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Abstract
Background
Aspects of oral health related quality of life (OHRQoL) attracted an increased attention recently.

Objective
The aim of the study was to assess self-reported oral health related quality of life (OHRQoL) among patients requiring prosthetic rehabilitation and to determine the rate of improvement 1 month and 6–12 months after therapy. In addition, effect of age, gender, oral health indicators and denture types before treatment were assessed on OHRQoL as evaluated and reported by the patients.

Methods
Hungarian version of OHIP-49 (OHIP-49-H) questionnaire was completed before oral rehabilitation (T0-phase) by 389 patients undergoing prosthetic replacement. After 1 month (T1-phase) and 6–12 months (T2-phase) recall periods 235 and 92 patients completed the questionnaire. The median interquartile range (IQR) values of the total OHIP-49-H score were calculated for T0-, T1- and T2-phases. Reliability of the questionnaire was checked by Cronbach’s statistics. Age, gender, oral health indicators and denture types of patients before and after treatment were recorded and treatment-associated changes in OHRQoL were evaluated.

Results
The study demonstrated the excellent reliability and internal consistency of OHIP-49-H by a high and narrow range of Cronbach’s alpha value (0.81-0.93). A median OHIP-49-H score of 52; IQR = 25-83 demonstrated a poor OHRQoL on first admission. Decreasing median total OHIP-49-H scores 1 month (24; IQR = 9-51; p < 0.001) and 6–12 months (20; IQR = 7-37; p = 0,055) after therapy indicated an improvement of OHRQoL. Patients’ age and CPI value assessed before treatment proved to be significant factors of OHRQoL.

Conclusions
Here we presented representative data about self-assessed OHRQoL of patients requiring prosthetic treatment from Hungary using OHIP-49-H questionnaire. The results demonstrated that the restoration of oral health was associated with an improvement in patients’ OHRQoL. According to the demographical and T0 phase clinical status, the treatment was more effective in the respect of OHIP-49-H score improvement among females (than among males), among younger (than among more aged), and among patients with more serious CPI assessed at T0. The type of prosthetic interventions did not exert a significant effect on total OHIP-49-H score, suggesting that the improvement in OHRQoL is independent from the type of denture applied.
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Background
Aspects of oral health related quality of life (OHRQoL) attracted an increased attention recently. The standard definition of health is determined briefly as freedom from disease, defect, or pain, according to the more precise definition of the World Health Organization in 1948, “health is a complete state of physical, mental, and social well-being, and not just the absence of infirmity” [1]. It has been accepted that the objective component of oral health (physical indicators) and the subjective component (patients’ perception of oral conditions) are complementary and cannot be separated in clinical practice [2].
There are several tools to assess OHRQoL. One of the most accepted measurement instrument is the internationally used Oral Health Impact Profile (OHIP) questionnaire [3]. In line with local adaptation, the original OHIP questionnaire has been translated into several languages, e.g. Turkish [4], Czech [5], German [6]. The Hungarian adaptation of the 49-item Oral Health Impact Profile (OHIP-49-H) questionnaire has recently been developed and validated [2]. Although several studies were aimed at the development and validation of the OHIP-49 questionnaire, only few of them evaluated the influence of clinical factors on OHRQoL using OHIP-49 as a tool [4, 7–9].
Prosthetic replacement of missing teeth, especially with fixed partial dentures, has been shown to exert a beneficial effect on OHRQoL [7, 8]. However, published results on the impact of replacing old dentures to a new one on self-reported OHRQoL are somewhat controversial, in particular with respect of the type of the old and new dentures. Moreover, there are no comprehensive data available on the effects of objective demographic factors, such as age and gender and of objective clinical factors determined by the dental surgeon, such as cariological and periodontal conditions influencing patients’ perception on OHRQoL.
The purpose of the present study was to assess self-reported OHRQoL among patients requiring oral rehabilitation and to evaluate changes in OHRQoL 1 month as well as 6–12 months following prosthetic treatment using OHIP-49-H. The effect of age, gender, oral health indicators and denture types before and after treatment were evaluated.

Methods
Subjects
The study was conducted among Hungarian adults undergoing oral rehabilitation. Data were collected from September 2010 to December 2011 in the Faculty of Dentistry of the University of Debrecen and in 13 related outpatient clinics from urban and rural communities. Inclusion criteria were as follows: age ≥ 18 years, need for prosthetic replacement, ability to complete the OHIP-49-H questionnaire without assistance. The Institutional Review Board of the University of Debrecen approved the project. All participants signed an informed consent form.

Questionnaire
The instrument of the present investigation (OHIP-49-H) was the Hungarian adaptation of the original 49-items version of the self-administered OHIP-49 questionnaire developed by Slade and Spencer [2]. Items were grouped into seven subdomains and respondents were required to answer the questions according to the frequency of the problems using a 5-point Likert scale (0, never; 1, hardly ever; 2, occasionally; 3, fairly often; and 4, very often) according to the proposal by Slade and Spencer based on the assumptions made by Locker et al. [10–12]. OHRQoL of the respondents was characterized by the sum of the subdomain scores, the total OHIP-49-H score according to the recommendation of John et al. [13]. All subdomain effects were statistically significant and not too different in magnitude and correlated highly and significantly with the total score (data not shown). A lower total score represented less, a higher score more impaired OHRQoL.
An additional non-comparative question concerning patients’ oral health condition was added to OHIP-49-H in order to confirm the construct validity of the method:1.How do you rate your own oral health at the moment?

 



                        
The oral health condition was registered by a five-grade scale (0, excellent; 1, very good; 2, good; 3, fair; and 4, poor) using lower scores for better status. Evaluating the first 203 questionnaires, associations between the above non-comparative question and total OHIP-49-H scores in different phases of care were evaluated using Spearman’s rank correlation.

Data collection
The OHIP-49-H questionnaires were completed by 389 consecutive prosthetic patients (214 patients from the university outpatient clinic and 175 patients from community outpatient clinics in urban and in rural environments) before dental treatment without assistance on first admission (T0-phase), and were examined and treated by the working group of authors. The corresponding patients were selected sequentially with their admission without any special selection process. The same questionnaire was completed again by 235 patients (176 patients from the university outpatient clinic and 59 patients from community outpatient clinics in urban and in rural environments) 1 month (T1-phase) and 92 patients (60 patients from the university outpatient clinic and 32 patients from community outpatient clinics in urban and in rural environments) 6–12 months after treatment (T2-phase), respectively [9].
Oral examination and treatment: Cariological and periodontal condition of the participants were documented. DMF-T index was calculated as published previously by Baume [14]. Community Periodontal Index (CPI) was calculated to describe the periodontal status [15].
At baseline (T0-phase) patients were categorized into three groups according to the types of dentures: those having fixed dentures or wore natural dentition (FPD); those with partial removable dentures (RPD); and those with complete dentures (CD). In cases, when someone wore different dentures in the upper and lower jaws or wore a combined denture in the same jaw the most debilitating type of denture had been considered [9]. According to the types of prosthetic interventions nine subgroups were distinguished (Table 1). Ten patients who were complete denture wearers at baseline and were rehabilitated with fixed or partial removable dentures, received implants.Table 1Application of different types of prosthetic rehabilitation


	type of prosthetic intervention (T0 → T1)
	number of patients

	fixed partial denture → fixed partial denture
	71

	partial removable denture → partial removable denture
	27

	complete denture → complete denture
	31

	fixed partial denture → partial removable denture
	41

	fixed partial denture → complete denture
	31

	partial removable denture → fixed partial denture
	5

	partial removable denture → complete denture
	19

	complete denture → fixed partial denture
	3

	complete denture → partial removable denture
	7

	total
	235




                        

Data analysis
The median interquartile range (IQR) values of the total OHIP-49-H score were calculated for T0-, T1- and T2-phases. We established the correlation between total OHIP-49-H scores of the follow-ups and the minimally important difference (MID), that defines the smallest change in a treatment outcome that a patient would identify as important [16]. Evaluating the first 203 questionnaires, reliability of the OHIP-49-H was checked by Cronbach’s statistics [17]. Spearman correlation test was computed in order to assess the association between non-comparative question concerning patients’ oral health condition and OHIP-49-H scores. Treatment-associated changes in OHRQoL were evaluated by Mann–Whitney U test. Relationships between clinical parameters and changes of OHIP-49-H scores were investigated by stepwise multivariate logistic regression analysis comparing the T0- and T1-phases of the study, after dichotomizing the outcomes according to the observed median values. We used stepwise multivariate logistic regression analysis when we had one nominal variable and two or more measurement variables, and we wanted to know how the measurement variables affected the nominal variable and to understand the functional relationship between the independent variables and the dependent variable, to try to understand the likely cause of the change in the dependent variable. The level of significance was p < 0.05.


Results
OHIP-49-H was applied in a study group of 389 consecutive dental patients on first visit (T0-phase). Two hundred forty three patients were female (62.5 %) and 146 (37.5 %) patients were male. The mean ± SD age of the respondents was 55.7 ± 13.1 years. The second (T1) and the third (T2) questionnaires were completed by 235 and 92 patients, respectively. Response rate was 60.4 % at T1-phase and 23.7 % at T2-phase.
The sample size at T0- and T1-phases, but not at T2-phase, made it possible to compare major baseline (T0) characteristics of patients who were followed from T0 to T1-phases and those who were lost from follow-up after T0-phase. However, the two groups of patients (i.e. that were followed-up until at least T1-phase and those who were lost from follow-up) did not exhibit any significant differences between major characteristics (age, gender, denture type) confirming the representativeness of the sample (Table 2).Table 2Characteristics of patients who were followed from T0 to T1-phases and those who were lost from follow-up after T0-phase


	 	followed in T1
	lost from T1

	No. of patients
	225
	164

	age
	 	 
	mean
	56.25
	55.12

	SE
	0.84
	1.06

	p*
	0.399
	 
	sex
	 	 
	male proportion
	39.72 %
	34.29 %

	SE
	3.34 %
	3.59 %

	p**
	0.270
	 
	denture
	 	 
	natural/fixed
	33.71 %
	31.31 %

	partial denture
	17.71 %
	16.82 %

	complete denture
	48.57 %
	51.87 %

	p**
	0.809
	 
	* t-test
	 	 
	** chi-square test
	 	 



                     
Evaluating the first 203 questionnaires, the fairly high and narrow range of Cronbach’s alpha values (from 0.81 to 0.93) demonstrated the excellent reliability and internal consistency of the questionnaire (data not shown). There was highly significant correlation between total OHIP-49-H scores and non-comparative question concerning patients’ oral health condition at baseline (T0-phase) (Table 3).Table 3Association between self-rated OHRQoL and OHIP-49-H scores in different phases of care by Spearman’s rank correlation. All p-values for the correlation coefficients were less than 0.001


	 	T0
	T1
	T2

	 	rho
	rho
	rho

	functional limitations
	0.423
	0.660
	0.447

	physical pain
	0.301
	0.550
	0.365

	psychological discomfort
	0.370
	0.579
	0.407

	physical disability
	0.349
	0.557
	0.402

	psychological disability
	0.295
	0.600
	0.468

	social disability
	0.258
	0.539
	0.315

	handicap
	0.280
	0.377
	0.357

	total OHIP-49-H
	0.391
	0.651
	0.477




                     
CPI assessed at T0-phase showed, that 35 % of patients had severe (CPI4), 43 % had moderate (CPI3), and 14 % had mild periodontitis (CPI2) before dental rehabilitation. Three percent of participants had gingivitis (CPI1) and 5 % had healthy periodontium (CPI0). The median DMF-T index was 24 in the sample at T0-phase.
The median total scores at T0-, T1- and T2-phases and the reference value of the Hungarian general population before any treatment [9] are shown in Fig. 1. The shift of scores towards a range indicating an improved oral health and related satisfaction in course of oral rehabilitation was significant for the total OHIP-49-H. The median total OHIP-49-H score, indicating seriously impaired OHRQoL, was 52 on first visit and it decreased significantly by 1 month to 24 (p < 0.001), and decreased further to 20 (p < 0.055) 6–12 months after treatment (Fig. 1). From baseline (T0-phase) to first follow-up (T1-phase) change in total OHIP-49-H score was more than the MID. From first to second follow-up (T2-phase) total OHIP-49-H score change was less than the MID.[image: A12955_2015_289_Fig1_HTML.gif]
Fig. 1Changes of self-rated OHRQoL as evaluated by the percentile total OHIP-49-H scores and their components on admission (T0-phase: Ο), 1 month (T1-phase: Φ0Φ0) and 6–12 months (T2-phase: Δ) after the dental treatments. Mann–Whitney test was used for statistical comparison. The reference values (continuous black line) represent the Hungarian general population [8]




                     
The sample size at T0- and T1-phases, but not at T2-phase, made it possible to apply multivariate logistic regression analysis to determine the impact of clinical factors with possible influence on therapeutic results and self-assessed OHRQoL. Age was inversely related to the decrease at total OHIP-49-H score (p = 0.020) and in handicap score (p = 0.005). In case of psychological discomfort (p = 0.029) and physical disability (p = 0.014) OHRQoL, improvement among females was greater than among males. The limited number of patients in the nine different subgroups of prosthetic interventions did not allow a meaningful statistical evaluation of the effect of age and gender in the outcomes of the individual subgroups. DMF-T value didn’t exert a significant effect on any of the outcome parameters. The CPI value assessed at T0-phase significantly influenced changes in OHRQoL at T1-phase (p = 0.011). The higher the CPI value was at T0-phase, the more pronounced OHIP-49-H score reduction was observed at T1-phase, resulting in a more expressive improvement in OHRQoL (Table 4).Table 4Factors exerting significant effects on changes in total and subdomain OHIP-49-H scores between baseline (T0-phase) and first follow-up (T1-phase). Stepwise logistic regression analysis


	 	Factors with significant influence
	adjusted OR
	p

	total OHIP-49-H
	 	 	 
	 	AGE
	0.97
	0.020

	 	t0-CPI
	1.45
	0.011

	OHIP-49-H subdomain scores
	 	 	 
	physical pain
	RPD-- > CD
	3.49
	0.041

	psychological discomfort
	GENDER (female/male)
	2.06
	0.029

	 	FPD-- > CD
	3.31
	0.008

	 	RPD-- > CD
	9.99
	0.003

	physical disability
	GENDER (female/male)
	2.12
	0.014

	psychological disability
	RPD-- > RPD
	0.30
	0.014

	social disability
	RPD-- > RPD
	0.33
	0.022

	 	FPD-- > RPD
	0.34
	0.011

	handicap
	AGE
	0.96
	0.005

	 	CD-- > CD
	3.47
	0.021




                     
Effects of prosthetic interventions on OHRQoL were evaluated by comparing OHIP-49-H scores before and one month after the insertion of new prostheses (Table 4). The type of prosthetic interventions did not exert a significant effect on total OHIP-49-H score, suggesting that the improvement in OHRQoL is independent from the type of denture applied. Some subdomain scores however, exhibited significant changes in association with the type of prosthetic intervention. Replacement of old CD with a new one resulted in a significant reduction in the handicap item score (p = 0.021). Application of a new CD to change old RPD or old FPD, resulted in significant, higher than median improvements in physical pain reduction (p = 0.041) and in psychological discomfort minimization item scores (p = 0.003) for RPD replacement, and in the psychological discomfort minimization item score for FPD (p < 0.008). The improvement of social disability achieved by replacing old FPD with RPD (p = 0.011) or with a new one (p = 0.022) proved to be also significant.

Discussion
The purpose of the present study was to investigate self-assessed OHRQoL among 389 patients requiring prosthetic rehabilitation and to determine the rate of improvement 1 month as well as 6–12 months following treatment using the validated Hungarian version of the OHIP-49 questionnaire. Previous Hungarian investigations applied the instrument on a low number of clinical prosthetic patients and did not examine the effects of investigator-derived, objective clinical parameters such as age, gender, oral health indicators and type of dentures before and after the intervention with a potential influence on self-reported OHRQoL.
Processing the results of the first 203 questionnaires excellent reliability and internal consistency of the OHIP-49-H was proven by the high and narrow range of Cronbach’s alpha values (0.81-0.93). The above result confirmed the results of a previous study aimed at the development of the Hungarian version of the OHIP-49 questionnaire [2]. Due to the larger sample-size and the representative nature of the investigated patient population the range of Cronbach’s alpha values were narrower in the present study than found by Szentpétery et al. (0.71-0.96) [2]. Good construct validity of the questionnaire was confirmed by high correlation coefficient values between non-comparative questions concerning patients’ oral health condition and OHIP-49-H scores.
Self-rated OHRQoL of the study population requiring prosthodontic intervention was considerably worse than that of the Hungarian general population before any treatment. Median total OHIP-49-H of patients at T0 was 52 (range 25–83) whereas the same value, characterizing 1059 randomly selected persons was 7 (range 0–37) [8]. According to the Mann–Whitney U test, OHRQoL significantly improved in case of the total OHIP-49-H scores between baseline and the first follow up. The short term effect of the therapy was significant, exceeding MID, comparing the results obtained at the T0- and T1-phases. Between the first and second follow-ups we have observed a marginal further improvement in the OHRQoL characterized by a near-significant decrease in total OHIP-49-H less than MID. The above finding confirmed preliminary results obtained by the John et al. According to their findings OHRQoL of 76 % of their patients improved rapidly 1 month following treatment and it underwent further significant but moderate improvement 6–12 months after therapy in 90 % of patients [9].
According to the demographical and T0 phase clinical status, the treatment was more effective in the respect of OHIP-49-H score improvement among females (than among males), among younger (than among more aged), and among patients with more serious CPI assessed at T0. DMF-T status did not influence significantly OHIP-49-H scores. According to the investigation of Ng and Leung, individuals with periodontal disease had lower OHRQoL compared with patients having healthy periodontal conditions [18]. In our study patients with higher initial CPI experienced a more expressed improvement in self-reported OHRQoL at the later check-up phases of the study.
The type of dentures may influence OHRQoL. Removable dentures (RPD, CD) have frequently been associated with complaints due to inappropriate design and manufacture. More favorable objective results can be achieved with fixed dentures. The correlation however, between self-reported OHRQoL and the type of original and new dentures seems to be somewhat controversial. Therefore, we have investigated the effect of the type of prosthetic intervention on OHRQoL in course of rehabilitation 1 month (T1-phase) and 6–12 months (T2-phase) after the first visit. The first QoL study conducted on 107 prosthetic patients in the University of Halle found similar outcome to ours after dental rehabilitation [9]. Using OHIP-53-G John et al. evaluated the improvement of QoL in three different denture groups. The fastest and highest QoL development was observed in case of patients treated with FPD, while the least favorable outcome was found among patients treated with RPD [9]. A group of investigators from the University of Pecs has reported that fixed dentures were superior in the respect of patients’ satisfaction [8, 19]. Two years later the same group reported results of a follow-up study which were still considered preliminary in nature because of the restricted sample size involving 63 prostodontic patients [7]. Kende et al. confirmed that patients having their own teeth or FPD presented the lowest OHIP-49-H, whereas RPD proved to be the most and CD a moderately debilitating denture type. OHRQoL improved rapidly within 1 month after treatment and it underwent further but moderate improvement within the following 6 to 12 months after treatment in subjects with fixed, removable and complete dentures. The most impressive improvement was observed in patients treated with FPD [7]. In our study we did not find a significant change in total OHIP-49-H score related to the type of prosthetic intervention. However, results of our study may become intuitive from the clinical point of view in the perspective using MID of OHIP-49-H. Because of the effectivity of the prosthodontic intervention, regardless of its type, total OHIP-49-H score exhibited a decrease more than MID between baseline and first follow-up. In contrast, in the period between the first and the second follow-up, where patients did not receive treatment any more but adaptation to the new denture was still going on, further improvement was marginal, less than MID of OHIP-49-H.

Conclusions
Here we presented representative data about self-assessed OHRQoL of patients requiring prosthetic treatment from Hungary using OHIP-49-H questionnaire. The results demonstrated that the restoration of oral health was associated with an improvement in patients’ OHRQoL. According to the demographical and T0 phase clinical status, the treatment was more effective in the respect of OHIP-49-H score improvement among females (than among males), among younger (than among more aged), and among patients with more serious CPI assessed at T0.The type of prosthetic interventions did not exert a significant effect on total OHIP-49-H score, suggesting that the improvement in OHRQoL is independent from the type of denture applied.

Acknowledgments
The publication was supported by the TÁMOP (“Társadalmi Megújulás Operatív Program”) 4.2.1/B-09/1/KONV-2010-0007 project. The project is co-financed by the European Union and the European Social Fund. The Institutional Review Board of the University of Debrecen approved the project.
The study was supported and financed by the TÁMOP 4.2.1./B-09/1/KONV-2010-0007 project.

References
1.
World Health Organization. 2006. Constitution of the World Health Organization - Basic Documents, Forty-fifth edition, Supplement, October 2006. http://​www.​who.​int/​governance/​eb/​who_​constitution_​en.​pdf . Access date 22nd March 2010

2.
Szentpétery A, Szabó G, Marada G, Szántó I, John MT. The hungarian version of the oral health impact profile. Eur J Oral Sci. 2006;114:197–203.PubMedCrossRef

3.
Slade DG, Spencer AJ. Development and evaluation of the oral health impact profile. Community Dent Health. 1994;11:3–11.PubMed

4.
Baran I, Nalcaci R. Self-reported problems before and after prosthodontic treatments according to newly created Turkish version of oral health impact profile. Arch Gerontol Geriatr. 2011;53:e99–105.PubMedCrossRef

5.
Hodacová L, Smejkalová J, Cermáková E, Slezák R, Jacob V, Hlavácková E. Oral health-related quality of life in Czech population. Cent Eur J Public Health. 2010;18:76–80.PubMed

6.
John MT, Patrick DL, Slade GD. The German version of the oral health impact profile-translation and psychometric properties. Eur J Oral Sci. 2002;110:425–33.PubMedCrossRef

7.
Kende D, Szabó G, Marada G, Szentpétery A. Impact of prosthetic care on oral health related quality of life. Fogorv Sz. 2008;101:49–57.PubMed

8.
Szabó G, John MT, Szántó I, Marada G, Kende D, Szentpétery A. Impaired oral health-related quality of life in Hungary. Acta Odontol Scand. 2011;69:108–17.PubMedCrossRef

9.
John MT, Slade G, Szentpétery A, Setz JM. Oral health-related quality of life in patients treated with fixed, removable, and complete dentures 1 month and 6 to 12 months after treatment. Int J Prosthodont. 2004;17:503–11.PubMed

10.
Locker D. Measuring oral health: A conceptual framework. Community Dent Health. 1988;5:3–18.PubMed

11.
Locker, D: Health outcomes of oral disorders. Int J Epidemiol 1995, doi: 10.​1093/​ije/​24.​Supplement_​1.​S85
                        

12.
Likert R. A technique for the measurement of attitudes. Arch Psychol. 1932;140:1–55.

13.
John MT, Feuerstahler L, Waller N, Baba K, Larrson P, Celebic A, et al. Confirmatory factor analysis of the oral health impact profile. J Oral Rehab. 2014;41:644–52.CrossRef

14.
Baume LJ. ORCA team I on caries statistics. Directions for collecting and recording data on dental caries increments by means of serial examination. Arch Oral Biol. 1961;4:217–23.PubMedCrossRef

15.
Ainamo J, Barmes D, Beagne G, Cutress T, Martin J, Sardo Infirri J. Development of the world health (WHO) community periodontal index of treatment needs (CPITN). Int Dental J. 1982;32:281–91.

16.
Tsakos G, Allen PF, Steele JG, Locker D. Interpreting oral health-related quality of life data. Community Dent Oral Epidemiol. 2012;40:193–200.PubMedCrossRef

17.
DeVellis RF. Scale Development: theory and applications. In: Applied social research methods series, vol. 26. Newbury Park: Sage; 1991.

18.
Ng SK, Leung WK. Oral health-related quality of life and periodontal status. Community Dent Oral Epidemiol. 2006;34:114–22.PubMedCrossRef

19.
Szabó G, Kende D, Marada G, Szentpétery A. Quality of life and prosthodontics. Fogorv Sz. 2006;99:91–8.PubMed



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
AJ participated in the investigation and treatment of patients, data collection and evaluation and writing the manuscript. JS participated in planning study design, choosing and executing statistical methods and evaluating the results. CH, KB and LN participated in the investigation and treatment of patients and in discussing the results. CK and GS participated in planning study design, evaluating and discussing data and writing the manuscript. IJM participated in the investigation and treatment of patients, data collection and evaluation, initiating the research project, planning study design and writing the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12955_2015_289_Fig1_HTML.gif
OHIF-39 score

b

100

0

40

20

10% 20% 30% 40% S0% 60% 70% 80% 90%
percentiles

~O=T0-phase
~CTl-phase
—e-T2-phase
—Reference





OEBPS/contact.gif





