EAnHNIKH OpaoAONTIKH EneEQPHEH

LuykatdBean niinpogdpnans ot opBobovukn / Informed Consent in Orthodontics

YuykatdBeon niinpo@dpnons otnv OpBodovukn:

Euneipies ané Niynpiavous aoBeveis

Chukwudi Ochi Onyeaso,' Ifeoma Linda Utomi’
"Nékropas/ZupBouros OpBobovtikds, Epyaotipio Ztouaukns Yyeias Maibiou, Iatpikn Xxonn / Mavemotnpiakd Nogokopeio, Maver-

otAuio Ibadan, Ibadan, Niynpia.

‘Néktopas/EuuBouros OpBodovukds, Epyaotnpio Ztopatikns Yyeias Madiou, Iatpikn Ixon / Mavemomuiaké Nogokopeio Lagos,

Mavemotnpno Lagos, Lagos, Niynpia.

Informed Consent in Orthodontics: Experiences of Nigerian Patients

Chukwudi Ochi Onyeaso,' Ifeoma Linda Utomi’
!Senior Lecturer/Consultant Orthodontist, Department of Child Oral Health, College of Medicine / University College Hospital,

University of Ibadan, Ibadan, Nigeria.

“Senior Lecturer/Consultant Orthodontist, Department of Child Dental Health, College Medicine / Lagos University Teaching

Hospital, University of Lagos, Lagos, Nigeria.

AOMHMENH MEPIAHWH

ZTOXOZL: H enapkns katavonon twv NAnpopopimV
nou AapBdvouv o1 acBeveis 10Tp®V N odoviiatpwv
katd tnv &iadikacia tns cuykatdBeons nAnpo@opn-
ons, anoteei nnyn npoBAnpatcpoU yia Tous (opeis
uyeias naykoopiws. O okonos tns penétns auths ivai
n a§loAéynon twv gpngipidv and Niynpiavous opBo-
dovukoUs acBeveis oxetizopeves pe tnv nAnpo@opn-
pévn ouykatdBeon.

IXEAIAZIMOZ: MNpoonukn cuyxpovikn penétn Baoi-
opévn o€ epwInpatonodyio.

XPONOZX KAI TOINMOX APAXHE: OpBobovuikh Movada
tou Mavemotnpakou Noookousiou tou Ibadan kan
Epyaothpio Xtopaukns Yyeias Maidiov oto Maveni-
otnpiakd Nocokopeio tou Lagos, Niynpia.

ATOMA KAI MEGOAOI: TudiéxBnkav nAnpo@opies
ané opBodovukous acbeveis nou ntav os Bepaneia
og 6Uo opBodovuka kévipa otnv Niynpia, oxeukd pe
b1a@opes nAsupés tns cuykatdBeons nAnpoPopNonNs.
Yuvonikd, 103 acBeveis — 77 (74,8%) yuvaikes kai 26
(26,5%) dvipes ouppeteixav otnv pedéwn. To €0pos
wns nAikias htav and 7 éws 40 twv (Péoos 6pos nii-
kias: 15,89 + 8.4). Na v avdduon twv 6edopévwv
XpnoiponoinBnke NePIypaPikn otauoukh Kabws Kai
n dokipaaia x°.

AlMNOTEAEEMATA: Nevhvia-evvéa aoBeveis (57.3%)
unootpiEav 6u éNaBav npopopikés ensEnynaels anod
tov opBodovukd tous, eved 38 (36.9%) unoctnpiav
ou énaBav ypantés kalr NPo@opikés enenynoeis.
Mapédo nou 40 (38.8%) napadéxbnkav 6t nAnpo-
@opnBnkav yia tous mBavous KivdUvous NMou OXeti-
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STRUCTURED ABSTRACT

AIM: The adequacy of information comprehension
by medical and dental patients during informed
consent process has been a source of concern to
health care providers globally. The objective of this
study was to evaluate Nigerian orthodontic
patients’ experiences with informed consent.
DESIGN: Questionnaire-based, cross-sectional and
prospective study.

SETTING: Child Oral Health Department, University
College Hospital, Ibadan and the Child Dental
Health Department, Lagos University Teaching
Hospital, Lagos, Nigeria.

MATERIALS AND METHODS: Information was gath-
ered from the orthodontic patients receiving treat-
ment at the two referral orthodontic centers in
Nigeria concerning their experiences about several
aspects of informed consent in orthodontics. In all,
103 patients — 77 (74.8%) females and 26 (25.2)
males participated in the study. Their ages ranged
from 7 to 40 years (mean age: 15.89 + 8.4). Descrip-
tive statistics and chi-square statistic were applied
in analyzing the data.

RESULTS: Fifty-nine patients (57.3%) claimed they
received verbal explanations from their orthodon-
tists while 38 (36.9%) claimed they had written and
verbal explanations. Although 40 (38.8%) accepted
being informed of the possible risks associated with
orthodontic treatment, only 27 (26.3%) were able
to recall some. Twenty-six (25.2%) could not indi-
cate any of their responsibilities during the treat-
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zovial pe tnv opBodovukh Oepaneia, poévo 27
(26.3%) ntav oe Béon va BuunBouv kdnolous anod
autous. Eikoo1-£€1 (25.2%) dev pnopouacav va avapé-
POUV Kapia and us UNOXPEWAEIS ToUs kKatd tnv 61dp-
kela wns Oepaneias, 68 (66%) cuppwvnoav 6u o
opBobovukds tous evnuépwoe yia ta mbavd aiua tns
ouykigioiakns tous avwpanias, 24 (23.3%) cupPw-
vnoav 6u ninpo@opnOnkav yia mBavda evadfaktika
ox€61a Oepaneias ka1 87 (84.5%) 6éxBnkav 6u evnpe-
pwbnkav yia v mbavh &idpkeia tns Bepaneias,
EBbopnvia-evvéa (76.7%) unoothpi§av 6u ékavav
€pwINOEIS Nou apopoucav tnv Bepaneia tous katd
v d1adikacia Ahyns ano@doewv. Mevikd, 55 (53.4%)
ntav 1kavonoinpévol pe tnv nAnpopdépnon nou éfa-
Bav ka1 90 (97.3%) nepiéypayav tnv emKoivwvia pe
tov opBobovtikéd ws 1kavonoinukn / noAU 1kavonoin-
ukn.

ZYMIIEPAEMATA: Mapono nou éva peydno péPOs
v a00svav €6€1EE 1KAVONOINPEVO PE TNV EMIKOIVW-
via nou unnpxe pe tov opBodovukd, nodnoi dev htav
o€ Béon va BupnBouUv tous KIvbUvVous Nnou oxetizovial
pe tnv opBodovukn Bepancia. Adyw twv mbavov
10TPIKWV-VOUIKWV EMNTIWOEWY, 01 acBeveis npénel va
EVNUEPMVOVTAT NEPICTOTEPO Y1 TOUS KIVOUVOUS mou
oxetizovial pe tnv opBodovuikn Bepaneia.

Né€ais kiadd: MAanpogopnpévn ouykataBeon, Opbo-
dovukn, Niynpia.

EA. OpB06. EmO. 2007;10:29-39

Mapennebn: 23.03.2006 - Eyive dektn: 08.01.2007

EIZAFQrH

To nepipnuo déypa tns ouykatdBeons nAnpo@opnons
oUuppwva pe tov Smith (1989) avagépel 6u «npiv kdnoi-
0s 1atpo6s xopnynoel onoladhnote Bepaneia, o aobevhs
nPENEl va gival ENAPKMS EVNPEPWHEVOS Y1a TNV NPOTEIVO-
pevn Oepansia kar ta anotedéopatd tns Kair npénsl va
ouppwvhoel eleuBepa oto va unoBAnBei oe authvr». H
ouykatdBson nAnpopdpnaons gival pia kUpia nBikh apxn
nou kabopizel tnv oxéon petagl Tou UYEIOVOMIKOU MPo-
owmKou ka1 twv acBevav. O acBevhs npénel va AdBel
enapkeis nAnpogopies avaopikd pe tous Kivduvous Kai
ta o@énn tns Bepaneias otnv onoia npdkertal va unoBAn-
Osi kaBws ka1 ous evaiiakukés Oepancutikés emnoyés
(Tsotsi and Rudolph, 2005). H &1adikacia auth Baoizeto
1000 otV evnpépwaon twv acBeviv 600 Kal otnv Kata-
vonon twv NApexopevwv NANPO@OPIGV NPV and tnv
anodoxn ka1 ouykatdBeon yia Bepaneia (King, 2001).
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ment, 68 (66%) agreed that their orthodontists
informed them of the possible causes of their mal-
occlusions, 24 (23.3%) agreed that they were
informed of the possible treatment alternatives and
87 (84.5%) accepted being told of the possible
treatment duration. Seventy-nine (76.7%) claimed
they asked questions concerning the treatment dur-
ing the decision-making process. Generally, 55
(53.4%) were satisfied with the information they
received and 90 (87.3%) described the communica-
tion between them and their orthodontists as satis-
factory / very satisfactory.

CONCLUSIONS: Although a reasonable proportion
of the patients indicated satisfaction with the com-
munication between them and their orthodontists,
many could not recall the risks associated with
orthodontic treatment. Due to the possible medico-
legal implications, patients should be educated
more on the risks associated with orthodontic
treatment.

Key words: Informed consent, Orthodontics, Nigeria.
Hell Orthod Rev 2007;10:29-39.
Received: 23.10.2006 — Accepted: 08.01.2007

INTRODUCTION

The popular doctrine of informed consent according to
Smith (1989) states that "before a physician may adminis-
ter any treatment, the patient must be adequately
informed about the proposed therapy and its effects, and
must freely consent to being treated." Informed consent
is a major ethical principle that defines the relationship
between health workers and the patients. A patient
should be given adequate information on the risks and
benefits of treatment to be undertaken and also alterna-
tive treatment options (Tsotsi and Rudolph, 2005). This
process depends on a patient not only having, but also
understanding, the appropriate information before treat-
ment can be agreed upon and consented to (King, 2001).
Several authors had shown interest in this subject earlier
such as Williams (1979, 1980), Kerr (1985), Klein, 1988; Wu
and Pearlman (1988), Lahti et al. (1995), Klock (1995) and
Pratelli et al. (1996). For obvious reasons, currently there is
a growing emphasis on informed consent in medical and
dental settings globally, although with some variations
among countries (Stanley et al., 1998; Kiyak et al., 2000;
Thomson et al., 2001; Schowen, 2001; Turner and Wil-
liams, 2002; Lal, 2003; Gasparini et al., 2004; Yamalik,
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Ekéva 1. M6oo 1kavonoinpévos hoaotav pe v opBodovukn opdda
katd tnv dradikacia Anyns anopdacewv npiv tnv évapén s Bepanei-
as; (MBavés anavtncers: 1. Monu ducapeotnpévos; 2. Aucapeotnpié-
vos; 3. Oubétepos; 4. Ikavonoinpévos; 5. MoAU 1Kavonoinpévos).

Figure 1. How satisfied were you with the decision-making process
with the orthodontic team before the start of the treatment? (Key
for the responses: 1. Very dissatisfied; 2. Dissatisfied; 3. Neutral; 4.
Satisfied; 5. Very Satisfied).

Apketoi ouyypageis €dei€av evdiapépov yia 10 Béua
autd onws o1 Williams (1979, 1980), Kerr (1985), Klein
(1988), Wu ka1 Pearlman (1988), Lahti ko1 ouv. (1995),
Klock (1995) kan Pratelli ka1 ouv. (1996). NMa npo@aveis
Adyous, katd tnv napouca nepiodo divetan peyandiepn
€ueaon otnv ouykatdBson nAnpopdpnans ous 1aTPIKES
ka1 odovuatpikés unnpecies o€ naykéopio eninedo,
napono nou eugavizovial Siapopés avdpsoa o€ dago-
peukés xmpes (Stanley ko ouv., 1998; Kiyak kar ouv.,
2000; Thomson ka1 ouv., 2001; Schowen, 2001; Turner
kan Williams, 2002; Lal, 2003; Gasparini ka1 ouv., 2004;
Yamalik, 2005a, 2005b, 2005c; Turpin, 2005; Kusec ka1
ouv., 2006). O1 evnuepwuévor acBeveis éxouv nio Aoyi-
kés npoobokies oe oxéon pe 1o anotéleopa tns Bepanei-
as ka1 anotefoUv kadUtepous katavadwiés odovuatpi-
kov unnpeoiov (Klein, 1988). O1 aoBeveis autoi, gival
mBavod va epgavioouv kafdtepn cuvepyaoia, KAU nou
pe tnv oeipd tou BonBdea otnv eniteugn kanltepwv
Oepanevukav anotefeopdtwy AapBdvovias unéyn tnv
oxeukd peydnn Sidpkeia tns opBodovukns Bepaneias.

rus pépes pas Sivetan peyandtepn éugaon o€ znthpata
noodtntas, napdéio nNou n noidINta €ival NPWIAPXIKAS
onpacias owinv obovuatpikh (Yamalik, 2005a). Aev
undpxel ap@iBonia éu n eymotoolvn 1ou acBevh Npos
tov odovriatpo (opBodovuikd), n anoteNEoPATIKA EMKOI-

EAAHNIKH OPOOAONTIKH EMIOEQPHIH 2007 « TOMOZ 10 » TEYXOX 1

2005a, 2005b, 2005¢; Turpin, 2005; Kusec et al., 2006).
Informed patients are better consumers of dental services,
with more reasonable expectations of treatment out-
comes (Klein, 1988). Informed orthodontic patients are
likely to show better compliances, which in turn favors
better treatment outcomes considering the relatively long
time involved in orthodontic care.

Although quality is a genuine concern for dentistry, nowa-
days more emphasis is placed on quality issues (Yamalik,
2005a). There is no doubt that issues such as trust in the
dentist (orthodontist) by the patients, effective communi-
cation between the dentist (orthodontist) and the
patients and the general interaction between them will
greatly influence the eventual treatment outcome (Lahti
et al., 1995; Yamalik, 2005b, 2005¢; Kusec et al., 2006).
Turpin (2005) in his editorial "the evolution of informed
consent” mentioned that in California, the Cobbs V Grant
case raised awareness among professionals of the need
for informed consent. Subsequently, the California
Supreme court listed 4 basic principles for informed con-
sent and one of them states that "for the patient's con-
sent to treatment to be legally effective, it must be an
informed consent. However, the adequacy of information
retained by patients, including orthodontic patients, fol-
lowing pre-treatment consultation and interactions in the
process of informed consent has remained a big challenge
to the health care providers. This has resulted in various
attempts/suggestions on how to modify the process (Lahti
et al., 1995; Gasparini et al., 2004; Kusec et al., 2006).
The influence of the western civilization is becoming
increasingly apparent in Nigeria. Issues of human rights,
improvement and quality in health care delivery, among
others are becoming more important. Hitherto, in Nige-
ria, there is no report on informed consent in dentistry
generally and in clinical orthodontics in particular.
Patients’ compliance is very crucial to the successful out-
come of any orthodontic treatment, which is also close-
ly related to patients’ satisfaction or otherwise with the
process of informed consent.

Therefore, in an attempt to contribute to the quality
assurance in orthodontics, especially in Nigeria, this study
aimed at evaluating the informed consent experiences of
Nigerian orthodontic patients

MATERIALS AND METHODS

The sample consisted of 103 orthodontic parents cur-
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vwvid Ka1 n yevikotepn ouvepyaoia petagu tous Ba enn-
pedoel o peydno Babud to teMikd Bepansuukd anoté-
Aeopa (Lahti ko ouv., 1995; Yamalik, 2005b, 2005c;
Kusec ka1 ouv., 2006).

O Turpin (2005) oto kUpi1o dpBpo tou «n €G€Mén tns
ouykatdBsons ninpo@opnons» avépepe 6u otnv Kani-
@opvia, n undBeon Cobbs evaviiov Grant avébele
otous enayyenpaties tnv avaykaodtnta tns ouykatdOe-
ons niAnpo@dépnons. Iinv ouvéxeld, 10 avatato dika-
othpio tns Kampopvia éBeoe 4 Baoikés apxés yia tnv
ouykatdBson nAnpo@opnons Kal pia and autés avagé-
pel 6u «yia va givan n ouykatdBson tou acbevh otnv
Oepaneia vopikd evepyn npénel va gival nAnpo@opnpé-
vn ouykatdBeon». Qotdoo, n endpkeia twv NnANPoQo-
PIV Nou ouykpatouv o1 acBeveis, cupnepiRauBavopé-
vawv twv opBodovukwv acbevmv, katd tnv dadikacia
ouykatdBsons nAnpo@opnons napapével peydnn npod-
kAnan yia tou gopeis uyeias. Auté gixe oav anotéfsopa
va yivouv idpopes andneipes/npotdaoels yia tnv tpono-
noinon tns diadikaaoias (Lahti kan ouv., 1995; Gasparini
ka1 ouv., 2004; Kusec ka1 ouv., 2006).

H emppon tou duukou noAiuopoU epgavizetar ofoéva
ka1 nepioodtepo otnv Niynpia. ©éuata nou agopouv
ota avBpwmva dikaiwuata, otnv BeAtiwon ts noidtn-
10s NaPOXNS UNNPECIOV Uyeias anoktolv peyanltepn
onpacia. Méxpr wwpa otnv Niynpia, dev éxer undpéer
ava@opd oxeuzépevn pe tnv ouykatdBson nanpopdpn-
ons otnv 0dovuatpikh YEVIKOTEPO Kal MO CUYKEKPIPEVA
otnv kAvikh opBodovukn. H ouvepyaocia tou acBevn
givar noAU onpavukn otnv emtuxia Tou anotenéopatos
pias opBodovukns Bepaneias, nou éxer dueon oxéon e
nv 1kavonoinon tou acBevh h diagopeukd pe tnv dia-
bikaaia tns ouykatdBeons ninpo@dpnaons.

Ze pia npoondBsia va cuveiopépoupe otnv Sacpdnion
noiétntas otnv opBodovukn, €dikd otnv Niynpia, n
pefétn auth otoxelsl otnv a&loldynon twv EPNEIPIOV
ané tnv ouykatdBson ninpo@opnons oe NiynpiavouUs
opBobovuikoUs acbeveis.

YNIKA KAI ME©GOAOX

To 6eiypa anotefoUviav and 103 yoveis acBevmv nou
Bpiokovian og Bepansia ous opBodovukés KMVIKES Tou
ExnadsuukoU MavemotnpiakoU Noookopgiou tou
Adyos (LUTH), Adyos, Niynpia ka1 tou Mavemotnpakou
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rently receiving treatment at the orthodontic clinics of
the Lagos University Teaching Hospital (LUTH), Lagos,
Nigeria and the University College Hospital (UCH),
Ibadan, Nigeria. The age range of the sample is 7-40
years (mean, 15.89 + 8.41) with 77 (74.8%) as females
and 26 (25.2%) males.

Using a questionnaire, over a 3-month period (April-June,
2006), the views of the patients were requested on some
open-ended and close-ended questions on informed con-
sent. The parents/guardians of the minors assisted in fill-
ing-in the questionnaire, according to the responses of
the children.

Statistical analysis

The Statistical Package for Social Sciences (SPSS) was
used to analyze the data. Descriptive statistics as well as
chi-square statistic were applied in the analysis.

RESULTS

Table 1 gives the age and gender distribution of the
respondents. Seventy-three (70.9%) of the respondents
were on fixed orthodontic appliances while 22 (21.4%)
were using active removable or functional appliances.
Eight (7.8%) indicated other forms of orthodontic treat-
ment like extractions.

Figure 1 shows the response of the patients indicating
how satisfied they were with the decision process to
start orthodontic treatment with 54 (52.5%) indicating
satisfaction. How satisfied generally the patients were
with the information they received from their orthodon-
tist is shown in Figure 2. Satisfaction was indicated by 55
(53.5%) of the respondents. The communication
between the patients and their orthodontists was con-
sidered satisfactory/very satisfactory by 90 (87.3%) of
the respondents (Fig. 3).

Verbal explanation/consent only accounted for 59
(57.3%) of the nature of information the patients
received from their orthodontists. Both written and ver-
bal explanations/consent were received by 38 (36.9%) of
the respondents while 2 (1.9%) respondents claimed
they had written explanation only. One (1.0%) claimed
receiving the information through Audio-visual means
and the remaining 3 (2.9%) indicated other forms of
information (which were not specified).

Concerning being informed of the possible causes of
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Ekéva 2. Tevikd, ndoo 1kavonoinpévor gicacte pe us NANPoQopies
nou oas £6wae o opBodovukos; (MBavés anavinaeis: 1. MoAU duoa-
peatnpévos; 2. Aucapeatnpévos; 3. Oubétepos; 4. Ikavonoinpévos; 5.
Mony 1kavonoinpévos).

Figure 2. Generally, how satisfied were you with the information
you received from your orthodontist? (Key for the responses: 1. Very
dissatisfied; 2. Dissatisfied; 3. Neutral; 4. Satisfied; 5. Very Satisfied).

KofeyiakoU Noookopegiou (UCH), Ibadan, Niynpia. To
€Upos twv nAikicv tou deiypatos htav 7-40 étn (uéoos
0pos, 15.89 = 8.41%) pe 77 (74.8%) yuvaikes ko 26
(25.2%) avbpss.

ZnthBnkav o1 anoyels wwv aoBevwv o OPIoUEVES avOl-
Xtés ka1 KAEIOTES EPWTINOEIS 0 oxéon WE TNV ouykatdOe-
on nAnpo@dpnons (deite emalUvayn) e tnv XpAon epw-
tnpatofoyiou, o pa nepiodo 3 pnvav (Anpifios-Iou-
v10s, 2006). O1 yoveis/kndep6ves twv avanikwv aoBevav
BonBnoav otnv cupninpwon tou epwtnpatofoyiou,
oUP@WVA PE TS anavtinoels Twv Nadiwv.

Ztauoukn avdduan

XpnoigonoinBnke to Xtauocukd Makéto Kowwvikov Em-
otnpwv (SPSS) yia tnv avdduon twv dedopévwv. EQap-
MOOTNKE NEPIYPAPIKN otatigukh kabws kol n dokipacia
X2 owinv avdnuon.

AMOTEAEZMATA

O Mivakas 1 diver tnv katavoun twv epwtnBéviwy katd
niikia ka1 @UAo. EBSopnvia tpes (70.9%) and tous
€pWTNOEvIES €Pepav nAyies ouokeués evad 22 (21.4%)
xpnoiponolouoav Kivniés N AEITOUPYIKES GUOKEUES. e
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Eikéva 3. MNems pnopeite va nepypayete tnv EMKovVwvia nou ixate pe
tov opBodovuko; (MBavés anavinaeis: 1. MoAU duaapeotnyévos; 2.
Aucapeotnpévos; 3. Oubdétepos; 4. Ikavonoinpévos; 5. MoAU 1kavo-
MOINKEVOS).

Figure 3. How can you describe the communication between you
and your orthodontist? (Key for the responses: 1. Very dissatisfied;
2. Dissatisfied; 3. Neutral; 4. Satisfied; 5. Very Satisfied).

their malocclusions by the orthodontists, 68 (66%) of the
respondents said they were informed, 29 (28.2%) claimed
otherwise while 6 (5.8%) did not respond to this question.
Only 24 (23.3%) respondents said they were told of
other alternative treatment options by their orthodon-
tists while the rest claimed that such information was
not given to them.

Concerning being informed of the possible risks associ-
ated with orthodontic treatment, 40 (38.8%) agreed
they were told while the rest claimed otherwise. How-
ever, only 27 (26.32%) could recall any associated risk
(Table 2).

On patients’ responsibilities during orthodontic treat-
ment, 91 (88.3%) indicated being told by their ortho-
dontists but only 77 (74.8%) could recall one responsi-
bility or the other as shown in Table 3. Sixty-seven
(65.0%) of the respondents agreed being told of the pos-
sible consequences of not receiving treatment while 32
(31.1%) claimed they were not told and 4 (3.9%) did not
respond to this question.

Eighty-seven (84.5% said they were informed of the pos-
sible duration of treatment while the rest claimed other-
wise. Seventy-nine (76.7%) said they asked questions
concerning the treatment during the decision-making
process while the rest claimed not to have asked ques-
tions from their orthodontists about the treatment dur-
ing the decision-making period.
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Table 1. Age and gender distribution of the patients.
Mivakas 1. H &1iaonopd guiou kar nAikias twv aobevav.

Age (years) Male Female Total
Hitikia (étn) Avbpes luvaikes Zuvorikd

n (%) n (%) n (%)
<10 4 (3.9 6 (5.8) 10 9.7)
11-20 13 (12.6) 42 (40.8) 55 (53.4)
=21 9 (8.7) 29 (28.2) 38 (36.9)
Livoro/Total 26 (25.2) 77 (74.8) 103 (100)

Mean age: 15.89 + 8.41 (SD) years, age range: 7-40 years
Méon niikia: 15.89 + 8.41 (SD) étn, pos niikias: 7-40 éin

oKt (7.8%) aadBeveis npotdBOnke anin poppn opbodo-
vukns Bepaneias, 6nws o1 e§aywyés.

H Eikéva 1 beixvel tnv andvinon twv acBeviv oto n6co
Kavonoinpévol Atav pe tnv andégaon va apxioouv
opBodovukn Bepaneia pe 54 aobeveis (52,5%) va dbnAm-
vel ikavonoinpévo. H Eikéva 2 deixvel o yevikés ypappés
10 pPéyeBos tns 1kavonoinons twv acBevmv ané us nin-
popopies nou nhpav anoé tov opBodovuké. Ikavonoin-
pévo dnAwoe 1o 53,4% (55 aobeveis) twv epwtnBéviwy.
H emkowvwvia petal aobevin kar opBodovukou Bewph-
Onke 1kavonoinukn / noAu 1kavonoinukh ané to 87,3%
(90 aoBeveis) wwv epwinBéviwy (Eik. 3).

Ze 59 (57.3%) aoBeveis 666nkav npopopikés enegnyn-
og1s and tov opBodovukd kai o1 id101 Edwoav npogopi-
Kh ouykatdBeon. Mpantés ka1 npopopikés enegnynaeis /
ouykatdBson &éxBnkav 38 (36.9%) twv epwInBéviwy
evo 2 (1.9%) unootnpi€av éu éNaBav pévo ypantés ene-
&nynoeis. Evas (1.0%) unoothpi§e 6u élaBe us niAnpo-
popies YOO ONUKOOKOUOUK®MV HECWV Kal otous unod-
foinous 3 (2.9%) xpnoiponoinBnkav dAnes popPés evn-
pépwons (o1 onoies dev npoadiopiotnkav).

Ava@opikd pe v evnuépwon nou énaBav and tov
opBobovuikd oe oxéon pe us mOavés arties tns ouykAel-
olakns tous avwpadias, 68 (66%) ané tous epwinBévies
andvinoav 6u eixav evnpepwOei, 29 (28.2%) dev eixav
evnuepwOei evd 6 (5.8%) dev andvinoav otnv gpmINon.
Moévo 24 (23,3%) and tous epwinBévies evnpep@Onkav
oxeukd pe evaniakukés Oepaneutikés AUCES eV Ol
unoénoinol unoothpi§av éu dev eixav tétoies NANPoOQo-
pies.
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None of the responses to the questions revealed any sta-
tistically significant gender bias except on the responses
by the patients concerning mentioning of other possible
treatment alternatives by their orthodontists (Table 4).

DISCUSSION

It had been suggested over 20 years ago that the role of
the doctor-patient relationship in a quality assurance
program is a major and multifaceted one (Kerr, 1985).
Kerr (1985) went further to say that the essence of the
interaction between doctor and patient has personal,
psychological and technical aspects, which proceed
beyond the office walls into the community and support
systems.

This present Nigerian study revealed that quite a reason-
able proportion of the orthodontic patients could not
out rightly indicate satisfaction with the decision-making
process, although considerable proportion of the sample
expressed satisfaction with the communication between
them and their orthodontists. This study also revealed
that some of the patients (23.3%) did not ask the ortho-
dontist questions during the decision-making process
about their treatments. This could have contributed to
the relatively low level of satisfaction with the decision-
making process. It could be that these Nigerian patients
are yet to come practically into the new era of con-
sumerism and the movement towards shared decision-
making as described by Teutsch (2003). The paternalistic
approach to deciding what should be done for a patient
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Mivakas 2. Kivbuvor nou oxetizovtai pe tnv opBodovukn Bepaneia
onws avagépbnkav ano tous acbeveis.

Table 2. Risks associated with orthodontic treatment as indicated
by the patients.

Mivakas 3. AutoUoies anavingels 1wV aobevmv OXEUKA HE TS Uno-
XPEMOEIS Tous katd v Sidpkeia tns opBodovukns Bepaneias.
Table 3. Unedited responses of the patients about their
responsibilities during orthodontic treatment.

Kivbuvos Luxvétnta Mooootd
Risk Frequency Percent
Kivbuvos Bpalons uakeuwv 17 15.6
Risk of appliance breakage

Tpaupauopoi twv ouAwv 7 6.8
Injuries to the gum

Aucaveia 3 2.9
Discomfort

Kapia andvinon 76 73.7
No response

Zuvoflo / Total 103 100.0

Avagopikd pe tnv ninpo@dpnon nou élaBav yia tous
mBavous KivéUvous nou oxetizovial pe tnv opBodovukn
Oepaneia, 40 (38.8%) cuppwvnoav 6u evnuepmOdnkav
evw o1 unoédonol unoothpifav to avtiBeto. Qotdoo,
povo 27 (26.32%) ntav o Béon va BupnBouv kdnoio
mBavoé kivéuvo (Mivakas 2).

Ze 6u aQopd US UMOXPEWOEIS TWV £PWINBEVILV Katd
v Sidpkeia s opBodovukns Bepaneias, 91 (88.3%)
evnuepwOnkav and tov opBobovukd anld poévo 77
(74.8%) htav oe Béon va BupunBouv kdnola and autés
onws @aivetar otov Mivaka 3. Oydoévia-entd (84.5%)
andvinoav 6u nAnpo@opnBnkav yia thv mbavin didp-
kela tns Oepangias evaw o1 unodfoinol unoothpiav 10
avtiBeto. EBSopnvia-evvéa (76.7%) avépepav O6u epw-
hOnkav oxeukd pe tnv Bepansia katd thv Sadikacia
Anyns ano@dcewv v o1 undénoinol dev epwtndnkav
ané tov opBodovukd tous yia tnv Bepansia katd tnv
nepiodo ANYns anopdaocswv.

Kapia ané us anavthoels dev €6€1§e atauoukd onpavu-
kh d1apopd oe oxéon pe 10 UMD eKTOS anod Us anavin-
0€1s nou agopouaoav tnv avaopd evandakukou oxebdi-
ou Bepaneias and tov opBodovuko (Mivakas 4).

LYZHTHXH

‘Exe1 npotabei €6 ka1 20 xpdvia éu o pdAos tns axéons
1atpou-acBevh og éva npoypappa noloukns acpdnions
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Andvinon Luxvotnta
Response Frequency
Kapia andvinon 26
No response

Zwotds kaBapiopds TV oUCKEUmY 7
Proper washing of appliance

LUVEXNS Xphon TV CUOKEUMV 13
Use of appliance always

Méyiotn ouvepyaaia 5
Maximum cooperation

Mep1081KN NPOGUPHOYN TWV CUOKEUMV 5
Periodic adjustment of appliance

Takuké BoUptaiopa twv dovumv 16
Regular brushing of teeth

Mn agaipgon twv ouUoKEUMY 2
Do not remove fixed appliance

Anoguyn okinpav kar KoARDOWY TPOPwV 18
Avoid eating sticky or hard foods

Takukh thpnon twv Kavovwv 9
Obeying rules regularly

Mapkeis emokéyers enéyxou 2
Always go for checking

Inueiwon: 30 aoBeveis avdueoa oe autous nou andvinoav oUUQwWVa Lie
s anavtngoels g auio tov nivaka édwoav opiouévous ouvbuaauous
anoé us napandvw anavinoels. 0té0o, OpPICUEVES and TS anavinoels
autés bev nrav EekdBapes.

Note: 30 patients among them that responded as shown in this table
gave certain combinations of some of the above responses. However,
some of them were not very clear

by the physician/surgeon could possibly account for
higher proportion of them being satisfied with the com-
munication between them and their orthodontists. How-
ever, modern approach to health care delivery encour-
ages more patient participation in the decision process.
In-fact, many patients especially the educated ones have
access to the internet and could possibly be partly
informed about their dental conditions before present-
ing at any dental/medical clinic for treatment. This is
more likely among orthodontic patients since many of
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Mivakas 4. Anavinoels twv acBeviv clpewva pe 10 euAo nou apopouv ta evadiakukd oxédia Bepneias nou ava@épBnkav and tov opBodo-

VKO

Table 4. Responses of the patients according to gender concerning their orthodontists mentioning treatment alternatives to them

Andvinon ®Uno / Gender
Response Avbpes luvaikes Iuvoilo
Male Female Total
N (%) N (%) N (%)
Nai / Yes 11 (37.9) 13 (17.6) 24 (23.3)
Ox1/No 18 (62.1) 61 (82.4) 79 (76.7)
Zivono / Total 29 (100) 74 (100) 103 (100)

X = 4.834; df = 1; p=.028

givan anpavukés kar noAunoikidos (Kerr, 1985). O Kerr
(1985) unoowpiEe 6u n oucia tns afddndenidpaons
petagu 1atpol ka1 agBevh €xel NPOCWNIKES, YUXONOYIKES
Ka1 texvikés nieupés nou ekteivovial népa ané ta teixn
Tou 1atpeiou péoa otnv kovwvia kabws enions ka1 ota
ougthpata unootnpigns.

H napouoa Niynpiavh pedétn pavépwoe 6u éva onpa-
vuKko pépos twv opBodovukwv acBevav dev ntav 1ka-
vonoinpévo ané tnv &iadikacia Anyns anopdoswy,
napéio nou peydano pépos tou deiypatos dhAwoe 1ka-
vOnoINYEVO PE TNV EMKOIVWVia nou gixe pe tov opBodo-
vuké. Enions, n épeuva auth @avépwaoe 6u opiopévor
aobBeveis (23.3%) bev ékavav epwtnaels otov opBodovu-
k6 katd tnv S1adikacia AAYns anoPAcewv OXEukd e
nv Bepaneia tous. Autd pnopei va ouveloEPeps OTO
OXeUKA xapnié eninedo 1kavonoinans e tnv Sadikacia
Ahyns anopdoswv. Eivar mBavéd o1 ouykekpipévor Niyn-
plavoi acBeveis va pnv €xouv Pnel otnv €Noxn tns NPo-
otaagias tou Katavadwth Kail oto Kivnpa s ané koivou
Anyns ano@doswv Onws éxel nepiypdyel o Teutsch
(2003). H natepvamioukh npocéyyion anoé tov 1atpod/xel-
poUpyo va anopacizel u Ba npénel va kdvel o acBevns,
givan mBavé va egnyei 1o peydno nocoatd 1kavonoinons
Mou EUPAVIOTNKE OXEUKA PE TNV EMKOIVWVia Petagl twv
acBevav ka twv opBodovukwy. Qot6oo, 01 GUYXPOVES
andyeis yia thv napoxh unnpeciwv uyeias unootnpi-
zouv peyadutepn cuppetoxh otnv ANYn ano@acewv
ané tous agBeveis. Lnv npaypaukotnta, nodfoi aobe-
veis €161kd o1 poppwpévor éxouv npoéoBacn oto H1abdi-
Ko ka1 mBavov eivar oe Béon va sivan ws éva Babud
evhpePOI yia tnv 0dovuikh Tous Katdotaon NPV Napou-
olaotouv o€ kdnoia odovuatpikn/iatpikh KAIVIKA yia
Oepaneia. Auté eivar mo mBavé otous opBodovukoUs
aobeveis epdoov nonddoi and autous npoépxovial and
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them come from the higher socio-economic group in the
society. Therefore, it is expected that the proportion of
the patients who will not ask questions during the deci-
sion-making process for their treatment will drop with
time in Nigeria.

This present Nigerian study revealed that majority of the
respondents (patients) could not recall the risks associat-
ed with orthodontic treatment. Even those who did
could only recall three out of the many possible risks.
This finding is similar to that reported by Mortensen et
al. (2003). Incidentally, appreciable proportion of the
participants in this study could not describe the informa-
tion they received from their orthodontists as satisfacto-
ry. This finding raises some questions: Could it be a
reflection of poor information the patients received from
their orthodontists or purely poor comprehension by
these patients even after good explanation from the
orthodontists? Mortensen et al. (2003) reported that
children and parents recalled far fewer total risks that
mentioned by the orthodontists. Just like in the present
Nigerian study, even those who recalled some of the risks
in the study by Mortensen et al. (2003) could not remem-
ber the most frequently described risks such as tooth
decay, root resorption and tooth loss. Similarly, Baird and
Kiyak (2003) reported that even though 15 of the 21 chil-
dren had already had at least 1 problem during their
treatment, 12 children and 7 parents stated that there
were no risks associated with orthodontic treatment.
Another 5 children and 5 parents could not recall any
risks. This resulted in very low concordance between
recall by parents or children and chart information. So
going by the findings in this study and those of other
researchers (Weiner and Lovitt, 1984; Alexander, 2000;
Thomson et al., 2001; Mortensen et al., 2003; Baird and
Kiyak, 2003), the poor recall of orthodontic treatment
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v UYnAGTEPN KOIVWVIKO-01KOVOUIKA opdda tns kovw-
vias. Enopévws gival avapevopevo 1o nocootd tov aobe-
Vv nou bev kavel pwtnoels katd tnv dradikaaia Anyns
anopdoswv yia v Bepaneia tous va peiwOei pe tov
kaip6 otnv Niynpia.

H napoUca pedétn @avépwos 6u n nigiovotnta twv
epwtnBéviwy (aoBevav) dev pnopouoe va BupnBei tous
kivbuvous nou oxetizoviar pe tnv opBodovukn Bepa-
neia. Aképa ka1 autoi nou pnopoucav, htav os Béon va
avakanéoouv povo tpels and tous noAdoUs Kivbuvous.
To €Upnpa autd givar napdpoIo pe autd Nou avéPeps o
Mortensen ka1 ouv. (2003). Zupntwpaukd, peydno
HEPOS TWV CUMMETEXOVIWV otnv napouca pedétn Oev
Bswpouv 1kavonoinukés us nAnpogopies nou élaBav
ané tov opBodovukd. To cuykekpiyévo elpnua eyeipel
opiopéva epwthpata: Mnopei va avukatontpizer v
edmnn evnpépwon nou élaBav o1 aocBeveis and tov
opBodovukd A tnv edfinA katavénon twv nAnpogo-
piwv and tous acBeveis énerta and enapkeis eEnynaoeis
tou opBobovukou; O1 Mortensen kar ouv. (2003) avé-
eepav 6u ta nondid kar o1 yoveis Quuodvioucav noAu
Myétepous kivduvous and autoUs nou avépepe o opbo-
bovukds. Onws kar otnv napodoa Niynpiavh pedén,
aképa kai ekeivor nou Bupdviouoav kanolous and tous
kivbuvous otnv pedétn tou Mortensen kar ouv. (2003)
bev pynopoucav va BupunBouv tous nio cuxvous KivoU-
vous 6nws n tepndoéva, n anoppdPnon pizas kal n anw-
neia dovuwv. Mapopoiws, o1 Baird ka1 Kiyak (2003) avé-
@epav 6u napoédno nou 15 anéd ta 21 nodid eixav tou-
Adxiotov éva npdéBanpa katd tnv Bepaneia, 12 nadid
ka1 7 yoveis 6nAwoav du dev undpxouv kivbuvor nou
oxetizovtal pe tnv opBodovuikn Bepaneia. Adda 5 naidid
kan 5 yoveis 6ev Bupdvtouoav kavéva kivouvo. Auto eixe
oav anotéfsopa xapnin olpntwon petau twv ninpo-
Qopiwv nou Buudvioucav o1 acBeveis ka1 twv nAnpo-
Qopiwv nou eixav 6oBei. Enopévws ocupwva pe ta
gupnpata os autn tnv pefétn kabws Kal ta euphpata
anfwv epeuvntwv (Weiner kan Lovitt, 1984; Alexander,
2000; Thomson ka1 cuv., 2001; Mortensen ka1 cuv.,
2003; Baird ka1 Kiyak, 2003), n @twxh avakinon otnv
pvApn twv kivdivwv s opBodovukns Bepansias and
tous NiynpiavouUs acBeveis otnv napouoa pefétn pnopei
va pnv o@einetar atnv eAMnn evnpépwaon ané tov opbo-
6ovuko andd mbavotata 616U tous EExaoav.
Avtiotoixa, ndvw andé 1o éva tétapto (25%) twv epwin-
Oéviwv dev pnopouoe va BuunBei kanola and us uno-
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risks by the Nigerian patients in the present study might
not be because the orthodontists did not inform them of
the risks involved but more probably because they for-
got.

Again, over one quarter (25%) of the respondents could
not recall any of their responsibilities during their ortho-
dontic treatments in the present Nigerian study. Com-
paratively, however, the patients recalled more of their
responsibilities than the risks. This could be a reflection
of the emphasis the Nigerian orthodontists placed on
patients’ responsibilities so as to ensure compliance for
successful treatment outcome.

In this Nigerian study, the majority of the patients had
verbal discussion/explanation and gave consent to their
treatments while some had both verbal and written
information. It is believed that the main goal when pass-
ing across information to patients should be for them to
understand it so that they can really give informed con-
sent to the treatment. Patient's noncompliance is often
due to their lack of understanding or not remembering
the clinician’s verbal instructions (Weiner and Lovitt,
1984). Poor patient compliance has also been linked to
inability to read written materials from their doctor (den-
tist) due to their literacy level (Alexander, 2000). Thomp-
son et al. (2001) reported that both short-term and long-
term recall of information given to patients was poor,
regardless of the method of information. Stanley et al.
(1998) found that additional written or verbal informa-
tion did not improve patients’ understanding of risk and
complications of the procedure. This Nigerian result in
terms of verbal as well as verbal / written information
agrees with that of verbal consent and both verbal /
written consent patients gave for oral care in South
Africa (Tsotsi and Rudolph, 2005).

CONCLUSION / RECOMMENDATION

* While more than half of the sample expressed satis-
faction with the decision-making process as well as
the information they received from the orthodontists
and a high proportion of them considered the com-
munication between them and their orthodontists as
satisfactory, a considerable proportion of them could
not recall the risks associated with orthodontic treat-
ment and their responsibilities during the treatment.

¢ In line with other advanced Orthodontic Associations
in the World such as the American Association of
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Xpewoeis katd tnv opBodovuikh Bepaneia otnv napouca
pefén. Zuykpiukd wotéco o1 acBeveis Bupdviouoav
NEPIOOOTEPES UNOXPEWOEIS and kivouvous. To napand-
vw pnopei va avukatontpizel tnv éupacn nou édwaoe o
Niynpiavés opBodovukds ous unoxpemosls tou aobevh
wote va eCaopadios kaln oguvepyaoia yia eMUXnpévo
anotéfeopa.

Ltinv napoloa pedétn, n nigiovétnta twv aoBeviv
¢6woe nv ouykatdBeon tou otnv Bepanceia petd anod
npoQopikn cuzhtnon/enegnynosis evw PEPIKOT gixav
npogopikn ka1 ypanth nAnpo@opnan. O Kupiws okonés
nAinpo@dépnons twv acBevav givalr n katavonon twv
ninpo@opicv wote va SmMoouv Npaypatkh ouykatdOe-
on ninpogdpnons otnv Bepangia. H eAMnns ouvepya-
oia o@eifetan ouxva otnv éddgiyn katavénons h otnv
napdfgiyn twv NPOPOPIKWYV 0dnyidv tou Kivikou
(Weiner ko Lovitt, 1984). H kakh ouvepyaoia twv aoBe-
Vv éxel ouxvd ouoxeuotei pe tnv abuvapia avdyvwons
ypantoU ufikoU nou npoépxetal and tous 1atpous (odo-
vudtpous) Adyw tou emnédou pépewaons (Alexander,
2000). O1 Thompson ka1 ouv. (2001) avépepav 6u ave-
€apwnta and tov pono ninpo@opnaons, n BpaxunpoOe-
opn addd ka1 n pakponpdéBeoun enavagopd otnv
pvApn twv ninpogopi®v nou eixav H0Bei atous aobe-
veis ntav eAfinnhs. O Stanley kar ouv. (1998) Bphkav 6u
npdobetes ypantés n npo@opikés nAnpogopies bev Ben-
tiwoav tnv Katavonon twv acBevv avapopika PE Tous
kivbuvous kar us emniokés tns dadikaaoias. Ta anote-
Aéopata tns Niynpias avapopikd pe NPoPopikes Kabws
Kol npo@opikés/ypantés nAnpo@opies CUPPWVOUV HE
autd s npo@opikhs cuykatdBeons kar ypantns/npo-
Qopikhs ouykatdBeons nou £dwaoav o1 aoBeveis o€ Epgu-
va yia tnv otopaukh uysia otnv Bépeia Agpikn (Tsotsi
kan Rudolph, 2005).

LYMMNEPAIMATA / LYITAZEIX

* Evd nep1oodtepol anod tous pioous aoBeveis tou deiy-
patos Eéppacav v 1kavonoinon tous pe v 61ad1-
kaoia Ahyns anopdoswv KabBws kar ye us nAnpopo-
pies nou éAaBav anoé tov opBodovukd kar éva peyd-
Ao pépos Bepnoe 1kavomoiNukA TNV €mKoOIvVwvia
petagl aoBevin — opBodovukou, éva onpavukd uépos
twv acgBevwv 6ev htav oe Béon va BupnBsi tous Kiv-
duvous nou oxetizovtai pe tnv opBodovuikh Bepansia
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Orthodontists (AAO), the young Nigerian Association
of Orthodontists (NAO) should come up with a writ-
ten guideline for the purposes of informed consent in
orthodontics.
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kaBws ka1 us euBUves tous katd tnv H1dpkeIa autns.

* Y& oupgwvia pe andes nponypéves OpBodovukés
Etaipies tou kbopou 6nws n Apepikavikn Etaipia
OpBobdovukwv (AAO), n oxeukd véa Niynpiavh Etar-
pia OpBobdovukwv (NAO) npénel va dwoel ypantés
KateuBuvtnpies ypaupés yia tnv ouykatdBeon ninpo-
@oépnans otnv opBodovukn.
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