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Purpose: The present study aimed fo explore the malocclusion trends, sagittal skeletal discrepancies, and the index of orthognathic
functional treatment need (IOFTN) scores in a sample of Iranian and Turkish orthognathic patients.

Methods: Four hundred and three orthognathic patients were retrospectively examined (203 Iranian/200 Turkish, 229
females/174 males, aged between 16 and 50 years). The following variables were recorded: malocclusion type (incisorbased),
overjet, sagitfal skelefal relationship [ANB angle) and IOFTN scores. The sagittal skeletal relationships and malocclusion patterns
of the orthognathic patients were statistically examined using Chi-square fests and further explored graphically. The relationship
between the IOFTN scores and overjet, as well as the sagittal skeletal discrepancies (ANB angle) was evaluated using box

plots and af the 95% confidence interval (Cl) in different IOFTN treatment categories (1-3,4,5). The characteristics of a subgroup
sample of orthognathic patients and previous studies that identified with low IOFTN scores (1-3) were also explored.

Results: Class IIl malocclusions and Class Il skelefal patterns were the most prevalent (62.3%), forming 69% and 55.7% of the
Turkish and Iranian samples, respectively. Turkish and Iranian samples had more Class Ill [Mean (SD) ANB angle = -1.24° (4.75°)]
and Class Il cases [Mean [SD) ANB angle=1.06° (5.63°)], respectively. The mean overjet and reverse overjet for Class Il and Il
malocclusions were ©.96 mm (95% Cl, 6.40-7.53 mm] and 3.26 mm (95% Cl, 2.87-3.65 mm|, respectively. The mean ANB
angle for Class Il and Il malocclusions was 6.64° (95% Cl, 6.15°-7.13°) and -3.57° (95% Cl, -3.92° to -3.21°), respectively.
IOFTN scores of 4 or 5 were identified in 93.8% of the sample. Patients with low IOFTN scores (<4) presented with a nearly
normal overiet (mean = 3.19 mm, 95% Cl, 2.62-3.76 mm, range = 1-5 mm), accompanied by a wide range of ANB angles
[mean (SD)=3.44° (3.86°), range = -4° to 9°]

Conclusions: The findings at the 95% Cl for overjet and the ANB angle can be used as identifiers for patients who would

benefit from orthognathic surgery. Analysing patients with a low IOFTN score, particularly with scores of 3.3, 3.10, 2.8, and
1.14, revealed that IOFTN could be used in conjunction with a clinical examination plus diagnosfic imaging to facilitate the
identification of orthognathic surgery patients.
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Introduction an example, Class III skeletal patients constitute the
Detecting and appreciating the characteristics of majority of orthognathic cases and there is a notable
patients with a dentofacial deformity is crucial for occurrence of mandibular asymmetry within this
appropriate diagnosis and treatment planning. As group." The prevalence of a Class III malocclusion
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in the permanent dentition is estimated to range
from 0.7% to 19.9%,>* with a varying prevalence
across populations, particularly in Southeast Asia
(15.8%), Middle Eastern nations including Iran
(7.8-10.2%), Indians (1.2%), Europeans (1.5-5.3%),
and Caucasians (1-4%).*” Patients presenting with
a skeletal Class III malocclusion typically exhibit
mandibular prognathism, maxillary retrognathism,
or a combination of both.”

A systematic review of 10 studies which assessed
the Turkish population, reported a pooled
prevalence of 11% for Class III and 31% for Class
II malocclusions.® Similarly, an alternative study’
documented a sagittal skeletal relationship prevalence
of 10% Class III and 26% Class II malocclusions.
In the Iranian population, a pooled prevalence of 21
studies found 21% (CI 95%: 17.5-25.1%) for Class II
malocclusions and 5.5% (CI 95%: 3-10%) for Class

111 malocclusions.™

Despite available information on malocclusion
prevalence in Turkey and Iran, there is limited evidence
regarding the characteristics of orthognathic patients
in these countries. Further, the use of a relatively
new Index of Orthognathic Functional Treatment
Need (IOFTN)" that has been developed by Ireland
and colleagues, was explored. A systematic review of
previous retrospective studies' revealed that IOFTN
successfully identified approximately 93% (95% CI,
0.91-0.94%) of pre-treatment records of patients who
had orthognathic surgery as having the greatest need
(IOFTN score >4). Remarkably, no study to date
has investigated the characteristics (sagittal skeletal
discrepancy and overjet) of the remainder of the
orthognathic patients who scored low (<4) on the
IOFTN. This group comprised approximately 7% of
the retrospectively investigated orthognathic samples.'

Therefore, the primary objective of the present study
was to explore the characteristics of a relatively large
sample of orthognathic patients, with a focus on the
prevalence and severity of Class I, II, or III sagittal
skeletal discrepancies and overjet ranges.

The secondary objective was to apply the IOFTN"
to determine the functional needs within these
groups, with particular emphasis on exploring the
characteristics of the orthognathic patients who
scored low (<4). This information is considered
vital for the international use of IOFTN, and the
secondary objective would provide valuable insights
into this unexplored area.

Methods and materials

For the present study, data from three previous
studies that investigated the Index of Orthognathic
Functional = Treatment Need (IOFTN) and
orthognathic surgeries was gathered from three
samples: two from Iran (z = 203)”®" and one
from Turkey (z = 200)." In total, there were 403
orthognathic patients (229 females and 174 males,
aged between16 and 50 years).

The following variables were available and considered
in the present investigation:

Malocclusion

This was classified based on the British standard
incisor classification” as

Class I: The lower incisal edges occlude with or
lie immediately below the cingulum of the upper
incisors.

Class II division 1: The lower incisal edges occlude
behind the cingulum of the upper central incisors
and the upper incisors are proclined.

Class II division 2: The lower incisal edges occlude
behind the cingulum of the upper central incisors,
and the upper incisors are retroclined.

Class III: The lower incisal edges occlude in front of
the cingulum of the upper incisors.

For the present study, the data as Class I, Class II
(combined Class II division 1 and 2) and Class III is
presented.

Overjet

Overjet was defined as the distance from the most
labial point of the maxillary incisal edge to the
most labial surface of the corresponding mandibular
incisor and measured parallel to the occlusal plane
to the nearest half a millimetre.® A reverse overjet
(negative) was registered when the lower incisors were
anterior to the upper incisors.

Index of orthognathic functional need
(IOFTN)

The IOFTN consists of five scoring categories (Very
Great Need, Great Need, Moderate Need, Mild Need,
and No Need) and each category has subgroups. The
assessment begins at the fifth category and ends at
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Figure 1. Subspinale (A), Nasion [N, Supramentale (B] and the ANB angle was used to classify the sagittal skeletal relationship as follows: Class | [1°<

ANB <4°), Class Il [ANB >4°), and Class Il (ANB <1°).

the first category. The full details of the IOFTN
scoring system have been previously published in an
open access article."

Sagittal Skeletal relationship

The cephalometric variable of the ANB angle
[A point  (Subspinale)—Nasion—B  point
(Supramentale)] was used to measure the relative
position of the maxilla to the mandible (Figure 1)
and is a commonly-used variable for determining
the sagittal skeletal relationship.” In order to identify
skeletal relationships, the ANB angle of Class I
(1° < ANB < 4°), Class II (ANB > 4°), and Class III
(ANB < 1°), were used.

Statistical analysis

The SPSS statistical software (IBM SPSS Statistics
28; IBM Corp., Chicago, IL, USA) was utilised for
data analysis. The sagittal skeletal characteristics
of Class I, II, and III malocclusions were assessed
in the samples from the two countries using Chi-
square tests. Box plots were created for the sagittal
skeletal relationship (ANB angle) associated with
the different malocclusions for both Iranian and

Turkish orthognathic patients. The range and 95%
CI for overjet and the ANB angle involving the entire
sample, was recorded.

Based on the IOFTN scores, the orthognathic
patients were categorised into three groups: IOFTN
5, 4, and 1-3. Subsequently, the relationship between
the IOFTN scores and overjet, as well as the sagittal
skeletal discrepancies (ANB angle), was evaluated
using box plots and at the 95% confidence interval
(CI) for different IOFTN treatment categories.
Specifically, the characteristics of a subgroup
of orthognathic patients in the present sample
was examined and also in previous studies that
reported the sub-categories of IOFTN"=' which
were identified as having a low need (IOFTN
scores of 1-3) for orthognathic surgery. The level of
significance was set at p < 0.05.

Results

Orthognathic patient characteristics

The mean (SD) of overjet and the ANB angle for
the entire sample was 0.17 (5.47) mm (range = -14
to 15 mm) and -0.08° (5.33°) (range = -12° to 13°),
respectively. For the Turkish patients, the values
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Table 1. Breakdown of the malocclusions and sagittal skeletal patterns in the Turkish and Iranian orthognathic samples

Malocclusion

Country | I 1l Total
Iran 12 (5.9%) 78 (38.4%) 113 (55.7%) 203
Turkey 27 (13.5%) 35(17.5%) 138 (69%) 200
Sagittal skeletal pattern
| I 1l
Iran 5(2.5%) 85 (41.9%) 113 (55.7%) 203
Turkey 24 (12%) 38 (19%) 138 (69%) 200

were [mean (SD) overjet = -1.05 (5.53) mm, range
=-12 to 13 mm; mean (SD) ANB angle = -1.24°
(4.75°), range = -12° to 12°]. For Iranian patients
the values were [mean (SD) overjet = 1.37 (5.15)
mm, range = -14 to 15 mm; mean (SD) ANB
angle = 1.06° (5.63°), range=-12° to 13°]. Overall,
within the sample of orthognathic patients from
both countries, Class III malocclusions and Class
III skeletal patterns were the most prevalent
(62.3%), followed by Class II malocclusions (28%)
and Class II skeletal patterns (30.5%), with a Class
I malocclusion being the least prevalent (9.7%)
along with a Class I skeletal pattern (7.2%). Table I
shows the breakdown of the malocclusions and
sagittal skeletal patterns in the Turkish and Iranian
orthognathic samples.

As Figure 2 shows, the number of Class II/III
malocclusions (Chi-Square = 24.601, P< 0.001)
or sagittal skeletal patterns (Chi-Square= 32.877,
P<0.001) differed in the Turkish and Iranian samples.
The Turkish sample had more Class III cases [Mean
(SD) of ANB angle = -1.24° (4.75°), 95% ClI, -1.90
- (-0.58)], and the Iranian sample had more Class II
cases [Mean (SD) of ANB angle=1.06" (5.63°), 95%
CI, 0.28°-1.83°]; the difference was also significant
(Table I, ANB angle mean difference = 2.30°, 95%
CI, 1.27°-3.31°, p < 0.001) (Figure 2).

In total, the mean (SD) of overjet for patients with
Class II and III malocclusions was 6.96 (3.03) mm
(95% CI, 6.40—7.53 mm) and -3.26 (3.13) mm [95%
CIL, -3.65- (-2.87) mm]. The mean of the ANB angle
for patients with Class II and III malocclusions was
6.64° (2.61°) (95% CI, 6.15°-7.13°) and -3.57° (2.83°)
[95% CI, -3.92°- (-3.21°)].

IOFTN and patient characteristics
Of the 403 orthognathic patients, IOFTN identified

93.8% with a great or very great need for treatment,
comprising 214, 164, and 25 patients in the IOFTN
5, 4, and IOFTN 1-3 categories, respectively.
Figures 3 and 4 depict the characteristics of the three
groups related to overjet and cephalometric ANB
angle. Notably, patients in the IOFTN 1-3 group
exhibited interesting features, such as a nearly normal
range of overjet [mean (SD) = 3.19 (1.38) mm, 95%
Cl, 2.62-3.76 mm, range = 1-5 mm], accompanied
by a wide range of ANB angles [mean (SD) = 3.44°
(3.86°), 95% CI, 1.85°-5.04°, range = -4° to 9°].

Table II shows the breakdown of patients in the
sample (z = 25) and previous studies reporting the
sub-categories of the IOFTN that were categorised as
IOFTN scores of 1-3 forming a sample of 64 patients.
Of particular interest are the IOFTN grades of 3.3
(reverse overjet > 0 mm and < 3 mm with no functional
difficulties), of 3.10 (facial asymmetry with no occlusal
disturbance), of 2.8 (increased overbite, but no evidence
of dental or soft tissue trauma) and 1.14 (occlusal
features not classified in the IOFTN need categories),
that formed about 87.5% of the patients who received
surgery but in whom the IOFTN did not detect a great
need for surgery (Table II).

Discussion

Orthognathic patient characteristics

In the present study of Turkish and Iranian
orthognathic patients, a Class III malocclusion and

Class III skeletal pattern prevailed (62.3%). This was
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Figure 3. Box plofs of overjet values [mm) in the 3 categories of IOFTN [5 (n = 214), 4 (n = 164), and 1-3 (n = 25)] showing a near normal range of

overjet in IOFTN 1-3 category.

69% and 55.7% in the Turkish and Iranian samples,
respectively. This trend aligns with the observations
of Lee et al.,”” who noted a similar prevalence of
a Class III skeletal pattern in both Chinese and
Caucasian patients. The present results resonate with
the dominance of Class III patients reported in global
studies, including those in Brazil,”?* Saudi Arabia,”

the UK,?*? Norway,” Japan,” and the USA.*

Chew et al.?? documented the spectrum of dentofacial
deformities in a multi-ethnic Asian population in
Singapore, revealing the majority presented with a

Class III skeletal pattern (68%). Similarly, in Seoul,
Korea, a noteworthy study found that Class III
malocclusions constituted approximately 86% of
their orthognathic case load.*

Ghorbani et al.,’! in an examination of Class III and
Class II patients following orthognathic surgery,
reported heightened confidence and functional
improvements in the Class III patients. This universal
trend of more Class III patients seeking orthognathic
surgery compared to Class II individuals suggests
that individuals with a Class III malocclusion may
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Figure 4. Box plots of ANB angles in the 3 categories of IOFTN [5 (n = 214), 4 (n = 164), and 1-3 [n = 25]] demonstrating a wide range of ANB
angles in the IOFTN 1-3 category [mean (SD) = 3.44° (3.86°), 95% Cl, 1.85°-5.04°, range = -4° to 9°].

perceive greater concerns, producing increased
insecurity about their facial appearance and leading
to a higher frequency for surgery.*** Moreover,
individuals with a retruded chin (Class II) are often
perceived as good-natured, flexible, and gentle, while
those with a prominent (protruded) chin (Class III)
tend to be regarded as having contrasting character

traits.>4%

Measuring the mean overjet and ANB angle allows
a comparison of the severity of the present samples
with other countries. For example, the mean ANB
angle for a group of orthognathic patients in the
North-East of Scotland?® was 2.07° (SD = 5.17°) with
a range of -17° to 22°. The range of ANB angles in
the present groups, suggests that the Scottish sample
had more extremes of sagittal skeletal discrepancy
compared to the present samples presenting with -12°
to 12° and -12° to 13° for the Turkish and Iranian
samples, respectively. The difference may be due to
the fact that orthognathic surgery is funded in the
UK to the extent that only the most severe cases
receive treatment.

Apart from obstructive sleep apnoea and severe
dentofacial disharmonies that impair function such
as patients with facial clefts, pathology or trauma
induced dentofacial deformities, and syndromic cases,
there is no agreed criteria that dictates treatment
via orthodontic camouflage or a combination of
orthodontics and orthognathic surgery.”” When
determining an appropriate treatment approach,

whether a  combination of orthodontic and
orthognathic surgery or orthodontic treatment alone,
several cephalometric variables are utilised. Of the
most frequently employed parameters are the ANB
angle, the Wits appraisal (mm),*® the length of the
maxilla or mandible,”” and the Holdaway angle.”’
However, further guidelines have been suggested
that identify patients who would benefit from

surgery”=** and comprise:

* An overjet > 10 mm in patients who have passed
their growth spurt (Class II)

* Lower incisor angulation (LI-MP angle) <83°
(Class III)

* The ANB angle < -4° (Class III)

* A Wits appraisal of < -6.6 mm (Class III) or > 6
mm (Class II)

* The Holdaway angle <10.3° (Class I1I)

* Pogonion to nasion perpendicular distance > 18
mm (Class II)

* A mandibular body length < 70 mm (Class II)

Several compelling findings related to overjet and
the sagittal skeletal patterns (ANB angle) emerged,
that could provide valuable indicators for treatment
planning Class II and Class III malocclusions which
would benefit from orthognathic surgery. As an
illustration, the boundaries for overjet and a reverse
overjet in Class II and Class III malocclusions were
6.40 to 7.53 mm and 2.87 to 3.65 mm, respectively.
Similarly, the boundaries for the cephalometric
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Table II. Breakdown of patients with a low IOFTN score (<4) in the Turkish and Iranian orthognathic samples and previous studies which reported the

sub-categories of the IOFTN

James

et. al.’8

Almoammar

Soh Hasebe

Total
et. al.?

et. al. 20 et al.?!

IOFTN score n (%)

n (%)

3.3 (Reverse overjet > O mm and 2 (8%) Q

< 3 mm with no functional difficulties)

26 (40.63%)

3.4 (Open bite <4 mm with no 1

functional difficulties)

5(7.81%)

3.9 (Upper labial segment gingival 1 (4%)
exposure <3 mm at rest, but with
evidence of gingival/periodontal

effects)

1(1.56%)

10 (40%)

3.10 [Facial asymmetry with no

occlusal disturbance)

1 11 (17.19%)

2.8 (Increased overbite, but no
evidence of dental or soft tissue

tfraumal

7 (28%) 3

10 (15.63%)

2.9 (Upper labial segment gingival
exposure < 3 mm at rest with no
evidence of gingival/periodontal

effects)

1 1(1.56%)

2.11 [Marked occlusal cant with no

effect on the occlusion)

1 1(1.56%)

5 (20%)

1.14 (Occlusal features not classified

in the IOFTN need categories|

4 Q (14.06%)

Total 25 (100%)

64 (100%)

ANB angle in Class II and Class III malocclusions
were 6.15° to 7.13° and -3.92° to -3.21°, respectively.
Its important to note that only 5 cases (1.2%) out
of 403 were identified with an IOFTN score of 5.1,
indicating craniofacial anomalies. Therefore, these
findings could serve as a diagnostic aid for non-
craniofacial orthognathic patients.

IOFTN and patient characteristics

In previous studies utilising the IOFTN and
constrained by smaller sample sizes,*>?¢ the
assessment of patients with low IOFTN scores was
challenging. However, the present investigation
allowed for the exploration of patients with low
IOFTN scores ranging from 1 to 3. Twenty-five

patients who underwent orthognathic surgery were
identified despite scoring low on the IOFTN in their
pre-treatment records. The present investigation
revealed that nearly 70% of this group (IOFTN
scores of 1-3) consisted of patients who presented
with a facial asymmetry or an increased overbite
but without dental/soft tissue trauma. Severt and
Proffit® reported a facial asymmetry prevalence of
34% in their assessment of patients with dentofacial
deformities. Asymmetry was more prevalent in Class
I1I than in Class IT patients.” When facial asymmetry
was present, it was noted in the upper face in 5%, the
midface (primarily the nose) in 36%, and in the chin
in 74% of patients.”” A literature search suggested
a prevalence of 11% to 37% for facial asymmetry,
which was higher in orthognathic patients compared
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to orthodontic patients.*® When assessing facial
asymmetry, the deviations in the mandible (chin
point) relative to the midsagittal plane were the most

“ This is usually perceived

striking characteristics.
as asymmetry when the deviation is 4 mm or more
relative to facial midline.*® It is possible that in the
group with IOFTN score <4, there was significant

asymmetry without affecting the occlusal features.

The present findings underscore that patients with
low IOFTN scores of 1 to 3 may present with a nearly
normal range of overjet (1-5 mm) but a wide range
of ANB angle (-4° to 9°), indicating a significant
sagittal skeletal discrepancy. This identifies a subset
of patients with well-compensated malocclusions
who, despite scoring low on the IOFTN, may benefit
from orthognathic surgery as part of comprehensive
treatment. As previously suggested,'”” for the
international use of IOFTN, a proposed guideline
involves identifying and assessing patients with well-
compensated malocclusions or those who underwent
prior orthodontic treatment, but exhibit significant
dentofacial skeletal deformity, including chin deformity
or facial asymmetry, with diagnostic imaging alongside
IOFTN scores. When the present sample of patients
with a low IOFTN score and data from 4 previous
studies was combined, the IOFTN grades 3.3 (Reverse
overjet 20 mm and <3 mm with no functional
difficulties), 3.10 (facial asymmetry with no occlusal
disturbance), 2.8 (increased overbite, but no evidence
of dental or soft tissue trauma) and 1.14 (occlusal
features not classified in the IOFTN need categories)
formed about 87.5% of patients who proceeded to
surgery (Table II), but in whom the IOFTN did not
detect a great need for surgery. It is therefore important
to assess the sub-categories of patients along with
diagnostic imaging (e.g., lateral or A-P cephalogram)
to determine a better assessment of the dento-skeletal
deformity. Clearly clinical examination augmented by
cephalometric data taken in the correct head position
are the most important aspects of diagnosis and
highlighted by the mandibular condyles in a centric
relation position, the head in natural head position, and
the patient looking straight ahead with the Frankfort
Horizontal plane parallel with the floor. This has
been further investigated and highlighted in a recent
studies. 4

It is further essential to recognise patients who
present with a mild to moderate dentofacial skeletal
deformity and an extreme occlusal deviation who
may not necessarily require orthognathic correction

but could score highly on the IOFTN." In such
patients, diagnostic imaging and a comprehensive
cephalometric analysis offer greater appreciation
of the complexity of dentoskeletal deformities.
However, it is considered that, a potential limitation
of the present study is the potential selection bias and
the representativeness of the samples.

Conclusions

The findings related to overjet and sagittal skeletal
patterns can be used to identify patients who would
benefit from orthognathic surgery. An analysis of
patients with a low IOFTN score, revealed that the
IOFTN could be used in conjunction with a clinical
examination and diagnostic imaging to further
facilitate the identification of patients who would
benefit from orthognathic surgery. This is particularly
important for patients with IOFTN scores of 3.3,
3.10, 2.8, and 1.14.
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Highlights

1. A 95% CI of overjet and ANB angle for a large
cohort of Class II and III orthognathic cases may be
used to assist diagnosis and treatment planning.

2. By using IOFTN, issues were identified in well-
compensated malocclusions with close to a normal
overjet, but with a diverse range of sagittal skeletal
discrepancies.

3. It is suggested that the use of diagnostic imaging,
along with IOFTN, better detects cases greatly
benefiting from orthognathic surgery.

Acknowledgment

This research is a part of a PhD thesis authored by Dr
Ali Borzabadi-Farahani.

References

1.

10.

12.

Evangelista K, Teodoro AB, Bianchi J, Cevidanes L, de Oliveira
Ruellas AC, Silva MA, Valladares-Neto J. Prevalence of mandibular
asymmetry in different skeletal sagittal patterns. Angle Orthod.
2022 3;92(1):118-26.

Alhammadi MS, Halboub E, Fayed MS, Labib A, El-Saaidi C.
Global distribution of malocclusion traits: a systematic review.
Dental Press ] Orthod. 2018;23(6):40.e1-40.e10.

Alhammadi M, Almashraqi AA, Khadhi AH, Arishi KA, Alamir
AA, Beleges EM, Halboub E. Orthodontic camouflage versus
orthodontic-orthognathic  surgical borderline
class IIT malocclusion: a systematic review. Clin Oral Investig.
2022;26(11):6443-55.

Baccetti T, Reyes BC, McNamara JA Jr. Gender differences in
Class III malocclusion. Angle Orthod. 2005;75(4):510-20.
Martinez P, Bellot-Arcis C, Llamas JM, Cibrian R, Gandia JL,
Paredes-Gallardo V. Orthodontic camouflage versus orthognathic
surgery for class III deformity: comparative cephalometric analysis.
Int J Oral Maxillofac Surg. 2017;46(4):490-5.

Borzabadi-Farahani A, Borzabadi-Farahani A, Eslamipour F.

Malocclusion and occlusal traits in an urban Iranian population.

treatment in

An epidemiological study of 11- to 14-year-old children. Eur J
Orthod. 2009;31(5):477-84.

Ngan P, Moon W. Evolution of Class IIT treatment in orthodontics.
Am ] Orthod Dentofacial Orthop. 2015;148(1):22-36.

Londono J, Ghasemi S, Moghaddasi N, Baninajarian H,
Fahimipour A, Hashemi S, et al. Prevalence of malocclusion in
Turkish children and adolescents: A systematic review and meta-
analysis. Clin Exp Dent Res. 2023;9(4):689-700.

Akbulut Y. Investigation of the distribution of orthodontic
anomalies among patients in the eastern anatolia region. Eur ]
Therapeutics. 2020;26(4):270—4.

Eslamipour F, Afshari Z, Najimi A. Prevalence of malocclusion in
permanent dentition of iranian population: a review article. Iran J

Public Health. 2018 ;47(2):178-87.

. Ireland AJ, Cunningham SJ, Petrie A, Cobourne MT, Acharya

P, Sandy JR, Hunt NP. An index of orthognathic functional
treatment need (IOFTN). ] Orthod 2014;41:77-83.

Borzabadi-Farahani A. Systematic review and meta-analysis of the
index of orthognathic functional treatment need for detecting subjects

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

INVESTIGATION OF ORTHOGNATHIC PATIENTS AND FUNCTIONAL NEEDS

with great need for orthognathic surgery. Cleft Palate Craniofac J.
2023;10556656231216833. doi: 10.1177/10556656231216833
Borzabadi-Farahani A, Eslamipour F, Shahmoradi M. Functional
needs of subjects with dentofacial deformities: A study using the
index of orthognathic functional treatment need (IOFTN). J Plast
Reconstr Aesthet Surg. 2016;69(6):796-801.

Eslamipour F, Borzabadi-Farahani A, Le BT, Shahmoradi M. A
retrospective analysis of dentofacial deformities and orthognathic
surgeries. Ann Maxillofac Surg. 2017;7(1):73-7.

Eslamian L, Borzabadi-Farahani A, Badiee MR, Le BT. An
objective assessment of orthognathic surgery patients. ] Craniofac
Surg. 2019;30(8):2479-82.

Olkun HK, Borzabadi-Farahani A, Uckan S. Orthognathic surgery
treatment need in a Turkish adult population: a retrospective study.
Int ] Environ Res Public Health. 201;16(11):1881.

British Standard Institution, British Standards Glossary of Dental
Terms BS—4492, BSI. London; 1983.

James L, Atack NE, Ellis P, Bellis H, Sherrif M, Hunt NP,
etal. Application of the new Index of orthognathic functional
treatment need in four district general hospitals. Faculty Dent J.
2015;6(2):58—65.

Soh CL, Murugesan R, Mohamed Azahar FA, Mohamad NH.
Application of the index of orthognathic functional treatment need
(IOFTN) on patients with dentofacial deformity: a retrospective
analysis. ] Oral Maxillofac Surg Med Pathol. 2018;30(1):17-20.
Hasebe D, Takahashi K, Kato Y, Saito D, Nihara J, Niimi K, et al.
A retrospective analysis of orthognathic surgery in Japanese with
index of orthognathic functional treatment need (IOFTN), an
analysis of borderline indications for surgical orthodontic treatment
and orthodontic treatment. Jpn ] Jaw Deform. 2019;29(4):289-94.
Almoammar KA, Algahtani ND, Alshayea EI, Althenyan TM,
Alnatheer YM, Alqahtani NH, et al. Assessment of treatment needs
in orthognathic patients in a dental university hospital in Saudi
Arabia. Biosci Biotechnol Res Commun. 2021;14(1): 183-9.

Lee CTY, Cheung LK, Khambay BS, Benington P. Dentofacial
deformities and orthogntahic surgery in Hong Kong and Glasgow.
Ann R Australas Coll Dent Surg. 2014;22:113-5.

Boeck EM, Lunardi N, Pinto Ados S, Pizzol KE, Boeck Neto RJ.
Occurrence of skeletal malocclusions in Brazilian patients with
dentofacial deformities. Braz Dent J. 2011;22:340-5.

Castro V, do Prado CJ, Neto Al, Zanetta-Barbosa D. Assessment of
the epidemiological profile of patients with dentofacial deformities
who underwent orthognathic surgery. J Craniofac Surg. 2013;
24(3):e271-5.

Al-Deaiji A. Characteristics of dentofacial deformities in a Saudi
population. Saudi Dent ] 2001;13:101-5.

Harrington C, Gallagher JR, Borzabadi-Farahani A. A
retrospective analysis of dentofacial deformities and orthognathic
surgeries using the index of orthognathic functional treatment
need (IOFTN). Int J Pediatr Otorhinolaryngol 2015;79:1063—-6.
Espeland L, Hogevold HE, Stenvik A. A 3-year patient-centred
follow-up of 516 consecutively treated orthognathic surgery
patients. Eur ] Orthod. 2008;30:24-30.

Proffit WR, Jackson TH, Turvey TA. Changes in the pattern of
patients receiving surgical-orthodontic treatment. Am ] Orthod
Dentofacial Orthop. 2013;143:793-8.

Chew MT. Spectrum and management of dentofacial deformities in
a multiethnic Asian population. Angle Orthod. 2006;76(5):806-9.
Lee CH, Park HH, Seo BM, Lee SJ. Modern trends in Class III
orthognathic treatment: A time series analysis. Angle Orthod.
2017;87(2):269-78.

Ghorbani F, Gheibollahi H, Tavanafar S, Eftekharian HR.
Improvement of esthetic, functional, and social well-being after
orthognathic surgical intervention: a sampling of postsurgical
patients over a 10-year period from 2007 to 2017. ] Oral Maxillofac
Surg. 2018;76(11):2398-403.

Australasian Orthodontic Journal Volume 40 No. 1 2024 119



BORZABADIFARAHANI, OLKUN, ESLAMIAN AND ESIAMIPOUR

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Kim JY, Lee SJ, Kim TW, Nahm DS, Chang YI. Classification of the
skeletal variation in normal occlusion. Angle Orthod. 2005;75:311-9.
Sato FR, Mannarino FS, Asprino L, de Moraes M. Prevalence and
treatment of dentofacial deformities on a multiethnic population: a
retrospective study. Oral Maxillofac Surg. 2014;18:173-9.

Sinko K, Jagsch R, Benes B, Millesi G, Fischmeister F, Ewers R.
Facial aesthetics and the assignment of personality traits before
and after orthognathic surgery. Int J Oral Maxillofac Surg. 2012;
41(4):469-76.

Sinko K, Tran US, Wutzl A, Seemann R, Millesi G, Jagsch R.
Perception of aesthetics and personality traits in orthognathic
surgery patients: A comparison of still and moving images. PLoS
One 2018;13(5): ¢0196856.

Kent SJW, Morrison R. Rural and urban differences in orthognathic
surgical patients in the north east of Scotland. Br ] Oral Maxillofac
Surg. 2018;56(10):931-5.

Perkovic V, Pavlic A, Trinajstic Zrinski M, Katic V, Zigante M,
Spalj S. Facial aesthetic concern is a powerful predictor of patients’
decision to accept orthognathic surgery. Orthod Craniofac Res.
2022;25(1):112-8.

Jacobson A. The “Wits” appraisal of jaw disharmony. Am J Orthod.
1975;67(2):125-38.

Harvold EP. The activator in orthodontics. St. Louis, Mo., Mosby,
1974.

Holdaway RA. A soft-tissue cephalometric analysis and its use in
orthodontic treatment planning. Part I. Am J Orthod. 1983;84:1-28.
Kerr WJ, Miller S, Dawber JE. Class III malocclusion: surgery or
orthodontics? Br J Orthod. 1992;19(1):21-4.

42.

43.

44.

45.

46.

47.

48.

Proffit WR, Phillips C, Tulloch JF, Medland PH. Surgical versus
orthodontic correction of skeletal Class IT malocclusion in adolescents:
effects and indications. Int J Adult Orthodon Orthognath Surg.
1992;7(4):209-20.

Stellzig-Eisenhauer A, Lux CJ, Schuster G. Treatment decision in
adult patients with Class IIT malocclusion: orthodontic therapy
or orthognathic surgery? Am ] Orthod Dentofacial Orthop.
2002;122(1):27-37; discussion 37-8

Eslami S, Faber J, Fateh A, Sheikholaemmeh F, Grassia V, Jamilian
A. Treatment decision in adult patients with class III malocclusion:
surgery versus orthodontics. Prog Orthod. 2018;19(1):28.

Severt TR, Proffit WR. The prevalence of facial asymmetry
in the dentofacial deformities population at the University of
North Carolina. Int ] Adult Orthodon Orthognath Surg. 1997;12(3):
171-6.

Thiesen G, Gribel BF, Freitas MPM, Oliver DR, Kim KB. Mandibular
asymmetries and associated factors in orthodontic and orthognathic
surgery patients. Angle Orthod. 2018;88(5):545-51.

Zheng Z, Hasebe D, Suda D, Saito N, Saito D, Nihara J, et al.
Investigation of orthognathic surgery indicators-combination with
index of orthognathic functional treatment needs (IOFTN) and
maxillofacial morphometric analysis. Oral Maxillofac Surg. 2024.
doi: 10.1007/s10006-024-01243-0.

Borzabadi-Farahani A, Olkun HK, Eslamian L, Eslamipour F.
Functional needs in orthognathic patients with different sagittal
skeletal discrepancies. Oral Surg Oral Med Oral Pathol Oral Radiol.
2024. doi: 10.1016/j.0000.2024.04.006.

120

Australasian Orthodontic Journal Volume 40 No. 1 2024



