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ABSTRACT 

 

Facial analysis in orthodontics 

 

Accordind to the current paradigm of soft tissues, facial analysis is the cornerstone of 

diagnosis and definition of the objectives of orthodontic or orthodontic orthognathic 

surgery treatment. The Master of Orthognathic Surgery and Orthodontics, Faculty of 

Medicine, University of Oporto (MCOO-FMUP), in its 2007- 2009 edition, had a clinical 

record in which was  included a section reserved to facial analysis. From this analysis 

are defined some of the objectives of the treatment. The question that arises is if it will 

be possible to define more goals for treatment through the use of a more complete 

facial analysis and if the answer is yes, which ones. 

 

After an extensive review of the literature and based on the pre-existing facial analysis 

record (An1), in this project it was developed a facial analysis record (An2). 

Subsequently, this record (An2) was applied to a sample that fulfilled the inclusion 

criterions: no lip and palate cleft patients, no syndrome, no sequence, no orthopaedic 

and/or orthodontic devices installed on the oral cavity and had not been subjected to 

any maxillofacial surgery and with the proper permission of the patients or their legal 

representatives; thus 90 patients were selected, 48 men aged between 8 and 25 years 

old (men’s mean age is fifteen years and one month) and 42 women aged between 8 

and 36 years old (women’s mean age is sixteen years and eight months). 

 

The list of treatment goals set by An1 was compared with the list of treatment goals set 

by An2, in which was registered an increase of 4 goals, in median. These added goals 

are divided in new objectives, introduced by the An2 (75% of all goals of An2) and 

common goal (1,4% of all the goals of An2) are defined by this one and are not defined 

by An1. The referred new goals introduced by An2 are related to the smile (58%), with 

LAFH – Lower Anterior Facial Height - (15%), with the sagittal position of the maxilla 

and mandible (14%) and with the exposure of upper incisors at rest (13%). 

 

It is concluded that the application of An2 allows the definition of a largest number of 

treatment goals, at least for less experienced orthodontists and/or the ones who want 
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or prefer the security of a protocol that acts as a check list that guides the setting of 

goals treatment.  

 

 


