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Abstract

The geriatric population in R. Macedonia presents a specific group that needs continuous evaluation
of their oral health. According to WHO data in 2010, 12 % of the population was aged 65+ years in
Macedonia. Aging is the process with different specific changes in all systems and organs, including
the orofacial system. The most common conditions associated with age in the geriatric population
are teeth loss, parodontopathy, precancerous lesions and oral carcinomas, xerostomia, resorption
of the residual alveolar ridge, and overall dysfunction of the orofacial system. There is a great
influence of the performed prosthodontic therapy in geriatric patients on the overall and general
health. The aim of this study was to evaluate the condition of the soft tissues in geriatric patients,
especially in patients with prosthodontic treatments, their oral health, and the influence of oral
health on life quality. Material and methods: Observational cross-sectional study was conducted in
geriatric patients and Geriatric Oral Health Assessment Index (GOHAI) was used for self-assessment
of their oral health and the impact of oral conditions and performed dental treatment on quality
of life. Results: Participants witha mean age of 72.88 years reported several general and systemic
diseases, and the main risk factors for their oral mucosal changes were smoking and drinking
alcohol. Total anodontia was observed in 375% of respondents and partial anodontia in 62.5%.
The average period of wearing dentures was 78 years. The total scoreof the quality of life and oral
health of the respondents varied in the interval 1.93 + 0.65, and the average value in the subjects
with prosthetic constructions for p> 0.05 (p = 0.19) was slightly higher in relation to the subjects
without any prosthodontic device. Conclusion: GOHAI-12 score in the study had a low value, less
than 50 indicated that the respondents were in poor oral health. According to the results of the
self-assessment, there was a weak to moderate perception of oral health. An integrated approach is
needed to achieve a critical positive level of general and oral health in geriatric patients.
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V3Bamok

T'epujaTpucKata nomy/anmja Bo MakezioH1ja peTcTaByBa crielydyHa rpyra Koja uMa norpeda oji KoH-
TUHYPaHa eBajTyaliija Ha HUBHOTO opastHo 3apasje. Criopen nofatoimte Ha C30 Bo 2010 ropmma, 12 % of
HacesieH1eTo Bo Maxe/ioHuja Oro Ha Bopact 65+ rojuun. CTapeereto e Mpoliec co pasinuHy Crielguy-
HJ IPOMEHY BO CUTe CUCTEMH 1 OPraHy, BKTYUYBajK1 ro 1 opodaljanHioT cucTeM. HajuecTute coctojou
TIOBP3aHK CO BO3PACTa Kaj repujaTpricKaTa Momy/atija ce ryberbe Ha 3a0uTe, IapofIoHToNATHja, TIpeKaHIle-
PO3HY JIe3¥ 1 OPasHK KApIMHOMHM, KCEPOCTOMIja, PeCOPITIMja Ha Pe3w/yaIHIoT alBeoniapeH rpebet u
1eJIOKYTHA nchyHKIMja Ha opodaliujaHuoT cricTeM. [oemo e BjaHieTo Ha U3BpIeHaTa NPoTeTHUKa
Tepariija Kaj repujaTpuCcKuTe MaleHTH Bp3 HUBHOTO 1eJIOKYITHO 1 OTTIITO 37paBje. LlenTa Ha oBaa cTyamja
Dertte j1a ce MPOLEHN cocToj0aTa Ha MEKKTe TKMBA Kaj repjaTpiCKITe MalMeHTH, 0cO0EHO Kaj TarlieHTnTe
CO TIPOTETUUKM TPETMAHH, HUBHOTO OPAJIHO 37paBje 1 BIMjAHNETO HA OPAJTHOTO 37[paBje BP3 KBAUTETOT
Ha KuBoTOT. Marepujan u metoau: CripoBejjoBMe OICepBallOHa CTY/Mja Ha MpeceK Kaj repujaTpucKuTe
TALMeHTH, a TepUjaTPUCKUOT MHIEKC 3a MpOLieHKa Ha opasHoTo 3apasje (GOHAI) erne yrorpebeH 3a fja
ce U3BPIIM eBajlyalluja Ha HUBHOTO OPAJTHO 37paBje U BIMjAHUETO Ha OPATHHUTE COCTOJOM U M3BPIIEHUOT
JIeHTaJIeH TPeTMaH BP3 KBAJIMTETOT Ha KUBOTOT. Pesyrraru: McnuranuiyTe co mpoceuHa Bozpact of 72,88
TOJIMHY [IPHjaBuUJIe TIOBeKe OIIITY 1 CUCTeMCKY 3a0071yBatba, a IIaBHITe (GakTopy Ha PU3KK 3a TPOMEHHUTe
Ha OpajiHaTa MyKo3a OuJie TIYIIEETO 1 THeHeTo alkoXoJl. BKymHa aHofioH1mja e 3abenexkana Kaj 37,5% of
UCTIUTAHULIATE U JIe/TyMHa aHOJIOHIM]a Kaj 62,5%. [IpoceyHnorT neproyi Ha Hocerse MpoTesy n3Hecysate 7,8
rofIiHA. BKyTHaTa oljeHKa 3a KBAIATETOT Ha KUBOTOT 1 OPATHOTO 37paBje Ha NCTIATAHMIUTe BapKpallle BO
yHTepBasor 1,93 + 0,65, a MpoceuHata BpeHOCT Kaj CYOjeKTHTe CO TIPOTETHUKM KOHCTpYKLH 3a p> 0,05 (p
=0,19) Gee HewrTo MOBUCOKA BO OIHOC Ha cybjektiTe Oe3 0110 KaKBa IPOTETHUYKA U3Pab0TKa. 3aK/TyyoK:
Pesynraror Ha GOHAI-12 Bo cTyaujata vmMalle HUCKa BpeJHOCT, TIOMaIKY of 50 1ITo MoKaska Jieka UCTy-
TaHuIITe Oea co cmabo opaHo 37ipasje. Crope[T pesynTaTiTe Off CAMOOI[EHYBAIHETO, MMalle ciaba 710
yMepeHa Teplierija 3a HUBHOTO OPAIHOTO 37pasje. [ToTpebeH e MHTerpupaH MpUCTaI 3a I e MOCTHUTHe
KPUTHYHO TIO3UTUBHO HKBO Ha OMIITOTO 11 OPATHOTO 37[paBje Kaj reprjaTpUCKUTe TAlHeHTH.



Introduction

Aging of the population is a natural
process and reality, both in devel-
oped and underdeveloped countries
in the world. According to Euro-
stat in 2008 in Europe over 20% of
the population was old. The World
Health Organization (WHO) in 2010
for the first time established a data-
base on oral health in 163 of 193 reg-
istered countries. The data from the
last census in 2002 in the Republic
of Macedonia, showed that the geri-
atric population from 65 to 85 years
was 214,915, of which 96,752 were
men and 118,163 women.According
to the WHO data in 2010, 12% of the
population was over 65 yvears oldin
Macedonia’.The data for the capital
city Skopje indicated 72,968 people
at this age, of which 50,428 men and
22,540 women?2.

The geriatric population in the Re-
public of Macedonia is a specific
group that needs continuous evalu-
ation of their oral health. There is
not much data on the state of oral
health in the geriatric population in
our country, and the cross-sectional
study that covered 8 rural and urban
areas (Skopje, Vardar, Eastern,
Northeastern, Southeastern, South-
western, Pelagonia, and Polog re-
gion)conducted in 2015/2016on a
representative sample of432people
(age>65 years) showed a high preva-
lence of anodontia of 45.1%, poor
oral hygiene, and even 60-80% of re-
spondents needed some urgent pros-
thetic treatment>.

Aging is a process with different
and specific changes in all systems
and organs, and it affects the hu-
man bodyincluding the orofacial
system too. In the elderly popula-
tion, the number of remaining teeth
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is reduced, and their condition is
changed. The changes of the teeth
occur physiologically and gradually
over the years, and are manifested
at all layers of enamel, dentin, pulp,
and cement. Oral soft and hard tis-
sues are also affected by the aging
process. These changes in the mouth
are not pathological, and they are
manifested on a macro and micro-
scopic level“.

The most common conditions associ-
ated with aging are tooth loss, peri-
odontitis, precancerous lesions, and
oral cancers, xerostomia, resorption
of the residual alveolar ridge, and
complete dysfunction of the oro-
facial system® Oral hygiene habits
are also age-dependent, and oral hy-
giene maintenance is often irregular
or not performed, and is a result of
impaired vision and reduced manual
and cognitive capacity in the elder-
ly®.In this population, it is very im-
portant to discover all those factors
that lead to the appearance and de-
velopment of leukoplakia and other
precancerous lesions as early as pos-
sible’. Precancerous lesions and oral
cancers are much more common
in the elderly than in the younger
population, and screening tests are
an important tool for asymptomatic
patients in everyday practice®. The
effectiveness of screening tests is
evaluated according to the diagnos-
tic value in terms of their sensitivity,
specificity, and the number of cases
detected with them?1°,

Poor and inadequate prosthetic
treatment in geriatric patients does
not provide good masticatory func-
tion, and the masticatory forces in
these patients can be reduced by up
to 60%". Therefore, careful planning
of prosthetic treatment, improve-



ment of oral hygiene, and proper
diet are very important factors for
proper assessment of the quality of
life of the geriatric population relat-
ed to oral health'.

The aim of this study was to assess
the condition of oral status in ge-
riatric patients with and without
prosthetic devices, their general and
dental health, and the impact of oral
health on quality of life.

Material and methods

The data for the paper was ob-
tained by clinical and epidemio-
logical examination, observational
cross-sectional study conducted in
the geriatric population - patients
over 65 years of PHI UDCC “St. Pan-
teleimon”, Skopje (Picture 1). Eighty
respondents who were included in
the study signed an informed con-
sent form. The examination was ap-
proved by the Ethics Committe for
examination at the Faculty of Den-
tistry, UKIM in Skopije.

Figure 1. Epidemiological survey and
clinical examination

Respondents were divided into 2
groups according to the presence or
absence of prosthetic construction
in the mouth: 40 respondents at the

Clinic for dental prosthetics with
prosthetic constructions and 40 re-
spondents without prosthetic con-
structions.

All participants completed a ques-
tionnaire with anamnestic data on
their general health status - medical
history and oral health status - dental
history, as well as data from the anal-
ysis of risk factors and oral hygiene,
and completed a GOHAI - question-
naire (Global / General Oral Health
Assessment Index).The GOHAI ques-
tionnaire for self-assessment of oral
health and the impact of oral condi-
tions on quality of life consists of 12
questions such as functional limita-
tion, aesthetic dissatisfaction, dis-
comfort during chewing, avoidance
of certain types of food, avoidance of
social contacts, and more. The ques-
tionnaire covers the problems of the
elderly in three dimensions: physical
functioning such as eating, speaking,
and swallowing; mental functioning
such as oral health concerns, dissat-
isfaction with appearance and avoid-
ance of social contacts; pain and dis-
comfort, use of pain medication or
discomfort in the mouth.The ques-
tions are written positively or nega-
tively, to stimulate the respondents
to give their assessment of their oral
health. The answers are evaluated
with number 1-5 where 1 = never, 2 =
rarely, 3 = sometimes, 4 = often and
5 = always. The overall score on the
scale is the sum of all the values for
each question, and the low value in-
dicates the presence of an oral health
problem. A higher GOHAI score indi-
cates better oral health status. The
values also show three levels of sub-
jective perception of respondent’s
oral health: poor, moderate, and good
perception. At the Clinic for prosth-
odontics, a clinical examination (ex-
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tra and intraoral) was performed to
evaluate the oral condition, the pres-
ence of mucosal changes, dental and
prosthetic status>7®,

Results

The socio-demographic characteris-
tics of respondents are an important
indicator with high significance in
epidemiological research (Table 1). The
mean age of our respondents was72.88
years, most of them32.5%, were aged
75-79 years and 1.25%at least were over

Table 1. Socio-demographic characteristics

85 years. Gender distribution showed a
higher presence of female respondents
(57.5%) - compared to male respondents
(42.5%). According to the place of resi-
dence, most of them originate from ur-
ban environments 82.5%, 16.25% from
the peri-urban environment, and the
smallest number live in rural areas
(1.25%). Only 20% of our geriatric pa-
tients had completed universityeduca-
tion, most of them had secondary edu-
cation (57.5%), while persons without
education or completed primary edu-
cation were 22.5%.

RISK FACTORS PHI UDCC
numberpercent

GENDER

male 34 42.5%
female 46 57,5%
AGE/years

65-69 24 30%
70-74 25 31,25%
75-79 26 32,5%
80-84 4 5%
85-90 1 1,25%
Over 90 / /
language

Macedonian 72 90%
Albanian 3 3,75%
other 6,25%
education

without / /

4 grade / /
primary 18 22,5%
secondary 46 57,5%
university 16 20%




Respondents also had several gen-
eral and systemic diseases, mostly
cardiovascular diseases such as hy-
pertension (47.5%), rheumatic cardio-
myopathy and angina pectoris (15%),
hypotension (12.5%), and arrhythmias
(7.5%). Prevalence of the eye diseases
and cataracts was registered in 12.5%
and reduced vision in 22.5%of respon-
dents. Diseases of the gastric mu-
cosa and ulcer were present in 20%,
20%had diseases of the bones and
joints, and 12.5% of female patients
were diagnosed with osteoporosis,
for which they received therapy with
bis-phosphonates. Of the endocrine
diseases, the most common were di-
abetes mellitus (25%) for which the
patients most often used therapy
with Glucophage tablets or insulin
ampoulec, and 12.5% of patients suf-
fered from thyroid disease.

Risk factors for oral disease are he-
reditary predisposition and condi-
tions or risks that depend on lifestyle

and some behaviors (smoking, exces-
sive alcohol consumption, drug use,
tattooing and piercing, and HPV-16
virus infection).

Data were analyzed and the results
obtained are displayed in Table 2.
Respondents did not provide infor-
mation that any of them used ille-
gal substances, got a tattoo, or had
a piercing. Risk factors were smok-
ing and alcoholconsumption, and
there were no data on HPV infec-
tion. Forty-five percents smoke or
smoked, of which 61.1% werw men
and 38.8%women. On average, every-
one smoked 1-2 packs a day, and 40%
stopped more than three years ago, or
about 10 years ago. Regarding alcohol
as a risk factor, 47.5% drank alcoholic
beverages 6-11/week, and 5% drank
1-5 drinks/week, most of the respon-
dents still drink some beer or brandy
when they have the opportunity, and
only 20% gave data that they no lon-
ger consume alcoholic beverages.

Table 2. Prevalence and distribution of risk factors

36(45%)
SMIS;(]IENG 22(61,1%)
14(38,8%)
female
HOW MANY CIGARETTES? 1-2 boxes
HOW LONG? 20 years
WHEN DID YOU QUIT? Quit more than 3 years ago
ALCOHOL / AVERAGE AMOUNT OF 6—113(1?141171;55 //°) .
ALCOHOL W
ABUSE OF PROHIBITED SUB- N
STANCES
TATTOOS / PIERCINGS no
INFECTION / HPV VIRUS no




Most of the respondents did not know
the exact reasons for the extraction
of the largest number of their teeth,
so fractures, a large dental caries
process, and periodontitis were most
often mentioned. Total anodontia or
no teeth in the upper and lower jaw
were observed in 37.5% of patients,
while partial anodontia had 62.5%.
More than 53.33% of patients with
complete anodontiawere women. Of
the patients with partial anodon-
tia, 72% were females and 28% were
males. The average age of patients
with total anodontiawas 72.63 rang-
ing from 65 to 80 years. The average
age of patients with partial anodon-
tiawas 72.66 ranging from 65to 80
years.

Regarding the number of remain-
ing teeth as an important indicator
of the oral healthstate, the average
number of remaining teeth in the up-
per and lower jaw in patients was 14.5
ranging between 4and 23 teeth. The
most common cause of tooth extrac-
tion was loosening or periodontitis,
followed by large carious lesions and

Table 3. Prosthetic rehabilitation

fractures of the teeth. The periodon-
tal status of the patinets with partial
edentulousness was noted by record-
ing the presence/absence of gingival
bleeding, the presence/absence of
periodontal pocket, and the lost at-
tachment from 0-3mm to 12mm. In-
flammation and gingival bleeding, at
least one periodontal pocket 4-5 mm
deep and a lost 0-3mm attachment to
at least one tooth were observed in
all patients with residual teeth.

Prosthodontic constructions pres-
ent in the mouth are total prosthe-
sis, partial prosthesis, skeletal pros-
thesis, crowns, bridge, and combined
prosthetic rehabilitation (bridge/
prosthesis). Of all respondents 93.33%
hadtwo total prostheses, 6.66% had
one total prosthesis in the upper
jaw and partial edentulousness with
lower partial acrylic prosthesis and
in 3.33% prosthetic rehabilitation
was performed in combination with
a lower total prosthesis, and partial
edentulousness in the upper jaw with
a visceral skeletal prosthesis (Table 3).

PROSTHETIC REHABILITATION number %

2 total dentures 28 35%
1 total denture / /
Total/partial denture 2 2,5%
Partial/partial denture 10 12,5%
Skeletal denture 7,5%
Bridges 5%
Bridge/Partial denture 18 22,5%
Bridge/Total denture 2 2,5%
Upper total denture/bridge/lower partial denture 4 5%
Bridge/partial skeletal denture/silicone denture 5+1 7,5%
Total 80 100%
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Patients had a total of 60 total acryl-
ic prostheses and 26 partial acrylic
prostheses. The average wearing den-

tures time was 7.8 years ranging in an
interval of 3-20 years (Figure No. 2).

Figure 2. Total prostheses

Calculation and results of the ques-
tionnaire for the GOHAI index

The GOHAI Questionnaire consists of
12 items/questions: T1(How often do
you limit the amount of food you eat
because of problems with your teeth
or dentures?); T2(How often do you
have problems with biting or chew-
ing any kind of food (solid meat or ap-
ples)?); T3(Do you have difficulty swal-
lowing?); T4 (How often have your
teeth or dentures prevented you to
speakthe way you wanted?); T5 (How
often you were able to eat without
feeling discomfort?); T6(How often
have you avoided contact with peo-
ple because of the condition of your
teeth or dentures?); T7(How satisfied
are you with the look of your teeth,
gums or dentures?); T8 How often
have you used medication to relieve
pain or discomfort from around your
mouth?); T9(How often have you been
concerned about the condition of your
teeth, gums or dentures?); T10(How
often do you feel nervous or aware
of problems with your teeth, gums

or dentures?); T11(How often did you
feel uncomfortable eating in front
of people because of problems with
your teeth or dentures?); T12(How of-
ten were your teeth or gums sensitive
to heat, cold or sweets?).

Responses to the questions are scored
according to the Likert scale and a
GOHALI score is obtained, according
to which the oral health is divided
into three categories: high - good
oral health 57-60; moderate - second-
ary oral health 51-56; low - poor oral
health less than 50.

The obtained score can be catego-
rized for easier and faster determi-
nation of the level of psychometric
characteristics according to the oral
health self-perception: less than 50
as “low perception, 51-56 as” moder-
ate perception "for oral health, 57-
60 as“ high perception ”. Table 4 and
Figure 3 show descriptive statistics of
the total score and the average score
for the quality of life and oral health
of respondents.




Table 4. Quality of life and oral health/total, average score / Descriptive statistics

&b = : =
o < | Confidence | Confidence | .S = = = =
GOHAL 1 =1 B | os00% | +500% | 2 | & |E | 2| =
<< 2}
Sum 80 | 15,48 14,32 16,63 14,50 | 1238 6 32 5,19
Total
Average 80 | 1,93 1,79 2,08 1,81 |[154,/5| 0,75 | 4,00 0,65

The total score that refers to the
quality of life and oral health in re-
spondents from group 1 varied in
the interval 15.48 + 5.19; + 95.00% CI:
14.32-16.63; the median was 14.50;
the sum of the total score was 1238;
the minimum value was 6 and the
maximum value was 32. The average

score referring to the quality of life
and oral health of the respondents
from group 1 varied in the interval
1.93 + 0.65; + 95.00% CI: 1.79-2.08; the
median was 1.81; the sum of average
score was 154.75; the minimum score
was 0.75 and the maximum score was
4.00.
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Figure 3.

oral health in male respondents (x =
2.05) for t = 1.40 and p> 0.05 (p = 0.17)
was slightly higher thanin female re-
spondents (x =1, 85).

Table 5 presents the difference in the
quality of life and oral health of re-
spondents in relation to gender. The
average value of quality of life and

Table 5. Quality of life and oral health / Gender

Ve | 52 | EF = Zo |23 B | k3
ariable | © = = = = Al =2 | = 8 = =

== =@ T S= |28 |E= |28
Average® |05 | 185 | 140 | 78 | 017 | 34 | 46 | 063 | 066




There was an insignificant correla-
tion between the average value of
quality of life and oral health and
their age (72.48-5.25). For r = -0.21 (p>
0.05) a moderately weak negative in-
significant correlation was found.
Namely, with a single increase in the
age of the respondents by one year,

the quality of life and oral health de-
creases insignificantly by 0.03 units.
The average value of quality of life
and oral health in the respondents in
peri-urban environment (x = 2.27) for
t=-2.17and p <0.05 (p = 0.03) is signif-
icantly higher than in respondentsin
urban environment (x = 1.86).

Table 6. Quality of life and oral health / Environment

e . .=

== o 8 < Z s | =22 | B = > =3

Variable | & 2 S _‘E = 5| ~ | 28| EE 2 S = _‘E
=5 | =F z S| SR | 25| 28

(=W (=W

Average™ | g6 227 | 217 | 78 [0,03| 66 14 | 058 | 084

For F = 0.57 and p> 0.05 (p = 0.57),
there was no significant difference
in the quality of life and oral health
when it comes to the education of
respondents. Table 7 shows the dif-
ference in the quality of life and oral

health of respondents in relation to
smoking. The average value of quality
of life and oral health in smokers (x =
2.15) for t = 2.74 and p <0.01 (p = 0.008)
was significantly higher than in non-
smokers (x = 1.76).

Table 7. Quality of life and oral health / Smoking

o~ £ . & o .2

= 9 (5] =Z = = § > = = g

Variable 5 = 5 é = | = o |E2 = s S2| A 2

= £ = 3 = s g S 5 |2 g < g

V%) =) = = A - S A A 3 o

= 2 2

Average™ | o1s | 176 | 274 | 78 | 0008 | 36 | 44 | 072 | 053
The average value of quality of life and Discussion

oral health in respondents who drank
alcohol (x = 2.03) for t = 1.30 and p> 0.05
(p = 0.20) was slightly higher than in the
respondents who did not drink alcohol
(x = 1.85). The average value of quality of
life and oral health in respondents with
prosthetic constructions (x = 2.03) for t
=-1.32 and p> 0.05 (p = 0.19) was slightly
higher in relation to respondents with-
out prosthetic structures (x = 1.84).

Oral health is important for general
health and well-being and has a ma-
jor impact on quality of life. It is de-
fined as a state of absence of pain in
the mouth and face, oral diseases,
and disorders that limit individual ca-
pacities for chewing, biting, laughing,
talking, and psychosocial well-being.
About 30% of the European popula-
tion aged 65-74 do not have natural
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teeth and have reduced function and
quality of life’®. The average life expec-
tancy of people is constantly increas-
ing due to better living conditions, ed-
ucation, and better health care. Life
expectancy in 1900 was 45 years, and
in 2000 it was twice higher(85 years).
Aging, on the other hand, is associat-
ed with higher rates of morbidity, dis-
ability, and lower quality of life. Oral
diseases and the reduced number
of teeth affect the orofacial system
and its functions in elderly patients™.
They have problems with chewing,
decreased sense of taste, bad breath
(fluoride), dry mouth (hyposalivation
and xerostomia), burning syndrome,
speech and communication prob-
lems, pain in TMJ, etc.”>. Age is not al-
ways directly related to tooth loss and
is most likely the result of periodon-
titis, caries, poor general health, and
socioeconomic factors®. However,
the number of elderlywith anodontia
in different countries is quite high (6-
78%), and this has a negative impact
on the quality of life related to oral
health (OHRQoL)". According to the
WHO, anodontia is a severe physical
disability that causes several clinical,
functional, and psychological difficul-
ties. In this study, partial anodontia
was recorded in all patients missing
more than one tooth. Studies in some
Western European countries show
a higher number of remaining teeth
than data obtained from our geriatric
respondents (37.5% partial and 62.5%
total edentulousness). A study con-
ducted in Germany gives data on an
average of 14 remaining teeth in sub-
jects from the age group 60-65, and
only 3 remaining teeth on average in
the group 75-79 vears!®. A study con-
ducted in Sweden after the continu-
ous implementation of measures to
improve oral health showed a reduc-
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tion in the rate of toothlessness from
14% in 1973, to 8% in 1993 and only 1%
in 2003". This confirms that the atti-
tude towards age and the number of
remaining teeth have changed, and
today it is known that regular main-
tenance of oral hygiene, proper diet,
and visit to the dentist give positive
results in preserving natural teeth.
Prosthetic constructions (total and
partial dentures) successfully restore
mastication, phonetics, and aesthetic
function, but also contribute a lot to
the improvement of social life. Prop-
er chewing function is of great im-
portance because it also affects the
effect of digestion. During aging, the
secretion of gastric juice decreases,
and proper preparation of the bolus
is especially important, because the
masticatory efficiency of dentures is
16-50% compared to chewing with
natural teeth?.

Health-related qualityoflife(HRQoL)
and oral health-related quality of
life represent the condition of the
teeth and mouth and general health
of patients, and their assessment
is performed using several indices.
The GOHAI General Oral Health As-
sessment Index measures people’s
perceptions of the social impact of
oral disorders on their general well-
being?.. The index specializes in the
evaluation of oral functional prob-
lems in elderly patients and the ef-
fects of dental treatment?. It con-
sists of 12 questions related to the
ability to do social activities and
lack of pain and infection. If the pa-
tient does not answer more than 3
questions, his data are invalid and
are not used for statistical analysis.
The total points are 0-60, and the
validity of the index was checked in
a study conducted on a sample of
1775 patients, which showed great



reliability and accuracy?. The to-
tal Cronbach’s Alpha = 0.65 in our
study was high and indicated a very
strong internal consistency between
responces to 9 questions regarding
functional limitations of patients.
The total score that refers to the
quality of life and oral health of the
respondents varied in the interval
15.48 + 5.19 (22.84 with all values
included) the minimum value was
6 and the maximum 32. GOHAI-12
score in this study was very low val-
ue, less than 50, and indicated that
respondents from group 1 were with
poor oral health and according to
the results of the self-assessment,
there was a weak to moderate per-
ception of oral health.

Conclusion

Evaluating problems in geriatric den-
tistry alone is certainly not always
enough. It is necessary to find appro-
priate solutions to the problems that
exist today not only in terms of den-
tal practice but also in terms of edu-
cation and social care. As the popu-
lation ages and part of it become
institutionalized, the incidence of
caries and periodontal disease will
increase, with an increase in the de-
gree of partial or total anodontia.
An integrated approach is needed
to achieve a critical positive level of
general and oral health, especially
for patients placed in homes and in-
stitutions for their care. Coordinat-
ed medical care is as vital as support
from different dental specialties. An
adequate number of professionally
trained medical personnel and ad-
equate education of the dental staff
is of great importance.
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