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Abstract: Tooth loss represents a diffused pathologic condition affecting the worldwide population.
Risk factors have been identified in both general features (smoking, diabetes, economic status) and
local tooth-related factors (caries, periodontitis). In this retrospective study, we examined the data of
366 patients with a large number of remaining teeth (≥25) undergoing maintenance therapy in order
to identify specific risk factors for tooth loss. The number of remaining teeth, number of non-vital
teeth, and number of occlusal units were investigated for their correlation with tooth loss. The mean
follow-up of patients was 9.2 years (range 5 to 14). Statistically significant risk factors for tooth
loss were identified as number of remaining teeth at baseline (p = 0.05), number of occlusal units
(p = 0.03), and number of non-vital teeth in posterior regions (p < 0.001). Multiple logistic regression
showed that the number of occlusal units and number of non-vital teeth in the posterior regions were
significantly associated with a greater risk of tooth loss (odds ratio 1.88 and 3.17, respectively). These
results confirm that not only the number of remaining teeth, but also their vital or non-vital status
and the distribution between the anterior and posterior regions influence the long-term survival.

Keywords: tooth loss; risk factors; occlusal units; non-vital teeth; remaining teeth; posterior load

1. Introduction

Tooth loss significantly affects quality of life and represents a reliable marker of the
oral health and socio-economic status of a population [1,2]. Continuous dental education,
prevention programs, and treatment advancements significantly reduce tooth loss in the
adult population of developed countries. Nevertheless, it still represents one of the 100 top
conditions that affects the world’s population [3]. The main causes of tooth loss are dental
caries and periodontitis [4,5]. Several studies have been conducted with the aim to define
risk factors that predispose individuals to tooth loss. Some patient-related features and
tooth-related characteristics were outlined. In particular, age [6], smoking [7], diabetes [6],
and educational and economic status [8] have been identified as general risk factors for
tooth loss. Tooth-related factors, such as the severity of periodontitis [9], tooth health status
(decays, fillings) [9], and the number of remaining teeth [10], have also been proposed.

Dental education, hygiene instructions, and regular professional maintenance have
been demonstrated to significantly reduce the risk of tooth loss [11]. However, even among
patients who regularly undergo maintenance practices, there is a certain number of teeth
that undergo extraction. The level of compliance with maintenance [12], number of residual
teeth, their distribution between anterior and posterior areas [10,13], as well as the number
of non-vital teeth [14] have been proposed to determine the different rates of tooth loss in
patients regularly undergoing dental maintenance visits.
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In our previous study, we investigated the general risk factors for tooth loss in patients
undergoing mid-to long-term maintenance at a private Japanese general clinic [15]. Among
the considered factors (compliance, sex, age, smoking, diabetes, periodontal bone loss,
remaining teeth, and use of removable dentures), the number of remaining teeth at the start
of maintenance was a statistically significant factor for further tooth loss. Based on these
results, we decided to investigate the intrinsic oral factors that may play a role in tooth loss.
With the purpose of integrating the findings of our previous study, the aim of this study
was to examine only patients with a large number (≥25) of remaining teeth at the start of
maintenance, in order to identify specific risk factors for tooth loss. That is, in our previous
studies, which were aimed at defining risk factors for tooth loss under maintenance, the
number of remaining teeth in sample patients was wide (range 1 to 28). However, in the
current study, we only investigated patients with a large number (≥25) of teeth remaining
at the start of maintenance. This approach was chosen to exclude the confounding factor
of differential occlusal loads existing between patients with large and small number of
residual teeth and investigate other specific factors, like tooth vitality and their distribution
in the mouth.

2. Materials and Methods
2.1. Study Design and Patient Sampling

This retrospective cross-sectional study investigated data of 366 patients treated in a
Japanese private dental clinic by a general dentist (Hiroo Kawahara) between 2002 and 2011,
and who underwent regular maintenance in the same clinic. Written informed consent was
obtained from all participants. At the first visit, full-jaw radiography, photographs, and
periodontal examinations were performed. The baseline for observation was established
after the patients completed their active treatment (tooth extraction, restorative, endodontic,
and periodontal therapy) according to individual needs [16,17]. After this active phase
of treatment, patients were subjected to reevaluation of clinical parameters (see inclusion
criteria). This reassessment phase was used as the baseline for each patient. Education
about main oral diseases and associated risk factors was performed, and the importance
of their prevention was explained by the general dentist and hygienists. A personalized
maintenance protocol was defined based on the patient’s periodontal status at baseline.
Briefly, the maintenance protocol comprised periodical clinical examination, professional
dental hygiene, and application of fluoride, if needed. Specific interventions, such as tooth
extractions, restorations, and endodontic or prosthetic treatments, were performed during
maintenance if deemed appropriate by the dentist (Hiroo Kawahara).

All patients underwent the final evaluation at the end of 2016. The duration of
maintenance was determined from the baseline of each patient until the end of 2016. For
other details about the study design, please refer to the previous manuscript [15].

2.2. Inclusion Criteria

The following inclusion criteria were established at baseline:

(1) Number of teeth at baseline ≥25;
(2) <10% of sites with bleeding on probing;
(3) An overall plaque score <15%;
(4) <10% of sites with a probing depth of 4 mm;
(5) No defective restorations;
(6) No active dental caries.

Patients who did not to meet the criteria (2–6) were subjected again to active treatment
and reassessed. Patients who underwent implant treatment were excluded. Patients
selection process is represented in Figure 1.
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Figure 1. Flowchart of patients selection.

2.3. Variables and Data Collection

Clinical and radiologic records of the included patients were examined, and the
following data were collected: age at baseline, follow-up duration, remaining teeth at
baseline, number of non-vital teeth (teeth with non-vital dental pulp; e.g., endodontically
treated) in the premolar and molar regions, number of non-vital teeth in the anterior tooth
region, and number of occlusal units. The number of occlusal units was defined as follows:
any opposing pair of maxillary and mandibular teeth with the same tooth number was
counted as one occlusal unit, so that the maximum number of occlusal units in a 28-tooth
dentition was 14.

The variables, including the number of remaining teeth, number of non-vital teeth in the
premolar and molar region, number of non-vital teeth in the anterior region, and number of
occlusal units, were dichotomized based on the median number of data distributions.

2.4. Outcomes

The outcome evaluated at the final time point (end of 2016) was the total number
of teeth lost during the observational period. The cause of tooth extraction was decided
by the dentist and included root fracture, destructive dental caries, severe periodontal
impairment, apical lesions, or tooth extraction for convenience. The extraction of wisdom
and deciduous teeth was not considered in final calculation.

2.5. Statistical Analysis

Logistic regression analysis was performed to determine the relationships between
tooth loss and the following factors: remaining teeth at baseline, number of occlusal units at
baseline, number of anterior non-vital teeth, and number of non-vital teeth in the premolar
and molar regions at baseline. First, logistic regression analysis was performed for each
variable, and then multiple logistic regression analysis was performed. The variables at
baseline were selected to define the risk factors for tooth loss during maintenance. All
statistical analyses were performed using JMP version 14 (SAS Institute, Cary, NC, USA),
and a p-value < 0.05 indicated statistical significance. Mean values, standard deviations
(SD) and confidence intervals (CI) were reported.

2.6. Ethics Approval and Consent to Participate

This study was approved by the Clinical Research Ethics Review Committee of
Tokushima University Hospital (approval number: 3007-1. Patients’ right to privacy
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protection was respected, and written informed consent was obtained from all patients.
This study was conducted in accordance with the Declaration of Helsinki established by
the World Medical Association.

3. Results
3.1. Participants

A total of 366 patients were deemed eligible for inclusion in the study. Their summary
characteristics are listed in Table 1. The average observational period was 9.2 years (range
5 to 14). The distribution of observational periods is presented in Table 2.

Table 1. Characteristics of patients in this study.

Sample Size
(N)

Age at Baseline
(Years) Mean ± SD

Year from Baseline
(Years)

Mean ± SD

Remaining Teeth at
Baseline (No. of Teeth)

Mean ± SD

No. of Non-Vital Teeth in
the Premolar and Molar
regions (No. of Teeth)

Mean ± SD

No. of Non-Vital Teeth
in the Anterior Tooth

Regions (No. of Teeth)
Mean ± SD

No. of Occlusal
Units (N)

Mean ± SD

Total No. of
Teeth Lost

Tooth Loss/Year per
Patients (No. of

Teeth)

366 51.8 ± 7.9 9.2 ± 2.6 26.7 ± 1.1 1.5 ± 2.0 4.3 ± 3.4 13.5 ± 3.4 198 0.06

Table 2. Distribution of the observation periods.

Observation Period (Years) 5 6 7 8 9 10 11 12 13 14 Total

Number 40 59 35 50 58 31 28 23 19 23 366

3.2. Outcome Data

According to the investigated variables, most patients in the study sample (322/366)
had 0–8 non-vital teeth in the posterior region. The number of patients by number of
non-vital teeth in the premolar and molar regions is shown in Table 3.

Table 3. Number of patients by number of non-vital teeth in the premolar and molar regions.

Number of Non-Vital
Teeth in the Premolar

and Molar Areas
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 Total

Number of Patients 35 46 46 45 40 36 25 29 20 10 10 9 7 5 2 0 1 366

Nearly half (180/366) of the patients had no non-vital teeth in the anterior region. The
remaining patients had 1–10 non-vital teeth in the anterior region. Their distributions are
summarized in Table 4.

Table 4. Number of patients by number of non-vital teeth in the anterior tooth region.

Number of Non-Vital
Teeth in the Anterior

Tooth Area
0 1 2 3 4 5 6 7 8 9 10 11 12 Total

Number of patients 180 61 40 26 20 19 10 4 3 0 3 0 0 366

The majority of patients (245/366) had 14 occlusal surfaces. The minimum number of
occlusal surfaces was 10, which was detected in two patients. The other participants had
11–13 occlusal surfaces. The number of patients according to number of occlusal units is
shown in Table 5.
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Table 5. Number of patients by number of occlusal units.

Number of Occlusal Units 11 (4 + 7) 10 (5 + 5) 11 (5 + 6) 12 (5 + 7) 12 (6 + 6) 13 (6 + 7) 14 (7 + 7)

Number of patients 3 2 3 27 21 65 245

The numbers in parentheses indicate the rearmost occlusal unit sites on the left and right sides.

Over the observation period, 198 teeth were lost: 27 teeth were lost due to dental caries,
17 teeth were lost due to periodontal causes, 143 teeth were extracted for root fracture,
and 11 teeth were extracted for other causes. Other causes have been described in detail
in a previous paper. [15] characteristic study variables and association with tooth loss are
shown in Table 6.

Table 6. Relationships of study variables with tooth loss.

Sample Size (n)
Age at Baseline

(Years)
Mean ± SD

Year from
Baseline (Years)

Mean ± SD

Remaining Teeth at
Baseline (Teeth Number)

Mean ± SD

Tooth Loss (Teeth
Number)

Tooth Loss/Year
per Patients

(Teeth Number)

Logistic Regression Analyses

Odds Ratio
(95% CI) p-Value

Sex
Male 141 (38.5%) 51.8 ± 8.0 9.09 ± 2.7 26.6 ± 1.1 93 (47.0%) 0.07 0.69

(0.44–1.08)
0.10Female 225 (61.5%) 51.7 ± 7.9 9.19 ± 2.6 26.8 ± 1.1 105 (53.0%) 0.05

Age
40–54 230 (62.8%) 46.7 ± 4.4 9.2 ± 2.6 26.8 ± 1.1 113 (57.1%) 0.05 1.06

(0.67–1.66)
0.8155–69 136 (37.2%) 60.5 ± 3.9 9.1 ± 2.6 26.5 ± 1.1 85 (42.9%) 0.07

No. of remaining teeth
26–25 160 (43.7%) 53.0 ± 7.9 9.3 ± 2.5 25.5 ± 0.5 107 (54.0%) 0.07 0.64

(0.41–1.00)
0.0528–27 206 (56.3%) 50.8 ± 7.8 9.1 ± 2.7 27.6 ± 0.5 91 (46.0%) 0.05

No. of occlusal units
14 244 (66.7%) 50.5 ± 7.6 9.0 ± 2.6 27.2 ± 0.9 111 (56.1%) 0.05 1.97

(1.26–3.10)
0.003≤13 122 (33.3%) 54.5 ± 7.8 9.4 ± 2.6 25.6 ± 0.7 87 (43.6%) 0.08

No. of non-vital teeth in
the premolar and molar

regions

≤3 172 (47.0%) 51.5 ± 7.8 9.2 ± 2.6 26.9 ± 1.1 51 (25.8%) 0.03 3.31
(2.08–5.29)
≤0.001≥4 194 (53.0%) 52.1 ± 8.0 9.1 ± 2.6 26.5 ± 1.1 147 (74.2%) 0.08

No. of non-vital teeth in
the anterior tooth regions

0 180 (49.2%) 51.8 ± 7.7 9.4 ± 2.7 27.0 ± 1.1 91 (46.0%) 0.05 1.05
(0.68–1.62)

0.82≥1 186 (50.8%) 51.8 ± 8.1 8.9 ± 2.5 26.5 ± 1.1 107 (54.0%) 0.06

Logistic regression analysis was carried out for each variable. There were significant
differences between the following variables and the occurrence of tooth loss: remaining
teeth at baseline (p = 0.05), number of occlusal units at baseline (p = 0.03), and number of
non-vital teeth in the premolar and molar regions (p < 0.001) at baseline.

The results of multiple logistic regression analyses of the study variables with tooth
loss showed that the number of occlusal units and number of non-vital teeth in the premolar
and molar regions were significantly associated with a greater risk of tooth loss, with odds
ratios of 1.88 and 3.17, respectively (Table 7).

Table 7. Multiple logistic regression analyses of study variables with tooth loss.

Coefficient Standard Error χ2 Odds Ratio
(95% CI) p-Value

No. of remaining teeth
26–25

−0.08 0.30 0.07
1

0.79
28–27 0.92 (0.51–1.67)

No. of occlusal units
14

0.63 0.31 4.12
1

0.04
≤13 1.88 (1.02–3.48)

No. of non-vital teeth in the
premolar and molar regions

≤3
0.57 0.12 23.03

1
≤0.001

≥4 3.17 (1.98–5.09)

4. Discussion

In our previous study, various dental and general patient characteristics were inves-
tigated for their possible correlation with tooth loss in a cohort of patients undergoing
regular maintenance [15]. The results showed that the number of remaining teeth at the
start of maintenance was a statistically significant risk factor for further tooth loss. Based
on this evidence, we aimed to identify the causes of tooth loss in patients with a large
number of remaining teeth (≥25). Furthermore, it was hypothesized that, in addition
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to the number of remaining teeth, their distribution between the anterior and posterior
sectors of the mouth is important, since the chewing load on them is not the same. In
particular, we investigated whether the number of non-vital teeth in the anterior sector and
the premolar-molar sector correlated with tooth loss. In addition, an assessment was made
based on the number of occlusal surfaces available to the patients. Data analysis revealed
that the number of occlusal surfaces was strongly correlated with tooth loss. In particular,
patients with ≤13 occlusal surfaces had a greater probability of tooth loss than those with
14 occlusal surfaces, with an odds ratio of 1.88. To the best of our knowledge, few studies
investigated the influence of occlusal support to the tooth loss. Fushida et al. [13], examined
the role of posterior occlusal support in accelerating tooth loss, stating in their conclusions
a positive association between the two variables. Sato and collaborators [18] investigated
the relationship between occlusal support and tooth loss, finding that a major risk of tooth
loss occurs when the remaining number of occlusal contacts is between 5 and 9 sites.

It has been widely demonstrated in the literature that non-vital teeth are more prone
to fractures and subsequent tooth extraction [19]. A study by Suzuki et al. [14] showed
that the presence of >8 non-vital teeth was correlated with a greater loss of teeth during
maintenance. However, due to the wide range of remaining teeth in previously conducted
studies, the number of remaining teeth and other factors may have contributed to this. In
addition, the non-vital teeth were not divided into anterior and molars. In our study, the
range of the number of remaining teeth was narrow, and the anterior and posterior non-
vital teeth were distinguished for final evaluation. The results of our observations revealed
that the number of non-vital teeth in the premolar–molar region significantly correlates
with tooth loss, with an odds ratio of 3.17, for patients with ≥4 endodontically treated
teeth, compared to the group of patients with ≤3 non-vital posterior teeth. However, no
correlation was observed between tooth loss and the number of anterior non-vital teeth
(p = 0.82).

Regarding demographic characteristics, the cohort was represented by patients with a
mean age of 51.8 years at baseline, and comprised men (38.5%) and women (61.5%). Age
and sex were not correlated with tooth loss (p = 0.81, p = 0.10, respectively). The other results
regarding the role of compliance, general health status, smoking, and periodontal bone loss,
already presented and discussed in our previous study [15], were also confirmed for this
cohort. Briefly, most lost teeth were non-vital teeth and the most common cause of tooth
loss was tooth fracture. Other factors like smoking and diabetes were not significantly
correlated with tooth loss (p = 0.38 and p = 0.17, respectively). Regarding periodontal
status, the level of bone resorption was evaluated for each tooth and categorized in four
classes, subsequently dichotomized for statistical purpose. From statistical analysis no
correlation emerged between the level of periodontal bone resorption and tooth loss
(p = 0.37). Furcation exposure, observed in 96 patients (26%) was not related to tooth loss
(p = 0.71).

Regarding the generalizability of our results, two important considerations must be
made. First, patients were part of the private practice of a general dentist and the peri-
odontal status was healthy-to-moderate for most of the patient population. Few patients
had severe periodontitis. Second, all patients were on a maintenance program after being
properly instructed and informed about the importance of oral health prevention. A correct
use of appropriate tools for home hygiene was promoted [20]. For this reason, few teeth
were lost for periodontal reasons (8.5%). These conditions must be considered for the
generalizability of the results.

A limitation of this study concerns the lack of consideration of the cause of the loss
of devitalized teeth. That is, whether they were lost due to periapical infections or root
fractures has not been assessed. Furthermore, it was not part of the objectives of this study
to evaluate how non-vital teeth were reconstructed (with direct restorations or prosthetic
crowns), and we are aware that this factor could influence the survival of endodontically
treated teeth.
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The main strength of this study is the long follow-up period (range 5 to 14 years),
which allowed us to perform long-term evaluations. Nevertheless, further studies should
be conducted to confirm the obtained results and identify other specific risk factors that
predispose patients to tooth loss. Furthermore, periodontal status of the included teeth
should be considered more specifically, since it could play a big role in tooth stability,
resistance to chewing loads and tooth maintenance.

5. Conclusions

Considering all of the above reported facts, we conclude that the support of the
posterior dentition is important in preventing tooth loss in patients under maintenance.
Likewise, the greater the number of non-vital premolars and molars, the greater the
possibility of losing teeth in the medium to long term.

Author Contributions: Conceptualization: H.K. and Y.M.; data curation: H.K.; formal analysis:
H.K.; investigation: H.K.; methodology: H.K.; project administration: Y.M.; writing—original draft
preparation: H.K.; writing—review and editing: H.K., M.I., K.O., M.O. and Y.M. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was approved by the Clinical Research Ethics
Review Committee of Tokushima University Hospital (approval number: 3007-1). In this study, the
patients’ right to privacy protection was respected, and written informed consent was obtained from
all patients. This study was conducted in accordance with the Declaration of Helsinki established by
the World Medical Association.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Acknowledgments: The authors gratefully acknowledge the staff at Kawahara Dental Clinic, Tokushima,
Japan. Editorial support, in the form of medical writing, assembling tables, and creating high-
resolution images based on authors’ detailed directions, collating author comments, copyediting, fact
checking, and referencing, was provided by Editage, Cactus Communications.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Haworth, S.; Shungin, D.; Kwak, S.Y.; Kim, H.Y.; West, N.X.; Thomas, S.J.; Franks, P.W.; Timpson, N.J.; Shin, M.J.; Johansson,

I. Tooth loss is a complex measure of oral disease: Determinants and methodological considerations. Community Dent. Oral
Epidemiol. 2018, 46, 555–562. [CrossRef] [PubMed]

2. Gerritsen, A.E.; Allen, P.F.; Witter, D.J.; Bronkhorst, E.M.; Creugers, N.H. Tooth loss and oral health-related quality of life: A
systematic review and meta-analysis. Health Qual. Life Outcomes 2010, 8, 126. [CrossRef] [PubMed]

3. Marcenes, W.; Kassebaum, N.J.; Bernabé, E.; Flaxman, A.; Naghavi, M.; Lopez, A.; Murray, C.J. Global burden of oral conditions
in 1990-2010: A systematic analysis. J. Dent. Res. 2013, 92, 592–597. [CrossRef] [PubMed]

4. Ravald, N.; Johansson, C.S. Tooth loss in periodontally treated patients: A long-term study of periodontal disease and root caries.
J. Clin. Periodontol. 2012, 39, 73–79. [CrossRef] [PubMed]

5. Stadler, A.F.; Mendez, M.; Oppermann, R.V.; Gomes, S.C. Tooth Loss in Patients under Periodontal Maintenance in a Private
Practice: A Retrospective Study. Braz. Dent. J. 2017, 28, 440–446. [CrossRef] [PubMed]

6. Passarelli, P.C.; Pagnoni, S.; Piccirillo, G.B.; Desantis, V.; Benegiamo, M.; Liguori, A.; Papa, R.; Papi, P.; Pompa, G.; D’Addona,
A. Reasons for Tooth Extractions and Related Risk Factors in Adult Patients: A Cohort Study. Int J. Environ. Res. Public Health
2020, 17, 2575. [CrossRef] [PubMed]

7. Ravidà, A.; Troiano, G.; Qazi, M.; Saleh, M.H.A.; Saleh, I.; Borgnakke, W.S.; Wang, H.L. Dose-dependent effect of smoking and
smoking cessation on periodontitis-related tooth loss during 10–47 years periodontal maintenance—A retrospective study in
compliant cohort. J. Clin. Periodontol. 2020, 47, 1132–1143. [CrossRef] [PubMed]

8. Barbato, P.R.; Peres, K.G. Contextual socioeconomic determinants of tooth loss in adults and elderly: A systematic review. Rev.
Bras. Epidemiol. 2015, 18, 357–371. [CrossRef] [PubMed]

9. Saito, M.; Shimazaki, Y.; Fukai, K.; Furuta, M.; Aida, J.; Ando, Y.; Miyazaki, H.; Kambara, M. Risk factors for tooth loss in adult
Japanese dental patients: 8020 Promotion Foundation Study. J. Investig. Clin. Dent. 2019, 10, e12392. [CrossRef] [PubMed]

10. Gomes Filho, V.V.; Gondinho, B.V.C.; Silva-Junior, M.F.; Cavalcante, D.F.B.; Bulgareli, J.V.; Sousa, M.; Frias, A.C.; Batista, M.J.;
Pereira, A.C. Tooth loss in adults: Factors associated with the position and number of lost teeth. Rev. Saude Publica 2019, 53, 105.
[PubMed]

http://doi.org/10.1111/cdoe.12391
http://www.ncbi.nlm.nih.gov/pubmed/29956852
http://doi.org/10.1186/1477-7525-8-126
http://www.ncbi.nlm.nih.gov/pubmed/21050499
http://doi.org/10.1177/0022034513490168
http://www.ncbi.nlm.nih.gov/pubmed/23720570
http://doi.org/10.1111/j.1600-051X.2011.01811.x
http://www.ncbi.nlm.nih.gov/pubmed/22093022
http://doi.org/10.1590/0103-6440201701476
http://www.ncbi.nlm.nih.gov/pubmed/29160395
http://doi.org/10.3390/ijerph17072575
http://www.ncbi.nlm.nih.gov/pubmed/32283707
http://doi.org/10.1111/jcpe.13336
http://www.ncbi.nlm.nih.gov/pubmed/32593185
http://doi.org/10.1590/1980-5497201500020006
http://www.ncbi.nlm.nih.gov/pubmed/26083508
http://doi.org/10.1111/jicd.12392
http://www.ncbi.nlm.nih.gov/pubmed/30680956
http://www.ncbi.nlm.nih.gov/pubmed/31826174


Int. J. Environ. Res. Public Health 2021, 18, 7174 8 of 8

11. Saito, M.; Shimazaki, Y.; Fukai, K.; Furuta, M.; Aida, J.; Ando, Y.; Miyazaki, H.; Kambara, M. A multilevel analysis of the
importance of oral health instructions for preventing tooth loss: The 8020 Promotion Foundation Study of Japanese Dental
Patients. BMC Oral Health 2020, 20, 328. [CrossRef] [PubMed]

12. Yoshino, K.; Ito, K.; Kuroda, M.; Sugihara, N. Tooth Loss in Problem-oriented, Irregular, and Regular Attenders at Dental Offices.
Bull. Tokyo Dent. Coll. 2016, 57, 11–19. [CrossRef] [PubMed]

13. Fushida, S.; Kosaka, T.; Kida, M.; Kokubo, Y.; Watanabe, M.; Higashiyama, A.; Miyamoto, Y.; Ono, T.; Ikebe, K. Decrease in
posterior occlusal support area can accelerate tooth loss: The Suita study. J. Prosthodont. Res. 2020. [CrossRef] [PubMed]

14. Suzuki, S.; Yoshino, K.; Takayanagi, A.; Sugiyama, S.; Okamoto, M.; Tanaka, M.; Ishizuka, Y.; Satou, R.; Onose, Y.; Kamijo, H.; et al.
Number of Non-vital Teeth as Indicator of Tooth Loss during 10-year Maintenance: A Retrospective Study. Bull. Tokyo Dent. Coll
2017, 58, 223–230. [CrossRef] [PubMed]

15. Kawahara, H.; Inoue, M.; Okura, K.; Oshima, M.; Matsuka, Y. Risk Factors for Tooth Loss in Patients Undergoing Mid-Long-Term
Maintenance: A Retrospective Study. Int. J. Environ. Res. Public Health 2020, 17, 6258. [CrossRef] [PubMed]

16. Bratthall, D.; Hänsel Petersson, G. Cariogram—A multifactorial risk assessment model for a multifactorial disease. Community
Dent. Oral Epidemiol. 2005, 33, 256–264. [CrossRef] [PubMed]

17. Page, R.C.; Martin, J.A.; Loeb, C.F. The Oral Health Information Suite (OHIS): Its use in the management of periodontal disease. J.
Dent. Educ. 2005, 69, 509–520. [CrossRef] [PubMed]

18. Sato, N.; Ono, T.; Kon, H.; Sakurai, N.; Kohno, S.; Yoshihara, A.; Miyazaki, H. Ten-year longitudinal study on the state of dentition
and subjective masticatory ability in community-dwelling elderly people. J. Prosthodont. Res. 2016, 60, 177–184. [CrossRef]
[PubMed]

19. Caplan, D.J.; Cai, J.; Yin, G.; White, B.A. Root canal filled versus non-root canal filled teeth: A retrospective comparison of survival
times. J. Public Health Dent. 2005, 65, 90–96. [CrossRef] [PubMed]

20. Preda, C.; Butera, A.; Pelle, S.; Pautasso, E.; Chiesa, A.; Esposito, F.; Oldoini, G.; Scribante, A.; Genovesi, A.M.; Cosola, S. The
Efficacy of Powered Oscillating Heads vs. Powered Sonic Action Heads Toothbrushes to Maintain Periodontal and Peri-Implant
Health: A Narrative Review. Int. J. Environ. Res. Public Health 2021, 18, 1468. [CrossRef] [PubMed]

http://doi.org/10.1186/s12903-020-01319-9
http://www.ncbi.nlm.nih.gov/pubmed/33208119
http://doi.org/10.2209/tdcpublication.57.11
http://www.ncbi.nlm.nih.gov/pubmed/26961332
http://doi.org/10.2186/jpr.JPR_D_20_00005
http://www.ncbi.nlm.nih.gov/pubmed/33177306
http://doi.org/10.2209/tdcpublication.2016-0044
http://www.ncbi.nlm.nih.gov/pubmed/29269716
http://doi.org/10.3390/ijerph17176258
http://www.ncbi.nlm.nih.gov/pubmed/32867387
http://doi.org/10.1111/j.1600-0528.2005.00233.x
http://www.ncbi.nlm.nih.gov/pubmed/16008632
http://doi.org/10.1002/j.0022-0337.2005.69.5.tb03939.x
http://www.ncbi.nlm.nih.gov/pubmed/15897333
http://doi.org/10.1016/j.jpor.2015.12.008
http://www.ncbi.nlm.nih.gov/pubmed/26787533
http://doi.org/10.1111/j.1752-7325.2005.tb02792.x
http://www.ncbi.nlm.nih.gov/pubmed/15929546
http://doi.org/10.3390/ijerph18041468
http://www.ncbi.nlm.nih.gov/pubmed/33557327

	Introduction 
	Materials and Methods 
	Study Design and Patient Sampling 
	Inclusion Criteria 
	Variables and Data Collection 
	Outcomes 
	Statistical Analysis 
	Ethics Approval and Consent to Participate 

	Results 
	Participants 
	Outcome Data 

	Discussion 
	Conclusions 
	References

