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ABSTRACT  

The improvement of the basic properties of dental restorative materials, such as their mechanical, physical, 

aesthetic, and bonding properties, has been dramatic and the current materials on the market show excellent 

clinical performance. This review article compiles the characteristics of ceramic dentures materials and the 

efforts made in order to improve the main features and to point out future perspectives. 
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INTRODUCTION 

Alzheimer's disease, a degenerative 

disease of the brain, causes throughout its 

evolution the decline of cognitive functions 

and the progressive deterioration of 

personality associated with behavioral 

disorders, worrying that the onset of the 

disease was established at younger ages. 

[1,2]. 

Numerous studies have shown that 

approximately 50% of the population over the 

age of 65 is at risk of developing a cognitive 

impairment disorder [1], while a meta-

analytical study found that the vast majority 

of cases of cognitive impairment degenerative 

dementias are of the Alzheimer's type [2]. 

The pathological expression of 

Alzheimer's disease is characterized by a 

marked increase in age-related changes, 

however, not ruling out the possibility that 

normal aging and this degenerative disease of 

the nervous system may be based on a 

common denominator, expressed by 

alteration of certain pathways [3]. 

Alzheimer's disease remains one of 

the great challenges of contemporary 

epidemiology, emerging as a problem of the 

greatest importance for public health and 

having an increasing share in the activity of 

the family doctor. The most important risk 

factor for Alzheimer's disease is advancing 

age or, in other words, if no new methods of 

preventing Alzheimer's disease appear, the 

number of people with this disease will 

increase in proportion to the size of the 

elderly population [4,5]. 

It is now known that Alzheimer's 

disease is etiologically heterogeneous and 

that different causes can lead to different 

clinical-pathological relationships, including 

clinical manifestations, risk factors, and 

response to procognitive and comorbidity-

associated therapy[6]. 

The diagnosis of Alzheimer's disease 

is clinical, based on careful examination and 

anamnesis, and investigations such as 

computed tomography and laboratory tests 

are important to establish the specific 

etiology, but are not relevant in the diagnosis 

per se, the etiology being suspected on a 

clinical basis in most cases.propagation [4,7]. 
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Currently, there are no curative 

therapies for AD or the broader category of 

dementias. Therefore, the main goal of 

treatment is to maximize quality of life (QoL) 

by improving functional and cognitive 

performance, delaying the decline of 

activities of daily living, and patient care. to 

get the care they need and the services they 

need. 

LITERATURE REVIEW 

 

The World Health Organization has 

defined QoL as "the position of individuals in 

life in the context of the culture and value 

systems in which they live and in relation to 

their goals, expectations, standards and 

concerns." The link between oral health and 

quality of life (OHRQoL) refers to everyone's 

perception of their oral health and is 

significantly related to the individual's overall 

QoL [8,9] 

OHRQoL highlights the interactions 

between oral health conditions, general 

health, and QoL. When patients with 

neuromuscular and cognitive limitations 

become less able to perform oral hygiene 

procedures, they are unable to remove food 

debris or recognize caries and primary signs 

related to periodontal disease (manifested 

mainly by bleeding, deep sounding, or 

mobility)[10].  

Periodontal disease, tooth loss and the 

use of improper dentures lead to limitations in 

chewing and speaking and can affect an 

individual's social life and acquired nutrition. 

Reduced overall oral health may affect 

OHRQoL and impair patients' cognitive 

status. 

OHRQoL indicators provide an 

excellent way to measure patient satisfaction 

and skills through self-reporting. The 

Geriatric Oral Health Assessment Index 

(GOHAI) is a simple, widely used and 

scientifically tested tool specifically designed 

for the elderly population. GOHAI provides 

reliable evidence of self-perceived OHRQoL 

in terms of oral function, pain, and discomfort 

[5,6,11,12].  

Clinical signs alone cannot 

comprehensively determine a person's 

satisfaction or ability to perform daily 

activities. Therefore, assessing the impact of 

oral health on QoL among adult patients with 

AD is important [13]. 

QoL measurement is a controversial 

issue, given that the disease progresses with 

cognitive impairment. Several researchers 

have reported that patients with AD have a 

limited quantification of QoL due to their 

cognitive impairment and noncognitive 

symptoms, such as depression and psychosis 

[4, 5]. On the other hand, patients should be 

the main source of information about their 

own lives, and evidence indicates that 

patients with AD may also comment on their 

own QoL [14 - 16]. 

For this reason, researchers are 

looking for ways to measure QoL in a 

meaningful and accurate way. A recent 

review identified 9 QoL measures for people 

with dementia and assessed their 

psychometric properties [15].  

Most of the measures were based on 

proxy assessment, with questionable validity 

for people with mild to moderate dementia. 

The best measure researched was the Quality 

of Life Scale in Alzheimer's Disease (QoL-

AD) [17]. 

Testing a subjective concept, such as 

QoL-AD, as well as factors associated with 

QoLAD in different cultures and in different 

sociodemographic characteristics will help to 

shape appropriate culture-based care. 

Researchers should consider that QoL-AD 

may have cultural differences. In addition, 

QoL improvement is focused on different 

therapeutic interventions as a measure of 

outcome for the evaluation of Alzheimer's 

care interventions. [17,18].  

AD has become a health problem due 

to the dramatically increasing prevalence 

phenomenon. This condition can have serious 

consequences for patients, their carers and 

health services. For these reasons, it is 

necessary to determine the QoL and the 

factors that affect the QoL qualification of 

patients and their carers. 

Further exploration is needed to 

clarify whether subjective perceptions of 

OHRQoL are consistent with actual oral 

health in the context of cognitive impairment 

among patients with AD.  
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Most previous systematic reviews of 

OHRQoL have focused on adults and the 

elderly or have been used to explore the 

correlations between problems such as the 

oral cavity and OHRQoL[18,19].  

The present study involved a 

methodological evaluation of journal articles 

that summarized OHRQoL among AD 

participants, along with factors that impacted 

their OHRQoL[20,21].  

This review included descriptive and 

experimental studies that measured OHRQoL 

at baseline and intervened with the use of the 

dentures. The present study evaluated 

prospective observational studies as well as 

control groups from controlled intervention 

studies focused on DA [19–21]. 

 Published articles were excluded 

from the search if they were not written in 

English, the full text was not available. 

Search was not limited to the year of 

publication. Studies that included participants 

with Alzheimer's dementia diagnosed by 

neurologists or psychologists were included 

in this research; any degree of cognitive 

impairment was included. 

Participants in the included studies 

were not limited to a specific demographic or 

ethnic group. Subjective perceptions of 

OHRQoL among AD participants were 

assessed using questionnaires such as GOHAI 

and OHIP and factors affecting OHRQoL 

related to oral health conditions (including 

periodontal disease, tooth loss, caries, and 

prosthesis use) were examined by clinical 

dentists and measured. by any means. Any of 

these conditions were included in this 

analysis.  

Initially, articles listed in PubMed, 

MEDLINE EMBASE, were searched. The 

words in the titles and abstracts and indexed 

terms to describe the articles were analyzed. 

A second search phase using all 

identified keywords and indexed terms was 

then undertaken in these databases. In 

addition, reference lists of all identified 

articles were searched for further qualified 

studies. The search terms used were 

[Dementia or cognitive impairment * or 

Alzheimer's *]; and [oral or dental; prosthesis 

* or implant *]; and [GOHAI or OHRQoL or 

OHIP]. Duplicate studies have been 

eliminated. 

All studies identified as potentially 

relevant were then retrieved and read in full 

to determine eligibility for inclusion in this 

review. 

The electronic search of the databases 

retrieved 54 records, of which 39 were 

duplicate and excluded records. Eight of the 

remaining 15 registrations were also 

excluded; 1 study did not use OHRQoL as an 

outcome variable, 6 studies included 

participants who did not have DA and one 

study did not qualify because the measuring 

instruments and participants did not meet the 

inclusion criteria for this review. 

Of the remaining 7 studies, one study 

was excluded because the diagnosis of DA 

was not clearly defined. After this multi-stage 

selection and selection process, 6 of the 54 

records initially recovered qualified and were 

included in the final review. Of these, 1 study 

was conducted in the United States, 1 in Italy, 

1 in Germany and 3 in Brazil. Five studies 

used cross-sectional models, and 1 was a non-

randomized, single-center controlled study. 
The included studies used the DMFT 

index and clinical inspection to assess 

participants' caries and probing depth. Other 

parameters were also recorded, including 

gingival bleeding, biofilm index and degree 

of tooth mobility testing. 

Three studies found fewer natural 

teeth among patients with AD. These studies 

used the DMFT index to assess participants' 

oral conditions, with the reported index 

scores being 23.56 ± 2.78, 25.8 ± 4.6 and 28. 

One study indicated that participants 

with AD had fewer natural teeth (P <.001) 

and higher values for both DMFT (P <.001) 

and oral hygiene index (OHI; P = .002) than 

witnesses. 

One study reported that participants 

who had approximately 87.2% of the 

remaining teeth (mean 12.21 ± 3.77 teeth) 

had periodontal disease (confirmed by a 

probing depth of 4 mm or more); on average, 

9.15 periodontal teeth had gingival bleeding 
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(approximately 75%), and 37.34% of 

periodontal diseased teeth were in a severe 

stage of mobility. 

Only 1 study found that participants 

with AD had lower masticatory efficiency 

than the control group before and after 

inserting new removable dentures. 

One study used OHIP-14 to assess 

OHRQoL among participants with DA, with 

the highest score range being 29 to 42 points 

(65.2%). Five studies used GOHAI, 2 of these 

studies using a 5-point score scale and 3 using 

a 3-point score scale. Studies that used a 3-

point score scale showed that participants 

with DA had GOHAI scores higher than 

controls. 

One study reported that participants 

with DA had significantly higher GOHAI 

scores than the control group (34.56 ± 2.00 

versus 30.56 ± 4.49, P <0.05), and GOHAI 

scores after prosthetic treatment for both 

groups were significantly higher than before 

treatment (34.56 ± 2.00 versus 35.58 ± 0.61; 

30.56 ± 4.49 versus 34.69 ± 1.49, P <0.05 ). 

However, the impact on OHRQoL 

after treatment in participants with DA was 

lower than between controls. The other 2 

studies showed that the scores of patients 

with AD were not significantly higher than 

those in the controls (34.4 ± 2.3 versus 32.9 ± 

3.5, P = 0.26; 33 versus 32, P = .102). 

Another study found that those with 

normal cognitive function had higher GOHAI 

scores than participants with DA with mild 

dementia (55.1 ± 4.7 versus 51.0 ± 4.8, P = 

0.02). 

One study performed an analysis 

adjusted for key factors such as age, gender, 

and cognitive status. Patients with DA with 

less than 5 teeth had a 2-fold lower risk of 

OHRQoL. Another study showed that 

periodontal disease (including periodontitis 

and gingival bleeding) adversely affected 

OHRQoL among participants with AD. 

Three studies indicated that the 

condition of dentures was a major factor 

influencing OHRQoL among participants 

with AD. Moreover, one study suggested that 

OHRQoL was severely impaired in 

edentulous participants with AD, without any  

restorations (OR: 6.5, 95% CI: 1.3 to 32.4, P 

=0.023). 

The purpose of this systematic review 

was to answer the question "Is the OHRQoL 

of patients with AD lower than that of people 

without AD?" The study found that GOHAI 

scores tended to be higher in patients with 

AD than in those without AD. OHRQoL 

scores of patients with AD varied in the 

included studies, with some studies reporting 

that subjective OHRQoL was higher among 

patients with AD than in control group. 

 

CONCLUSIONS  

1. OHRQoL may not fully represent 

the real oral health problems in patients with 

AD. 

2. Dentists must comprehensively 

assess the oral health conditions of patients 

with AD using both subjective and objective 

examinations. 

3. Dentists should actively manage 

the problems associated with insufficient 

chewing capacity and oral discomfort to 

prevent or delay the potential vicious cycle 

of inadequate nutrition and to alleviate 

accelerated cognitive degradation among 

patients with AD. 
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4. Healthcare professionals should 

educate caregivers to improve their 

knowledge and skills related to oral health 

care and to support the early detection and 

timely treatment of oral problems in patients 

with AD. 
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