
This is an Open Access article distributed under the terms of the Creative Commons Attribution  
License (http://creativecommons.org/licenses/by/4.0),

which permits unrestricted use, distribution, and reproduction in any medium,  
provided the original work is properly cited.

Article received: 03-07-2017.
Accepted for publication: 02-08-2017.

1

Address for correspondence:
Marie-Claire Thery-Hugly – Les Petites Vignes – 11 
route de Villeneuve – 89320 Vaumort
E-mail: marieclaire@hugly.fr

J Dentofacial Anom Orthod 2018;21:110
© The authors

DOI: 10.1051/odfen/2018048

“Teens” are “teens,” as children are chil-
dren, as the elderly are elderly. But this state 
is peculiar, both in the short and long term, 
both an end and a beginning, evolving, with 
a mixture of both children and adult char-
acteristics. In short, adolescents have their 
own way of functioning, their fears, wor-
ries, desires, hopes and  education, which 

are called “teenage troubles,” can worry 
adults who feel a bit helpless.

The lack of self-assertion in adolescents is 
the behavioral disorder that can pose the big-
gest problem to the orthodontist in managing 
orthodontic and dentofacial (DFO) treatment.

Provided that the desired behavior of empa-
thy, consideration, and firmness is taken into 
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account, in the majority of adolescents, 
the orthodontist will manage the treat-
ment in a therapeutic alliance in a calm 
and  optimal way. On the other hand, in 
15% cases, real problems can appear.

Moreover, in adolescents as in the 
general population, anxious, depressive, 
or personality disorders can exist and 
give this period of life a distinctive tone.

The orthodontist, whose treatment 
will cover this period of preadoles-
cence and adolescence, will have an 
important role in guiding these young 
patients in their development, their 
evolution, through their “mouth,” which  
is an organ so psychologically invest-
ed in fundamental symbols of life and 
learning.

Deborah, 16, shackled by braces

A lady comes to consult me from the 
countryside, sent by her dentist, to talk 
to me about her 16-year-old daughter.

Over the last two years, all of  
her daughter’s teeth have appeared. 
The multi-fasteners were laid in one 
session. According to her mother’s 
statement, it was during the second 
consultation to the orthodontist. Was 
the first visit a diagnostic consultation? 
Everything is pretty vague.

The fact is that because this multi- 
fastener placement session, Deborah 
has refused any oral care whatsoever. 
She rejects the idea of these foreign bod-
ies in her mouth, and even refuses an in-
tervention to have her braces removed. 
No one can touch her, not her mouth, nor 
the rest of her body, not even her doctor.

She continues to brush her teeth and 
tests them because she feels them 
moving, she is convinced that they 
move around, that she will lose them. 
In exhausting nightmares, she dreams 
that her teeth are falling out.

She no longer likes the way she 
looks, nor the way others look at her. 

For the last two years, she has hardly 
left her house. Apart from high school 
hours, where she still has to goes out 
of necessity, she remains isolated. She 
does not go on vacation any more, in 
any case never without her parents and 
her sister. She is terrified of losing her 
family, her house, her belongings. And 
everything that touches her body, her 
teeth of course but also her hair, she 
cannot stand the idea of cutting her 
hair. She refuses to express herself.

She is nevertheless a brilliant student 
who studies alone and by correspond-
ence. Her parents and teachers sup-
port her but are completely helpless. 
They took their daughter to a psycholo-
gist who has been following her for a 
year. Deborah is just beginning to talk 
to him.

The next consultation, Deborah who 
agreed to meet me, accompanied, 
rather “brought” by her mother, is 
“gently” calm but totally opposed to 
any treatment.

They come from far away, I make this 
effort and speak with Deborah.

This was the beginning of a rich and 
forward-looking relationship of a year 

THERE ARE COMMUNICATIONS WITHOUT LANGUAGE AND LANGUAGES 
WITHOUT COMMUNICATION
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of office appointments and then corre-
spondences.

What do you think? How would you 
approach a case like Deborah’s? We 
will decipher this case and its outcome 
a little later on.

Solaine, preteen, who vomits 
everywhere!

In the waiting room, 12-year-old 
Solaine, withdrawn into herself, look-
ing at her feet, looking both stub-
born and absent, does not flinch  
when I come to get her. It is her par-
ents who practically push her into my 
office.

I sit in front of her, my face at her lev-
el, I take both hands in mine, I catch 
her eyes.

–  Solaine, why are you coming to see 
me?

The parents are nearby, silent and 
motionless.

–  Why have you come to see me?
–  I don’t know.
–  How old are you Solaine?
–  12.
–  Ah, that you know. Where are you?
–  At the dentist.
–  So maybe you’ve come here for me 

to take care of your feet?
–  I’m barely cheering her up! No, my 

teeth.
–  Good, and what should I do to your 

teeth?
–  The orthodontist said, “You hurt 

your teeth. Your teeth need to be 
extracted!”

Solaine begins to splutter with tears.
–  Solaine, look at me.

I take her face in my hands, I look 
into her eyes, I smile at her:

–  Solaine is that really what she told 
you, or is it what you thought would 
happen?

Silence... The parents are becoming 
more and more tense, anxious and 
frustrated.

–  That’s what I thought she meant, 
she said in a very small voice.

–  Now I understand! The parents 
start talking:

“For the past year, we’ve been around 
dentists who want to extract her teeth, 
she’s had these terrible panic attacks. 
Solaine screams, struggles, vomits, 
you know what it is like a young person 
who is afraid, who has a stomach ache 
the days before the appointments, 
who does not sleep anymore? She 
says her orthodontist is “horrible”; look 
at the condition of her teeth (indeed 
this preteen, cute if not, has a class II 
occlusion and a significant dentomaxil-
lary disharmony (DMD), we could not 
start any orthodontic treatment, and 
anyway, Solaine does not want us to 
even mention Dr. X, her orthodontist! »

I ask them, “And you, do you know why 
Dr. X talked about extracting Solaine’s 
teeth?” No! The intelligent, open-mind-
ed father and the nurse mother who 
has heard of “softer methods” and who 
wanted to try again, do not know why 
“they have to extract their daughter’s 
teeth!” Clearly, there was a lack of ad-
equate communication between Dr. X, 
the young patient and the parents, who 
were probably very anxious at the time 
and in an exacerbated state of anxiety at 
the thought of this intervention. For the 
past two years, orthodontic work has 
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been on-hold and if we do not reestab-
lish a relationship, it will never take place.

We will also analyze these different 
behaviors and the care of Solaine.

Kevin and Lola, the happy twins

Kevin, to continue to eat well
–  Since when do you have DFO treat-

ment?
–  Approximately 2 years ago. I start-

ed with my palate and now I have 
my braces.

–  Why do you have this treatment?
–  Because my teeth were out of 

place.
–  Did it bother you that your teeth 

were out of place?
–  No... personally...
–  Did you notice that they were mis-

placed?
–  No, I only knew when the ortho-

dontist explained to me how bad 
my teeth were.

–  Was it embarrassing, aesthetically?
–  No, it was not embarrassing, I didn’t 

feel anything, and no one could see 
them.

–  So how was it embarrassing that they 
were misplaced? In what way was it 
better that they were well placed?

–  They did not fit together properly.
–  Why, for you, was it embarrassing 

when no one could see them?
–  Yes, I had trouble chewing.
–  Are you sure? I didn’t realize it.
–  Since my teeth didn’t fit together 

properly, from time to time there 
were foods that I couldn’t chew.

–  You then understood why and ac-
cepted that you needed a device for 
this inconvenience, even though you 
didn’t think it was a big deal. Has it 
changed anything now that you can 
bite into things with your incisors?

–  No, it hasn’t changed my life par-
ticularly.

–  You have undergone this treatment 
for the last few years just for that 
reason?

–  It’s also so that when I’m older, my 
teeth stay in place, are more se-
cure and I can continue to eat well.

–  Did your orthodontist explain it 
to you? How does it work? With 
X-rays?

–  Yes, with panoramic X-rays.
–  And what do you do to ensure the 

treatment works?
–  I support it well.
–  Do you mind having to brush, pay-

ing attention to what you eat, clean-
ing the palate every morning, it 
bothers you?

–  No, it’s just that you have to be 
careful.

–  Do you know how long your treat-
ment will last?

–  I think it will last another year or 
two.

–  Was it your orthodontist who 
 explained all that to you? Well done!

Lola, to be beautiful
–  How old are you Lola?
–  12.
–  How long have you had your treat-

ment?
–  Since the end of fifth grade, approx-

imately 2 years ago.
–  Why did you have this treatment, 

Lola?
–  To have beautiful teeth, straight teeth, 

and later have a beautiful smile.
–  So, for aesthetic reasons?
–  Yes.
–  Did your teeth bother you?
–  Yes, I did not dare smile because 

my teeth were crooked.
–  How were they crooked?
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–  The front tooth had turned a little!
–  They were not quite aligned with 

others? Nothing else bothered you?
–  No.
–  It bothered you a lot?
–  No.
–  Did you ask for orthodontic treat-

ment?
–  No, my dentist suggested it be-

cause my teeth were not aligned 
well. The ones from the top and the 
ones from the bottom a little bit.

–  Who explained it to you?
–  The orthodontist told me that I 

would need a false palate to spread 
the jaw so that after we can put in 
braces to align the teeth and make 
them straight. After they fitted a 
night-time device.

–  How did you react to the device, 
the braces?

–  Well!
–  And what about the constraints, 

not eating sweets, cleaning... all 
that...?

–  No, no, that’s okay.
–  Have you ever had pain?
–  No, never.
–  You don’t mind smiling at your girl-

friends, do you? No, it does not 
bother me and then there are plen-
ty of friends who also have braces.

–  And what about smiling at boys?
–  No. Not too much...
–  What does that mean?
–  I mean, no, I mean, I smile normal-

ly. I don’t think about it too much.
–  I am happy to see that your or-

thodontist has explained it to you 
well, that you have understood it 
well, that you are very satisfied 
with life and your orthodontic 
treatment.

Kevin and Lola express in their an-
swers the two main reasons for or-
thodontic interventions: functional and 
aesthetic, they understand and sup-
port their treatment perfectly.

The prescribing oral surgeon, the 
empathic orthodontist, the pre-teens 
and the accompanying parents are all 
involved, consistent, and in a perfect 
therapeutic relationship.

We will see how, too.
It’s a safe bet that in a year or two, 

these two DFO treatments end up 
technically, relatively, and psycholog-
ically successful for these two teens.

It must be recognized that the cases 
of these twins, whose father had also 
benefited from a successful orthodon-
tic treatment, are more common in 
DFO practices.

“Private” rites of passage8

Adolescence “worries” most adults. 
Parents, teachers, caregivers, public 
servants, politicians, all seem to take the 
same look at this “population” that is baf-
fling in its behavioral manifestations, its 

troubling behavior, its worrying silences... 
or its unprecedented aspirations.

An impression that it is time to fight 
does not reflect the reality7.

Do teens need to be understood? 
Even though they do not understand 
themselves yet...

CAN WE UNDERSTAND TEENS?
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Do we, as adults, really remember 
this period?

Have we erased the “painful memo-
ries,” the “vertiginous states of mind” 
and the radical questioning of this 
crossing of the ford between childhood 
and adulthood?

“Adolescence” is all of our rep-
resentations of this age group caught 
between two states.

Patrice Duette defines it as follows: 
“Adolescence is the term that charac-
terizes our inability to make an individ-
ual go from being a child to being an 
adult! But this was not the case recent-
ly in our Western societies, and this is 
still not the case in so-called primitive 
societies, which offer initiatory rites.”

In fact, if puberty is the defining event 
that brings young people into adoles-
cence, “adolescence” does not exist in 
itself, in an immutable way.

“Adolescence is a period during which 
the young person builds their personali-
ty, develops their sexuality, and becomes 
autonomous. On the other hand, over 
time, it is directly linked to the society’s 
view of puberty issues and the propos-
als made to them to attain adult status.”

Before the middle of the 19th centu-
ry, there was no adolescence, “puber-
ty” signified access to a new status 
and responsibilities in adult society, 
via well-defined modalities of passage: 
religious, military, or other. In addition 
to changes in the body, puberty cor-
responded to the evolution in rights:  
“pubertas” from which the word “puber-
ty” comes from. This meant, as it does 
today physiologically, the legal age of mar-
riage. Body and law went hand in hand.

This vagueness and variability of the 
term adolescence, these uncertain 
frontiers of preadolescence and post-
adolescence, reinforce young people 
in their identity disorder while they are 
only looking for ways to enter adult-
hood.

The collective rites of passage to 
adulthood,8.9 such as those observed 
in traditional societies, no longer ex-
ist in the West. Only a few important 
events persist, such as the first sexual 
encounter or reaching 18, first summer 
jobs, diplomas, etc.

Teenagers invent the private rites 
that gradually make them enter the 
world of adults themselves.

Certainly, for the majority of young 
people, the transition to adulthood 
does not cause many difficulties. They 
are built progressively by experiment-
ing with the world and others. To grow, 
the young person forges personal 
myths and builds small meaningful sto-
ries. Tattoos or piercings, music, day-
dreams, the complexity of a diary or 
a blog, communication techniques are 
milestones that allow the transition to 
adulthood.

But for others, 15% of them, the pain 
of living is more important, and some 
young people go further: They defy 
death to prove that they exist in a so-
ciety that ignores them, to prove they 
have their own value if they cannot 
read it in the eyes of others, to mobilize 
their self-esteem, and to give meaning 
to their lives.

“Without being in any way nostalgic 
of the primitive rituals of passage, it 
is clear that the path for initiation was 
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clearer on the island of Pentecost when 
it was about jumping from 25 m in the 
air wearing a liana on each ankle, than 
causing a scooter accident while drunk 
on the way home from a party! In the 
first case you are part of the “insiders,” 
in the second case of you are treated 
as accident victims, delinquents, and 
other “immature people.”4,5

Therefore, “self-initiation” replaces 
the absence of initiatory rites in our 
 societies: The risk- taking and “self-sab-
otage” of many adolescents.

Remember that accidents and su-
icides are the two leading causes of 
death among young people! There is 
also, in many cases, acute alcoholism, 
scarification, running away, and drop-
ping out of school.

When and how can one come 
out of childhood and become an 
adult?

For lawyers, there are two catego-
ries: minors and adults.

For physiologists, there are several 
benchmarks: the age of bone matura-
tion and that of the brain.

For all others, parents, educators, 
caregivers, psychologists: Is it getting a 
diploma? A driving license? Or gaining 
indepencence (financial independence 
and housing)?

More and more pre-teens and teens 
are coming into the orthodontist’s 
practice.

As if orthodontic treatment became 
the rite of passage for our teens?

How many young people are anx-
ious, hyperactive, depressed, addicted 
to drugs, or feel bad in their own skin? 
What will be the consequences of the 
disorders they suffer? Can we predict 
or prevent the consequences?

Epidemiological studies in adoles-
cents are particularly difficult to inter-
pret: risk factors (which are not causes) 
can be identified for various mental dis-
orders, it is not possible to specify the 
number of patients.

The individual capacities of teenag-
ers in the midst of physical and psycho-
logical changes are put at risk by many 
stressful events.

The risks of maladjustment are high 
and can lead to feelings of helpless-
ness or difficulties resulting in either of 
the following:

Externalized problems: when the 
young person has little control over 
themselves: impulsiveness, aggres-
siveness, attention problems, hyperac-
tivity, violence, etc.

Internalized problems: withdrawal, 
anxiety, depression, anorexia, loss of 
self-esteem.

The depressed teenager

Approximately one in four young 
people think of suicide. But not all are 
depressed in the clinical sense of the 
term: risk-taking, opposition, and with-
drawal are “normal” maturation pro-
cesses8.

Depression and malaise in adoles-
cents are two different disorders that 
are difficult to distinguish.

TEENAGE TROUBLES
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Unlike the adult, the depressed ad-
olescent is often agitated, very active, 
and takes risks, but they are constantly 
devaluing themselves.

When the adolescent is really de-
pressed, follow-up is advised and 
sometimes the prescription of psycho-
tropic drugs is necessary. Anti-depres-
sant drugs decrease the risk of suicide.

Self-esteem, self-assertion

People with low self-esteem often 
have difficulty asserting themselves: 
saying no, giving their opinion if the other 
person has a contrary opinion, etc.3

This is especially true for teenagers!
Learning to develop one’s self-asser-

tion allows one to find a fair level of 
self-esteem.

Development of one’s assertive state 
involves,

–  being able to express who we are, 
what we love, what we believe, 
what we think, what we are enti-
tled to, what we feel without fear 
and in a legitimate way about peo-
ple and the environment;

–  expressing oneself calmly, without 
hesitation and in a constructive way;

–  having confidence in oneself, to  
face situations in life, even in 
 delicate ones, which force us 
sometimes to take firm or unpop-
ular positions;

–  gradually regaining control of one’s 
personal environment: asserting 
one’s identity, rights, tastes, ideas, 
thoughts, feelings.

To be assertive,

 –  is to adopt an attitude that is nei-
ther passive nor aggressive;

 –  is to express as directly as possible 
what we think, what we feel, and 
what we want, while taking into 
account, of course, what the other 
person thinks, feels, and wants;

 –  is also about acting in accordance 
with one’s own interests and up-
holding one’s rights, without in-
fringing on the rights of others.

For children and adolescents, wheth-
er assertive or assertive, the concept 
is the same.

A teenager’s lack of assertiveness is 
the behavioral disorder that will be the 
most problematic for the orthodontist 
in managing a treatment.

Our adult fear of the next generation 
is hidden behind the appearance of be-
nevolence, and every effort is made to 
delay the maturity of adolescents.

In this context, what would  
teenagers need?

–  Already, not to be considered 
freaks who are nothing like 

 previous  generations! They are just 
like adults were when they were 
younger!

–  Also, do not confuse changes 
of form (ways of being, musical 
tastes, clothing, etc.) with the basic 
constants (the questions of identity 
and their value as a person).

–  They also need adults, to both 
 understand and oppose them!

RECOGNIZE THEIR POTENTIAL AND LET THEM GROW
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And above all they need recognition 
of their value and their abilities by an 
invested adult, in this case by the car-
egiver during care!

“Basically, according to Michel Fize, 
there is no necessary opposition be-
tween adults and adolescents. But 
there are seven essential needs to 
satisfy: need for trust, need for dialog, 
need for security, need for autonomy, 
need for responsibility, need for affec-
tion, and need for hope”4.

Orthodontists have all the tools that 
we will detail to respond favorably to 
these seven critical needs, while re-
membering that the teenager, even 
one willing to cooperate with their 
care, will oppose the world of adults, 
parental authority, and that of the prac-
titioner, which is normal.

On the other hand, aggressive, stub-
born, or passive-aggressive refusal of 
care or dental hygiene can be a dis-
guise of hostility.

The aim of DFO in children is to pro-
mote a harmonious development of 
the face, by intercepting or treating ab-
normalities that appear early, decreas-
ing the risk of dental trauma.

In adolescents, DFO treats established 
abnormalities with special attention to 
facial aesthetics and optimal function.

The devices, whether fixed or remov-
able, can be the source of all kinds of 
problems because of their inconven-
ience and their aesthetics. The discom-
fort will always be there, less or more 
severe, intermittent or long-term. Aes-
thetics can be improved.

The reported inconveniences, related 
to the devices, occur at several levels:

–  chewing pains during meals;
–  functional discomfort, speech diffi-

culties in the first few years;
–  embarrassment with hygiene re-

quiring extra care in brushing teeth, 
much more frequent visits to the 
dentist;

–  an aesthetic embarrassment and 
this is the most important  problem, 

that of the mockery of others, 
therefore of the way others look 
at it. And “the others” represent 
everyone: classmates, teachers, 
friends, parents themselves, sib-
lings, and family too.

At the age of ten and then in ado-
lescence, social dependence is very 
strong and peer acceptance plays an 
extremely important role in psychologi-
cal development.

Children are often unable to appreci-
ate all the implications of their deroga-
tory remarks. Yet, a child or adolescent 
who is rejected or becomes the object 
of curiosity and sarcasm to their peers 
will soon isolate themselves; their psy-
chosocial development may even be 
somewhat affected.

C. André and F. Lelord (1999)1 talk 
about the parental pressure and that of 
their peers:

“There are four main sources of sig-
nificant judgments for a child and four 
sources of self-esteem: Their parents, 
teachers, peers, and friends. During 

DFO (Dentofacial orthodontics): A LONG-TERM TREATMENT AT AN AGE OF 
IMPATIENCE AND LEARNING AND SEDUCTION
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adolescence, the movement that push-
es parents back as the main provider of 
self-esteem gradually increases in fa-
vor of people outside the family circle.”

It’s easy to see how a teenager with 
all their doubts, frailties, and self-es-
teem can be affected and have their 
psychological development affected.

In fact, in DFO treatments, there 
are many incidents because of poor 
self-expression by adolescents who do 
not know how to assert themselves: 
who may become inhibited, or refus-
ing, or aggressive!

Especially because they are at the 
age when they are still shy and unsure 
about their personality, the teenager 
sees, “the orthodontic appliance” as a 
huge handicap to their love life!

Another psychological responsibility 
for the orthodontist, but by this means 
also the opportunity to motivate them, 
we will explore this further.

The mouth is a symbolic place of 
all the evils and all the words

Although the orthodontists’ main 
concerns were first of all diagnosis 
and treatment, they have always been 

aware of the psychological implications 
of dentofacial dysmorphoses.

The face, mouth, and teeth play a 
very special symbolic psychological  
role in psychological balance, in  
interpersonal, intimate, and sexual 
 relationships as well as in psychosocial 
development.

Dentofacial dysmorphoses can cause 
many emotional reactions ranging from 
simple discomfort to complete social 
withdrawal, accompanied by deep feel-
ings of inferiority and strong anxiety  
reactions.

And the paradox is that by interven-
ing with the mouth, the main organ 
of communication with the outside 
world, the orthodontist will modify the 
very expression of communication, im-
prove it, or hinder it during the care or 
as a later result of it.

A person’s speech can sometimes 
be altered, there are aesthetic chang-
es, a readjustment needs to be made 
regarding the person’s self-image.

In short, we disrupt, momentarily or 
permanently, the relationship, and so-
cial balance of an adolescent already 
undergoing change and adaptation.

For voizot (1993), “it is by an attitude 
of expectation, a provocative language, 
or an assurance that leads the teenag-
er to share the orthodontist’s views. 
They see themselves change, they no 
longer feel like a child but are not yet 
an adult. Their parents and teachers 
don’t understand them, and they don’t 
really understand themselves. Each 

of us remembers being more than 
once surprised by the brutal growth 
and changes during our youth. A few 
months ago, there was a boy who was 
still clearly a child, and now we find 
ourselves in the presence of someone 
who has suddenly grown up and we do 
not know how to approach them. In a 
situation of care, the relationship with 

THE ORTHODONTIST’S ATTITUDE. HOW FAR CAN WE GO?
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the adolescent must take into account 
the changes that occur so that the  
remedial actions take place in good 
conditions“19.

A suitable behavioral relationship13

One must always think that yester-
day’s mode of relationship still shapes 
the type of relationship of today. In our 
status as family odontologists, an ad-
olescent’s consultation is built up by 
childhood consultations. To know the 
peculiarities of the teenager and to be 
attentive to what is said, what is done, 
what is not said, what is communicat-
ed, the odontologists/orthodontists 
should make extra efforts in the peri-
od when parents and children consult 
together on the condition, so that the 
quality and strength of the medical 
bond can be maintained.

“The impact of parental approval is 
still significant and really begins to di-
minish only when the young person 
leaves their family,” says André.

Especially in dentofacial orthopedics, 
treatment is most often started on 
young, preadolescent patients, who 
are therefore very emotionally connect-
ed to their parents, who are highly in-
fluenced by them and under their legal 
and financial responsibility; the relation 
is therefore a three-fold relationship: 
parents, practitioner, and teenager.

In this triangular relationship, each pro-
tagonist influences the other. Treatment 
should only be started in a  situation of 
relational agonism. It must always be 
remembered that cooperation accounts 
for 80% of successful  orthodontic treat-
ment. Few medical treatments require 
as much cooperation. The “therapeutic 
complicity” and even the “therapeutic 
alliance” between the orthodontist and 

their patient are not only a reality but a 
necessity.

An empathic behavioral 
 therapeutic style18

Regardless of the stage of interven-
tion—i.e., whether during the schedul-
ing of appointments, at the reception, 
during the first appointment, during 
the explanation of the treatment, 
 during the implementation of the 
 collaboration procedures, during the  
follow-up of the collaboration, to  
the end of the treatment, during  
the wearing of braces—the quality of the  
communication, and therefore the 
therapeutic relationship, should satis-
factory. This will ensure the adherence 
to the treatment plan, persistent moti-
vation, good compliance, and financial 
and administrative follow-up. In short, 
it is the rapid success of treatment 
which is as  rewarding for the practition-
er as it is for both the parents and the 
affected children15.

On the contrary, an average com-
munication, and therefore an average 
therapeutic relationship, can stumble 
at the slightest incident or misunder-
standing.14 It is then that treatments 
get postponed or abandoned, because 
of the poorly supported and delayed 
techniques, the family’s disinterest 
in treatment, the loss of cooperation, 
and/or the gradual or abrupt abandon-
ment of treatment.

The goal is to establish a relationship, 
a mutual collaboration between the 
practitioner, the adolescent, and the 
parents.

The first consultation10 allows us to 
perform a functional analysis of the 
patient, to collect the data necessary 
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for the diagnosis—including technical, 
behavioral, and psychological data—to 
establish a treatment plan adapted to 
this patient.

This is the evaluation: the classi-
cal clinical examination accompanied 
by an assessment of the patient’s  
motivation, their parents, their relation-
ship with their parents and the social 
 context, their friends, and also the 
adolescent’s level of self-esteem and 
self-affirmation. The practitioner looks 
at the patient, listening intently they 
agree, it is primarily their nonverbal lan-
guage that will encourage the patient 
to “open up,” and express themselves.

The practitioner does not interrupt 
the patient and speaks only when they 
have stopped speaking, the practition-
er’s attitude becomes more active: 
They ask questions about their reasons 
for consultation, their desires.

Why? Most of the time the patient 
is so engrossed in their problem, in 
their emotions that they will talk a lot 
about their hopes or their fears but will 
not really give the orthodontist the el-
ements they need to inform, reassure, 
and heal the patient.

The practitioner shows interest in 
the patient. This question-and-answer 
stage is very important, it’s the func-
tional analysis, the situation will be-
come clearer. The practitioner’s refor-
mulation: It will focus on the patient’s 
emotions, desires, and then the prob-
lematic situation as a mirror effect.

The rest of this consultation, there 
should be a motivational mini-inter-
view11 with Socratic questioning:

–  The orthodontist makes the patient 
verbalize their request. All the ambiv-
alence is there, the patient is ques-
tioning, but they are also  asking.

– It is their request and their freedom 
to be treated “Yes, I came to get treat-
ment because...”

– Then follow open-ended questions 
that characterize empathy: “What can I 
do to help you? “Do you have an idea?”

– The statement must come from the 
patient. It is therefore the search for 
solutions in a collaborative way.

The practitioner gives them back con-
trol, the patient will bring up solutions, 
this way they will adhere to it, they will 
have their say, it is a therapeutic contract.

The therapeutic alliance is therefore 
established in an empathic way when 
presenting the treatment plan to the 
teenagers and their parents.

The role of the practitioner is defined 
but also that of the patient and the par-
ents throughout the treatment.

Checking results at each session, us-
ing positive reinforcement, is an oppor-
tunity to maintain motivation.

Showing empathy involves18:

–  listening to your patient: asking 
open questions, actively listening, 
with patience;

–  show understanding: rephrasing 
the emotion felt, the situation that 
makes them anxious;

–  help them find a suitable solution: 
through psychological support, 
Socratic questioning, and active 
search for personalized solutions.

The consequences on the patient are 
as follows: a confidence gained by the 
practitioner, the verbalization of worries 
with a return of control, treatment accept-
ance, a positive memory, the building of a 
long-term relationship with perpetuation 
of the practitioner–patient relationship, 
and the significant decrease in the risks 
of refusal of care and uneasiness.
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Empathy is the first attitude to have 
that allows the patient to take a step 
back and feel at ease and helped. It is 
an effective and forward-looking me-
thodical behavior to help the majority of 
patients, regardless of their problems.

Positive reinforcement and 
 motivation

Orthodontic treatments are long-
term treatments, lasting 2–3 years 
or more, with visits at intervals, with 
temporary intermissions. The young 
patient can find the timeframe a little 
long; if they are not very motivated, 
they may lose patience.

Commitment, therapeutic contract, 
mutual agreement, and compliance 
with instructions are essential for 
maintaining motivation.

When considering the results of or-
thodontic treatment, it is observed 
that the failures are due more often to 
a lack of patient cooperation. On the 
contrary, the great results are associ-
ated with excellent patient motivation.

One motivational method is knowing 
how to express a positive message 
and practice positive reinforcement. 
The idea of punishment should be dis-
missed and do not hesitate to express 
satisfaction: “Wonderful, you’re right 
on time. It would help me if everyone 
was like you!”

“Well done! I notice that your teeth 
are particularly well brushed now: Look 
in the mirror. There is more plaque on 
the collar and this has been the case 
for several weeks because the gums 
are a beautiful pale pink.”

Cognitive behavioral therapy (CBT), 
learning, self-control

CBTs are based on behavior learning 
theories from experimental observa-
tion.6,11; They are effective because 
there is an interaction between behav-
iors, emotions, and cognitions.

The focus is on the actual causes of 
problem behavior, rather than on un-
conscious causes.

Sustainable change in behavior is 
considered a major criterion for suc-
cessful therapy.

Treatment procedures are objective-
ly described and reproducible by  other 
therapists for patients with similar 
 difficulties.

Caroline, 18, ashamed that she still 
sucks her thumb

Caroline, 18 years old, comes to our 
consultation because she still sucks 
her thumb, she doesn’t want to but 
can’t stop.

Her parents tried everything to stop 
her, bitter nail polish, gloves at night, 
reprimands, rewards, nothing worked, 
and the idea of orthodontic treatment 
was even abandoned with bitterness a 
few years ago.

Until now it did not bother her too 
much, but now she has a boyfriend and 
she is ashamed in front of him! She ab-
solutely wants to stop.

Functional analysis revealed that 
Caroline sucked her thumb especially 
at times when she was tired, coming 
home from school, falling asleep, or 
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when she was bored in front of the 
Tv, or when she was upset, or anxious 
while doing her homework. It calmed 
her, but also gave her pleasure thanks 
to the taste of her thumb in the mouth, 
the smell, and the feel of it.

The clinical examination also re-
vealed a significant interposition of the 
tongue.

The functional analysis, performed 
using self-checks, along with an 
 awareness of the various behavioral 
problems analyzed cognitively in an 
effort to identify a patient’s emotional 
state, constitute an important stage  
of care.

Empathically, a strategy has been put 
in place: we will first solve the problem 
of the thumb, then the interposition of 
the tongue.

Caroline had learning exercises to 
do every day in full consciousness. 
She must have been “surprised” not 
to have a thumb in her mouth, or later 
to have her tongue in a good resting 
and swallowing position She practiced 
self-checking records at times, deter-
mined together, with final “victory” 
scores from 0 to 20.

Analysis of the self-check records at 
each consultation allowed for positive re-
inforcement and cognitive restructuring.

In parallel, we had looked for what 
could replace the pleasure of sucking 
her thumb: It was a glass of her fa-
vorite juice. (Later she told me that the 
pleasure of kissing her boyfriend was 
just as good!)

Every day, she had to do mindful re-
laxation to work on stress and anxiety.

After two months, the thumb problem 
had been resolved; four months later, 
the interposition of the tongue had also 
been fixed. The support appointments 

were gradually spaced out when the 
desired results were acquired.

Caroline wanted to start an orthodon-
tic treatment.

Self-affirmation and self-esteem in 
DFO

A clinical study was performed on ad-
olescents who underwent DFO by G. 
Ballet2 in 2003, for a memoir of the DU 
of TCC (Paris v).

A self-affirmation scale for children 
and adolescents was used: the Rattus 
scale adapted by F. Petit, v. Mahama, 
R. Bore, to evaluate the degree of self- 
assertion of adolescents.

Self-assertion deficits can be found 
in many psychiatric pathologies, but 
the scale is most often used as the 
first tool for screening for unasserted 
behavior in other anxiety disorders, 
certain chronic depressions, stress- 
related pathologies, etc.

The results showed that:

–  in the preadolescent period, most 
subjects exhibited a lack of asser-
tiveness;

–  in adolescence, the trend is much 
higher.

This study made it possible to bet-
ter understand the personality of the 
teens to whom we will propose ortho-
dontic treatment, to anticipate if possi-
ble their crises, their doubts, and their 
anxieties.

Assertiveness through the scale we 
have used makes it quite easy to sit-
uate the patient in their own context, 
apart from their ubiquitous parents in 
our exercise.

Then individual or group psychologi-
cal work makes it easier to accept the 
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orthodontic period for patients with im-
paired assertiveness.

The orthodontist may be at this time 
a “revealer” for these patients who in 
any case will have to be helped.

It would be desirable for other stud-
ies to be carried out on the same group 
two years after this work.

The first conclusions we must draw 
are to study patients outside the 
norms, that is to say the passive and 
aggressive patients, because they are 
the ones who will pose the most prob-
lems during orthodontic treatment.

We can distinguish very significant 
periods:

–  in girls, age 10–11 years: passive 
tendency; age 15 years: passive 
tendency, aggressive upsurge at 
age 14 years and 16 years;

–  in boys, age 13 years: passive ten-
dency; at age 14, 15, 18 years: ag-
gressive tendency.

These are exactly the periods in 
which the orthodontist theoretically in-
tervenes.

Patients failing assertiveness 
(<103.5 on our scale)

They have very backward attitudes in 
certain situations:

•  difficulty expressing opinions;
•  require more evidence of their val-

ue compared to others;
•  incapacity:
•  of initiative,
•  of dialog and decision-making,
•  of oral expression,
•  to get out of a situation,
•  to express themselves,
•  to express one’s own opinion,
•  to talk,
•  to be guided by others.

The orthodontic appliance, visible or 
embarrassing, can only reinforce an al-
ready existing attitude.

Patients with an excess of asser-
tiveness (>125 on our scale)

Similarly, attitudes are exacerbated in 
affirmation and aggression, or even the 
kind of “band leader.” The orthodontic 
appliance may be refused and even de-
liberately broken.

What can we learn from this?

If necessary, is it already possible to 
make the wearing of an orthodontic ap-
pliance more aesthetically pleasing?

–  It can be made as unobtrusive as 
possible (transparent) or when the 
dysmorphias allows it, a removable 
device that only needs to be worn 
at night.

–  The position in terms of lingual vs. 
palatine; but this will not solve the 
problems (speech and a teenager’s 
first kiss).

–  Deferring in time by modifying the 
treatment sequences: young pre-
ventive action, and limited adult 
action?

Can we then imagine working or having 
worked in collaboration with a psycholo-
gist, an assessment of adolescents’ as-
sertiveness before any treatment?

Groups of teenagers for assertive-
ness training are already being used 
in certain districts of Paris. This idea 
might be useful for DFO treatments!

Anxious patients

The prevalence of anxiety disorders 
in the general population is 30%17.
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80% of respondents say, in their own 
words and with varying degrees of in-
tensity, that they are stressed and anx-
ious to go to the dentist.

Anxiety, as we have seen, is part of 
the spectrum of adolescent disorders.

The orthodontic treatment lasts a 
very long time and as a result we find 
ourselves in the pubertal period and 
the children we started to treat have 
become worried teenagers.

Many teenagers may be worried, 
anxious, at the idea of receiving care. 
They need help, not only for them-
selves, but also in relation to treat-
ment. They may not keep appoint-
ments, cancel appointments, or stop 
treatment.

Anxiety in the orthodontist’s office is 
therefore a real problem that must be 
taken into account.

To best help the anxious patient, we 
must first be able to identify them18.

Some signs are recognizable, pos-
ture, nonverbal elements that are im-
mediately significant:

–  avoidance of gaze, slouching, arms 
crossed, closed attitude;

–  apparent muscle tension in the body 
and face (mouth, jaw), clenched 
hands;

–  general agitation, excessive perspi-
ration, sweaty hands, changes of 
position showing discomfort;

–  hyperventilation, dry mouth, fast 
heart rate.

Certain behaviors must alert the 
practitioner and the assistant to the 
patient’s degree of anxiety14,17,18.

– The patient seems impatient.
– They are irritable and react sharply.

–  They are hypersensitive, their sens-
es are heightened, and they jump at 
physical contact.

–  They are aggressive, in their ges-
tures and the tone they use.

–  They are clumsy. They bump into 
things and seem disorientated and 
lost.

– They avoid questions.

Elements of dialog are characteristic.
They cannot stand the wait before 

the treatment, it makes them nervous.

–  They show signs of nervousness 
when the practitioner mentions cer-
tain treatments.

–  They talk about memories or pos-
sible complications by developing 
scenarios.

–  They seek reassurance.
–  They ask a lot of questions.
–  They constantly anticipate, in an 

anxious manner.
–  From a benign technical term, thy 

come up with disaster scenarios.

Once the patient’s fear is identified 
and recognized, the practitioner can 
act. If the practitioner refuses to ac-
knowledge it or underestimates it, 
they risk the patient refusing the care.

However, there are solutions to help 
these young people who are suffering:

–  empathy is the first and most im-
portant thing with these patients;

–  then implement CBTs such as re-
laxation and desensitizing the pa-
tient to instruments and medical 
procedures.

These are simple gestures and atti-
tudes, which can be easily learned for the 
well-being of patients and the  profession!
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The orthodontist can also get help 
and collaborate with a psychologist or 
psychodontologist.

Depressed adolescents

Depression is known to be a com-
mon disorder in the general popula-
tion: 10%–20% will suffer it at some 
point in their life, and even more so in 
cohorts of health care seekers.

We have seen how much depression 
and uneasiness in adolescents can be 
characteristic of this period.

For the practitioner, the first step is 
to recognize depression before being 
able to propose an appropriate relation-
ship, treatment, and care12.

Not knowing the mode of functioning 
of the depressed patient and disregard-
ing this state can lead to a breakdown 
of the therapeutic relationship.

The patients are sad, have no pleas-
ure in life, and live without desires; 
their speech is overwhelmingly nega-
tive, and feel they have no purpose in 
life.

The depressed patient’s mouth

The young person will disinvest in 
the entire orofacial sphere by inhibiting 
all valorization and self-esteem, as they 
do not care about their body or social 
life.

Usually, dental hygiene will be inex-
istent or inadequate, creating a kind 
of “vicious circle”18: the dental state 
deteriorating as a result of this defec-
tive hygiene and deterioration of the 
dental state aggravate the depressive 
state of the patient, thereby promot-
ing an absence of brushing; hence, the 

 observation of periodontal disease and 
cavities is required.

Psychological support by the CBT 
of the depressed patient in the 
dental office17

Empathy. once again the essential 
behavior, without an excess of opti-
mism, without an excess of distance 
(not wanting too much involvement 
can be interpreted as a lack of interest), 
without excessive concern expressed 
by the practitioner.

Comprehension. the absence of 
judgment, explicit or implicit, on the 
part of the practitioner is what the ad-
olescent is expecting. Even if today 
depression is less associated than for-
merly with a negative social judgment 
(lack of will, of moral strength, care-
lessness), it must be remembered that 
it is in some way a guilt illness, lack of 
oral hygiene or abandonment of dental 
care, where the patient sees his or her 
self-esteem collapsing.

Positive reformulation. Depressed 
people are affected by judgments of 
values or pessimistic thoughts. The 
practitioner can then use positive re-
programming: It is not a psychothera-
peutic technique in the proper sense 
and cannot durably modify the mood 
of a depressed person, but it is a  
robust factor in creating a strong  
therapeutic relationship. The positive 
reformulation gradually allows the den-
tist to influence the way in which their 
depressed patient perceives and ver-
balizes their difficulties: It is a question 
of helping them to bypass their overall 
negativity and create specific short-
term  objectives.
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Give specific benchmarks

–  Propose a simple treatment plan, 
possible to achieve in short steps, 
each in the near future.

–  Provide information about the treat-
ment. Each step will be explained 
by drawing attention to the pa-
tient’s face, their mouth, objective-
ly explaining to them the positive 
points of the proposed treatment.

–  Involve them in the choice and 
development of treatment. Refor-
mulation, the active and positive 
listening, the assurance that you 
understand is essential for making 
sure the patient actively partici-
pates in their treatment.

–  To “show” them and demonstrate, 
step by step, the positive, functional,  
comfortable, pleasant or aesthetic 
achievements of each realization, 
not only at the level of their mouth, 
but also more generally and  socially; 
to reassess the patient and  reward 
them.

–  At each session, offer the patient 
simple and precise tasks to meas-
ure their progress, at the level of 
the mouth (hygiene, adaptation 
stage to a device), but also on the 
function and the role of their mouth 
(social life). Make them describe the 
result and with each small  victory, 

reinforce it positively, of course, 
and show them that we care.

–  Their mouth, and their relationship 
with their mouth, can help the pa-
tient lead a more dynamic life.

In the face of doubt, or if the patient 
has not yet been treated for their de-
pression, the odontologist should di-
rect them “gently” to a specialist. 
From there, a specialized and adapted 
program will be set up with the collab-
oration of a psychotherapist.

Many orthodontists pose the 
question of familiar address  versus 
the teenagers’ use of formal 
 address

Why not take advantage of this famil-
iarity to ask what they prefer: a more 
formal or informal setting?

We always aim to show empathic 
self-assertion.

Practice empathy, active listening, 
positive reformulation, giving and ap-
plying a specific treatment plan are 
effective strategies for behavioral and 
cognitive therapies.

They are easy to learn and practice, 
they can be very useful to orthodontists, 
as well as to all health professionals, al-
lowing for the psychological support of 
these adolescents in difficulty who are 
in need of care and who trust them.

Deborah

Uncommon case of decompensation 
after DFO treatment shows that the 
treatment was probably rushed with 

an obvious lack of empathy. Deborah 
had anxiety disorders comparable to 
post-traumatic stress disorder, separa-
tion anxiety, and probably a borderline 
personality disorder.

CLINICAL CASES: EPILOGUES
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We worked in CBT with her on these 
anxiety and post-traumatic disorders.

She learned to assert herself. She 
accepted and followed the treatment 
plan after 6 months of psychothera-
peutic support and we removed her 
braces (in agreement with the ortho-
dontist, because it was almost 3 years 
after she had them fitted), she hasn’t 
said if she will ever see her practitioner 
again! She learned to be independent. 
Now she is traveling alone from the 
countryside by train for consultations. 
Our support lasted 1 year in Paris. Then 
we met over the internet. She gradual-
ly resumed a normal life. Two years lat-
er, she is doing very well, has passed 
her exams successfully, travels alone 
throughout France and abroad (Britain, 
Rome, London, Amsterdam, she does 
not stop), she’s cut her hair (!), treats 
her teeth well, but unfortunately, she 
did not return for any more DFO treat-
ment, but her sister did!

“Everything is always going very 
well, the removal of the device made 
me change and mature, the progress 
was enormous: I have more confidence 
in myself, I dare to assert myself and it 
helps me a lot in my relationships with 
others and knowing what I want. I have 

also changed a lot since I had my hair 
cut... “

“I went to Delft... with friends... “
“My sister will soon have a device 

fitted... “
“You can see that everything is going 

well, thanks to your help,” and so on.

Solaine

This scene took place on January 26th 
in the office of the psychologist-oral 
surgeon. In April, the four premolars 
were extracted without any problem, 
with complete compliance, confident-
ly (Solaine even stayed awake on the 
chair for the last extraction without 
anxiolytics!). She has remained in con-
tact with the orthodontist, the treat-
ment will begin at the beginning of the 
school year.

There was no miracle, the practition-
er played the role of both “commu-
nicator” and empathic dentist using 
the CBT techniques and strategies as 
mentioned above.

At the beginning of the care relation-
ship, empathy and good communica-
tion would have been enough to allow 
Solaine and her parents to follow the 
treatment plan offered to them with 
complete peace of mind.

The practice of psychosocial tech-
niques allows us to form an often more 
accurate evaluation of the pathology 
and the patient’s request. A correct 
diagnosis and a well-informed request 
results in an adapted, accepted, and 
observed treatment plan.

To allow the adolescent to as-
sert themselves, to express them-
selves, while respecting the rules 
of the office and requirements of 
the treatment, through dialog, the 
identification of their desires, their 
emotions, an  environment adapted 

CONCLUSION
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to their needs, a treatment sched-
ule established with them according  
to their wishes, with occasional for-
malities, will help the patient get 
over their inhibitions and tame any 
aggressiveness. The chore of the 
obligatory visit to the orthodontist 
can therefore become a source of 

interest and enrichment for their 
personality.

Our general rule of behavior for this 
age group will therefore include con-
sideration, responsibility, and firmness.
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