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Validation of the Spanish version of the oral health impact profile to assess an association
between quality of life and oral health of elderly Chileans

Objective: To validate the Spanish version of the OHIP-49 among elderly population.

Background: Oral health, as a predictor of quality of life, can be evaluated using validated instruments.

One of the most commonly used instruments worldwide is the Oral Health Impact Profile-49 (OHIP-49).

This instrument has not yet been validated in Chilean older adults.

Materials and methods: Interviews and clinical exams were performed in a convenience sample of

eighty-five elderly participants aged 60 or more years (mean 69.02 � 7.82 years). Socio-demographic

and clinical variables were analysed: number of teeth, caries, periodontal and prosthetic treatment needs

and prosthetic functionality.

Results: High internal consistency values were obtained for both the OHIP-49 Sp instrument (0.990)

and all of its dimensions (0.875–0.995). The average score of the OHIP-49 Sp was 62.54 � 43.73. Signif-

icantly higher OHIP-49 Sp scores were observed in participants with caries (p = 0.01), in those needing

complex periodontal treatment (p = 0.0001) and those in need of dental prostheses (p ≤ 0.0001).

Conclusion: The OHIP-49 Sp proved to be a valid tool to assess oral health-related quality of life, when

tested in Chilean older adults.
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Introduction

From the first studies in the seventies1, several

reports have conveyed a psychosocial component

of oral diseases. Many researchers have demon-

strated that oral diseases have emotional and psy-

cho-social consequences, such as isolation,

unemployment and depression, which are as seri-

ous as other common disease2–4. As a consequence,

therefore, oral conditions may compromise quality

of life. Indeed, quality of life related to oral health

(OHRQoL) is conceived as a multidimensional

evaluation of the impact of the oral status on

everyday activities. OHRQoL is becoming increas-

ingly used to assess oral health, oral treatment

needs and the outcomes of dental treatment in

general and elderly population5,6. Some, but not

all, indicators used to evaluate the impact of the

OHRQoL are based on the conceptual framework

of the International Classification of Impairments,

Disabilities and Handicaps (ICIDH)7. Further,

Locker adapted the ICIDH model for use in oral

health and described a conceptual framework for

this purpose8. Thus, a new instrument was devel-

oped to evaluate OHRQoL, known as the Oral

Health Impact Profile (OHIP)9. Translated to several

languages10–16 and used in several countries17,18,

the OHIP is one of the most widely used instru-

ments to assess OHRQoL. This instrument intends

to assess the impact of oral health on quality of life.

A higher OHIP score is interpreted as having higher

negative impact on quality of life18.
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Among the various idiomatic translations of the

instrument, Spanish version of the OHIP in

elderly populations demonstrated a high internal

consistency and reproducibility in a Mexican pop-

ulation12. In Chile, a language-adapted version of

the OHIP was used in adolescents16, showing high

internal consistency. The OHIP, on the other

hand, has not been validated in a population of

older adults. This population may interpret the

questions contained in the instrument differently.

Many of the questions are related with the use of

prosthesis or with complications associated with

tooth loss, which are less prevalent in adolescents.

As a cultural trait, language used in Spanish to

address a youngster is more colloquial than that

used to talk with an elder. Older adults, therefore,

may have different results using this survey and

that provides support to the need of validating

the instrument in this particular age group.

Like many other Latin American countries,

Chile has a rapidly ageing population19. It is

important, therefore, to comprehensively assess

oral health status of this growing population,

including OHRQoL. To achieve validity of the

results in the studied population and to assure

that the appropriate psychometric properties are

measured, each question of the instrument must

be carefully translated and then adapted18. The

purpose of this study, therefore, was to validate

the Spanish version of the OHIP-49 in an elderly

Chilean population using convergent validity. A

negative OHRQoL was expected to be found in

this population, as it has been demonstrated in

previous studies that poor oral health status is

directly associated with worse OHRQoL in the

elderly population20.

Materials and methods

Discriminating cross-validation of the diagnostic

instrument, the OHIP-49 Sp was performed on a

group of older adults from Chile. Using an unpub-

lished face validated the OHIP-49 Sp question-

naire (Torres, 2009, personal communication), a

pilot study was performed to assess language com-

prehension. From the results, three questions

needed to be adapted.

Sample group and study variables

A sample of eighty-five participants of 60 years of

age or older were selected from the Dental Clinics

of the School of Dentistry of the University of Tal-

ca, private practices, senior social clubs and pri-

mary healthcare centres. Different sources of

participants were used to avoid the bias of only

surveying people seeking oral health care. Partici-

pants were excluded from the study if they

showed signs of cognitive impairment or alcohol-

ism. After receiving detailed information about the

project and signing an informed consent to partici-

pate in the study, the participants completed a sur-

vey about their socio-demographic background

and health history. Participants also completed the

OHIP and received a complete dental examination

from two calibrated dentists. Participants were

informed of their oral health status and received

oral hygiene instruction. Furthermore, each par-

ticipant received a dental hygiene kit. The study

and the informed consent form were approved by

the Bioethics Committee of the University of Tal-

ca. Sample size was calculated using an expected

correlation coefficient of 0.30 between oral vari-

ables and the results of the OHIP-4912. For an

R = 0.30 with a strength of 80% (b = 0.20) and a

significance of 0.05 (two tailed a = 0.05), a total of

eighty-five participants were required.

Oral health impact profile (OHIP)

The English version of the OHIP consists of forty-

nine items divided into seven dimensions21 and

hierarchically organised according to the complex-

ity of each item. While the first dimensions mea-

sure pain and functional limitations associated

with oral health, the final questions are more clo-

sely related to the impact of oral health on every

day activities and social roles6,17. The final score of

the OHIP-49 Sp is obtained from the sum of the

scores obtained from each of the seven dimensions

analysed6: functional limitation (0–36), physical

pain (0–36), psychological discomfort (0–20), phys-
ical disability (0–36), psychological disability (0–
24), social disability (0–20) and handicap (0–24).
Therefore, values can range from 0 to 196 points. A

language comprehension pilot test was carried out

before the main study with twenty randomly

selected elderly people. When the participants

expressed confusion with the meaning or the

examiners noticed it, the question was interpreted

as requiring a modification. To facilitate further

comprehension of those conflicting questions, par-

ticipants were required to provide an alternative

phrasing. From the pilot study, three questions

needed to be modified to facilitate interpretation:

Question 7 ‘Have you had food catching in your

teeth or dentures?’ was replaced by the phrase

‘Has food gotten caught between your teeth or

beneath your denture?’, Question 21 ‘Have dental

problems made you miserable?’ was replaced by
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the same phrase used in the validation instrument

in Mexico12 ‘Have dental problems made you feel

completely unhappy?’ and Question 45 ‘Have you

suffered any financial loss because of problems

with your teeth, mouth or dentures?’ was

replaced by ‘Have you suffered any type of eco-

nomic loss due to problems with your teeth,

mouth or prostheses?’ Finally, this new modified

version was administered to a different group of

20 elderly participants from the same socio-eco-

nomic background who had not participated pre-

viously in the pilot study. These participants had

no problems understanding the meaning or the

vocabulary in the rephrased questions.

Data collection

The study took place between July and October,

2011. During the interviews, the participants

answered the previously piloted version of the

OHIP-49 Sp, as well as the questions about their

socio-demographic background. Furthermore, par-

ticipants underwent a clinical exam, which

included several oral variables. To test for

discriminant validity, each of the variables was

categorised as follows: number of teeth: 20–28,
10–19, 1–9 or edentate; presence of caries lesions:

no or yes according to WHO’s criteria22; Commu-

nity Periodontal Index of Treatment Needs

(CPITN)23: simple periodontal treatment (TN2) or

complex periodontal treatment (TN3); prosthetic

need: no or yes and Functional Assessment of

Dentures (FAD)24: high or low (Table 4).

The surveys and clinical exams were carried out

in the locations in which the participants were

enroled in the study. Clinical examinations were

performed by two dentists who were calibrated in

the oral variables in study. The dentists alternated

between administering the survey and carrying

out the dental exam of the participants, so that

the researcher who administered the OHIP-49 Sp

was blind for the results of the clinical examina-

tion and vice versa. An interexaminer calibration

was performed in twenty older adults that regu-

larly attended the Dental Clinics of the School of

Dentistry of the University of Talca and under the

same conditions used in the main study. The

examiners were calibrated on the CPITN, caries

detection and FAD. A Kappa score for all the cali-

bration of 0.76 was obtained.

Statistical analysis

Mean, standard deviation, range and confidence

interval at 95% and percentile distributions were

calculated for the baseline description. After stan-

dardising clinical measurements, high values of

agreement were attained between examiners

(Kappa Index 0.76). Cronbach’s a was used to

assess the internal consistency coefficient while

the convergent validity (q) was established by

Spearman rank correlation. Depending on the

type of variable, either Mann–Whitney (W), Stu-

dent’s t (T), one-way ANOVA parametric (F) or

nonparametric Kruskal Wallis (H) tests were used

in order to determine the discriminative validity

of the mean or median scores of each dimension

and the complete instrument with the clinical

variables. The OHIP-49 Sp total score was used as

the dependent variable, and the socio-demo-

graphic and clinical as the independent ones. An

initial univariate analysis sought to detect differ-

ences between the group of dentate and edentu-

lous people, followed by a multivariate analysis

within each group. A stepwise procedure was

conducted to exclude non-significant variables.

Poisson regression was performed to test the asso-

ciation of the dependent with the significant inde-

pendent variables. Prevalence ratio and the

confidence interval were used as the outcome of

the model. The percentile 25 was used as the cut-

off point for good oral health-related quality of

life. Above that score, OHRQoL was considered as

poor. Statistical analysis was performed using

SPSS v15.0 (IBM Corporation, Somers, NY, USA).

Results

Socio-demographic and clinical variables are

shown in Table 1. While 61.18% of the partici-

pants were female, 38.82% were male. The aver-

age age was 69.02 � 7.82 years, and 32.94% of

the participants had between 20 and 28 teeth.

Among those participants having at least one

tooth, 52.9% had at least one carious lesion and

100% required periodontal treatment, either sim-

ple or complex. 74.12% of the participants

needed a complete or partial removable denture,

and between those already wearing one, 65.5%

had poor functionality.

High variability was observed in the OHIP-49

Sp scores (Table 2). Psychological discomfort

dimension reached the highest possible value.

Among all the dimensions, the lowest values were

observed in the social disability and handicap

dimensions with a score of 2 and 3, respectively.

The internal consistency of the seven dimen-

sions was high, with all values of Cronbrach’s a
coefficient higher than 0.875, resulting in a gen-

eral internal consistency for the entire instrument
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of 0.990 (Table 3). On the other hand, convergent

validity showed a significant correlation between

carious lesions with functional limitation, psycho-

logical discomfort, handicap, psychological disabil-

ity, social disability and the OHIP-49 Sp global

values (p = 0.01). All the dimensions and the

OHIP-49 Sp global values showed a significant

correlation with CPITN (p < 0.05). In all the

OHIP-49 Sp dimensions, a higher score was signif-

icantly correlated with having prosthetic needs

(p < 0.05). Likewise, worse OHIP-49 scores in all

dimensions were correlated with lower function-

ality of the upper and lower prosthesis (p < 0.05),

exception made for physical disability, handicap

and the OHIP-49 global score (p > 0.05).

Although discriminative validity tests failed to

show an association between number of remain-

ing teeth and any dimension of the OHIP-49 Sp,

most dimensions were associated with caries

(p < 0.05), except physical pain and handicap.

The CPITN showed a very strong association with

all the dimensions of the instrument at TN3

(p < 0.0001). Similar significant associations were

obtained with those participants needing new

dentures (p < 0.0001). Regarding denture func-

tionality, the OHIP-49 Sp was associated with

poor functionality of the upper and lower pros-

theses (p < 0.05), except for the physical disabil-

ity, handicap and the global OHIP-49 Sp score

(p > 0.05) (Table 4).

Except for the physical pain dimension, a signif-

icant association between the OHIP-49 Sp test

and its dimensions was found in the younger age

group (between 60 and 69 years of age)

(Table 5).

After selecting the significant clinical variables

through a stepwise procedure, two Poisson regres-

sion models were constructed, for dentate and

edentulous participants. The models showed that

dentate elderly participants with carious lesions

had 2.3-fold higher risk of having poor quality of

life than those without lesions. Furthermore,

those participants who had needs for complex

periodontal treatment showed 1.3-fold higher risk

of having poor quality of life, as compared with

those with less complex periodontal treatment

needs. Edentulous participants with poor lower

denture functionality had 1.5-fold more risk of a

Table 1 Socio-demographic and clinical characteristics

of the study population of older adults.

Variable n (%)

Gender Women

Men

52

33

61.18

38.82

Age 60–69
70 o+

52

33

61.18

38.8

Educational

level (years)

>12
9–12
≤8

16

22

47

18.82

25.88

55.29

Socio-economic status Upper

Middle

Lower

3

55

27

3.5

64.7

31.76

Systemic conditions ≤2
≥3

61

24

71.76

28.24

Smoking habit Yes

Not nowadays

Never

15

29

41

17.6

34.1

48.2

Number of teeth 20–28
10–19
1–9
Edentate

28

19

15

23

32.94

22.35

17.65

27.06

Carious lesions No

Yes

17

45

47.1

52.9

CPITN TN2

TN3

31

31

50

50

Prosthetic need No

Yes

22

63

25.88

74.12

Prosthetic functionality High

Low

19

36

34.5

65.5

Table 2 Total Spanish version of the Oral Health Impact Prolife-49 (OHIP-49 Sp) scores for each dimension in the

population of older adults studied.

Dimension

Maximum

possible

Minimum

observed

Maximum

observed Mean SD Median Quartile 1 Quartile 3

Functional limitation 36 0 34 14.58 9.37 15 7 21

Physical pain 36 0 32 11.31 8.13 10 4 18

Psychological discomfort 20 0 20 9.56 5.83 9 5 15

Physical disability 36 0 35 10.64 9.08 8 3 19

Psychological disability 24 0 23 7.62 6.69 6 2 12

Social disability 20 0 17 3.73 4.47 2 0 6

Handicap 24 0 22 5.11 6.06 3 0 8

Global 196 2 163 62.54 43.73 55 25 97
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poor quality of life than those with functional

prostheses. Finally, elderly participants needing a

denture had 0.4-fold increased risk of poor quality

of life than those without prosthetic needs

(Table 6).

Discussion

Results from this study validate the Spanish ver-

sion of the OHIP-49 as a valid instrument to

assess OHRQoL in elderly Chileans. This instru-

ment had also been previously validated in other

Latin American countries12,14. Herein, clinical

variables were similar to those used in other stud-

ies6,12,18,25. We decided to additionally include

prosthetic functionality24, nevertheless. As Chil-

ean elders are largely a partial or edentulous pop-

ulation20, this variable appears pertinent and

relevant to be included.

When requested to answer the questionnaire,

patients were instructed to remember their self-

perception from last year. This may seem inappro-

priate because people may tend to forget. A time

frame of one year or one month is frequently

used for these types of study. Although partici-

pants tend to use their most recent experiences

and opinions to extrapolate to the period of one

year, a study showed no difference in the results

of the OHIP-49 applied by recalls of one month or

one year11. A Likert-type scale was used here.

This ordinal scale has been shown to be valid as a

response scale for this kind of survey26. The quan-

titative method of the OHIP-49 used in this study,

with values between 0 and 196 points, has dem-

onstrated excellent discriminative ability in other

studies14,27,28.

The high internal consistency demonstrated by

the instrument as a whole (Cronbach’s a = 0.990)

and in each of its 7 dimensions (Cronbach’s

a > 0.875) was higher than that originally

reported by Slade and Spencer with the original

study6 and other studies11,12,15,29,30, but it was

similar to results obtained by other authors10,13.

Yet, Cronbach’s a coefficient values higher than

0.6 indicate that the instrument has a high inter-

nal consistency31.

Both ranges and median scores obtained in this

study were similar to those found in other studies

carried out in elderly populations using the addi-

tive method as well as the OHIP-49 median

scores. Interestingly, social disability and handicap

dimensions presented the lowest mean and med-

ian scores. This could be due to the fact that peo-

ple may not consciously consider oral health as

having an impact on their social activities.

According to Slade et al.32, this perception could

be influenced by a number of factors from the

participants’s educational or socio-economic level

to social and cultural norms and characteristics

due to the strong influence they have on the

decision to seek dental care. Furthermore, it is

possible that some of the cultural factors that

influence perception of the impact of oral health

on social relationships are closely linked to differ-

ences in social behaviours and norms. Thus, how

oral health is represented in particular societies

will depend on social norms and conceptions12.

Studies carried out in the Latin American

region, including Chile20 as well as Uruguay and

Argentina33, have reported that poor oral health,

aggravated by poor quality of life, is associated

with inequalities in education and socio-economic

level. On the other hand, several authors have

found differences between oral care needs identi-

fied by a professional and those self-perceived by

older adults5. In fact, it is known that many gas-

trointestinal disorders arise due to oral disease

and denture problems34,35. Still, many elderly

people seem unaware of this relation, or they

consider it as part of the ageing process. Indeed,

people who think they need dental care are usu-

ally those with actual oral health problems affect-

ing their quality of life36,37. The latter underlines

an educative role for dentists as health promoters.

The role played by dental professionals as mere

therapeutic providers needs to be changed for a

more actively engaged professional in health edu-

cation, promotion and prevention.

When evaluating the convergent validity based

on clinical variables (Table 6), the most robust

associations were observed between the presence

of carious lesions, the need of periodontal treat-

ment (TN3) and of a new denture. Unlike a recent

systematic review of the literature and meta-

Table 3 Internal consistency rating of the Spanish ver-

sion of the Oral Health Impact Prolife-49 (OHIP-49 Sp)

and each of its dimensions for all the older adults

analysed.

Dimension Number of items

Cronbach’s

alfa

Functional limitation 9 0.875

Physical pain 9 0.960

Psychological discomfort 5 0.964

Physical disability 9 0.989

Psychological disability 6 0.992

Social disability 5 0.993

Handicap 6 0.995

Global 49 0.990
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Table 4 Mean comparison of the different oral variables included within each of the dimensions of the Spanish ver-

sion of the Oral Health Impact Prolife-49 (OHIP-49 Sp). Mean (SD), median.

Variable

Dimension

Functional

limitation

Physical

pain

Psychological

discomfort

Physical

disability

Psychological

disability

Social

disability Handicap OHIP-49 Sp

Number of teeth

20–28
(n = 28)

12.96

(7.63)

11

9.79

(8.06)

9

9.75

(5.68)

10.5

8.43

(9)

4.5

6.71

(6.58)

5

3.71

(4.91)

2

4.61

(6.49)

1.5

55.96

(41.53)

46.5

10–19
(n = 19)

11.63

(10.3)

9

10.63

(9.6)

8

8.68

(6.66)

6

7.95

(9.23)

5

7.26

(7.61)

4

2.89

(4.01)

1

3.89

(5.63)

0

52.95

(50.38)

34

1–9
(n = 15)

20

(11.33)

23

15.53

(7.69)

18

12.53

(6.56)

15

16.13

(8.53)

19

10.87

(6.69)

11

5.4

(5.37)

4

7.93

(6.51)

5

88.4

(45.8)

98

Edentate

(n = 23)

15.43

(7.97)

16

10.96

(6.63)

11

8.13

(4.22)

7

11.96

(8.01)

11

6.91

(5.76)

6

3.35

(3.54)

2

4.87

(5.34)

4

61.61

(34.36)

60

p 0.2 0.4 0.1 0.4 0.6 0.7 0.8 0.4

Caries lesion

No

(n = 17)

8

(9.35)

4

8.41

(7.21)

8

7.29

(6.11)

6

6.29

(8.97)

2

5

(6.51)

3

2.53

(5)

0

3.24

(6.17)

0

40.76

(46.47)

20

Yes

(n = 45)

16.62

(9)

16

12.58

(8.96)

10

11.16

(6.07)

11

11.6

(9.32)

8

8.98

(6.98)

8

4.38

(4.66)

3

5.93

(6.32)

4

71.24

(44.87)

68

p 0.0009 0.1 0.02 0.03 0.02 0.02 0.08 0.01

CPITN

TN2

(n = 31)

11.23

(9.54)

10

9.29

(8.12)

8

8.23

(6.06)

7

7.16

(8.55)

3

5.13

(5.94)

4

2.23

(3.84)

0

2.97

(5.08)

0

46.23

(42.08)

36

TN3

(n = 31)

17.29

(9.39)

18

13.58

(8.79)

13

11.97

(6.01)

12

13.13

(9.5)

16

10.65

(7.04)

11

5.52

(5.12)

5

7.42

(6.77)

5

79.55

(46.29)

92

p <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001
Prosthetic need

No

(n = 22)

7.05

(5.5)

7

7.14

(5.72)

7.5

6.82

(4.98)

6

4.27

(5.03)

3

3.23

(2.98)

2.5

1.27

(2.21)

0

1.41

(2.72)

0

31.18

(25.05)

28.5

Yes

(n = 63)

17.21

(9.03)

18

12.76

(8.38)

12

10.52

(5.84)

11

12.86

(9.15)

13

9.16

(6.96)

7

4.59

(4.74)

3

6.4

(6.38)

4

73.49

(43.67)

76

p <0.0001 0.006 0.009 <0.0001 0.0003 0.0007 0.0002 <0.0001
Upper functionality

High

(n = 17)

11.29

(9.85)

10

8.65

(6.9)

9

8.76

(5.53)

10

7.41

(7.03)

6

5.65

(4.94)

4

2.41

(2.21)

2

3.47

(3.94)

2

47.65

(36.2)

39

(continued)
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analysis38, we did not find a strong association

with the number of remaining teeth. Reasons for

these findings may arise from the fact that elders

with few teeth probably wore dentures. So, even

if they were not functional, self-perception of

quality of life was better explained by having an

aesthetically acceptable prosthesis and it is unaf-

fected by the lack of teeth.

The results of the discriminate validity tests

demonstrated that caries had a pronounced

impact on the quality of life. Conversely, a previ-

ous study reported otherwise32. We believe that

this finding highlights the importance of assessing

OHRQoL in different countries or communities.

From our results, it appears clear that Chileans’

self-perception of oral health and its relation with

quality of life cannot be extrapolated from results

obtained in different populations. Other signifi-

cant associations were found with complex peri-

odontal treatment need (TN3). Advanced stages of

periodontal disease involve recessions, hypersensi-

tivity, tooth mobility, pain, swelling, bleeding,

aesthetic and phonetic implications, among oth-

ers39. These collateral effects from advanced peri-

odontal disease may explain the association

between poor quality of life and dental caries, and

complex periodontal treatment need (TN3) found

in this study. Prosthetic needs and wearing a non-

functional apparatus were associated with quality

of life (Table 6). Reasons may derive from loss of

oral function and aesthetic compromise. Non-

functional dentures may induce pain, discomfort,

chewing and speaking difficulties40. Lack of teeth

or their prosthetic replacement may lead to inse-

curities and social isolation compromising quality

of life. On an interesting finding, quality of life

was more affected in elderly adults of 60–69 years

old than older participants (Table 5). Older

cohorts suffer the cumulative effects of life-long

oral conditions, such as dental caries or periodon-

tal disease leading to tooth loss. Hence, as

people grow older, they may start to consider oral

Table 4 (Continued)

Variable

Dimension

Functional

limitation

Physical

pain

Psychological

discomfort

Physical

disability

Psychological

disability

Social

disability Handicap OHIP-49 Sp

Low

(n = 35)

18.09

(9.42)

19

14.17

(8.29)

13

9.69

(6)

7

14.23

(8.94)

17

9.23

(7.38)

7

4.63

(5.03)

3

6.49

(6.75)

4

76.51

(46.25)

82

p 0.02 0.02 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 0.02

Lower functionality

High

(n = 7)

6.71

(9.89)

2

8.57

(11.07)

4

6.57

(7.16)

5

5.86

(6.36)

3

4.86

(7.73)

2

2.71

(5.31)

0

2.57

(4.83)

0

37.86

(51.25)

14

Low

(n = 22)

18.27

(10.75)

18

12.91

(8.88)

11

9.36

(6.53)

7

13.82

(10.16)

12.5

8.73

(7.64)

6

4.27

(5.35)

2

6.64

(7.45)

4

74

(50.95)

61.5

p <0.0001 <0.0001 <0.0001 0.0627 <0.0001 <0.0001 0.2786 0.1057

Table 5 Mean comparison of the age as determinant for oral health-related quality of life in all the dimensions of

the Spanish version of the Oral Health Impact Prolife-49 (OHIP-49 Sp). Mean (SD), median.

Age

Dimension

Functional

limitation

Physical

pain

Psychological

discomfort

Physical

disability

Psychological

disability Social disability Handicap OHIP-49 Sp

60–69
(n = 52)

16.33

(9.56)

16.5

12.54

(8.9)

10

11.19

(5.99)

11.5

12.12

(9.54)

8

9.65

(7.31)

8

4.88

(4.98)

3.5

6.73

(6.89)

4.5

73.44

(47.22)

72.5

70 and +
(n = 33)

11.82

(8.48)

11

9.36

(6.4)

10

7

(4.6)

6

8.3

(7.88)

6

4.42

(3.88)

4

1.91

(2.71)

1

2.55

(3.08)

2

45.36

(31.12)

44

p 0.03 0.2 0.002 0.05 0.001 0.005 0.01 0.008
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mutilation as an unavoidable consequence of age-

ing. In that scenario, a lower impact on OHRQoL

can be expected. Although we acknowledge that

a relatively small sample of edentulous partici-

pants may comprise bias, most of the analyses

shown here were carried out on those bearing

teeth, which was more numerous than the group

of edentulous people. There is a possibility of bias

from the selection of the sample as participants

came from different settings. While some of them

were care-seekers, either public or private, others

were members of senior social clubs. Yet, this

decision was made intentionally, as we sought to

include more diversity within the participants,

including educational level and sociocultural sta-

tus. The fact that more women were prone to

participate is expected this type of study with

older adults.

A risk of reporting bias may arise from a long

questionnaire of forty-nine questions. From the

data of this study, it is not possible to explore the

possibility of fatigue or loss of concentration in

answering, but it certainly should be taken into

account when evaluating the results. Thus, an

abbreviated version of this tool, particularly for

this population, seems appealing, and it should be

considering in further investigations.

Conclusions

This study confirmed that the OHIP-49 Sp is a

valid instrument when used in Chilean older

adults. Carious lesions, the need for complex peri-

odontal treatment, prosthetic needs and the use

of non-functional prostheses appear to be associ-

ated with higher OHIP-49 Sp scores.

A deteriorated oral health decidedly influences

quality of life. From the present study, the impact

of oral conditions on quality of life in other Chil-

ean specific populations can be examined using

the validated the OHIP-49 Sp.
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