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Abstract 

Background  This prospective study explored the impact of aligners on the oral health-related quality of life and anxi-
ety of patients during the first month of orthodontic treatment and the first month of the retention phase.

Methods  A total of 23 male and female patients (median age 25 y) treated with clear aligners were included. The 
OHRQoL questionnaire was used at certain time points during treatment (T1: placement of the first aligner; T2: 
after one day of use; T3: after seven days; T4: after one month; and T5: after one month in the retention phase). The 
State-Trait Anxiety Inventory (STAI) was also self-administered to assess state and trait anxiety (Y1 and Y2 subscales, 
respectively) at the T1, T4 and T5 time points. A population average generalized estimating equations logistic regres-
sion model was fit to assess the effect of time on the responses, and the Wald test was used to examine the overall 
effect of time.

Results  Overall time was a significant predictor for most of the questions. However, time was marginally significant 
for the OHRQoL questions evaluating oral symptoms such as bad taste/smell, sores, and food accumulation. Tooth dis-
colouration did not differ between time points. The general activity disturbance was significantly lower in the reten-
tion phase. Higher depression and anxiety scores were reported at the initial appointment and decreased thereafter.

Conclusions  CAT has a negative impact on quality of life and psychological status during the initial days of treat-
ment. These impairments ameliorate at later treatment stages.
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Contributions to the literature
• There is little evidence on the interaction between 
patient quality of life and anxiety levels during the first 
month of the clear aligner treatment and after one month 
of the retention phase.

• This prospective study aimed to investigate the poten-
tial effect of CAT on patient well-being over time.

Introduction
Patients today are more aware of any postoperative symp-
toms related to dental operations, which may increase 
patient anxiety and stress. Over the initial stages of any 
orthodontic treatment, patients often experience dif-
ferent levels of pain, discomfort, and anxiety, which can 
compromise daily activities such as eating and sleeping 
[1, 2]. Greater anxiety levels have been associated with 
more painful and long-lasting postoperative periods [3].

Anxiety is defined as the cognitive perception of 
a vague or ambiguous, subjective threat, producing 
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psychological and behavioral changes as well as fur-
ther physiological responses [4]. Anxiety may affect 
a person’s social, psychological, and physical status [5, 
6] and quality of life (QoL). Several QoL indices have 
been implemented in clinical research for the evalua-
tion of patient experience and perception regarding the 
intervention itself and postoperative recovery [7–10]. 
In the dental field, “Oral Health-Related Quality of 
Life” (OHRQoL) focuses on quality of life linked to oral 
health [11–13]. The OHRQoL reflects people’s comfort 
when eating, sleeping and engaging in social interaction; 
their self-esteem; and their satisfaction with respect 
to their oral health. It is the result of an interaction 
between and among oral health conditions, social and 
contextual factors, and the rest of the body [11]. The 
literature presents various tools aimed at quantifying 
OHRQoL by estimating patient difficulties associated 
with discomfort, pain, mastication difficulties, speech 
disturbances and social impairments [12, 14–19].

OHRQoL scores during orthodontic treatment seem to be 
negatively affected by physical discomfort, pain, functional 
problems, and psychological issues [20, 21]. Neverthe-
less, these scores improve substantially with time [20–22]. 
Clear aligner treatment (CAT) was associated with better 
OHRQoL during orthodontic treatment than was treat-
ment with fixed appliances [23]. CAT is becoming increas-
ingly popular among patients seeking orthodontic therapy. 
However, this system has serious limitations regarding the 
accuracy of expected tooth movements compared to con-
ventional fixed appliance orthodontic treatment [24]. Stud-
ies on CAT have shown better patient-reported experiences 
in oral hygiene, comfort, esthetics, pain, periodontal status, 
patient chair-time and overall treatment time [24–27]. A 
recent study demonstrated that the levels of pain, painkiller 
intake and quality-of-life measures during CAT increased 
on the first day and decreased at 3  months [23]. Another 
recent study evaluated OHRQoL and oral hygiene in adoles-
cents during the first year of aligner therapy. They found that 
OHRQoL was only slightly affected and that oral hygiene at 
home was intensified [28]. However, the type of appliance 
used influences the pain and quality of life of patients at the 
start of orthodontic treatment [29].

The aim of this study was to investigate the effect of CAT 
on anxiety levels and OHRQoL in late adolescent/adult 
patients at different time points during the first month of 
treatment and at the end of the first month of retention. 
The null hypothesis was that CAT treatment would not 
affect stress levels or the OHRQoL at these time points.

Materials and methods
The sample for this study was prospectively recruited 
from a private practice limited to Orthodontics in Ath-
ens, Greece, between January and November 2022. 

All patients were asked to participate voluntarily in 
this study by self-answering both the OHRQL and the 
STAI Y1 and Y2 [Adult State Anxiety Scale (STAI-AD) 
(S-Anxiety) and Trait Anxiety Scale (T-Anxiety)] ques-
tionnaires. Patients who met the following inclusion 
criteria were eligible to participate in the study: had (a) 
a Caucasian origin, (b) were older than 16 years old and 
seeking CAT and had good communication skills in the 
Greek language, (d) needed treatment for both dental 
arches, (d) had a dental health component of the Index 
of Orthodontic Treatment Need IOTN less than 3 [30], 
and (d) had a CAT treatment plan that included neither 
attachment placement nor interproximal enamel reduc-
tion (IPR) during the first month. The exclusion criteria 
were (a) inherited or acquired craniofacial deformities; 
(b) previous orthodontic treatment; and (c) chronic 
treatment with anti-inflammatory drugs, analgesics 
and/or anxiolytics. Patients who failed to cooperate 
with the given instructions during orthodontic treat-
ment or who lost their aligners during the observation 
time period were excluded from the study. This was 
a per-protocol analysis in which the duration of the 
patient recruitment phase was 1  month. All patients 
were treated by the same clinician with the same 
aligner system under the same attachment bonding 
clinical protocol and were given specific instructions 
concerning aligner maintenance and postoperative 
clinical complications such as pain. Patients were asked 
to change their aligner every 7  days. OHRQoL was 
completed immediately after the first aligner was deliv-
ered (T1), after one day (T2), after seven days (T3) and 
after one month of aligner use (T4), as well as after 
one month in the retention phase (T5). All the STAI 
questionnaires were completed at T1, T4 and T5. The 
questionnaires were distributed to the patients, and 
specific instructions were given on when to complete 
them. Patients were instructed to answer all questions 
from each questionnaire only once. Reminder phone 
calls were made for all participants at T2-T5. The dura-
tion of all CAT treatment plans included in the study 
was ≤ 3  months. The retention protocol included 
canine-to-canine fixed retainers and Essix appliances 
night-time wear.

OHRQoL questionnaire
The Greek version of the OHRQoL questionnaire, which 
consists of 16 questions, was used (Appendix). Question 
1 (Q1) was scored on a 1–10 scale (1 = not at all; 10 = very 
much), question 2 (Q2) on a 2-level scale (0 = no; 1 = yes), 
and questions 3–16 (Q3-Q16) on a 5-level scale: 1 = not 
at all; 2 = very little; 3 = a little; 4 = quite a lot; 5 = very 
much. A last question was added regarding the subjective 
evaluation of tooth discoloration on a 5-point scale.
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STAI questionnaires
The State-Trait Anxiety Inventory (STAI) – form Y con-
sists of a self-assessment index on both state and trait 
anxiety in adult individuals. The “state” and “trait anxiety” 
terms were presented by Cattell [31, 32] and further ana-
lyzed by Spielberger [33–36]. State anxiety (S-Anxiety) is 
defined as an organism’s transient emotional condition 
and is characterized by subjective feelings of tension and 
apprehension [37]. Trait anxiety (T-Anxiety) is a stable, 
anxious propensity to perceive people and situations as 
threatening, thus increasing anxiety. The adult version of 
the STAI questionnaire (STAI-AD) consists of 40 items 
distributed into two 20-item scales. The S-Anxiety Scale, 
also known as the STAI Form Y-1, evaluates a person’s 
feelings “right now, at this moment”, while the T-Anxiety 
Scale, known as the STAI Form Y-2, assesses a person’s 
general feelings [38]. All the subscales (STAI-Y1 and 
STAI-Y2) have 20 items scored on a Likert-type scale, 
with four response options (0 to 3). The expected aver-
age completion time is 10 min. The questionnaire version 
has been used previously in various Greek samples and 
has been shown to have good internal consistency [36]. 
Cronbach’s alpha was 0.93 for the State subscale and 0.92 
for the Trait subscale in the initial validation study in the 
Greek population [38]. License to reproduce the STAI-
AD was obtained for the aim of this study.

Statistical analysis
Descriptive statistics were calculated per question for the 
OHRQoL questionnaire. Q3-8 were combined since they 
evaluate difficulties speaking, swallowing, opening the 
mouth and eating (oral dysfunction). In a similar fashion, 
Q9-11 and Q12-16 were merged, and a summary score 
was calculated per question group by adding the indi-
vidual scores across the corresponding questions. For Q1, 
Q3-8, Q9-12, and Q12-16, a population average Gauss-
ian generalized estimating equation (GEE) regression 
model with robust standard errors and nonparametric 
bootstrapping (500 repetitions) was fit to assess the effect 
of time on the summed responses of the questionnaires. 
The Wald test was used to test the overall effect of time.

For Q2, a population average GEE logistic regression 
model with robust standard errors was fit to assess the 
effect of time on the responses of the questionnaires. 
The Wald test was used to test the overall effect of time, 
and the predicted probabilities for response 1 were cal-
culated. The 5 levels of Q17 were reduced to 3 levels 
because the last 3 levels had a very low number of events. 
A population average ordinal GEE regression model with 
robust standard errors. The Wald test was used to test the 
overall effect of time.

For both the STAI-Y1 and STAI-Y2, a summary score 
was calculated by adding the individual responses across 

the corresponding items, and a Gaussian GEE model with 
robust standard errors and nonparametric bootstrapping 
(for 500 repetitions) was fit to examine the effect of time 
on the summed response. The overall effect of time was 
examined using the Wald test. Predicted effects over time 
were plotted for each dependent variable. All analyses 
were conducted using Stata 17 (Stata Corp., TX, USA).

Results
A total of 23 patients (12 females, 11 males) were 
included in the study (Table 1). The descriptive statistics 
for each variable and time point are shown in Table 2.

OHRQoL questionnaire
Overall time was a significant predictor (p = 0.004) of the 
response to Question 1 (Q1). An initial increase in the Q1 
score was observed at T2, with a decrease over time (Table 2, 
Fig. 1). Overall time was a significant predictor (p = 0.001) of 
the Q2 response (Table 2, Fig. 2). The remaining questions 
were assigned to 3 domains in accordance with published 
evidence [18]. Q3-8 were combined since they evaluate diffi-
culties speaking, swallowing, opening the mouth and eating 
(oral dysfunction). Overall time was a significant predic-
tor (p = 0.001) of the Q3-8 response (Table 2, Fig. 3). Q9-11 
assess general activity disturbance by focusing on school/
work attendance, sleeping and the ability to participate in 
routine daily activities. Overall time was a significant predic-
tor (p = 0.001) of the Q9-11 response (Table 2, Fig. 4). Q12-
16 evaluate other oral symptoms, including bad taste/smell, 
sores on the cheeks, tongue or lip and food accumulation in 
the mouth. Overall time had a borderline significant differ-
ence (p = 0.05) for patients with a Q12-16 response (Table 3, 
Fig. 5). Q17 evaluates tooth color changes. Its response had 5 
levels, but the last 3 levels were merged because of the very 
low number of events. Overall, the effect of time was not sig-
nificant (p = 0.40) (Table 4, Fig. 6).

STAI questionnaires
All patients reported higher depression and anxiety scores 
during their initial appointment on both the STAI-Y1 and 

Table 1  Descriptive statistics for patient demographic data

Age, median (IQR) (years) 25 (23,42)

Education
  Secondary 9 (39%)

  Tertiary 14 (61%)

Occupation
  Missing 2 (8.7%)

  Private practice 13 (57%)

  State employee 1 (4.3%)

  Unemployed 7 (30%)
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Table 2  Descriptive statistics for the recorded variables at each time point [mean (SD); n(%)]

Variable Time
T1 T2 T3 T4 T5

OHRQL: Question 1
  1 4 (17%) 4 (17%) 6 (26%) 12 (52%) 8 (35%)

  2 9 (39%) 4 (17%) 9 (39%) 7 (30%) 3 (13%)

  3 2 (7%) 4 (17%) 3 (13%) 2 (7%) 3 (13%)

  4 2 (7%) 2 (7%) 2 (7%) 0 1 (4%)

  5 3 (13%) 5 (22%) 0 0 1 (4%)

  6 1 (4%) 0 1 (4%) 0 1 (4%)

  7 0 2 (7%) 2 (7%) 2 (7%) 0

  8 1 (4%) 0 0 0 0

  9 1 (4%) 2 (7%) 0 0 0

  10 0 0 0 0 0

  Missing 0 0 0 0 6

OHRQL: Question 2 2 (8.7%) 7 (30%) 6 (26%) 3 (13%) 2 (12%)

  Missing 0 0 0 0 6

OHRQL: Questions 3-8 9.3 (2.6) 10.5 (3.4) 8.9 (3.2) 9.1 (3.7) 5.9 (4.2)

OHRQL: Questions 9-11 4 (2) 27 (6) 48 (10) 70 (15) 86 (18)

OHRQL: Questions 12-16 5.87 (1.29) 6.78 (2.58) 7.04 (3.04) 6.48 (2.13) 4.91 (3.63)

OHRQL: Question 17
  1 19 (83%) 17 (74%) 14 (61%) 13 (57%) 10 (59%)

  2 3 (13%) 3 (13%) 7 (30%) 6 (26%) 4 (24%)

  3 1 (4.3%) 2 (8.7%) 1 (4.3%) 2 (8.7%) 2 (12%)

  4 0 (0%) 0 (0%) 0 (0%) 2 (8.7%) 1 (5.9%)

  5 0 (0%) 1 (4.3%) 1 (4.3%) 0 (0%) 0 (0%)

  Missing 0 0 0 0 6

Fig. 1  Predicted scores for Q1 over time. T1 = treatment initiation, T2 = one day in treatment, T3 = seven days in treatment, T4 = day 30 in treatment, 
and T5 = day 30 in the retention phase
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Y2 subscales. Overall time was significant for both the 
STAI Y1 (Table 5, Fig. 7) and Y2 (Table 5, Fig. 8).

Discussion
The increased OHRQoL and STAI anxiety levels expe-
rienced by patients over the first days of CAT improved 
after 1  month of treatment. Recent evidence suggests 
that in younger patients (children and adolescents), 
the overall OHRQoL, as well as emotional and social 
status, improves after orthodontic treatment [21, 39]. 
Oral health-related quality of life, oral health impact 
and personality characteristics have been linked to sev-
eral oral conditions as well as to dental and orthodontic 

treatments [40–42]. However, these findings have not 
been consistent with the findings of some studies that 
failed to prove any such connection [43].

The relationships between personality traits and pain 
perception and attitude toward orthodontic treatment 
seem to be significant factors influencing patients’ ortho-
dontic treatment expectations [44]. Compared with 
males, females report increased pain frequency, duration 
and severity [45]. Late adolescent and adult patients were 
chosen for the present study because they represent the 
majority of patients currently receiving CAT worldwide 
[46]. Additionally, possible bias due to noncompliance is 
reduced in adults [23].

Fig. 2  Predicted probabilities of taking medication (Q2) over time. T1 = treatment initiation, T2 = one day in treatment, T3 = seven days in treatment, 
T4 = day 30 in treatment, and T5 = day 30 in the retention phase

Fig. 3  Predicted scores for oral dysfunction in Q3-8 patients over time. T1 = treatment initiation, T2 = one day in treatment, T3 = seven days 
in treatment, T4 = day 30 in treatment, and T5 = day 30 in the retention phase
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Pain/medication
Even though pain is not always a reliable indication 
of a pathological situation, patient self-reported pain 
questionnaires are considered diagnostic tools in both 
dentistry and orthodontics [47]. The present study dem-
onstrated significantly greater pain levels after 24  h of 
aligner use. However, these levels decreased at later treat-
ment stages. The peak of medication use occurred the 
day after treatment initiation, and the medication use 
decreased at later treatment stages. These findings agree 
with most of the previous research. The majority (90–
95%) of orthodontic patients experience pain during the 
first weeks of treatment [1, 48], especially after 24  h of 
appliance placement [23, 49]. During orthodontic treat-
ment, pain and fear are considered the most common 

patient complaints, often leading to early treatment dis-
continuation [50–52]. Pain levels may be influenced by 
age, sex, psychological status, anxiety levels, socioeco-
nomic background, individual pain perception, previous 
painful experiences and magnitude of orthodontic force 
[53, 54]. Pain and anxiety are closely related: higher anxi-
ety scores are associated with higher pain levels [55]. In 
some cases, people may be encouraged by their families 
at an early age to express their emotions more freely [53]. 
A review of the dental literature revealed a lack of con-
sensus on the association between pain tolerance and 
patient age. The pain threshold tends to increase with age 
[56, 57]. In contrast, conflicting results were obtained by 
Ngan et al., who failed to associate pain variability with 
age [49].

Fig. 4  Predicted scores for general activity disturbance in Q9-11 over time. T1 = treatment initiation, T2 = one day in treatment, T3 = seven days 
in treatment, T4 = day 30 in treatment, and T5 = day 30 in the retention phase

Table 3  Estimates (95% confidence intervals) and p values for the effect of time on Q1, Q3-8, Q9-11 and Q12-16

* Overall p value (Wald test)

Pain (Q1) Oral dysfunction (Q3-8) General activity disturbance 
(Q9-11)

Other oral symptoms (Q12-
16)

Time Coef. (95% 
Confidence Interval)

p value Coef. (95% 
Confidence Interval)

p value Coef. (95% 
Confidence Interval)

p value Coef. (95% 
Confidence 
Interval)

p value

T1 reference 0.004* reference 0.001* reference 0.001* reference 0.05*

T2 0.65 (-0.44 to 1.74) 0.24 1.17 (-0.32 to 2.67) 0.12 0.61 (-0.29 to 1.51) 0.18 0.91 (-0.25 to 2.07) 0.12

T3 -0.56 (-1.54 to 0.41) 0.26 -0.39 (-1.81 to 1.03) 0.59 -0.52 (-1.18 to 0.13) 0.12 1.17 (-0.14 to 2.49) 0.08

T4 -1.21 (-2.31 to -0.12) 0.03 -0.22 (-1.86 to 1.42) 0.80 -0.21 (-1.01 to 0.58) 0.59 0.61 (-0.29 to 1.50) 0.19

T5 -0.95 (-2.15 to 0.25) 0.12 -3.43 (-5.44 to -1.43) 0.001 -1.48 (-2.42 to -0.52)  > 0.01 0.96(-2.43 to 0.52) 0.20
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Recent studies have shown an association between pain 
discomfort or analgesic intake and the type/prescription 
of orthodontic appliances (fixed labial or lingual appli-
ances, CAT) or the prescription of fixed appliances (tip, 
torque) [23, 58–60]. Compared with those in patients 
treated with fixed appliances, pain in patients was report-
edly lower during the initial days of CAT treatment [26]. 
Moreover, patients who underwent CAT reported pres-
sure-like pain, whereas patients who used conventional 
fixed appliances reported more throbbing and duller 
pain [61]. Nevertheless, a recent study concluded that 
patient-reported pain during orthodontic treatment may 
be unpredictable 7 days after initial activation [49]. When 
patients are fully informed of any possible pain implica-
tions during orthodontic treatment, lower pain levels and 
analgesic medication use are expected during treatment 
[62, 63].

Oral function
The patients in the present study reported significantly 
greater oral function disturbances after 24  h of aligner 
use. However, these symptoms resolved at later treatment 
stages. Speech-related problems caused by CAT seemed 
to be more intense during the first days. Most patients 
recover to their normal state within 7-14  days, whereas 
some patients need up to 30-60  days to recover [64]. 
Both CAT and fixed orthodontic appliances may induce 
speech problems; however, CAT may affect speech to a 
greater degree [23, 65].

Food intake and mastication difficulties have been 
reported in patients undergoing orthodontic treatment 
[66, 67]. CAT devices have been found to be more com-
fortable than fixed orthodontic devices [61, 68]. This may 
be attributed to the fact that CAT patients are instructed 
to remove their aligners before any chewing activity.

General activity
The current study demonstrated an increase in patient 
impairment in terms of their everyday activities, sleep 
and work during the first day of aligner use. However, 
these levels decreased at later treatment stages and at 
the retention phase. A recent trial demonstrated that 
these sleeping disturbances during CAT or treatment 
with a lingual appliance may persist for up to 3 months 
[18]. Patients tend to report higher discomfort levels dur-
ing the evening and night [1]. However, some studies on 
patients undergoing CAT did not report any difficulties 
related to everyday activities, such as social interactions, 
work, or school performance [58, 61].

Fig. 5  Predicted scores for “not at all” responses in Q12-16 over time. T1 = treatment initiation, T2 = one day in treatment, T3 = seven days 
in treatment, T4 = day 30 in treatment, and T5 = day 30 in the retention phase

Table 4  Odds ratios (95% confidence intervals) and p values for 
the effect of time on Q1, Q2 and Q17

* Overall p value (Wald test)

Analgesic intake (Q2) Tooth discoloration (Q17)

Time Odds Ratio (95% 
Confidence 
Interval)

p value Odds Ratio (95% 
Confidence 
Interval)

p value

T1 reference 0.001* reference 0.40

T2 4.59 (1.22 to 17.36) 0.03 1.80 (0.63 to 5.16) 0.27

T3 3.71 (0.73 to 18.76) 0.11 2.83 (0.93 to 8.67) 0.07

T4 1.57 (0.64 to 3.87) 0.32 3.73 (0.87 to 15.93) 0.08

T5 1.72 (0.23 to 12.58) 0.59 3.48 (0.86 to 14.12) 0.08
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Fig. 6  Predicted probabilities for Q17 responses over time. T1 = treatment initiation, T2 = one day in treatment, T3 = seven days in treatment, 
T4 = day 30 in treatment, and T5 = day 30 in the retention phase

Table 5  Estimates (95% confidence intervals) and p values for the effect of time on the STAI Y1 and Y2 scores

* Overall p value (Wald test)

STAI Y1 STAI Y2

Time Coef. (95% Confidence Interval) p value Coef. (95% Confidence Interval) p value

T1 reference  < 0.001* reference  < 0.01*

T2 -3.30 (-9.81 to 3.20) 0.32 -1.22 (-7.92 to 5.49) 0.722

T3 -12.7 (-19.20 to -6.19)  < 0.001 -11.17 (-17.88 to -4.47) 0.001

Fig. 7  Predicted scores for the STAI Y1 over time
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Other symptoms (bad taste/smell, sores, food 
accumulation in the mouth)
Other symptoms persisted throughout the first week 
and descended toward the retention phase. A seven-day 
period seems to give patients the ability to assess any 
such symptoms, as they have already gained experience 
with aligners and move on to their second aligner set 
[69]. However, a recent study concluded that food pack-
ing between teeth, affecting 24% of the sample, and pain, 
affecting 16%, were the most common sources of dissatis-
faction immediately after CAT [70].

Patients choosing CAT often seek less irritating and 
more aesthetic orthodontic devices than traditional buc-
cal fixed appliances [71]. In fact, 70% of patients after 
3  months of CAT reported no irritation of the lingual 
or buccal mucosa [72]. However, compared with lin-
gual appliance-treated patients, aligner-treated patients 
reported lower scores for tongue sores but higher lip 
sores scores on the first day after treatment initiation 
[23]. A recent study reported that patients undergoing 
CAT may subjectively self-report bad breath and dry 
mouth symptoms at a high rate in the first three months 
of orthodontic treatment; however, these symptoms were 
not confirmed with objective measurements [73].

Tooth discoloration
A significant number of patients in the present study 
complained about discoloration at later treatment stages 
and in the retention phase; however, these findings 
did not reach statistical significance. The cause of this 

discoloration is multifactorial. CAT aligners present an 
ongoing alteration in their surface roughness caused by 
contact with composite attachments [74], which results 
in increased hardness depending on the composite filler 
[75]. Additionally, intraoral aging of aligners may alter 
their mechanical properties; thus, changes may occur 
after one week [76]. Moreover, intraoral aligner use may 
induce composite attachment cracks or fractures [75], 
which could lead to attachment discoloration. Intraoral 
aligner exposure to staining solutions may cause material 
discoloration in various drinks, such as coffee, tea and 
red wine [76].

STAI questionnaires
Overall time was a significant predictor of both STAI 
subscales. Previous studies assessing patient psycho-
logical status with these indices reported similar scores 
during the first month of orthodontic treatment with 
conventional fixed appliances; these scores were greater 
on the first day of treatment and decreased over the 
first month of treatment [77, 78]. It is important to keep 
patients well informed at the initial treatment stages to 
reduce anxiety [79].

Clinical significance of the study
The present study supports clinicians in how to address 
patients’ complaints during CAT. Patients tend to report 
higher depression and anxiety levels at the initial CAT 
stages, even in the absence of attachments and/or IPR. 
These levels tend to increase over the course of treatment, 

Fig. 8  Predicted scores for the STAI Y2 score over time
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resulting in a decrease in anxiety scores in the retention 
phase when no active tooth movements are performed. 
Patients should be informed that some discomfort and/
or pain are expected during the initial stage of treatment; 
thus, pain killers might be wise to prescribe in advance. 
The change in tooth color may be attributed to the shad-
ing effect that clear aligners induce during intraoral use, 
and patients must be informed about this phenomenon 
accordingly. Clinicians should be aware of these difficul-
ties, provide instruction in advance and reassure patients 
that their initial symptoms tend to improve over time.

Limitations
The sample in the present study was rather small since 
the sample size of the aligner treatment arms in most 
published papers was 30 or more. However, we adopted 
a robust methodology; i.e., our sample was homoge-
neous with respect to age and sex and met strict inclu-
sion and exclusion criteria. All patients were treated 
by the same clinician and with the same aligner system 
under the same attachment bonding clinical protocol 
and were given specific instructions concerning aligner 
maintenance/wear as well as postoperative clinical com-
plications such as pain. Moreover, the protocol did not 
consider different biomechanical parameters or aligner 
characteristics, such as precision cuts, pressure points, 
power ridges, or elastics. The patients presented with lit-
tle or mild need for orthodontic treatment; however, the 
association between patient severity and OHRQoL/STAI 
was not evaluated. The questionnaire used in the pre-
sent study was used extensively in several previous stud-
ies [16–18, 23]; however, questions about eating or food 
debris or swallowing while wearing appliances are more 
relevant for patients with fixed appliances.

Generalizability
The results of the present study may not necessarily be 
generalizable to other populations.

Conclusions

•	 Pain levels and the probability of consuming pain 
killers were increased one day after initiation of CAT 
and decreased thereafter.

•	 OHRQoL scores were negatively affected at the ini-
tial phase of the CAT. All the parameters of the index 
improved at later treatment stages.

•	 Subjective tooth discoloration did not differ between 
time points.

•	 Patients reported higher depression and anxiety 
scores at the initial appointment, while lower scores 
were recorded after one month of aligner use and 
even lower after one month in the retention phase.

Appendix
The Greek version of the OHRQoL questionnaire [16, 79] 
was used:

It is important for us to know how orthodontic appli-
ances have affected daily life to improve the quality of 
care. Please choose the number that corresponds to your 
assessment over the past 24 h.

1. Rate the worst pain you have felt during the past 24 h 
on a scale of 1 to 10 (1- not at all, 10 — very much).

2. Have you taken any medication to relieve pain today? 
(0 = no, 1 = yes).

For the following questions, please use this rating: 
1 = no instances, 2 = few instances, 3 = some instances, 
4 = several instances, 5 = numerous instances.

3. Has it been difficult to speak today?
4. Has it been difficult to swallow today?
5. Has it been difficult to open your mouth today?
6.Were there any foods you could not eat today?
7. Have you enjoyed your food today?
8. Have you noticed a change in your sense of taste today?
9.Was it difficult to sleep last night?
10. Does the appliance disturb you at work or when 

studying today?
11. Has it been difficult to continue your daily activities 

today?
12. Do you have sores on your tongue?
13. Do you have sores on your cheeks?
14. Do you have sores on your lip?
15. Have you had a bad taste or bad smell in your 

mouth today?
16. Has there been any food debris under the appliance 

today?
17. Have you noticed a change in the color of your teeth?
Please report any complaints you may have.

Authors’ contributions
P.R. conceptualization, methodology, investigation, writing—original review 
and editing. G.V. investigation, writing—original draft, review and editing. G.A. 
conceptualization, methodology, investigation, writing—original review and 
editing. N.P.: formal analysis, methodology. I.S.: conceptualization, methodology, 
investigation, project administration, writing—review and editing, supervision. 
All authors have read and agreed to the published version of the manuscript.

Funding
The authors declare that no funds, grants, or other support was received dur-
ing the preparation of this manuscript.

Availability of data and materials
No datasets were generated or analysed during the current study.

Declarations

Ethics approval and consent to participate
The study was conducted according to the guidelines of the Declaration of 
Helsinki and approved by the Scientific and Ethics Committee of the Athens 
Dental Association, Greece (1009, 16/6/2021). Informed consent was obtained 
from all the participants involved in the study.



Page 11 of 12Roulias et al. BMC Psychology          (2024) 12:346 	

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 30 November 2023   Accepted: 30 May 2024

References
	1.	 Jones M, Chan C. The pain and discomfort experienced during orthodon-

tic treatment: a randomized controlled clinical trial of two initial aligning 
arch wires. Am J Orthod Dentofacial Orthop. 1992;102(4):373–81.

	2.	 De Jongh A, Meijerink-Anderson M. Clinical management of dental anxi-
ety: what works for whom? Int Dent J. 2005;55:73–80.

	3.	 Klages U, Ulusoy O, Kianifard S, Wehrbein H. Dental trait anxiety and pain 
sensitivity as predictors of expected and experienced pain in stressful 
dental procedures. Eur J Oral Sci. 2004;112(6):477–83.

	4.	 Simpson MG, Sawatzky JV. Clinical placement anxiety in undergraduate 
nursing students: a concept analysis. Nurse Educ Today. 2020;87:104329.

	5.	 Gherunpong S, Tsakos G, Sheiham A. Developing and evaluating an oral 
health-related quality of life index for children; the CHILD- OIDP. Com-
munity Dent Health. 2004;21(2):161–9.

	6.	 Aaronson NK. Quality of life: what is it? How should it be measured? 
Oncology (Williston Park). 1988;2(5):69–76, 64.

	7.	 Troidl H, Kusche J, Vestweber KH, Eypasch E, Koeppen L, Bouillon B. Qual-
ity of life: an important endpoint both in surgical practice and research. J 
Chronic Dis. 1987;40(6):523–8.

	8.	 Slevin ML, Plant H, Lynch D, Drinkwater J, Gregory WM. Who should 
measure quality of life, the doctor or the patient? Br J Cancer. 
1988;57(1):109–12.

	9.	 Reisine ST, Weber J. The effects of temporomandibular joint disorders on 
patients’ quality of life. Community Dent Health. 1989;6(3):257–70.

	10.	 Savin J, Ogden GR. Third molar surgery—a preliminary report on aspects 
affecting quality of life in the early post-operative period. Br J Oral Maxil-
lofac Surg. 1997;35(4):246–53.

	11.	 Sischo L, Broder HL. Oral health-related quality of life: what, why, how, 
and future implications. J Dent Res. 2011;90(11):1264–70.

	12.	 Cunningham SJ, Hunt NP. Quality of life and its importance in orthodon-
tics. J Orthod. 2001;28(2):152–8.

	13.	 Inglehart MR, Bagramian R. Oral health-related quality of life. Chicago: 
Quintessence; 2002.

	14.	 Locker D, Jokovic A. Using subjective oral health status indicators to 
screen for dental care needs in older adults. Community Dent Oral Epide-
miol. 1996;24(6):398–402.

	15.	 O’Brien K, Kay L, Fox D, Mandall N. Assessing oral health outcomes for 
orthodontics–measuring health status and quality of life. Community 
Dent Health. 1998;15(1):22–6.

	16.	 Chaushu S, Becker A, Zeltser R, Vasker N, Chaushu G. Patients’ perceptions 
of recovery after surgical exposure of impacted maxillary teeth treated 
with an open-eruption surgical-orthodontic technique. Eur J Orthod. 
2004;26(6):591–6.

	17.	 Chaushu S, Becker A, Zeltser R, Branski S, Vasker N, Chaushu G. Patients 
perception of recovery after exposure of impacted teeth: a comparison 
of closed- versus open-eruption techniques. J Oral Maxillofac Surg. 
2005;63:323–9.

	18.	 Chaushu G, Becker A, Zeltser R, Vasker N, Branski S, Chaushu S. Patients’ 
perceptions of recovery after routine extraction of healthy premolars. Am 
J Orthod Dentofacial Orthop. 2007;131(2):170–5.

	19.	 Jokovic A, Locker D, Stephens M, Kenny D, Tompson B, Guyatt G. Validity 
and reliability of a questionnaire for measuring child oral-health-related 
quality of life. J Dent Res. 2002;81(7):459–63.

	20.	 Feu D, Miguel JA, Celeste RK, Oliveira BH. Effect of orthodontic treatment 
on oral health-related quality of life. Angle Orthod. 2013;83(5):892–8.

	21.	 Chen M, Wang DW, Wu LP. Fixed orthodontic appliance therapy and its 
impact on oral health-related quality of life in Chinese patients. Angle 
Orthod. 2010;80(1):49–53.

	22.	 Ferrando-Magraner E, García-Sanz V, Bellot-Arcís C, Montiel-Company JM, 
Almerich-Silla JM, Paredes-Gallardo V. Oral health-related quality of life of 
adolescents after orthodontic treatment. A systematic review. J Clin Exp 
Dent. 2019;11(2):194–202.

	23.	 Angelopoulos GG, Kanarelis P, Vagdouti G, Zavlanou A, Sifakakis I. Oral 
impacts of aligners versus fixed self-ligating lingual orthodontic appli-
ances. Appl Sci. 2021;11(21):10074.

	24.	 Galan-Lopez L, Barcia-Gonzalez J, Plasencia E. A systematic review of the 
accuracy and efficiency of dental movements with Invisalign. Korean J 
Orthod. 2019;49(3):140–9.

	25.	 Almasoud NN. Pain perception among patients treated with passive self-
ligating fixed appliances and Invisalign® aligners during the first week of 
orthodontic treatment. Korean J Orthod. 2018;48(5):326–32.

	26.	 Cardoso PC, Espinosa DG, Mecenas P, Flores-Mir C, Normando D. Pain 
level between clear aligners and fixed appliances: a systematic review. 
Prog Orthod. 2020;21(1):3.

	27.	 Diddige R, Negi G, Kiran KVS, Chitra P. Comparison of pain levels in 
patients treated with 3 different orthodontic appliances—a randomized 
trial. Med Pharm Rep. 2020;93(1):81–8.

	28.	 Sauer MK, Drechsler T, Peron PF, Schmidtmann I, Ohlendorf D, Wehrbein 
H, Erbe C. Aligner therapy in adolescents: first-year results on the impact 
of therapy on oral health-related quality of life and oral hygiene. Clin Oral 
Investig. 2023;27(1):369–75.

	29.	 Antonio-Zancajo L, Montero J, Albaladejo A, Oteo-Calatayud MD, Alva-
rado-Lorenzo A. Pain and oral-health-related quality of life in orthodontic 
patients during initial therapy with conventional, low-friction, and lingual 
brackets and aligners (Invisalign): a prospective clinical study. J Clin Med. 
2020;9(7):2088.

	30.	 Brook PH, Shaw WC. The development of an index of orthodontic treat-
ment priority. Eur J Orthod. 1989;11:309–20.

	31.	 Cattell RB, Scheier IH. The meaning and measurement of neuroticism and 
anxiety. New York: Ronald Press; 1961.

	32.	 Cattell RB. Patterns of change: Measurement in relation to state dimen-
sion, trait change, lability, and process. Chicago: Rand McNally & Co; 1966.

	33.	 Spielberger C. Preliminary manual for the State-Trait Personality Inventory, 
Human Resources Institute. Tampa: University of South Florida; 1980.

	34.	 Spielberger C. Theory and research on anxiety. In: Spielberger CD, editor. 
Anxiety and behavior. New York: Academic Press; 1966.

	35.	 Spielberger C. Anxiety as an emotional state. In: CDS, editor. Anxiety: 
current trends in theory and research. (Vol. 1). New York: Academic Press; 
1972.

	36.	 Spielberger C. The nature and measurement of anxiety. In: CDSRDG, edi-
tor. Cross-cultural anxiety. Washington, DC: Hemisphere/Wiley; 1976.

	37.	 Spielberger CD, Gorsuch RL, Lushene RE. Manual STAI, Cuestionario de 
Ansiedad Estado Rasgo. Madrid: TEA Ediciones; 1982. 

	38.	 Fountoulakis KN, Papadopoulou M, Kleanthous S, Papadopoulou A, Bizeli 
VT, Nimatoudis I, Iacovides A, Kaprinis GS. Reliability and psychometric 
properties of the Greek translation of the State-Trait Anxiety Inventory 
form Y: preliminary data. Ann Gen Psychiatry. 2006;5:2.

	39.	 Javidi H, Vettore M, Benson PE. Does orthodontic treatment before 
the age of 18 years improve oral health-related quality of life? A 
systematic review and meta-analysis. Am J Orthod Dentofacial Orthop. 
2017;151(4):644–55.

	40.	 Al-Omiri MK, Abu Hantash RO, Abu Yunis M, Lynch E. Relationship 
between personality and impacts of implant treatment on daily living. 
Clin Imp Dent Relat Res. 2012;14(Suppl 1):2–10.

	41.	 Younis A, Al-Omiri MK, Hantash RO, Alrabab’Ah M, Dar-Odeh N, Abu Ham-
mad O, Khraisat A. Relationship between dental impacts on daily living, 
satisfaction with the dentition and personality profiles among a Palestin-
ian population. Odontostomatol Trop. 2012;35(138):21–30.

	42.	 Abu Alhaija ES, Abu Nabaa MA, Al Maaitah EF, Al-Omairi MK. Comparison 
of personality traits, attitude toward orthodontic treatment, and pain per-
ception and experience before and after orthodontic treatment. Angle 
Orthod. 2015;85(3):474–9.

	43.	 Abu Alhaija ES, Aldaikki A, Al-Omairi MK, Al-Khateeb SN. The relationship 
between personality traits, pain perception and attitude toward ortho-
dontic treatment. Angle Orthod. 2010;80(6):1141–9.

	44.	 Bos A, Hoogstraten J, Prahl-Andersen B. Expectations of treatment and 
satisfaction with dentofacial appearance in orthodontic patients. Am J 
Orthod Dentofacial Orthop. 2003;123(2):127–32.



Page 12 of 12Roulias et al. BMC Psychology          (2024) 12:346 

	45.	 Dao TT, LeResche L. Gender differences in pain. J Orofac Pain. 
2000;14(3):169–84. discussion 184-195.

	46.	 Papadimitriou A, Mousoulea S, Gkantidis N, Kloukos D. Clinical effective-
ness of Invisalign® orthodontic treatment: a systematic review. Prog 
Orthod. 2018;19(1):37.

	47.	 Horowitz LG, Kehoe L, Jacobe E. Multidisciplinary patient care in preven-
tive dentistry: Idiopathic dental pain reconsidered. Clin Prev Dent. 
1991;13(6):23–9.

	48.	 Xiaoting L, Yin T, Yangxi C. Interventions for pain during fixed orthodontic 
appliance therapy. A systematic review. Angle Orthod. 2010;80(5):925–32.

	49.	 Ngan P, Kess B, Wilson S. Perception of discomfort by patients under-
going orthodontic treatment. Am J Orthod Dentofacial Orthop. 
1989;96(1):47–53.

	50.	 Haynes S. Discontinuation of orthodontic relative to patient age ortho-
dontic. J Dent. 1974;2(4):138–42.

	51.	 Patel V. Noncompletion of orthodontic treatment: a study of patient and 
parental factors contributing to discontinuation in the hospital service 
and specialist practice. University of Wales, Heath Park, Thesis; 1989.

	52.	 Lew KK. Attitudes and perceptions of adults toward orthodontic 
treatment in an Asian community. Community Dent Oral Epidemiol. 
1993;21(1):31–5.

	53.	 White DW, Julien KC, Jacob H, Campbell PM, Buschang PH. Discomfort 
associated with Invisalign and traditional brackets: a randomized, pro-
spective trial. Angle Orthod. 2017;87(6):801–8.

	54.	 Chapman CR, Turner JA. Psychological control of acute pain. J Pain Symp-
tom Manage. 1986;1(1):9–20.

	55.	 Weisenberg MI. Pain and pain control. Psychol Bull. 1977;84(5):1008–44.
	56.	 Hardy JD, Wolff HG, Goodell H. Pain sensations and reactions. New York: 

Hafner; 1952.
	57.	 Tucker MA, Andrew MF, Ogle SJ, Davison JG. Age-associated change in 

pain threshold measured by transcutaneous neuronal electrical stimula-
tion. Age Aging. 1989;18(4):241–6.

	58.	 Shalish M, Cooper-Kazaz R, Ivgi I, Canetti L, Tsur B, Bachar E, Chaushu S. 
Adult patients’ adjustability to orthodontic appliances. Part I: a comparison 
between Labial, Lingual, and Invisalign™. Eur J Orthod. 2012;34(6):724–30.

	59.	 Papageorgiou SN, Gölz L, Jäger A, Eliades T, Bourauel C. Lingual vs. labial 
fixed orthodontic appliances: sys-tematic review and meta-analysis of 
treatment effects. Eur J Oral Sci. 2016;124(2):105–18.

	60.	 Pringle AM, Petrie A, Cunningham SJ, McKnight M. Prospective randomized 
clinical trial to compare pain levels associated with 2 orthodontic fixed 
bracket systems. Am J Orthod Dentofacial Orthop. 2009;136(2):160–7.

	61.	 Alajmi S, Shaban A, Al-Azemi R. Comparison of short-term oral impacts 
experienced by patients treated with invisalign or conventional fixed 
orthodontic appliances. Med Princ Pract. 2020;29(4):382–8.

	62.	 Doll GM, Zentner A, Klages U, Sergl HG. Relationship between patient dis-
comfort, appliance acceptance and compliance in orthodontic therapy. J 
Orofac Orthop. 2000;61(6):398–413.

	63.	 Bos A, Hoogstraten J, Prahl-Andersen B. The theory of reasoned action 
and patient compliance during orthodontic treatment. Community Dent 
Oral Epidemiol. 2005;33(6):419–26.

	64.	 Ali Baeshen H, El-Bialy T, Alshehri A, Awadh W, Thomas J, Dhillon H, Patil S. 
The effect of clear aligners on speech: a systematic review. Eur J Orthod. 
2023;45(1):11–9.

	65.	 Wang D, Firth F, Bennani F, Farella M, Mei L. Immediate effect of clear 
aligners and fixed appliances on perioral soft tissues and speech. Orthod 
Craniofac Res. 2023;26(3):425–32.

	66.	 Trein MP, Mundstock KS, Maciel L, Rachor J, Gameiro GH. Pain, masticatory 
performance and swallowing threshold in orthodontic patients. Dental 
Press J Orthod. 2013;18(6):117–23.

	67.	 Magalhães IB, Pereira LJ, Andrade AS, Gouvea DB, Gameiro GH. The influ-
ence of fixed orthodontic appli-ances on masticatory and swallowing 
threshold performances. J Oral Rehabil. 2014;41(12):897–903.

	68.	 Flores-Mir C, Brandelli J, Pacheco-Pereira C. Patient satisfaction and qual-
ity of life status after 2 treatment modalities: Invisalign and conventional 
fixed appliances. Am J Orthod Dentofacial Orthop. 2018;154(5):639–44.

	69.	 Miller KB, McGorray SP, Womack R, Quintero JC, Perelmuter M, Gibson J, 
Dolan TA, Wheeler TT. A comparison of treatment impacts between Invis-
align aligner and fixed appliance therapy during the first week of treat-
ment. Am J Orthod Dentofacial Orthop. 2007;131(3):302.e1–9. https://​doi.​
org/​10.​1016/j.​ajodo.​2006.​05.0.

	70.	 Pacheco-Pereira C, Brandelli J, Flores-Mir C. Patient satisfaction and qual-
ity of life changes after Invisalign treatment. Am J Orthod Dentofacial 
Orthop. 2018;153(6):834–41. https://​doi.​org/​10.​1016/j.​ajodo.​2017.​10.​023.

	71.	 Nedwed V, Miethke RR. Motivation, acceptance and problems of Invis-
align patients. J Orofac Orthop. 2005;66(2):162–73.

	72.	 Schaefer I, Braumann B. Halitosis, oral health and quality of life during 
treatment with Invisalign (®) and the effect of a low-dose chlorhexidine 
solution. J Orofac Orthop. 2010;71(6):430–41.

	73.	 Papadopoulou AK, Cantele A, Polychronis G, Zinelis S, Eliades T. Changes 
in roughness and mechanical properties of Invisalign® appliances after 
one- and two-weeks use. Materials (Basel). 2019;12(15):2406.

	74.	 Barreda GJ, Dzierewianko EA, Muñoz KA, Piccoli GI. Surface wear of resin 
composites used for Invisalign® attachments. Acta Odontol Latinoam. 
2017;30(2):90–5.

	75.	 Zafeiriadis AA, Karamouzos A, Athanasiou AE, Eliades T, Palaghias G. 
In vitro spectrophotometric evaluation of Vivera clear thermoplastic 
retainer discolouration. Aust Orthod J. 2014;30(2):192–200.

	76.	 Wang J, Tang X, Shen Y, Shang G, Fang L, Wang R, Xu Y. The correlations 
between health-related quality of life changes and pain and anxiety in 
orthodontic patients in the initial stage of treatment. Biomed Res Int. 
2015;2015:725913.

	77.	 Curto A, Alvarado-Lorenzo A, Albaladejo A, Alvarado-Lorenzo A. Oral-
health-related quality of life and anxiety in orthodontic patients with 
conventional brackets. Int J Environ Res Public Health. 2022;19(17):10767.

	78.	 Barel PS, Sousa CS, Poveda VB, Turrini RNT. Anxiety and knowledge of 
patients before being subjected to or-thognathic surgery. Rev Bras 
Enferm. 2018;71(suppl 5):2081–6.

	79.	 Shugars DA, Benson K, White RP Jr, Simpson KN, Bader JD. Developing a 
measure of patient perceptions of short-term outcomes of third molar 
surgery. J Oral Maxillofac Surg. 1996;54(12):1402–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.ajodo.2006.05.0
https://doi.org/10.1016/j.ajodo.2006.05.0
https://doi.org/10.1016/j.ajodo.2017.10.023

	Effect of aligners on patients’ oral health-related quality of life and anxiety: a prospective pilot study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Contributions to the literature
	Introduction
	Materials and methods
	OHRQoL questionnaire
	STAI questionnaires
	Statistical analysis

	Results
	OHRQoL questionnaire
	STAI questionnaires

	Discussion
	Painmedication
	Oral function
	General activity
	Other symptoms (bad tastesmell, sores, food accumulation in the mouth)
	Tooth discoloration
	STAI questionnaires
	Clinical significance of the study
	Limitations
	Generalizability

	Conclusions
	Appendix
	References


