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Resumo: 

Objetivo: O objetivo deste estudo prospetivo de casos clínicos é perceber se pacientes 

desdentados totais tratados com próteses totais utilizando um protocolo de inserção 

modificado, mostrariam uma melhoria significativa na OHRQoL do que os pacientes 

onde o protocolo convencional foi usado.  

Materiais e métodos: Pacientes desdentados totais reabilitados com próteses 

convencionais na área da Medicina Dentária da Faculdade de Medicina da Universidade 

de Coimbra (FMUC) responderam a um questionário OHIP-14 antes do tratamento e um 

mês após a consulta de inserção.  Foram constituídos dois grupos de pacientes, um de 

estudo onde foi aplicado um protocolo modificado na consulta de inserção, e outro de 

controlo para os quais foi aplicado o protocolo convencional, seguido no mestrado 

integrado de Medicina Dentária da FMUC. Assim, no grupo de estudo, para além do que 

é efetuado no grupo de controlo, foram realizados ajustes oclusais com um Balanceador 

de Coble para remontagem clínica intraoral e as instruções finais de motivação e 

manutenção das próteses totais foram dadas tendo em conta o perfil psicológico do 

paciente. Abordagens não paramétricas foram utilizadas para o estudo, uma vez que as 

avaliações foram baseadas em pontuações com distribuição não normal. Todas as 

variáveis foram submetidas a análises estatísticas descritivas antes da reabilitação e um 

mês após a consulta de inserção. O software SPSS v.27 foi utilizado para todas as 

análises. 

Resultados: Quinze pacientes preencheram os questionários OHIP-14 nos dois 

períodos estabelecidos (n=15). Três destes pacientes foram tratados com o protocolo 

de inserção modificado. Os valores médios demonstram uma diminuição em todos os 

domínios do OHIP-14 para ambos os grupos representando uma melhoria na OHRQoL, 

embora não sejam estatisticamente significativos.  

Conclusão: Dentro das limitações deste estudo, não foi encontrada uma melhoria 

estatisticamente significativa no grupo tratado com o protocolo de inserção modificado 

quando comparado ao grupo onde foi aplicado o protocolo convencional. No entanto, foi 

evidente que no grupo estudo, apesar de alguns domínios apresentarem pontuações 

piores que o grupo controle antes do tratamento, um mês após a consulta de inserção, 

os pacientes do grupo de estudo apresentaram pontuações médias iguais ou melhores 

na maioria dos domínios. 

Palavras-chave: Consulta de Inserção; OHIP-14; OHRQoL; Prótese Total; 

Remontagem Clínica 
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Abstract: 

Objective: The objective of this ongoing prospective clinical case series study was to 

understand if completely edentulous patients rehabilitated with complete dentures using 

a modified insertion protocol would show greater improvement in OHRQoL than the 

subjects where a conventional protocol was used.  

Materials and Methods: Completely edentulous patients treated at the Department of 

Dental Medicine of the Faculty of Medicine at the University of Coimbra (DDMFMUC) 

with complete dentures, answered an OHIP-14 questionnaire before treatment and one 

month after the delivery appointment. In this study two groups of patients were 

compared. Patients where the modified insertion protocol was applied during the delivery 

appointment (study group), and a control group, were a conventional protocol followed 

at the DDMFMUC was used. In addition to what is usually done with the conventional 

protocol in the delivery appointment, in the study group, occlusal adjustments were 

performed with a Coble Balancer intraoral clinical remount device, and final motivational 

and maintenance instructions were given considering the psychological profile of the 

patient. Nonparametric approaches were used for the study since the assessments were 

based on scores, which were nonnormally distributed. All variables were subjected to 

standard descriptive statistical analyses before and 1 month after the Delivery 

Appointment. The SPSS v.27 software package was used for all analyses. 

Results: Fifteen patients completed the OHIP-14 questionnaires in the two established 

periods (n=15). Three of these patients were treated with the modified insertion protocol. 

The mean values demonstrate a decrease in all OHIP-14 domains for both groups 

representing an improvement in QoL, although they weren’t statistically significant. 

Conclusion: Within the limitations of this study, no statistically significant improvement 

was found in the group treated with the modified insertion protocol when compared with 

the group where the conventional one was applied. However, it was evident that in the 

study group, even though some domains presented worse scores than the control group 

before the treatment, one month after the delivery appointment, these patients in the 

study group exhibited equal or better mean scores in most of the domains.  

Keywords: Complete Dentures; Clinical Remount; Delivery Appointment; OHIP-14; 

OHRQoL 
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Introduction: 

The World Health Organization defined Quality of Life (QoL) as: ‘‘individual's perception 

of their position 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”.1 According to 

Yoshida M et al, QoL can be divided into three different stages: the highest one, where 

the individual shows complete satisfaction with life and the feeling of well-being; a 

medium stage that includes a high level of satisfaction within the four big categories 

(physical condition and functional abilities, psychological state and well-being, social 

interactions and economic condition); and a lowest level which refers to a feeling of 

dissatisfaction connected to specific diseases. Hereby, health is one of the factors to be 

appraised in the concept of QoL.2 

Throughout time, it has been acknowledged that oral health is also a crucial component 

of overall health. The Oral Health Related Quality of Life (OHRQoL) describes how 

various factors such as pain/discomfort, functional status, and psychologic function 

related to oral health act on a person's well-being. 3–6 The OHRQoL is a subset of Health 

Related Quality of Life (HRQoL) and has been accepted by the World Health 

Organization as an essential part of the Global Oral Health Program.4,7,8 Being in poor 

oral health, including edentulism, can have a negative effect on the QoL of people over 

the age.9 Even though there has been a decrease in the edentulism rate, the number of 

individuals without teeth continues high. These numbers can be justified by the enhanced 

QoL linked with a reduced mortality rate resulting in the growth of the geriatric 

population.7,10,11 Complete edentulism causes several consequences such as diminution 

of occlusal vertical dimension (OVD); aesthetic alteration of the lower third of the face, 

that might influence the patient self-esteem; reduction of masticatory movement resulting 

in dietary restrictions and phonetic issues.10,12–14 In order to overcome these problems, 

the rehabilitation of complete edentulous patients is advised.  

The main purpose of using dentures is to restore the patient’s function and comfort while 

rehabilitating the stomatognathic system and improve their social activity.15 Complete 

Dentures (CDs) are more economical, aesthetically acceptable, and easier to maintain 

compared to other rehabilitation options. Furthermore, the adaptation to the conventional 

dentures is faster.7 Nevertheless, if the protheses don’t fit, are unstable or uncomfortable, 

it can be a cause of stress that could affect the patient’s QoL.16 Christoph Strassburger 

et al.5 reported four different parameters that can influence the outcome of therapy with 

CDs: Biological and physiologic parameters; longevity; psychosocial and economical 

parameters. Factors such as maladaptation of the base of the prostheses, sudden 
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changes of OVD and tear of protheses’ cuspid, may contribute to increase patient’ 

frustration. Several clinical and laboratory steps are needed to reach success in 

treatment, and clinical protocols should be taken into account to increase retention, 

stability and support. The delivery appointment has a crucial role in patient’s adaptation 

and his perception regarding the rehabilitation’s outcome.15  

While evaluating the outcome of the prosthetic treatment, the clinician seems to only 

acknowledge objective clinical aspects including aesthetics, stability, retention and 

extension of the denture bases.9,13,17 As the geriatric population is the biggest target of 

the rehabilitation with CDs, there must be a recognition that these patients seek more 

than dental care when they visit their dentist. Factors such as fear, anxiety, and 

depression make the patients’ acceptance to this type of treatment strongly variable.18,19 

So, the outcome of conventional dentures shouldn’t only consider the clinical indicators, 

but also address a subjective evaluation.5,8,16,20–22  

As the interest in assessing the impact of oral diseases in QoL has increased, oral 

epidemiology has been developing instruments such as Oral Health Related Quality of 

Life measures (OHRQoL) and Oral Health Impact Profile (OHIP), specifically designed 

for oral conditions.8,20 The characteristics of the questionnaires suggest that they can be 

used for different applications as in clinical trials to measure the effectiveness of certain 

interventions, or in surveys to collect data on various populations.23  

The OHIP-14 was developed by Slade and Spencer to evaluate the social impacts 

caused by oral disorders.23–25 The original 49 items version, was considered rather long; 

time consuming and difficult do administer once it’s often associated with tiredness of 

the respondent.2,4 To overcome these faults, Slade then came up with a derived shorter 

version, the OHIP-14 composed of 14 questions divided into seven subscales: function 

limits; physical pain; psychological discomfort; physical limitations; psychological 

limitations and disability.22–25 It has been demonstrated, that the preference to use the 

OHIP-14 questionnaire by clinicians and researchers, is due to patient’s acceptability, 

mainly in the geriatric population. Moreover, it has been validated in several languages, 

is reliable, precise, and valid.2,6,17,22,26  
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Aim: 

This study was organized as part of an ongoing prospective clinical case series, to 

understand the impact of a modified insertion protocol during the delivery appointment 

of CDs in patients’ QoL. For this purpose, the Portuguese version of the OHIP-14 

questionnaire was applied before the rehabilitation and one month after delivery 

appointment.  Our primary objective was to study if patients with the modified insertion 

protocol showed greater improvement in OHRQoL than the subjects where the 

conventional insertion\ protocol was used. The null hypothesis is that there isn´t an 

enhancement in patients’ OHRQoL after using a modified insertion protocol during the 

delivery appointment of CDs. 
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Materials and Methods 

Approval from the Ethic Committee from the Faculty of Medicine of Coimbra’s University 

(CE-023/2022) was required prior to the study. The participants were the patients treated 

in the Dental Department of Coimbra’s University by the fifth-year dental students during 

the current academic year. The following inclusion criteria were considered for the study: 

full edentulous patients; male and female patients aged at least 18 years; patients who 

agreed to participate in the study; patients with the capacity to understand and sign the 

informed consent form and to complete the questionnaire; and patients free from any 

systemic diseases which could affect oral function. Partial edentulous patients or full 

edentulous patients who didn’t want to be rehabilitated with CDs where automatically 

excluded from this study. 

The participation in this study was free, voluntary, and unpaid. A signed informed consent 

form was requested before the study was conducted.  

 

1. Delivery appointment:  

During the delivery appointment, the control group, followed the conventional insertion 

protocol of CDs. The participants who already wore protheses, were informed that it was 

mandatory to stop wearing them at least 15 minutes before the appointment.  

Before the insertion of the protheses, an inspection was made under a light source to 

check their polishing and the presence of pores, excess resin or cast remains that 

needed to be removed before insertion. The protheses’ flanges were also examined 

digitally to make sure there were no irregular or sharp areas. 

The settlement was done carefully, by finger compression on the occlusal surface of the 

CDs and along the residual bridge. In this stage, care was taken that the CDs didn’t 

occlude, otherwise possible occlusal interferences would be accommodated.  

After insertion, while evaluating the protheses extension and thickness, especial 

attention was paid to patients’ complains and protheses’ dislocation during minimal 

movement that could indicate overextension or increased thickness. Verification of relief 

areas and fit checking of the denture’s base was done with a low viscosity condensation 

silicone (Coltène PSITM) or alginate to indicate compression regions that needed to be 

relieved, while patients were biting bilaterally two nº1 cotton rolls, to avoid occlusal 

contacts that could influence relief areas. 
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Functional tests of retention, stability, and support were then performed. The retention 

test was used to evaluate the peripheral seal. For this, a finger was placed on the palatine 

region of the upper incisors and an anterior-superior movement was performed against 

this region. For the lower denture, the retention was tested by performing upwards 

forces. Denture’s stability was tested by digital pressure on the occlusal surface of 

posterior teeth and incisal edge of the anterior teeth. The level of CDs’ intrusion during 

intrusion forces against the basal area was used to indicate the protheses’ support. 

Aesthetic analysis and lip support were checked and the OVD was reconfirmed by 

performing Silverman´s phonetic test.  

Occlusion equilibration was done, first by seeking occlusal contact using articulating 

paper and asking the patient to occlude in maximum intercuspation position and then 

execute protrusive and lateral movements. Direct grinding of the occlusion was 

performed to correct occlusal interferences, first in protrusion then in centric relation and 

last in lateral movements. Achieving a bilateral balanced occlusion was the main 

objective at this point and in this step, the patients’ opinion was very important once they 

could more easily identify which tooth were the first to touch during functional 

movements.  

At the end of the delivery appointment instructions were given concerning the fitting and 

maintenance of their CDs.  Patients were warned that in the first few days they could feel 

pain, nausea, discomfort, excessive salivation, or dry mouth, which are normal 

sensations since an initial period of adaptation to the prosthesis is necessary. Complete 

cessation of the use of prostheses was contraindicated, even if they were hurting. If 

possible, an effort should be made to keep the prostheses in use for short periods 

throughout the day, and it was recommended to use it immediately before coming to the 

follow-up appointment. If this wasn’t possible, the subjects were advised to request an 

anticipation of the consultation. Regarding diet, patients were instructed to eat soft foods 

initially or to cut it into small pieces, and to chew bilaterally. For the first 48 hours, it was 

recommended that the patients didn’t remove the protheses before going to bed. After 

that, the cessation of use of CDs and the storage in a dry place during the night was 

mandatory. Instructions were given for proper cleaning after the main meals, and a more 

careful one at night before going to bed using a brush suitable for CDs. 

The study group was submitted to a modified insertion protocol, however all the 

procedures were the same as those described above in the control group, except for the 

occlusal equilibration and the instructions that were given, concerning the fitting and 

maintenance of their CDs, that took into consideration the patient’s psychological profile.  
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The modified insertion protocol involved the following procedures: 

Occlusal equilibration was done by using a Coble Balancer intraoral clinical remounting 

device to achieve a bilateral balanced occlusion. This device contains a centering ring 

guide, a maxillary tracing pin, a mounting jig, and a lower bridge with graph plate. The 

plates were fixed to the mandibular prothesis using modelling compound positioned 

below the occlusal surface of the teeth. The pin assembly was then connected with the 

mandibular plate and posteriorly unscrewed until it contacted with the plate. The 

protheses were put in occlusion and the pin complex was attached to the maxillary 

prothesis with the modelling compound. The dentures and device set were transferred 

to the patient’s mouth, and he was asked to execute primarily protrusive movements 

followed by lateral movements, grinding on articulating paper on the occlusal surface. 

Premature contacts were detected and relieved with selective grinding. 

At the end of the delivery appointment, instructions were given concerning the fitting and 

maintenance of the CDs, as in the control group, however in this group patients’ 

psychological profile was taken into consideration. Worried, depressed patients with 

features of neuroticism were very well educated about the new sensations, and informed 

that the adjustment period is perfectly normal. All complaints from these patients were 

taken into consideration so that the patient felt heard and to stimulate the doctor-patient 

relationship essential for the success of the treatment. Patients who were outgoing and 

more optimistic regarding the rehabilitation were instructed that the postinsertion 

appointments were mandatory and a very precise examination was executed on these 

follow-ups, to make sure possible lesions weren’t undervalued. 

 

 2. Example of a Clinical Case in the study group: 

This clinical case refers to a female patient (Fig.1) belonging to the study group, 64 years 

old, diagnosed with depression. She was rehabilitated with a superior CD and an inferior 

partial removable protheses for the last 15 years. With the loss of the mandibular 

remaining teeth and the lack of retention and soft tissues’ soreness caused by the 

superior denture, the patient was recommended for prosthetic rehabilitation with new 

CDs.  

During the extraoral exam (Fig.1.1), features such as concave facies; decreased OVD; 

flat smile line and a square face shape, were registered to aid in the rehabilitation. 

Intraoral examination (Fig.1.2) showed a medium-sized, ovoid-shaped maxillary arch 

with a medium-height palate. The maxillary tissues had a firm attachment and the patient 
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was classified as a Class II in the House’s classification. The mandible was medium-

sized and ovoid, the vestibule was short as well as the frenulum that was low set. The 

retromolar pad was fibrous and rigid, and the ridge tissues were firmly attached. 

According to the Atwood classification, the patient was classified as a maxillary class V 

(low and rounded) and a mandibular class IV (depressed). 

 

The dentures were constructed through traditional clinical and laboratory methods: initial 

impressions, peripheral seal, secondary impressions, intermaxillary relation record 

(Fig.2), try-in stage and the delivery appointment following the modified insertion protocol 

(Fig.3).  Postinsertion appointments were performed one, two and four weeks after the 

insertion (Fig.4).  

Figure 1 Initial extraoral photos: 1.1) Extraoral, serious and smiling photos in frontal and profile positions. 
1.2) Intraoral photos- maxillary and mandible.  

1.2) 

1.1) 

a 

1.2) 

a 
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Figure 3 Use of Coble´s Balancer in the modified insertion protocol during the Delivery Appointment: 3.1) 
Parts of the Coble Balancer: a) Graph plates; b) Lower bridge; c) Tracing pin; d) Centering Ring Guide; 
e) Mounting Jig. 3.2) The plate of the Coble Balancer being fixed to the mandibular base using modelling 
compound. 3.3) - The pin assembly being connected with the mandibula. 3.4) The dentures in occlusion 
before the insertion in the patient’s mouth. 3.5) contacts distribution using articulating paper after 
protrusive and 3.6) lateral movements.   

 

Figure 2 Dynamic Intermaxillary registration using the Coble Balancer: Two intermaxillary registration 
bases were built on plaster models. The gliding platform was placed on the maxillary base and the device 
that supports the central support pin was placed on the mandibular base (2.1). The sliding platform was 
painted and with the two bases in the mouth, the pin was placed at the previously determined OVD. 
Subsequently, the patient was asked to perform protrusion and laterality movements, where the 
appearance of a convergence point was verified, representing the point of centric relation (2.2). This point 
is blocked with an acrylic plate that has a notch to lock the pin in the mouth. (2.3). The plates are finally 
joined with an addition silicone (2.4). 

 

2.1) 

a 

2.2) 

a 

2.3) 

a 

2.4) 

a 

3.1) 

a 

3.2) 

a 

3.3) 

a 

3.4) 

a 

3.5) 

a 

3.6) 

a 

a) 

a 

b) 

a 

b) 

a 

c) 

a 

d) 

a 

e) 

a 
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3. OHIP-14 questionnaire: 

Before the oral rehabilitation, patients were asked to fill in the OHIP-14 questionnaire. It 

consists of 14 questions divided in seven domains: functional limitation; physical pain; 

psychological discomfort; social disability; psychologic disability; physical disability and 

handicap. Two questions were asked for each domain as how frequently the participants 

experienced these events in the last year, and the answers were then quoted following 

a Likert scale from 0 to 4 with a total score from 0 to 56. Response possibilities and 

respective quotes are: never=0; hardly never=1; occasionally=2; fairly often=3 and very 

often=4. Higher scores indicate a poorer OHRQoL.  

One month after CDs’ delivery appointment the patients were requested to redo the 

questionnaire to compare the impact the rehabilitation had on their QoL. At this time, the 

subjects’ answers focused on the frequency they experienced each event during the first 

month of prosthesis wear.  

 

 

 

 

Figure 4 Photographic record during the 3rd follow-up visit after rehabilitation. 
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 4. Statistical Analysis: 

Non-parametric approaches were used for the study since the assessments were based 

on scores, which were non-normally distributed. All variables were subjected to standard 

descriptive statistical analyses before and 1 month after the Delivery Appointment.  

Wilcoxon Signed Rank test was used to determine significant variations in OHIP-14 

scores from pre-treatment to one month after treatment. The Mann-Whitney test was 

used to determine group disparities. To make a comparison between age groups, the 

Kruskal Wallis Test was used. The threshold for statistical significance was fixed at p 

0.05. The SPSS v.27 software package was used for all analyses. The Cronbach's Alpha 

index of reliability was used to examine the questionnaires' reliability. Internal 

consistency is measured by Cronbach's Alpha coefficient, and a result of 0.70 or higher 

is considered good. 
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Results: 

Fifteen patients were rehabilitated with CDs and agreed to participate in this study, 

completing the OHIP-14 questionnaires on both established periods. The study group 

consisted of 3 patients (n=3) while the control group was integrated with the remaining 

12 (n=12). In this study participated 5 females and 10 males and the age ranged from 

46-80 year as represented in Table 1.  

 

 

Overall scores from both groups didn’t show any statistical differences regarding gender, 

age or prosthetic background at both time intervals: Q1-before treatment and Q2 – 1 month 

after dentures insertion (Table 2). 

 

Table 2 Overall scores of both groups regarding gender, age and prosthetic background. 

  Q1 Q2 ∆Q2-Q1 p value 

Gender      

 Female 30.80 ± 16.87 12.80 ± 12.54 -18.00 ± 23.31 

0.371  Male 16.20±10.95 7.90±6.77 -8.30±11.97 

Age      

 <60 31.20±14.92 13.40±12.26 -17.80±22.67 

0.425 

 60-70 14.67±12.49 10.00±7.18 -4.67±14.17 

 >70 18.00±12.54 4.00±4.62 -14.00±8.48 

Prosthetic Background      

 Yes 22.22±15.77 8.89±6.45 -13.33±17.94 

0.689  No 19.33±13.49 10.50±12.49 -8.83±15.04 

Data are represented as mean ± SD 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1 Characteristics of both the Study and Control group regarding the gender, age and 

prosthetic background. 

 Study Group 
n=3 

Control Group 
n=12 

Gender, n (%)  
 Female 1 (33%) 4 (33%) 
 Male  2 (67%) 8 (67%) 
Age    
 <50 - 1 (8%) 
 50-60 1 (33%) 3 (25%) 
 60-70 2 (67%) 3 (25%) 
 70-80 - 5 (42%) 
 Years, mean ± SD 65.33±11,47 64.00 ±8,44 
Prosthetic Background, n (%)    
 Yes 2 (67%) 7 (58%) 
 No 1 (33%) 5 (42%) 
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Despite this, women have initial and post- insertion higher scores compared to male 

patients, however they’ve shown greater improvement between both periods. Older 

patients were the ones who had lower scores in the second period in which the survey 

was applied. 

Descriptive data regarding the OHIP-14 scores at two time points for the seven domains 

were determined for both study and control groups. The mean, median and standard 

deviation (SD) are listed in Table 3. The reliability of Q1 and Q2 periods were evaluated 

using the Cronbach's Alpha coefficient obtaining values of 0,929 and 0,909 respectively, 

representing very good internal consistency.  

 

When compared to the pre-treatment score, the mean values of all domains scores after 

one month of the delivery appointment were lower in both groups, however there was no 

statistical significance in any area except the postinsertion handicap in the control group 

(p<0.05). 

In the study group, all the patients showed greater improvement in overall scores of the 

OHIP-14, while three patients from the control group presented higher scores in the 

second questionnaire compared to the one filled before the treatment, representing a 

Table 3 Changes in OHIP-14 scores from pre-treatment to 1 moth after the Delivery Appointment in 

the study and control groups. 
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worsening in OHRQoL. Another participant from the same group didn’t show any 

improvement at all as represented in Graph1. 

 

 

There aren’t statistical differences between groups in OHIP-14 score variation from 

before the rehabilitation and 1 moth after the delivery appointment (p=0.233). 

 

 

 

 

 

 

 

 

 

0

1

2

3

4

5

Study Group Control Group

Graph 1 Categorization of OHIP-14 scores differences between the two periods (∆Q2-Q1) where the 

questionnaire was applied for the study and control group. Number of cases allocated to each interval 

per group. 
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Discussion: 

The Delivery Appointment is an important step in the patient's rehabilitation, as it 

represents a return to dentofacial normality and a recovery of function, important at any 

stage of life that the patient is in. For this, it’s necessary that the prostheses are 

comfortable and adjusted for a better adaptation, and an active participation in the 

integration of the CDs in their daily life.27 Therefore, the insertion of prostheses must be 

done carefully, and the patient must be encouraged to use the CDs and educated about 

their limitations.  

In the insertion protocol, the patients who still wore their old dentures, were advised to 

cease their use before the appointment. Some authors suggest that would be ideal to 

stop the use 12-24 h before the appointment,15,27 however, the cessation of denture’s 

use for such a long period of time seems to be a limitation for most patients.28 That’s 

why, in our study, we suggested a break of 15 minutes that was established as the 

minimum time needed not only for a sufficient muscular relaxation to deprogram the 

previous contacts and intermaxillary relationship, but also to recover the anatomical 

contour of the gingiva.  

After insertion, the verification of compressive areas was performed through occlusal 

pressure with cotton rolls interposed between occlusal surfaces, thus preventing the 

accommodation of possible occlusal interferences.15 Checking the compressive zones 

through digital pressure doesn’t’ allow the dentist to control the force exercised on the 

dentures, which can result in distortion of tissues and in random and unnecessary 

adjustments. Some authors didn’t find any significant differences between the two 

techniques.15,27  

In the Delivery Appointment, many practitioners defend that the dentures should be 

allowed to ‘settle in’ before performing any occlusal adjustments. This belief doesn’t 

account for the mobility of the basal tissues. Once the CD settles, the bases will shift and 

accommodate occlusal interferences leading to an irregular loading of the denture 

foundation. This type of trauma will lead to sore spots, muscular soreness, and soft tissue 

lesions.29,30  The introduction of a Clinical Remount enables the correction of clinical and 

laboratory inaccuracies in occlusion and guarantees a uniform pressure through the 

arches. Literature has shown statistically significant differences both in terms of 

subjective (general satisfaction, comfort of the dentures, overall effect on mastication 

regarding to ability, and less pain) and objective outcomes (fewer areas of discomfort 

and pain, less soreness during mastication and a reduction in post insertion visits).30,31 

Intraoral direct adjustments may take less time for the dentist but is less precise and 
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harder to visualise than recording the centric relation and remount the dentures in an 

articulator (laboratory procedure).32–34 The Coble Balancer is a device that can be used 

simultaneously with selective grinding in order to provide an optimally balanced denture 

occlusion, making the clinical procedure of intraoral occlusal adjustments more precise. 

Although presenting many advantages, it can’t be used in all patients. It has been 

demonstrated that this device should only be used in patients with enough interocclusal 

space to place it and the ones presenting low mucosal resiliency.35 For these reasons, 

patient selection must be careful in order to use this device.  Our Patients in the group 

study had indications and had enough interocclusal space to use this device. From a 

clinical point of view there is a learning curve to use these devices, but occlusal 

equilibration seemed more predictable and easier to manage than in the cases of the 

conventional protocol. In the case presented above. Postinsertion appointments were 

performed one, two and four weeks after the insertion. The patient complained about an 

oral lesion caused by an overextension of the mandibular protheses in the region of the 

tooth 46 during the first control.  Therefore, some grinding on the mandibular protheses’ 

limits was done and no complaints were registered after. No discomfort or soreness 

associated with the maxillary protheses was referred. The occlusal contacts were verified 

in every appointment, and no alterations were required.  

 

The individuality of the patient is an important feature to consider during the delivery 

appointment since their physical, mental, and oral conditions are individual in nature. 

More optimistic patients tend to underestimate the pain and problems arising from the 

prosthesis indicating that their CDs were always comfortable, even though they may 

have had difficulty adjusting to them, which is why more frequent follow-ups are needed 

to prevent injuries from worsening.28 On the other hand, it was demonstrated a significant 

negative association between a person with high neuroticism and level of satisfaction 

with their new CDs.36,37 These patients are described as worrying individuals, moody and 

frequently depressed and openly emotional, complaining more than what is expected. 

It’s important that these patients are informed that an unpleasant sensation of swelling 

of the lips and cheeks alongside with other new sensations such as foreign object 

sensation, nausea, phonetic problems, inability, or difficulty in chewing and excessive 

salivary flow might happen, but it’s part of an adjustment period and the new CDs will 

become more natural over time.19,37 

Besides factors as age, gender and prosthetic background,21 patients' expectations 

before dental treatment appear to have a substantial effect in their satisfaction rates 
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following treatment.9,38 The dentist must understand the patient's expectations and if they 

are reasonable in any circumstance, and therefore likely to be fulfilled with conventional 

prosthodontic procedures.38 Oweis et al.19 stated that patients treated by students felt 

their dentures to be more effective than those treated by experts. Patients who were 

treated by professionals may have had higher expectations for the outcome of their 

therapy, which has influenced their overall happiness with their dentures.  

The QoL of edentulous patients is enhanced by correctly functioning dentures because 

they contribute to the patient's functional comfort, improved look, and enhanced social 

life.2,10 Many investigations have reached this results, regardless of the measurement 

equipment utilized.2–4,7,9,21,24 This study showed that after treatment with CDs, overall 

OHIP scores decreased, indicating an improvement in OHRQoL although there’s no 

statistical significance. 

In our results, women had higher OHIP-14 scores than men even though, they had a 

greater improvement in OHRQoL. Sivakumar et al.9 stated that the psychological 

variations between men and women may have a significant impact on the outcome of 

any therapeutic rehabilitation. Before starting total denture treatment, women in their 

study’s research group were more socially impaired than their male counterparts which 

may be linked to women's more concerned attitude toward oral health issues. An 

investigation conducted by Shrestha et al.7 found similar results. Anyhow, there were no 

statistical differences regarding the gender of the patients. 

Older patients were the ones scoring the lowest results in both periods the questionnaire 

was applied. Shrestha et al.7 also stated that this might be due to the fact that we find 

elderly patients to be more accepting of their fate. They believe as well that these are 

issues that come with age and are a natural part of life.  

Regarding the prosthetic background, despite this study doesn’t show significant 

differences, literature describes that patients who had previously worn dentures were 

more adaptable and satisfied with their new CDs, particularly in terms of chewing ability 

and comfort with their mandibular dentures. 2,10,39 

The results of this study show an improvement in all the domains of the OHIP-14 in both 

groups. Although we didn’t have statistically significant values, by analysing Table 3, it’s 

evident that in the study group, domains as P1, P2 and D1 presented worse scores than 

the control group before the treatment. One month after the delivery appointment, the 

study group exhibited equal or better mean scores than the control group in every domain 

except for FL and P1.  
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In the overall OHIP-14 scores, three of the patients from the control group, presented a 

decrease in OHRQoL represented by a highest value 1 month after the delivery 

appointment. Oweis et al.19 suggests that despite the resorbed ridges, deflated muscles, 

and other physical changes that had happened in their oral cavities, most edentulous 

patients anticipate new complete dentures to fit and perform as well as, if not better than, 

their original natural teeth creating false expectations for the rehabilitation. Also, the 

patient who had the greatest increase in the overall scores, already had a prosthetic 

background. Some studies refer that older denture users appear to be happy with their 

dentures and are often hesitant to get new ones which may explain the result 

obtained.2,39 

The main limitation of this study it’s the small size of the sample and the follow-up period 

of the participants. Also, the various patients in this study were rehabilitated by different 

students, since it was impossible for a student do treat 15 patients during an academic 

year.  

A similar study stated that one possible drawback is the likelihood that individuals might 

overstate their level of satisfaction with their treatment to avoid offending the doctor. To 

overcome this, in this study the patients were asked to fill the questionnaire by 

themselves and with no interference from the clinician. In addition, they were previously 

informed that the questionnaire was anonymous and that the answers would only be 

seen by the researchers.  

Another bias is the little representativeness of age and education and the inclusion of 

only university’s dental department’s patients. In future works, it would also be useful to 

extend this study to private dental clinics, in addition to public health services, as this 

would have a less limited sample in terms of socioeconomic factors and, at the outset, 

transferable to the general population. 

Since this is an ongoing study, more patients will be included to achieve significant 

results and to evaluate a more frequent application of the modified insertion protocol in 

clinical practice. 
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Conclusions:  

Within the limitations of this study, no statistically significant improvement was found in 

the group treated with the modified insertion protocol when compared with the group 

where the conventional one was applied, and therefore, the null hypothesis wasn’t 

rejected. However, it was evident that in the study group, although domains P1, P2 and 

D1 presented worse scores than the control group before the treatment, one month after 

the delivery appointment, these patients in the study group exhibited equal or better 

mean scores than the control group in every domain except for FL and P1. 

Possibly the time and energy invested may be what discourages most practitioners to 

introduce the Clinical Remount in their delivery appointment, but the fact that the patients 

in the study group presented less complaints on adapting to their denture, during the 

short flow-up period, could suggest that this step appears to have a positive impact in 

patient comfort with the new dentures and a faster accommodation in postinsertion 

appointments. 
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Attachments: Portuguese Version of the OHIP-14 Questionnaire 
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Appendices: 

Appendix 1 - Form for authorization request to the FMUC’s Ethics Committee 
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Appendix 2 - Information form and informed consent for the Study group 
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Appendix 3- Information form and informed consent for the Control group 
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Appendix 4 – Modified Insertion Protocol 

BEFORE INSERTION 

□ INSPECT THE DENTURES  (INNER AND OUTTER SURFACE) 

o Check the polishing 

o Remove resin excess 

o Check for internal pores  

□ INSPECT THE EDGES 

o Remove sharp or irregular areas 

INSERTION 

□ SETTLEMENT 

□ VERIFICATION OF THE EDGES AND LIMITS OF THE PROTHESES 

□ RELIEF AREAS  

□ VERIFICATION OF THE ADJUSTMENT OF THE PROSTHESIS’ BASE 

 

Functional Tests 

□ RETENTION, STABILITY AND SUPPORT 

o Check displacement of the prosthesis after vertical traction of the upper incisors 

o Place a finger on the palatal area of the upper incisors and perform anterosuperior 

movements 

o Vertical traction on lower incisors 

o Digital pressure on the occlusal surface of posterior teeth and incisal edge of the 

anterior teeth 

o Intrusive forces on the prosthesis and check the level of support in the mucosa 

□ OCCLUSION  

□ Intraoral Clinical Remount- Coble Balancer  
 

□ AESTHETIC ANALYSIS 

o Confirmation of the vertical dimension of occlusion 

o Lip Support 

Instructions for patients 

□ PATIENTS’ CLASSIFICATION ACCORDING TO THEIR PSYCHOLOGICAL 

PROFILE:______________ 

▪ NEW SENSATIONS   

□ FONETIC ANALYSIS  

□ DIET  

□ PROSTHESIS HYGIENIZATION  


