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ABSTRACT (THAI) 
 ธีรวุฒิ ตติยพงศ์ไพบูลย์ : คุณภาพชีวิตในมิติสุขภาพช่องปากและปัจจัยที่เกี่ยวข้องใน
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คลินิกเก็บข้อมูลที่เป็นปัจจัยสำคัญโดยการสัมภาษณ์ , การทบทวนประวัติผู้ป่วยและได้รับการ
ประเมินตนเองและสัมภาษณ์ผลกระทบจากสภาวะช่องปากต่อการใช้ชีวิตประจำวัน โดยใช้สถิติเชิง
พรรณนาอธิบายลักษณะของผู้ป่วย และใช้การความสัมพันธ์ของสเปียร์แมนและการทดสอบ
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This thesis is a cross-sectional study which explores underlying 

determinants of elderly patients. The study examines related factor that impaired 
Oral Health-related Quality of life (OHRQoL) and analyzes the characteristics of 
elderly patients at our clinic. 46 participants are patients who completed dental 
treatment more than 6 months during May 2016 to December 2018. Underlying 
determinants information were recorded by interview, patient chart review and 
oral examination. There were collected self-evaluation and Oral Impacts on Daily 
Performances (OIDP). Descriptive statistics was used to describe the characteristics 
of patients. Spearman correlation and Kruskal-Wallis test at P-value < 0.05 were 
performed. From the results, the participant’s OIDP scores showed the majority in 
no severity and no more than 2 impacts activities.  The major activities that were 
impacted were eating activity and speaking activity due to ill-fitting dentures but 
less impacts in psychological and social performance. There was poor denture 
satisfaction that impaired participant’s OHRQoL. However, there were differences 
between dentist and patient evaluation. The authors suggest that the dental 
treatment should focus on the recall system, the frequency of dental recall visits, 
procedures to successful oral hygiene instruction and skills to handle the denture 
problems. 
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CHAPTER I INTRODUCTION 

Background and Rationale 
  The world elderly population aged 60 years and above is 962 million people 
or 13.2% of population in 2017. The number of elderly people is expected to be 
nearly 2.1 billion people or 21.4% of the world population in 2050. In 2017, an 
elderly population in Thailand is 11,691 thousand or 16.8% of a total population. In 
2050, the elderly population of Thailand is expected to be increased to 22,954 
thousand or 32.2% of population (1, 2). Major causes of disability and mortality are 
often from non-communicable diseases, so the rapidly changing burden of chronic 
disease in ageing population is the great challenge of health and social policy 
makers. Moreover, chronic disease and most oral diseases have common risk factors 
(3). 
 A major oral disease in Thai elderly are tooth loss, commonly caused by 
periodontal disease and dental caries (4). From previous study (5), there is 
overwhelming evidence confirming that a maintenance of a healthy natural dentition 
in elderly people is advantageous from “a structural, functional, and psycho-social 
point of view”. Moreover, Clinical, anthropometric, socio-economic, and lifestyle 
characteristics variables also were significantly associated with remaining teeth (6).  
 Furthermore, several studies present that oral health has a strong association 
and correlations with sociodemographic (7-11); physical performance (12-14); 
psychosocial and cognitive (12, 15-17); lifestyle (18-24); social participation (25-29), 
and social support (30-32). In Thailand, there are a rarity of OHRQoL studies at adult 
population-based level in which the Oral Impacts on Daily Performance (OIDP) are 
regularly used (33, 34); Oral Impacts were related to some social and clinical 
variables (34-37).     
 This study aims to determine related factors that impaired Oral Health-
related Quality of life in the elderly patients who received dental treatment.  
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Keywords 
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Conceptual framework 
 
 
 
 
   
 
Objectives 

1. To determine oral health-related factor that impaired quality of life in the 
elderly patients who received dental treatment at Geriatric Dentistry and 
Special Patients Care clinic, Faculty of Dentistry, Chulalongkorn University. 

2. To analyze the characteristics of elderly patients at Geriatric Dentistry and 
Special Patients Care clinic, Faculty of Dentistry, Chulalongkorn University, 
received dental treatment during 2016-2018. 
 

Expected benefits and applications 
1. To know the characteristics of elderly patients using as a database for 

improving educational programs and oral health service for elderly patients. 
2. To know the oral health-related factors that affect the quality of life for 

improving the recall and waiting system of dental treatment in elderly 
patients. 

3. To further develop a registration criteria and priority for dental treatment in 
the elderly patients. 

 
 
 
 
 

Underlying determinants 

related to Oral Health-related 

Quality of Life 

Oral Health-related Quality of 

Life (OHRQoL) after received 

dental treatment  
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CHAPTER II LITERATURE REVIEW 
 

World population aging and situation in Thailand 
The world population aged 60 years and over is 13.2% of population or 962 

million in 2017, more than a doubling to that in 1980. The number of elderly people 
is expected to double again, in other words,  nearly reaching 2.1 billion people or 
21.4% of population in 2050 (1).  

In Thailand, the ageing population is 11,691 thousand of   persons or 16.8% 
of population in 2017. While in 2050, the elderly population will be increasing to 22, 
954 thousand of persons or 32.2% of population (1, 2). Thailand is currently the 
“aged society” as the ratio of the population who is more than 60 years are beyond 
14% of the total population. 

Household living arrangements of ageing society will be changing to small 
families or living alone (1). it is a correlation between the proportion of living alone 
and the proportion of other forms of living arrangements of the elderly persons. 
Increasing proportion of elderly people living alone in many countries in all regions 
of the world is a greater risk of social isolation. It was about the need to come up 
when a serious disease or disability found in the elderly who were alone (38). In 
developed countries, those living alone confront a higher risk of entry into long-term 
institutional care, especially for those who have never married and lack spouse; 
spouse and children are the main support informally (39). The situation of household 
living arrangements of Thai older persons are shown in the table 1 (1). 

   
Table  1 the percentage of household living arrangements of Thai older persons from the UN 
Database of the Living Arrangements of Older Persons, 2017. 

Alone With spouse only Independently 
(alone or with 
spouse only) 

With child(ren) 

Females Males Females Males Females Males Females Males 
7.0 4.8 9.9 16.4 16.8 21.3 69.4 67.3 
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In conclusion, globally, there are rapidly increased of proportion of older 
people, especially in developing countries. Major causes of disability and mortality 
are often from non-communicable diseases, so the rapidly changing burden of 
chronic disease in ageing population is the great challenge of health and social policy 
makers. Moreover, chronic disease and most oral diseases have common risk factors. 
The key challenge is to translate the “knowledge” into “how to practice” programs 
for oral health of the elderly which mean more compliance (3). 
 
Oral health status in elderly people and its burden 
 In every region of the world, oral diseases are main public health problems. 
They effect to Individuals and communities because of the pain and suffering, 
impairment of function and reduced quality of life. The burden of oral disease is still 
high and underprivileged especially to the poor (3). The global burden of oral 
diseases in the elderly people is tooth loss; denture-related conditions; periodontal 
disease; coronal dental caries and root surface caries; xerostomia, oral precancer, and 
oral cancer lesions (40). 
 In Thailand, from the 7th national dental survey in 2012, the major oral 
diseases of the Thai elderly are tooth loss that caused by periodontal disease and 
dental caries. The average of tooth loss per person in age 60-74 years and age 80-89 
years are 13.2 and 23.1 respectively; The average posterior occluding pairs of the 
elderly is 3.2 pairs. Elderly population that has at least 4 posterior occluding pairs is 
less than half (43.3%) (4). In the United Kingdom and in Australia, people with 25 or 

more natural teeth have an average OHIP‐14 score lower than all other groups. The 

highest OHIP‐14 scores was found in the persons who had less than 17 natural teeth 
in the United Kingdom and less than 21 teeth in Australia (41). 
 Although, in the elderly people, the maintenance of a healthy natural 
dentition is advantageous from “a structural, functional, and psycho-social point of 
view”, the presence of natural teeth is correlated with higher life expectancy. Frail 
elders who aspirated of biofilm from natural teeth can cause pneumonia and lead to 
death (5). The clinical, anthropometric, socio-economic, and lifestyle characteristics 
variables were significantly associated with remaining teeth. Difficulty in chewing was 
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associated with type of dentition: edentulous persons not wearing any dental 
prosthesis, edentulous persons wearing both upper and lower dentures, persons with 
0 to 19 teeth with or without dentures, and persons with most of their natural teeth 
(≥20) with or without dentures (6). 
 
Oral health and index used in elderly people  

Currently, a new definition of oral health was approved by the FDI. Oral 
health is multi-faceted and includes the ability to speak, smile, smell, taste, touch, 
chew, swallow and convey a range of emotions through facial expressions with 
confidence and without pain, discomfort, or disease of the craniofacial complex (42). 
Accordingly, oral health has been measured through the impact of oral health on the 
person’s ability. “Oral health related quality of life (OHRQoL)” is a multi-dimensional 
concept that measures oral health perception and the effects of oral health on 
individual and population levels (43). OHRQoL measures have been used in both 
epidemiological and clinical studies. These measures were initially designated as 
socio-dental indicators or subjective oral health indicators.  

 
OHRQoL measures developed to date (44):  
Pre- 1997 

• Social Impacts of Dental Disease  

• General (Geriatric) Oral Health Assessment Index (GOHAI)  

• Dental Impact Profile (DIP)  

• Oral Health Impact Profile (OHIP)  

• Oral Impacts on Daily Performances (OIDP)  

• Subjective Oral Health Status Indicators (SOHSI)  

• Oral Health-Related Quality of Life Measure  

• Dental Impact on Daily Living (DIDLS)  

• Oral Health Quality of Life Inventory  

• Rand Dental Questions  
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Post-1997 

• OHQoL-UK 

• Child Oral Health Quality of Life Questionnaire (COHQoL) 

• Child OIDP 

• OHRQOL for Dental Hygiene 

• Orthognathic QOL Questionnaire 

• Surgical Orthodontic Outcome Questionnaire (SOOQ) 
 

However, instruments that were established for use mainly with older adults, 

were Geriatric Oral Health Assessment Index (GOHAI) and the Oral Health Impact 

Profile (OHIP) (45). To assess OHRQoL in the elders in Thailand, there are a rarity of 

OHRQoL studies at adults population-based level (33) in which the Oral Impacts on 

Daily Performance (OIDP) are regularly used (34)  

Oral Impacts on Daily Performance (OIDP) is a well-known oral health-related 

quality of life instrument that assesses a person’s difficulty in performing 8 activities 

within 3 performances; 1) Physical (eating, speaking, cleaning teeth or denture),       

2) Psychological (maintaining emotion, smiling/laughing without embarrassment by 

teeth appearance, sleeping well), and 3) Social (Contact with people, Working). Data 

was collected on these impacts (frequency score and severity score), the OIDP score 

was calculated by multiplying the frequency score by the severity score (5 frequency 

score ×5 severity score = OIDP score) (46). Moreover, the OIDP instrument can be 

used to detect change of oral health status that occurred over the time after 

treatment or follow up (47). 

The Thai version of the OIDP has been validated among the Thai adult 

population (34). The impacts directly related to function of the teeth and related to 

wider range of physical and social activities of the day. Moreover, one social 

performance, carry out major work or role changed to physical performance because 

“it was not relevant to the social role of the older people” (34). The OIDP of Thai 
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older people were relatively common impacts but not severe impacts. Oral Impacts 

were related to some social and clinical variables (34-37), for example, gender, 

income, and number of attendances to the dentist (37). The effect of common and 

severe impacts in edentulous subjects are more than dentate subjects (34). Thai 

older participants with at least 20 natural teeth or at least 4 posterior occluding pairs 

had better OHRQoL than others; 5 teeth may be a significant clinical threshold for 

Thai elderly dental patients’ quality of life (35). The high frequency of oral hygienic 

obstruction with OIDP too still high magnitude level. Therefore, there are need to be 

improved and fulfilled in community oral health education and dental skill training 

programs (48). 

 

Underlying determinants related to Oral Health-related Quality of Life  
(OHRQoL) of elderly people 

Due to a burden of oral health status in elderly people, several studies have 

been investigated. The underlying determinants related to oral health of elderly 

people, including individual and social determinants as listed below. These factors 

may not only directly associate with oral health status, but also indirectly through 

oral health service utilization (7, 34-36). 

Factors related to Oral Health-related Quality of Life (OHRQoL) were 

sociodemographic and economic factors, clinical oral health status factors, health 

status factors, psychological factors and social factors. 

1) Sociodemographic and economic factors 

Sociodemographic factors include age, sex, education level, income level, marital 

status, occupation, religion, average size of a family, and socioeconomic condition. 

Some outstanding oral diseases in the elderly were related with socio-demographic 

factors (8). However, previous studies have shown some variables of 

sociodemographic factors can effect on OHRQoL, including those; 
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1.1 Household income: a reduced amount of using of health services among the 

elderly because of a lower income; on the other hand, It led to less favorable 

health conditions and physical function (7). Income less than 3,000 Baht per 

month related to poor OHRQoL (33).  

1.2 Age: In the Norway study, their found a strong inter-relationship among age and 

OHRQoL (10) similar to Thailand study that found  the prevalence of OIDP in the 

older people (aged 60-74) was lower than in a younger people (aged 35-44) 

(34).However, the Germany study was found little effect on OHRQoL (11). 

1.3 Gender: In the Brazil study, there was found variables that had a statistically 
significant association: gender / gingival disease (9). 

1.4 Care giver: In the Brazil study, there was found variables that had a statistically 
significant association: the presence of a caregiver / gingival disease, need for 
dental prosthesis (9). Moreover, while using the OHAT assessment for evaluating 
oral health, the previous study (49) found that only half caregivers had similar 
OHAT scores with dental professionals. 

1.5 Education: perceived chewing ability and OHRQoL were not significantly 
influenced by age and number of teeth, except by gender, years of schooling, 
treatment demand and denture status. The correlation between perceived 
chewing ability and OHRQoL revealing that greater chewing ability was correlated 
with lower the Oral Health Impact Profile-J14 (OHIP-J14) summary scores, which 
indicate better OHRQoL (17). 

1.6 Residential area: In the Brazil study, there was found variables that had a 

statistically significant association: residence area / need for dental prosthesis (9). 

 

2) Clinical oral health status factors 
2.1 Tooth loss 

In the Norway study, their found a strong inter-relationship among number of 
missing teeth and OHRQoL. While one of the most important predictors of the OIDP 
is the number of missing teeth significantly influenced the OHRQoL (10). However, 
the extent and severity of tooth loss seems to be dependent that not only number, 
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but also occluding pairs, location and distribution of missing teeth affect the severity 
of OHRQoL impairment (50). 
2.2 Dry mouth and oral care 

The clinical status that impacted their daily performances were irritation in 
oral cavity, xerostomia, loosening teeth, frequency of cleaning teeth. Multivariate 
logistic regression model evaluating the relationship between the OIDP and selected 
variables after controlling for age: perceived their irritation in oral cavity (adjusted OR 
2.11, 95% CI: 1.62-4.31), xerostomia (AOR 1.89, 95%CI: 1.02-3.13), frequency of 
cleaning teeth (AOR 1.96, 95% CI: 1.09-3.03), restricted their sugar consumption (AOR 
2.38, 95%CI: 1.22-3.80), visited a dentist during the past three years or more (AOR 
2.89, 95%CI: 1.20-4.15) (48) 
2.3 Non – denture user 

     Edentulous elders are more likely to have more oral impact on their daily 
performances than those using dentures on  eating OR = 6.5 (3.9–10.9), speaking 
clearly OR = 43.7 (12.7–15.07), emotional stability OR = 16.5 (6.0–45.6), and social 

contacts OR = 4.6 (2.2–9.5) (𝑝 < 0.001) (51). 
2.4 Dental visit: While one of the most important predictors of the OIDP is dental 

visiting habits significantly influenced the OHRQoL (10, 48) 
2.5 Self – rated oral health and perceived need of dental treatment 

In Southern Brazilian elderly study, oral health impact profile-14 scores varied 
significantly according to perceived need for dental treatment (p < 0.001), self-rated 
oral health as good/fair or poor/very poor (p < 0.001), number of teeth (p = 0.007) 
and use of any type of prosthesis (p = 0.002) (22). In community-dwelling elderly 
persons with disabilities study, they found that poor OHRQOL was significantly 
associated with perceived need for dental treatment (odds ratio (OR)= 2.61) (52). 

 
3) Health status factors 
3.1 Frailty: Clinical Frailty scale, Activities of daily living 

Older people commonly present with frailty and multi-morbidity, often requiring 
support with the activities of daily living and a shift in life priorities. The prevalence 
of chronic disease and functional handicap increases with age. A dry mouth, possibly 
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caused by polypharmacy, raises the risk of root caries, and renders the oral tissues 
more sensitive. Muscle coordination is likely to get worsened especially around head 
and neck area, then the swallowing disorders become more common. Additionally, 
complicated procedures will often be beyond consideration, which should be 
predicted when planning the treatment for the elderly patients before they become 
frail (12). Oral health and physical performance were correlated. Frail and multi-
morbid elderly persons or dependent persons display with physical limitations and 
higher risk of oral health decline (13). Frailty is described by raising vulnerability to 
peripheral stressors. The Clinical Frailty Scale (CFS) is a practical and efficient 
instrument for evaluating frailty. The CFS is a simple to use instrument which can 
find older adults at considerable risk of complicated course and longer stay (14). The 
details for the clinical frailty scale are as follows. 

 
Clinical Frailty Scale (CFS) (Canadian study on health and aging revised 2008) (53) 
1.  Very Fit – robust, active, energetic and motivated people, commonly exercise 
regularly.  
2.  Well – no active disease symptoms but are less fit than Very Fit group, exercise 
occasionally 
3.  Managing Well –well controlled medical problems people, no exercise. 
4.  Vulnerable – no need daily help, limit activities, slowed up and being tired during 
the day. 
5. Mildly Frail – more slowing, and need help in high order IADLs (finances, 
transportation, heavy housework, medications) 
6. Moderately Frail – need help with all outside activities and with keeping house, 
have problems with stairs, need help with bathing and dressing. 
7. Severely Frail – completely dependent people (physical or cognitive), stable and 
not at high risk of dying (within ~ 6 months). 
8. Very Severely Frail – completely dependent people, approaching the end of life. 
Typically, they could not recover even from a minor illness. 
9. Terminally Ill - approaching the end of life (life expectancy <6 months)  
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3.2 Cognition 

The prevalence of a low standardized Mini-Mental State Examination (MMSE) 
score or poor cognition was more significant in association with fewer teeth 
remaining. No significant relationship existed between denture presence and 
cognitive function. Likewise, a lower number of remaining teeth and impaired 
chewing ability were significantly correlated with poor cognitive ability (16). 

In Thailand, there is the Mini-Mental State Examination Thai 2002 (MMSE-T), a 
reliable screening tool for cognitive function in primary care settings. It is 
recommended for using as a standard cognitive screening test for the aging 
population in the Thai community (54). 
3.3 Self – rated general health 

Poor OHRQOL (poor OHIP14 scores) was associated with poor self-rated 
health status (OR = 2.29; P=.03).(52). Poor self-rated health was likely to have poor 
and moderate GOHAI scores (55). Moreover, OIDP was related to perceived general 
health, oral health, oral health in relation to general health, poor self-rated oral 
health or general health were more likely to have a higher OIDP score (56). 

 
4) Psychological factor  

In old age, it seems everything is not perfect, some recommend the aging 

display a more realistic expectations and more accepting attitude, along with lower 

stress tolerance levels, which tends to render elders more fulfilled with their 

condition (12). Overall, the elderly has less patience and energy to cope with the 

changes. 

4.1 Depression 

The prevalence of depression and social isolation raise as partners or friends 

pass away, or when relocating to other accommodation that decreases usual social 

contacts and familiar environment. Oral health will not be the first priority in 

depression and social isolation patients so oral pathologies and functional 
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impairment are not perceived. Edentulism is related with physical and psychological 

incapacity. Psychological preparation of aging patients is very important (12). 

The measure of depressive symptoms was obtained using the Thai version of 

the 15-item Geriatric Depression Scale (TGDS-15). Based on the criteria of the 

International Classification of Diseases (ICD-10), individuals with more than five points 

were considered to exhibit depressive symptoms (57). 

4.2 Mental health 

Oral health-related quality of life (OHRQoL) showed several associations with 

all the emotions (anxiety, depression, aggression, activity, fatigue, and confusion). The 

different level of impact from oral health on OHRQoL appeared differences in mood 

states such as normal, moderately altered, or psychopathological. The consideration 

about the role of emotions in oral health involves both psychologists and dentists, 

who must assure the psychosocial, physical, and emotional well-being of dental 

patients. Additionally, the teeth have a representative value in the emotional life 

(15). 

In 1950, there were the development of “Person classification system” by Dr 

M. M. House based on how patients’ psychological responses and adapting to 

dentures. This system classified patients into 4 types: philosophical mind, exacting 

mind, hysterical mind, and indifferent mind) (58):  

1. Philosophical mind: Philosophical mind patients are prepared to rely on the 

dentist’s advice for diagnosis and treatment and will follow the dentist’s advice  

2.Exacting mind: Exacting mind patients need a great deal of treatment and have 

doubt in the dentist’s ability for satisfy their esthetic and functional needs. 

3.Hysterical mind: Hysterical mind patients are careless of their oral health, dental 

phobia, and unwilling to try to adapt to wearing dentures.  

4.Indifferent mind: Indifferent patients tend to neglect about their self-image and are 

not motivated to enjoy eating. No need to wearing dentures. 
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In community-dwelling elderly persons with disabilities study, poor OHRQoL 

was associated with poor (the lowest quartile) (OR = 2.00; P =.039) and fair (the 

second lowest quartile) (OR = 1.73; P =.089) mental health as measured according to 

the Medical Outcomes Study 36-item Short Form Survey (SF- 36) : Mental 

Component Summary (MCS) scores( SF-36 MCS score) (52).In Thailand, The Thai SF-36 

was found reliable and valid for use in a general non-clinical population (59). 

 

5) Social factor 

5.1 Lifestyle  

The encouragement of a healthy lifestyle is a topic of public health 

importance in the surroundings of ageing populations and increasing prevalence of 

chronic non-communicable diseases (18). Healthy lifestyles include patterns of 

behavior to protect, maintain or promote health and oral health (19). For example, 

smoking, alcohol consumption, dietary habits, and physical activity. In addition, the 

efficient primary and secondary preventive health and oral health programs used 

documents about modifications in healthy lifestyle patterns across the time as well 

as the economical, socio-cultural, and cognitive factors for motivating changing (20). 

Using oral hygiene measures, controlled sugar, stop smoking, and reduced alcohol 

consumption were the primary prevention of oral diseases as well as other chronic 

degenerative illnesses, alcohol consumptions and smoking are considered the most 

important lifestyle factors for health and oral health (21). Proper use of oral hygiene 

measures is important in the prevention and control of caries and periodontal 

disease and may provide to protect from myocardial infarction, cerebrovascular 

disease, and pneumonia (22, 23). In the cohort study, participants aged 50 at baseline 

showed both positive and negative trends in oral health behaviors over a 20-year 

period. While participants who lose teeth were more likely to increase the use of 

fluoride toothpaste and increase to stop smoking than those who had never lost 
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teeth. The outcomes discovered that oral health promoting lifestyle of the elderly 

changed according to the experience of tooth loss. (18). 

Furthermore, the relationships between oral health status and food’s choice 

show that the elderly people who have small number of natural teeth will select the 

diet menu that give chewing comfort. The salivary flow and the chewing function 

may also play an important role that impact the chewing and swallowing ability. 

Food choices in elderly people tends to low in fruits and vegetable intakes resulting 

in a reduction of both non-starch polysaccharide and micronutrient intakes. These 

lead to reduce dietary intake overall (24).  

 5.2 Social participation, social support 

Earlier studies have examined the relationships between various health 

outcomes and social participation. Social participation decreased the risk of mortality 

that may equal with smoking cessation (25). The definitions of social participation 

frequently focused on questions of who, how, what, with whom, and where in meta-

analysis (26). Lower levels of social participation were related to a higher risk for 

periodontitis (27) or edentulism (28). The main impact of social participation comes 

from social relationship. Normative dental health behaviors were influenced by a 

social network. For example, “smoking cessation” in one person, it was shown that 

the smoking habits of other people who are nearby in that person's social network 

were highly correlated. (29). Social network relationships also provide several sources 

of data that could change behaviors related to oral health. In addition, a source of 

social support in social networks provides psychological resources and tools 

intended to gain an individual’s ability to deal with stress. In Japan, “social 

participation was significantly and positively associated with better dental health 

status among older Japanese adults”. Moreover, their results show the possibility 

that neighborhood community associations, participation in sports groups, or hobby 

clubs might be a strong forecaster for preserving more teeth and better dental 

health beyond individual differences in sociodemographic variables (30).  
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In Britain, social support is associated with oral health behavior and oral 

health status of older people, e.g., self-reported oral health status and use of dental 

services. Social support appeared as an important sign of reason for last dental visit, 

treatments that they receive, and denture status, having determined for other factors 

in the model (age, gender, social class, and educational achievement). Undoubtedly, 

the interrelationship of social support on the oral health of older people should not 

be underestimated (31). Furthermore, a positive correlation exists between oral 

health behaviors and self-esteem; oral health behaviors and significant others’ 

support; and oral health behaviors and friends’ support (32). 

 Dental care in the elderly requires holistic care and relates to other cares. 

When Faculty of Dentistry, Chulalongkorn University developed the master course in 

Geriatric Dentistry and Special Patients Care Clinic, the students have more chance to 

learn more knowledge and to develop their skill in treatment plan and management. 

It is interesting to collect information on various aspects of the elderly who seeking 

for dental care and to analyze the characteristics of those elderly patients. Together 

with this, it is also nice to evaluate the related factors that impaired Oral Health-

related Quality of life in the elderly patients who received dental treatment. 
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CHAPTER III RESEARCH METHODOLOGY 
1. Population  

• Target population  

 Elderly patients who received a comprehensive dental treatment at 

Geriatric Dentistry and Special Patients Care Clinic, Faculty of Dentistry, 

Chulalongkorn University. 

• Sample population 

127 Elderly patients who received a comprehensive dental treatment 

that completed more than 6 months at Geriatric Dentistry and Special 

Patients Care Clinic, Faculty of Dentistry, Chulalongkorn University during May 

2016 – December 2018.  

• Participants 

 Participants are patients who were willing to participate for a 

maintenance recall at Geriatric Dentistry and Special Patient Care clinic and 

pass the eligible criteria.  

• Inclusion Criteria 

1.Willing to give a personal information, either by themselves, offspring, or 

caregiver.  

2. Ability to understand and communicate Thai. 

• Exclusion Criteria   

1.Unable to attend interview, test and oral examination at Geriatric Dentistry 

and Special Patients Care clinic, Faculty of Dentistry. 

2. Having depression and cognitive impairment that were evaluated by Mini-

 Mental State Examination Thai 2002 (MMSE Thai 2002) (54) and Thai version 

 of the 15-item Geriatric Depression Scale (TGDS-15) (57).  

 No depression in TGDS-15 was scores lower than 6 and no cognitive 

 impairment in MMSE Thai 2002 was scores more than cut points. Their points 
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 were more than 14,17,22 points for none, up to primary, and above primary 

 education. If the patients had depression and cognitive impairment, 

 researcher had to inform patients' relatives information and advise them to 

 visit and consult a doctor. 

 After invitation via a telephone call, 104 (81.9%) subjects were 

 selected by inclusion criteria. Then, 43 (33.8%) subjects were excluded by 

 exclusion criteria so there were 61 (48.1%) subjects that attended to Geriatric 

 Dentistry and Special Patients Care Clinic for interviews and oral examinations. 

 The reason for being unable to participate the study is presented in table 2.  

Table  2 the reasons for being unable to participate the study (from total N=127). 
 

Criteria  N (%) 
Inclusion criteria   
Including: giving a consent and communicate Thai. 
Not including: unable to contact 

        unable to communicate Thai. 
        Dead 

104 (81.9) 
10 (7.9) 
2 (1.6) 
11 (8.6) 

Exclusion criteria   
Exclusion: rejection for attending  

    severe illness 
38 (29.9) 
5 (3.9) 

 
2. Study design 
            A cross-sectional study: the data were collected by interview, self-reported 

and oral examination. 

 

 3. Outcome: Oral Impacts on Daily Performances and self-evaluations. 
 The outcome of OHRQoL was determined by using the Oral Impacts on Daily 

Performances (OIDP) index. It assessed whether a person has difficulty in performing 

8 activities within 3 performances; 1) Physical (eating, speaking, cleaning teeth or 

denture, carry out major work or role), 2) Psychological (maintaining emotion, 
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smiling/laughing without embarrassment by teeth appearance, sleeping well), and 3) 

Social (Contact with people). Data was collected on the frequency, severity, main 

reason, and main oral impairment of these impacts. The OIDP score or intensity (max 

scores = 25) was calculated by multiplying the frequency score by the severity score 

(34). Frequency and severity score of OIDP were shown in the table 3 (46). The total 

OIDP score (max scores = 200) or the overall impact intensity score were the sum 

OIDP score of every activity, OIDP (%) (max scores = 100) was the total OIDP score 

that divided by two. OIDP (prevalence) was the percentage of only subject that had 

oral Impact. Severity (1-5) and intensity ((1-2), (3-5), (6-12), (15-16), (20-25)) were 

divided to 5 level: very little, little, moderate, severe, very severe (60) and were 

shown in percentage for each impacted activity. The overall  impact of severity and 

intensity was then estimated as the most severe impact on any of the 8 

performances (60). 

Table  3  frequency score and severity score of OIDP. 

Score 
 

Frequency score 
Severity score Frequency of the problem 

occurrence (Regular pattern) 
Duration of the problem 

occurrence (Spell pattern) 
0 Never affected in past 6 months 0 day None 
1 Less than once a month 1-5 days Very little 
2 Once or twice a month 6-15 days Little 
3 Once or twice a week 16-30 days Moderate 
4 3-4 times a week 1-3 months Severe 
5 Every or nearly every day Over 3 months Very severe 
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Self-evaluations  

1. Self- Rated health (49) (1-5): very good, good, fair, bad, and very bad. 

2. Self-rated oral health (1-5): very good, good, fair, bad, and very bad. 

3. Self-rated oral hygiene (1-3): good, fair, poor. 

4. Variables: 
Underlying determinants information were recorded by interview in Thai 

language, patient chart review and oral examination, including sociodemographic 

and economic factors, clinical oral health status factors, health status factors, 

psychological factors, and social factors. 

• Sociodemographic and economic factors 

1. Age (year) 

2. Sex: male and female 

3. Marital status: single, married, separated, divorced, and widowed 

4. Educational level and year of education: 

1. Uneducated 
2. Primary school or lower 
3. Secondary school or technical equivalent 
4. Post high school diploma / certificate 
5. Bachelor or higher university degree 

 ……… years 

5. Living condition 

1. Address 

2. How many people in your home including yourself_____ peoples

3. Living with (multi-choice) 
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husband/ wife, son, daughter, brother, sister, grandson, granddaughter, 

Nursing home (please specify starting date ___ / ___ / ___), and 

friends or other relatives. 

4. Caregiver: Yes/ No  

5. Who is the caregiver?  

6. Income and work 

         1.Occupation ____________________ 

1) Not working 2) State enterprise employees 3) Employees or 

employee of a private company / university. 4) Farmers 5) Private 

business 6) Housework / hire 7) Priest / priest 8) Others ......... 

 2. Monthly income _______________Baht / month 

3.Monthly household income ______________Baht / month 

4.Main sources of income for living: 

1) work 2) descendants / relatives 3) savings / interest 4) allowances 

for senior citizens 5) government pension 6) donations 7) other .... 

5. Are you satisfied with your financial situation or your living 

expenses:  satisfied/ unsatisfied 

6.Occupation or job defined as the longest job in life_______________ 

7.  Health insurance utilization for the recent dental treatment 

 1 Social Security Scheme 

2 Government or State Enterprise Officer: officer, family officer, 

pension officials 

 3 Universal Coverage Scheme: Disabled, elderly 

 4 Out-of-pocket payment 

 5 Private health insurances  
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 6. Right to be an employee of a private company 

 7 Other _____________ 

• Health status factors 

1. Body mass index (BMI): Weight (kg) / Height (m)2 

2. Underlying Disease: Current medical problem:  

1. Diabetes mellitus 

2. Cardiovascular disease 

3. Chronic kidney disease 

4. Pulmonary disease 

5. Gastritis 

6. Rheumatoid arthritis or chronic knee pain 

7. Cancer 

8. Dementia 

9. Hypertension 

10. Dyslipidemia 

11. Osteoporosis or Bone disorders 

12. Parkinson’s disease 

13. Other___________ 

     3.        Frailty or CFS (14) were modified to dependency status. It was divided 
into three levels: independent (very fit, well, and managing well), semi-dependent 
(vulnerable and mildly frail), dependent (moderately frail, severely frail and very 
severely frail). 

 

• Psychological factors 

1. Personality types (patient type) (58):  1. Philosophical mind, 2.Exacting mind, 

3.Hysterical mind, 4.Indifferent mind. 

2. Happiness: I am happy; strongly agree, agree, neither agree nor disagree, 

disagree, strongly disagree 

file:///C:/Users/mingdent/Downloads/thesis%20complete.docx%23_ENREF_14
file:///C:/Users/mingdent/Downloads/thesis%20complete.docx%23_ENREF_58
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• Social factors 

I. Lifestyle 

 1. Smoking: Non-smokers, Smoker, Ex-smoker 

 2. Alcohol consumption (61) (quantity and frequency of alcohol 

consumption  (drinks/day)): Non-Alcohol consumption, Moderate Alcohol 

consumption (up to 1 drink per day for women and up to 2 drinks per day for 

men), Heavy Alcohol consumption (8 or more drinks a week for women and 

15 or more drinks a week for men) 

3. Physical exercise: frequency of exercise 

4. Concern for health care knowledge: yes, no 

5. Dietary habits: Mini Nutrition Assessment (MNA) (62) 

II. Social participation: What are your activities and frequency with others?  

; everyday, nearly/ every week, 1-2 times /month, very few, never 

; family, neighbors, other friends, people at recreational clubs or voluntary or 

service organization, Participate in political parties, trade unions, 

environmental groups 

III. Social support: living factor, financial factor, and health and care factor 

 

• Clinical oral health status factors 

1. Number of natural teeth 

2. Number of posterior occluding pairs (natural teeth + artificial teeth) 

3. Location of tooth loss: anterior, posterior, both/right, left 

file:///C:/Users/mingdent/Downloads/thesis%20complete.docx%23_ENREF_61
file:///C:/Users/mingdent/Downloads/thesis%20complete.docx%23_ENREF_62
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4. Current denture status 

Denture type: Complete Dentures, Partial Dentures (ARPD/MRPD), Others____ 

Denture condition: Broken denture, Poor hygiene denture, Others_________ 

Interfere occlusion:  no, yes 

Retention and Stability: ill-fitting denture, acceptable denture 

5.        Denture satisfaction: Good, Fair, Poor   

6. Oral cleaning: type of oral cleaning and person who do oral care 

MMSE Thai 2002 (54), TGDS-15 (57), MNA (62) and questionnaires were 

calibrated by dentists and physician. There are 60-90 minutes of all tests and 

questionnaires interviews by single interviewer. 

 
5. Data analysis 
  Data analyses were conducted by using the IBM Statistics Package for the 

Social Sciences (SPSS) version 22.0 at a significance level of 0.05. Descriptive statistics 

were used to describe the characteristics of the participants. For interval scale data, 

means and standard deviations (SD) or median and interquartile range (Q1 and Q3) 

were presented, while for the categorical data were described in frequency and 

percentage. The associations among outcome (OIDP (prevalence) and related 

variables were assessed through a Spearman correlation. Kruskal-Wallis test was used 

to determine if there are statistically significant differences between two or more 

groups of related variables on an outcome variable (OIDP (prevalence)). Using Mann–

Whitney test to compare differences of OIDP (prevalence) between two independent 

groups. 

file:///C:/Users/mingdent/Downloads/thesis%20complete.docx%23_ENREF_62
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6. Ethical consideration 
Study protocol of the present study was submitted for an approval by the 

International Review Board (IRB) committee of the Faculty of Dentistry, 

Chulalongkorn University (Study code: No HREC-DCU 2018-112). 

 

Figure  1 flow-chart of study protocol 
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The potential participants of Geriatric Dentistry and Special Patients Care Clinic, 

Faculty of Dentistry, Chulalongkorn University were invited by a telephone call (N= 127). 

Potential participants were informed about the study protocol then were invited to 

participate after interview for screening by inclusion and exclusion criteria (N=46). 

 

All participants were thoroughly informed about the study protocol by prescription 
calling. A written inform consent were obtained from every participant given by 

themselves or offspring with one witness (N=46). 

Data collection and analysis (N=46). 

Patient-related conditions information  

by interview, patient chart review and oral examination (N=46). 

Oral impacts on daily performances (OIDP) and self-evaluations by interview (N=46). 
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CHAPTER IV RESULTS  
 

The characteristics of all participants 
 The characteristics of all participants are shown in table 4, including socio-
demographic characteristics, oral status and treatment, and general health status. 
Most patients were 70-79 years old (45.6%), having a primary to secondary education 
(65.2%), not currently working (76.1%), living with a financial support from offspring 
(60.9%) and living in Bangkok (82.6%). The main health insurance was universal 
coverage scheme. About oral health status and treatment and general health, the 
main dental treatments were prostheses (95.7%), scaling and root planing (80.4%), 
and filling (67.4%). The most patients had the number of remaining teeth < 20 teeth 
(87.0%) and the number of occluding pairs < 4 pairs (89.1%). There were 
Independent in dependency status (82.6%) and were high blood pressure (52.2%), 
high cholesterol (52.2%) and heart disease (37.0%). 
Table  4 characteristics of all participants (N= 46). 

Determinants N (%) 
Socio-demographic characteristics 
Age:  60 – 69  
        70 – 79  
          ≥ 80 
Gender:  Male 
            Female 
Education:  None 
                   Up to primary 
                   Up to secondary 
                   At least tertiary 
Work status: Not working 
          Working  
Main source of living expense:  Themselves 
                          Offspring  
              Both 
Resident area: Bangkok 
                     Not Bangkok 

 
8 (17.4) 
21 (45.6) 
17 (37.0) 
25 (54.4) 
21 (45.6) 
3 (6.5) 

15 (32.6) 
15 (32.6) 
13 (28.3) 
35 (76.1) 
11 (23.9) 
11 (23.9) 
28 (60.9) 
7 (15.2) 

38 (82.6) 
8 (17.4) 
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Determinants N (%) 
Health insurance: Social Security Scheme 
                         Government Officer 
                         Universal Coverage Scheme  
Oral status and treatment 
Type of dental treatment: 
  Filling 
  Scaling and root planing  
  Prostheses  
  Endodontic treatment 
  Extraction 
  Other surgical procedures (Implant, torus removal)  
Number of remaining teeth:   <20 
           ≥20  
 Number of occluding pairs: <4 pairs  
                                ≥4 pairs 
General health status 
Dependency status: Independent 
      Semi-dependent 
      Dependent 
Diagnosed underlying diseases: 
  High BP 
  DM 
  High cholesterol  
  Heart disease 
  Kidney disease 
  Lung disease  
  Osteoporosis  
  Cancer 
  Parkinson’s disease  

4 (8.7) 
6 (13.0) 
36 (78.3) 

 
 

31 (67.4) 
37 (80.4) 
44 (95.7) 
4 (8.7) 

12 (26.1) 
1 (2.2) 

40 (87.0) 
6 (13.0) 
41 (89.1) 
5 (10.9) 

 
38 (82.6) 
5 (10.9) 
3 (6.5) 

 
24 (52.2) 
15 (32.6) 
24 (52.2) 
17 (37.0) 
3 (6.5) 
1 (2.2) 
9 (19.6) 
3 (6.5) 
2 (4.4) 

 

Determinants Mean SD 
Age (years) 77.07  6.63 
Education (years) 9.08  5.95 
Monthly income (Baht) 19,457 22,025 
Monthly household income (Baht) 67,277 89,425 
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Outcome: Oral Impacts on Daily Performances (OIDP)  
 The results of OIDP were presented in table 5. There were no oral impacts in 

most participants. There were no more than 2 impacted activities in participants that 

had oral impacts. The prevalence of impacted activities was eating activity 

(20,43.5%), speaking activity (4,8.7%), cleaning activity (2,4.4%) and emotional stability 

activity (1,2.2%). In 2 items group, the main impacted activity was eating and speaking 

activity. The impact on physical performance was higher than psychological 

performance and social performance. 

Table  5 oral Impacts on Daily Performances (OIDP). 

OIDP score Mean±SD  %Prevalence, 
range Main reason (%), Main oral impairment (%) 

Overall 
Physical 
Eating 
Speaking 
Cleaning mouth 
Doing light activities 
Psychological 
Emotional stability 
Smiling 
Sleeping 
Social 
Social contact 

4.5 ± 8.5 
 
3.0 ± 4.9 
0.9 ± 4.2 
0.3 ± 1.6 
0.0 ± 0.0 
 
0.2 ± 1.5 
0.0 ± 0.0 
0.0 ± 0.0 
 
0.0 ± 0.0 

47.8, 0-45    Denture problems (63.6), ill-fitting denture (50.0) 
 
43.5, 0-20    Denture problems (70.0), ill-fitting denture (55.0) 
8.7, 0-25       Unclear speech (100.0), ill-fitting denture (50.0) 
4.4, 0-10       Sensitive teeth (100.0), tooth wear (100.0) 
0.0, 0 
 
2.2, 0-10       burning gums (100.0), Discomfort (100.0) 
0.0, 0 
0.0, 0 
 
0.0, 0 

Item:  0  
         1 
         2 

0.0 ± 0.0 
5.7 ± 4.2 
22.0 ± 13.6 

52.2, 0 
37.0, 1-15 
10.8, 10-45 

 
Eating (88.24) 
Eating and speaking (60.00) 

  

Activities 
Severity (%) Intensity (%) 

Very 
little  

  Little Moderate Severe Very 
severe 

Very 
little  

  Little Moderate Severe Very 
severe 

Eating 
Speaking 
Cleaning  
Emotion  
Overall 

23.9 
4.3 
2.2 
0.0 
23.8 

6.5 
0.0 
2.2 
2.2 
8.7 

10.9 
2.2 
0.0 
0.0 
10.9 

2.2 
0.0 
0.0 
0.0 
2.2 

0.0 
2.2 
0.0 
0.0 
2.2 

6.5 
4.3 
0.0 
0.0 
6.5 

21.8 
0.0 
2.2 
0.0 
21.7 

6.5 
0.0 
2.2 
2.2 
8.7 

6.5 
2.2 
0.0 
0.0 
8.7 

2.2 
2.2 
0.0 
0.0 
2.2 
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The main severity in impacted activity was very little in eating activity and 

speaking activity, very little to little in cleaning activity, and little in emotional stability 

activity. The main intensity in impacted activity was very little in speaking activity, 

little in eating activity, little to moderate in cleaning activity, and moderate in 

emotional stability activity. However, the main severity and main intensity of overall 

impact was very little and little, respectively. 

For evaluating between OIDP in clinic field and oral examination, comparison 

between dentist and patient evaluation are presented in Table 6. In group of OIDP = 

0 had 24 cases however there are only 10 cases that no treatment needs (dentist's 

opinion) after oral examination. There are 14 cases that had the need for treatment 

as root caries, tooth wear, grade III mobile teeth and denture problems. For denture 

problems cases, they can be classified as ill-fitting denture, loose denture or broken 

denture, the causes of these cases are inappropriate recall visits and poor oral care. 

And root caries cases, these are usually found in teeth with crown or bridge and no 

symptoms. 

Table  6 comparison between dentist and patient evaluation (n = 46) 

Oral exam by dentist that need 
treatment  

Having oral impact that reported by OIDP 

Yes (%) No (%) Total (%) 
Yes:   Mobile teeth 
        Root caries 
        Tooth wear  
        Denture problems 
        Burning gums 
        Pulpitis 

Total 

0 (0.0) 
2 (4.3) 
3 (6.6) 
14 (30.4) 
2 (4.3) 
1 (2.2) 

22 (47.8) 

2 (4.3) 
5 (10.9) 
5 (10.9) 
2 (4.3) 
0 (0.0) 
0 (0.0) 
             14 (30.4) 

2 (4.3) 
7 (15.2) 
8 (17.5) 
16 (34.7) 
2 (4.3) 
1 (2.2) 
            36 (78.2) 

No:        0 (0.0)  10 (21.8) 10 (21.8) 
22 Having oral impact: 2 not wearing the new denture and 2 no need to wear the denture 
obtained from. (2 not wearing the new denture but no oral impact) 
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Outcome: self-evaluations 
Table  7 self-evaluations 

Self-evaluations N (%) 

• Self- rated health 
Very good 
Good 
Fair 
Poor  

• Self-rated oral health 
Very good 
Good 
Fair 
Poor 
Very poor 

• Self-rated oral hygiene 
      Good 

Fair 
Poor 

 
1 (2.2) 

21 (45.6) 
23 (50.0) 
1 (2.2) 

 
6 (13.0) 
18 (39.1) 
16 (34.8) 
5 (10.9) 
1 (2.2) 

 
29 (63.0) 
15 (32.6) 
2 (4.4) 

 

 Self-evaluations that were shown in table 7, were self- rated health, self-rated 

oral health and self-rated oral hygiene. Most participants were good to fair in self- 

rated health, self-rated oral health and self-rated oral hygiene. However, there still 

have poor self- rated health, poor self-rated oral health and poor self-rated oral 

hygiene. 

 Moreover, the correlation between self-rated oral health and other factors 

were presented in table 8. The results were found that self-rated oral health was 

positively correlated to self-rated health, self-rated oral hygiene, OIDP (prevalence), 

and denture satisfaction. All that values were more poor evaluations when higher 

scores. From correlation coefficient = 0.394 - 0.470, It may be implied that self-rated 

and OIDP had same direction tendency. However, it has only moderate correlation. 
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Table  8 correlation between self-rated oral health and other factors. 

Factors 
Self-rated Oral health 

Correlation Coefficient P-value 
Self-rated health .394 0.007 
Self-rated Oral hygiene .470 0.001 

OIDP (prevalence) .424 0.003 

Denture satisfaction .447 0.004 
Using Spearman correlation, P-value <0.05. 

 Then, OIDP (eating) was associated with self-rated oral health (ρ = .466, P = 

0.001), dependency status (ρ = .413, P = 0.004). There were higher OIDP scores in 

eating activity when poorer self-rated oral health and more dependent in 

dependency status.  

Underlying determinants and OIDP  
Underlying determinants and OIDP were presented in table 9. There were 

sociodemographic and economic factors, health status factors, psychological factors, 

social factors and clinical oral health status factors. The characters of most 

participants were aged between 70-79 years, married, the education level was 

between primary to secondary, living with offspring (1-4 people) in Bangkok, no 

caregiver, not working, supported by offspring in main sources of income for living, 

satisfied in financial status, and using universal coverage scheme of health insurance 

utilization for the recent dental treatment.     

 Concerning about, health status factors, the major of participants had body 

mass index (BMI) in normal range (18.5-24.9) and a few participant were underweight 

or obese. Hypertension and dyslipidemia were the dominant underlying disease.  

Psychological factors, main personality type was philosophical mind, and 
major answer happiness question was agree.  

Social factors, in part of lifestyle, there were no smoker and no severe 

alcohol consumption. Major frequency of exercises was 5-7 days/week, it related to 

most participants that interest in health care knowledge. There were 13.04% patients 
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that were at risk of malnutrition. In part of major social participation, the dominant 

groups were “family group” or “family and friends group”. In part of social and 

family support, the most participants need financial and living support by offsprings 

but no need in health and care support.      

 Clinical oral health status factors, talking about teeth, the main characters 

were number of natural teeth < 20 teeth, number of posterior occluding pairs < 4 

pairs and self oral cleaning. About denture, there were 25 patients that wear acrylic 

removable partial denture, 2 patients had no need to wear denture, 1 complete 

denture patient was wearing old denture, also 2 ARPD patients and 1 MRPD patient 

were not wearing new denture. There were only 40 patients in denture evaluation: 1 

poor denture hygiene (2.50%), 3 ill-fitting denture cases (7.50%), and 3 poor denture 

satisfaction (7.50%).  

From the results, the OIDP(%) were correlated to denture satisfaction (P = 

0.008): poor denture satisfaction group had scores higher than good and fair groups (P 

= 0.002,  0.018), financial family support (P = 0.028): financial support (Together with 

offspring ) had scores higher than no financial support group  (P = 0.009), chronic 

kidney disease (P = 0.041) and self-rated oral health (P = 0.042): poor self-rated oral 

health group had scores higher than good self-rated oral health group (P = 0.048). 

Lastly, age was not associated with amount of problems in each activity. On 
the other hand, the percentages of patients that have problems in eating activity and 
cleaning activity increased gradually with number of teeth. Therefore, the problem 
may be due to ineffective teeth cleaning when there are still many teeth. 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 33 

Table  9 underlying determinants and OIDP (%). 
9.1 sociodemographic and economic factors. 

Underlying determinants N (%) 
OIDP (%) P 

value  Median Q1 Q3 
1. Age 

60-69 years  
70-79 years  
≥ 80 years  

 
8 (17.4) 
21 (46.6) 
17 (37.0) 

 
2.3 
0.0 
0.5 

 
0.8 
0.0 
0.0 

 
4.3 
2.0 
2.5 

 
 
0.173 

2. Gender 
Male 
Female 

 
21 (45.6) 
25 (54.4) 

 
0.0 
0.0 

 
0.0 
0.0 

 
2.5 
3.0 

 
 
0.839 

3. Marital status 
Single 
Married 
Divorced  
Widowed  

 
7 (15.2) 
24 (52.8) 
4 (8.7) 

11 (23.9) 

 
2.5 
0.0 
0.0 
0.5 

 
0.8 
0.0 
0.0 
0.0 

 
5.0 
2.3 
1.3 
2.8 

 
 
0.240 

4. Education 
-Uneducated 
-Primary school or lower 
-Secondary school or technical equivalent 
-Post high school diploma / certificate 
-Bachelor or higher university degree 

 
3 (6.5) 

15 (32.6) 
15 (32.6) 
5 (10.9) 
8 (17.4) 

 
0.0 
0.0 
1.5 
0.0 
1.3 

 
0.0 
0.0 
0.0 
0.0 
0.0 

 
0.3 
2.3 
4.0 
1.0 
2.5 

 
 
0.706 

5. Living condition 

• Address 
Bangkok 
Not Bangkok 

• Number of peoples in their home 
Alone 
2-5 people  
More than 5 people  
 

 
 

38 (82.6) 
8 (17.4) 

 
3 (6.5) 

34 (73.9) 
9 (19.6) 

 
 

0.5 
0.0 

 
0.0 
0.5 
0.0 

 
 

0.0 
0.0 

 
0.0 
0.0 
0.0 

 
 

2.5 
1.3 

 
1.3 
3.0 
1.0 

 
 
 
0.266 
 
 
0.462 
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9.1 sociodemographic and economic factors (continued). 

Underlying determinants N (%) 
OIDP (%) P 

value  Median Q1 Q3 

• Living status  

Alone 
Spouse only 
Offspring with/without spouse 
Other relatives 
Paid helper 

•  Caregiver 

Self 
Family 
Paid helper 

 
3 (6.5) 
4 (8.7) 

31 (67.4) 
7 (15.2) 
1 (2.2) 

 
37 (80.4) 
8 (17.4) 
1 (2.2) 

 
0.0 
0.0 
0.5 
2.5 
0.0 

 
0.0 
2.8 
0.0 

 
0.0 
0.0 
0.0 
0.0 
- 

 
0.0 
0.0 
- 

 
1.3 
11.3 
2.5 
3.8 
- 

 
2.5 
5.8 
- 

 
 
0.804 
 
 
 

 
 
0.341 

6. Income and work 

• Occupation 
Not working 
Private business 
Housework / hire 
Others 

• Main sources of income for living 
Work 
Offsping 
Savings 
Pension 
Investment  

• Financial satisfaction : Yes 
        No 

• The longest job in life 
Government official 
State enterprise employees 
Employees  of a private company 
Private business 
Housework / hire 
Others 

 
 

35 (76.1) 
4 (8.7) 
4 (8.7) 
3 (6.5) 

 
8 (17.4) 
22 (47.8) 
4 (8.7) 
5 (10.9) 
7 (15.2) 
37 (80.4) 
9 (19.6) 

 
5 (10.9) 
4 (8.7) 

13 (28.3) 
20 (43.5) 
3 (6.5) 
1 (2.2) 

 
 

0.5 
0.0 
0.0 
2.0 

 
1.0 
0.5 
3.0 
0.0 
0.0 
0.0 
0.0 

 
0.0 
0.5 
2.0 
0.0 
0.0 
2.5 

 
 

0.0 
0.0 
0.0 
1.0 

 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

 
0.0 
0.0 
0.0 
0.0 
0.0 
- 

 
 

4.0 
1.3 
1.3 
2.3 

 
2.5 
5.0 
6.3 
0.0 
1.8 
2.5 
6.0 

 
0.0 
1.8 
6.0 
2.3 
2.5 
- 

 
 
 
0.571 
 
 

 
 
0.712 
 
 
 
 
0.846 
 
 
0.596 
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9.1 sociodemographic and economic factors (continued). 

Underlying determinants N (%) 
OIDP (%) P 

value  Median Q1 Q3 
7. Health insurance utilization for the recent 

dental treatment 
Social Security Scheme 
Government Officer 
Universal Coverage Scheme 
Out-of-pocket payment 
Others 

 
 

4 (8.7) 
6 (13.0) 
32 (69.6) 
2 (4.35) 
2 (4.35) 

 
 

0.0 
0.0 
0.5 
1.3 
0.5 

 
 

0.0 
0.0 
0.0 
0.0 
0.0 

 
 

3.3 
0.0 
2.8 
2.5 
1.0 

 
 
 
0.572 

9.2 health status factors. 

Underlying determinants N (%) 
OIDP (%) 

P value 
Median Q1 Q3 

1. Body mass index (BMI) 
<18.50 
18.5-24.99 
25-29.99 
≥ 30.00 

 
2 (4.35) 
33 (71.7) 
9 (19.6) 
2 (4.35) 

 
0.0 
0.5 
0.0 
0.8 

 
- 

0.0 
0.0 
0.5 

 
- 

2.5 
2.0 
1.0 

 
 
0.428 

2. Underlying Disease 
Diabetes mellitus 
Cardiovascular disease 
Chronic kidney disease 
Pulmonary disease 
Gastritis 
Rheumatoid arthritis or chronic knee pain 
Cancer 
Hypertension 
Dyslipidemia 
Osteoporosis or Bone disorders 
Parkinson’s disease  
Others 

 
15 (32.6) 
17 (37.0) 
3 (6.5) 
1 (2.2) 
2 (4.4) 
1 (2.2) 
3 (6.5) 

24 (52.2) 
24 (52.2) 
9 (19.6) 
2 (4.4) 

20 (43.5) 

 
0.5 
0.5 
5.0 
0.0 
2.5 
2.5 
0.0 
0.0 
0.0 
0.0 
3.5 
0.3 

 
0.0 
0.0 
3.0 
- 

0.0 
- 

0.0 
0.0 
0.0 
0.0 
2.0 
0.0 

 
6.3 
2.5 
13.8 

- 
5.0 
- 

3.0 
2.5 
2.5 
1.0 
5.0 
2.5 

 
0.299 
0.873 
0.041 
0.371 
0.793 
0.393 
0.829 
0.794 
0.831 
0.361 
0.190 
0.933 

3. Dependency status: 
 Independent 
    Semi-dependent 
    Dependent  

 
38 (82.6) 
5 (10.9) 
3 (6.5) 

 
0.0 
2.0 
5.0 

 
0.0 
1.0 
2.8 

 
2.5 
5.0 
5.8 

 
 
0.065 
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9.3 psychological factors. 

Underlying determinants N (%) 
OIDP (%) P value 

 Median Q1 Q3 
1. Personality types (patient type) 

Philosophical mind 
Exacting mind 
Hysterical mind 

 
39 (84.8) 
3 (6.5) 
4 (8.7) 

 
0.0 
2.5 
1.3 

 
0.0 
2.5 
0.0 

 
2.3 
12.3 
3.8 

 
 
0.106 

2. Happiness 
Strongly agree 
Agree 
Neither agree nor disagree 

 
7 (15.2) 
31 (67.4) 
8 (17.4) 

 
0.0 
0.0 
0.8 

 
0.0 
0.0 
0.0 

 
1.3 
2.5 
3.8 

 
 
0.838 

 

9.4 social factors. 

Underlying determinants N (%) 
OIDP (%) 

P value 
Median Q1 Q3 

1. Lifestyle 

• Smoking  
Non-smoker 
Ex-smoker 

• Alcohol consumption  
Non-alcohol consumption  
Moderate alcohol consumption  

• Frequency of exercises  
No 
1-2 days/week 
3-4 days/week 
5-7 days/week 

• Concern for health care knowledge 

Yes 
No 

• Dietary habits: Mini Nutrition Assessment 

Normal nutritional status 
At risk of malnutrition 
 

 

 
23 (50.0) 
23 (50.0) 

 
40 (87.0) 
6 (13.0) 

 
3 (6.5) 
3 (6.5) 

11 (23.9) 
29 (63.0) 

 
29 (63.0) 
17 (37.0) 

 
40 (87.0) 
6 (13.0) 

 

 

 
0.0 
0.0 

 
0.0 
2.0 

 
0.0 
0.0 
0.5 
0.0 

 
0.5 
0.0 

 
0.0 
2.5 

 

 

 
0.0 
0.0 

 
0.0 
0.0 

 
0.0 
0.0 
0.0 
0.0 

 
0.0 
0.0 

 
0.0 
0.0 

 

 

 
4.0 
2.0 

 
2.5 
2.5 

 
2.5 
7.5 
2.0 
2.5 

 
2.5 
2.0 

 
2.5 
6.5 

 

 
 
 
0.545 
 
 
0.388 
 
 
 
0.990 
 
 
 
0.483 

 
 
0.428 
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9.4 social factors (continued). 

Underlying determinants N (%) 
OIDP (%) 

P value 
Median Q1 Q3 

2. Major social participation 
Family 
Friends 
Family& friends 
Family& community 
Friends& community 
Family&friends& community 

 
17 (37.0) 
5 (10.9) 
18 (39.1) 
2 (4.3) 
1 (2.2) 
3 (6.5) 

 
0.5 
0.0 
0.3 
2.5 
0.5 
0.0 

 
0.0 
0.0 
0.0 
0.0 
- 

0.0 

 
5.0 
0.0 
2.5 
5.0 
- 

1.5 

 
 
 
0.806 
 
 
 

3. Social and family support 

• Financial support  
Offspring 
Self 
Together with offspring  

• Living support  
No living support  
Living support by offspring 

• Health and care support  
Independent 
Semi-dependent  
Dependent 
 

 
 

28 (60.9) 
11 (23.9) 
7 (15.2) 

 
7 (15.2) 
39 (84.8) 

 
38 (82.6) 
5 (10.9) 
3 (6.5) 

 
 

0.3 
0.0 
2.5 

 
0.0 
0.5 

 
0.0 
2.0 
5.0 

 
 

0.0 
0.0 
1.5 

 
0.0 
0.0 

 
0.0 
1.0 
2.8 

 
 

4.0 
0.0 
4.3 

 
1.3 
2.5 

 
2.5 
5.0 
5.8 

 
 
 
0.028 
 
 
 
0.467 
 
 
0.065 
 

 

9.5 clinical oral health status factors 

Underlying determinants N (%) 
OIDP (%) 

P value 
Median Q1 Q3 

1. Teeth 

• Natural teeth  
0-19 
20-32 

• Natural posterior occluding pairs   
< 4 pairs 
≥ 4 pairs 

 

 
40 (87.0) 
6 (13.0) 

 
41 (89.1) 
5 (10.9) 

 

 
0.0 
2.5 

 
0.0 
2.5 

 

 
0.0 
0.0 

 
0.0 
0.0 

 

 
2.5 
3.0 

 
2.5 
3.0 

 
 
 
0.324 
 
 
0.505 
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9.5 clinical oral health status factors (continued). 

Underlying determinants N (%) 
OIDP (%) 

P value 
Median Q1 Q3 

• Location of tooth loss   
No 
Only posterior 
Both (Anterior and posterior) 

• Oral cleaning 
Type of oral cleaning 
-Only toothbrushes 
-Toothbrush and others 
Person who do oral care 
-Self 
-Family 
 

2. Denture (N=44) 

• Denture type  
Complete denture 
Single Complete denture 
ARPD 
MRPD 

• Denture hygiene(N=40) 

Good 
Fair 
Poor 

• Retention and Stability  (N=40) 

Acceptable denture 
ill-fitting denture 

• Denture satisfaction (N=40) 

Good 
Fair 
Poor 
 

 
2 (4.3) 
8 (17.4) 
36 (78.3) 

 
 

25 (54.4) 
21 (45.6) 

 
45 (97.8) 
1 (2.2) 

 
 
 

8 (18.2) 
2 (4.5) 

25 (56.8) 
9 (20.5) 

 
26 (65.0) 
13 (32.5) 
1 (2.5) 

 
38 (95.0) 
2 (5.0) 

 
30 (75.0) 
7 (17.5) 
3 (7.5) 

 
3.8 
0.0 
0.0 

 
 

0.0 
0.5 

 
0.0 
5.0 

 
 
 

0.3 
1.3 
0.5 
0.0 

 
0.0 
0.5 
0.0 

 
0.0 
7.5 

 
0.0 
0.0 
15.0 

 
2.5 
1.5 
0.0 

 
 

0.0 
0.0 

 
0.0 
- 
 
 
 

0.0 
0.0 
0.0 
0.0 

 
0.0 
0.0 
- 

 
0.0 
0.0 

 
0.0 
0.0 
11.3 

 
5.0 
4.5 
2.3 

 
 

2.5 
2.5 

 
2.5 
- 
 
 
 

3.8 
2.5 
2.5 
0.0 

 
2.5 
2.5 
- 

 
2.5 
15.0 

 
1.5 
2.3 
18.8 

 
 
0.178 
 

 
 
 
0.775 
 
 
0.207 
 
 
 
 
0.503 
 
 
 
 
0.692 
 
 
 
0.518 
 
 
0.008 
 

Using Kruskal-Wallis test, P-value <0.05. 
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CHAPTER V DISCUSSION  
 
The characteristics of elderly patients 
 
 There are 17.4% of dental elderly patients that need family support in daily 
activity. From the results (table4), it can be predicted that the dental patients tend 
to be gradually dependent in the near future due to many underlying diseases and 
need of financial support. Therefore, a protocol should be established regarding 
precaution based on the vital sign and dependency rate. For example, methods for 
transfer patients to dental chairs, types of dental chairs for each dependency status, 
or the monitoring systems that related to the dental procedure such as oxygen 
saturation, blood pressure, pulse, and respiratory rate. Some of the dental elderly 
patients need to receive the treatment that are quite simple, such as applied 
fluoride, cleaning or adjust the previous denture, at home or in place like in the 
nursing home or long-term care facilities. Therefore, home dental visit may be 
considered. There was a short period that this clinic opened (only 3 – 4 years), it 
should have more proactive dental care for long term care of dental elderly patients. 
For the support of dental care in these patient group, it should have oral health care 
education that related to each their education level and dependency status. 
 
OIDP 
 From our study, the OIDP (table 5) showed the majority participants were no 

oral impacts or no more than 2 impacted activities. The prevalence of impacted 

activities was eating activity, speaking activity, cleaning activity and emotional stability 

activity. OIDP (prevalence) was 47.8, comparing previous studies (35, 51), there were 

57.9, 36.6, respectively. The major prevalence of impact activity was eating activity 

that was 43.5. There was similar to previous studies that were 49.6 in elderly dental 

patients who were being treated in the Graduate Prosthodontic clinic at the Faculty 

of Dentistry, Chulalongkorn University (35), 52.2 in elderly who residing in 
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northeastern  region  of  Thailand (48) , 20.0 and 21.7 in complete denture group and 

removable partial denture group of elderly dental patients who had undergone 

treatment for complete dentures or acrylic partial dentures under the Royal Denture 

Project of five cities that purposively selected to represent different parts of Thailand 

(51),  and 42.1 in removable complete denture wearers treated in the Department 

Prosthodontic at the Faculty of Dentistry, Chulalongkorn University (63). However, 

there were less prevalence of impacts in psychological and social performance while 

comparing previous studies (35, 48, 51, 63) and less severity and intensity of impacts 

in all performance while comparing previous studies (48, 51). For total OIDP score 

(4.5 (± 8.5)), there was less than previous study (35) (9.38 and 16.89 in <20 teeth 

group and ≥20 teeth group), but there was more than another previous study (51) 

(1.6 (±4.5) and 1.9 (±5.0) in complete denture group and removable partial denture 

group). It might be a difference of prevalence, severity and intensity of impacts due 

to different type of samples, such as different duration after completed treatment 

prior to the study, after or during dental treatment and study sites. This study uses 

participants that complete treatment at least 6 months prior to the study but the 

previous studies (35, 51, 63) were during dental treatment, after dental treatment at 

least one year and at least 2 years, respectively. 

However, there were the limitations of OIDP for evaluated OHRQoL in geriatric 

clinic. There were differences between dentist and patient evaluation in table 6, 

participants often underestimated of oral health problem. It was consistent with 

previous study (64) that found that in the elderly in short-term care, there was poor 

agreement between the self-perceived oral health and professional clinical 

evaluation of oral health. OIDP, self-evaluation or self-rated can represent the 

positive attitudes of health and oral health, however not sensitively of problems that 

asymptomatic. For example, tooth wear as abrasion or abfraction and root caries as 

the symptoms are often absent or almost negligible, if present. The elderly patient 

may be not observed until caries exposed pulp and that tooth may be treated with 
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a root canal treatment or tooth extraction. Moreover, in denture problems cases as 

ill-fitting denture, loose denture or broken denture and root caries cases, there may 

be caused by changes of condition in alveolar ridge and saliva due to underlying 

disease and medicines. The author suggested that dental recall for oral examination 

is needed, however, there were accessible problems, home visits may be required. 

Then, there were the analysis of each factor (table 9). 

 

Sociodemographic and economic factors 
About age, there were small different in age, so it was no effect on OHRQoL. 

From the study, there were no significant difference OHRQoL among aged group (60-
69 years, 70-79 years, ≥ 80 years). There were not similar to previous study (10, 11). 
In contrast to previous study (9, 17), gender and care giver were not effect on 
OHRQoL. This is due to the fact that the elderly may still take good care of 
themselves and may have good health concerns. Education level or years of 
schooling was associated with OHRQoL in previous study (17). However, in this study, 
it was not effect on OHRQoL. Living status of  participants are similar to majority of 
Thai elderly in the ageing society (1) but there were no association with OHRQoL 
because their living status were.  In this study, the participants were not in low 
income group (less than 3000 baths/month) therefore monthly household income 
and monthly income were not related to OHRQoL, which were different from the 
previous study (7)((33). We can analyze the results and suggest that this was the 
characteristic of patients who come to receive dental care at the faculty, which may 
reflect the aging society in large cities. 

 
Health status factors 

Although, dependent persons display with physical limitations and higher risk 
of oral health decline (13), the results were found that only chronic kidney disease 
(CKD) was  associated with OHRQoL but no significant relationship existed between 
other health status factors and OHRQoL. This result may be due to the fact that 
chronic kidney disease may be more difficult in oral care than other diseases. In 
previous study (65), they found that poor oral hygiene, gingival and periodontal 
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status in chronic kidney disease patients. When the stage of CKD increased, oral 
hygiene, gingival and periodontal status worsened. 

For frailty or CFS (14), it was divided into three levels dependency status. 
There was no significant difference between dependency status and OHRQoL, while 
OIDP (eating) was associated with dependency status. 

Looking with the self – rated health, our findings do not support previous 
study that found poor self-rated general health were more likely to have a higher 
OIDP score (56). 

In summary, most patients may tend to dependent due to underlying 

diseases that were a non-communicable disease (NCD) and to more OIDP scores in 

eating activity. Moreover, dental treatment need that was evaluated by dentist and 

dependency status had no significant correlation. This result may be implied that it 

may not change the need for dental care as patients become more dependent, 

while oral problems of each dependency status may be different. 

 
Psychological factors 

Base on the result, no different OIDP in each patients’ psychological response 

(58), moreover in each happiness group, this findings differ from the previous study 

which claimed that the differences in mood states may induced the different level of 

impact of oral health on OHRQoL (15). However, in the study, there were no 

indifferent mind of personality types, “exacting” mind group may have higher OIDP 

score than “philosophical” and “hysterical” mind group. This is because the 

“exacting” mind patient group had more concerned than other groups. Also, there 

were a little different level of happiness in each participant. 

However, more than one quarter of patients in this clinic had cognitive 

impairment or depression so OIDP and self-rated could not be assessed. As we age, 

more depression and cognitive impairment tend to occur. Therefore, OIDP and self-

rated may not be appropriate for elderly. 
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Moreover, psychological problems may affect the management of dental 

treatment, so proper environment of the treatment field and equipment should be 

prepared. 

 

Social factors 
In part of lifestyle, previous study (21) found that smoking and alcohol 

consumption are considered the most important lifestyle determinants for health 

and oral health. In this study, there were no smoker and heavy alcohol consumption 

among participants, these brought the results to show no difference OHRQoL in 

these group. Moreover, there were no difference OHRQoL in other lifestyle factors.                    

In part of major social participation and social & family support, social 

participation of participants was home-bound (40 cases) than social-bound (6 cases). 

There were not significantly associated with OHRQoL. This finding differs from 

previous study (30) that found the positively relationship between social participation 

and dental health status especially neighborhood community associations, 

participation in sports groups or hobby clubs.      

 Then, there were only significant difference OHRQoL between financial 

support (together with offspring) group and no financial support group. However, 

there were a small number of participants in each group. If there were more 

participants, there may be more significant difference. There should be more 

participants and more information obtained about reasons for last dental visit for 

comparing with previous study (31) which claimed that social support appeared as an 

important cue of reasons for last dental visit, including the received treatment, and 

denture status. Moreover, participants in no living support group were independent 

and no major social participation in community part. Certainly, the relationship 

between social support and oral health should not be underestimated. 
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Clinical oral health status factors 
According to the results, almost all participants that had tooth loss have 

received dental rehabilitation treatment (prostheses) therefore the number, location, 
distribution, severity of tooth loss and occluding pairs in the study were not 
significantly influenced the OHRQoL. Conversely, previous study (10)(35) has found a 
strong inter-relationship among number of missing teeth and OHRQoL. Also, another 
previous study (50) has discovered that occluding pairs, location and distribution of 
missing teeth may modified the severity of OHRQoL impairment. However, the 
participants in those studies may be not received dental rehabilitation treatment. 

There was only one case that their family performed oral care for participant. 
Moreover, there are not a caregiver that do their oral care. Oral care by caregiver or 
their family was not related to dependency status. This may imply that their family 
and caregiver had some misunderstanding of oral care and do not want to take the 
oral care for other members. The authors suggest that those semi-dependent or 
dependent elderly should have care giver to help in their normal activities including 
oral care, also the caregivers should be trained or inform some health literacies.  

For denture factors, OHRQoL was associated with denture satisfaction. Self-
rated about current denture would be the key of assessment of oral health because 
of the denture impact in eating activity and speaking activity. Moreover, self-rated 
oral health were associated with OHRQoL similarly to previous study (22). 
Furthermore, denture status and denture hygiene or oral hygiene should also be 
considered because the most of patients that use removable denture may have 
difficulty to clean oral cavity. Oral care behaviors and equipment need to be 
reviewed and educated individually or in groups about oral health care in patients 
and caregivers.         
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Summarizations 

 In this study, OHRQoL was related to denture status higher than demographic 

variables, there was consistent with previous study (11). However, the result of 

another previous study (66) found that there were significant influenced of 

sociodemographic factors such as age, education and residence place size on 

perception of oral health and OHRQoL among complete denture wearers but the 

length of denture wearing period also was related.  

Finally, these results that were different could be because the elderly 
patients had already received comprehensive dental treatment and oral hygiene 
instructions. It means that all patients were performed the oral problems at least 6 
months before they participate the study. Therefore, there may be a small impact of 
oral health in only 6 months to 2 years. However, there are a difference of 
characteristic of patients in different field as a private or government hospital or an 
academic clinic due to health insurance and limited budget so it should study in 
other fields too. The limitation of this study, there were sensitive and subjective 
techniques for interview in OIDP index and recall bias that OIDP used recall 
memories in last 6 months.  

For further study, the author suggested that it should be considered about 
duration after treatment and frequency of recall visits for comparing OHRQoL among 
different period of recall visits to determine factors that impaired OHRQoL in long-
term. Moreover, the patients know their own problems however to evaluate the 
problems from patients self-reported only may not reliable as they have fewer 
problems than what the dentist has detected, there was a same direction tendency 
between OIDP and self-evaluations. It should use self-evaluation with oral 
examination for evaluated OHRQoL after dental treatment. 
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CHAPTER VI CONCLUSION 
 

In this study, the results indicated that the elderly patients still have oral 
health problems but low severity and intensity. It is indicated that the major factors 
impairing the quality of life are denture factors, therefore, the dental treatment 
should focus on the recall system, the frequency of dental recall visits, procedures 
to successful oral hygiene instruction and skills to handle the denture problems. 
Though, the character of the elderly patients in this clinic were mostly independent, 
nevertheless, they also have underlying disease (with fewer natural teeth) which 
tend to be more depend on surrounding persons in the near future. A protocol 
should be established regarding caution based on the vital sign and dependency 
rate. 
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เอกสารยินยอมเข้าร่วมการวิจัย   
(Consent Form)  

  

การวิจัยเรื่อง คุณภาพชีวิตในมิติสุขภาพช่องปากและปัจจัยที่เก่ียวข้องในผู้ป่วยสูงอายุที่ได้รับการ
รักษาทางทันตกรรม ข้าพเจ้า(นาย/ นาง/ นางสาว)........................................................................  
อยู่บ้านเลขท่ี......................................ถนน.................................ตำบล/แขวง..................................  
อำเภอ/เขต.........................................จังหวัด..............................รหัสไปรษณีย์...............................  
ก่อนที่จะลงนามในใบยินยอมให้ทำการวิจัยนี้   

1. ข้าพเจ้าได้รับทราบรายละเอียดข้อมูลคำอธิบายสำหรับอาสาสมัครที่เข้าร่วมในการวิจัย   
รวมทั้งได้รับการอธิบายจากผู้วิจัยถึงวัตถุประสงค์ของการวิจัย วิธีการทำวิจัย อันตรายหรือ
อาการที่อาจเกิดขึ้นจากการทำวิจัยหรือจากยาที่ใช้รวมทั้งประโยชน์ที่จะเกิดขึ้นจากการวิจัย
อย่างละเอียดและมีความเข้าใจดีแล้ว     

2.  ผู้วิจัยได้ตอบคำถามต่างๆ ที่ข้าพเจ้าสงสัยด้วยความเต็มใจไม่ปิดบังซ่อนเร้นจนข้าพเจ้าพอใจ  

3.  ผู้วิจัยรับรองว่าจะเก็บข้อมูลเฉพาะเกี่ยวกับตัวข้าพเจ้าเป็นความลับและจะเปิดเผยได้เฉพาะ
ในรูปที่เป็นสรุป ผลการวิจัย การเปิดเผยข้อมูลเกี่ยวกับตัวข้าพเจ้าต่อหน่วยงานต่างๆ  ที่
เกี่ยวข้องกระทำได้เฉพาะกรณีจำเป็นด้วยเหตุผลทางวิชาการเท่านั้น และผู้วิจัยรับรองว่าหาก
เกิดอันตรายใดๆ จากการวิจัยดังกล่าว ข้าพเจ้าจะได้รับการรักษาพยาบาลโดยไม่คิดมูลค่า  

4. ข้าพเจ้ามีสิทธิที่จะบอกเลิกการเข้าร่วมในโครงการวิจัยนี้เมื่อใดก็ได้และการบอกเลิกการ เข้า
ร่วมการวิจัยนี้จะไม่มีผลต่อการรักษาโรคที่ข้าพเจ้าจะพึงได้รับต่อไป  

  
  

ข้าพเจ้าจึงสมัครใจเข้าร่วมโครงการวิจัยนี้ตามที่ระบุในเอกสารข้อมูลคำอธิบายสำหรับ
อาสาสมัครและได้ลง นามในใบยินยอมนี้ด้วยความเต็มใจ และได้รับสำเนาเอกสารใบยินยอมที่
ข้าพเจ้าลงนามและลงวันที่ และเอกสารยกเลิกการเข้าร่วมวิจัย อย่างละ 1ฉบับ เป็นที่เรียบร้อย
แล้ว ในกรณีที่อาสาสมัครไม่สามารถตัดสินใจได้ จะต้องได้รับการยินยอมจากญาติและผู้ดูแลด้วย  
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ลงนาม..............................................(อาสาสมัคร)  
        (................................................................)  
         วันที่......./................./.................  

ลงนาม........................................(ญาติอาสาสมัคร)  
        (.................................................................)  
         วันที่......./................./.................  

  
ลงนาม................................................(ผู้วิจัยหลัก)  
                (ทพ.ธีรวุฒิ ตติยพงศ์ไพบูลย์)  
         วันที่......./................./.................  

  
ลงนาม......................................................(พยาน)  
          (..............................................................)  
           วันที่......./................./.................  

  
  

ข้าพเจ้าไม่สามารถอ่านหนังสือได้ แต่ผู้วิจัยได้อ่านข้อความในใบยินยอมนี้ให้แก่ข้าพเจ้าฟังจน
เข้าใจดีแล้วข้าพเจ้าจึงลงนาม หรือประทับลายนิ้วหัวแม่มือขวาของข้าพเจ้าในใบยินยอมนี้ด้วยความ
เต็มใจ  
  
  
  ลงนาม...........................................(อาสาสมัคร)  
        (.............................................................)  
         วันที่......./................./.................  

  
   ลงนาม....................................(ญาติอาสาสมัคร)  
        (................................................................)  
         วันที่......./................./.................  

  
   ลงนาม...........................................(ผูว้ิจัยหลัก)  
                 (ทพ.ธีรวุฒ ิตติยพงศ์ไพบูลย์)  
         วันที่......./................./.................  

  
   ลงนาม...................................................(พยาน)  
        (...........................................................)  
        วันที่......./................./.................  
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Appendix B questionnaires and test 
 

 QUESTIONNAIRE AND INTERVIEW  
Participant [  ] yourself [  ] others: relationship with participant _______________  
If it is Caregiver Take care of the participant for __ month __ year  
A. Sociodemographic  

1. Sex: male, female  

2. Age: _ _ _ years: Date of Birth _ _/_ _/_ _ _ _  

3. Marital status  
1 single  2 married  
3 separated  4 divorced  
5 widowed  
6. Education  

a. Year of education _ _  

b. Highest level of education  
1 uneducated      2 primary school or lower  
3 secondary school or technical equivalent  4 post high school diploma / certificate  
5 bachelor or higher university degree  
7. Living condition  

a. Address____________________________________________________  

b. How many people in total live in your home including yourself _ _  
c. Living with (multichoice)  
1 My husband/ wife   2 My son  
3 My daughter   4 Brother  
5 Sister    6 My grandson  
7 My granddaughter   8 nursing home (please specify starting date _ / _ / _)  
9 Friends or other relatives  10 Other _________________  
d. Caregiver: Yes No  

e. Who is the caregiver _____________________________________  
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8. Income and work  

a. Occupation ____________________  
1) Not working 2) State enterprise employees 3) Employees or employee of a private 
company / university. 4) Farmers 5) Private business 6) Housework / hire 7) Priest / 
priest 8) Others .........  
b. Monthly income _______________Baht / month  

c. Monthly household income _______________Baht / month  

d. Main sources of income for living:  
1) work 2) descendants / relatives 3) savings / interest 4) allowances for senior 
citizens 5) government pension 6) donations 7) other ....  
e. Are you satisfied with your financial situation or your living expenses?  

Satisfied, Dissatisfied  

f. Occupation or job defined as the longest job in life_________________________  
9. insurance of health  
1 Social Security Scheme  
2 Government or State Enterprise Officer: officer, family officer, pension officials  
3 Universal Coverage Scheme: Disabled, elderly  
4 Self – payment  
5 Private health insurances  
6. Right to be an employee of a private company  
7 Other _____________  
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B. Physical factors  

a. Underlying Disease: Current medical problem  

1. Diabetes mellitus  

2. Cardiovascular disease  

3. Chronic kidney disease  

4. Pulmonary disease  

5. Gastritis  

6. Rheumatoid arthritis or chronic knee pain  

7. Cancer  

8. Dementia  

9. Hypertension  

10. Dyslipidemia  

11. Osteoporosis or Bone disorders  

12. Parkinson’s disease  

13. Other____________  
b. Self- Rated health (past 1 year):  
very good, good, fair, bad, and very bad  
 

C. Psychological factors  

a. Happiness: I am happy. 
 strongly agree, agree, neither agree nor disagree, disagree, strongly disagree  
 

D. Lifestyle  

a. Smoking (Packyears _ _)  

• Non-smokers  

• smoker  

• Ex-smoker  
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b. Alcohol consumption(quantity and frequency _ drinks/ __)  

• Non-Alcohol consumption  

• Moderate Alcohol consumption (up to 1 drink per day for women and up to 2 
drinks per day for men)  

• Heavy Alcohol consumption (8 or more drinks a week for women and 15 or more 
drinks a week for men)  

c. Physical exercise: frequency (time/week) 
d. Concern for health care knowledge: yes/no  
e. social interaction and social participation  

- What are your activities and frequency with others?  
 everyday  Nearly/ 

every week  
1-2 times 
/month  

Very few  never  Activity  

1.family        
2.neighbors        
3.other friends        
4.people at 
recreational clubs or 
voluntary or service 
organization  

      

5.Participate in 
political parties, trade 
unions, 
environmental groups  

      

 

E. Oral Condition  

a. Self-rated oral health: very good, good, fair, bad, and very bad  

b. Self-rated Oral hygiene Good, Fair, Poor  

c. Oral Cleaning  
 Oral care equipment 
Self   
Others__________   
d. Current denture with patient’s satisfaction Good, Fair, Poor  
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Record form  
A. Clinical Frailty Scale (CFS)  
1 very fit 2 well 3 managing well 4 vulnerable  
5 mildly frail 6 moderately frail 7 Severely frail 8.Very Severely frail  
9. Terminally Ill  
B. weight _ _ _ Kg  

C. height _ _ _ Cm  

D. Personality types (patient type)  
- Philosophical mind - Exacting mind  
- Hysterical mind - Indifferent mind  
E. Number of natural teeth _ _  

F. Number of posterior occluding pair (natural teeth + artificial teeth)  
Teeth  Left side  Right side  
1 Premolar    
2 Premolars    
1 molar    
2 molars    

G. Current denture status  
Denture type: Complete Dentures, Partial Dentures (ARPD/MRPD), Others_______  
Denture condition: Broken denture , Poor hygiene denture, Others_________  
Interfere occlusion: no , yes  
Retention and Stability : ill-fitting denture, acceptable denture 
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H. Oral Impacts on Daily Performances: OIDP (46). 
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I. Thai version of the 15-item Geriatric Depression Scale (TGDS-15) (57). 
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J. Mini-Mental State Examination Thai 2002 (54). 
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K. Dietary habits: Mini Nutrition Assessment (Thai version) (62). 
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