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The Impact of Oral Health on the Quality of Life in the Elderly
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	Abstract

ABSTRACT: 
Demographic developments indicate both an increasing proportion of the elderly in the population and an augmenting life expectancy. The elderly tend to retain their natural teeth for longer, and the first removable denture is inserted more often later in life. Oral health-related quality of life (OHRQoL) is influenced by functional parameters such as pain and discomfort, but also by psychological and social aspects. Dental care may restore oral function and alleviate pain and discomfort, e.g. caused by xerostomia. Dental treatment could further improve oral appearance of the elderly individual, which might provide self-esteem and thus contribute to the psychological well-being. Even social aspects like communication and social interactions could be positively influenced by dental care. Thus oral health and dental care have a significant impact on the quality of life (QoL) of elderly adults.
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INTRODUCTION

Demographic developments indicate an increase in the population aged over 65 years, a trend which is expected to progress continuously over the decades to come (Fig. 1). Especially in the industrialized countries this 'ageing' of the population is further associated with an increase in life expectancy. At the beginning of the 20th century a person aged 60 had an average future life expectancy of 13 years (male) and 14 years (female). However, during the past 100 years this mean value for men and women has risen to 18 and 23 years respectively (Deutsche Bibliothek, 1998). The population's dental situation has also changed. Prevention and progress in restorative techniques has resulted in teeth being retained longer and the first removable denture is inserted more often later in life. The 'young-old' tend to associate tooth loss with ageing and morbidity and engage in comprehensive treatments to avoid removable appliances and/or maintain their 'prosthetic privacy'.
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	Fig 1  Demographic changes in the aged population (redrawn after data from United Nations).


In contrast, the 'old-old' often loose interest in their oral health as their life is often dominated by multimorbidity and functional impairment. Likewise the perception of QoL changes over a person's lifespan. Children and young adults take health for granted and consequently their appreciation of health is very different from those elderly adults for whom functional impairment and morbidity have become real. Several questionnaires have been developed to evaluate the OHRQoL (Slade, 2002; McGrath and Bedi, 2001; Jokovic et al, 2002) but few are designed specifically for the elderly (Table 1). The contribution of oral health to the general QoL was considered important by 75% of 1,778 British individuals aged over 16 years when interviewed in the context of a National Survey (McGrath and Bedi, 2002). Recently, Inglehart (2002) (Fig. 2) suggested four major components that might contribute to OHRQoL which, after slight modification, are discussed in the following sections.

	Table 1  Measures for the assessment of Quality of Life (list based on Slade, 2002)

	Measure
	Dimensions measured
	No. Q

	Sociodental Scale
	Chewing, talking, smiling, laughing, pain, appearance
	14

	RAND Dental Health Index
	Pain, worry, conversation
	  3

	Geriatric Oral Health Assessment Index 
(GOHAI)
	Chewing, eating, social contacts, appearance, pain, 
self-consciousness
	12

	Dental Impact Profile
	Appearance, eating, speech, confidence, happiness, social life, 
relationship
	25

	Oral Health Impact Profile (OHIP)
	Function, pain, physical disability, psychological disability, 
social disability, handicap
	49 (14/20)

	Subjective Oral Health Status Indicators
	Chewing, speaking, symptoms, eating, communication, 
social relations
	42

	Oral Health Quality of Life Inventory
	Oral health, nutrition, self-rated oral health, overall quality of life
	56

	Dental Impact on Daily Living
	Comfort, appearance, pain, daily activities, eating
	36

	Oral Health-related Quality of Life (OHrQL)
	Daily activities, social activities, conversation, 
	  3

	Oral Impact on Daily Performances
	Performance in eating, speaking, oral hygiene, sleeping, 
appearance, emotion
	  9

	OHRQoL-UK 
McGrath and Bedie, 2001
	Comfort, eating, speaking, social life and others
	16

	Child Perceptions Questionnaire (CPQ11-14)
Jokovic and Locker, 2002
	Oral symptoms, functional limitations, emotional well-being, 
social well-being
	37
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	Fig 2  Factors contributing to Oral Health-related Quality of Life (redrawn and modified after Inglehart, 2002).


SIGNS OF AGEING AND FUNCTIONAL IMPAIRMENT

Ageing is a physiological process which is irreversible, progressive and general. After the age of 35 years the body functions diminish about 1% per year. Initially, ageing remains subjectively unnoticed as sufficient physiological reserve is available to maintain the physical and mental activities of daily life. Ageing impairs all body functions and eventually leads to structural changes. Thus, functional impairment also affects vision, smell and tactile perception as well as manual dexterity. All these contribute to the lack of oral hygiene which is often noticed in elderly patients. In addition, the ageing immune system leads to an augmented inflammatory response to dental plaque (Holm-Pedersen, 1975). Delayed reflex-responses, diminished oral perception and muscle coordination, as well as progressive atrophy of the alveolar ridges play a part in the clinically well-known problematic adaptation to any changes or the renewal of removable prostheses in elderly patients (Müller and Hasse-Sander, 1993). Although tooth loss does not occur 'generally' and is therefore not a 'true' sign of physiological ageing, about 80% of the population aged 90–94 years was found edentulous within the context of the Berlin Ageing Study (Nitschke and Hopfenmüller, 1996).

It is well established that removable complete dentures represent an oral handicap e.g. in terms of masticatory performance and efficiency (Hofmann and Pröschel, 1982). Consequently, many edentulous individuals adapt their diet and thus their nutritional intake (Millwood and Heath, 2000). Edentulous individuals tend to eat more fat and have a lower intake of fruit and vegetables (Dhaliwal, 2004). However, meals are increasingly important in late life. In a British survey, 29% of persons claimed 'eating' as important to their QoL (McGrath and Bedi, 1999). Thus, maintaining or restoring masticatory function is important not only from a nutritional but also from a social point of view. The significant impact of oral function and disorders on the well-being and life satisfaction of residents in a long-term care facility was shown in a Canadian oral health study (Locker et al, 2002). The authors concluded that access to appropriate oral health care is likely to improve the overall QoL.

PAIN AND DISCOMFORT

Obviously both pain and discomfort affect the QoL. In elderly subjects oral discomfort is often caused by the lack of saliva. Although the rate of stimulated saliva diminishes with age, in the absence of disease or radio-therapy there is still sufficient saliva at rest to maintain a healthy oral cavity (Fig. 3). A dry mouth is often induced by the side effects of various medications, e.g. antihypertensives and antidepressants. In the Berlin Ageing Study 96.4% of the subjects aged 70–103 years consumed on average 6.4 drugs per day, of which 4.7 were prescribed (Helmchen et al, 1996). A maximum of 24 daily drugs illustrates the polymedication amongst the elderly population (Table 2). Xerostomia leads not only to problems in food manipulation and swallowing, it also increases the risk of caries and abrasion, affects speech and causes a sensitivity of the mucosa. Thus pain-related denture intolerance and insufficient retention are common problems amongst denture wearers suffering from a dry mouth. Amongst compromised elderly with an average age of 83 years who lived in a long-term care facility Locker noticed a dry mouth in a third of the investigated subjects and claimed a close association between xerostomia and OHRQoL (Locker, 2003). However, the current range of available therapy is restricted to sufficient liquid supply, stimulation of flow and/or replacement of saliva, all of which offer little satisfaction to the patient.
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	Fig 3  Age related changes in salivary flow rates (Nitschke and Hopfenmüller, 1996).


	Table 2  Polymedication in patients aged 
70–103 years (Helmchen et al, 1996)

	Medication
	%
	x
	± s
	max

	Total
	96.4
	6.1
	3.8
	24

	Prescribed
	93.0
	4.7
	3.3
	23

	Self-medication
	57.4
	1.2
	1.5
	  9


It is important to mention the difference between subjective and objective health when reflecting on QoL and pain or discomfort. Oral comfort is not necessarily identical with oral health. It should always be kept in mind that with the increasing incidence of malignant tumors beyond the age of 60 years such diseases might initially occur without major pain for the patient (Storm et al, 1994).

PSYCHOLOGICAL ASPECTS

Quality of life is also determined by a subject's appearance and self-esteem. Often it is assumed that dental appearance is of minor importance to the elderly and indeed a British survey confirmed that participants judged their oral function to be more important for their QoL than psychological or social aspects (McGrath and Bedi, 2003). However, Locker (2003) in his long-term care survey claimed that 24.9% of residents with a mean age of 87 years were dissatisfied with their dental appearance; similarly, in residential communities, 21.6% of the subjects were found to be equally unhappy (Jokovic and Locker, 1997). Therefore, to achieve long-term prosthodontic treatment success, it is important to focus both on the functional aspects, and respect the esthetic concerns of the elderly patient (Budtz-Jorgensen,1999). A very typical feature of elderly adults is the discrepancy between their subjective treatment demands and objective treatment needs. This suggests that the motivation to undergo comprehensive treatment is overshadowed by other priorities such as severe general health concerns and/or functional impairment. In addition, depression and dementia leading to neglect of the oral cavity is highly prevalent in the elderly population. It is even more important to provide a pleasing dental appearance in recognition of its known contribution to self-esteem and thus QoL.

SOCIAL ASPECTS

Oral health and well-being are achieved by basing decisions on the properties of the person as well as the patient's personal experience and history. This theory is the basis for the 'convoy' model of social support which relates oral health and well-being to the patient's social network, social support and support satisfaction (Kahn and Antonucci, 1980). However, as ageing advances the social support structure diminishes as friends and acquaintances, or family in the same generation, pass away. Building new social networks appears to be a challenge in old age due to set personality trait, lack of socializing opportunities, financial limitations and/or general health and functional restraints. Loneliness and depression are concomitant with the lack of companionship. In this situation previously more distant social circles e.g. the family doctor, carers, and also the dentist may become more important for the patient and replace some of the patient's lost social support (Kahn and Antonucci, 1980; Sarment and Antonucci, 2002) (Fig. 4). Nevertheless, this increased social responsibility in caring for elderly patients should not be perceived as a 'burden' by the dentist and the dental team; reciprocated gratitude and affection is a satisfying and pleasurable reward.
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	Fig 4  Convoy Model of patients' social support (redrawn and modified after Kahn and Antonucci, 1980; Sarment and Antonucci, 2002).


In addition to the 'human' relations there are also dental issues that contribute to an elderly patient's social well-being and thus OHRQoL. Oral health and hygiene, age-adequate dental appearance, satisfactory masticatory function and a stable and retentive prosthodontic restoration are essential elements that contribute to the patient's social well-being. The contribution of dental care to QoL was well illustrated in the cases of complete denture wearers who had their lower denture stabilized by two implants. Sixteen months post treatment they went out for meals, went to visit their friends and family, and enjoyed visits to restaurants and parties more frequently than before treatment (Wismejer et al, 1997).

CONCLUSION

Quality of life is a multidisciplinary concept that relates to the absence of impairment, disease or symptoms, appropriate physical functioning, the absence of discomfort and pain as well as emotional and social functioning. Within this context oral health plays an essential role to the QoL of elderly adults.
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