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TNTRODUCT ION

Throughout the world as dental caries is being increésiﬁgiy
controlled, orthodontics has become an important part of treatment
in promoting general dental health. This ié'more so in the more
afﬁluent countries in Europe, as well as Japan, Australia and the
Uﬁited States.

There is an increasing number of dental surgeons who specialise
in orthodontics. In therniversity of Sydney alone, the full time
degree course in orthodontics is filled by applicants until thé_end
of 1976. Besides this the'Unfversity-is also conducting othefhéourses
in orthodontics.

In.Australia alone the number of dentists who are self
employed and have restricted their practice to orthodontisté juﬁps
from 69 at the end of December 1970 to 94 at the end of December 1971,
(Facts ané figures, Australian Dental Association). |

In'Norﬁay, oral surgery énd orthodontics are the only
recognised specialties. (Monsen 1970).

In the U.K. the number of orthodontic cases treated in the
General Dental Service in lé46‘WéS estimated at 100 and the figure
for 1966 is 132,942; (Hooper 1969).

Sé*we can safely say that there is an increasing number of

children receiving orthodontic treatment.




The main consumers of orthodontic services are the patients

and parents who have to pay for the treatment, yet there is very

little written on the attitude of patients and parents to
orthodontics. The success of treatment depends so much op.the
attitude, and hence the co~operation of all-parties concerned.

This thesis is a study investigating the attitude of ﬁarents,

patients, the dental profession and the community to orthodontics.




ATTITUDE OF TH.

Great Britain (Allcorn 1969)

Tn 1946 the British Parliament decided that the people
in Britain should not have to pay directly for treatment necessary
to maintain their health and well being. This has been made possible

by the National Health Service which includes Medical and Dental .

services. The money for this service comes partly from taxation and
partly from weekly insurance contributions.

The patient has to pay only a small percentage of the fee_
for any treatment. However this has been increased since the last
election when the new conservative government took office.

Orthodontic treatment is provided by three services, namely:

the General Dental Service, the Hospital Service and the School

Dental Service.

There is an enormous increase in the demand for orthodontic

treatment during the last 20 years of the Health Service. (Hooper

1969)., At the same time there 1is also an increase in the number of

dentists who are engaged in the practice of orthodontics exclusively

‘CPully 1970). These two facts seem to indicate the favourable

attitude towards orthodontic treatment from the people, the

practitioners and the government who has included orthodontics in

" the Health Service.




Orthodontic Consultantsﬁfrom.th;'Hospital Service also act
in an advisory capacity to the dgntal,officers of the School Denta;
Service and to practitioners in the General Dental Service. The aim
of thgiMinistry of Health is that one Orthodontic consultant is
appointed perﬂ500,000 people.

Orthodonfic treatment provided by the General Dental Service
has received favourable acceptance by the public. During 1967 an
average of 6,400 estimates for orthodontic treatment were received
each week by the Deﬁtal Estimate Board. (Allcorn 1969).

The Dental Estimates Board is aﬁpointedby the Minister 6f
Health and it consists of dental practitioners and lay persoﬁs;z 1ts
duty is ﬁo see that public money is properly spent, taking into
consideration the interests of the taxpayer, the dentist and the’
patient. It makes approval of estimates for orthodontic trgatment
undertaken by the General Dental Service, 'DentalhAdvisers are
employed to cafry~out this task.

All orthodontic treatment requires the 30&r@'s prior
approval. The dentist is required to submit study models,

radiographs and treatment plans for every orthodontic case.
The attitude of the Board and the Department is that the

Dental Advisers should be given every opportunity to keep in touch

with current trends and keep pace with new developments in dentistry.




"This is done through attending the various clinics and courses

conducted by teaching hospitals and Post-Graduate Institutes.

Since the Board is appointed by the Gover

on orthodontics reflects the Govermment's attitude.

ent, its policy

The ¢ :nrd feels

that it is important to carry out orthodontic treatment when it is

necessary and also it should have a reasonable chance of success.

If equally satisfactory results can be achieved the Board is .of the

opinion that a simpler method of treatment at much less cost to

public funds should be the choice of treatment.




United States of America

The ptilisatioﬁ of public funds to pay for medical and
dental treatment is increasing in America as the Government is
concerned about thélhealth of the individual. (Salzmam1966).

There afe two types of programmes operating in the country.
One is the Medicaid system and the other is the prepayment system.
The Medicaid is a health insurance programme controlled by the
Federal Govermment, .but it is administefed_by the States. People
receiving benefits must pass a*”ﬁeans test" which differs from
state to state.

The orthodontists are direétly~concernedfwith Title 19 of
the Social Security Act known as Medicaid. It provides health
benefits including complete dental services for all "medically
indigent” regardless of age.

The prepayment programme.is provided by insurance companies
where people pay premiums to get their dental bénefits. The
scheme provides orthodontic coverage but some insurance companies
do ﬁbt cover_fof orthodontic treatment. The lack of success of:

this programme is.due to high premiums, lack of coverage for

different types of treatment and lack of available funds. (Salzmam

1965).

The:health.care.programme in America is not without its
problems. The Nixon administration reduced 505 million dollars on

the budget for Medicaid, and policy changes were made pertaining to




dentistry. Fee schedules are-to be established for dentists and
physicians based on minimum fees. Specific mention is made that
federal matcﬁing funds for "cosmetic orthodontistry” (sic.) are to
be eliminated (Salzmann 19695. Resulting from this the*Americén
Dental Association executive director, in a letter to H.E;ﬁl (Health.
Education and Welfare) Secretary, Robert Finch, pointed out that.
there is no such term as "orthodontistry'" and elimination of
“"cosmetic orthodonticsﬁ'will have no discernible impact on present
level of 5pend§ng. Salzmann in this editorial went.on saying that
even one maxillary anterior tooth in malocclusion can-adversely

affect the personality and achievement level of a teenaged boy or

girl.

The orthodontists, knowing that the practice of their.
profession is influenced by a "third party" and as Salzmann (1966)
put it "Orthodontists will have to learn, as the medical professiom
has, how to deal with the third party,'ﬁhether it.is the government
or private agenciesﬁ.

The New York staté and district dental societies in dealing -
with the "third party'', have put forward the following resolutions:

L. free choice of a dentist;

2. a financial eligibility limit that would be more

realistic and comparable to those in force in
other states;

3. no prior authorisation of treatment;




compensation for services to be based on usual and

customary fees; and

representation of the dental profession on all

advisory committees.




Noxrway (Monsen 1970)

The attitude of the Norwegian govermment towards dental
health is reflected by the low dentist to population ratio. Monsen
estimated it at 1:800 which is‘the second lowest in.thE'worid.

School children between the ages of 7 to 14 years receive
free operative dental treatment from the School Dental Clinic.
Teenagers from 14 to 18 years can receive dental treatment on a
"space~available' basis. For people between 18 to 21 years, there

1s specific dental insurance in a few parts of Norway. It provides

a 337 reduction in fees. Adults receive treatment from dentists in

private practice at a reduced fee through compulsory health insurance.

There are only two recognised specialties, namely oral
surgery and orthodontics. The government is concentrating on getting
a good supply of general practitioners before specialties can evolve.

For school children and people up to the age.of 21, the
government pays from 407 to /5% of the cost for orthodontic treatment,

depending on the degree of malocclusion. A higher percentage is

paid for the more severe malocclusion.
Before the second World War the practice of orthodontics
in Norway was strongly influenced by Professor Andresen, but now

fixed appliances are more generally used. (Berg et. al. 1970).
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Although multi~banded techniques are being practiced more these days,

the general opinion among Norwegian orthodontists is that the

activator can be a most useful appliance in some selected cases.

”

The majority of orthodontic care is provided in private

practice. Berg further indicated that in some larger communities
all school children are examined by an orthodontist, usually at
about the age of 10 years. If orthodontic treatment is indicated,

parents are advised by letter to consult one of the local practising

orthodontists. .

Some orthodontists are employed by the School Dental éervice
in consultative capacity. They advise the School Dentist on thé
qﬁésti&n of extraction and preventive orthddontics.

 The governﬁeﬁt,_besides paying a percentage of the fee fof
the patients, also refunds travelling expenses.

Berg was of the opinion that atthough the system is not
perfect, it'seems to function well, both from the point of view
of the ﬁatient; and the orthodonfist.r It permifs the orthodontist to
treat the more severe malocclusion at the same timé it relieves the

patient from the heavy financial burden..
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" Sweden (Syrrist 1969)

Sweden has the lowest dentist to population ratio in the

world. In 1939, the public dental service was introduced and it

is subsidised by the State, counties, local communities and patients'

fees.

There is a shortage of qualified orthodontists in Sweden

and therefore only the most urgent cases can be treated.

Treatment includes interceptive orthodontics in the mixed dentition

and corrective orthodontic treatment for the permanent deéntition.

Not much emphasis is placed on the field of orthodontics,

due to the current shortage of manpower and apparent problems in

controlling dental caries among young children.
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.Switzerland (Belkin 1972)

Orthodontics is the only dental specialty in Switzerland,

but there are plans to recognise oral surgerwy.

Dr. Hotz felt that the future trend in orthodontics is

towards the use of more fixed applianceé, atthough he believes in

early treatment with removable appliances. H¥He feels that the
future of orthodontics lies in a syntﬂesisfbatween European and
United States methods.

There is a shortage of manpower. There are only nine -
certified orthodontists in Zurich. Dr. Hotz likes to see that
orthodontic treatment is available for a large percentage of the. -
population and he thinks that this can best be done by using:

removable appliances.

For the less privileged, orthodontic treatment is available
" at the Dental Institute where from 0 - 1,000 francs is paid. Swiss

Federal Insurance will pay 100%Z of the fee for severe physically
handicapping'malocclusioﬁs. This type of case must be evaluated

by a dental department, but can be treated by a private practitioner.




" Finland (Eelkin 1972)

The future of orthodontics in Finland is uncertain. In
April 1972 a law was enacted which extended free dental care,

including orthodontics to all youths under 17 years of age.

Previously it was between 7 to 1l years.
Before the new law, most orthodontists were émployed by

the Government through the school on a part-time basis. 75% of
Finland's orthodontists are womén. Now government orthodontists

are employed on a full time basis and work in centralised medical

centres. They receive monthly salaries rather than case fees..

St

13.
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Australia

Up to now the Australian Govermment has not declared
policies regarding general dental health care for the community.

However the new Federal Labor Government has given the School

Dental Programme top priority. The scheme which is operating at
present in several states, would be progressively extended. The
initial objective would be to cover all primary school and pre-school
by 1980. The scheme would then be extended to cover secondary school
children under.1l5 years of age. (A.D.A. News Bulletin March 1973).

There is a plan of decentralisation of services as provided by
dental hospitals. The new scheme envisaged a network of dental
clinics to be established in district hospitals. (The Sydney?Mo?ning
Herald 25th May, 1973). This would overcome the problem of pensioners
and low—-income patients who otherwise would have to travel long
distances to the Dental Hospital.

As far as people who are not covered by the two schemes

are concerned, the only concession that the govermment provides is
through income tax deduction. Orthodontic fees like other dgntal
fees are tax deductable. In this way scome of the fees can be
recovered from tax rgfund from.thé government.

Orthodontic treatment is available for a small number of

people from dental hospitals, some School Dental Services and

outpatient dental services in general hospitals. Public hospitals
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subject patients.to a '"'means test" to determine eligibiiity for
dental treatment. Some School Dental Services are now being
re—organised and provision will be made for orthodontic treatment
to be included in the treatment of school children. (Personal
communication).

Unlike the Medical and Hospital Bemefit Scheme, there is

no dental benefit supported financially by the govermment. Dental
insurance is available through_sﬁch.organisations as Manchester
Unit, Mutual Dentalgid and Hibernian Society. A family taking. part
in one of fhese schemes still has to pay out a considerable sum of
money. The yearly premium can be as high as $90ﬂ00 (e.g. Mutual

Dental Aid) and the benefits are.comparativély small for smaller

premiums.

The maximum refund for a completed orthodontic treatment
is $50 CMqtual.Dental.Aid andiManchester:UnityD. This sum falls
short of the average cost for a comprehensive orthodontic treatment.
Some benefit societies employ dentists to treat patients
who are members of such societies (e.g. Hibernian and Manchester
Unity). Their fees range up to 40% less than the minimum fee
schedule as set out by the,Austraiian.Dental.Association,but they

do not provide orthodontic treatment. However, a small amount ($20

for basic pian and $50 special plan) is recoverable by members of
such societies who receive orthodontic treatment elsewhere.
The dental profession in Australia is implementing a scheme

called the Australian Dental Plan (A.D.P.). It is a company
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consisting of dentists. It will write contracts with groups who -

*'wish to provide dental care for their members and dependants.-‘The

h group will pay a monthly contribution in advance for every member of
the group. A.D.P. will pay direct to the participating dentists the
agreed proportion (usually 75%) of the fees for members of the
particular group. The balance will remgin the responsibility of the
" patient. .(A.D.P. circular July 1972).

The total lifetime A.D.P. orthodontic benefit for a single
individual was originally set_at $50} but this*wgs changed to 507
of the customary orthodontic fees. At present the limit appears to
hbe about $200. (Australian Society of Qrthodontists'Newsletter,

June 1973).

Orthodontic treatment is onehof the dental procedures that
requires pre—authﬁrisatioﬁ. It was said that it is for the dentist's
protection primarily.. (Circular to Members of Australian.Denﬁal
.Associatiaﬁ, N.S.Wﬁ Branch, July 1973). It is not yet clear, who will
beéhosen to be respoﬁsible for the authorisation and what criteria
'wiil be used for the authorisation of o;thodontic treatment. I can
only assume that submission of patientis records will be required and
full mouth x-rays is also one which is subjected to preauthorisation.
It is also not clear if patients can join the A.D.P. in&ffidually.

The patients of all these plans have free choice of their own
dentist and they can get'whate%er treatment they require, but the§

still have to pay for these privileges.

R R R R N I — o ke o m v = . b m v mdd ks e = od o Bl s m A
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ATTTTUDE OF THE PATIENT

Esthetically, the effect of malocclusion on oral structure

is obvious, but the psychological effect on a person 1s not easy to

determine. The lengthy nature of orthodontic treatment demands a

. favourable attitude and co-operation from the patient. Anything

less will result in failure in achieving the objective of treatment.
There is nothiné'more’frustrating than to find half way through
treatment comes suddenly to a halt. On the contrary it is very
gratifying to the -operator and encouraging to the patient if
treatment is progressing well and improvement is obvious. .

There are many factors which -influence the attitude of

patients towards orthodontic treatment and they~willﬁbe discussed

under the following headings:
Esthetic comnsideration -

- | Family Background

Social Environment

-Rsthetic Consideration

Howitt et al. (1967) in .their article oﬁ.Eastman Esthetic
Index (employed to give ; qﬁantitative assessment of the significance
of malocclusion) suggested that the purpose for orthodontic
treatment is:

1. to improve function;

2. to correct esthetic problem.
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In their study surprisingly, they found that there was a

lack of sex correlation with the index. One would have expected that

h !

the females were more concerned with esthetics than the males.

On the contrary, Lewis and Brown (1973) from their study on
patients attending the University of Wales Dental School in Cardiff

for orthodontic treatment, found that girls.were much more concerned

about their looks than boys.

How often do parents bring their young children to see the

dentist because of functional problem of malocclusion? More often
than not they come for advice on "crooked" teeth which they see’in
their children's mouths. No doubt thef come for advice primarily for
esthetic reasomns.

.As'dentisté, we believe that the achievgment of good dental
function is particularly important in facilitating good jaw
development. Some, 1if. not all‘malocclusions discourage‘adequéte
function and so have potentially damaging effects. 50 of;en'we hear
people éaying that théy like to have "'straight and white teeth" but
usually they are referring to the maxillary anterior teeth and
§herefore to a superficial aesthetic or cosmetic viewpoint.

On the testing of a pilot questionnaire at International
House (a resident for students from the University of Sydhey), one
of the questions was "Would you like to have straight, even teeth?"

The answer to the question was a unanimous "yes'.
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Fisk (1963) in his afficle "Physiologiﬁal and socio=
psychological significance of malocclusion" quoted a survey by the
National Opinion Research Centre of the University of Chicago in
1960 showed that the great majority of people believed that dento
facial appearance is important in making friends, seeking public

office, getting a job and gaining companionship of the opposite sex.

Family background

The socio—economic background of patients has a significant
influence on their attitude towgrdsndental tregtment. It stands to
réaspn.that only when all the other family needs aré'met that other
things such as orthodontic treatment can be considered.

Since orthodontic problems are often manifest early in
'childhood,-asmentioned earlier, parents"motivationpislan.important
factor. At such an early age, the young patienté~must depend on
the;r parents to make the decision for them. A child who gTows up
in a familyﬂwhich is not "dentally conscious', cannot be expected
to have a favoﬁrable attitude to orthodontics. The child needs a
happy home and parental eéncouragement to cope with a long period of
orthodontic treatment.

Mat et; al. (1967) showed that orthodontic treatment was lived
as a stress situation by almost all the children in their study.

The intensity of the stress varied considerably from one subject to

“another and did not correspond to the discomfort or pain actually
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involved. Instead it was related to the emotional state of the

child who tended to project his own problems and anxieties on the
treatment. The emotional attitude hinders the child's co—-operation

and it does not favour satisfactory progress in treatment.

Social environment

The young and also the not so young have a habit of wishing
to look alike. Some will go to great lengths to look like others.

Tulley (1970) stated that children have a natural inclination
not to appear unusual. They want to be like their school friends.
In a sophisticated society, the orthodontist has a much easier task
- in achieving co-operation when a large proportion of children in
‘the classroom have some form of orthodontic appliance.

My persomal experience ﬁas been that, the public at large
are still unaware of what the orthodontist can do for them, except
perhpas in the United States of America where orthodontics has
received a greater acceptance; It is therefore our task to educate
the public of the aéﬁgntage of having good functional occlusion.
What better way of doing it than éiving the general practitioner

a good background in orthodontics?




20.

ATTITUDE OF PARENTS

Very'little has been written on parents' attitude towards
orthodontic care. Children cannot decide for themselves that they
hushould go to the dentist or orthodontist. They are dependent so
‘much on their parents. In the majority of cases it is thE*motﬁer

.who will take their children to see the dentist. If the parent

attitudé is not favourable, the child will probably seldom see a
"dentist, unless he is in pain. In these circumstances, the cﬂance of
the child seeing the orthodontist is very remote indeed. On the .
other hand tﬁere are parents who will do so much for their children.

Dickson (1968) in hiélinvestigation.of adult attitudes to
the dental treatment of children found that these attituﬁes were
cléss based. In his study he compared the attitude of two groups of
people. He found that the middle class were more dentally consclous,
and brought their_éhildren for treatment more regularly than thg
working class, whereas the working class demamded mainly emergency
treatnment, particularly for extraction of primary teeth from the
School Dental Service.

From Dickson's étudies~wé can reach the conclusion that parents
from the working class are apathetic towards the oral health of their
own and of fheir children, because the cost of such attention is
too great a burden. Parents from the middle class group have a

more favourable attitude towards the dental Thealth of their children.
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According to Dickson it went beyond the minimum requirement of the
dental well being. One is tempted to speculate why this should be
so. Is it because the middle class people have better education and

therefore there is a greater awareness? Or is it because parents

" are preparing their children for better things to come? Better

e e T R N M P R N T P T Iy b ens =bik ey = mam el lekes s mam_ w1

jdb opportunity? High social circle? etc.

There is evidence (Cohen 1970, Fisk 1863, Howitt 1967? to
indicate that esthetics and sociological consideration are tﬁe
cause of parents seeking orthodontic treatmemt for their children.

- Tully (1970) indicated that some parents have had orthodéntic
treatment“themselves or failed to have it and become conscious of
their own malocclusion. ‘Knowing their own problems, they are now
demanding that something should be done about the malocclusion of
their children. Some parents are so dedicated to giving their
children the best of everything that they will deny themselves many -
fhings in order_to.pay for orthodontic treatment. Tully went on
saying that extroverted pargnts'tend not to be concerned over
malocclusion, whereas introverted parents are often unduly anxious
about their éhild'S‘ngth.

Baldwin and Barnes (1965) found that some parents would
seek orthodontic care for their children despite the financial
hardship involved.

Cohen and Horowitz (1970) conducted a survey, asking parents

about straightening the crooked teeth of a child. They-found.thap
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a large majority thought corrective b}efﬁﬁ&ﬁr%ge ause

of the child's sensitivity, embarrassment or self-consciousness.
Baldwin and Barnes (1965) suggested that there are psycho-
social factors beside severity of malocclusion which may determine
motivation of orthodontic treatment. The source of these factors
includes parental socioeconomic and ethnic backgréund, dental health,
previous experience with orthodontics. Results of their study
showed that the mother is usually the motivating and deciding member.
She is more likely to be from a higher socioeconomic background and

is more likely to have had orthodontic problems and ot have received

orthodontic treatment than her husband. The desire for treatment

may represent family needs which are unrelated to the severity of

the child's dento facial problem.
Gajda (19725 from his studies came also tS the conclusion
‘that the success of orthodontic care depends significantly on the
attitude of the patient's mother and heﬁce her influence on the child.
In a follow-up stqu? Baidwin and Barnes (1966) explored
the pattern of motivation of families seeking orthodontic treatment.
The psychological significance of such factors as achievement, need

and social aspiration, disturbed self-image and identification with

the child's malocclusion, as well as displacement of-unresolved

family problems on to the child's orthodontic problem and treatment

is clearly demonstrated in the motivation of parents seeking

treatment for their children.
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From their further work, Baldwin and Barmes (1967) came to
the conclusion.that straight, even teeth were perceived as more
important and desirable for girls by an overwhelming proportion of
the parents of their patients, regardless of the sex of the child
actually brought to tﬁe clinic, This preference was gsually stated
in terms of ﬁrojected adult roles and appeared to represent an
‘extension of the parents' own social and cultural value and attitudes.

I think we can safely say that parents, especially mothers,
pla§ an important role towards the succesé or achieving our aim in |
orthodontic treatment. This is a strong reason why we ;hould alwéys

. endeavour to get the co-operation of parents.
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ATTITUDE OF THE PROFESSION

1. Increase in undergraduate curriculum

The attitude of the dental profession towards orthodontics
seems to be -that more should be taught at an undergraduate‘level.
This will prepare the general practitioners to handle the

uncomplicated malocclusions, thus leaving the difficult ones to the

specialists. This will partly overcome the manpower problem.
Anderson (1967) believed that to prepare a patient and

parent for orthodontic care, one must first prepare the referring

dentists. They must be aware of orthodontic evaluation at an early
age and they must be trained in areas of growth and development,
habits, calcification patterns, missing teeth, supernumerary teeth,
and hereditary problems. From this they would have a better

-éppreciation of the proper time of referral. The orthodontists should

establish better communication with the referring dentists by
sending a diagnosis and treatment outline.

Nord (1956) felt that the general practitioners should
receive instruction so tﬁatlthey-are able to diagnose and treat
patients with uncomplicated dental anomalies, and refer the diff-
icult cases to the specialist. This view was also shared by
Bawden (1967).

In the ﬁhiversity of Sydney there has been a steady
increase in the teaching of orthodontics in the undergraduate

curriculum.for the last 30 years.
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In 1942 only special lectures in orthodontics were given to
the final year students and the pi:actical work requirements were:
1. treat one case of malocclusions
2. make Magill bands and plain spurred banci;
3. make sheath hooks and attach to -e:s:}pansion arch
as required;

41 make retainer:

.. maké completed case casts and léd;_g*e the case.
(University Calender 1942). ’

Later in the 1940'5 some lectures were given in the third
year of the course anﬁ in the final year one four lecture per week.
'By the early 1950's one hour lecture per week was given in third
term of the third year covering introductory «onsideration,
development of natural dentures, normal occlwsion, malocclusion 'and
classification. Further lectures were givemn during first term of
the final year covering differential diagnasi;s; aetiology and
prevention of n;alocclqsioﬁ. In s-econd and third term three hours
per week were spent on practical work.

By 1959 lectures were given one hour jper week during the second
and th:'u.;d term of the third year and the finzl year was spent on
demonstrations, prac;tical work and clinical work. Students were
required to construct appliances on plaster casts for correction
of simple type of malocclusion, removable appliances, iingual arch,
labial appliances using bracket bands and resilient stainless steel

arch wires. The clinical sessions were spemnit on observing treated

patients at various stages of orthodontic treatment, discussion
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of case history and the progress of treatment.

Iin 1961 and 1962 the number of lectures were further increased
to one hour lectures per week for théwhole of third year. Growth

and development of the dento-facial complex both normal and abnormal

was also taught. Students were also required to do practical work.

The final year was the clinical year, where students were required to
examine'patienté.and prepare a diagnosis and treatment plan,
including a cephalomatric analysis and also to undertake simple
cofrective, interceptive and preventive treatment. Tﬁeatment of
various types of malocclusion including the use of. fixed appliance
were also demonstrated.

196]) saw the start of the ﬁiveyear course under: the new
by—-laws. In the third year Sf this course which started in 1963,
introductory lectures in orthodontics were given. The fourth and
final year were the clinical years. The general outline of the course
emphasised growth and development of dental occlusion and head
structures and associated oro-facial physiology of mastication,
deglutition, resﬁiration, speech and facial expression. Integrative
function of relating basic knowledge of anatomy, histology,
physiology and pathology to the modification and improvement of
occlusal function and the treatment of malocclusion and dento facial

deformity were taught in the third year. (University Calendar

1967).
The curriculum as it stands now is basically the same as

in the 1960's. Introductory lectures in orthodontics are given In

the third year in "Oral Physiology'" .
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During the fourth and fifth years the objective is to
integrate clinical orthodontics into the general clinical teaching
programme. (University Calendar 1973). Types of orthodontic

treatment are mainly interceptive work and minor tooth improvements.

In fourth year half day per fortnight is spent on orthodontics.

During the first and second terms it is in .the form of tutorials and

students spend the third term in the clinie. In the fifth year the
time is increased to one half day per week and students are required
to attend patients in the clinic and also to attend seminars. At
present the studeqts are seeing more orthodontic pafients, and in

" addition each student is required to write an essay and case reports.

2. :Increase in the number of orthodontists

Inﬁqu 1972 in America alome the American Association of
Orthodontists has active and associate membership of 5,088 (A.A.O.
Jén. 1973). One has only to look through the News and Commenfs at
the back pages of the American Journal of Orthodonﬁics to see that
this number is still increasing. In some areas this has reached
a critical level because of the decrease or stabilisation of the
population.

In.Australia; orthodontics is by far the largest specialty
in dentistry. (See table from 1971 and 1972 Facts and Figures,
Australian Dental Association). As it has been already mentioned

in the Introduction, there was a substantial increase in the number
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of self employed orthodontists from 692 in 1970 to 94 in 19/1. This
sufely~must be a reflection of attitude or interest of the dental
profession to orthodontics.

The need for orthodontists is still great in Australia.

| Godfrey (1963) estimated that 15 to 207 of children of school age

in.Australié require specialised orthodontic attention. .Approximétely
50% would benefit from orthodontic treatment by the general
practiti&ners. The need appears obvious, how about the demand. The
présént demand, however, may be assessed by the long waiting lists
for orfhodqntic treatment at various public dental services.
Orthodontics in Australia is primarily concentrated in thé
big cities, the country areas are less well served. Patients often
have to pay extra expenses and inconveniences of travelling long
distances. (Henry 1965). To'many~pe0ple'orthﬁdontic treatment is
still a luxury and the standard of treatment is directly related
to the cost of treatment. |

Since 1965 the situation has improved as far as the

availability of orthodontic treatment in the larger country towns,

especially in the state of New South Wales. Many orthodontists

have established branch practices in the country area and they

make regular visits from the state capitals. (Australian Society

of OfthodontistsDirectory 1973).
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3. Demand for postgraduate courses

One has only to apply at a reputable University for
enrolment in a formal postgraduate orthodontic training programme |
to be aware of the lengthy waiting lists. This is evidenced at-
the Australian Dental Schools, all of which conduct formal postgraduate
courées in orthodontics leading to postgraduate degrees.

| In 1936 the University of Sydney, Faculty of Dentistry granted

only two degrees, one was the Bachelor of Dental Surgery (B.D.S.)
the basic degree and the other was the Doctor of Dental Sciencé |
(D.D.Sc.). In 1937 theiMaéter of Dental Surgery (M.D.S.) was
,inFrodﬁced and from 1949 on, the Faculty also granted the degree of
Doctor of Philosophy (Ph.D). It was not until 1965 that an organised
postgraduate course in orthodontics leading to a postgraduate deérée
0f Master of Dental Science (M.D.Sc.) was started. 'NOW'the.ﬁentél
'Fgcultygrants.four postgraduate degrees.

There is a heavy demand for the two years M.D.Sc. orthodontic
course at the University of Sydney. Application for enrolment is
now closed until 1976. The number of enrolments to the course is
aimed at a maximum of foﬁf per ygér. Besgide this there is éiso a

number of candidates preparing for the M.D.S. degree.

4. Demand for orthodontic training courses

The Postgraduate Committee in Dental Science, The University
of'Sydney is also active in conducting orthodontic training courses.

These courses are less formal and do not lead to a higher degree.
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One such course is the "Long Course in Orthodontics”. This
course is a follow-up on the existing undergraduate curriculum, and
is akmore intensive clinical application of the present undergraduate
orthodontic teaching. Participants are taught in interceptive
orthodontics and treatment of Angle Class I malocclusion with minimum
overbite and overjet problems, using ammoéified edgewise techniqué.

" Dentists are required to spend half a day per fortnight for two years
on the poursé. At present there are 20 dentists taking part. The

course is not taking any more applicants until April 197/5.

The Postgraduate Committee in Dental Science this year has

also successfully conducted an eight day Begg Light Wire Technique‘

Course. It was attended by 23 orthodontists and postgraduate
students from all over Australia and also from New Zealand. The
Committee also conducted a two day Begg refresher course for those

- who had done the Begg course before.

}

5. Increase in Congresses

Again one has only to look at the'back“pages of News and
Comment in the American Journal of Orthodomtics to see the NUMerous
congfesses and meetings that are organised.

Last year the fifth.Australian Orthodontic Congress was held
in Melbourne from March 6 to March 10, 1972. It was attended by
orthodontists from all over Australia and also from other countries.

Cﬁews and Comment 1972).
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The one major event for 1973 was the staging of the third
International Qrthodontic Congress in London from 13th to 18th of
Auvgust. The Congress was sponsored and organised jointly by the
American Association of Orthodontics and the European Orthodontic
Society. (A.A.0. 1973). Thé first Congresé‘was'held in New York
gn 1926 when worldwide meetings of any sort were most unusual amoné
-professional organisations. The second Congress was in London in
1931. This*was,dﬁring the depth of the Great Depression; yet there
was afregistration.of'mére than 812 persons f£zom all.over the world.
(Editorial 1973). The 1973 Congress obviously was amugh.greater‘
event; This could be easily seen from the eliaborate and ccmprehenéive

symposium titles and speakers (A.A.0. May 1973), as well as the

clinical and lecturé progra }eCALA.O. Jan. i@FB).

Other noteworthy events for 1973 weres:

l. the combined meeting of the European Begg Society.
and North.American Begg Society #in Madrid from
_30th March to 5th April 19/3;

2; the second International Congreég_oﬁCleft Palate
held from 26Fh.t0 31st August 1973 inCoPenﬂagen,'
Denmark.

The Scandanavian Orthodontic-Society was one of the sponsoring

societies in the latter event.
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6. Specialist Registers

Sharpe (1972) conducted an attitude survey in British Columbia,
Canada, oﬁ the continuation of education in dentistry. Over 90% of
dentists who fesponded to the questionnaires, believed that
continuing education was nécessary in order ‘to practice good dentistry.
08% stated they would attend such courses if they were available. 68%
even went soffar as to favour that continuing education be'maae a
requirement for licensing purposes.

The establishment of orthodontic registers is the trend in
several countries. Certification boards exist in the United States,
the Netherlands and Norway and one is in view in Australia. (Cousins
1970). In Britain the formation of an orthodontic register has been
givén urgent considératibn bf-the three groups of orthodontists,
namely, the British Society for the Study of Orthodontics, the
Consultants' Group and the British Association of Orthpdontiéts. The
General Dental Council is in favour of the formation of vocational
registers, but the British Dental Association has taken the attitude
that '"there is no case for the creation of vocational reigsfers
within dentistry at the present time". (1969).

The requirement for recognition as a specialist in.Aﬁstralia
in the future is likely to be based on the following:

1. two yeafs in general practice;

2. there is a two year course which is not yet obligatory;.

3. it seems likely that_a two year M.D.Sc. course will

emerge as a basic requirement;
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4. the Sydney M.D.Sc. course demands a thesis on

research projects and the M.D.S. demands a thesis

on original work;:
>. minimum of four years full time orthodontics;

6. minimum of six years following initial registration.

(Cousins 1970).

/. Tightening of Dental Board on . specialists

In New South Wales in the early 1960'3 for a dentist who
wished to register as a specialist all that was réquired from him
was an undertaking in'%riting to the Board to confine his practice
exclusively to that Specialty.

In the last few years, however, all that was required was
to satisfy the Board that one has gained special skill in a
particular specialty by adequate training and/or experience. The
Boafd considers that the ideal will be attained when each applicant
for recognition-will be in possession of a higher degree or diploma
relating té his specialty. The Board is aware that courses are mnot
presently available in all specialties, the satisfaction of the

requirement that an applicant has gained special skill may also be

met for the time being if an applicant has been engaged exclusively
in the clinical practice of that specialty for a period of not less

than the equivalent of four years full time.




After lst January 1974 all applicants forlapproval to use
a Specialist Déscription'wililbe required to show proof of possession
" of a higher degree relating to the specialty concerned.

The Specialist Descriptions recognised by the New South
Wales Board are: |

Oral Surgeon, Periodontist, Pedodontist, Orthodontist

and Endodontist. (Dental Board of NeW'South_Waleé).

8. Increase in number of textbooks and journals

10n1y two notable textbooks were published in the 1940's or
earlier, one was Salzman's Orthodontics Principles and Prevention
and the other was McCoy Applied Orthodontics (5th edition). Im the
i950'3'more fextbookswere published by White, Gardiner and
Leighton, by Adams and by Moyers. Strang's: A.Textbook of
Orthodontia may have been published in the 1940's or earlier but
his third,editionmwas.published in 1950. By the 1960's there were
numerous orthodontic textbooks published, too many to be listed here,
-but it can be said that the majority of textbooks available today
were originally published during this period.

In tﬁe 1930's there were few orthodontic journals published
in the English speaking countries. Between the year 1933 and 1935
tﬁere'were three journals'which Were published annually, one publiéhﬁd
quarterly and only one monthly. (List of Journals Indexed 1933-1935).

In the‘1950's there appeared to be a drop in the number of
. Journals published. In the 1956 Journals indexed there were only

three listed namely American Journal of Orthodontics, Angle -
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Orthodontics and European Orthodontic Society Transactions.

By the early 1960's there was an‘increase in orthoéontic
journals published, although most were published annually and
quarterly. At present there are eight érthodontic journalé'published
in the English language, (Index to Dental'Li?érature 1972). Those
listed were: .

.&merican'Jdurnal of Orthodontics

Angle Ofthodontist"

Australian Orthodontic Journal

Bulletin, Pacific Coast Society of Orthodontists

European Orthodontic Society. Report of Congress

International Journal of Orthodontics

Jﬁurnal of Clinical Orthodontics

The Orthodontist

The Australian Orthodontic Journal was first published in
1968 and it has been published éver.sigce. This surely must be an

. indication of increasing interest in orthodontics by the dental

. profession.
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METHOD

Attitude of the Community

Data is available regarding the number of self employed
orthodontists in the various states in Australia (A.D.A. Fécts and
.Figures). Therefore it is my intention to investigate orthodontics
| in public institutions generally in Australia.

Aﬂlist of Dental HﬁsPitals and Government Dental Services
was ;akén.from.l972—l973.' A.D.A. Dental Directory. Only those
institutions which the geqeral public make use of were taken,
therefore Dental Services from the Armed Forces and Repatriation
Department were not included.

List of Dental Hospitals:

New South Wales ~  Sydney
Queensland -~  Brisbane
SouthAustralié - Adelaide
Victoria - Melbourne
Western Australia -~  Perth

List of Covernment Dental Services:

Australian Capital

Territory - Canberra
Northern Territory - Darwin
New South Wales —  Sydney

Queensland -~  Brisbane
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South Australia - Adelaide

Tasmania - Hobart
Victoria - —  Melbourne

Western Australia -~  Perth
Letters were sent to the corresponding Superintendants and
DirectorS'making enquiries regarding orthodontic services provided
for the public.‘ Where orthodontic services are not available, the
government's attitude towards providing guch_a service was asked.
The questions asked were:

1, The number of full time orthodontists on the staff.

2. The number of part time orthodontists, as cliniciaﬁé
or consultants on the staff and are they normally
engaged ip private practice?

3. The type of treatment -~ full band, femoveable appliaﬁce
etc.

4, "Is there any limit in age for patients?

F5. Who are eligible foritreatment?-

6. Is there any priority in treatment?

/7. 1Is treatmenf-free or.is there a means test?

If so,.what percentage of the fee do patients pay?

8. The approximate numbers of patients receiving

treatment annually.

Attitudes of Parents and Patients

An attempt initially was made to gauge the public's attitude

towards orthodontics by the use of a set of questiomnaires which
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consisted of 26'questions. The aim was to investigate the public's
knowledge on orthodontics and awareness of malocclusion. Also
included were queétions on aesthetic and functional aspects of
occlusion, the iﬁportance of good occlusion to the individual and
financial aspects of orthodontic treatment.

A pilot sufﬁey using the questionnaire was conducted at
International ﬂouse, a student's residence of the University of
Sydney. One hundred questionnaires were distributed and only 39
were returned. From this trial survey it was realised that in this
kind of survey a better response could have been expected if fewer
questions were used although simple answers of yes, no, or donﬁt
know that, was all that was required for most of the questions. It
was also learned that a questionmaire could only be effective if the
questions were very specific, aiming at specific sections of the
community,'because a question can have different interpretations by
people of different background. Unlike a.survey that will affect
the public directly, this type of survey requires a more persopa¥
approach to get a'better‘response. For these reasons it was decided
to rewrite the questionnaire using orthodontic patients from the
University Orthodoqtic Depértmenf and from the United Dental
Hospital Orthodontic Depa;tﬁent. Parents of these patients were
also included in the survey.

Patient's questionnaire:

1. Who was the first person who suggested that you

should go to an orthodontist?
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Answer: . (a) Yourself,

(b) Parent,

(c) Dentist,

(d) Déctor,

(e) Teacher,

(f) Friend,

(g) Others.
Do you think that having straight (regular) teeth is
desirable?
Answer: (2) Yes,

(b) No.
Do you think uneven front teeth should be straighteéned?
Answer: (a) Yeé,

(b) No.
Do you think that having straight teeth is a help for
better Cheﬁing?
Answer: (a) Yes,

(b) No.
For better chewing, do you think that a good bite -
(occlusion) of the back teeth is more important than
straightened front teeth?
Answer: (a) fes ;

(b) No.
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Do you think that straight teeth are easier to clean
than uneven teeth?
Answer: (a) Yes,
(b) No.-
Do you think to.have a set of good, straight, ﬁatural
teeth is important in:
Answer: (a) Getting a good position (job).
(b) Making friends.
(c) Gaining the companionship of the opposite
sex.
(d) Others.
Would you, or do you mind having "braces" (bands)
put on your teeth if it is necessary.
Answer: (ﬁj Yes.
(b) No.
Do you have friends, bfothers or sisters, who are
having orthodontic treatment with "braces"?

Answer: (a) Yes,

Cb)_'Np.

Parent's questionnaire:

1. Who was the first person who suggested that your child

should go to an orthodontist?
Answer: (a) Yourself,
(b) Dentist,

(c) Doctor
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td) Friend,
(e) Others.
Do you think that having straight (regular) teeth
is desirable?
Answer: (a) Yes,
(b) No.
Dquou think uneven front teeth should be straightened?
Answer: (a) Yes,
(b) No.
Do you think that having straight teeth is a help
for better chewing?
Answer: (a) Yes,
~ (b) No.
For better chewing, do‘you think that a good bite
(occlusion) of the back teeth is more important than
straightened front teeth?
Answer: (a) Yes,
(b) No.
Do you think that straight teeth are easier to clean’

than uneven teeth?

" Answer: (a) Yes,

(b) No.
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7. Do you think to have a set of t@{%ﬁﬁﬁﬁ%ﬁ%ﬂ-ﬁ&e%t

i Y.

is important in:
Answer: (a) Getting a good position (job),
(b) Making friends,
(c) -Gaining cdmpanionship of the opposite
sex,

(d) Others.

8. Do you think orthodontic treatment is eXpensive

compared to other dental treatment?
Answer: (a) Yes,
(b) No.
9. Would cost prevent you from seeking orthodontic
treatment for your child?
Answer: (a) Yes,
(b) No.

10. Do you think that dental beﬁefit funds should pay
for orthodontic treatment?
Answer: (a) Yes,

(B) No. |

If yes, what percentage should they pay?

Answer: (a) 25%,

(b) 50%,
(c) 757,
(d) 100%

If No, then who should pay for the treatment?
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All questionnaires were numbered, no names were used. Each
questionnaire was accompanied by an explanatory note of the purpose of
the survey. These notes were not used when the patients and parenfs
were seen personally.

100 questionnaires for patients and 100 questionnaires for
parents'weré left at the front desk of the United Dental Hospital,
Orthodontic Department with the prior permission of Mr. Lewi$ Who is
the head of the Preventive Dentistry Department. The nurse in charge
of the desk was asked to distribute the questionnéires. A number of
stamped self addressed envelopes were also provided for parenté who did
not'accompany their children to the Hospital.

Parents and patients who came in to the University Orfﬁédontic
Department, were given the questionnaires when they came for their
regular visits. They were asked to complete the questionnaires while
they were waiting and to return them before they left the surgery.
Children'wﬁO'were not accompanied by their parents were asked to give
their parents the questionnaires with the explanatory notes and also
stamped addressed envelopes.

The survey was carried out for 6 weeks. Patients who were
undergoing active treatment'ﬁere normally seen every 6 weeks, therefore
by the end of 6 weeks, the survey had covered the majority of patients
who were under full band treatment. .

Patients under the age of 10 were not included in the survey,

because of the likelihood of them not understanding the questions.
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Attitude of the Profession

An attempt was made to assess the attitude of the dental general
practitioner toward orthodontics. 1In order to gain a representative

view, it is necessary to take ajlarge enough sample of the dentist

:_“ﬁopulation. To take a random sample to cover the whole of Australia
.. and taking account of the distribution of the dental population is ’
5eyond the scope of this thesis. The state of New South Wales was
,? chosen because of the location of the University of Sydney.

The sample of dentists was taken on recommendations from
lecturers in orthodontics, University of sydney. This was decided

because only a small sample was intended. It was felt that a better

reéponse'would be obtained if the samples were recommended by people
who know themn. |

Thirteen letters were sent to dentists in an area covefipg the
. North,‘North.Coast,,North'West,‘West and South of ﬁew South Wales and
aiéo-smme of Sydngy's suburbs. Towns chosen were Inverell, A¥midale,
Taree, Tamworth, Dubbo, Orange,?ﬁbssVale, Nowra, Caringbahj some of
Sydney's suburbs chosen were Carlingford, Eastwood, Beecroft and
Lindfield.

In each letter, each dentist was asked to give his comment on
the following questions:

1. Do you refer patients for orthodontic treatment?

2. At what age do you refer?
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3. Approximately what percentage of your clinical time do.
you spend on orthodontics?

4., Are you interested in orthodontics, enough for you to
attend courses?

5., What is your attitude towards orthodontics in general?

6. Do you have any comment in regard to patients who have

received orthodontic treatment?

From the replies, the comments made on each question was

analysed question by question and conclusions were drawmn.
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RESULTS

Attitude of the Community

Dental Hospital

ReplieS'wgre received from all five states. Queenslgnd
‘classified the questioné on priority of treatment and on fees and
means test as confidential information. Western Australia considered
that information on all questions asked should not be freely released,
if at ali. Therefore no information was released.
1. The number of full time orthodontists on the staff.
N.S.W. - six.
Vic. - five.
Qld. — One Specialist Orthodontist (with higher degree)
and one Staff Orthodontist at the Children's
Dental Hospital; two Staff Orthodontists at the
ﬁrisbanebental Hospital.
S.A. - The Orthodontic Staff consists of:
‘Universitz~Teaching Staff
Reader in Orthodontics.
Senior Lecturer in Orthodontics.
Hospital Staff
Director of Orthodontics.
Senior Dentist, Orthodontics.

Honorary Staff

Eight -~ all are engaged in private practice.




S.A. ~ Postgraduate Trainees

Six Dentists on half time.

One Dentist on full time.
2. The number of part time orthodontists.

N.S.W. -~ one.

Vic. - three part time orthodontists who spend the
rest of the week in their private Orthodontic
Practices.

Qld. - one Acting Co-Ordinating Orthodontist (with
higher degree) who spends three days in Hpsﬁital
Service and two days in Private Practice.

S.A. - See Hgnorary Staff and Postgraduate Trainees from
the previous question.

3. Type of treatment - full band, removable appliance etc.

N.S.W. - All typés.‘

Vic. = Mainly full banding techniques and also some
removable appliances.

Qld. -~ The greater proportion of patients are treated
with.full band techniques, but a number of
removable appliances are also used.

- S.A. ~ All types of orthodontic treatment and a variety

of techniques are used.
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4. 1Is there any age limit for patients?
N.5.W. - No.
Vic. - No.
Qld. =~ All age groups are accepted for treatment, there

are few adult enquiries but fewer subsequenfly

commenice active therapy.

S.A. - No.
5. Eligibility of treatment.
N.S.W. f.All of those who pass the means test.
Vic. - Patients must meet the financial eligibility
requirement of the Hospital, and also must have
a good standard of Oral Hygiene.
Qld. -~ Those who pass the Means Test.
S.A. = All indigent persons and dependants of persioners.
6. Priority in treatment.
N.S.W. - It is assessed individually, on the basis of
urgency of treatment.
Vic. - Gross disfigurement and Cleft Palate cases.
Qld. mnNo_information'was given, the reason given'wés
that this information is confidential.
'S.A.ﬂ - Priority is established by assessment of the degree
of malocclusion and the physical and psychological

effects resulting therefrom. A high standard of

oral hygiene is demanded.
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/. Means test and fee.
N.5.W. - Patients are subjected to a means test. The
fee ranges from free to $60.
Vic. -~ Pensioners and patients on Social Welfare are

treated free. Other patients pay a fee up to

$280 depending upon their income.

Qld. — This information is also confidential.
S.A., . = Treatment is free for all pensioners and indigent
. persons. For people who are eligible for tfeat—
ment undér the existing means test are required
to pay according to their assessment, i.e. "full -
charge, 257% discount, 507% discount, 757 discount,
no charée".
8. The approximate number of patients receiving treatment

annually .,

N.S.W. - * 4,000, number of appointments for 1972 was
13,906.

Vic. - The annual number of patient attendances is
12,000 and approximately 1,200 patients are
under active treatment.

Qld. - Approximately 1,500 patients are receiving
treatment or are kept under observation annually.

S.A. - The total number of patients attending for
treatment and for consultation for the period

of January 1972 to December 1972 was 7,732.
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Govermment Dental Services

The Government provides Dental Services to the community through

the School Dental Services. As the name suggests it is a service for

school children. Most malocclusions, if not all, develop in children
during their school age, and yet there are only three full time

orthodontists employed by the various govermments in the whole of

Australia..

Only the Northern Ter;itory~which.is under the jurisdiction
of the Commonwealth Govermment stated its policy which is: A decision
was made in 1964 that a service Ey‘visiting orthodontists be established
during 1965. The Cbmmonwealth.appears to have accepted the need to
provide specialised services where not available on a private practice
basis. This was. probably due to an acceptance of the difficqlties
created by isolation and distance. Although there were some initial
proble@s iq obtaining this policy decision because of difﬁiculty-of
avéluating the pr0pbsition of cosmetic to physiological benefit in
orthodontic treatment.

Victoria indicatgd that it was planned that within Fhe
ensuing twelve months, the Dgntal-Service'wouldbe re-~organised and
that provision would be made for an Orthodontist to be included within
the establishment of the School Dental Service.

Western Australia felt that the Government attitudes to the
provision of orthodontic treatment for the public would be enunciated
shortly when the Federal and State Governments continue their discussion

on dental health matters.
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The Queensland Govermment Dental Service was included with

the Hospital Service.

No reply was received from the Australian Capital Territory.

1.

The number of full time orthodontists on the staff.

N.S5.W.

Vic- B

Q1d.
S.A.
W.A.
Tas.

N.T,

one.

nil.

see Hospital Service.
nil.

nil.

one.

one. A position is available for a second

specialist and they are actively seeking a

recruit to this position.

The number of part—time orthodontists on the staff.

N.S.W.

Vic.

Qld.

S.A,
W.A.

Tas.

N.T.

one.

nil

see Hospital Service.
nil.

nili.

nil,

five. This is a consultant service provided
by a group of visiting Adelaide orthodontists
under the nominal management of Dr. G.lI.

Brown. Persons involved are Dr. Milton Sims,

" Dr. R. Porter, Dr. B. Hussey and also Dr.

I..Edwards from Sydney. They visit on a




S22,

basis of one week every six or seven and .provide

both consultancy and treatment services in

Darwin and Alice Springs.

3. Type of treatment.

N'l S IWI

Vic.

Qld »

S.AI

Wl A.I

Tas.

N.T.

full band and removable appliance.
a few removable appliances as part of routine
dental treatment.

see Hospital Service.

interceptive orthodontics and minor tooth

movements are performed by any of the dentists

who wish to do so using mostly removable

appliance.

Simple orthodontic procedures confined to i

" the use of removable appliance. Orthodontic

consultant reports can be obtained by submitting
study models, radiographs and patient details

from orthodontists.

-~ mainly full band.

- almost exclusively fixed appliance therapy

using~fhe Begg Technique. Removable appliances
are used in interceptive cases. The staff
dentists have immediate access to the specialist

orthodontist for consultation.
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4, Limit in age.

N.S5.W. = school age only.

Qld. - gsee Hospital Service.

S.A. - patients who are normally treated by the
School Dental Service, approximately 5-13
years.

Tas. = only clinical convenience,

N.T. — no age limit; school children and full time
students are treated free; others with income,
a fee is charged.

5. Eligibility.

N.S.W. = school children. Although no active treatment
is continued beyond school age; some patients
may be "in retention" at the time of leaving
gchool, t¥eatment is maintained until the
retainer may be discontinued.

S.A. = all children in the areas treated by the School
Dental Service.

Tas. - a}l school children.

N.T. ~ no restriction, but the following criteria must
be satisfied:

(a) the patient must have a dental future;

(b) good oral hygiene




(c) degree of conviction, and level of
co~operation available, must be adequate

in both patient and parent.

Children of-faiilies on 12 month transfers

are not accepted.

6. Priority in treatment,

N.S.W. -~ determined on severity of'mélocclusion, oral
hygiene etc.

S.A., == determined by the dentist himself within his
own limitations, otherwise advice is given to
peoble to seek for an orthodontic comnsultation.

Tas. - NOo.

N.T. = no formal structure of priorities.

/. Means test and fee.

N.S.W. - a confidential means test is applied similar to
that conducted by the United Dental Hospital.
Treatment is free,

S.A. ~ all treatment of the_School Dental Service is free.

Tas. - yeé.

N.T. - see 4. Fee charged to non-exempt patients is

usually $276 for a full banding case or less,

determined by the Director-General on recommendation

by the Senior Dental Officer.
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Approximate number of patients receiving treatment

annually.

N.S.W.

for 1972 full time orthodontists had
2,049 appointments and part-—time ortho-

dontists had‘115 appointments.

300 patients annually.

approximately 600.

with one orthodontist in service at presént,
an attempt is made to maintain a level of

250 cases of major content (full band) in

" course of treatment at any one time.

There is a waiting list in excess of 600 for

orthodontic treatment.
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Attitude of Patients

M

"-Distribngion of patients from University Ortho. and Hospital Ortho.

University 7 Hospital 7 Total

No. of questionnaires

. completed 119 81.5 27 18.5 146
. No. of questionnaires ﬂ
- distributed | 121 100 35 100 156

- % of response 98.35 17.1 93,5

Distribution by sex of patients responding to questionnaire

Male Female Total
Number in sample 59 | &7 146
% of sample - 40.4 59.6 100

Two questionnaires (one University and one Hospital) have been

éﬁcluded from_this investigation because of insufficient information
given for analysis. The age of the samples ranged between 10 and 25
years and the average age was 13.9 years.

1. Who was the first person who suggested that you should

go to an orthodontist?

N YA
Yourself 7 4.8
Parent 26 17.8
Dentist 94 - 64.4

Doctor 12 8.2
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N A
Teacher - -
Friend 3 2.1
Others 4 2.7

The majority of patients who come for orthodontic
treatment were referred by dentists (64.47 of the

total sample). Parents constituted the second largest
group who felt that their children should go to an
orthodontist. This was followed by doctors, patients,
themselves, others and friends. The group of the
others peoPle.wgre E.N.T. surgeons, other orthodontists
and patient's sister. Other orthodontist referred:
patients to the ﬁospital or to University Ortho.
Department if patients were unable to meet the fee of
the pri&ate practitioner, and if two or more members of
the same family required or?hndontic treatment, thus it
became a financial burden.

Do you think having straight (regularjteeth is desirable?

N A
Yes 137 93.8
No ' 7 4.8
Did not answer 2 1.4

A clear majority of patients thought that to have

straight teeth is desirable.
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Do you think uneven front teeth should be straightened?

N A
Yes 140 95.9
No 2 1.4
Didﬂnot answer 4 | 2.7

The majority of patients also thought that uneven teeth
should be straightened. This concurs with question 2
for the desire of having straight teeth.

Do you think that having straight teeth is a help for

better chewing?

N yA
Yes 114 718.1
No 30 20.5
 Did not answer 2 1.4

For better chewing, do you think that a good bite

the back teeth is more important than

straightened front teeth?

N %
Yes g 9% . 64.4
No " 48 32.9
Did not answer 4 | 2.7

'This question was intended to find out if patients
consider aesthetics more important than good functional
occlusion. If the question was correctly understood,

a larger percentage, 64.4% of patients, thought that
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functional occlusion was important, more so than
aesthetic consideration. It is possible that the
younger patients might have some difficulty in
understanding the question.,

6. Do you think that straight teeth are easier to clean

than uneven teeth?

N A
Yes | 137 93.8
No 8 5.5
Did not answer 1 0.7

It is clear that 93.8%Z of patients understood that
well aligned teeth are much easier to keep clean than
crowded teeth.

/. Do you think to have a set of good, straight, natural

teeth is important in:

N A

a. éetting a good position 52 35.6
b. making friends 56 38.4
c. gaining the compan- |

ionship of the

opﬁosite sex 62 42,5
d. others. 28 19.2

Total sample 146 100

Most patients gave more than one answer. The percentage
given above for each answer was taken from the total

sample. Five patients (one male and four females)
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thought that straight teeth was not important. Five

patients (two males and three females) did not give any
answer to this question at all. It appeared that a |
larger percentage of patients did think that the
appearance of their teeth is imﬁortant in getting boy

friends or girl friends. Making friends and getting a

good position seemed to be just as important but to
a slightly lesser degree. Other answers given by

patients for having straight teeth were for: speech,

health, good occlusion, own satisfaction, self confidence

and T.V. appéarance. Among patients who gave other.
answers, by far the greatest majority felt that to have
a set of éood, straight, natural teeth is important for
cosmetic reasons.

Would you, or do you mind having 'braces' put on your

teeth if it is necessary?

N %
Yes | 18 12.3
No | - 128 87.7

A.greatmajoritj of patients did not mind wearing

fixed orthodontic appliances, only 12.3% of the total

‘sample did mind wearing appliances.

Do you have friends, brothers or sisters who are having

orthodontic treatment with 'braces'.

N 7
Yes T 90 . 61.6

No . 56 38.4
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61.67% of patients surveyed did have friends, brothers
or sisters who wore orthodontic appliances and 38.4%

did not.

Attitude of Parents

Distribution of parents from University Ortho. and Hospital Ortho.

Universitz % Hospital %4  Total
No. of questionnaires
completed 82 68.33 38 31.6 120
No. of questionnaires :
distributed 08 100 46 100 144

% of responce 83.67 82.6 83.3

Distribution by sex of parents responding to the questionnaire

Male Female Total
No. of sample 33 87 120
% of sample 27.5 72,5 100

Five questionnaires (three University and two Hospital) have
been excluded from the survey because of insufficient information
given for analysis.

1. Who was the first person who suggested that your child

should go to an orthodontist?

N 7
Yourself o 27 22.5.
Dentist | 83 69.2

Doctor | 9 7.5
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N yA y
Friend - - -
Others | A 3.3

Three of the samples gave two answers. 69.2% of
parents were advised by dentists to seek orthodontic
treatment for their -children. Parents themselves

constituted the second largest group of people who

initiated the seeking of orthodontic treatment.

Wives, speech therapists and orthodontists were

the other 3.3% who thought that the patients should

have orthodontic treatment.

Do you think that having straight (regular) teeth is

desirable?

N A
Yes . I ' 120 100
No | . - - -

All parents unanimously agree that to have straight teeth
is desirable.

Do you think uneven front teeth should be straightened?

N | %
Yes 117 97.5
No 3 ' 2.5

97.5% of parents included in the investigation thought

that uneven front teeth should be straightened and -only

2.54 did not think so.
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Do you think that having straight teeth is a help for

better chewing?

N 7
Yes 110 91.7%
No _ . 9 7.5% -

One parent did not answer this:question. 91.7% of

parents thought that having straight teeth is a help'

for better chewing and 7.5% did not think so.

For better chewing, do you think that a good bite
(occlusion) of the back teeth is more important than -

straightened front teeth?

N A
Yes | 88 73.3
No _ ' 28 23.3
Did not answer | 4 3.4

73.3% of parents thought that good occlusion of posterior

teeth is important and 23.37% did not think so.
Do you think that straight teeth are easier to clean

than uneven teeth?

N | A
Yes | 115 95.8
No | | 3 2.5
Did not answer | 2 | 1.7

05.87% of parents:thought that well aligned teeth are
easier to clean than crowded teeth, only 2.5% did not

think so.
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Do you think to have a set of straight, natural teeth is

important in:

N VA
a. getting a good position
(job) | 35 45.8
b. making friends . 43 | 35.8
c. gaining companionship of
the opposite sex L4 36.7
d. others * 45 37.5
Total sample * | 120 100

- . Most parents gave more than one answer. Each percentage

was taken from the total sample. Seven parents (3 males
and 4 females) tﬁnught that to have well aligned teeth
was not important for any of the answers. Seven other
parents (one male and 6 females) did not give any .answer
to this question. A larger percentage of parents did
think that appeafance of teeth is important in getting a
good position. 37.5% of parents gave others answers
which were: speech, appearance, self confidence, personality
build up, mental health outlook in life, psychnloéical
importance, good function, heélth, self satisfaction,
would make a difference in one's whole attitude to living.
Among parents who gave other answers by far the greatest
maﬁority felt that to have a set of good, straight,

natural teeth is important in gaining self confidence.
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65.

Do you think orthodontic treatment is expensive compared

to other dental treatment?

N yA
Yes 94 78.3
No | - 22 - 18.3
Did not answer _ 4 3.4

Would cost prevent you from seeking orthodontic treat:

for your child?

N 7
Yes 59 49,2
‘No 58 48.3
Did not answer | 3 2.5

Do you think that dental benefit funds should pay for

orthodontic treatment?

N A
Yes | - 109 90.8
No 2 1.7
Did not answer 9 . 1.5

If yes, what percentage should they pay?

N %
257 g 1 0.8
50% 39 32.5
75% - 58 48.3
100% * 7 5.8

Otheré | 4 3.3

ent
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If no, then who should pay for the treatment?
One said parents should pay and the other was a
pensioner, therefore did not have to pay for treatment.

Two of the nine parents who did not answer this question;

one is receiving free dental treatment and the other said

that it should depend on income whether dental benefit
funds should pay for orthodontic treatment or not. Four
of the parents who answered 'ves! to this question but
did not check a percentage figure, thgught that the

fund should operate as: 1. means test at the United
Dental HosPifal; 2. Medical Benefits Fund; one sgid that
the perceﬁtage should be as much as fund income will
allow; and the other said that a number of people can not
afford to contribute to. a Fund.

As it is to be expected that parents' attitudes varied widely
on the finanéing of orthodontic treatment, here are some of the comments
made: |

1. The present Eospital and Medical Benefits Fund should also

include dental Freatment.

2. Onemmotﬁer'was ﬁrepafed to go back to work to pay for

orthodontic treatment for her daughter.

3. One was not at all impressed with the concept of

A.D.P. as it now stands and can not see why dental
treatment cannot be covered by a National Health Scheme

as in the U.K.
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N\
4. A Dental Scheme is not practical for a large family and

the fees at the United Dental Hospital are more than
reasonable.

5. A Dental Benefit Fund should not be controlled by the

Government.

Attitude of the Profession

1. Do you refer patients for orthodontic txeatment?

All 10 dentists who replied said that they do refer patients
fér orthodontic treatment. One dentist who has been in practice for
over 28 years said that earlier in his careexr The referred only aboqﬁ
4 to 5 patients annually but now he would refer 30 annually.

Some dentists would treat simple malocclusion requiring only
minor orthodontic tooth movement, and refer the more difficult cases;

It appeared théththe dental professimn is now more concerned
about occlusion, rather than just treating caries teeth. One dentist
specifically examines routinely the occlusiom wof all children and
adolescents. It seemed that there are patiemif:s who would not have the

benefit of seeing an orthodontist for finamcimal reasons.

2. At what age do you refer.

If the patiéﬁt is seen at an early age, dentists do refer
patients early, so as to avoid the danger of missing the optimal time
for treatment. Some refer as early as 6—7 years.

Generélly patients are referred between the ages of 8 to 12
years, depending dﬁ,thé nature of malocclusiom and the cilrcumstances.

Girls are referred earlier than boys. Class TII and pseudo Class I1l
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‘malocclusion are referred as early as possible. Class II division 1 are

referred later when the upper canines are ready to erupt.

One dentist would seek consultations before extracting molars
in cases that may require orthodontia - to determine the desirability

of endodontic treatment; if these teeth are needed for anchorage.

3. Approximately what percentage of your clinical time do you spend
on orthodontics?

The answers to this question seemed to reflect the attitude
of individual dentists to orthodontics. Those who are interested in’
orthodontics would naturally spend more of their clinical time in
‘treating'malocclusion. The reply to this question ranges from 'mno
idea" to 15% of clinical time. The average time spent for the group
was 5k.

It seems that there are three groups of general practitioners.

1. Those who spend'mihimal time on orthodontics.

2. Those who-SPend an average of 5% of their clinical time

on orthodontics.

3. Those who spend an average time of 15%.

It appeared that Australian dentists spend slightly~mo£e time
on orthodontics than dentists in New Zealand, who spend only about 2%
of their clinical time. (TrevathanSl1967).

For dentists who have an easy access to the orthodontist; the
temptation is to leave it to the specialists.

Serial extraction in suitable cases seemed to be practised

quite commonly by the general practitioners, appliances were often

used in conjunction with this.
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Appliances generally used were, space maintainers, oral- screens,

inclined planes, and removable appliances with springs. Andresen

appliance was also mentioned in one instance.

4, Are you interested in orthodontics enough for you to attend courses?
Two out of ten dentists who replied said that they are not
interested in orthodontics. Eight said that they are interested in
orthodontics and five of these have definitely attended courses.
Some of the reasons given for the difficulties in attendiﬁg
courses were:
(a) Geographic isolation of country practices.
(b) Not allowed to attend courses - presumably by the
.employer.
(c) Greater preoccupation in other fields of dentistry.
(d) No desire to do it now, may be later.

One dentist commented that the preamble of theory in

orthodontics as being abstruse and various diagnostic and classification

systems of little use and confusing to a General Practitioner.

5. What is your attitude towards orthodontics in general?

From the repliés it“became‘very Obvious_that orthodontics
was seen as an essential part of preventive dentistry. Dentists get
a sense of sétisfaction in resolving malocclusions successfully and
it is also a satisfying variation in the routine of general dental
practice.

Orthodontics was looked upon as a useful specialty for the

correction of functional ‘and aesthetic problems. Psychological
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benefits and improvement in mental outlook of patients, resulting

from orthodontic treatment was also recognised.

It was felt that there should be less emphasis on appearance

as distinct from aesthetic. If patients are happy with their appearance,

" treatment in such cases should not be undertaken. A too perfectionist

attitude held by the dentist, orthodontist, patient and parent should

C Bé avoided.

Elaborate treatment can sometimes not be justifiable.

One dentist thought that the practice of orthodontics is too

fiddley and the outlay is too expensive for the General Practitioner.

6. Do you have any comment in regard to patients who have received

orthodontic treatment?

Comments made on this question can be divided into two groups:

one with favourable comments and the other with criticism.

Favourable comments.

(a)

(b)

(c)

(d)
(e)

Patients were deliéhted with the results and the
orthodontist who treated them.

Patients appear to have a greater interest and
awareness in oral hygiene as a result of orthodontic
treatment..

fatients are nearly always well motivated towards

looking after their teeth.

Patients have an air of confidence.
Benefit greatly from orthodontic treatment, first

functionally, second aesthetically.
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Criticisms:

(a)

(b)
(c)
(d)
(e)
(£)

(8)

)

Some Class II division 1 patients look more attractive
before than after treatment, especially if treatment
is commenced later than ideal time.

Teeth are left with open contacts.

Root resorption.

Impacted 3rd molars after bicuspid extractions.
Crowded lower anteriors.

High dincidence of periodontal disease and tooth
mobility.

Tendency for enthusiasm and co-operation to wane

in the final stages because Ehey felt that the
ultimate relationship has been achieved and they
could not see the necessity for minor corrections
and prolonged retension.

Relapse after retension period resulted in patients

becoming "anti".
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DISCUSSION

Attitude of the Community

Orthodontic treatment appeared to be adequately provided by the
Dental Hospitals in Australia. There are at present more than 19 full
time orthodontists with the Hospital Service. All these Services
h " operate under a means test, therefore they are providing treatment
only for people with lower incomes. Besides the full time
orthodontists, there are also 13 part time orthodontists at the
Hospitals. Western Australia has not been included in the presenf
investigation, as there was no information given from that State.

As already mentioned previously, there are at present only
thr§e full time and six part time orthodontists employed by the
Government Dental Services in Australia. Considering the number of
school children thgt are under the care of the School Dental Services,
the~numbe?'of orthodontists must be highly inadequate. Although.ﬁhere
are signs of imp?ovement, as already stated, the Northern Territory
is activeiy seeking another orthodontist and Tasmania has also

advertised for amother orthodontist. (Sydney Morning Herald 6.10.73).

Tt seems that Victoria and Western Australia will also include

orthodontics in their services in the near Ifuture.

At the end of 1971, there were 94 orthodontists engaged in
private practice, if it could be assumed that this number has not
changed; there would be approximately a total of 120 orthodontists
in Australia in 1973, If it could be further assumed that there

were 1,191,134 (1970 census) children between the age of 10 and 14
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in Australia at present and Godfrey (1963) estimated 15-207% and
Peel (1973) estimated +18% of children of school age require

specialised orthodontic treatment, it would work out that each
orthodontist has to treat approximately 500 patients per yégr. If
one orthodontist could hanéle 250 cases per year, we would need
twice the number of orthodontists. If the Universities in Australia

could train 10 specialist orthodontists per year, it would take 12

years before the number could be doubled. From 1961l to 1966 there

have been a fall in the numbers of live births per year in Australia.

Since 1966 numbers have been increasing (Census 1972), therefore at

the present there seems to be no solution to the problem of orthodontic

manpower. However to estimate the situation realistically, the demand

for orthodontic treatment should also be investigated.
Reading (1965) recognised the problem and suggested three
possible solutions to orthodontic problems in Australia:

1. Increase the number of persons qualified to deal with

the treatment of malocclusion.

2. Reduce the incidence of orthodontic problems by

preventive dentistry.

3. Assess the problem as a public health measure of

national importance.

Attitude of Patients and Parents

It is not claimed that the finding of this study represents

the attitude of orthodontic patients and parents in general. The

sample was a biased one, because they had to pass the Hospital means
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test before they could be accepted for treatment. To obtain a cross
section of orthodontic patients and parents, the study shouldinclude
those from private orthodontic practices. Systematic sampling of
orthodontic practices and the patients and their parents is essential.
- For better results a more personal approach to the survey is advisable.
The careful wording of the questions on a survey is also important,
‘bearing in mind the different types of peop1E'who‘are likely to be
included in the survey. Questions should be as short and specific-

as poésible. This study however does represent the views of orthodontic
patients and parents from the United Dental Hospital and also from

the University Orthodontic Department.

Dentists were by far the majority of people who referred
patients for orthodontic treatment. 64-69% of patients in this study
were referred by dentists. Parents especially mothers were the:second
largest group who motivated their children to have orthodontic treat-
ment. 17 to 22%_0f parents provided the incentive. Some patients
were referred by the medical profession, or the speech therapist.
Other orth@dontists referred patienté to the hospital when parents
were unable to meet their financial obligatiom.

A1l parents thought to have well aligned teeth is desirable,
only 93.8% of patients thought so. But 97.54 of parents thought that
uneven front teeth should be straightened and 95.97 of patients
thought so. It appeared_that some patients could be swayed to have
orthodontic treatment if anterior teeth were crowded, but some girl
patients did not worry about crowded teeth. On the contrary parents

thought that to have well aligned teeth is desirable, but 2.5%
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would not be worried by crowded anteriof teeth.

From the results of questions 4, 5 and 6 parents appeared to
be able to appreciate the functional aspect of good occlusion and
patients appeared to appreciate more the cosmetic aspect of good
occlusion.

A larger percentage (45.8%) of parents thought that to have
a set of straight, natural teeth is important in getting a good
position,wherg as a larger percentage of patients said that it is
important in gaining the companionship of the opposite sex. Among

parents and patients who gave their own answers to question 7, an

overwhelmingly large percentage of parents said that to have‘weli
aligned teeth is important for self confidence, but patients tended
to think that it is important for appearance. Therefore it geeméd that
parents were thinking more in terms of long range benefits and patients
were thinking'more in terms of immediate benefit. The later finding
agreed'with.Bal&win et. al. (1967) in the investigation that children
were more likely to see treatment in terms of the immediate advantage
for their own sex.

Results of queséion‘S showed that 87.77%.0of patients did not
mind wearing fixed applianceé, oniy-lZ.BZ did mind. From question 9,
it was found that 61.6% of paﬁients-have friends, brothers or sisters
who wore fixed appliances. It would appear then that these patients,
from question 9, were influenced by other people who also wore
appliances. It would also appear that these patients constituted the

majority in question 8, who did not mind wearing fixed appliances.




78.3% of parents thought that orthedontic treatment is
expensive compared to other dental treatment, but only half of fhe
parents who responded to this survey, indicated that the cost factor
would prevent them from seeking orthodontic treatment for their
..'children.

As far as the financing of orthodontic treatment is
| éoncerned, 90.8% of parents in the survey were in favour of the
.1Dental Insurance Scheme or the Dental Benefit Funds. 48.37% of these
| parenté thought that the Funds should pay 75% of the fees an&‘32.5Z
thought that the Funds should pay 50% of the fees. Only 5.8% thouéht
that the Funds should pay all the fees. |

The private Dental Insurance Schemes that are operating in
Australia do not provide sufficient coverage for orthodontic
treatment and some do not even provide benefits for orthodontic -
treatment. The Manchester Unity and Mutual Dental Aid in Sydney
prdvide a maximum benefit of only $50. The Australian Dental Plan
initially in 1972 set the total lifetime of orthodontic benefit for

" a single individual of not more than $50. But in the latest develop—

ment this has been changed. A.D.P. will now:pay 50% of orthodontic

fees up to-a limit of $200 depending on the customary fees prevailing.

in the state in which the orthodontist works. This appears to be

more realistic. Considering the majority of parents in the survey
thought that dental benefit funds should cover between 50 to 75% of

the cost of treatment, A.D.P.'s recent decision was certainly a step

in the right direction.
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Comments from Parents

One father commented that on four occasions his daughter

travelled 10 miles to see an orthodontist and on each occasion she
was referred back to her dentist. He suggested that there should be
some direct communicatiop between the dentist and the orthodontist.

One mother said that her son had been going to the School
Dental Clinic and her child was 10 before she realised that his teeth
were too crowded. She wondered if some extraction could have been
done earlier'ﬁhichﬁmight'have saved a longer course of treatment later.
She thought that the School Dental Service could have a School
Orthodontist to explain the clinical finding to parents and children

instead of only publicising cavities.

From these two exampies it showed that some parents are

getting sophisticated in their views as they become more dentally

aware.

Atti£ude of the Profession

To obtain a representative view of the dental profession, it
is necessary to conduct a survey which covers a large cross-section
of the dental population. A sample of 20% of all dentists would give
a workable figure. Sampling should also be systematic and cover
larger areas. (Metropolitan and country).

Lengthy answers to questions in a large survey makes it
difficult to analyse the results. Thﬁreféfe it is preferable to ask
specific question§ which can be answered by "yes" or "no" or by a

short sentence.
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The reason for the good response from the dental profession

seems that the sample was taken from a group of dentists who were

interested in orthodontics therefore the result of the survey would
probably not represent the view of the whole cross—section .of the'

dental profession. However the findings of this study are the view
of some dentists. Because dentists are the main group of people who
refer patients to the orthodontists, it is only reasonable that the

orthodontists should be sensitive to the constructive comments from

the géeneral practitioner.
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CONCLUSLON

Attitude of the Community

1. The Hospital services are better served by orthodontists than
in the Governmment Dental Services.

2, There are signs that the Govermment will improve the orthodontic

service for the community.

3. The Hospitals and Government Services provide orthodontic

treatment only to a limited number of people.

Attitude of Patients and Parents

1. Dentists are by far the largest group of people who advise patients

to seek orthodontic treatment.

2. Parents, especially mothers seem to have a strong influence

on patients for seeking orthodontic treatment.

3. Parents, more so tﬁan patients thought that it is desirable to
have well aligned teeth.

4. The majority of pérents and patients thought that crowded teeth
should be straightened.

5. Parents seemed able to appreciate better, that good occlusion is
desirable for proper function of masticatory apparatus. Although

the majority of patients also supported this view they were less

sure.
6. Parents, more than patients, thought that posterior teeth were

important. About one in every three patients thought that anterior

teeth are more important, while one in every four parents-thought

SO,
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/. The majority of parents and patients thought that well aligned
"teeth facilitate in keeping teeth clean.

8. Whilst more parents thought that to have a set of straight natural
teeth is important for seeking a good position, more patients
seemed to think that it is more important in gaining the
companionship of the opposite sex. It appeared that parents
were thinking of long term benefits, while patients saw it as
an immediate advantage.

9. Parents appeared to recognise the psychological importance of

. aesthetic on a person's outlook in life. Patients could see only
the superficial benefit from a good set of teeth.
10. Most parents thought that orthodontic treatment is expensive
compared to other dental ££eatment.

11. Parents were evenly divided as far as cost to be a factor in not

seeking orthodontic treatment. About half would seek treatment
regardless of cost, while the other half would not seek treatment
because of cost.

12. About 907 of farents thought that some sort of dental benefit
funds should pay for orthodontic treatment. The majority felt
that the funds should pay 75%Z of the fees. |

13. Most patients would not mind wearing bands on their teeth during

‘orthodontic treatment.

14. About 60% of patients have friends, brothers or sisters who

!

are wearing bands.
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Attitude of the Profession

1'

9.

Dentists do refer patients for orthodontic treatment and it is
increasingly so.

A lot of dentists in N.S.W. seemed to practice preventive dentistry
and orthodontics is considered as an essential part of it.

The dental professicn is now more concerned about occlusion rather
than just treating caries teeth.

Patients are referred between the ages 6 to 12 years old.

Most G.P.'s do provide their patients with orthodontic treatment

although this is only confined to the simpler cases.

Quite a few G.P.'s are interested in orthodontics and some do
attend courses.

Psychological benefits resulting from orthkodontic treatment were
recognised.

Over—treatment should be avoided.

Patients do benefit from orthodontic treatment, but more attention
should be placed on profile, root resorption, open contacts,

impacted 3rd molars and relapse of lower anteriors.
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SUMMARY

Literature on orthodontics as a health service in some countries
was reviewed. Attitudes of patients, parents and the dental profession
to orthodontics were discussed.

Method of investigation by-the use gf questionnaires on
attitudes of orthodontic patients and their parents from the United
Dental Hospital and University of Sydney, Orthodontic Department was

presented. The results were analysed and discussed, their conclusions

were drawn.

Investigation was made on orthodontic services provided by

the Dental Hospitals and the Government Dental Service in Australia.
Method and result of investigations were presented and the findings

were discussed.

Method of investigation of the attitude of the dental profession

in N.S.W. was presented. The results were analysed and conclusions

drawn.
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APPENDTIX

Further information on A.D.P. obtained from personal

communication with Dr. R.H. Abbott, State Director A.D.P. for N.S.W.

1.

2.

At present an individual subscriber cannot join
A.D.P. He can only join as a member of a group.
Authorisation for orthodontic treatment will be

done by A.D.P. central office who will employ a

‘dental consultant as is done by Repatriation at

this time. A written report will suffice, but if
any further records are required they will be
asked for. Each case is handled on its merits and
whether or not the person asking approval for .

orthodontic treatment 1is a trained orthodontist

-or otherwise would have bearing on the need for

records or otherwise.

Orthodontic treatment is usually charged for over a
period of time; if a patient loses éligiBility part
way through treatment, due to a change in place of
employment, thgn‘A.b,P. will hawve paid 5074 of the

bills already rendered by the orthodontist up to a

maximum of $250. From losing eligibility, the patient

will pay the rest of the account himself.




84 .

REFERENCES

| AT.CORN, A.G. Orthodontics and the Dental Estimates Board. The
Orthodontist vol. 1, No. 2:40~46, 1969.

AMERICAN ASSOCIATTION OF ORTHODONTISTS. A.B.O. certifies seventy three -

. candidates during Denver examinaticns. Am. J. Orthodont. 62:196-199.

Aug. 1972.

AMERICAN ASSOCTATION OF ORTHODONTISTS. American Association of

. Orthodontists Announces Results of Manpower Survey. Am. J. Orthodont.

AMERTCAN ASSOCIATION OF ORTHODONTISTS. International Orthodontic .

Congress to be a major educational event. Am. J. Orthodont. 63:72-80.
Jan. 1973,

AMERICAN ASSOCIATION OF ORTHODONTISTS. Programme planning now complete

for International Orthodontic Congress. Am. J. Orthodont. 63:537-538.
May.1973.

AMFRTICAN JOURNAL OF ORTHODONTICS. News and comment: Australian Societly
of Orthodontists. Am. J. Orthodont. 62:327. Sept. 1972.

ANDERSON, A.L. Orthodontic public relations for parent and child.
Am. J. Orthodont. 53:922-927., Dec. 1967/.

AUSTRALTIAN DENTAL ASSOCIATION. Analysis of Dental Registers in
Australia. Facts and Figures. 1971, 19/2.

AUSTRALTAN DENTAL ASSOCIATION. Commonwealth.GovErnment'moves in
dental health. Aust. Dent. Ass. News Bulletin. March 1973.

AUSTRALIAN DENTAL PLAN. To the dental profession in Australia
formation of an Australia wide dental service corporation. Aust..
Dent. Plan Circular, 12th July 19/2.




85.

AUSTRALIAN DENTAL PLAN. Circular to Members of Australian.Dentél
Association (N.S.W. Branch). July 1973.

AUSTRALIAN SOCIETY OF ORTHODONTISTS NEWSLETTER. Australian Dental
Plans. June 1973.

AUSTRALIAN SOCIETY OF ORTHODONTISTS DIRECTORY 1973.

BALDWIN, D.C. and BARNES, M.L. Psychosocial factors motivating
orthodontic treatment. I.A.D.R. 44:461. 1965,

BALDWIN, D.C. Jr. and BARNES, M.L. Patterns of motivation in families

seeking orthodontic treatment. L.A.D.R. Collected Abstracts p.l42,
March 1966.

BALDWIN, C.D., BARNES, M.L., BALDWIN, M.A., and PAPAJOHN,J.T. Social

and cultural variables in the decision for orthodontic treatment.
I.A.D.R, 46:309. 1967.

BAWDEN, J.W. An outsider looks at orthodontics. Am. J. Orthodont.
53:858-862. Dec. 1967.

BELKIN, M.D. and Prof. HOLZ, R. Orthodontics in Switzerland. J.
Clinical Oxrthodont. VI:292-293, May 1972,

BELKIN, M.D. Orthodontics in Finland. J. Clinical Orthodont.
6:646-647. Nov. 1972.

BERG, R. and JOHANNESEN, B. .The present situation of orthodontics
in Norway. The J. of Clinical Orthodont. IV:4, April 1970.

COHEN, L.K. and HOROWITZ, H.S. OCcclusal reiationship in children
born and reared in an optimally fluoridated community. III Social
Psychological Findings. Angle Orxrthodont. 40:159-169. 1970.

COMMONWEALTH BUREAU OF CENSUS AND STATISTICS. Population: estimated

age distribution, Australia. Official Year Book of the Commonwealth
of Australia. p.137. 1972,




86.

COMMONWEALTH BUREAU OF CENSUS AND STATISTICS. Births and Fertility.
Official Year Book of the Commonwealth of Australia. p.1l65, 19/2.

COUSINS, A.J.P. Vocational Registration the formation of an
Orthodontic Register in Britain and the requirements for specialisation
in some other countries. The Orthodontist. 2:2-6. Spring 19/0.

DENTAL BOARD OF NEW SOUTH WALES (AUSTRALIA) Specialist description.
Information leaflet. 1973.

DICKSON, S. An investigation of adult attitudes to the dental
treatment of children. Dent. Pract. (Bristol) 18:381-384. July 1968.

EDITORIAL. The International Orthodontic Congress: an educational
and cultural event., Am, J. Orthodont. 63:644-646. June 19/3.

i e i

FISK, R.0. Physiological and sociopsychological significance of
malocclusion. J. Canad. Dent. Ass. 29:635-643. 1963. '

GAJDA, Z. Adjustment of the patient to orthodontic treatment.

Quintessence International. 3:61-64. Aug. 1972,

GODFREY, K. Pre-fluoridation survey of malocclusion among school
children of Tamworth, N.S.W. Unpublished data, 1963.

HENRY, R.G. The orthodontic problem in Australia. 1. The economics
~of the problem. Australian Dent. J. 10:27-28. 1965. |

THE HIBERNIAN SOCIETY. Hibernian Dental Rebate Scheme. (Brochure).

HOOPER, J.D. The pattern of orthodontics in the National Health
Service. The orthodontist, vol. 1:2-8. 1969.

HOWITT, J.W., STRICKER, G., HENDERSON, R. Eastman Esthetic Index
(E.E.I.) N.Y.,State Dent. J. 33:215-220. Apr. 19067,

INDEX TO DENTAL LITERATURE. List of publications indexed. (Jourmnal
Indexed). 1933-1935, 1956, 1963, 1972. |




87.

LEWIS, H.G., BROW, W.A. The attitude of patients to the wearing of

a removable orthodontic appliance. Brit. Dent. J. 134:87-90,
¢ Feb. 1973.

MAJ, G., SQUARZONI GRILLI, A.T. and BELLETT, M.F. -Psychologic

appriasal of children facing orthodontic treatment. Am. J. Orthodont.
53:849-857. Nov. 1967.

- MANCHESTER UNITY. Dental health plan designed to suit you. (Brochure)

- MONSEN, R.M. The dental care system in Norway. J. Am. Dent. Ass.
- 80:810-813, 1970.

MUTUAL DENTAL AID. The National Dental Benefit Fund. (Brochure)..

NORD, C.F.L. Orthodontics and public health dentistry. Dental
Abstracts 1:520-521. Sept. 1956.

PEEL, E.J. Occlusion and fluoridation. An epidemiological study
based on the occlusion of Tamworth children surveyed in 1963 and in
1973, Unpublished data (thesis). 1973. |

READING, J.F. The orthodontic problem in Australia. II. Poséible
solution to the problem., Aust. Dent.'J. 10:29-32, 1965.

SALZMANN, J.A. Editorial: Orthodontics in prepayment dental programs.
Am. J. Orthodont. 51:212-214, March, 1965.

SALZMANN, J.A. Editorial: Orthodontics under Medicare andiMedicéid.
Am. J. Orthodont. 52:922-926. 1966.

SALZMANN, J.A. Editorial: Orthodontic treatment problem under
prepayment programs. Am. J. Orthodont. 56:525-526. 1969.

SHARPE, L.E. Continuing education in dentistry: An attitude survef
in British Columbia, J. Canad. Dent. Assn. 38:373-375. Oct. 1972,




88.

THE SYDNEY MORNING HERALD. New dental scheme clinic opens. The
Sydney Morning Herald. 25th May, 19/3.

SYRRIST, A. Dentistry for children in Scandinavian countries. J.
of Dent. for Child. 36:15-20. 1969.

" TREVATHAM, T.H. The future of dentistry in New Zealand. New Zealand
Dent. J. 63:113-119. April 1967.

'TULLEY, W.J. Attitudes to orthodontics. Schweiz Monatsschr Zahnheilh
80:622-637. May 1970.

THE UNIVERSITY OF SYDNEY. Calendar. 1936, 1937, 1942, 1949, 1950,
1951, 1959, 1961, 1962, 1963, 1965, 1967, 1973. |




