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RESUMO 

 

Problemas relacionados à alimentação, fala, aparência e integração social 

influenciam a qualidade de vida (QoL) dos indivíduos. A reabilitação oral pode ter 

efeitos positivos na QoL. Esta tese é formada por dois manuscritos sobre o impacto 

da reabilitação oral em sujeitos adultos com grande perda tecidual. O primeiro 

manuscrito compõe um artigo original de pesquisa comparando variáveis de 

interesse em sujeitos fissurados e usuários de prótese total. O segundo manuscrito 

apresenta um relato de caso em que foi realizada reabilitação protética de um dos 

sujeitos do grupo de fissurados que compôs a amostra do artigo de pesquisa no 

primeiro manuscrito. O primeiro manuscrito comparou QoL, depressão e capacidade 

mastigatória entre indivíduos adultos fissurados, usuários de prótese total superior e 

controles saudáveis. A QoL foi avaliada através do instrumento OHIP-14. A 

capacidade mastigatória foi avaliada através de questionário e da mensuração da 

força máxima de mordida (MBF). O grau de depressão foi avaliado através do 

instrumento RDC/TMD Eixo II. Os resultados sugerem que as variáveis de 

mastigação e a QoL em adultos fissurados e usuários de prótese total superior são 

piores que no grupo controle, embora os impactos psicológicos e funcionais sejam 

diferentes para cada grupo. Pode-se concluir que a reabilitação oral nestes 

indivíduos não foi suficiente para restaurar os níveis similares de capacidade 

mastigatória e QoL em indivíduos saudáveis. O segundo manuscrito descreveu uma 

reabilitação oral de paciente fissurado adulto, considerado como um sucesso clínico. 

O plano de tratamento deste caso consistiu na confecção de prótese parcial 

removível associada a coroas telescópicas a fim de selar comunicação oronasal e 

restabelecer a estabilidade oclusal, dimensão vertical de oclusão assim como o 

suporte labial. A abordagem protética adotada neste caso foi efetiva visto ter 

restabelecido a função mastigatória e a estética do sujeito fissurado. Contudo, mais 

estudos que utilizem métodos de avaliação quantitativa e qualitativa são necessários 

para melhor entender as variáveis estudas nesses sujeitos a fim de otimizar o 

respectivo tratamento odontológico. 



 

 

Palavras-chave1: Qualidade de vida. Fenda labial. Fissura palatina. Mastigação. 

Depressão. Prótese total superior. 

  

                                            

1 Decs: descritores em ciência da saúde [internet]. São Paulo: Bireme; 2013. [cited 2013 Jul 26]. 

Available from: http://decs.bvs.br. 

 



 

 

ABSTRACT 

 

Problems related to chewing, speech, appearance and social integration 

influence the individual’s quality of life (QoL). Oral rehabilitation may have positive 

effects on QoL. This thesis consists of two manuscripts about oral rehabilitation in 

treated adult subjects with large loss of oral tissues. The first manuscript consists of 

an original research article comparing variables of interest in cleft lip and palate 

(CLP) subjects and maxillary denture wearers. The second manuscript presents a 

case report where a prosthetic rehabilitation was performed in one of the CLP 

subjects from the sample of the research article in the first manuscript. The first 

manuscript has compared QoL, depression and perception of masticatory ability 

between CLP subjects, maxillary denture wearers and healthy controls. OHIP-14 was 

used to assess QoL. Chewing was evaluated by a masticatory ability questionnaire 

and by maximum bite force (MBF). RDC/TMD Axis II was used to assess depression. 

The results suggest that adults with treated CLP or maxillary dentures still report 

chewing impairment and poorer QoL than healthy subjects, with different 

psychological and functional impacts for each group. It can be concluded that the oral 

rehabilitation in these subjects was not sufficient to restore the similar levels of 

masticatory capacity and QoL in healthy subjects. The second manuscript describes 

an oral rehabilitation of a CLP patient, which was considered successful. The 

treatment plan of the present case consisted of a maxillary rehabilitation using an 

association of removable partial denture, attachments and telescopic crowns in order 

to seal the oronasal communication and restore dental occlusion, vertical dimension 

and lip support. The prosthetic approach adopted in this case was effective since it 

restored masticatory function and aesthetics of the CLP subject. Further studies 

using quantitative and qualitative approaches are needed to better understand those 

variables studied in these subjects in order to optimize their dental treatment. 



 

 

Key words (MeSH)2: Quality of life. Cleft lip. Cleft palate. Mastication. Depression. 

Denture, Complete, Upper. 
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1 INTRODUCTION 

Oral rehabilitation throughout prosthodontics procedures aims to provide good 

oral function. However, this terminology “oral rehabilitation” can be used to 

encompass several levels of oral therapy including the individual’s well-being and 

quality of life (QoL). This is a relatively new field of research where oral functionality 

needs to be defined based on the individual patient, not only on masticatory and 

occlusal characteristics as in the past (GOTFREDSEN; WALLS, 2007). QoL has 

become an integral element of outcome assessment, so treatment should take into 

account a patient’s needs and preferences (SLADE, 1997). This is particularly 

essential when dealing with cleft lip and palate (CLP) subjects, where patient’s 

treatment extends over a long period (FOO et al., 2012). 

According to Gotfredsen and Walls (2007), an acceptable level of oral function 

became a matter of individual oral health-related quality of life (OHRQoL) 

(GOTFREDSEN; WALLS, 2007). Social and psychological aspects of oral function 

have been categorized in different specific OHRQoL measures, like the instrument 

Oral Health Impact Profile (OHIP) (SLADE; SPENCER, 1994).  

While studies have indicated that oral rehabilitation has broad positive 

implications and increasing QoL of treated patients (HULTIN et al., 2012; 

NORDENRAM et al., 2013), the investigation has not been done yet if treated adult 

subjects who have experienced large defects in the upper jaw due to congenital and 

acquired conditions have different masticatory function abilities and perceptions of 

their QoL. 

1.1 CLEFT LIP AND PALATE 

CLP are nonsyndromic orofacial defects, which comprise a range of disorders 

affecting the normal facial structure, especially lips and oral cavity (MOSSEY et al., 

2009; DIXON et al., 2011). Development of the lip and palate involves a complex 

sequence of cellular events such as migration, growth, differentiation and apoptosis 



 

 

between the 4th and 10th week of embryogenesis (MOSSEY et al., 2009). 

Etiologically, CLP is thought to be multifactorial involving multiple genetic and 

environmental factors. Researchers are currently striving to identify etiologic variants 

in order to better understand the developmental disturbances leading to these 

abnormalities (MOSSEY et al., 2009; DIXON et al., 2011). Since the developmental 

origins of the lip and primary palate are different from the secondary palate, the 

defects vary in terms of width and other characteristics. CLP can be subdivided into 

cleft lip with cleft palate, called complete cleft, and isolated cleft lip or cleft palate in 

which the palate or lip is not affected, called incomplete; it also can affect only one 

side, unilateral, or both sides, bilateral (MOSSEY et al., 2009; GLENNY et al., 2011). 

These defects arise in approximately 1/700 live births, with wide ethnic and 

geographic variation (MOSSEY et al., 2009; DIXON et al., 2011). Few studies have 

been done to determine the prevalence rates of CLP in Brazil. A study analyzing 

31,058 maternity ward records from a Hospital in Porto Alegre- RS/Brazil, between 

1983 and 1993, reported a prevalence of 1/757.5 live births (COLLARES et al., 

1995). Recent data showed the prevalence of dental abnormalities in 200 CLP 

patients from the Cleft Rehabilitation Center (CERLAP) of Pontifical Catholic 

University of Rio Grande do Sul (PUCRS): mean patient age was 13.5 years old; 

86% were white; and 57% male. Complete cleft lip and palate was found at higher 

frequency (83%); the left side was most affected (48.5%). Agenesis was found in 

66.6% of patients (MENEZES et al., 2010). 

Due to functional and cosmetic deformities and dental abnormalities, CLP 

patients may experience problems related to chewing, speech, hearing, appearance, 

social integration (MOSSEY et al., 2009; DIXON et al., 2011; GLENNY et al., 2011). 

The long-lasting adverse outcomes can impact on QoL and well-being of both the 

affected individuals and their families (HUNT et al., 2005; FOO et al., 2012). An 

interdisciplinary team must be involved in the CLP patient treatment to meet medical, 

dental, and psychological needs. The full treatment may take decades, from birth up 

until early adulthood (REISBERG, 2000; MOSSEY et al., 2009; VARGERVIK; 

OBEROI; HOFFMAN, 2009). Foo et al. (2012) reported that CLP adults treated had 

showed poorer QoL when compared to control subjects. These results suggest that 



 

 

oral rehabilitation for CLP subjects does not entirely remove the factors contributing 

to poor QoL. 

Regarding oral rehabilitation, proper surgical timing and orthodontic treatment 

coupled with proper prosthetic procedures can lead to better results and maximum 

long-term benefit (MOORE; MCCORD, 2004). A surgical approach is preferable in 

the treatment of congenital CLP. However, especially in the older generation of CLP, 

born in the 20th century, and also in developing countries, where the surgical timing is 

not achievable, there are still many patients with acquired defects, both in primary or 

secondary palate, which remain essentially a prosthetic problem (REISBERG, 2000; 

MOORE; MCCORD, 2004). 

In reviewing the existing literature, it was suggested that the first attempt to 

obliterate a cleft palate was used by Demosthenes (384-323 B.C), the famous Greek 

orator. In the 19th century, after many early efforts, a description of prosthetic designs 

for obturation of palatal defects was made (ARAMANY, 1971; REISBERG, 2000). For 

a long time, the treatment was focused on the area of acquired rather than congenital 

defects. The significant advances in treatment resulting from these early efforts have 

enabled CLP patients to enjoy more comfortable lives. At present, due to increased 

knowledge, techniques development and improved surgical and orthodontic 

treatment, better care in less time has become possible (CUNE; MEIJER; KOOLE, 

2004; OOSTERKAMP et al., 2007). However, in more specific approaches, prosthetic 

treatment still has an important role and remains an integral part of CLP care 

especially as the final restoration. 

CLP patients have shown a high prevalence of agenesis of maxillary lateral 

incisor on the cleft side, however cuspids and central incisors may also be affected 

(MENEZES et al., 2010). If not missing, these teeth also may be abnormal, 

malformed, misaligned or misplaced. The teeth adjacent to the cleft usually have 

compromised bone support. Particularly in bilateral clefts, the bone support is even 

more deficient which may compromise the central incisors (REISBERG, 2000). 

After surgical correction, orthodontic treatment can be done to close 

edentulous space due to congenital absence. In the absence of lateral incisor, 



 

 

frequently, the cuspid is moved to the position at which the lateral incisor would be 

and the premolar is moved to the cuspid’s position (MOORE; MCCORD, 2004). 

Crown lengthening procedure may be necessary in order to eliminate gingival margin 

level discrepancy. The prosthetic procedures are required to achieve better 

aesthetics results. In some instances the prosthetic masking or reshaping of teeth is 

necessary by some enameloplasty to flatten the buccal surface, whitening, and 

provision of direct composite addition or fitting of ceramic veneers or crowns to make 

it appear more like a lateral incisor (MOORE; MCCORD, 2004). The premolar may 

need some of these modifications to be similar to a cuspid. Ceramic laminate veneer 

is also recommended to correct malformed teeth adjacent to the cleft (REISBERG, 

2000). 

Depending on the width of the cleft, when the edentulous space and cleft are 

not fully closed by orthodontics and surgical treatment, greater prosthetic intervention 

is necessary. Bone grafts are often used to create sufficient bone support for 

implants and to create a suitable alveolar ridge for dentures (CUNE; MEIJER; 

KOOLE, 2004; KRAMER et al., 2005; OOSTERKAMP et al., 2007). Once there is 

adequate volume of bone in edentulous space, dental implants can be placed at the 

site of missing teeth (MOORE; MCCORD, 2004). After the osseointegration period a 

ceramic crown is attached to it. Recent studies were made to evaluate the success of 

this approach that does not require the involvement of adjacent natural teeth. Cune, 

Meijer and Koole (2004) evaluated the success of implants placed in the anterior 

region of patients with clefts. A total of 10 implants were placed in 9 patients aged 18 

to 22. Clinical evaluations and radiographic monitoring were performed in follow-up 

visits. No implants were lost during osseointegration, and the implants functioned 

well over 3.4 years without objective or subjective problems (CUNE; MEIJER; 

KOOLE, 2004). However, Krieger et al. (2009) compared the failure and complication 

rates of tooth and implant-supported prostheses in patients with clefts and obtained 

differing results. This systematic review demonstrated that complications occur early 

and in the majority of cases of implant-supported reconstructions (KRIEGER et al., 

2009). So far, the possible risks for osseointegration and long-term maintenance in 

CLP patients have resulted in a rather restricted application of implants (CUNE; 

MEIJER; KOOLE, 2004; OOSTERKAMP et al., 2007). Therefore, if the implant 



 

 

placement conditions are not ideal and adjacent teeth need cosmetic corrections, 

conventional prostheses might be a better treatment option. 

Despite improvements in surgical therapy, a sizeable number of CLP patients 

have not undergone the alveolar graft procedure. Some individuals have been 

deemed to be unsuitable to secondary grafts because of the extent of their defect, or 

this has been unsuccessful; others did not have the opportunity for such treatment 

and so have showed residual fistulae (scarring) (MOORE; MCCORD, 2004; 

KRIEGER et al., 2009). Furthermore, in many developing countries, public health 

services cannot afford treatment for CLP patients. Accordingly these patients, who 

have not received grafting and orthodontic realignment, are the greatest 

prosthodontic challenge because the prosthesis needs to seal the oronasal 

communication and also rehabilitate masticatory function, restoring satisfactory 

function, aesthetics and QoL (MOORE; MCCORD, 2004; OOSTERKAMP et al., 

2007; FOO et al., 2012). There are different alternatives for conventional prosthetic 

rehabilitation of these CLP patients: fixed partial dentures, resin bonded fixed partial 

dentures, removable partial dentures, complete dentures (CUNE; MEIJER; KOOLE, 

2004; KRAMER et al., 2005; MAÑES FERRER et al., 2006). Choosing between 

these options is based on the specific situation of each patient in order to achieve a 

complete oral rehabilitation. There is no single method of treatment, it must differ in 

approach, design and method.  MOORE; MCCORD (2004) stated that all CLP 

patients are unique and present their own diagnostic and prosthodontic problems. 

A resin bonded fixed partial denture, commonly called the Maryland bridge, is 

used when no other restoration or misalignment correction need to be done in the 

abutment tooth. By means of this conservative restoration, very little tooth 

preparation is needed and a very good aesthetic result is achieved (REISBERG, 

2000). However it is not recommended for definitive treatment in patients with clefts 

due to some vertical movement of the premaxilla or mobility of the abutment tooth 

that can cause cement failure (MURRAY, 1998). As an alternative, a conventional 

fixed partial denture (FPD) can be applied. Tooth preparation for full crown should be 

performed on at least one tooth on each side of the edentulous space. When 



 

 

connected by two abutment teeth and one pontic, the bridge has limited mobility and 

long-term success is more predictable (MURRAY, 1998; REISBERG, 2000). 

A removable partial denture (RPD) is indicated in adult CLP patients that need 

tooth replacement with obturation of any residual oronasal communication, even after 

surgical approach (MAÑES FERRER et al., 2006). This defect may affect the speech 

and also the appearance by the absence of lip support. RPD consists of a resin 

palatal plate, like an obturator, with retention clasps (REISBERG, 2000; MAÑES 

FERRER et al., 2006). This type of prosthesis is also required when multiple teeth 

are missing, resulting in a long edentulous space to be spanned by a FPD 

(PJETURSSON et al., 2004). Currently, the resistance of the patients in using RPD is 

based on cosmetic concerns, due to the clamp’s visual effects. Furthermore, part of 

this type of prosthesis must rest on soft tissue and may cause movement and 

discomfort for the patient. In connection with this concern, telescopic crowns are 

retentive elements widely used for treating partially edentulous patients. Telescopic 

crowns could be connected to RPD to increase prosthetic stability and to allow for 

transmission of masticatory forces to the long axis of the supporting tooth as well as 

cosmetic improvements (BAYER et al., 2012; BREITMAN et al., 2012). Authors have 

reported that RPD attached to telescopic crowns eliminate the movement during 

function and provide good aesthetics due to stabilization of the maxillary segments 

and individual teeth (REISBERG, 2000; MAÑES FERRER et al., 2006). 

1.2 MAXILLARY EDENTULOUS STATUS 

Studies about people’s perceptions of loss of teeth have demonstrated both 

physiologic and psychosocial impacts (NORDENRAM et al., 2013). Clinical factors, 

like number and location of missing teeth, as well as sociodemographic factors, such 

as socioeconomic status and level of education, strongly influence the perception of 

disability and treatment needs (HULTIN et al., 2012). For most people, impaired 

appearance could be associated with tooth loss in the maxillary arch, whereas 

impairment in masticatory ability may be the result of losing several posterior teeth 

(RIBEIRO et al., 2011; HULTIN et al., 2012). Maxillary edentulous represents a 



 

 

singular group of patients who require oral rehabilitation to restore aesthetics and 

oral function considering the dental status in the opposite arch. 

Over the last decade, a considerable variation can be noted between rates of 

edentulism and patterns of dental care in different countries (PRESHAW et al., 2011, 

RIBEIRO et al., 2011; NORDENRAM et al., 2013). According to a recent 

epidemiological survey in the UK, the proportion of adults who were edentate has 

fallen from 28 per cent in 1978 to 6 per cent in 2009 (STEELE; O’ SULLIVAN, 2011; 

WHITE et al., 2012). In the same survey, 13 per cent of the population were 

composed of adults with both natural teeth and dentures. 

While rates of edentulism are decreasing in developed countries, tooth loss is 

highly prevalent in developing countries (PRESHAW et al., 2011, RIBEIRO et al., 

2011; NORDENRAM et al., 2013). Despite advances in preventive dentistry, Brazil 

still shows higher prevalence of edentulism than other countries such as those within 

the African continent (RIBEIRO et al., 2011). In 2003, a population-based 

epidemiological study indicated 54.7 per cent of complete edentate subjects in the 

age group 65 to 74 years. Complete edentulism was 18.2 per cent in the maxilla and 

1.9 per cent in the mandible (RIBEIRO et al., 2011). According to the Brazilian Oral 

Health Survey conducted in 2010 there were approximately 30 million edentate 

people, 63 per cent were wearing maxillary complete dentures as opposed to a 

partially dentate mandible (MINISTÉRIO DA SAÚDE (BR), 2010). Despite the fact 

that denture use is more frequent in the upper than in the lower jaw, few studies were 

done related to this matter. There is a lack of information about perceived 

masticatory ability and QoL among maxillary denture wearers. 

Moreover tooth loss can affect daily functional activities, such as chewing, and 

the selection of foods during meals (CHEN et al., 2012). Nordenram et al. (2013) 

described in a systematic review that loss of teeth is associated not only with 

compromised oral function, but also with loss of social status and mental health-

related quality of life (NORDENRAM et al., 2013). For many treated patients, oral 

rehabilitation provides a return to social life and improved QoL. Hultin et al. (2012) 

found very few quantitative studies regarding the influence of oral rehabilitation 

following total or partial tooth loss on self-perceived OHRQoL (HULTIN et al., 2012). 



 

 

According to these authors, oral rehabilitation has positive effects on QoL, however 

there is a lack of scientific evidence to support general conclusions about this 

influence. 

This point is also sustained by the last Adult Dental Health Survey in the UK, 

which assessed QoL in both dentate and edentate adults. The report of this large 

survey showed that 40 per cent of edentate and 39 per cent of dentate adults 

experienced at least one OHIP-14 (NUTTALL et al., 2011). In Brazil, there is little 

information about people’s QoL as the national surveys have not assessed this 

outcome until now. Bianco et al. (2010) evaluated the influence of socio-demographic 

variables and oral health conditions in the QoL of people aged 50 or above living in 

São Paulo. Of the 224 participants, 117 were complete denture wearers, and from 

these 43 participants wear only maxillary dentures. In general OHIP scores for the 

sample were low and tended to be lower with the increase of the age. Bianco et al., 

(2010) stressed the importance of creating an instrument to compare edentate and 

dentate people (BIANCO et al., 2010). 

Over the last decades, since dental implants have been used, different 

treatment approaches have been suggested for patients with an edentulous maxilla 

(LYNCH; ALLEN, 2003; ALLEN, 2005). Choice of treatment modality ultimately 

depends on the patient’s needs, oral conditions, preferences for fixed or removable 

prosthesis, as well as the amount of time and money the patient is willing to spend on 

the treatment (LYNCH; ALLEN, 2003; ALLEN, 2005). Maxillary complete denture is a 

less invasive and less complex method for replacing teeth for edentulous patients 

than a surgical approach and the use of dental implants. The performance of 

conventional dentures is often related to their support and retention (ALLEN, 2005; 

CHEN et al., 2012). Accurate application of the principles of complete denture 

construction and restoring a stable posterior occlusion can provide improvements in 

the overall quality and stability of the maxillary denture (ALLEN, 2005). 

Wennerberg et al. (2001) evaluated masticatory and prosthetic problems in 

109 consecutive patients with maxillary complete dentures opposing mandibular 

implant-supported. These authors showed that two thirds of the sample reported no 

problems with their maxillary complete dentures at all (WENNERBERG et al., 2001). 



 

 

Chen et al. (2012) described how a stable and retentive maxillary complete denture 

with adequate occlusion contributes to good oral function and well-being (CHEN et 

al., 2012). Additional studies have shown that the quality of complete dentures and 

adaptability factors are related to the patient’s satisfaction with complete dentures 

(FENLON; SHERRIFF, 2008; CRITCHLOW; ELLIS; FIELD, 2012). However, 

improvements in denture quality may have limited impact on masticatory ability and 

diet quality (MOYNIHAM et al., 2000; SHINKAI et al., 2001; BRADBURY et al., 

2006). 

1.3 QUALITY OF LIFE 

Individual perception of oral health status is an important outcome in oral 

rehabilitation, which includes prosthodontic treatment. This individual perception of 

oral health is characterized by OHRQoL (JONH et al., 2004; LOCKER; ALLEN, 

2007). OHRQoL’s measures reveals how oral health affects the individual’s ability to 

function, as well as his or her psychological and social well-being (LOCKER; ALLEN, 

2007). Therefore, oral health has an effect on QoL through its impact on important 

activities such as chewing and tasting food, speech and social functioning 

(PRESHAW et al., 2011). 

One of the most used instruments for the assessment of OHRQoL is the OHIP 

(SLADE; SPENCER, 1994). OHIP is a technically advanced instrument, based on 

Locker’s theoretical model of oral health and derived from the World Health 

Organization (WHO) International Classification of Impairments, Disabilities and 

Handicaps (WORLD HEALTH ORGANIZATION, 1980), that measures people’s 

perception of the social impact of oral disorders on their well-being. It was developed 

in Australia by Slade and Spencer (1994) and has been tested and validated in other 

countries (SLADE, 1997). The 49 items in the OHIP capture seven conceptually 

formulated dimensions: functional limitation, physical pain, psychological discomfort, 

physical disability, psychological disability, social disability and handicap (SLADE; 

SPENCER, 1994; SLADE, 1997).
 



 

 

In addition, the development, reliability and validity of a short version, called 

OHIP-14, were also described (SLADE, 1997). OHIP-14 has been used widely in 

surveys of dental status to recognize that oral disease not only causes physical 

impairment, but also social and psychological effects. Furthermore, it was translated 

and cross-culturally validated in different languages, including Brazilian Portuguese 

(OLIVEIRA; NADANOVSKY, 2005). 

The short version is comprised of 14 items from which responses are made on 

a Likert-type scale as in the full form. For each item, people are asked how frequently 

they have experienced the impact of each item in the preceding 12 months (SLADE, 

1997). Ordinal values are coded for each item 4 = “very often”, 3 = “fairly often”, 2 = 

“occasionally”, 1 = “hardly ever”, 0 = “never”. Three summary variables can be 

computed: (1) prevalence: the percentage of people reporting one or more items; (2) 

extent: the number of items reported “fairly often” or “very often”; and (3) severity: the 

sum of ordinal responses, thus taking into account impacts experienced occasionally 

or hardly ever, and could range from 0 to 56 (SLADE et al., 1998; MOUFTI et al., 

2011). 

Tooth loss (SLADE, 1997) and denture status (JONH et al., 2004) are strong 

predictors of OHRQoL (SLADE, 1997; JONH et al., 2004). Studies had showed that 

CLP patients are less satisfied with their appearance and also have a poor oral 

health related quality of life (OOSTERKAMP et al., 2007; FOO et al., 2012). Foo et 

al. (2012) compared oral health impact among treated adults CLP and population 

norms in Australia. According to these authors, CLP participants experienced poorer 

QoL in comparison to the general population, and their prevalence of OHIP items 

was 2.7 fold higher (FOO et al., 2012). 

An association between prosthesis quality and OHRQoL also has been 

reported (JONH et al., 2004; PRESHAW et al., 2011). Montero et al. (2013) assessed 

the changes in OHRQoL after different conventional prosthetic treatments. Patients 

perceived benefits in chewing ability, aesthetics and satisfaction using dental 

prostheses, although in more than 20 per cent it can cause some discomfort 

(MONTERO et al. 2013). 



 

 

In certain ways, CLP subjects and those who are edentulous in the maxilla 

can be considered as having a mutilated dentition; both have aesthetic discomfort 

and speech, chewing and swallowing difficulties although with different aetiologies 

(FOO et al., 2012; NORDENRAM et al., 2013). Poor oral health has both 

physiological and social impacts and it also affects self-esteem and overall 

experience of life. The subjective experiences of losing teeth, adjusting to living with 

edentulism and the response to prosthetic rehabilitation of this condition have 

impacts on patients’ QoL. 

1.4 MASTICATORY ABILITY 

Chewing is a highly neuromuscular function, which is especially important in 

the digestion process. It serves to comminute food and convert it into a bolus to be 

swallowed (WALLS et al., 2000). The relationship between masticatory efficiency and 

food choice has been established for elderly people (WALLS et al., 2000; 

MARSHALL et al., 2002). The number and the distribution of teeth and thereby the 

ability to chew, particularly the presence of dentures, is believed to be also important 

for nutritional status (GOTFREDSEN; WALLS, 2007; NORDENRAM et al., 2013). 

However, studies of the relationship between occlusal status, masticatory function, 

and diet present unclear results (MOYNIHAM et al., 2000; SHINKAI et al., 2001). 

Regarding CLP patients, there is little information on this matter. Hence, perceived 

masticatory ability of treated CLP patients was first investigated in the present study. 

 Research into masticatory function could be quantitative or qualitative. There 

are a wide variety of objective techniques to assess masticatory performance, such 

as comminution ability, chewing strokes/cycles, chewing time, swallowing threshold, 

mixing ability, bite force and nutritional status (SHINKAI et al., 2001; ÖSTERBERG et 

al., 2002; GOTFREDSEN; WALLS, 2007). On the other hand, qualitative measures 

are usually evaluated through interviews or self-assessed masticatory ability 

questionnaires (OBREZ; GRUSSING, 1999; ÖSTERBERG et al., 2002; 

GOTFREDSEN; WALLS, 2007). Considering that objective assessments seems to 

be less biased than subjective assessments, quantitative techniques may be 

recognized as more reliable tools for evaluating treatment outcomes. However, only 



 

 

patients’ subjective assessments reflect their overall satisfaction and changes in 

QoL. Qualitative methods are convenient to achieve a deeper understanding of 

patients’ perceptions and experiences of certain phenomenon (NORDENRAM et al., 

2013). Another advantage of self-assessed questionnaires is the ease of application 

at chairside (MATSUYAMA et al., 2007). Although some discrepancies have been 

demonstrated between those qualitative or quantitative tests, both have shown that 

tooth loss is associated with reduced chewing ability. Thus, a minimum of 20 teeth 

with 9-10 pairs of contacting units is associated with adequate masticatory function 

(GOTFREDSEN; WALLS, 2007; UENO et al., 2010). 

Maximum bite force (MBF) represents the effort exerted between the maxillary 

and mandibular teeth when the mandible is elevated (SHINKAI et al., 2007). 

Therefore the capacity to exert sufficient bite force is an indicator of normal 

masticatory function (HATCH et al., 2001). The interaction of factors, such as gender, 

age, body mass index, dental occlusal status, temporomandibular disorders, size and 

direction of muscles, periodontal and psychological factors, results in the large 

intersubject variability of this measure (SHINKAI et al., 2007; HATCH et al., 2001). 

Hatch et al. (2001) described gender as the most important factor influencing bite 

force, whereas masseter muscle thickness as the major contributing factor of bite 

force. However the association between gender and masseter cross-sectional area 

was not strong enough to explain gender differences in MBF (HATCH et al., 2001). 

Sipert et al. (2009) compared MBF between 27 patients with repaired 

unilateral CLP and non-CLP controls. The CLP group showed a decrease in MBF 

only in male subjects, however the reasons for these findings were not clearly 

understood by the authors (SIPERT et al., 2009). Regarding the fixed prosthodontic 

approach in CLP subjects, Suzuki et al. (1995), based on MBF measures, stated that 

two teeth in each segment should be included in the abutment of the splint across the 

cleft in order to increase the functional loading capability since their maxillary bone 

structure is weak (SUZUKI et al., 1995). 

Additionally, a relationship between masticatory ability and food choice has 

been reported in the literature. According to reviews by Walls et al. (2000), Walls and 

Steele (2004), it is possible to assume that masticatory ability and occlusal status 



 

 

might influence a considerable part of quality food intake (WALLS et al., 2000; 

WALLS; STEELE, 2000). Sheiham et al. (1999), in a cross sectional survey among a 

representative sample of older people, had found that the selection of foods are 

affected by numbers of teeth, occluding pairs of posterior and presence of full 

dentures (SHEIHAM et al., 1999). The diet of partially dentate patients has been 

reported to be higher in fat and lower in dietary fibre compared with guideline intakes 

(MOYNIHAM et al., 2000). Subjects with more deteriorated dental status had a 

higher intake of porridge, pasta and sausage than those with well-preserved dental 

status (ÖSTERBERG et al., 2002). In relation to CLP subjects, there are studies that 

show feeding practices among children with defects (GLENNY et al., 2011), but not 

for adult patients after oral rehabilitation. 

Denture fit, as opposed to denture type, might have more impact on diet and 

nutrition, once well-fitting dentures were associated with higher and more varied 

nutrient intakes and greater dietary quality in older people (MARSHALL et al., 2002). 

According to Marshall et al. (2002), nutrients mean daily intake did not differ between 

those with well-fitting dentures (either partial or complete) and those with natural 

teeth (MARSHALL et al., 2002). Österberg et al. (2002) analysed a sample of older 

adults and found that dental status, bite force and self-assessed masticatory ability 

had only minor influence on dietary intake. The author’s interpretation for the high 

nutrient intake of this sample was that many subjects with few or no teeth and 

removable dentures had adapted well to an impaired dentition and small bite force 

(ÖSTERBERG et al., 2002). A wide range of adaptation to tooth loss could be found 

among people (ETTINGER, 1998; GOTFREDSEN; WALLS, 2007; NORDENRAM et 

al., 2013). Interestingly, improvements in masticatory ability with oral rehabilitation, 

either conventional or implant-supported dentures, brings greater QoL, however few 

changes in diet pattern have been shown (ALLEN, 2005). To ensure better diets, it is 

probably necessary to combine the oral treatment with nutrition counselling (SHINKAI 

et al., 2001; ÖSTERBERG et al., 2002; BRADBURY et al., 2006; MOYNIHAM et al., 

2012). 

1.5 TEMPOROMANDIBULAR DISORDERS & DEPRESSION 



 

 

Temporomandibular Disorders (TMD) is a collective term embracing orofacial 

conditions as pain in the temporomandibular region, painful palpation and tenderness 

in the masticatory muscles and the temporomandibular joint, joint sounds and 

limitations or disturbances in mandibular movement (DWORKIN et al., 2002). The 

most common presenting symptom of TMD is chronic pain which is known to involve 

psychological, behavioural, and social factors in addition to physical pathology 

(OHRBACH, 2010). Despite an extensive scientific literature extending over decades, 

up to now the precise aetiology and mechanism of TMD remain largely unknown. So, 

TMD diagnosis is made by descriptive methods based on presenting signs and 

symptoms (DWORKIN et al., 2002). 

Since 1992, with the introduction of the Research Diagnosis Criteria for 

Temporomandibular Disorders (RDC/TMD), researchers are allowed to make reliable 

diagnoses (DWORKIN; LERESCHE, 1992; DURHAM; WASSELL, 2011). RDC/TMD 

is an internationally recognized and widely adopted tool for TMD research. Actually, it 

is a two-axis approach which allows physical diagnosis through Axis I, to be 

coordinated with assessment of psychological distress and psychosocial dysfunction 

associated with chronic TMD pain and orofacial disability by Axis II (DWORKIN; 

LERESCHE, 1992). 

The RDC/TMD Axis II is comprised of measures that assess the following 

depression, non-specific physical symptoms, and graded chronic pain scale 

(DWORKIN; LERESCHE, 1992; OHRBACH, 2010). This second axis is a history 

questionnaire which contains more than 20 questions regarding facial pain, pain 

intensity and impact on daily life, jaw disability, depression and non-specific physical 

symptoms (DWORKIN; LERESCHE, 1992).  

Further, Marcusson et al. (2001) reported that TMD was not more common in 

adults with repaired CLP than in controls. Although the CLP group had a significantly 

reduced jaw-opening pattern, probably related to the previous surgeries, the overall 

TMD pain was not more common in this group (MARCUSSON et al., 2001). The 

prevalence of TMD also has been studied in patients with prostheses. Patients with 

fixed partial dentures had a significantly higher prevalence of temporomandibular 

disorders signs than both complete denture wearers and dentate people (AL-OMARI 



 

 

et al., 2012). On the other hand, findings suggest that both tooth loss and oral birth 

defects may be related to impairment in psychosocial functioning and concern over 

facial appearance (RAMSTAD et al., 1995). Additionally, dissatisfaction with facial 

appearance has been found to be a predictor of depressive symptoms among CLP 

subjects (MARCUSSON; PAULIN; OSTRUP, 2002; HUNT et al., 2005; FOO et al., 

2012). 

According to the International Classification of Diseases (ICD), a classification 

list by the World Health Organization (WHO), the most typical symptoms of 

depression are: depressed mood, loss of interest and enjoyment, and increased 

fatigability. Other common symptoms are: reduced concentration and attention; 

reduced self-confidence; ideas of guilt; disturbed sleep; diminished appetite; ideas of 

self-harm or suicide. For a definitive diagnosis of depressive episodes, at least two of 

the typical symptoms, plus at least two of the other symptoms later described, should 

usually be present for at least two weeks (WORLD HEALTH ORGANIZATION, 

2013). 

In a sample of 233 adults with repaired CLP, depression was reported to be 

twice as prevalent in the CLP group as in control (RAMSTAD et al., 1995). Recently, 

Foo et al. (2012), based on a general health-related quality of life called Short Form-

36, showed that CLP patients have lower vitality and mental health functions 

compared with controls without CLP.  These findings concur with evidence reviewed 

by Hunt et al. (2005) and Sinko et al. (2005), where it was suggested that, besides 

oral rehabilitation, psychological counselling and support is needed for CLP patients 

(HUNT et al., 2005; SINKO et al., 2005; FOO et al., 2012). 

1.6 OBJECTIVES 

The present thesis was designed to present two manuscripts about oral 

rehabilitation in treated adult subjects who had large loss of oral tissues. The first 

manuscript comprises of an original research article comparing variables of interest in 

CLP subjects and maxillary denture wearers. The second manuscript presents a 



 

 

case report where a prosthetic rehabilitation was performed in one of the CLP 

subjects from the sample of the research paper in the first manuscript. 

 



 

 

4        DISCUSSION 

This is a novel study approach about oral rehabilitation in adult subjects with 

treated CLP and maxillary denture wearers. There is no previous study about 

masticatory ability in adult CLP subjects and little evidence related to maxillary 

edentulous subjects. Manuscript One investigated if treated adult subjects with 

congenital or acquired major loss of oral tissues have different masticatory function 

abilities and perceptions of their QoL. In contrast, Manuscript Two described a case 

report about an oral rehabilitation approach that improved masticatory ability in one 

CLP subject from the previous manuscript. 

In Manuscript One, the CLP group contains distinct subgroups of treated adult 

subjects (i.e., subjects treated with fixed partial dentures (FDP), subjects treated with 

telescopic crown-retained dentures, subjects treated with clasp-retained metal frame 

prostheses). Regarding the dental status of the opposite arch, subgroups of maxillary 

denture wearers also could be found (i.e., subjects partial dentate, subjects treated 

with clasp-retained metal frame prostheses, subjects treated with implant retained 

overdenture). Although such heterogeneity of dental status may influence the results, 

the present sample size was too small to investigate such subgroups. With respect to 

the type of CLP, the literature has shown that it has little influence on the severity of 

psychosocial impairment (SINKO et al., 2005; HUNT et al., 2005). 

As was pointed out in the introduction to this thesis, the most frequent 

assumption is that children and adults with CLP must experience increased 

psychosocial problems as result of their condition (RAMSTAD et al., 1995; HUNT et 

al., 2005; FOO et al., 2012). These findings further support the idea of Manuscript 

One where adults with repaired CLP had worse depression scores and poorer 

OHRQoL than both denture wearers and healthy subjects. However there is some 

conflicting evidence in the literature about this area. Despite the high number of 

research projects in this field, authors still argue about the possibility of suffering 

some kind of a psychosocial problem as a result of having a CLP. A recent 

systematic review did point out the large variation in study design along with the 

methodological weaknesses of research which makes it impossible to draw definitive 

conclusions (HUNT et al., 2005). However, the literature showed total agreement on 



 

 

the need for a multidisciplinary approach in view of the complexity of CLP treatment 

(HUNT et al., 2005; FOO et al., 2012). 

Furthermore, based on Manuscript One, it seems that the CLP group is more 

unsatisfied with aesthetic and facial appearance than with oral function. OHIP-14 

sub-analysis showed higher prevalence of psychological items. In agreement with 

Ramstad et al. (1995), these findings suggest that adults with CLP may be at risk of 

impaired psychosocial functioning as a result of CLP (RAMSTAD et al., 1995). 

Further studies also suggest the dissatisfaction with facial appearance and speech, 

depression and anxiety as common characteristics of CLP subjects (HUNT et al., 

2005; FOO et al., 2012). Additionally, dissatisfaction with facial appearance has been 

found to be a predictor of depressive symptoms among CLP subjects 

(MARCUSSON; PAULIN; OSTRUP, 2002; HUNT et al., 2005; FOO et al., 2012). In a 

cross-sectional study, FOO et al. (2012) have described higher OHIP-14 scores 

among a CLP sample when compared with their general population counterparts 

(South Australian 2002 state-level norms) (FOO et al. 2012). However differences in 

study protocols make comparison difficult; these results are in line with Manuscript 

One.  

Although the Brazilian government has conducted nationwide epidemiological 

surveys such as the Oral Health Survey in 1986, 1996, 2003, 2006 and 2010, the 

prevalence of CLP subjects was never reported. In addition, the oral health impact on 

Brazilians’ QoL was never assessed. Since data for both CLP subjects and maxillary 

denture wearers has not previously been reported by national surveys in Brazil, there 

was an absence of OHRQoL level in the general Brazilian population (norms) to use 

as a control in Manuscript One. Thus, further studies are warranted in order to better 

describe and also assess QoL in this population are warrant. Future epidemiological 

surveys should adopt new ways of measuring oral status not only physically, but also 

in terms of its impact on QoL. 

In addition, OHIP is one of the most widely used patient-centred outcome 

measures and it has been translated and validated in many languages (SLADE, 

1997; JONH et al., 2004; LOCKER; ALLEN, 2007; WHITE et al., 2012). OHIP 

assesses impacts that are related to oral conditions in general, rather than impacts 



 

 

that may be attributed to specific oral disorders. Furthermore, OHIP is concerned with 

impairment and also conceptualizes all impacts as adverse outcomes. So, this 

instrument does not assess any positive aspects of oral health (SLADE, 1997). 

Tsakos et al. (2012) has argued that simple OHIP score analysis is insufficient once 

a given score can be derived from different sets of responses with different items 

affected to a varying degree. Hence, according to those authors, providing one 

“profile” for a specific score is impossible (TSAKOS et al., 2012). Regarding this 

limitation, prevalence scores have been calculated in Manuscript One (MOUFTI et 

al., 2011; TSAKOS et al., 2012). OHIP prevalence refers to the proportion of subjects 

with one or more items experienced “fairly often” or “very often” (FOVO). This scoring 

format is a more sophisticated approach to provide complementary information about 

OHRQoL data (SLADE et al., 1998; MOUFTI et al., 2011; TSAKOS et al., 2012). To 

the best of the author’s knowledge, this was the first study to use this scoring format 

in Brazil. 

As was reported in Manuscript One, the CLP group showed predominance of 

psychological complaints whereas maxillary denture wearers showed scattered 

distribution of OHIP items in multiple domains. Although the pattern of OHIP-14 

responses was heterogeneous, the median score in the denture wearers group 

showed good satisfaction and well-being which may be explained by a number of 

different factors related to OHRQoL. These findings corroborate the ideas of Chen et 

al. (2012), who has suggested that a stable and retentive maxillary denture with 

adequate articulation produces a favourable impact on the satisfaction and well-being 

of denture wearers. According to these authors, there is a strong relationship 

between the essential functional qualities of complete dentures and OHRQoL. 

Furthermore, Wennerberg et al. (2001) did research focused on the patient’s 

opinion on masticatory and prosthetic function and problems of subjects with 

mandibular implant-supported fixed prostheses opposing maxillary complete 

dentures. Their study reported that most part of the 109 patients were very satisfied 

with their present dental status and masticatory function and only one third of them 

reported problems with their maxillary denture (WENNERBERG et al., 2001). 



 

 

As pointed out in the introduction to this thesis, although extensive research 

has been done over the last decades, the TMD’s aetiology remains unclear 

(DWORKIN et al., 2002; DURHAM; WASSELL, 2011). Psychosocial factors, such as 

stress, anxiety, and depression, may be related to TMD (MARCUSSON et al., 2001; 

DWORKIN et al., 2002). In addition, common clinical and psychosocial conditions are 

readily diagnosable using criteria such as RDC/TMD (DURHAM; WASSELL, 2011). 

In Manuscript One, RDC/TMD Axis II was used to identify symptoms of depression 

between subjects although the diagnosis of TMD was not an outcome of the study. 

According to Dworkin et al. (2002), Axis II has low TMD-related psychosocial 

interference without regard to Axis I diagnosis (DWORKIN et al., 2002). Marcusson et 

al. (2001) also have used this instrument to compare CLP and non-CLP subjects. In 

contrast to the findings of Manuscript One, no significant difference was found 

between the two groups concerning psychosocial distress. 

In the absence of specific validated instruments for CLP subjects, researchers 

have leaned to use generic questionnaires that assess OHRQoL in the general 

population. Recently, Eckstein et al. (2011) performed a literature review to identify 

questionnaires validated for CLP. According to those authors, there is a lack of valid 

and reliable instruments created specifically for CLP, resulting in the use of generic 

instruments such as OHIP (ECKSTEIN et al., 2011). Although OHIP has been 

recommended for assessing the impact of oral health on masticatory ability and 

psychosocial function, a systematic literature review did point out the specific 

characteristics of the CLP group (HUNT et al., 2005). Additionally, it was questioned 

if a generic instrument could disguise the specific problems that this particular group 

has in relation to adjustment, self-esteem, facial appearance, depression, and 

speech (HUNT et al., 2005). In agreement with those authors, Manuscript One 

suggested that for thorough assessment of QoL in the CLP population, further 

research is needed in order to develop and validate specific instruments. 

Furthermore, qualitative studies are encouraged to achieve a deeper understanding 

of CLP subject’s perception of QoL and masticatory ability with a view to complete 

quantitative studies such as Manuscript One. 



 

 

As far as masticatory ability is concerned, both physiological and contextual 

factors are related to this complex outcome (HATCH et al., 2001). While the capacity 

to exert sufficient bite force is an indicator of normal masticatory ability (HATCH et 

al., 2001), it is also possible to assume that not only the occlusal status might 

influence masticatory performance and diet (WALLS et al., 2000; WALLS; STEELE, 

2004). Manuscript One has shown significant differences in MBF between test 

groups and control. A possible explanation for this might be that MBF represents the 

effort exerted between the maxillary and mandibular teeth, whereas both test groups 

were affected in the maxilla (SHINKAI et al., 2007). Beyond that and according to 

previous studies the interaction of factors such as age, gender, body mass index, 

dental occlusal status, temporomandibular disorders, size and direction of muscles, 

periodontal sensitivity and psychological factors, could explain the large variability of 

MBF results (HATCH et al., 2001; SHINKAI et al., 2007).  

There is little information on masticatory function of adults with treated CLP, 

although it is recognized that such information is essential for evaluating the outcome 

of oral rehabilitation in this specific group of subjects. Furthermore, perceived 

masticatory ability is closely related to comfort when patients chew certain foods, 

which may affect food selection patterns (OBREZ; GRUSSING, 1999; SHEIHAM et 

al., 1999; SHINKAI et al., 2001) or lead to coping strategies for chewing (ETTINGER, 

1998). According to Manuscript One, self-perceived masticatory ability might be a 

significant factor in food selection in CLP subjects and also in maxillary denture 

wearers due to their major tissue loss involving the maxillary bone. Obrez and 

Grussing (1999) have described that both perceived masticatory ability and food 

texture influence the choice of food. Thus the decreased masticatory ability could 

have limited the selection of foods that are difficult to chew in the CLP group. As 

previously reported in denture wearer subjects (TOSELLO et al., 2001), maybe the 

poor masticatory ability in CLP subjects could be in the future associated with health 

problems as gastrointestinal disorders and lower nutritional intake. So further 

investigation to assess perceived masticatory ability and diet pattern especially in 

adults with repaired CLP is required. 



 

 

Concerning the long-standing assumption that healthy dentate subjects eat 

faster, no difference between mean meal duration was observed in the Manuscript 

One sample. It seems that tested groups, CLP and denture wearers, have adaptive 

strategies for chewing. Future studies to investigate those strategies are warranted. 

Although the three groups in Manuscript One were matched for gender, other 

confounders, such as age and socioeconomic status could have influenced results. 

Hatch et al. (2001), through a theoretical multivariate model of masticatory 

performance, had shown a slight direct effect of age on masticatory performance. 

The direct effects of age on functional units and bite force also were relatively small. 

However, the effects of posterior functional tooth and bite force on masticatory 

performance were much larger (HATCH et al., 2001; UENO et al., 2010). 

Additionally, regarding the difference of age between individuals with CLP, a recent 

literature review reported that the age does not influence psychosocial problems 

(HUNT et al., 2005). Despite differences relating to age and socioeconomic status, 

the reported experiences of congenital oral defects have some common 

characteristics that can be broadly interpreted as loss of QoL. Indeed, those 

experiences seem to have effects on both self-esteem and social life.  

As explained earlier, there are many treatment options for CLP adult patients. 

Manuscript Two described one of the alternatives to rehabilitate CLP patients who 

present with extensive loss of tooth, bone and lip support (MAÑES FERRER et al., 

2006). Despite the advances in restorative dentistry, telescopic crowns continue to 

be a good treatment option which allows better transmission of masticatory forces, 

cleaning by the patient, retaining teeth longer as well as cosmetic improvements 

(BAYER et al., 2012; BREITMANN et al., 2012). Regarding CLP patients, RPD 

attached to telescopic crowns decreases the mobility during chewing due to 

stabilization of the maxillary segments and remaining teeth (REISBERG et al., 2000; 

MAÑES FERRER et al., 2006). 

From Manuscript Two, it might be concluded that in this particular case the 

use of an RPD connected to telescopic crowns has restored oral function and 

patient’s overall satisfaction. However the outcomes of this successful approach are 

in contrast with the majority of CLP subjects assessed in Manuscript One. Although 



 

 

all subjects have had oral rehabilitation, disappointingly few improvements in 

masticatory ability were noted in the CLP group. In order to enhance the ability to eat 

more healthily, it could be suggested that there is a need for dietary intervention in 

CLP group. It is possible that dietary counselling could be effective in CLP patients, 

as has been demonstrated in previous studies with denture wearers (MOYNIHAM et 

al., 2012). According to Moyniham et al. (2012), positive dietary effects should be 

perceived as an important health benefit of the combination of treatments such as 

prosthetic rehabilitation and diet intervention. Moreover, Shinkai et al. (2001) 

stressed that oral rehabilitation without nutrition counselling is not sufficient to ensure 

better diets (SHINKAI et al., 2001). Since eating problems are an essential reason for 

seeking oral rehabilitation, the dental treatment provides a strategic moment for the 

recommendation of dietary counselling (BRADBURY et al., 2006).  

In Brazil, as in other countries where the public health service cannot afford 

comprehensive treatment for complex cases of CLP subjects, local hospitals and 

universities should incorporate and adopt the most appropriate forms of aid for these 

circumstances. Since 1987, CERLAP at PUCRS has been a valuable reference 

service in the south of Brazil. To meet the demands of this population following the 

assistance examples from developed countries, CERLAP should incorporate an 

updated treatment protocol for management of CLP subjects considering patient-

centred outcomes research. Further investigation on psychological, QoL as well as 

economic status are still needed in this population. 

Finally, another urgent issue is the need to create a collaborative 

multidisciplinary group, including a nutritionist which is not present yet, to develop 

this new protocol. If more progress could be made in the surgical approach, 

particularly respecting optimal timing for grafts interventions, better results in greater 

arch stability and occlusion could be achieved. Consequently, prosthetic procedures 

could be reduced while QoL and masticatory ability outcomes might increase. 



 

 

5         FINAL CONSIDERATIONS 

Considering the limitations of the present study, it may be concluded that 

adults with treated CLP and maxillary denture wearers still have both impaired 

masticatory ability and poorer OHRQoL in comparison with healthy dentate subjects, 

however with different psychological and functional impacts for each group. With few 

exceptions, oral rehabilitation performed in CLP subjects was not sufficient to 

improve patient-centred outcomes to optimal levels. Maxillary denture wearers also 

have significant self-perceived chewing problems after technically successful oral 

rehabilitation. Furthermore, maxillary denture wearers represent a subgroup of the 

adult population that has not been investigated in depth in comparison with 

completely edentate subjects.  

Further studies with specific quantitative and qualitative approaches are 

needed to better understand the main factors that influence CLP and maxillary 

denture patients’s QoL. The right answers to the right questions may lead us to 

achieve real cost-effectiveness of the oral treatment for these patients that require 

more complex oral healthcare. 
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