significant discrimination in
a variety of settings because of their appear-
ance.*® Cultural evidence of this stereotyping can
be found, for example, in cartoons: cartoonists
typically use protruding upper incisors and long
face height to depict individuals of low intellect,
and the caricature of a witch features a deficient

upper jaw and protruding chin. Facial attractive-
ness is an important variable in the formation of
first impressions,* and there is ample evidence
that in the absence of other information, unat-
tractive people are perceived as less socially com-
petent, less popular, and less friendly.® Social
stereotyping based on facial appearance dispro-
portionately affects adolescents and young
adults, and can be a major factor in total life ad-
justment.”®

In two separate studies in which orthognathic
surgery patients were interviewed preopera-
tively, over 60% of the patients indicated that
their facial appearance had negatively influenced
their personal life, and over 40% had had their
social life negatively affected.®’ The relationship
between a physical condition or limitation and

Original Article

Abstract

Key Words

Submitted: July 1997

Revised and accepted: December 1997

A sample of 194 patients whose dentofacial disharmonies were severe enough to warrant an orthognathic surgical
treatment option completed the SCL-90-R, a 90-item assessment tool used to measure current level of psychological
distress. Two global and nine primary dimension scores of psychological distress were computed. The average interpersonal
sensitivity, psychoticism, and obsessive-compulsive dimension scores were higher than the nonpsychiatric patient
population norms for both males and females, but the confidence intervals for these dimensions were still in the upper end
of the normal range of functioning (< 1 SD above the normative mean). No statistically significant differences by gender or
age group were observed. Over 15% of the patients were clinically elevated on obsessive-compulsive behavior, interpersonal
sensitivity problems, hostility, paranoid ideation, and psychoticism; and 24.7% qualified as a positive diagnosis for a
psychiatric disorder. It appears that a surprisingly large number of individuals with dentofacial disharmonies who are seeking
treatment consultation are experiencing a level of psychological distress that warrants intervention.
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Table 1
Personality and psychological instruments used in previous studies
on the psychological status of orthognathic surgery patients
Senior Instruments used Purpose of
author assessment
Kiyak'e'” Tennessee self-concept inventory  Self-assessment of
. self-concept/self-
esteem
Eysenck’s personality inventory Neuroticism and
extroversion
Rotter’s internality-externality scale Locus of control
Auerbach'  Krantz health opinion survey Attitudes toward
health care
SCL-90-R Current psychologi-
cal well-being
impact message inventory Interpersonal style of
reaction '
Tennessee self-concept Self-assessment of
self-esteem and
indication of person-
ality disturbances
Flanary'® 16 personality factor questionnaire Traits of suspicion,
apprehension,
tension, undisci-
plined self-conflict
Eysenck’s Personality Inventory Neuroticism and
extroversion
Tennessee self concept inventory  Self-assessment of
self concept/self-
esteem and indica-
tion of personality
disturbance
Family environment scale Perceptions of family
and relationship of
self to family
Million behavioral health inventory  Health coping style
psychological distress has been investigated in
a variety of medical populations."'? Infertility re-
searchers have proposed a conceptual model, the
“psychological sequelae model,”" in which a
physical limitation may result in disruption of
psychological functioning in specific dimensions.
In a sample of 104 married couples who had ex-
perienced difficulty in achieving conception, the
elevation on the psychoticism dimension, as
measured with the symptom checklist-90-R
(SCL-90-R), was dramatically reduced with the
removal of just one item: “The idea that some-
thing serious is wrong with your body.”"! Using
a similar approach in evaluating patients with
rheumatoid arthritis indicated that psychologi-
cal distress related to depression and hostility
548 The Angle Orthodontist Vol. 68 No. 6 1998

was related to disease severity.’? Under this
model, significant psychological distress does
not necessarily warrant a psychiatric label and
diagnosis if the symptomatology is caused by the
medical condition and/or treatment.

In a recent study of 155 patients who were un-
dergoing an initial dentofacial evaluation, ap-
proximately one-third reported that improving
their self-confidence and feelings about self were
important motivations for seeking treatment, and
10% to 15% cited motivations such as improv-
ing their social life, ease in socialization, and be-
ing in public.”® Given that patients with a facial
skeletal disharmony express a desire for im-
provement in these areas, we might expect that
they would experience negative emotional reac-
tions such as depression, anxiety, interpersonal
problems, or social discomfort prior to treatment.
In fact, a recent study of dentofacial patients sug-
gested a link between global self-concept and
psychological distress, with lowered self-concept
associated with higher levels of psychological
distress.*

Despite its intuitive appeal, support for the no-
tion that dentofacial disharmony results in psy-
chological distress has not been supported by the
literature. The available literature generally has
concluded that orthognathic surgery patients are
a psychologically stable, “normal,” group.’>"
“Psychologically stable” implies no current, even
temporary or of short duration, psychological or
emotional distress as well as no chronic psychi-
atric disorder. These studies have primarily re-
ported averages that, although valuable from a
research and epidemiological viewpoint, do not
necessarily imply that all patients are “normal.”
For example, one study" reported an “unex-
pected” prevalence of patients (over one-third)
who rated high in personality disturbances even
though the average fell in the normal range.
Thus, the percentage of patients who exceed
clinical criteria for symptom report of psycho-
logical or psychiatric problems is as important
as the average score.

The apparent disparity between the conceptual
expectations based on patient self-report and the
conclusions from previous reports on psycho-
logical status may have occurred for several rea-
sons. The published reports (Table 1) have
focused on presurgery patients rather than pa-
tients in the process of seeking and deciding on
treatment options. The treatment-seeking process
may be particularly stressful because patients
need to focus on the possible benefit/risks of
treatment options and consider the perceived
impact of the disharmony on their quality of life.



Second, the majority of instruments used in
previous studies assess personality characteris-
tics (traits) that are considered to be relatively
stable, patterned ways in which an individual
thinks, feels, or behaves over a long period of
time rather than indicators of current psychologi-
cal distress (state) or psychopathology (Table 1).
Auerbach et al.”® used the SCL-90-R and reported
the average T-score values for a group of 30
presurgery patients; however, the averages were
not compared with normative data, and the per-
centage of patients who exhibited psychological
distress was not reported.

Finally, as noted by Laskin,® there may have
been a shift in the patient population from the
1970s and ‘80s to the 1990s as the availability of
treatment and social acceptance of orthognathic
surgery has increased. Thus, prior studies may
inaccurately or inadequately describe the current
dentofacial population.

The purpose of this project was to investigate
psychological distress in a consecutive series of
patients seeking a diagnostic evaluation for a
dentofacial disharmony at an academic care cen-
ter. The SCL-90-R, an assessment tool that em-
phasizes the patient’s psychological well-being
in terms of the current level of psychological dis-
tress (i.e., a “state” measure), was used to derive
both global and dimension scores of psychologi-
cal distress.

The SCL-90-R was designed primarily to reflect
the psychological symptom patterns of psychi-
atric and medical patients.” However, the psy-
chological sequelae model would suggest that
the interpretation of certain items may be con-
founded since endorsement of the item may re-
flect the medical condition itself,(i.e., the
presence of a dentofacial disharmony or behav-
iors/feelings associated with consideration of a
costly, lengthy, and face-changing treatment)
rather than frank psychopathology. For example,
endorsement of the item “feeling uncomfortable
eating or drinking in public” might well be a
normal reaction to the dentofacial disharmony
and/or the treatment-seeking process rather than
a symptom of anxiety or paranoia. A psychologi-
cal distress profile of individual SCL-90-R items
was also constructed to investigate whether the
psychological sequelae model was appropriate
for patients with a dentofacial disharmony.

Materials and methods
Subjects

Subjects between 15 and 50 years of age who
had developmental anteroposterior and/or ver-
tical problems for which an orthognathic surgi-
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cal treatment plan was recommended were eli-
gible for inclusion in this study. Preprosthetic
patients and those with congenital craniofacial
anomalies, deformities due to acute trauma, or
a primary complaint of temporomandibular joint
problems were excluded from participation be-
cause their presenting problems result from dif-
ferent etiologies. In accordance with the
Institutional Review Board, subjects seen for a
pretreatment consultation in the Dentofacial De-
formities Program at the University of North
Carolina between January 1, 1993 and December
31, 1996 were asked to participate at the time of
their initial evaluation. Demographic informa-
tion as well as referral source was collected for
each subject.

Instrument

During the diagnostic records appointment,
subjects were given a self-administered question-
naire, the SCL-90-R. This is a 90-item self-report
instrument used extensively in health-related
research as an outcome measure and/or as a
screening tool for psychological distress and pos-
sible psychological disorders."***% Each item is
rated using a five-point scale from “not at all (0)”
to “extremely (4)” as a response to the question
“Within the past 7 days, how much were you
distressed by...?”

The subjects were told that the intent of the
questionnaire was to provide information about
how they felt about themselves, and they were
given standardized instructions on how to com-
plete the questionnaire. Subjects were asked to
complete the SCL-90-R at the initial appointment.
If subjects requested, they were allowed to take
the questionnaire home to complete with instruc-
tions to bring the questionnaire with them to
their next appointment.

Data analysis

Nine primary dimensions were calculated from
the SCL-90-R items according to the instructions
from the manual. Descriptions of these dimen-
sions are given in Table 2. Published internal
consistency measures for the dimensions range
from .77 to .90. Test/retest reliability estimates
range from .78 to .90. Cronbach’s alpha com-
puted for this sample for the nine dimensions
ranged from .70 to .90. The raw scores of each
dimension were converted, using the
nonpsychiatric patient norms, to standardized T-
scores that are specific for each sex. A T-score
distribution has a median of 50 and a standard
deviation of 10. T-scores are used for ease in in-
terpretation and to control for the significant re-
lationships between sex and levels of
psychopathology.
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Table 2
of SCL-90-R

Description of the global indices and primary dimensions

Description

Global severity index (GSI)

Primary dimensions
Obsessive-compulsive (O-C)

Interpersonal sensitivity (INT)
Depression (DEP)

Paranoid ideation (PAR)

Psychoticism (PSY)

Anxiety (ANX)

Somatization (SOM)

Hostility (HOS)

Phobic anxiety (PH)

Global indices
Caseness/positive diagnosis

diagnosis

inferiority

One or more criteria for psychiatric
Overall indicator of psychopathology

Thoughts, impulses, and actions that
are unwanted but are unremitting or
irresistible to the individual

Feelings of personal inadeguacy and

Feelings reflective of the manifesta-
tions of clinical depression

Symptoms indicative of psychotic
iliness, including suspiciousness,

grandiosity, fear, and hostility

Feelings of interpersonal alienation,
symptoms of schizophrenia, with-
drawn schizoid features

Symptoms and signs associated with

high levels of manifest anxiety

(trembling, panic attacks, feelings of

terror)

anger

Distress arising from perceptions of
bodily dysfunction

Thoughts, feelings, actions typical of

Fear response to a stimulus that is
disproportionate to the stimulus;

avoidance or escape behavior

Table 3

SCL-90-R items with a possibly confounded interpretation for
patients with a dentofacial disharmony

Dimension ltem

% distressed*

o-C
INT
INT
INT
INT
PAR
PH
PSY
PSY

extreme (4)

Feeling blocked in getting things done
Feeling very self-conscious with others

Feeling uneasy when people are watching

or talking about you

Feeling others do not understand you or are

unsympathetic

Feeling uncomfortable about eating or drinking

in public

Feeling that you are watched or talked about

by others

Feeling uneasy in crowds, such as shopping

or at a movie-

The idea that something serious is wrong with

your body

Feeling lonely even when you are with people
* Frequency of subjects who rated their distress as moderate (2), quite a bit (3), or

17.2
15.6
13.4

11.4

7.8

9.4

7.7

6.2

5.2
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Two global scores were also computed. The
global severity index (GSI) is an overall psycho-
logical distress measure that provides a single
summary measure that combines information on
both the number of symptoms and the intensity
of perceived distress. Another indication of the
level of current psychological distress is repre-
sented by “caseness” or “positive diagnosis.”
Caseness is a measure developed as an epide-
miological screening measure for psychiatric dis-
order. According to caseness criteria, an
individual is considered to have a psychiatric
diagnosis if the GSl is above a T-score of 63 or if
any two dimension scores exceed T-scores of 63.

Separate 95% confidence intervals were calcu-
lated for each T-score dimension mean for males
and females. Confidence intervals were used to
provide an estimate of the average psychologi-
cal status for male and female dentofacial defor-
mity patients seeking treatment as well as an
indication of the variability that could be ex-
pected in these mean estimates due to sampling.

Data were also examined in terms of the per-
centage of patients whose dimension scores were
clinically elevated. For this study, a T-score that
exceeded 63 in a given SCL-90-R dimension was
considered to represent clinically significant psy-
chological distress in that dimension. This cut-
off was selected because the definition of
caseness is based on the criterion of a T-score of
at least 63.% Fisher exact tests were used to com-
pare frequencies of distressed patients for the
SCL-90-R dimensions between males and fe-
males and between younger (25 and younger)
and older patients. Level of significance was set
at 0.025 to adjust for the multiple pairwise com-
parisons performed within each SCL-90-R di-
mension.

The authors subjectively reviewed each of the
SCL-90-R items. Those items that the authors
believed could be hypothesized as normal re-
sponses to a dentofacial disharmony and/or
treatment-seeking are listed in Table 3. The per-
centage of participants who rated their distress
as moderate (2) or greater was calculated for each
of these items. Corrected subscale scores were
calculated using the prorating methodology de-
scribed in the SCL-90-R manual® after these
items had been removed. The intent was to as-
sess whether these items were confounding the
assessment of psychological distress.

Resulits
Subjects

Of the 222 eligible patients, 194 agreed to par-
ticipate in this project and signed an informed



consent form. One hundred twenty two (63%)
were female and 80% were Caucasian. The mean
age was 25.9 (std = 9.8 yr.) and 55% were 25 or
younger at the consultation appointment. Thirty
percent had had previous orthodontic treatment
and 8% had undergone previous facial surgery.
The primary referral source for these patients
was an orthodontist or dentist (65%), but 35%
were self-referred or referred by a friend or fam-
ily member. Fifty-eight percent of these patients
elected to proceed with the surgical treatment
option, 15% chose camouflage orthodontic treat-
ment only, and 19% elected not to have treat-
ment. The remainder of the patients (8%) were
undecided about treatment 6 months after the
case presentation.

Psychiatric morbidity

The 95% confidence intervals for the SCL-90-R
scales for males and females seeking a diagnos-
tic evaluation for a dentofacial disharmony are
illustrated in Figure 1. The confidence intervals
did not include, for either males or females, the
nonpatient population norm (a T-score of 50)*
for the interpersonal sensitivity, psychoticism, or
obsessive-compulsive dimensions. Thus, we are
95% sure that dentofacial disharmony patients
are reporting higher than average distress on
these dimensions than would a normative popu-
lation. Compared with population norms, males
were higher on the phobic anxiety dimension
and females on the paranoid ideation dimension.
For these five dimensions the confidence inter-
vals indicate a mild elevation of distress. None
of the upper confidence bounds exceeded the
60th percentile (1 standard deviation above the
nonpsychiatric patient means) and were not in-
dicative, on average, of psychiatric disorder in
patients with a dentofacial disharmony seeking
a treatment consultation.

Over 15% of the patients had clinically elevated
scores for obsessive-compulsive behavior, inter-
personal sensitivity problems, hostility, paranoid
ideation, or psychoticism (Figure 2). Sixteen per-
cent of the patients had elevated scores on one
scale, and 24.7% on two or more scales. Nineteen
percent of the patients had an elevated GSI score,
the most sensitive single indicator of psychologi-
cal distress, and 24.7% of the patients met the
criteria for a psychiatric diagnosis (“caseness”).

Although there were no statistically significant
differences between younger and older patients
(all p-values exceeded 0.05), a higher percentage
of the younger patients were “distressed” on six
of the nine dimensions. The difference in per-
centages ranged from 1% on obsessive-compul-
sive and phobic anxiety to 9% on the hostility

Psychological status of patients seeking treatment consultation
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centage of the younger patients had elevated GSI
scores and had a positive diagnosis but the dif-
ferences were small, 1% and 3%, respectively.
There were no statistically significant differences
between males and females (all p-values ex-
ceeded 0.05) in the percentages of distressed in-
dividuals although a higher percentage of males
were distressed on seven of the dimensions. The
difference in percentages ranged from 1% on so-
matization to 8% on psychoticism (males: 24%;
females: 16%). A higher percentage of males had
elevated GSI scores (22% vs. 16%) and had a
positive psychiatric diagnosis (31% vs. 21%).
Even with a sample size of 194, there is insuffi-
cient power to detect statistically significant dif-
ferences in proportions of these magnitudes.
Item analysis

The percentage of patients who endorsed the
specific items listed in Table 3 ranged from 5.2%
to 17.2%. The average T-score decreased dramati-
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95% confidence inter-
vals for the SCL-90-R
dimensions for males
and females. Lower
and upper boundaries
for each condifence
interval are given out-
side the box. Since the
intervals are given in
T-scores, the norma-
tive population aver-
age for all dimensions
is 50.
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Global severity index
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Figure 2

Percent of patients
who exceeded a T-
score of 63 on a SCL-
90-R dimension

552

The Angle Orthodontist

cally for interpersonal sensitivity in both males
and females (adjusted male mean, 41.0; adjusted
female mean, 39.0) when dimension scores were
recomputed after those items had been removed.
But the average T-score for the other dimensions
(paranoid ideation, psychoticism, obsessive-com-
pulsive, and phobic anxiety) did not decrease.
The percentage of patients with a positive diag-
nosis (caseness) was not substantially lowered
(24.7% to 22.7%) when these nine items were re-

. moved.

The pattern of the most frequently endorsed
items rated at least as moderately distressing in-
dicates a profile of distress that was not expected.
Only one of the theorized confounding items,
“Feeling blocked in getting things done,” ap-
peared in the empirical profiles, and then only
for males. Ten of the 15 items were common to
both sexes (Tables 4 and 5).

Vol. 68 No. 6 1998

Discussion
Psychiatric morbidity

Examination of the 95% confidence intervals
suggests a slight elevation in psychological dis-
tress, on average, in patients seeking a diagnos-
tic consultation for a facial skeletal disharmony.
These elevations do not indicate frank psycho-
pathology for the group as a whole. Auerbach®
reported average T-scores that were, in fact,
higher than those reported here, but no statisti-
cal comparison was made with “normative” val-
ues.

A quarter of the patients in this study had lev-
els of psychological distress that warranted a
positive psychiatric diagnosis using the
SCL-90-R as a screening assessment. This crite-
rion is used to identify individuals with suffi-
ciently pronounced distress to warrant
intervention. This proportion is slightly lower
than that reported by Flanary et al.”” using a dif-
ferent instrument. But this rate is almost 1.5 times
higher than that usually reported for the general
population.** Almost 20% of the patients had sig-
nificantly elevated scores on the global severity
index (GSI). Elevations on this index, the single
most sensitive indication of psychological dis-
tress on the SCL-90-R, is particularly notewor-
thy since the GSI represents a composite of
dimensions. Such multifaceted distress may re-
quire consultation, and possibly counseling, with
a mental health specialist. This is particularly
important to clinicians treating orthognathic sur-
gery patients since the medical literature sug-
gests that anxiety, depression, and body concerns
are associated with exaggerated health com-
plaints and poor adjustment to treatment.”%
Sex differences

No statistically significant sex differences in the
proportion of clinically distressed individuals
were noted, although a larger proportion of
males reported clinical levels of distress on seven
of the dimensions and on the two global scores.
Despite the fact that men and women, on aver-
age, reported comparable levels of elevated in-
terpersonal sensitivity, a higher percentage of
men who sought consultation for a dentofacial
disharmony at UNC reported social reasons for
seeking surgery compared with women.” It may
be that men report being more motivated by so-
cial concerns because they more readily expect
social fulfillment to result from esthetic improve-
ments. Support for this lies in one study’s find-
ing that facial attractiveness was more predictive
of overall male social functioning than female.?®



Psychological sequelae model

By eliminating “social discomfort” items that
might be hypothesized to be associated with a
skeletal disharmony, distress scores on interper-
sonal sensitivity dropped markedly. However,
psychological distress in other dimensions re-
mained surprisingly high, and the percentage of
positive psychiatric diagnoses decreased by only
2%. Therefore, the psychological distress exhib-
ited by these patients is not due primarily to
interpersonal sensitivity issues. Obsessive-com-
pulsive symptoms, psychoticism, paranoid ide-
ation, and phobic anxiety are clearly signs of
psychological distress, but not the types of dis-
tress reported in the literature on the effects of
physical unattractiveness. In fact, even studies
of adults and children with facial deformities due
to cleft lip/ palate have failed to uncover psycho-
logical symptoms apart from social anxiety/ex-
cessive shyness.”* The psychological sequelae
model (whereby an impairment in physical func-
tioning is expected to result in psychological dis-
tress) appears to be an appropriate conceptual
model for patients with infertility problems" or
rheumatoid arthritis,"? but our results provide
only mixed support for this conceptualization in
the dentofacial population.

Clinical implications

Elevations on SCL-90-R dimensions and global
indices should not be regarded as indications of
major psychiatric disorders or negative person-
ality traits that might contraindicate orthognathic
surgery. In comparing the SCL-90-R with the
DSM-III diagnostic criteria, the majority of SCL-
90-R diagnoses were adjustment disorders, e.g.,
emotional problems, depressed mood, or anx-
ious mood, rather than major psychiatric disor-
ders.*! Elevations on the SCL-90-R would best be
interpreted as psychological strain or discomfort
that might well benefit from psychological inter-
vention or extra attention and support from the
clinician and staff.

Pogrel and Scott® suggested that routine pre-
operative psychological evaluation is not needed,
but that certain types of patients (difficult pa-
tients, patients with excessive symptoms, and
patients with poor support systems) should be
referred for counseling. In fact, patients who
were rated by their surgeon as submissive
tended to have poorer immediate postsurgical
adjustment, while those rated by their surgeon
as dominant had higher psychological distress
before and after surgery.”® In addition, patients
who are uninvolved and disinterested in their
treatment generally do not cope as well with

Psychological status of patients seeking treatment consultation

Table 4
Distress profile of female patients with a facial skeletal disharmony
seeking a treatment consultation.

Dimension ltem % distressed

SOM Headaches 39.4%
DEP Worrying too much about things 34.5%
HOS Feeling easily annoyed or irritated 33.6%
DEP Feeling low in energy or slowed down 26.2%
INT Your feelings being easily hurt 19.8%
SOM Pains in lower back 20.5%
ANX Nervousness or shakiness inside 18.0% -
o-C Trouble remembering things 18.8%
ANX Feeling tense or keyed up 18.0%
INT Feeling critical of others 16.4%
e Trouble falling asleep 17.4%
0-C Trouble concentrating 14.8%
e Difficulty making decisions 18.9%
o-C Worried about sloppiness or carelessness 19.7%
SOM Soreness of your muscles 17.2%

The 15 most frequently endorsed SCL-90-R items that were rated at least at the
moderately distressing level. For these 15 items, the percentage of subjects who
rated their distress as moderate (2), quite a bit (3), or extreme (4) is presented as
the percent distressed.

Table 5
Distress profile of male patients with a facial skeletal disharmony
seeking a treatment consultation.

Dimension ltem % distressed

HOS Feeling easily annoyed or irritated 23.7%
DEP Worrying too much about things 20.9%
O-C Worried about sloppiness or carelessness 20.9%
DEP Feeling low in energy or slowed down 18.1%
0-C Feeling blocked in getting things done 20.9%
SOM Headaches 15.3%
ANX Feeling tense or keyed up 22.5%
O-C Having to check and double-check what you do 18.3%
INT Feeling critical of others 13.9%
O-C Trouble concentrating 28.3%
O-C Having to do things very slowly to insure 15.5%
correctness
O-C Trouble remembering things 13.9%
O-C Repeated unpleasant thoughts that won’t leave  16.6%
your mind
SOM Pains in lower back 18.1%
_— Feeling that people will take advantage of you 14.1%

if you let them

The 15 most frequently endorsed SCL-90-R items that were rated at least at the
moderately distressing level. For these 15 items, the percentage of subjects who
rated their distress as moderate (2), quite a bit (3), or extreme (4) is presented as
the percent distressed.
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problems and are more likely to become angry
and hostile.*®

It is difficult, if not impossible, to adequately
screen patients for psychological distress in the
course of a diagnostic interview or case presen-
tation. Clinicians have several options. They can
depend on their own interview and perceptive
skills for evaluation, or they can ask patients to
complete a standardized test and refer patients
who have clinically elevated scores for diagno-
sis and counseling. If standardized tests are used,
the clinician should establish a working relation-
ship with a mental health professional who could
review test profiles that indicate endorsement of
extreme items.

A mental health referral is recommended for
those patients experiencing a high level of psy-
chological distress. Certainly patients who en-
dorse items suggestive of psychotic illness (e.g.,
someone else controls their thoughts or they hear
voices that others do not), overt hostility (urges
to harm someone else), or suicide should be re-
ferred for psychological evaluation. Counseling,
if viewed by the clinician as a constructive op-
tion for addressing life problems, can be recom-
mended without offending the patient. Good
patient management requires that a clinician as-
sess whether a patient is cognitively competent
to make a decision, is experiencing any stressors
that may complicate or interfere with the
progress of treatment and recovery from surgery,
and has realistic expectations associated with
treatment.

The prognosis for patients with clinically el-
evated psychological distress is unclear. Those
patients may be the most pleased with the sur-
gical change or they may be at increased risk for
dissatisfaction. Neuroticism, a personality trait
that indicates emotional lability and
overreactivity, has been correlated with dissat-
isfaction, negative mood, and patient self-report
of postsurgical swelling, pain, or paresthe-
sia,”**% although the association has not been
observed consistently during recovery. Whether
a patient who is experiencing high psychologi-
cal distress or psychopathology before surgery
will have a poorer postsurgical adjustment and
increased dissatisfaction is not known.

Vol. 68 No. 6 1998

Conclusions

The findings from this sample of patients with
dentofacial disharmonies seeking a treatment
consultation at an academic care center indicate
that:

1. Males and females exhibit, on average, a mild
increase in psychological distress on interper-
sonal sensitivity, obsessive-compulsive, and
psychoticism dimensions, but this elevation is
not indicative of psychopathology as a whole.

2. A quarter of the patients qualified as a posi-
tive diagnosis of a psychiatric disorder using the
SCL-90-R criterion. Removal of items from the
interpersonal sensitivity dimension that might be
related to the presence of a moderate to severe
dentofacial disharmony reduced the percentage
of positive diagnoses by only 2%.

3. Orthodontists and oral and maxillofacial sur-
geons should be alert to symptoms reflecting
psychological distress, as well as psychiatric
morbidity, in patients with a dentofacial dishar-
mony.
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