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The treatment modalities in oral rehabilitation are
numerous. When to treat and which treatment to

choose has historically been decided by the clinician,
often in an unstructured manner that is considered
more art than science.1–4 A shift from this “paternal-
istic” attitude toward a more patient-oriented one has

become evident,5 in line with shared decision making.3

The importance of patient involvement in clinical de-
cision making has been outlined,6–8 which has given
rise to a number of methods for measuring the pa-
tient’s thoughts and needs in dentistry.9 These meth-
ods have come to be known as measures of oral
health–related quality of life (OHRQoL).10 The mea-
sures have mostly been used in population studies and
not for individual clinical treatment planning.11 It has
been stated, however, that the OHRQoL measures
could potentially be used to predict treatment needs
and select therapies.9,11

By using methods to incorporate patient-generated
aspects of treatment, the practitioner is thought to be
able to prescribe a better individualized treatment
plan.8,12,13 It has been emphasized, however, that such
methods are not substitutes for objective measures, but
rather an adjunct.6,9 In clinical practice, a measure to
aid in the decision-making process should be a sim-
ple and structured one.6 It should fulfill the practition-
ers need for information, and the information
generated should be exhaustive.14

Purpose: The effect of impaired oral functions is best described by the patient, and a
shift toward a patient-oriented decision-making process in oral rehabilitation is evident.
The Oral Health Impact Profile-49 (OHIP-49) questionnaire has been the most
commonly used method to measure oral health–related quality of life (OHRQoL) in
dentistry. An individualized method, the Schedule for the Evaluation of Individual
Quality of Life–Direct Weighing (SEIQoL-DW), has proven to fulfill most of the criteria for
a method to assist in the decision-making process. The purpose of this study was to
compare the ability of the OHIP-49 questionnaire and the SEIQoL-DW method in
measuring OHRQoL and generating useful information for decision making in oral
rehabilitation. Materials and Methods: Sixty participants in need of oral rehabilitation
were enrolled in the study. Patients received a clinical examination, were interviewed
using the SEIQoL-DW, filled out the OHIP-49 questionnaire, and answered two global
oral health–rating questions. Results: The SEIQoL-DW generated additional
information compared to the OHIP-49. The information was more oral- and treatment-
specific, including consultation issues and the patient-practitioner relationship. The
overall SEIQoL-DW and OHIP-49 scores were significantly correlated. The OHIP-49 and
SEIQoL-DW scores were related to oral health subjectively. Conclusions: The 
SEIQoL-DW method proved a useful aid in clinical decision making for oral
rehabilitation. The SEIQoL-DW was more appropriate for generating information useful
for decision making than measuring OHRQoL; the OHIP-49 was more appropriate for
measuring OHRQoL than generating information. Int J Prosthodont 2010;23:421–428.
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The best validated OHRQoL measure is the Oral
Health Impact Profile-49 (OHIP-49) questionnaire.15

This measure has been used to describe OHRQoL in
different populations, including patients with tooth loss
and removable dentures,16 conventional and implant-
retained dentures,17 and elderly patients.11 Question -
naires such as the OHIP-49 offer the clinician a quick
and easy-to-use method to obtain information from the
patient. However, they consist of predefined stan-
dardized questions,18 which may potentially neglect
the problems, needs, or wishes of the individual patient
when not contained in the questionnaire.6 Instead, in-
dividualized measures have been suggested as means
of obtaining more accurate information from patients.6

To be able to capture the complexity of a problem, im-
pacts of the treatment on the patient should not only
be recognized but also quantified.7 The OHIP-49 mea-
sures the frequency of impact but fails to quantify the
meaning and importance of the problem.18

An interview measure designed to generate infor-
mation at an individual level has been introduced in
medicinal OHRQoL research. The Schedule for the
Evaluation of Individual Quality of Life–Direct Weighing
(SEIQoL-DW)19 has been used both as a measure of
quality of life and as a method for generating infor-
mation on specific populations. The method has been
used to measure quality of life in patients with amy-
otrophic lateral sclerosis20 and to describe the troubles
of older patients.21 Moons et al22 stated that the
SEIQoL-DW proved to be a valid measure to determine
quality of life. In dentistry, it has been used as a mea-
sure of quality of life in edentulous patients23 and as a
tool for generating information related to decision mak-
ing, as well as measuring OHRQoL in patients with
tooth loss and removable partial dentures.24 Özhayat et
al24 found that the SEIQoL-DW could provide a deeper
understanding of the patient’s needs and wishes. They
evaluated the method as a useful tool to aid in decision
making and treatment planning in dentistry. 
Since the OHIP-49 is a well-established method to

evaluate OHRQoL and the SEIQoL-DW is a new mea-
sure of OHRQoL, it seems highly relevant to compare
the two. The purpose of this study was to compare the
ability of the OHIP-49 and the SEIQoL-DW in measur-
ing OHRQoL and generating useful information for
decision making in oral rehabilitation. 

Materials and Methods

This study was approved by the Danish Data Protection
Agency. Participants were selected from patients at the
School of Dentistry, University of Copenhagen, Copen -
hagen, Denmark. Sixty patients seeking treatment at the
clinic for undergraduate students were selected. The fol-
lowing inclusion criteria were used: no pain, diagnosed

in the traditional way to be in need of replacement of at
least one missing tooth at the screening visit, and ca-
pable of conversation in Danish. The 60 participants
consisted of 30 women and 30 men. The median age
was 60 years (range: 32 to 77 years). Demographic de-
scriptions of the participants are available elsewhere.25

Study Design

Before a participant was subjected to the two methods,
a clinical examination was performed. At another visit,
before any oral treatment, participants were inter-
viewed using the SEIQoL-DW method and filled out the
OHIP-49 questionnaire in a randomized order. The in-
terviews were audio taped, and the time spent was
recorded in minutes for both methods. Then, two global
rating questions were answered.
From the clinical examination, data were obtained re-

garding the number of teeth, tooth spaces
(anterior/posterior), and removable dental prostheses
(RDPs). Number of teeth included natural teeth and
pontics used for fixed dental prostheses. None of the
participants had implant-retained replacements or com-
plete dentures. A tooth space was recorded as anterior
if the edentulous area was between or including the ca-
nines.26 If the participant was wearing an RDP, tooth-
space recording was done with the prosthesis in situ.

SEIQoL-DW

The SEIQoL-DW interview method consisted of four
steps (Table 1).19,24,25 From a qualitative interview, cues
from the individual participant were provided. All cues
mentioned by the participant, called SEIQoL-DW cues,
were noted. Afterward, the participant nominated the
5 most important cues, referred to as nominated
SEIQoL-DW cues. The total number of nominated
SEIQoL-DW cues was 300, since the 60 participants
each nominated 5 cues. Participants rated the actual
status, using a visual analog scale, and importance,
using the direct weighing instrument, of each nomi-
nated cue. From the status and importance ratings, an
overall score was calculated (SEIQoL-DW score). 

OHIP-49

The OHIP-49 contains 49 questions related to problems
encountered in the oral region.15 Participants answered
how often each problem had occurred during the past
month on a scale with six choices and respective scores:
very often (4), fairly often (3), occasionally (2), hardly
ever (1), never (0), or don’t know (0). To calculate an
overall OHIP-49 score for each patient, the scores from
the 49 answers were added, thereby producing an
overall score between 0 and 196. OHIP-49 cues were
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chosen as questions whose answers scored between
1 and 4. These were used for comparison with the
SEIQoL-DW cues and nominated SEIQoL-DW cues. 

Global Rating of Oral Health  

The Global Rating of Oral Health consists of two ques-
tions27 (GROH1 and GROH2): (1) Would you say that
the health of your teeth, lips, jaws, and mouth is …? and
(2) How much does the condition of your teeth, lips,
jaws, or mouth affect your life overall? The first ques-
tion was answered by marking one of the following:
very poor, poor, okay, good, or excellent. The second
was answered by marking one of the following: very
much, some, occasionally, rarely, or not at all. The an-
swers were given scores from 1 to 5, with 1 being the
poorest health or the most affection.

Quantitative Differences Between SEIQoL-DW
and OHIP-49 Cues

A cue was considered a word, opinion, description, or
a sense expressed by the participant. For each partic-
ipant, cues from the two methods were compared. The
differences between cues from the methods were fo-
cused on rather than the similarities, making it possi-
ble to highlight contrasts between the methods and
thereby evaluate the different abilities of each method
to generate information to be used in the decision-
making process. Cues from the SEIQoL-DW interview
not identified in the OHIP-49 were therefore noted and
counted and vice versa.

Qualitative Differences Between SEIQoL-DW
and OHIP-49 Cues

Only nominated SEIQoL-DW cues were used to repre-
sent the information from the SEIQoL-DW in the qual-
itative analysis. Cues with the same wording were
pooled initially. The types of cues mentioned in the
SEIQoL-DW interviews but not mentioned in the OHIP-
49 and vice versa were noted as indicators of the qual-
itative difference between the two methods. The
difference in cues recorded from the methods was
used to establish and compare more general themes
of the patients’ thoughts on their own oral situation. 

Reliability of Registrations

All SEIQoL-DW interviews, as well as all extractions
from the OHIP-49, were performed by one examiner.
Both were tested for reliability.
For the evaluation of the SEIQoL-DW interview, 12

randomly selected interviews were analyzed by a sep-
arate examiner skilled in the interviewing technique.

That examiner listened to the audio-recorded inter-
views and made notes on the participants’ statements.
Afterwards, the notes were compared with the analy-
sis performed by the first examiner to identify differ-
ences in the noting of cues. The examiner’s behavior
was also evaluated. This was done by recording
whether the participants were allowed to express their
opinions without being guided by the examiner.
To evaluate the comparisons between the OHIP-49

and SEIQoL-DW, another examiner went over 15 ran-
domly chosen OHIP-49 questionnaires. The same pro-
cedures were used to extract cues from the OHIP-49
and to compare the SEIQoL-DW and OHIP-49. 

Statistical Analysis

SAS statistical software (version 9.1, SAS Institute) was
used for all calculations. The level of significance was
set at P < .05. 
The reliability of the records was calculated by means

of measures of agreement and the chi-square test.
The measures of agreement consisted of a formula for
calculating the maximum coefficient of variation (CV)
in the number of cues between examiners. The formula
used the standard deviation of the differences in the
number of cues (SDdiff) divided by the mean number
of cues: 

CV = (SDdiff / mean) � 100%

Descriptive statistics were used to compare the num-
ber of cues from the two methods. The Student t test
was used to locate differences in the number of cues
between the methods. To compare the overall SEIQoL-
DW and OHIP-49 scores, a scatter plot was con-
structed. A linear model was used to test the
parameters of the regression line, and the scores were
correlated. For comparison of the connection between
the GROH scores and the overall SEIQoL-DW and
OHIP-49 scores, plots were constructed and analysis
of variance was used to find significant differences.
A regression analysis based on a Poisson distribu-

tion was completed to investigate the impact of num-
ber of teeth, anterior tooth spaces, and RDPs on the
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Table 1 Steps in the SEIQoL-DW Method

1. Generation of cues by a qualitative interview and nomina-
tion of the five most important cues.

2. Rating of the actual status of the five chosen cues on a vi-
sual analog scale.

3. Evaluation of the relative importance of the five cues using
the DW instrument.

4. Calculation of a score for each cue and an overall SEIQoL-
DW score for each patient.

© 2010 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. 
NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER. 



number of cues from the two methods. To test the in-
fluence of number of teeth, anterior tooth spaces, and
RDPs on the overall SEIQoL-DW and OHIP-49 scores,
a regression analysis was performed based on a nor-
mal distribution. Kolmogorov-Smirnov goodness-of-
fit tests, histograms, and probability plots showed that
the score had a normal distribution.

Results

The median number of teeth was 23 (range: 7 to 31).
All subjects had posterior tooth spaces and 30 (50%)
had additional anterior tooth spaces. There were 13
participants wearing RDPs (22%). No participant had
more than one RDP. 

Reliability of Registrations

The reliability tests showed: (1)When comparing the ex-
aminers’ notes, no significant difference was found in the
evaluation and noting of information from the interviews.
The noting of cues from the interviews was thus con-
sidered satisfactory. One examiner concluded that the
participants were allowed to express their opinions with-
out being guided by the examiner. (2) Comparison in
number of cues from the OHIP-49 identical to the inter-
view showed a CV of 42.5% and no significant system-
atic difference (P = .25). Comparison in number of cues
from the SEIQoL-DW to the OHIP-49 showed a CV of
20% and no significant systematic difference (P = .88). 

Quantitative Differences Between SEIQoL-DW
and OHIP-49 Cues

Total. The total number of cues generated by the 60
participants in the SEIQoL-DW was 1,077; the OHIP-49
generated 1,351. There was no difference in the number
of cues generated in relation to sex. The median num-
ber of cues generated from the SEIQoL-DW interviews
and the OHIP-49 and the median number of cues
missing in each method when compared to the other
are shown in Table 2. There was a significant difference
between the number of cues from the two methods 
(P = .009). When the cues were compared, 3 of 20 cues
(15%) from the OHIP-49 were missing in the SEIQoL-
DW interviews, and 11 of 17 cues (65%) from the
SEIQoL-DW interviews were missing in the OHIP-49.
This difference was significant (P < .001).  

Teeth, Anterior Spaces, and RDPs. The results
from the linear model investigating the relationship
between the number of cues generated by the two
methods and the variables number of teeth, anterior
tooth spaces, and RDPs showed no significant influ-
ence on the number of cues generated. 

Qualitative Differences Between SEIQoL-DW
and OHIP-49 Cues

When the 300 nominated SEIQoL-DW cues were ana-
lyzed, 58 different cues were identified. The 1,351 OHIP-
49 cues covered all 49 items in the questionnaire. The
cues from the SEIQoL-DW not recorded in the OHIP-
49 and the cues from the OHIP-49 not mentioned in the
SEIQoL-DW are listed in Table 3. 
Cues nominated in the SEIQoL-DW and not repeated

in the OHIP-49 were gathered into three categories: (1)
consultation situation and the role of the clinician, in-
cluding the cues information, regular check, trust in
dentist, no time pressure in consultation, confidence in
treatment, attentive dentist, lack of consideration, and
fear of the dentist; (2) patients’ wishes, expectations,
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Table 2 Median No. (Range) of SEIQoL-DW and OHIP-49
Cues and No. of Cues Missing when Compared

Method Median no. of cues per participant

SEIQoL-DW 17 (11–29)
OHIP-49 20 (1–47)*
Missing in OHIP-49 11 (3–17)*
Missing in SEIQoL-DW 3 (0–11)

*Significant difference.

Table 3 Nominated SEIQoL-DW Cues Not Found in the
OHIP-49 and OHIP-49 Cues Not Nominated in the
SEIQoL-DW

Cues not in OHIP-49 Cues not in SEIQoL-DW

Keep own teeth Sensitive teeth (Q12)
Natural teeth Tensed (Q23)
Clean teeth Sleep disturbance (Q33)
Information Lack of concentration (Q37)
Regular check Irritable (Q42)
Trust in dentist General health worsened (Q44)
Confidence in treatment Unable to work (Q49)
Attentive dentist
No time pressure in consultation
Fear of the dentist
Lack of consideration
Economics
FDP/not RDP
Lasting solution
Cavities
Periodontitis
Mobile teeth
Worn teeth
Fractured teeth
Dry mouth
Intact teeth
Deep bite
Sharp tooth
Lack of bone
Lack of teeth
Food hits the gum
Untidy feeling
Feeling of intact mouth
Upper lip too far in
Composite falls off front teeth

© 2010 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. 
NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER. 



and alternatives for treatment, including the cues keep
own teeth, economics, FDP/not RDP, natural teeth,
and lasting solution; and (3) physical problems with
teeth and oral cavity experienced by the participant, in-
cluding the cues cavities, periodontitis, mobile teeth,
worn teeth, fractured teeth, and dry mouth.
The OHIP-49 cues not repeated in the SEIQoL-DW

revealed a theme of general affection of oral problems,
with the cues sleep disturbance, lack of concentration,
irritable, general health worsened, and unable to work.

Overall OHIP-49 and SEIQoL-DW Scores

The mean OHIP-49 and SEIQoL-DW scores were 47.28
and 60.92, respectively. There was no difference in rela-
tion to sex in either overall OHIP-49 or SEIQoL-DW score.
The SEIQoL-DW score for each patient was plotted

against the OHIP-49 scores (Fig 1). The linear model
showed a �-coefficient of –0.42, with a standard error
of 0.07. The two scores were significantly correlated 
(P < .001).

The results from the linear model investigating the
relationship between the SEIQoL-DW and OHIP-49
scores and the variables number of teeth, anterior
tooth spaces, and RDP showed no significant influence
on any of the overall scores. 

GROH 

The association between the overall SEIQoL-DW and
OHIP-49 scores with the GROH score categories is
shown in Figs 2a to 2d. 
Analysis of variance showed a significant difference

between the GROH1 groups for the OHIP-49 score
(Fig 2a, P < .0001), as well as the SEIQoL-DW score 
(Fig 2b, P = .0004). The tests showed a significant dif-
ference between the GROH2 groups for the OHIP-49
score (Fig 2c, P = .05) but not with the SEIQoL-DW
score (Fig 2d, P = .13).
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Fig 1 Scatter plot of the relationship 
between the overall OHIP-49 and SEIQoL-
DW scores.

Figs 2a to 2d Plot of the relationship 
between the answers to the global oral 
rating questions (GROH1 and GROH2)
and the OHIP-49 and SEIQoL-DW scores.

125
100

75
50
25

0
1 2 3 4 5

GROH1 score

O
H

IP
-4

9 
sc

or
e 100 

75 
50 
25 
0 

1 2 3 4 5 
GROH1 score 

S
E

IQ
oL

-D
W

 s
co

re

125
100

75
50
25

0
1 2 3 4

GROH2 score

O
H

IP
-4

9 
sc

or
e 100 

75 
50 
25 
0 

1 2 3 4 
GROH2 score 

S
E

IQ
oL

-D
W

 s
co

re

a b

c d

© 2010 BY QUINTESSENCE PUBLISHING CO, INC. PRINTING OF THIS DOCUMENT IS RESTRICTED TO PERSONAL USE ONLY. 
NO PART OF THIS ARTICLE MAY BE REPRODUCED OR TRANSMITTED IN ANY FORM WITHOUT WRITTEN PERMISSION FROM THE PUBLISHER. 



Time

The average time the participant spent on the SEIQoL-
DW method was 23 minutes, with a range of 13 to 42
minutes. For the OHIP-49 questionnaire, 9.7 minutes
was the mean, with a range of 4 to 28 minutes.

Discussion

The results showed that the SEIQoL-DW method gen-
erated more differentiated information compared to the
OHIP-49 questionnaire. The additional information
concerned consultation issues, the patient-practitioner
relationship, treatment preferences, and oral-specific
cues. The overall scores of the two methods were 
correlated significantly and showed a relationship to
patient-reported oral health.
The traditional clinical measures are characterized as

“hard” because they are reasonably objective, accurate,
and reproducible. Self-reported measures are consid-
ered ”soft” and more unreliable because they are sub-
jective, do not necessarily correlate with clinical
measures, and emanate from the patients.28 Just be-
cause a measure is soft, however, does not mean that
it is less important in the decision-making process. By
using a patient-centered method to generate informa-
tion, the patient feels more involved in the process, and
a better patient-practitioner relationship can be estab-
lished. It has been shown that if the patient is more in-
volved in the decision-making process, there are fewer
tendencies toward complications, dissatisfaction, and
complaints.12 OHRQoL measures could be used to in-
volve patient-generated aspects in clinical decision
making.6,9,28 In decision making for oral rehabilitation,
where the disparity in treatment options is great, indi-
vidualized techniques for generating relevant patient
aspects have, however, recently been introduced.24,25

It has been argued that 10 to 50 interviews are suf-
ficient to describe qualitative phenomenons in de-
scriptive studies.29 When a comparison of methods
with quantitative data is to be made, a sample size of
at least 50 participants has been recommended.30 In
the present study, both qualitative and quantitative
analyses were performed regarding 60 participants.
This size of the sample made it difficult to find signifi-
cant differences. The number of participants was, how-
ever, sufficient to describe differences between the
methods, and the intraindividual crossover study design
strengthened the results of the study. A generalization
of the results must be made with caution, however,
since the population in this study included only patients
attending the dental school. 
The SEIQoL-DW is based on a qualitative interview,

which by definition is a product of both the participant
and the interviewer.31 To minimize the bias, all inter-

views were carried out by the same interviewer. Even
though interrater reliability is of limited concern for val-
idation of a quality of life instrument,32 the reliability of
registrations from the SEIQoL-DW and OHIP-49 was in-
vestigated. No systematic difference was found be-
tween the examiners and the reliability was considered
acceptable.
A large amount of information does not necessarily

give a complete picture of the patient’s problems,
wishes, and expectations, but it helps to reveal hidden
problems and facilitates clinical decision making.6 If the
clinician incorporates the patient’s perspective into the
treatment plan, a greater chance of achieving at least
subjective treatment success can be expected.12 The
results in the present study showed that the SEIQoL-
DW generated a smaller amount of cues than the
OHIP-49. However, the SEIQoL-DW generated cues
that matched the OHIP-49, as well as additional as-
pects. Cues regarding the consultation/treatment
process, expectations and wishes for treatment, and re-
lationship with the clinician were not included in the
OHIP-49 questionnaire, even though they have proven
to be of great importance.12 Cues regarding these top-
ics were mentioned repeatedly during the SEIQoL-DW
interviews, which supports the claim that they are
highly relevant patient concerns. 
The extent to which the patient-provider relationship

influences decision making is not yet fully understood.
The physician-patient working alliance was found to be
important and associated with patient adherence and
satisfaction when a group of patients with chronic
medical illnesses were investigated.33 In dentistry,
Oates et al34 investigated factors of importance to like-
lihood of treatment in patients with high dental recon-
structive needs and found that the factor of greatest
influence was the patient-provider relationship. In an
international multicenter study, it was found that of 38
topics, time, information, confidentiality, and trust were
within the top 5 patient priorities in general practice.35

This also supports the claim that the SEIQoL-DW
method identifies important aspects needed to be
taken into account in clinical practice.
The two other themes extracted from the SEIQoL-DW

that were not encompassed in the OHIP-49 regarded
treatment wishes and oral-specific problems, which
showed that the SEIQoL-DW captured relevant issues
to be used in oral rehabilitation treatment planning.
Since the OHIP-49 does not include items related to
wishes and expectations, its applicability in decision
making is limited.  
The OHIP-49 score has been shown to be valid and

reliable.15,36 To test the ability of the SEIQoL-DW score
to measure OHRQoL, the relationship between the two
overall scores was tested. In the present study, the
SEIQoL-DW and OHIP-49 scores were significantly
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correlated. The clinical indicators used in this study
showed no influence on either of the overall scores.
This only indicated that the SEIQoL-DW score was
somewhat able to detect the level of OHRQoL. It does
not, however, tell us which score is best.
To further compare the methods’ potentials for mea-

suring OHRQoL and to test the cross-sectional valid-
ity, global oral rating questions were used. The global
ratings have been used in dentistry for comparisons of
other methods previously.11,37 When looking at the un-
derlying construct of the methods, it could be sus-
pected that the SEIQoL-DW score was not as prone to
measure the global rating of oral health as the OHIP-
49 score. Because of the open-ended questions, the
SEIQoL-DW measure is based on highly individual as-
pects. Some of the cues nominated from the inter-
views—information, regular check, and no time
pressure in particular—could be said not to influence
oral health per se. The rating of these cues, however,
does affect the SEIQoL-DW score and thereby affects
the relationship between the score and global rating.
The global rating of oral health was related to both the
OHIP-49 and SEIQoL-DW scores in this study. This in-
dicated that both OHIP-49 and SEIQoL-DW scores
showed good cross-sectional validity and could be
used as measures of patient-reported oral health. The
subjective evaluation of the impact on life by the teeth
and mouth was related to the OHIP-49 score but not
the SEIQoL-DW. Again, this could be caused by the in-
dividual nature of the SEIQoL-DW and narrower con-
struct of the OHIP-49. Together with the general health
theme found in the OHIP-49, this suggested that the
OHIP-49 score captured the overall impact of oral
health on life more precisely than the SEIQoL-DW
score. For the purpose of treatment planning in oral re-
habilitation, the details of information gained, rather
than the overall score, seem to be more useful. This has
been said to be the case for both treatment indication
and outcome evaluation.18

The OHIP-49 measures the impact of oral problems
on life by recording how often certain oral problems
occur. The frequency of occurrence in itself, however,
does not tell how important the problem is to the pa-
tient. Locker and Allen stated: “While current mea-
sures assess the frequency with which these impacts
occur, they fail to establish the meaning and signifi-
cance of those impacts to the individuals who complete
the questionnaires.”18 It has also been stated that the
method of item reduction of the OHIP-49 left out what
might have been important to some patients and that
the OHIP-49, therefore, might not encompass all items
important to the individual patient.18

The SEIQoL-DW seems to contain many of the qual-
ities required of a method to be used as an aid in oral
rehabilitation decision making. It provides patients the

opportunity to nominate their own aspects and allows
them to rate the severity and importance of others. This
feature highlights the usefulness of the SEIQoL-DW
method. The interview method also helps patients in
clarifying their wishes and expectations. In earlier stud-
ies, 70% of participants stated that they gained new
knowledge regarding their own oral situation when
subjected to the SEIQoL-DW method.24,25 Potential la-
tent, subconscious, or unexpressed needs may thereby
be illuminated.38

Higginson and Carr6 described how quality of life
measures can be used in a clinical setting. They stated
that the measures could be used to prioritize problems,
facilitate communication, screen for potential prob-
lems, identify preferences, and monitor changes or re-
sponses to treatment. They suggested the use of the
measures “to identify individual problems and priori-
ties for treatment and then negotiating treatment goals
based on them.”6 Higginson and Carr also commented
on individualized measures, such as the SEIQoL-DW:
“They are designed to detect individuals’ problems and
as such are more readily interpreted in ways that are
clinically meaningful. They also provide a basis for
sharing clinical decision making between patients and
clinicians, identifying patients’ priorities for treatment,
and facilitating the setting of realistic treatment goals.”6

In dentistry, a more unstructured way of incorporating
patient-generated aspects into decision making has
been used traditionally. By using a measure such as the
SEIQoL-DW, more structure and more useful aspects
can be expected to be at hand.25

The time any new form of interviewing takes in a clin-
ical setting may be criticized and the cost-effectiveness
questioned. One of the central aspects in oral rehabil-
itation is to find the correct treatment modality for the
individual patient. McCaffery et al39 stated that meth-
ods for aiding in decision making can make the process
longer and more complex, but if the result is a better
outcome, the method can be said to be successful. 
Further development and application of the SEIQoL-

DW method for practical use in clinical dental practice
may be possible.  

Conclusions

This study indicated that the SEIQoL-DW method was
more appropriate for generating information and ful-
filling communication needs in oral rehabilitation than
measuring OHRQoL. The OHIP-49 questionnaire was
found to be more valid for measuring OHRQoL than
generating information. The SEIQoL-DW method cap-
tured additional and more oral- and treatment-specific
information than the OHIP-49 and indicated that the
consultations and the relationship to the clinician are
important for the patients seeking oral rehabilitation. 
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