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Abstract

Objective: To investigate: (I) orthodontists’ training experience in the psychological assessment of orthognathic
patients and their wish for training/further training; (2) the availability of psychological support, referral patterns and out-
comes after referral; (3) and adverse incidents prompting orthodontists to refer patients for psychological assessment.

Design: Prospective cross-sectional study.

Methods: A 25-item questionnaire was designed to investigate the above mentioned aims. After a pilot study, the ques-
tionnaire was distributed to all members of the Consultant Orthodontist Group, British Orthodontic Society.

Results: Based on a 29.1% response rate (n = 102), 76.5% of respondents had undertaken training in identifying
orthognathic patients who may benefit from psychological assessment. However, 90.2% favoured further training. All
respondents believed that some orthognathic patients would benefit from referral; however, 31.3% of units referred
no patients at all, mostly due to limited/no access (66.7%). Most referrals (68.9%) were to psychiatrists/psychologists
with dentofacial deformity expertise, with 28.9% of units having such services onsite (14 different units). Psychological
referrals had potentially useful outcomes, with 36.4% of respondents sometimes changing treatment plans following
referral. Clinical incidents were experienced by 35.1% of respondents, prompting referral of patients for psychological
assessment; such incidents included patient suicides (n = 4).

Conclusion: Most respondents had trained in psychological assessment of orthognathic patients; however there was a
large demand for further training. Clinicians value the psychological services available; however, limited availability may
affect referrals for some respondents. Adverse incidents are of real concern and highlight the need to ensure that train-
ing and resources are provided to support orthognathic patients and teams.
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Introduction

Psychological evaluation of patients requesting orthog- health professional for further support that is outside their
nathic treatment is an essential part of the assessment pro- competency (Benkimoun, 2005).
cess, which may identify potential concerns and allow
management strategies t tin place in order to provi
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People with dentofacial deformities may encounter psy-
chological stress, either directly from external reactions,
such as teasing, or indirectly from sociocultural preconcep-
tions or stereotyping (Phillips et al., 1998). There may also
be internal psychological issues based on the patient’s own
response to their visible difference (Cunningham, 1999).
Evidence suggests that up to 50% of patients referred to an
orthognathic assessment clinic experience what would be
classified as ‘psychological distress’ (Rivera et al., 2000).
Cunningham et al. (2000) conducted a comprehensive mul-
ticentre study involving 81 orthognathic patients, investi-
gating their psychological profile and comparing them with
a control group of 95 non-patients. This study concluded
that orthognathic patients demonstrated significantly higher
levels of state anxiety than non-patients’ (P < 0.001).
Collins et al. (2014) also noted that 42% of patients request-
ing orthognathic surgery reported depressive symptoms
and 23% reported anxiety.

Another potential condition that must be recognised in
orthognathic patients is body dysmorphic disorder (BDD),
which is defined as body image disturbance associated with
a preoccupation with perceived but minor or non-existent
flaws or abnormalities in one’s appearance (American
Psychiatric Association, 2013). However, the diagnosis of
BDD is not as clear-cut as that definition may appear and it
is possible to have a diagnosis of BDD even where there is
a clear physical deficit present if the level of distress and
diminished functioning are sufficient (Sarwer et al., 1998).
A recent systematic review by Veale et al. (2016) estimated
that the prevalence of BDD in orthognathic patients is
11.2%, considerably greater than the 1.8% quoted for the
general adult population (Buhlmann et al., 2010). A study by
Veale et al. (1996) involving 50 patients who fulfilled the
criteria for BDD, found that 24% had attempted suicide,
highlighting BDD as a serious handicapping disorder.
Therefore, it is vital that conditions such as depression, anx-
iety and BDD must be recognised in orthognathic patients.

There is currently no research available investigating
clinical incidents, such as self-harm and suicide, in orthog-
nathic patients but those seeking aesthetic procedures have
been identified to be at higher risk of these incidents than
the general population (Lipworth and McLaughlin, 2010;
Veale, 2018). With such serious clinical implications in
other areas of medicine, these aspects need to be investi-
gated in relation to orthognathic patients. According to
RCS guidelines (2013, 2016), clinicians must:

e consider their patients’ vulnerabilities and emotional
requirements;

e discuss possible unfavourable physical and emo-
tional impacts of orthognathic treatment;

e avoid or defer treatment pending psychological eval-
uation, where there are concerns.

It is therefore not surprising that NICE (2005) guidelines
recommend that any clinician involved in a specialty where

they may encounter patients suffering from BDD should
have an established referral pathway to a mental health pro-
fessional experienced in the management of BDD.

In order to recognise those patients that need additional
psychological support, all members of the orthognathic
team need training in this area to be able to refer patients
appropriately. In a previous questionnaire-based study dis-
tributed to all consultant orthodontists in the UK, Juggins
et al. (2006) identified that approximately 10.7% of
respondents did not believe that any of their patients would
benefit from referral for psychological assessment.
Furthermore, 30.5% of respondents did not refer any
orthognathic patients, as they had nobody to refer to.

Juggins et al. (2006) identified a lack of training experi-
ence in the UK; 80.8% of the respondents had no formal
teaching in psychological assessment/ management of
orthognathic patients. The importance of providing appro-
priate training in these areas has been recognised more
recently in the Post CCST training guidelines (Joint
Committee for Postgraduate Training in Dentistry Specialty
Advisory Committee in Orthodontics, 2012). This docu-
ment describes training related to psychology in relation to
craniofacial abnormality and multidisciplinary manage-
ment of facial deformity and specifies that trainees must
possess a detailed understanding and clinical experience of
the multidisciplinary approach for the treatment of patients
requiring orthognathic treatment. There is clearly a training
need in this area; however, there is no literature available
which describes the format of training experience which
orthodontists would value, nor any specific areas of interest
in this field to orthodontists.

Aims and objectives

The aim of the present study was to develop an online ques-
tionnaire to investigate:

1. Training: including the format of training under-
taken and respondents’ thoughts on future training
needs.

2. Referral patterns for psychological assessment of
orthognathic patients: this included the percentage
of patients whom orthodontists believe would bene-
fit from psychological referral, the actual percentage
referred, reasons for referring/not referring, the sup-
portavailable, how often treatment plans are changed
following referral and orthodontists’ perceptions of
the service available.

3. Adverse incidents: which may have made orthodon-
tists more likely to refer patients.

Materials and method

Data protection and ethical approval (reference number
76364106/2018/08/46) were granted from UCL Data
Protection and Ethics Committees and a ‘Privacy Notice’
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Table |. Respondents’ interest in different aspects of further
training.*

Aspects of further training Respondents

How to discuss psychological referrals with 78 (84.8)
patients

Deciding when is appropriate to refer 76 (82.6)
Undertaking an initial psychological 62 (67.4)
assessment

Developing links with mental health 6l (66.3)
professionals

Knowing who to refer to 57 (62.0)
Other 3(3.3)

Values are given as n (%).
*Figures add up to more than 100% as respondents could select more
than one option.

was placed at the start of the questionnaire in compliance
with the General Data Protection Regulation. The question-
naire was developed through a number of different
approaches, starting with the eight-item questionnaire uti-
lised by Juggins et al. (2006) and building on that through a
thorough search of the literature, discussions within the
research team and with other interested parties; a 25-item
questionnaire was developed using this approach.
The questionnaire was divided into five main areas:

1. Demographics

2. Training experience and perceptions of further
training

Referral patterns

Recipients of referrals for psychological evaluation
5. Orthodontists’ perceptions of the service available

> w

A pre-pilot of the questionnaire involved members of the
research team testing the questionnaire and making appro-
priate adjustments. Seven consultants with a known interest
in this aspect of patient care were then contacted to partici-
pate in a further pilot through a link to SurveyMonkey®, an
online survey site.

Once the final version of the questionnaire was agreed,
a link to the SurveyMonkey survey was distributed to all
members of the Consultant Orthodontist Group of the
British Orthodontic Society (BOS). The initial email was
sent on 5 November 2018 followed by two reminder emails;
the survey closed on 21 December 2018.

Results

A total of 107/350 (30.6%) responses were received. Five
respondents were excluded due to incomplete data, leaving
102 (29.1%) responses included in the final analysis.

Analysis of the data was performed using SPSS for
Windows package Version 22+. Of the 102 respondents, a
number worked in more than one unit. Therefore, the total
number of units represented was 131. All of the respond-
ents had completed their training in the UK or Republic of
Ireland and also currently worked in these areas.

Aim |: Training

The majority of orthodontists (n = 78; 76.5%) had under-
taken some form of training in the identification of orthog-
nathic patients who may benefit from psychological
assessment. Of these, 52.0% underwent informal teaching,
such as mental health professionals advising on patient man-
agement skills in a clinical situation, and 35.3% had formal
teaching as a postgraduate. The format of training primarily
involved clinical teaching (55.1%) and one-off teaching epi-
sodes (34.6%). The majority of orthodontists (90.2%) felt
that they would benefit from further training and the most
commonly selected area of interest (84.8%) was how to dis-
cuss psychological referrals with their patients (Table 1).

Aim 2: Referral patterns

All of the units represented had some patients who were
perceived to be in need of referral for psychological assess-
ment (Figure 1). Of those orthodontists who said that they
actually refer patients for psychological assessment (n =
77), by far the most common reason for referral was that
‘the patient’s concern was out of proportion to their dentof-
acial problem’ (63.6%) (Table 2). All units who referred
patients reported doing so before treatment, rather than dur-
ing or after treatment. A variation existed in the recipients
of referrals; but the majority of units referred to psycholo-
gists (61.1%), rather than psychiatrists (38.9%). Of the
units, 54.4% referred to offsite mental health professionals,
while 43.4% referred to specialists who were on-site; the
remaining respondents were unsure. The majority of units
(68.9%) referred to mental health professionals who had
expertise in managing patients with dentofacial deformity,
with 28.9% of units fortunate in having such a colleague
onsite (14 different units).

Of the orthodontists who said they did refer patients
(n = 77), half (50.6%) reported rarely changing treatment
plans after a psychological referral, 36.4% reported some-
times changing treatment plans and 13.0% reported never
changing plans.

In the majority of units (68.7%), some patients were
referred for psychological assessments. However, in 31.3%
of units, no patients were referred (Figure 2). The most
common reason preventing respondents from referring was
that they had nobody to refer to or had limited access. Other
reasons for not referring are displayed by Table 3.

The psychological service available locally was rated as
good by 27.5% of units; however, in 14.5% of units the
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Figure 1. Percentage of orthognathic patients believed to benefit from psychological referral.
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Table 2. Single most common reason for referral of patients
for psychiatric assessment.

Most common reason for referring Respondents

The patient’s concern is out of proportion to 49 (63.6)
their dentofacial problem

The patient appears to have unrealistic 9 (11.7)
expectations

Past/current psychiatric disorder 8 (10.4)
‘Gut instinct’” without being able to give an 7 (9.1)
exact reason

You have had problems with previous I (1.3)
orthognathic patients which has made you

more cautious

Other

- History of suicide I (1.3)
- Not one single reason I (1.3)
- To help with patient decision making I (1.3)

Values are given as n (%).

service was rated as poor. Comments regarding available
services are displayed in Table 4. With only 28.9% of units
having a mental health professional attend their orthog-
nathic clinics, the majority of respondents are dependent on
psychological reports provided and these were rated as
good by 28.2% of units, but poor by 13.0%.

The data were analysed to determine whether the num-
ber of years since qualification was significant in affecting
the percentage of patients whom respondents believed
would benefit from referral; however, this was not found to
be significant (P = 0.22). Therefore, those who were less
experienced did not appear to refer more or less frequently.
Nor did the number of orthognathic patients assessed by a
clinician each year significantly affect the number of
patients perceived to be in need of referral (P = 0.32).
Thus, those who saw fewer patients did not appear to refer
patients more frequently.

Aim 3: Adverse incidents

Of those orthodontists who referred orthognathic patients,
35.1% (n = 27) had experienced incidents which made
them more likely to refer patients for psychological assess-
ment. Table 5 details some of the incidents reported, includ-
ing patients who had committed suicide or made suicide
attempts (n = 4).

Discussion

A relatively low response of 29.1% was achieved, in com-
parison with the postal survey by Juggins et al. (2006) where
an excellent response rate of 75% was achieved. The current
response was also lower than some previous BOS online
studies where responses in the range of 77%—86% have
been cited (Bussell and Barreto, 2014; Stephens and Cook,
2002). There are many potential reasons for this lower than
expected response, but it may well be that survey fatigue
played a part as recent years have seen a rise in online ques-
tionnaires. The low response is clearly a limitation of the
study, although useful conclusions can still be drawn from
those who did respond. The selection of an online survey did
however ensure questionnaire completion by setting manda-
tory responses, the ability to export survey responses
directly to statistical software thus reducing the potential for
error in data entry, and made the questionnaire as succinct as
possible by applying logic systems.

This study focussed specifically on consultant orthodon-
tists in order to allow comparison with the previous study
by Juggins et al. (2006); however, it is acknowledged that
the referral decision involves the whole orthognathic team,
including maxillofacial surgeons who have had specific
training in psychiatry and this may influence these clinical
decisions. The perspective of other team members would
be interesting to consider in future studies of this type.

Access to training has improved compared with that
reported by Juggins et al. (2006) and exposure to postgrad-
uate level training in this area has more than doubled
(16.9% to 35.3%). However, there remains considerable
demand for further training, with 90.2% of orthodontists in
the present study perceiving a benefit from further training.
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Figure 2. Percentage of orthognathic patients actually referred.
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Table 3. Respondents’ most common reasons for not referring
for psychological assessment.

Reasons Respondents

Nobody to refer to/limited access 46 (66.7)
Psychological assessment waiting list is too 7 (10.0)
long

The response/feedback received from the 6 (8.7)
mental health team is not usually useful

Not sure who to refer to when referral is felt 4 (5.8)
appropriate

Fear of patient reacting badly or refusing to 3 (4.3)
see psychologist

There is too much time involved in arranging 2 (2.9)
this

Not wanting to send inappropriate referrals I (1.4)

Values are given as n (%).

Of those orthodontists who had undertaken previous train-
ing, there appeared to be a large variation in training for-
mat. [t may be beneficial to consider a standardised teaching
program for orthodontic trainees in the UK, particularly for
those undertaking post-CCST training, and CPD courses
for qualified orthodontists also appear to be valued.
Respondents were also particularly interested in training in
aspects such as undertaking an initial psychological assess-
ment; this is in keeping with the NICE guidance (2006)
which endorsed screening for BDD and recommended that
three areas should be assessed during the initial consulta-
tion: (1) preoperative motivations and expectations; (2)
physical appearance and body image; and (3) psychiatric
status and history.

There appears to have been a definite positive shift in
respondents’ opinions regarding the benefits of referral for
psychological assessment. In the present study, all ortho-
dontists believed that there were occasions where referral
for psychological assessment was appropriate, compared
with the previous study where 31.0% of respondents said
they did not think that any of their orthognathic patients

would benefit from psychological referral or were unsure
of the proportion of patients who would benefit. It is likely
that this positive shift in perceptions may be due to the
increased discussion of this topic at conferences/meetings
and more literature being available in the area, leading to
increased awareness of mental health problems and the
potential complications during treatment.

Orthognathic teams need pathways in place for onward
referral of patients who require psychological services, but
this is evidently not always readily available and the most
common reason for units making no referrals was lack of/
limited access to mental health support. Consequently,
there may be unidentified concerns or mental health issues
increasing the risk of patient dissatisfaction and harm.
Clarke et al. (2005) described a model in which they evalu-
ated the impact of a psychology service in a large plastic
surgery unit in London. This model set out core require-
ments which patients must satisfy, together with the evi-
dence on which this judgement was made. The introduction
of this screening model resulted in substantially reduced
numbers of patients proceeding to surgical waiting lists.
The associated cost savings provided funding for a psy-
chologist, which enabled psychological assessment to
become part of routine care. Such innovative strategies are
useful in circumstances with access issues and it may be
beneficial to look into novel ways of providing better
access to mental health support for orthognathic patients.

More than one-third of respondents reported sometimes
changing treatment plans after referral for psychological
assessment. Studies in cosmetic and plastic surgery suggest
that if a higher number of patients were referred for psycho-
logical assessment, fewer patients may undergo surgical
interventions (Clarke et al., 2013; Kellett et al., 2008).
Psychological assessments should not be seen as a way of
rationing treatment but instead to identify those who may
require more support or a different form of treatment (Ryan
etal., 2012).

The quality of psychological services and reports
received mixed reviews. This information is subjective as
many of the respondents may have very little with which to
compare their experience of the service to which they refer.
Many of the free text comments (Table 4) related to access
and particularly the importance of a mental health
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Table 4. Examples of comments regarding psychological services provided.

Free text comments

| cannot refer because management do not see it as a problem despite evidence to the contrary, e.g. guidance and medicolegal

issues colleagues have had to deal with.

Assessment has been very good but post-surgical support and follow-up is often recommended but availability is very limited/

non-existent.
Service via GP has no specific dentofacial deformity skills.

| am unsure as the service no longer exists.

For CLP services where all patients see psychologists, they are brilliant. | never appreciated them until | worked with them. For
non-CLP services, the service is poor in terms of referral pathway—huge manpower and resource issues.

The service was not appropriate or specific enough.

CLP, Cleft Lip and Palate.

Table 5. Details of incidents making respondents more likely to refer their orthognathic patients.

Adverse incident details

Suicides (n = 4)

e Patients committed suicide/attempted suicide after treatment

Pre-treatment (n = 5)

e Patient with learning difficulties where the parents wanted treatment and the patient was unsure

e Unexpected response from psychologist on a patient’s status

During treatment (n = 4)

e Patient sectioned

e Patients becoming demanding/obsessional about their appearance

After treatment (n = 7)

e Patients not coping well with the surgical changes

e Patient requests for further surgery as they found new concerns
e Several patients unhappy with their outcome, even when this was considered clinically good

Patients with pre-existing mental health issues disclosed postoperatively (n = 7)

e Undiagnosed BDD: involving a patient who was socially functional beforehand but not after and another patient involving

self-harm

e Conditions disclosed only postoperatively, such as depression and bulimia

e Patient sectioned

BDD, body dysmorphic disorder.

professional having dentofacial expertise. In an effort to
standardise procedures and maximise patient safety, UK
commissioners of plastic surgery services established a
special interest group for psychologists/psychiatrists work-
ing in this area which then provides ongoing training and
peer support, a model that also works well in other aspects
of clinical psychology (National Health Service
Modernisation Agency, 2005). To ensure adequate support,
a national programme could be established providing a

special interest group of mental health professionals with
dentofacial expertise.

Adverse incidents (Table 5) in the psychological domain
were experienced by more than one-third of respondents in
relation to their orthognathic patients. This is of real concern
and emphasises the importance of comprehensive patient
assessment and psychological referral where necessarys; it also
highlights the importance of support for teams working with
orthognathic patients when faced with such complex issues
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Conclusions and recommendations

The findings of this study suggest that:

1. Training experience: Has increased in the last 13

years; however, there is large variation and no clear
standardisation.
Recommendation 1: In order to standardise training:
a teaching programme for orthodontic trainees,
especially at post-CCST level, and a CPD require-
ment for existing consultant orthodontists could be
introduced.

2. Referrals: All respondents believed that at least

some of their patients would benefit from referral.
However, 31.3% of units referred no patients, mainly
due to resource issues.
Recommendation 2: In order to reduce the inequality
of mental health service access for orthognathic
patients, innovative approaches need to be consid-
ered to enhance access. This could potentially
involve mental health professionals being appointed
to posts that cover several orthognathic units where
there is currently limited access or the development
of a national programme similar to the one devel-
oped in plastic surgery to ensure dentofacial exper-
tise is available.

3. Adverse incidents: Of the respondents, 35.1% had

patients who experienced incidents that prompted
respondents to refer more orthognathic patients for
psychological assessment.
Recommendation 3: Potential complications with
orthognathic patients may be resolved through more
training in this area and funding for mental health
professionals; therefore, it is important that recom-
mendations 1 and 2 are actioned.
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Notes

1. Liaison Psychiatry is a subspecialty of psychiatry at the
interface between physical and psychological health, which
has areas of overlap with other areas of medicine includ-
ing health psychology and neuropsychiatry. https://www.
repsych.ac.uk/become-a-psychiatrist/choose-psychiatry/
what-is-psychiatry/types-of-psychiatrist/liaison-psychiatry.

2. Clinical psychology is the application of clinical knowledge
to understand, prevent and treat psychologically based dis-
tress. Psychological assessments are central to its practice.
https://careers.bps.org.uk/area/clinical.

3. State anxiety is defined as transient feelings of fear or worry
(Cunningham et al., 2000).

References

American Psychiatric Association (2013) Somatoform disorders. In:
Diagnostic and Statistical Manual of Mental Disorders (DSM-5®).
Sth ed. Washington, DC: American Psychiatric Association, pp.
467-469.

Benkimoun F (2015) How to evaluate psychological risks: an ethics of
aesthetic demand in orthodontics. L'Orthodontie Francaise 86: 269—
276.

Buhlmann U, Glaesmer H, Mewes R, Fama JM, Wilhelm S, Brahler E,
et al. (2010) Updates on the prevalence of body dysmorphic disorder:
a population-based survey. Psychiatry Research 178: 171-175.

Bussell MA and Barreto LS (2014) The recommendation and provision of
mouthguards: a survey of consultant orthodontists in the UK. Journal
of Orthodontics 41: 141-146.

Clarke A, Lester KJ, Withey SJ and Butler PEM (2005) A funding model
for a psychological service to plastic and reconstructive surgery in UK
practice. British Journal of Plastic Surgery 58: 708-713.

Clarke A, Thompson A, Jenkinson E, Rumsey N and Newell R (2013)
Models of Service Delivery. In: CBT for Appearance Anxiety.
Hoboken, New Jersey: John Wiley & Sons, Limited, pp. 191-193.

Collins B, Gonzalez D, Gaudilliere DK, Shrestha P and Girod S (2014)
Body dysmorphic disorder and psychological distress in orthognathic
surgery patients. Journal of Oral and Maxillofacial Surgery 72:
1553-1558.

Cunningham SJ (1999) The Psychology of Facial Appearance. Dental
Update 26: 438-443.

Cunningham SJ and Feinmann C (1998) Psychological assessment of
patients requesting orthognathic surgery and the relevance of body
dysmorphic disorder. British Journal of Orthodontics 25: 293-298.

Cunningham SJ, Gilthorpe MS and Hunt NP (2000) Are orthognathic
patients different? European Journal of Orthodontics 22: 195-202.

Heldt L, Haftke E and Davis L (1982) The psychological and social
aspects of orthognathic treatment. American Journal of Orthodontics
82:318-328.

Joint Committee for Postgraduate Training in Dentistry Specialty Advisory
Committee in Orthodontics (2012) Guidelines for Post CCST training
in Orthodontics. 1-11. Available at www.rcseng.ac.uk (accessed 19th
May 2020).

Juggins KJ, Feinmann C, Shute J and Cunningham SJ (2006) Psychological
support for orthognathic patients - what do orthodontists want?
Journal of Orthodontics 33: 107-115.



212

Journal of Orthodontics 47(3)

Kellett S, Clarke S and Mcgill P (2008) Outcomes from psychological
assessment regarding recommendations for cosmetic surgery. Journal
of Plastic, Reconstructive and Aesthetic Surgery 61: 512-517.

Lipworth L and Mclaughlin JK (2010) Excess suicide risk and other exter-
nal causes of death among women with cosmetic breast implants: a
neglected research priority. Current Psychiatry Reports 12: 234-238.

National Health Service Modernisation Agency (2005) Information for
Commissioners of Plastic Surgery Services. Referrals and Guidelines
in Plastic Surgery. Available at: http://www.bapras.org.uk/docs/
default-source/commissioning-and-policy/information-for-commis
sioners-of-plastic-surgery-services.pdf?sfvrsn=2.

National Institute for Health and Care Excellence Guidelines (2005)
Obsessive Compulsive Disorder: Core Interventions in The Treatment
of Obsessive Compulsive Disorder and Body Dysmorphic Disorder.
Available at: http//www.nice.org.uk (accessed 19 May 2020).

Phillips C, Bennett ME and Broder HL (1998) Dentofacial disharmony:
psychological status of patients seeking treatment consultation. The
Angle Orthodontist 68: 547-556.

Rivera SM, Hatch JP, Dolce C, Bays RA, Van Sickels JE and Rugh JD
(2000) Patients” own reasons and patient-perceived recommenda-
tions for orthognathic surgery. American Journal of Orthodontics and
Dentofacial Orthopedics 118: 134—141.

Royal College of Surgeons (2013) Commissioning Guide: Orthognathic
Procedures. London: Royal College of Surgeons, pp. 1-10.

Royal College of Surgeons (2016) Professional Standards for Cosmetic
Surgery. Available at: https://www.rcseng.ac.uk/standards-and-research/
standards-and-guidance/service-standards/cosmetic-surgery/profes
sional-standards-for-cosmetic-surgery/

Ryan FS, Barnard M and Cunningham SJ (2012) What are orthog-
nathic patients' expectations of treatment outcome--a quali-
tative study. Journal of Oral and Maxillofacial Surgery 70:
2648-2655.

Sarwer DB, Wadden TA, Pertschuk MJ and Whitaker LA (1998) The
psychology of cosmetic surgery: A review and reconceptualization.
Clinical Psychology Review 18: 1-22.

Stephens CD and Cook J (2002) Attitudes of UK Consultants to
Teledentistry as a Means of Providing Orthodontic Advice to
Dental Practitioners and their Patients. Journal of Orthodontics 29:
137-142.

Veale D, Gledhill LJ, Christodoulou P and Hodsoll J (2016) Body dys-
morphic disorder in different settings: A systematic review and esti-
mated weighted prevalence. Body Image 18: 168—186.

Veale D (2018) Outcome of cosmetic surgery and ‘DIY’ surgery in
patients with body dysmorphic disorder. Psychiatric Bulletin 24:
218-221.

Veale D, Boocock A, Gournay K, Dryden W, Shah F, Willson R, et al.
(1996) Body Dysmorphic Disorder: A Survey of Fifty Cases. British
Journal of Psychiatry 169: 196-201.


https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/cosmetic-surgery/professional-standards-for-cosmetic-surgery/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/cosmetic-surgery/professional-standards-for-cosmetic-surgery/
https://www.rcseng.ac.uk/standards-and-research/standards-and-guidance/service-standards/cosmetic-surgery/professional-standards-for-cosmetic-surgery/

