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INTRODUCTION 

Although many advances have been recently introduced 

to the field of dentistry, estimates still indicate that oral 

diseases still represent a major health problem, being 

highly prevalent in different global communities.1-3 Many 

complications can occur secondary to oral health 

conditions, including systemic events. Children can also 

be affected, and their quality of life might be remarkably 

impaired.4-6 To evaluate oral health-related quality of life 

(OHRQoL) in children, both the clinical indices and 

parenteral reporting can be used to achieve this effect.6 

OHRQoL can be defined as a multifactorial parameter 

that can be used to assess the patient's self of sense, 

satisfaction, and expectations of care, functional well-

being, and oral health.6 Therefore, many researchers 
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focused their efforts on optimizing the method of 

reporting of the different domains of OHRQoL in 

children, whether based on self-reporting from patients or 

their caregivers. In this context, many modalities were 

reported in the literature with variable characteristics and 

advantages, and some of them are designated for specific 

age groups. In contrast, others were developed for 

different children age groups.7,8 In the present literature 

review, we will formulate evidence regarding the 

different instruments that have been reported in the 

literature to assess OHRQoL in children. 

LITERATURE REVIEW  

This literature review is based on an extensive literature 

search in Medline, Cochrane, and EMBASE databases on 

which was performed 3rd December 2021 using the 

medical subject headings (MeSH) or a combination of all 

possible related terms, according to the database. To 

avoid missing poetential studies, a further manual search 

for papers was done through Google Scholar, while the 

reference lists of the initially included papers. Studies 

discussing instruments used to assess oral health-related 

quality of life of children were screened for useful 

information, with no limitations posed on date, language, 

age of participants, or publication type. 

DISCUSSION 

The research aim is the main determinant and different 

parameters to assess OHRQoL in children. Accordingly, 

the scale items should be as specific as possible and 

should only contain items aiming to assess the OHRQoL 

among children. In this context, items that cannot 

discriminate between children and cannot assess the 

ORHRQoL based on a related condition should be 

excluded from the scale. Moreover, when developing a 

novel tool, it should be noted that sensitive-to-change 

items are much required to assess the impact of an 

intervention or a treatment modality, especially when 

conducting clinical trials.  

Among the different studies in the literature, evidence 

shows that many OHRQoL measures have been validated 

in this context. However, it should be noted that many 

concerns are usually associated when developing these 

modalities. This has been attributed to the fact that the 

assessment of OHRQoL is remarkably age-specific. 

Therefore, assessing these modalities in children is 

significantly different from in adults. Nevertheless, 

studies indicate that many tools have been validated for 

assessing OHRQoL in children. These include the child 

oral health impact profile (COHIP), Child oral impacts on 

daily performances (Child-OIDP), pediatric oral health-

related quality of life (POQL), the early childhood oral 

health impact score (ECOHIS), the child perception 

questionnaire (CPQ), the parental-caregiver perceptions 

questionnaire (P-CPQ), family impact scale (FIS), the 

pediatric quality of life inventory™ oral health scale™ 

(PedsQL™ oral health scale™), oral health-related 

quality of life for patients with hypodontia (OHRQoL 

hypodontia), malocclusion impact questionnaire (MIQ), 

dental freetime tradeoff scale (DFTO), impact of fixed 

appliances questionnaire (IFAQ), child dental pain 

questionnaire (Child-DPQ), scale of oral health outcomes 

for 5-year old children (SOHO-5), early childhood oral 

health impact scale (ECOHIS), dental discomfort 

questionnaire (DDQ), oral health‑related early childhood 

quality of life (OH-ECQOL), and Michigan oral health-

related quality of life (Michigan-OHRQoL).9-26 

In 2002, the CPQ11-14 was first reported by Jokovic et al 

and included 37 items to assess OHRQoL in children 

aged 11-14 years old.23 The CPQ8-10 was first reported 

in 2004 and targeted children aged 8-10 years old and 

consisted of 25 items. The Child-OIDP was also first 

reported in 2004 and consisted of 8 items, targeting 

children 10-12 years of age.14,27 Moreover, the ECOHIS 

tool was developed in 2007 and aimed at assessing the 

OHRQoL in children at 3-5 years old.20 The COHIP 

questionnaire was first reported in 2007 and consisted of 

34 items and targeted children aged 7-18 years old.15 

Finally, the POQL was developed and first reported in 

2011 and consisted of 20 items that targeted children aged 

2-12 years of age.9 It should be noted that the POQL, FIS, 

PedsQL™ oral health scale™, and P-CPQ are the only 

modalities that can be effectively used for the assessment 

of OHRQoL in all adolescents and all childhood cycles. 

Moreover, the OHRQoL hypodontia questionnaire, MIQ, 

IFAQ, DFTO, CPQ11-14, CPQ8-10, child-OIDP, child-

OHIP, and child-DPQ are the currently available tools 

that can be used to assess OHRQoL in adolescents and 

schoolchildren. Regarding the assessment of OHRQoL in 

preschoolers, it has been shown that the only available 

tools for this context include the SOHO-5, OH-ECQOL, 

Michigan-OHRQoL, ECOHIS, and DDQ questionnaires. 

Among the different reported scales, it can be observed 

that the first measurement to assess OHRQoL in children 

has been the CPQ.28 Besides, as we mentioned, there are 

two forms of ages for this questionnaire. However, it is 

not clear whether these two forms are continuous and 

complement each other or not. It has been furtherly 

shown that the ECOHIS scale can be used to assess 

OHRQoL in preschool children based on the evaluation 

of different parameters and conditions, including 

craniofacial, orthodontic, and dental conditions based on 

reports of caregivers of these children.20 The POQL score 

has been reported to be a more novel questionnaire that 

can be better used for both school-aged and preschool 

children.9 It has been shown that the questionnaire can 

significantly identify caries and other dental conditions 

among both vulnerable and general conditions. When this 

tool was first reported, it was meant to evaluate OHRQoL 

among 12-year-old children in Thailand.14 However, 

evidence from multiple investigations shows that the tool 

has been extensively used among different global 

communities and has been translated into many 

languages. Accordingly, it has been reported among 

population-based investigations and mainly aims at 
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assessing the impact of oral disorders on everyday 

activities and different parameters of OHRQoL.27 

It should be noted that both the positive and negative 

health impact of the different oral conditions was first 

reported in combination using the COHIP tool.29 

Accordingly, relevant studies indicated that it could be 

effectively used to exclude the presence or impact of an 

oral condition and assess the enhanced well-being and 

positive attributes secondary to applying adequate care.30-

32 Different versions were reported among the different 

studies in the literature for this tool, including a short 

form and teacher, caregiver, and child versions. Evidence 

indicates that assessment and utilization of information 

regarding OHRQoL can be effectively conducted via 

short forms in a quick and facilitated pattern. It has been 

furtherly shown that all of the reported instruments have 

been used in different languages and were used in many 

clinical studies.29 

A previous systematic review compared the different used 

for assessment of OHRQoL in different age groups, 

including adolescents, schoolchildren, and preschoolers, 

in addition to scales that assessed OHRQoL among mixed 

populations of children.7 Based on the standard criteria of 

the evaluating measures of patient-reported outcomes 

(EMPRO) tool, it has been shown that the CPQ11-14 for 

schoolchildren and the ECOHIS in preschoolers are the 

most highly rated scales based on evidence from different 

studies. Moreover, it has been shown that the impact of 

oral health and related conditions on the family of the 

affected children was also reported to be best assessed 

using the FIS scale. However, it should also be noted that 

other tools can also be recommended based on their 

performance among the various relevant studies. These 

might include the P-CPQ and the POQL for any age and 

the child-OHIP and child-OIDP in schoolchildren. On the 

other hand, it has been reported that instruments 

designated to assess hypodontia and malocclusion were 

below the threshold of criteria while CPQ8-10 in 

schoolchildren and the SOHO-5 in preschoolers scored 

just above the threshold, which makes them also valid to 

be used for evaluation of OHRQoL in children.7 

Although most of the reported tools in the literature are 

adequately validated for measuring OHRQoL among 

preschoolers, it has been shown that only the ECOHIS is 

most frequently correlated with acceptable significant 

levels of interpretability, responsiveness, and reliability. 

In another context, although it has been reported that the 

SOHO-5 has a high responsiveness rate, evidence 

indicates that more data is still needed for further 

evaluation of the interpretability and reliability of the 

modality.33,34 Other advantages were also reported for the 

ECOHIS system, including having a section for assessing 

the impact of children's dental conditions on the quality of 

life of their families and being translated to at least 14 

global languages among the different international 

investigations. Evidence indicates that both the SOHO-5 

and ECOHIS tools are widely used as generic modalities 

for the assessment of OHRQoL among children based on 

their abilities to evaluate dental health diseases and also 

being able to evaluate several oral pathogens.4,35 

Regarding the tools that have been validated for 

assessment of OHRQoL among adolescents, evidence 

shows that the most significant tools include the child-

OHIP, the child-OIDP, and the CPQ11-14, having the 

highest scores on the EMPRO assessment scale, in 

addition to being the most favorable results of 

responsiveness, validity, reliability, and conceptual 

model. It has been furtherly shown that a high EMPRO 

score for interpretability was also reported for the 

CPQ11-14, which has also been reported to be valid for 

evaluating many conditions, including craniofacial 

disorders, malocclusion, dental fluorosis, enamel defects, 

and caries.23,36-41 This tool is long (consists of 34 items). 

However, it has been shown that using the short version 

of the tool can allow for a facilitated evaluation and easy 

interpretation. 

Among the different studies in the literature, evidence 

also indicates that the POQL, P-CPQ, and the FIS are the 

most validated measures for evaluation of OHRQoL 

among children of any age group. However, it should be 

considered that the POQL is only used for evaluating 

dental caries, the P-CPQ is used for evaluating OHRQoL 

of children based on their parent's perspectives, and the 

FIS also evaluates the impact on the quality of life of 

families. Moreover, research indicates that the P-CPQ and 

FIS tools were originally developed to assess OHRQoL 

among children aged 6-14 years old. However, it has been 

shown that these tools can be furtherly used to assess 

these outcomes in children ≥3 years old based on their 

psychometric characteristics. Besides, they are present in 

five different languages, and short segments of these tools 

were also validated among different studies in the 

literature for evaluating the OHRQoL in different 

conditions. These include orthodontic treatment, dental 

fluorosis, oro-facial conditions, and dental caries.24,26,42,43 

A previous systematic review also indicates the validity 

and significance of using P-CPQ, child-OHIP, and child-

ODIP to assess OHRQoL in children.8 It should be noted 

that the number of studies analyzed in this review was 

less than the number of investigations analyzed in the 

review by Zaror et al which showed more favorable 

results for these instruments regarding interpretability, 

responsiveness, and reliability.7 It should be noted that 

age is a vital factor that should be considered when 

screening for OHRQoL in children. Therefore, it is 

logical that the way of reporting OHRQoL among 

children is different based on age and how they interpret 

this data. 

Among the different studies in the literature, it has been 

reported that the only instrument that can adequately 

assess OHRQoL with age variations without missing any 

essential age-related information is the PedsQL-OH 

tool.25,44 However, it should be noted that self-reporting in 

children can be adequately obtained when the child is 
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around six years old. This is because children usually 

compare their personality traits and physical features and 

begin abstract thinking by this age. In this context, a 

previous SOHO-5-based investigation reported that the 

reported aspects of OHRQoL among children and their 

caregivers were remarkably significant.45 However, it 

should be noted that not all tools can assess such 

differences as we previously mentioned. Accordingly, 

further research is needed to adapt such assessment 

strategies adequately. 

CONCLUSION 

The present review provides evidence regarding the 

currently available instruments to assess the OHRQoL in 

children. Many instruments were reported, and some were 

designated for preschoolers. In contrast, others for 

schoolchildren and adolescents, and some researchers 

reported that some tools could be used to assess OHRQoL 

in different age groups. Moreover, some tools can also be 

used to assess the OHRQoL of children based on their 

parent's perspectives. These include FIS, P-CPQ, and the 

CPQ questionnaires. Evidence indicates the validity of 

these instruments, which can also be easily applied and 

adapted among different languages and communities. 
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