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Abstract 

The evolution of orthopedic and orthodontic practice demands a paradigm shift that 

integrates objective clinical metrics with patient-reported quality-of-life (QoL) 

outcomes within robust methodological frameworks. This review elucidates the 

conceptual and practical strategies for unifying clinical care, patient-centered 

assessment, and evidence-based evaluation to optimize translational healthcare 

delivery. Its aim is to synthesize key frameworks and their applications, fostering a 

holistic approach to musculoskeletal and dentofacial health. Central to this integration 

are standardized QoL instruments, methodological frameworks for treatment 

assessment, and translational models that bridge research with routine practice. The 

analysis covers major applications, including the use of patient-reported outcome 

measures (PROMs) to guide clinical decision-making in joint arthroplasty 

rehabilitation and orthodontic treatment planning, as well as the implementation of 

interdisciplinary care models for complex craniofacial anomalies. The review 

concludes that the systematic incorporation of patient perspectives through validated 

metrics, combined with rigorous methodological evaluation, significantly enhances 

treatment personalization, patient satisfaction, and functional recovery. Future 

research must address standardization challenges, implementation barriers in diverse 

clinical settings, and the development of dynamic, real-time QoL assessment tools. 

Embracing these evidence-based, patient-centered approaches is essential for 

advancing the quality and efficacy of translational orthopedic and orthodontic care.

 

Keywords: Orthopedic outcomes; Orthodontic patient care; Quality-of-life assessment; Clinical methodology; Translational 

healthcare; Evidence-based practice. 

 

 

 

1. Introduction 

Contemporary orthopedic and orthodontic care has progressed beyond achieving solely technical or radiographic success. The 

ultimate benchmark of treatment efficacy is now a composite measure encompassing functional restoration, patient satisfaction, 

and overall quality-of-life (QoL) improvement. This evolution necessitates a cohesive integration of three core pillars: 1) expert 

clinical care, 2) systematic patient-reported outcome (PRO) assessment, and 3) rigorous methodological evaluation of 

interventions. Orthopedics and orthodontics, both focused on restoring form and function, are uniquely positioned to lead in this 

integrative model. For instance, a successful total knee replacement is defined not only by implant alignment but by the patient’s 

ability to walk pain-free, while effective orthodontic treatment is judged by both occlusal function and the patient’s psychosocial 

well-being and self-perception. This review aims to analyze the frameworks that facilitate this integration, evaluate 

implementation strategies, and present clinical applications. The scope encompasses the theoretical models linking treatment to 

QoL, the standardized tools for measurement, the methodological designs for generating evidence, and the translational pathways  
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for embedding these principles into routine, interdisciplinary 

practice. The objective is to provide a structured guide for 

clinicians and researchers to advance a truly patient-centered, 

evidence-based model of care. 

 

2. Conceptual and Methodological Frameworks 

Foundational models provide the structure for integrating 

clinical data with patient experiences and methodological 

rigor. 

 

2.1. Theoretical Models for Linking Clinical Care and 

QoL 

The International Classification of Functioning, Disability 

and Health (ICF) framework, developed by the World Health 

Organization, is a pivotal model. It conceptualizes health 

outcomes as a dynamic interaction between a health 

condition, body functions/structures, activities, participation, 

and contextual factors (environmental, personal) [1]. In 

orthopedics, this translates to evaluating how a hip 

osteoarthritis diagnosis (health condition) impacts gait 

(activity) and social engagement (participation). In 

orthodontics, a Class II malocclusion affects masticatory 

function (activity) and self-esteem (personal factor). This 

biopsychosocial model ensures QoL is not an add-on but an 

intrinsic component of the clinical outcome. 

 

2.2. Standardized Instruments and Outcome Measures 

The consistent use of validated patient-reported outcome 

measures (PROMs) is non-negotiable. These tools transform 

subjective patient experiences into quantifiable data. 

Condition-specific PROMs, such as the WOMAC for 

knee/hip osteoarthritis or the Orthognathic Quality of Life 

Questionnaire (OQLQ), are highly sensitive to clinical 

change [2, 3]. Generic tools like the SF-36 or EQ-5D allow for 

cross-condition and economic comparisons. For children and 

adolescents, proxy-reported or age-appropriate measures 

(e.g., Child Perceptions Questionnaire) are essential. These 

instruments standardize the assessment of the patient voice 

across clinical and research settings. 

 

2.3. Methodological Assessment Frameworks 

Robust methodology underpins credible evidence. The 

hierarchical framework of evidence—ranging from 

randomized controlled trials (RCTs) to case series—guides 

the strength of clinical recommendations. Comparative 

Effectiveness Research (CER) directly compares real-world 

treatment strategies to inform decision-making [4]. The 

IDEAL (Idea, Development, Exploration, Assessment, Long-

term study) framework provides a structured methodology 

for evaluating and implementing complex surgical 

innovations, ensuring rigorous assessment from conception 

to widespread adoption [5]. These frameworks ensure that 

clinical care recommendations are built on solid, evaluative 

science. 

 

2.4. Evidence-Based Translational Approaches 

Translational models, such as the T1-T4 spectrum, describe 

the journey from basic discovery (T1) to population-level 

impact (T4). In clinical practice, the focus is on T2 

(translation to patients) and T3 (translation to practice). This 

involves implementing findings from efficacy studies (RCTs) 

into effectiveness studies in diverse clinical settings and then 

integrating proven interventions into standard care pathways 

through clinical practice guidelines and decision-support 

tools [6]. This approach closes the gap between what is known 

and what is routinely done. 

 

3. Evaluation and Implementation Strategies 

Translating frameworks into practice requires strategic 

evaluation and deliberate implementation. 

 

3.1. Comparative Assessment of Treatment Approaches 

Direct comparison of treatment modalities using both clinical 

and PRO endpoints is crucial. For example, studies 

comparing clear aligners to fixed appliances must report not 

only occlusal outcomes but also impacts on oral health-

related quality of life (OHRQoL) and treatment satisfaction 
[7]. In orthopedics, comparing rehabilitation protocols after 

rotator cuff repair requires assessing not just range of motion 

but also patient-reported pain and functional scores like the 

ASES. CER designs are particularly valuable for these real-

world comparisons. 

 

3.2. Reliability and Validity of QoL Metrics 

For PROMs to be trusted, their measurement properties must 

be established. Reliability (test-retest, internal consistency) 

ensures stability. Validity (construct, criterion, content) 

confirms the instrument measures what it intends to. 

Responsiveness—the ability to detect clinically important 

change over time—is perhaps the most critical property for 

tracking patient progress [8]. Regular psychometric evaluation 

of translated or modified versions is essential for 

multicultural practice. 

 

3.3. Integration into Routine Clinical Workflows 

Successful integration mandates minimal disruption. 

Strategies include: 1) Administrative integration: PROMs are 

completed electronically in the waiting room or via patient 

portals prior to consultation. 2) Clinical integration: PRO 

scores are graphically displayed in the electronic health 

record (EHR) alongside clinical metrics, prompting 

discussion during the consultation. 3) Analytical integration: 

Data is aggregated to monitor practice-level outcomes, 

identify variation, and drive quality improvement initiatives 
[9]. 

 

3.4. Ethical and Participatory Considerations 

Ethically, collecting PROs creates an obligation to act on the 

information. If a patient reports severe pain or poor mental 

health, a clinical response pathway must be triggered. 

Participatory models, such as shared decision-making 

(SDM), are enhanced by PRO data, which provide a concrete 

representation of the patient’s priorities and values, making 

discussions more collaborative and personalized [10]. 

 

4. Clinical Applications and Case-Based Evidence 

The integration of clinical care, PROs, and methodology is 

demonstrated in specific patient care scenarios. 

 

4.1. Orthopedic Interventions and Functional Outcomes 

In total joint arthroplasty (TJA), preoperative PROMs (e.g., 

HOOS, KOOS) are predictive of postoperative satisfaction. 

Patients with low preoperative mental health scores (MCS of 

SF-36) are at higher risk for dissatisfaction, prompting pre-

habilitation referrals [11]. Postoperatively, tracking PROM 

recovery trajectories helps identify patients falling behind 
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benchmarks, enabling timely intervention. This data-driven 

approach personalizes rehabilitation and improves overall 

success rates. 

 

4.2. Orthodontic Treatments and Patient-Reported 

Satisfaction 

Orthodontic care increasingly utilizes OHRQoL instruments. 

Studies show that while both fixed and removable appliances 

achieve clinical results, they may differentially impact 

OHRQoL domains like social appearance and oral discomfort 

at various treatment stages [7]. For orthognathic surgery, the 

OQLQ demonstrates profound improvements in social and 

facial aesthetics domains post-treatment, providing objective 

evidence of benefits that align with patient motivations [3]. 

This evidence informs preoperative counseling and 

expectation management. 

 

4.3. Interdisciplinary Care Models 

Complex cases, such as cleft lip and palate or craniofacial 

syndromes, epitomize the need for integrated care. 

Interdisciplinary teams (orthodontists, oral/maxillofacial 

surgeons, speech therapists, psychologists) use shared PRO 

frameworks. A unified set of outcome measures—tracking 

speech, dental occlusion, facial aesthetics, and psychosocial 

adjustment—ensures all specialists work toward common, 

patient-centered goals and evaluate the collective impact of 

staged interventions [12]. 

 

4.4. Translational Frameworks for Personalized Care 

The convergence of PRO data, clinical biomarkers, and 

advanced analytics is paving the way for personalized care 

pathways. Predictive models using preoperative PROs and 

clinical data can forecast individual patient recovery curves 

after spinal surgery or likelihood of orthodontic treatment 

stability [13]. This allows for risk-stratified care, where high-

risk patients receive more intensive support and monitoring, 

translating population-level evidence into individualized 

action plans. 

 

5. Challenges and Future Research Directions 

Sustained progress requires acknowledging and addressing 

persistent barriers. 

 

5.1. Data Quality, Bias, and Standardization Issues 

PRO data can be affected by missing responses, cultural 

interpretation of questions, and literacy levels. Selection bias 

may occur if certain patient demographics are less likely to 

complete surveys. A major challenge is the lack of 

standardized core outcome sets (COS) for many conditions, 

hindering data pooling and meta-analysis [14]. International 

efforts to develop COS for conditions like adolescent 

idiopathic scoliosis or specific malocclusions are vital. 

 

5.2. Implementation Barriers in Diverse Clinical Settings 

Resource constraints, lack of institutional buy-in, and 

clinician time pressures are significant barriers. In low-

resource settings, even paper-based PRO collection can be 

burdensome. Demonstrating the value proposition—that 

PRO integration improves efficiency, patient-clinician 

communication, and ultimately reduces costly 

complications—is key to overcoming resistance [15]. 

 

5.3. Integration of QoL Assessment into Decision-Making 

Moving from collecting PROs to actively using them in 

clinical decisions remains a gap. This requires training 

clinicians in PRO interpretation and developing clear clinical 

decision rules (e.g., “if pain interference score > X, consider 

referral to pain management”). Embedding PRO-driven 

alerts or recommendations within EHR systems can facilitate 

this transition [16]. 

 

5.4. Future Directions for Evidence-Based and Patient-

Centered Care 

Future research should focus on: 1) Dynamic PROs: Using 

mobile health technology for ecological momentary 

assessment (EMA) to capture QoL in real-time. 2) Integration 

with Wearables: Correlating patient-reported function with 

objective activity data from sensors. 3) Artificial 

Intelligence: Developing ML algorithms to analyze PRO data 

alongside clinical records to predict outcomes and 

personalize interventions [17]. 4) Value-Based Care: Further 

linking PROs to cost and payment models to truly reward 

patient-centered outcomes. 

 

6. Tables 

 
Table 1: Comparison of Orthopedic and Orthodontic Treatment Modalities and Patient Outcome Domains 

 

Treatment Modality 
Primary Clinical 

Indication 
Key Functional Outcomes Relevant Patient-Reported QoL Domains 

Total Knee Arthroplasty Severe Osteoarthritis 
Gait stability, Range of Motion, 

Muscle Strength 

Pain (WOMAC Pain), Physical Function 

(WOMAC Function), Stiffness. 

Rotator Cuff Repair 
Full-thickness tendon 

tear 

Shoulder active ROM, Strength, 

Stability 

Pain (VAS), Function (ASES score), Overhead 

activity ability. 

Comprehensive Fixed 

Orthodontics 

Malocclusion (Class II, 

Crowding) 

Occlusal function, Periodontal health, 

Dental alignment. 

Oral Symptoms, Social Appearance, Oral 

Comfort (OHIP-14). 

Orthognathic Surgery 
Dentofacial Deformity 

(Class III) 

Masticatory efficiency, Airway 

patency, Occlusal stability. 

Facial Aesthetics, Social Function, Self-

Confidence (OQLQ). 
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Table 2: Standardized Quality-of-Life and Functional Assessment Instruments 
 

Instrument Name (Acronym) Validity/Reliability Primary Clinical Application Target Patient Population 

Western Ontario and McMaster 

Universities Osteoarthritis Index 

(WOMAC) 

High validity, reliability, 

responsiveness [2]. 

Hip/Knee Osteoarthritis, pre/post-

TJA assessment. 
Adults with hip/knee OA. 

Orthognathic Quality of Life 

Questionnaire (OQLQ) 

Validated for construct, 

discriminant validity [3]. 

Dentofacial deformity patients 

undergoing orthognathic surgery. 

Adolescents & Adults with 

dentofacial deformity. 

Oral Health Impact Profile-14 (OHIP-14) Reliable, sensitive to change. 
General oral health-related QoL, 

orthodontic treatment impact. 

General dental/orthodontic 

patients. 

36-Item Short Form Survey (SF-36) 
Widely validated generic 

measure. 

Broad health status assessment, 

allows cross-condition comparison. 
General adult population. 

Child Perceptions Questionnaire (CPQ) Validated for children. 

Oral health-related QoL in 

pediatric orthodontic/ dental 

patients. 

Children and adolescents (8-

14 yrs). 

Table 3: Methodological Frameworks for Treatment Assessment 
 

Framework/Design Type Primary Outcome Measures 
Strength of Evidence 

Generated 
Key Limitations 

Randomized Controlled Trial 

(RCT) 

Primary: Clinical endpoint (e.g., 

fusion rate) & PROMs. Secondary: 

Safety, cost. 

High (Level I/II). Establishes 

causal efficacy. 

High cost, strict inclusion criteria may 

limit generalizability, not always feasible 

for surgeries. 

Prospective Cohort Study 

PROMs, clinical metrics, patient 

satisfaction, collected 

longitudinally. 

Moderate-High (Level II/III). 

Shows effectiveness in real-

world setting. 

Susceptible to selection and confounding 

bias. 

Comparative Effectiveness 

Research (CER) 

Patient-centered outcomes (PROs, 

functional status, cost). 

High for pragmatic decision-

making. Compares existing 

treatments. 

Requires large, diverse datasets; 

challenging to control all variables. 

IDEAL Framework (Stage 

2a/2b) 

Feasibility, safety, procedural 

success, early PROs. 

Structured evidence for surgical 

innovation. 

Early stages are not designed for 

definitive efficacy; requires long-term 

follow-up (Stage 4). 

 
Table 4: Clinical Implementation Strategies for QoL Integration 

 

Strategy Component Description & Workflow Integration 
Required Staff 

Training/Technological Tools 
Potential Barriers 

Pre-Consultation PRO 

Collection 

Patients complete PROMs electronically via 

tablet/kiosk or patient portal before appointment. 

Front-desk briefing; integrated 

EHR/PRO platform. 

Low digital literacy, 

language barriers, increased 

check-in time. 

Clinical Discussion & 

Decision Support 

PRO scores displayed in EHR dashboard; 

prompts clinician to discuss specific domains 

(e.g., “High pain score noted”). 

Clinician training on PRO 

interpretation and shared decision-

making. 

Clinician time pressure, 

skepticism about PRO 

utility. 

Post-Treatment 

Monitoring 

Automated PRO surveys sent via email/SMS at 

defined postoperative/intervals. 

Automated messaging system; data 

aggregation dashboard. 

Survey fatigue, low 

response rates over time. 

Quality Improvement & 

Benchmarking 

Aggregate, anonymized PRO data analyzed to 

compare outcomes across clinicians or against 

national benchmarks. 

Data analyst support; secure analytics 

software. 

Data privacy concerns, cost 

of analytics infrastructure. 

 
Table 5: Advantages, Limitations, and Translational Considerations of Evidence-Based Approaches 

 

Aspect Advantages Limitations 
Translational & Interdisciplinary 

Considerations 

Ethical (Patient 

Autonomy) 

Empowers patient voice, promotes shared 

decision-making, respects patient values. 

May reveal distressing 

information requiring a clinical 

response; ethical obligation to act. 

Ensures all disciplines in a team (e.g., 

surgeon, orthodontist, therapist) are aligned 

with patient-defined goals. 

Clinical 

(Personalization) 

Enables tailored interventions based on 

individual symptom burden and goals; 

improves patient-clinician 

communication. 

Adds time to consultation; risk of 

“metric fixation” over holistic 

care. 

Requires agreed-upon core outcome sets 

across disciplines to facilitate coordinated, 

personalized care plans. 

Methodological 

(Rigor) 

Provides structured, quantifiable data for 

robust evaluation of care quality and 

treatment effectiveness. 

PROMs can be subjective and 

influenced by mood/context; risk 

of survey burden. 

Standardized methodology allows for 

pooling data from different specialties in 

complex care research (e.g., cleft 

outcomes). 

Healthcare System 

(Value) 

Shifts focus to outcomes that matter to 

patients, supporting value-based care 

models and resource allocation. 

Implementation costs (software, 

training); requires culture change. 

Demonstrates the combined value of 

interdisciplinary care through composite 

patient-centered outcome metrics. 
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7. Conclusion 

This review establishes that the future of high-quality 

orthopedic and orthodontic care lies in the deliberate 

integration of clinical expertise, systematically captured 

patient perspectives, and methodologically sound evaluation. 

The frameworks and strategies discussed—from the ICF 

model and validated PROMs to translational implementation 

pathways—provide a blueprint for this integration. The 

clinical applications demonstrate tangible benefits, including 

enhanced personalization of care, improved patient-clinician 

communication, and more meaningful measurement of 

treatment success. To realize this potential, the field must 

overcome challenges of standardization, implementation, and 

data utilization. Strategic recommendations include 

advocating for the adoption of core outcome sets, investing 

in health information technologies that seamlessly integrate 

PROs, and fostering a culture of continuous learning through 

routine outcome measurement. By embracing these 

evidence-based, patient-centered principles, clinicians and 

researchers can ensure that their interventions not only 

correct anatomy but also meaningfully improve the lives of 

the patients they serve, fulfilling the ultimate goal of 

translational healthcare. 

 

8. References 

1. World Health Organization. International classification 

of functioning, disability and health: ICF. Geneva: 

World Health Organization; 2001.  

2. Bellamy N, Buchanan WW, Goldsmith CH, Campbell J, 

Stitt LW. Validation study of WOMAC: a health status 

instrument for measuring clinically important patient 

relevant outcomes to antirheumatic drug therapy in 

patients with osteoarthritis of the hip or knee. J 

Rheumatol. 1988;15(12):1833-40.  

3. Cunningham SJ, Garratt AM, Hunt NP. Development of 

a condition-specific quality of life measure for patients 

with dentofacial deformity: I. Reliability of the 

instrument. Community Dent Oral Epidemiol. 

2000;28(3):195-201.  

4. Sox HC, Greenfield S. Comparative effectiveness 

research: a report from the Institute of Medicine. Ann 

Intern Med. 2009;151(3):203-5.  

5. McCulloch P, Altman DG, Campbell WB, Flum DR, 

Glasziou P, Marshall JC, et al. No surgical innovation 

without evaluation: the IDEAL recommendations. 

Lancet. 2009;374(9695):1109-15.  

6. Westfall JM, Mold J, Fagnan L. Practice-based 

research—“blue highways” on the NIH roadmap. 

JAMA. 2007;297(4):403-6.  

7. Zhou Y, Hu W, Zhou Y, Wang X. Comparison of 

patient-reported outcomes between clear aligners and 

fixed appliances: a systematic review and meta-analysis. 

Am J Orthod Dentofacial Orthop. 2023;163(5):634-

46.e1.  

8. Mokkink LB, Terwee CB, Patrick DL, Alonso J, 

Stratford PW, Knol DL, et al. The COSMIN study 

reached international consensus on taxonomy, 

terminology, and definitions of measurement properties 

for health-related patient-reported outcomes. J Clin 

Epidemiol. 2010;63(7):737-45.  

9. Chen J, Ou L, Hollis SJ. A systematic review of the 

impact of routine collection of patient reported outcome 

measures on patients, providers and health organisations 

in an oncologic setting. BMC Health Serv Res. 

2013;13:211.  

10. Stiggelbout AM, Pieterse AH, de Haes JCJM. Shared 

decision making: concepts, evidence, and practice. 

Patient Educ Couns. 2015;98(10):1172-9.  

11. Gandhi R, Davey JR, Mahomed NN. Patient 

expectations predict greater pain relief with joint 

arthroplasty. J Arthroplasty. 2009;24(6):896-900.  

12. Sell D, Mars M, Worrell E. Process and outcome study 

of multidisciplinary prosthetic treatment for 

velopharyngeal dysfunction. Int J Lang Commun 

Disord. 2006;41(5):495-511.  

13. Archer KR, Devin CJ, Vanston SW, Koyama T, Phillips 

SE, Mathis SL, et al. Cognitive-behavioral-based 

physical therapy for patients undergoing lumbar spine 

surgery: a randomized controlled trial. J Pain. 

2016;17(1):76-89.  

14. Williamson PR, Altman DG, Bagley H, Barnes KL, 

Blazeby JM, Brookes ST, et al. The COMET Handbook: 

version 1.0. Trials. 2017;18(Suppl 3):280.  

15. Foster A, Croot L, Brazier J, Harris J, O’Cathain A. The 

facilitators and barriers to implementing patient reported 

outcome measures in organisations delivering health 

related services: a systematic review of reviews. J Patient 

Rep Outcomes. 2018;2:46.  

16. Lavallee DC, Chenok KE, Love RM, Petersen C, Holve 

E, Segal CD, et al. Incorporating patient-reported 

outcomes into health care to engage patients and enhance 

care. Health Aff (Millwood). 2016;35(4):575-82.  

17. Nelson EC, Eftimovska E, Lind C, Hager A, Wasson JH, 

Lindblad S. Patient reported outcome measures in 

practice. BMJ. 2015;350:g7818.  

18. Ramkumar PN, Harris JD, Noble PC. Patient-reported 

outcome measures after total knee arthroplasty: a 

systematic review. Bone Joint J. 2015;97-B(5):573-81.  

19. Liu Z, McGrath C, Hägg U. The impact of 

malocclusion/orthodontic treatment need on the quality 

of life. A systematic review. Angle Orthod. 

2009;79(3):585-91.  

20. Dawson J, Doll H, Fitzpatrick R, Jenkinson C, Carr AJ. 

The routine use of patient reported outcome measures in 

healthcare settings. BMJ. 2010;340:c186.  

21. Cano SJ, Browne JP, Lamping DL. Patient-based 

measures of outcome in plastic surgery: current 

approaches and future directions. Br J Plast Surg. 

2004;57(5):429-44.  

22. Kuyken W. The World Health Organization quality of 

life assessment (WHOQOL): position paper from the 

World Health Organization. Soc Sci Med. 

1995;41(10):1403-9.  

23. Kahan BC, Cro S, Doré CJ, Bratton DJ, Rehal S, Maskell 

NA, et al. Reducing bias in open-label trials where 

blinded outcome assessment is not feasible: strategies 

from two randomised trials. Trials. 2014;15:138.  

24. Porter ME. What is value in health care? N Engl J Med. 

2010;363(26):2477-81.  

25. Black N. Patient reported outcome measures could help 

transform healthcare. BMJ. 2013;346:f167.  

26. Elias PZ, Lee JY, Laskin DM. The use of patient-

reported outcome measures in oral and maxillofacial 

surgery. Oral Maxillofac Surg Clin North Am. 

2020;32(3):397-407.  

27. van Lier L, Bosmans JE, van Hout HPJ, Mokkink LB, 



International Journal of Orthopedic and Orthodontic Research www.orthocarejournal.com 

 
 

    28 | P a g e  

 

van den Hout WB, de Wit GA, et al. Consensus-based 

cross-European recommendations for the identification, 

measurement and valuation of costs in health economic 

evaluations: a European Delphi study. Eur J Health 

Econ. 2018;19(7):993-1008.  

28. Järvinen TLN, Guyatt GH. Arthroscopic surgery for 

knee pain. BMJ. 2016;354:i3934.  

29. Feeny D, Furlong W, Boyle M, Torrance GW. Multi-

attribute health status classification systems. Health 

Utilities Index. Pharmacoeconomics. 1995;7(6):490-

502.  

30. Stoop TP, Aartsen MJ, van de Loo A, Hoogendijk EO, 

Schuurmans MJ, van der Horst HE, et al. Psychometric 

properties of patient-reported outcome measures 

(PROMs) in frail older adults: a systematic review. Age 

Ageing. 2021;50(5):1452-62. 

 

How to Cite This Article  

Bianchi I. Integrating clinical care, patient-reported quality-

of-life metrics, and methodological assessment in orthopedic 

and orthodontic practice: translational frameworks and 

evidence-based innovations. Int J Orthop Orthod Res. 

2026;2(1):23–28. 

 

Creative Commons (CC) License  

This is an open access journal, and articles are distributed 

under the terms of the Creative Commons Attribution 

NonCommercial-ShareAlike 4.0 International (CC BY-NC 

SA 4.0) License, which allows others to remix, tweak, and 

build upon the work non-commercially, as long as 

appropriate credit is given and the new creations are licensed 

under the identical terms. 

 


