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1. Introduction 

      The objectives of treatment to patients with partial edentulism are restoration of oral function 

including aesthetics, and maintenance and protection of the remaining tissue [1]. In order to achieve 

these objectives, removable partial dentures (RPDs) are generally used as prosthetic methods for 

partial edentulism. RPDs consist of retainers (direct or indirect), major and minor connectors, 

denture base, and artificial teeth. The basic concepts for RPD design are considered to include 

followings. The movement of RPDs need be suppressed during functioning. RPD design needs to be 

considered ensuring their strength and oral hygiene [2]. However, the location and types of their 

components vary depending on the individual factors such as the number, distribution and condition 

of remaining teeth, therefore RPD design is diverse. On RPD design, many experimental studies 

have been conducted [3-5], and their results supported the principles of RPD design. Kapur et al. [6], 

Zlatarić DK et al. [7] and do Amaral BA et al. [8] reported that RPD design affected the prognosis 

and periodontal health of abutment teeth. However, there are few clinical studies how RPD design 

affects the recovery of oral function such as masticatory performance [9]. Also, Ishida et al.[10] 

suggest that RPD as prosthetic rehabilitation for patients with partially edentulism improved the oral 

health related quality of life (OHRQoL) and OHRQoL of patients were influenced to neuroticism. 

However, the effect of RPD design on OHRQoL remains unclear. 

      The purpose of this study was to evaluate the RPD design in patients with partial edentulism 

and to estimate the factors of RPD design affecting the recovery of oral function and OHRQoL 

prospectively. 
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2. Materials and Methods 

2.1. Subjects 

      We selected partially edentulous patients who had been treated with RPDs at the Clinic of 

Removable Prosthodontics, Hokkaido University Hospital, from July 2016 to December 2018. The 

selection criteria are patients over 20 years of age, who inserted final prostheses, who provided their 

written informed consent to participate in this study. The patients who had edentulous jaw, who 

inserted new RPDs in both jaw together ror who treated maxillofacial prosthesis were excluded. The 

protocol of this study was approved by the Institutional Review Board of Hokkaido University 

Hospital (No. 016-0027). 

      Patients information were collected for age, sex, the number of remaining teeth and occlusal 

support, Eichner classification, Kennedy classification, the jaw inserted RPD and RPD design e.g. 

the number of abutment teeth, retainers, and artificial teeth, type of retainers and existence of coping. 

We obtained patients information, masticatory performance and OHRQoL before insertion of RPDs 

from all participants (baseline; BL). Additionally, masticatory performance and OHRQoL were 

measured three and six months after insertion of RPDs (3M and 6M, respectively) shown in Figure 

1. 

2.2. Masticatory Performance 

      As the parameter of oral function, masticatory performance was examined [11-13]. The 

subjects were asked to chew gummy-jelly (Glcorum, GC, Tokyo) on their habitual chewing side for 

20 seconds. After chewing the subjects were asked to rinse their mouth with 10 ml of distilled water 

and to spit into a cup. The cup containing the gummy-jelly and the saliva was then filtered and the 

filtrate was collected. The glucose concentration in the filtrate was measured as glucose extraction 

using a glucose testing device (Gluco Sensor GS-Ⅱ, GC, Tokyo). The measurement of the filtrate 

was conducted for two times, and the average values were taken for the analysis. 
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2.3. Oral Health-Related Quality of Life 

       OHRQoL was measured using Japanese version of the Oral Health Impact Profile (OHIP-J) 

[14,15]. This questionnaire measures the patient’s perception of the impact of oral disorders on his or 

her wellbeing using 54 questions. Responses for each question were recorded using a 5-point scale 

with a maximum of 216 points. Lower OHIP-J scores represent higher OHRQoL. 

2.4. Statistical Analysis 

       Masticatory performance and OHIP-J score at BL, 3M and 6M were compared using 

Wilcoxon sign rank test. The differences of masticatory performance and OHIP-J score between BL 

and 6M after the insertion of RPDs were defined as the treatment efficacy. Logistic regression 

analysis was performed to estimate the factors affected to treatment efficacy as masticatory 

performance and OHIP-J score. The variables were selected from age, sex, the number of remaining 

teeth and occlusal support, Eichner classification, Kennedy classification, the jaw inserted RPD, the 

number of abutment teeth, retainers, and artificial teeth, existence of coping and indirect retainers as 

independent variable selected by the stepwise method with a significance level of P < 0.2. In 

addition, the factors which were significant relation in other literature were selected [10,16]. 

Treatment efficacy, categorized into the improvement group and deterioration group, was dependent 

variables. Masticatory performance and OHIP-J score before treatment were categorized into 2 

groups, where the 25th percentiles and 75th percentiles were used to discriminate between higher 

group and lower group, respectively. Treatment efficacy as masticatory performance were 

categorized into 2 groups, where the 25th percentile was used to discriminate between the 

masticatory performance improvement group from deterioration group. Treatment efficacy as 

OHIP-J score were categorized into 2 groups, where the 75th percentile was used to discriminate 

between the masticatory performance improvement group from deterioration group. OHRQoL 

improved when OHIP-J score decreased. 



5 
 

For all statistical analyses, P values less than 0.05 were considered statistically significant. All the 

collected data were analyzed using JMP 13.1(SAS Institute Inc., Cary, NC, USA). 
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3. Results 

3.1. Subjects 

      Of the 194 patients initially selected for this study, 55 patients were excluded based on the 

exclusion criteria and 53 patients dropped out because of loss to follow-up (Figure 2). Reasons for 

dropping out three to six months after insertion of RPDs were not visiting, the inability to conduct 

surveys, and refusal to participate. 

      The subjects of the final analysis were 86 patients (34 men and 52 women), with a mean age 

of 69.4 ± 9.3 years. Patients information at baseline were shown in Table 1. 

3.2. Masticatory performance (Table 2) 

      The mean, the media and 95 % confidence interval of masticatory performance were shown 

in Table 2. The mean of masticatory performance was 122.7, 147.8 and 137.9 mg/dl at BL, 3M and 

at 6M, respectively. The value of masticatory performance significantly increased from BL to 3M (p 

<0.0001), and also increased from BL to 6M (p = 0.0109), while it significantly decreased from 3M 

to 6M (p<0.0001). 

3.3. Oral Health-Related Quality of Life (Table 2) 

      The mean, the media and 95 % confidence interval of OHIP-J score were shown in Table 2. 

OHIP-J scores were 49.2, 38.8 and 37.6 at BL, 3M, and 6M, respectively. It significantly decreased 

from BL to 3M (p <0.0001) and decreased significantly from BL to 6M (p < 0.0001). There was no 

significant difference in the change from 3M to 6M (p = 0.1574). To decrease OHIP-J score meant to 

improve OHRQoL  

3.4. Multiple logistic regression analysis (Table3 and 4) 

      As masticatory performance on the treatment efficacy, sex, the jaw inserted with RPD, the 

number of abutment teeth, the number of retainers, existence of indirect retainers and coping, the 

number of artificial teeth were selected as independent variables by the stepwise method. 
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      Logistic regression analysis showed that male (odds ratio:7.8, p=0.019), lower masticatory 

performance before treatment (odds ratio: 24.5, p=0.0015), four or more abutment teeth (odds ratio: 

11.7, p=0.0195), with coping (odds ratio: 123.1, p=0.0006) and 5 to 13 artificial teeth (odds ratio: 6.5, 

p=0.0386) were significantly associated with higher treatment efficacy as masticatory performance. 

      As OHRQoL on the treatment efficacy, the number of abutment teeth and retainers were 

selected as independent variables by stepwise method. Logistic regression analysis was performed 

by these factors adding OHIP-J score before treatment, which was a significant factor in other 

literature [10]. It was suggested that four or more abutment teeth (odds ratio:5.6, p=0.0372) and 

three or less retainers (odds: 7.4, p=0.0249) were significantly associated with improvement of 

OHIP-J score, indicating higher OHRQoL. 
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4. Discussion   

      There were a few clinical studies on the design of partial dentures. Kapur et al. compared the 

masticatory performance between cast circumferential clasps and I-bar cast clasps as direct retainers 

in the patients with Kennedy Class I by a randomized clinical trial [9]. However, there were various 

RPD designs based on the distribution of missing teeth. Also, other factors on RPD design such as 

the number of abutment teeth, retainers associated masticatory performance on the treatment efficacy. 

In this study, we evaluated the treatment efficacy from the viewpoint of masticatory performance and 

OHRQoL and showed that RPDs design was an effective factor in recovery of masticatory 

performance and OHRQoL in the patients with partial edentulism.  

4.1. The recovery of Masticatory performance 

      The masticatory performance in patients with partial edentulism increased from insertion of 

new RPD to three months after prosthetic treatment, and then decreased from three months to six 

months after RPD insertion. However, there was a significant increase between baseline and six 

months after RPD insertion. There were few studies that examined the change of the masticatory 

performance before and 6 months after RPD treatment. De Carvalho Dias K et al [17]. evaluated the 

change of masticatory efficiency, and reported that there was no statistically significant difference in 

masticatory efficiency before and after denture insertion. The subjects of their study were the 

patients with maxillary complete dentures and mandibular RPDs in Kennedy Class I and masticatory 

performance was evaluated by colorimetric assay using fuchsin capsules. The result of their study 

was different from ours. The influence on treatment efficacy of the maxillary complete denture was 

more superior than those of the mandibular RPDs, which might be hidden, and different method of 

masticatory performance suggested different results. Fueki et al. [18] reported that prosthetic 

restoration for missing posterior teeth on mastication in patients with shortened dental arches 

significantly improved masticatory performance. However, there are few clinical studies how 
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long-time observation of masticatory performance after insertion of RPDs. In this study, the 

masticatory performance at six months decreased from that at three months after treatment. We do 

not have clear thoughts about the cause of this decrease.  The reason seemed to be that, the 

occlusion and fitting of denture base might change in six months [19]. Further research will be 

necessary in the future. 

      The results of this study showed that the factors such as males, lower masticatory 

performance before treatment, four or more abutment teeth, existence of coping and more artificial 

teeth influenced masticatory performance on the treatment efficacy. Tumrasvin et al [20]. indicated 

that male, maximum bite force, and number of functional tooth units are factors affecting the 

recovery of masticatory performance.  In this study, higher treatment efficacy as masticatory 

performance was seen in male. Also, the lower masticatory performance at BL was considered to 

have the higher  recovery in oral function. The number of abutment teeth, retainers and existence of 

coping affect the movement of RPDs [3] Previous studies suggested that masticatory performance 

improved by placing dental implant to support the denture base in the patients with distal extension 

partial denture [21-23]. The dental implant under denture base suppressed denture movement. The 

coping under the denture base might have worked in the same way. Also, Nagayama et al [24]. 

showed that retainers and major connector designs influenced on the stabilization of remaining 

mobile teeth using RPDs.  

      If the number of artificial teeth was one to four, there were many occlusal supports in the 

natural dentition. In Kennedy Class II, the masticatory performance on natural dentition side was 

larger than that on prosthesis side [16]. It seemed that the masticatory performance on natural 

dentition side might be unchanged after new RPD insertion. Therefore, in the case of the greater the 

number of artificial teeth, the impact of the treatment efficacy on the RPDs was greater in the 

patients with partial edentulism. 
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4.2. The recovery of OHRQoL 

      OHRQoL of patients who had partial edentulism with RPDs increased from baseline to three 

months after new RPD insertion, and there was no significant difference between three months and 

six months after new RPD insertion. These results indicated that the prosthetic treatment in patients 

with partial edentulism improved the OHRQoL within a relatively short period.  

      It was reported in the review article that RPDs improved OHRQoL at a follow-up of less than 

9 months by approximately 12% of the score range but showed no measurable improvement at a 

follow-up of more than 9 months [25]. This suggestion was similar to the result of our study. Also, 

another literatures supported these results [26]. Fueki et al [27]. indicated that OHRQoL of patients 

who had a partial edentulism with RPDs increased from baseline to three months after new RPD 

insertion, and there was no difference between three months and six months after new RPD insertion, 

and then decreased from six months to twelve months after new RPD insertion. 

The masticatory performance decreased from three to six months after new RPD insertion, but there 

was no significant change in OHRQoL. It suggested that there was a weak relation between that the 

masticatory performance and OHRQoL in partial edentulous patients. In the previous cross-sectional 

studies, there was no significant relation among them. OHRQoL on the treatment efficacy was 

influenced by RPD design such as four or more abutment teeth, three or less retainers. Bassetti RG et 

al [28]. indicated that the type with rigidity of prosthetic treatment influenced on OHRQoL 

improvement. As the number of abutment teeth increased, the denture rigidity increased, and denture 

movement were suppressed. As a result, it seemed that discomfort of RPDs had decreased and 

OHRQoL had improved. In addition, because the number of retainers was less, the RPD design was 

simplified. Therefore, the comfortability of the patients was improved. However, the analysis results 

of this study have a low contribution ratio, and it seemed that the influence of RPD design on 

OHRQoL was limited. Ishida et al. indicated that OHRQoL of patients with higher levels of 
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neuroticism was low before prosthetic treatment but improved by oral rehabilitation with RPDs. That 

was, psychopsychological factors such as the patient's personality had a large influence on OHRQoL 

in the partial edentulous patients. 

4.3. Limitation of this study 

      This study was a prospective observational study and did not be able to examine the 

treatment efficacy of specific RPD design. This study investigated RPD design in partial edentulous 

patients and examined the factors to relate the treatment efficacy. RPD design influenced on the 

recovery of masticatory performance, but there was a weak contribution ratio about impact of RPD 

design in OHRQoL as the subjective evaluation. It seems to be difficult to generalize the results of 

OHRQoL. The psychopsychological factors need to be collected and added to analysis about the 

recovery of subjective evaluation. It is necessary to increase the sample size due to collect and 

examine various partial edentulous distribution and denture design in order to clarify the accurate 

factors which influenced with oral function and OHRQoL on treatment efficacy.  
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5. Conclusion 

      In this study, it is shown that masticatory performance and oral health related quality of life 

of the patients with partial edentulism were improved by placement of stable RPD. Additionally, the 

recovery of oral function such as masticatory performance was influenced with RPD design such as 

the number of abutment teeth, retainers and artificial teeth and existence of coping. Also, OHRQoL 

was influenced with RPD design such as the number of abutment teeth, retainers. 

 

 

 

 

 

 

 

 

 

 

 

 



13 
 

References 

1. Davis H. McCracken’s removable partial prosthodontics. The C.V. Mosby Company. 

1973;118-30. 

2. McCracken WL. Contemporary partial denture designs. J Prosthet Dent. 2004;92: 409-17. 

3. Wada S, Wakabayashi N, Tanaka T. Influence of Abutment Selection in Maxillary Kennedy 

Class II RPD on Elastic Stress Distribution in Oral Mucosa: An FEM Study. J Prosthodont. 

2006;15: 89-94. 

4. Itoh H, Baba K, Aridome K. Effect of direct retainer and major connector designs on RPD and 

abutment tooth movement dynamics. J Oral Rehabil. 2008;35: 810-5. 

5. Igarashi Y, Ogata A, Kuroiwa A. Stress distribution and abutment tooth mobility of distal‐

extension removable partial dentures with different retainers: an in vivo study. J Oral Rehabil. 

1999; 26: 111-6. 

6. Kapur KK, Deupree R, Dent RJ, Hasse AL. A randomized clinical trial of two basic removable 

partial denture designs. Part I: Comparisons of five-year success rates and periodontal health. J 

Prosthet Dent. 1994; 72:268-82. 

7. Zlatarić DK, Celebić A, Valentić-Peruzović M. The effect of removable partial dentures on 

periodontal health of abutment and non-abutment teeth. J Periodontol. 2002; 73: 137-44. 

8. do Amaral BA, Barreto AO, Gomes Seabra E. A clinical follow-up study of the periodontal 

conditions of RPD abutment and non-abutment teeth. J Oral Rehabil. 2010; 37: 545-52.  

9. Krishan K. Kapur, Neal R. Garrett, Robert J. A randomized clinical trial of two basic removable 

partial denture designs. Part II: Comparisons of masticatory scores. J Prosthet Dent. 1997; 

78:15-21. 

10. Ishida K, Nogawa T, Takayama Y, Saito M, Yokoyama A. Does Neuroticism Influence Oral 

Health-Related QOL in Patients with Removable Partial Dentures? JDR Clinical & 

about:blank
https://www-ncbi-nlm-nih-gov.ezoris.lib.hokudai.ac.jp/pubmed/?term=Itoh%20H%5BAuthor%5D&cauthor=true&cauthor_uid=18482346
https://www-ncbi-nlm-nih-gov.ezoris.lib.hokudai.ac.jp/pubmed/?term=Baba%20K%5BAuthor%5D&cauthor=true&cauthor_uid=18482346
https://www-ncbi-nlm-nih-gov.ezoris.lib.hokudai.ac.jp/pubmed/?term=Aridome%20K%5BAuthor%5D&cauthor=true&cauthor_uid=18482346
https://www-ncbi-nlm-nih-gov.ezoris.lib.hokudai.ac.jp/pubmed/18482346


14 
 

Translational Research. 2017; 2: 370-5. 

11. Ali Z, Baker SR, Shahrbaf S, Martin N, Vettore MV. Oral health-related quality of life after 

prosthodontic treatment for patients with partial edentulism: A systematic review and 

meta-analysis. J Prosthet Dent. 2019; 121:59-68 

12. Kobayashi Y, Shiga H, Yokoyama M, Arakawa I, Nakajima K. Differences in masticatory 

function of subjects with different closing path. J Prosthodont Res. 2009; 53:142-5. 

13. Shiga H, Kobayashi Y, Katsuyama H, Yokoyama M, Arakawa I. Gender difference in 

masticatory performance in dentate adults. J Prosthodont Res. 2012; 56:166-9. 

14. Slade GD, Spencer AJ. Development and evaluation of the Oral Health Impact Profile. 

Community Dent Health. 1994;11: 3-11. 

15. Yamazaki M, Inukai M, Baba K, John MT. Japanese version of the Oral Health Impact Profile 

(OHIP-J). J Oral Rehabil. 2007; 34:159-68. 

16. Nogawa T, Takayama Y, Ishida K, Yokoyama A. Comparison of Treatment Outcomes in 

Partially Edentulous Patients with Implant-Supported Fixed Prostheses and Removable Partial 

Dentures. Int J Oral Maxillofac Implants. 2016; 31:1376-83. 

17. De Carvalho Dias K, Da Fonte Porto Carreiro A, Bastos Machado Resende CM. Does a 

mandibular RDP and new maxillary CD improve masticatory efficiency and quality of life in 

patients with a mandibular Kennedy class I arch? Clin Oral Investig. 2016;20: 951-7.  

18. Fueki K, Igarashi Y, Maeda Y. Effect of prosthetic restoration on masticatory function in 

patients with shortened dental arches: a multicentre study. J Oral Rehabil. 2016 ;43: 534-42.  

19. Ogle RE, David LJ, Ortman HR. Clinical wear study of a new tooth material: Part II. J Prosthet 

Dent. 1985;54: 67-75. 

20. Tumrasvin W, Fueki K, Ohyama T. Factors Associated with Masticatory Performance in 

Unilateral Distal Extension Removable Partial Denture Patients. J Prosthodont. 2006 ;15:25-31. 

about:blank
about:blank
about:blank
about:blank
about:blank
about:blank
about:blank


15 
 

21. Gonçalves TM, Campos CH, Gonçalves GM, de Moraes M, Rodrigues Garcia RC. Mastication 

improvement after partial implant-supported prosthesis use. J Dent Res. 2013;92: 189S-94S.  

22. Wolfart S, Wolf K, Brunzel S, Wolfart M, Caliebe A, Kern M. Implant placement under existing 

removable dental prostheses and its effect on masticatory performance. Clin Oral Investig. 

2016 ;20: 2447-55.  

23. Campos CH, Gonçalves TM, Rodrigues Garcia RC. Implant retainers for free-end removable 

partial dentures affect mastication and nutrient intake. Clin Oral Implants Res. 2014 ;25: 

957-61. 

24. Nagayama T, Wada J, Watanabe C. Influence of retainer and major connector designs of 

removable partial dentures on the stabilization of mobile teeth: A preliminary study. Dent Mater 

J. 2019 Oct 2. doi: 10.4012/dmj.2018-272. 

25. Ali Z, Baker SR, Shahrbaf S, Martin N, Vettore MV.Oral health-related quality of life after 

prosthodontic treatment for patients with partial edentulism: A systematic review and 

meta-analysis. J Prosthet Dent. 2019;121: 59-68. 

26. Özhayat EB, Gotfredsen K. Effect of treatment with fixed and removable dental prostheses. An 

oral health-related quality of life study. J Oral Rehabil. 2012;39: 28-36. 

27. Fueki K, Igarashi Y, Maeda Y. Effect of prosthetic restoration on oral health‐related quality of 

life in patients with shortened dental arches: a multicentre study. J Oral Rehabil. 2015;42: 

701-8. 

28. Bassetti RG, Mericske-Stern R, Enkling N. Are there differences in the changes in 

oral-health-related quality of life (OHRQoL) depending on the type (rigidity) of prosthetic 

treatment? Quintessence Int. 2016;47: 749-57. 

 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Ali%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=30006220
https://www.ncbi.nlm.nih.gov/pubmed/?term=Baker%20SR%5BAuthor%5D&cauthor=true&cauthor_uid=30006220
https://www.ncbi.nlm.nih.gov/pubmed/?term=Shahrbaf%20S%5BAuthor%5D&cauthor=true&cauthor_uid=30006220
https://www.ncbi.nlm.nih.gov/pubmed/?term=Martin%20N%5BAuthor%5D&cauthor=true&cauthor_uid=30006220
https://www.ncbi.nlm.nih.gov/pubmed/?term=Vettore%20MV%5BAuthor%5D&cauthor=true&cauthor_uid=30006220
https://www.ncbi.nlm.nih.gov/pubmed/?term=%C3%96zhayat%20EB%5BAuthor%5D&cauthor=true&cauthor_uid=21848545
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gotfredsen%20K%5BAuthor%5D&cauthor=true&cauthor_uid=21848545


16 
 

Table 1. Baseline characteristics of subjects 

Variable N=86 

Age 
Mean (SD): 69.4 (9.3) 

Median: 71 

Sexiteishutu  

Male 34 

Female 52 

Treatment jaw 

Maxilla 21 

Mandibula 65 

Number of remaining 

teeth 

Mean (SD): 17.4 (5.7) 

Median: 19 

Number of occlusal 

support 

Mean (SD): 5.4 (3.7) 

median: 5 

Eichner Classification 

A-B2 34 

B3-C 52 

Kennedy Classification 

Class 1 61 

Class 2 22 

Class 3 1 

Class 4 2 
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Table 2. vale of masticatory performance and OHIP-J score at survey points 

  BL 3M 6M 3M-BL 6M-3M 6M-BL 

MP 

Mean 

Median 

95% Cl 

122.7 

121 

[113.5-132.0] 

147.8 

147.2 

[139.4-156.1] 

137.9 

140.2 

[128.5-147.2] 

25.1 

19.5 

[16.0-34.1] 

 -9.9 

-5 

[-15.7- -4.1] 

15.1 

5.5 

[6.3-23.9] 

P-value    <.00001* <0.0001* 0.0109* 

OHIP-J 

score 

Mean 

Median 

95% Cl 

49.2 

51 

[41.9-54.5] 

38.8 

36 

[32.7-44.9] 

37.6 

36 

[31.5-43.8] 

 -10.4 

-10 

[ -14.6- -6.1] 

 -1.2 

-1 

[-4.1-1.8] 

 -11.5 

-4 

[-16.6- -6.5] 

P-value    <.00001* 0.1574* <.00001* 

MP: masticatory Performance 

OHIP-J: Japanese version of the Oral Health Impact Profile 

BL: Base Line (before prosthetic treatment) 

3M, 6M: three and six months after insertion of new dentures 

*: Wilcoxon signed-rank sum test 
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Table 3. Multivariate Logistic regression analysis at treatment efficacy of masticatory performance 

variable Odds ratio 95%Cl P-value 

Sex 

male 7.8 1.4-43.9 0.0190 

female 1.0   

Jaw 

maxilla 1.0   

Mandibula 5.0 0.7-36.4 0.1119 

Number of remaining teeth 

0-19 1.0   

20≦ 4.4 0.8-23.1 0.0777 

Masticatory performance before treatment 

High 75 % 1.0   

Low 25 % 24.5 3.4-177.7 0.0015 

Number of abutment teeth 

≦3 1.0   

4≦ 11.7 1.5-92.2 0.0195 

Number of retainers 

≦3 1.0   

4≦ 9.1 0.9-89.6 0.0591 

Existence of Indirect retainers 

Without 6.7 0.7-62.1 0.0962 

With 1.0   

Existence of coping 

Without 1.0   

with 123.1 8.0-1900.2 0.0006 

Number of artificial teeth 

1-4 1.0   

5-13 6.5 1.1-38.1 0.0386 

p<0.0001 R2=0.4215 

Dependent variable: Chance in the masticatory performance 

Improvement / deterioration 
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Table 4. Multivariate Logistic regression analysis at treatment efficacy of OHRQoL 

variable Odds ratio 95%Cl P-value 

OHIP-J score before treatment 

High 25 % 1.7 0.6-5.3 0.3478 

low 75 % 1.0   

Number of abutment teeth 

≦3 1.0   

4≦ 5.6 1.1-28.2 0.0372 

Number of retainers 

≦3 7.4 1.3-42.7 0.0249 

4≦ 1.0   

P=0.0617 R2=0.0735 

Dependent variable: Chance in the Japanese version of the Oral Health Impact 

Profile (OHIP-J) score 

Improvement / deterioration 
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Figure 1. Study protocol 

 

BL, before insertion of RPDs; 3M, three months after insertion of new RPDs; 6M, six months after 

insertion of new RPDs; MP, masticatory performance; OHIP-J, Japanese version of the Oral health 

Impact Profile; RPD, removable partial denture.  
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Figure 2. Breakdown of participants 

 


