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Dental Implants in Reconstructed Jaws: 
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Purpose: To evaluate the quality-of-life aspect of treatment outcome following functional jaw recon-
struction and dental implants in the maxilla or mandible. Materials and Methods: This cross-sectional
study used a questionnaire interview of 28 rehabilitated patients who received autogenous bone grafts
from the ilium and endosseous implants (14 maxillary and 14 mandibular cases; 134 implants) for
functional jaw reconstruction between 1988 and 1999. A questionnaire was developed to assess the
quality-of-life outcome for those patients who had finished their rehabilitation at least 6 months prior
to the interview. Responses to the questions were recorded by means of visual analog scales. Results:
In general, patients gave positive comments on the restoration of their orofacial appearance and func-
tion (mastication and speech). The majority (85.7%) found no problem in various daily social activities,
including dining in public. Discussion: The overall level of satisfaction with the treatment outcome and
the degree of recommendation of the treatment to others were both favorable (mean scores 8.6 and
8.7 out of 10, respectively). Conclusion: Oral rehabilitation using functional jaw reconstruction can
reach a satisfactory level of esthetics, function, and psychosocial well being of patients, thus improv-
ing their quality of life. (INT J ORAL MAXILLOFAC IMPLANTS 2003;18:127–134)
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Ablative surgery of the jaws can result in signifi-
cant cosmetic deformity, functional impair-

ment, and psychologic sequelae to the patient.
Because of the mutilating and incapacitating nature
of the surgical defect, reconstruction of the maxilla
and mandible remains a challenge to the surgical
team. Over the past few decades, advances in a vari-
ety of surgical sciences have revolutionized surgical
reconstruction of the oral and maxillofacial region.1

The state-of-art reconstruction is to restore the
structural integrity of maxillary and mandibular
defects, including an alveolar ridge of appropriate
dimension and form. Rehabilitation of oral function
can be accomplished with the placement of

endosseous implants to support dental prostheses
with improved stability and retention. This concept
of reconstruction of lost tissues to allow restoration
of the associated functions of the upper aerodiges-
tive tract, such as mastication, speech, and swallow-
ing, is known as functional reconstruction2; satisfactory
results have been published in a number of case
reports and clinical studies.2–6

Evaluations of treatment outcomes by surgeons
do not necessarily correspond to patients’ own judg-
ment. This is because in most instances, patients are
mostly concerned with factors such as comfort,
function, and esthetics. When a patient’s level of
expectation of the treatment outcome is not
reached, unfavorable emotional responses such as
worry, anxiety, diminished self-esteem, and introver-
sion can arise and directly affect daily functions and
social activities, such that ultimately, their quality of
life will be affected.7–9 Unfortunately, many clini-
cians have remarked on the difficulty and confusion
they felt when asked to deal with the measurement
of parameters associated with patient quality of life,
which has been largely ignored to date.10
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The importance of quality-of-life measurement is
gaining increasing awareness. In 1993, the World
Health Organization defined “quality of life” as “an
individual’s perception of his position in life in the
context of the culture and value systems in which he
lives and in relation to his goals, expectations, stan-
dards, and concerns.”11 Within the same year, in
defining the outcomes of cancer treatment for the
assessment of technology and development of treat-
ment guidelines, the Outcomes Working Group of
the American Society of Clinical Oncology ascer-
tained quality of life as an important patient outcome
of cancer treatment and elucidated its physical, psy-
chologic, social, and global dimensions.12 In the con-
text of surgical practice, the quality of life considers
the psychosocial impact of treatment, whether posi-
tive or negative, on certain dimensions of the
patient’s life. Its measurement can enhance the
assessment of the patient’s health status and is useful
in the appraisal of the therapeutic interventions.13

Researchers and clinicians are now more ready to
include quality of life as a measurement parameter in
their studies. While “quality of life” has been a sepa-
rate keyword heading in the Index Medicus for more
than 20 years, the number of articles categorized
under it continues to increase every year. From 1994
to 1997, almost 9,800 published articles were con-
cerned with this concept.14 In oral and maxillofacial
surgery, head and neck oncology has been among the
few subjects presenting studies on quality-of-life
aspects of patient treatment since the early 1980s.14–16

While jaw ablation itself has a profound psycho-
logic impact on patients, rehabilitation after jaw
reconstruction also requires both functional and
psychosocial adaptation by the patients. However,
at present, most data on the outcomes of functional
jaw reconstruction are concerned with its technical
and clinical dimensions. To the authors’ knowledge,
there is no specific study on patients’ perception of
the functional or psychosocial benefits or the other
outcomes of this form of treatment.

The present study aims to establish some reliable
and valid patient-based evidence of treatment out-
come using dental implants in reconstructed jaws
following ablative surgery. Furthermore, it is the
intention of this study to understand the effect of
functional jaw reconstruction on patients’ quality of
life, to obtain some baseline data about the psy-
chosocial impact of jaw ablation and reconstruction
on the patients, and to assist in the development of
success criteria for reconstructive jaw surgery.

MATERIALS AND METHODS

The clinical records of all patients under the care of
the Discipline of Oral and Maxillofacial Surgery, Fac-
ulty of Dentistry, University of Hong Kong, who had
been treated with osseointegrated implants between
the years 1988 and 1999 were reviewed. All subjects
who received functional reconstruction of the maxilla
or mandible after jaw resection were identified for
assessment. They were then contacted by phone and
invited to attend a scheduled appointment.

Reconstruction Protocol
After surgical resection, primary or secondary recon-
struction of the maxilla or mandible was performed
with an autogenous bone graft harvested from the
ilium with the inclusion of allogenic (such as bone
morphogenetic protein) and/or alloplastic (such as
Dacron [Osteo-mech, Xomed, Jacksonville, FL] or
titanium mesh tray) grafting.2 Adjunctive procedures
were done when indicated; this included the harvest-
ing of intraoral local flaps (the buccal fat pad or
palatal flap) or extraoral regional flaps (the tempo-
ralis or pectoralis major muscle flap) for soft tissue
coverage of the osseous graft complex and nerve
reconstruction with sural nerve or greater auricular
nerve graft. Reconstruction was finally accomplished
with the subsequent placement of osseointegrated
implants for the support of fixed prostheses or over-
dentures. Where necessary, pre-implant surgical
procedures, such as osteotomy, vestibuloplasty, or
mucosal grafting, were performed.

Methods
Development of Questionnaire. After a comprehensive
review of the existing literature on the reporting or
measurement of patients’ responses to rehabilitation
after ablative jaw surgery, a list of constructs to be
studied was prepared (Table 1). Despite the availability
of a number of measuring tools,17,18 it was decided to
develop a questionnaire specifically for Asian patients,
who have special cultural habits and beliefs deemed to
be different from those of Western patients. 

Table 1 Areas of Quality-of-Life Domain in the
Questionnaire

Domain No. of questions included

Comfort 3
Function 3
Sense of belonging 1
Esthetics 1
Self-image 1
Social well-being 1
Satisfaction 2
Total 12
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The design of the questionnaire was meant to be
brief and easy to understand and complete. It pro-
vided for the recording of concise demographic data
followed by 12 questions to evaluate the respondent’s
subjective feelings on various perspectives (Fig 1).
The questionnaire was drafted in English and trans-
lated into Chinese for completion by the partici-
pants. Responses to most questions were recorded by
visual analog scales. Each scale consisted of a 10-cm
line representing a spectrum of feeling from zero to
the top end of the scale. Each participant completed
a questionnaire under supervision.

Exclusion Criteria. Patients at less than 6 months
after rehabilitation incorporating a functional
implant-supported prosthesis and those who pre-
sented with psychologic contraindications to a ques-
tionnaire study, as suggested by Bloomberg,19 were
excluded from the study. The latter may include
psychotic or neurotic syndromes, presenile demen-
tia, syndromes of cerebral lesions, and alcohol or
drug abuse. 

Statistical Analysis. All data were entered into
the computer and analysis was carried out using the
software InStatTM (Version 3.0, GraphPad Soft-
ware, San Diego, CA) in Windows 98 (Microsoft,
Redmond, WA). Descriptive statistics of the study
sample were made. Differences between opposite
gender or between relevant groups were tested by
Wilcoxon rank sum test for different categorical
variables. Correlation analysis between parameters
was performed with linear regression (regression
coefficient r) or the Student t test, as indicated. The
statistical significance level was set at 5%. 

RESULTS 

From January 1988 to December 1999, a total of 46
cases of maxillary and mandibular reconstruction
followed by placement of dental implants were
identified (Table 2). Twenty-eight patients who
were at 6 months or more after rehabilitation were
eventually included in the questionnaire study.

Demographic Data of Participants
Among the 28 patients, there were 17 men and 11
women. The male-to-female ratio was 1.55:1. The
age of the patients ranged from 14 to 66 years
(mean 35.8 ± 14.7 years, median 34.0 years) and the
largest group of patients was between 21 and 30
years. All patients were ethnic Chinese. About two
thirds of the participants (64.2%) had a full-time or
part-time job and 25.0% were the primary financial
supporters of their families.

Surgical Data
Among the 28 patients, the number of maxillary and
mandibular reconstructions was equal. There were
16 primary and 12 secondary reconstructions. All
patients received non-vascularized autogenous bone
grafts, with 23 subjects (82.1%) receiving a titanium
mesh tray and the remaining 5 (17.9%) involving
Dacron tray reconstruction. In all patients, bone
was harvested from the ilium. Odontogenic tumors
(64.3%) were the most prevalent pathology;  among
these, there were 13 cases of ameloblastoma

1. How stable is the existing implant-supported prosthesis
inside your mouth?

2. To what extent can you chew as freely as you like?
3. The following are food examples requiring different

chewing effort. Which of them will you avoid because of
chewing difficulty? (eg, nuts, meat, vegetables, fish, etc) 

4. How is your speech quality now when compared with
that before treatment?

5. Is the implant-supported prosthesis giving you any pain
or discomfort?

6. If you answer to question 5 is “Yes,” what is the degree?
7. To what extent do you feel that the reconstructed jaw-

bone and implant-supported prosthesis inside your
mouth to be a part of your body?

8. To what extent is you facial appearance restored or
improved by the reconstructed jawbone and the implant-
supported prosthesis?

9. How will you grade your self-image in relation to the fol-
lowing different time periods during the course of treat-
ment?

10. Currently, do you feel mentally comfortable or confident
to take part in the following family/social activities?

11. Suppose one of your relatives requires similar treat-
ment and asks for your opinion before the operation.
What degree of recommendation will you give?

12. In general, what is the degree of satisfaction of the pre-
sent treatment outcome of the reconstructed jawbone
with its implant-supported prosthesis?

Fig 1 List of questions posed to study participants.

Table 2 Profile of Functional Reconstruction
Patients

Status No. of patients

Rehabilitation completed
6 months or more* 28
Less than 6 months 1
Not interested in study 3

Treatment in progress 4
(pending stage 2 implant surgery)
Failed case 4
Residing outside Hong Kong 3
Deceased/lost contact 3
Total 46

*Participated in study.
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(72.2%), 3 myxoma cases (16.6%), 1 case of
ameloblastic fibro-odontoma (5.6%), and 1 adeno-
matoid odontogenic tumor (5.6%). Nerve recon-
struction using micro-anastomosis was performed
in 21.4% of the patients, and 60.7% of patients
received additional pre-implant surgeries. 

Implant and Prosthodontic Data
A total of 134 implants were placed in the 28 patients,
and the mean duration after reconstruction for stage 1
implant surgery was 13.2 months (range, 6 to 38
months). Three implant systems were used: the
Brånemark System (Nobel Biocare, Göteborg, Swe-
den); the IMZ System (Interpore International, Irvine,
CA); and the Calcitek System (Sulzer, Carlsbad, CA).
Table 3 summarizes the distribution and outcomes of
the different systems of implants placed. The mean
duration of uncovering of the implants after place-
ment was 6.6 months (range, 5 to 9 months). Osseoin-
tegration was found to be clinically and radiographi-
cally achieved in 95.6% of the 134 implants placed. If
the 7 non-functional implants were considered as fail-
ures, the survival rate became 90.3%.

Of the 28 prostheses, 23 were fixed prostheses
and 5 were overdentures. The mean time in func-
tion for the prostheses was 50 months (range, 14 to
103 months). Regarding the opposing occlusion,
natural teeth were found in 67.9% of subjects, and
the remaining 32.1% presented with removable or
fixed prostheses. 

The Questionnaire 
Table 4 summarizes the average scores of the 28
patients for various parameters. In general, most
parameters were given a score of 8.0 or above (out
of 10); and comparatively, the reconstructed jaw
gained a higher score from the patients than the
implant-supported prosthesis, in terms of both the
sense of being a part of the body (8.4 versus 6.7) and
esthetics (8.0 versus 7.2).

Food Consistency. Nine subjects (4 men and 5
women, 5 maxillae and 4 mandibles; 32.1% of sub-
jects overall) claimed no limitation in the consis-
tency of food they could take. Nuts were found to
be difficult for 28 subjects (46.4%) and this was fol-
lowed by meat (17.9%). 

Discomfort. Eight subjects (3 men and 5 women,
1 maxilla and 7 mandibles; 28.6% of subjects over-
all) claimed some degree of discomfort from the
existing prosthesis. The average score of these 8
subjects was 3.7 (range 1.0 to 5.8).

Social Well-being. The majority of questionnaire
respondents (85.7%) found no problem with adapta-
tion to the various social circumstances described in
the questionnaire. For the remaining 4 respondents,
Table 5 illustrates the situations that caused psy-
chosocial difficulty for these patients. Accordingly,
attending parties and banquets caused disturbance
to most of them.

Gender, Age, and Jaw Differences. Analyses of
results between the male and female respondents, as

Table 3 Outcomes with Dental Implant Systems Used

Implant No. of Implants Implants Nonfunctioning
system patients (%) osseointegrated (%) failed (%) implants (%) Total

Brånemark 10 (39.3) 44 (95.7) 2 (4.3) 1 (2.1) 46
IMZ 14 (50.0) 67 (97.1) 2 (2.9) 5 (7.2) 69
Calcitek 4 (10.7) 17 (89.5) 2 (10.5) 1 (5.3) 19
Total 28 128 (95.6) 6 (4.5) 7 (5.2) 134

Table 4 Summary of Scores on Different 
Parameters

Score

Parameter Mean Range

Freedom of chewing 8.3 ± 1.5 4.7–10.0
Speech 8.2 ± 2.0 2.9–10.0
Stability of prosthesis 8.3 ± 2.0 1.7–10.0
Sense of body part (jaw) 8.4 ± 1.6 4.9–10.0
Sense of body part (prosthesis) 6.7 ± 2.9 0.3–10.0
Esthetics (jaw) 8.0 ± 2.1 2.4–10.0
Esthetics (prosthesis) 7.2 ± 2.8 0.1–10.0
Recommendation 8.7 ± 2.2 0.1–10.0
Satisfaction 8.6 ± 1.9 2.7–10.0

Table 5 Situations that Presented 
Psychosocial Difficulties for 4 Respondents

Circumstances No. of responses*

Home dining with family 0
Gathering with relatives and friends 1
Getting along with working associates 1
Entertainment in the streets 1
Dining with relatives and friends 2
Attending parties and banquets 3

*Respondents who said that these situations did present difficulties
for them.
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well as the maxillary and mandibular cases, are sum-
marized in Tables 6 and 7. No significant difference
was revealed with regard to gender or maxilla versus
mandible, except regarding the stability of the pros-
thesis, where female respondents gave higher scores
than the male subjects (9.1 versus 7.8, P < .05). 

The scores of the different parameters were fur-
ther analyzed in relation to the ages of the patients
using regression analysis. None of these analyses
revealed a significant result (Table 8). 

DISCUSSION

The present study was conceived to explore and
develop a proper instrument to describe the treat-
ment outcome of patients following functional jaw
reconstruction with regard to their quality of life.
Currently, assessment of the quality of life has
become an essential consideration in evaluation of
the effects of a disease and its treatment outcome.
However, the majority of the literature has been

Table 7 Analysis of Scores Based on Maxillary and 
Mandibular Jaws

Mean score

Parameter Maxilla Mandible P value*

Freedom of chewing 8.9 ± 1.0 7.7 ± 1.8 > .05
Speech 8.5 ± 1.9 8.0 ± 2.1 > .5
Stability of prosthesis 8.4 ± 2.1 8.2 ± 1.3 < .5
Sense of body part (jaw) 8.8 ± 1.4 8.0 ± 1.7 > .1
Sense of body part (prosthesis) 7.9 ± 1.8 5.5 ± 3.4 > .05
Esthetics (jaw) 8.0 ± 2.3 7.9 ± 1.8 > .1
Esthetics (prosthesis) 7.2 ± 3.2 7.3 ± 2.5 > .5
Recommendation 9.1 ± 1.2 8.5 ± 2.9 > .5
Satisfaction 9.0 ± 1.2 8.2 ± 2.3 > .5

*All non-significant, Mann-Whitney U test.

Table 8 Correlation analysis of Scores and Patient Ages

Regression coefficient

Parameter r r2 P value*

Freedom of chewing –0.1879 0.0353 > .1
Speech 0.0879 0.0077 > .5
Stability of prosthesis –0.2122 0.0450 > .1
Sense of body part (jaw) –0.2306 0.0532 > .1
Sense of body part (prosthesis) –0.3340 0.1116 > .05
Esthetics (jaw) –0.1258 0.0158 > .5
Esthetics (prosthesis) 0.0856 0.0073 > .5
Recommendation –0.1568 0.0246 > .1
Satisfaction –0.3118 0.0972 > .1

*All non-significant.

Table 6 Analysis of Scores Based on Gender

Mean score

Parameter Male Female P value

Freedom of chewing 8.1 ± 1.4 8.6 ± 1.9 > .1
Speech 7.9 ± 2.1 8.7 ± 1.9 > .05
Stability of prosthesis 7.8 ± 2.2 9.1 ± 1.3 < .05*
Sense of body part (jaw) 8.4 ± 1.3 8.4 ± 1.9 > .1
Sense of body part (prosthesis) 7.2 ± 2.7 6.0 ± 3.3 > .1
Esthetics (jaw) 7.6 ± 2.3 8.5 ± 1.5 > .1
Esthetics (prosthesis) 7.0 ± 3.0 7.6 ± 2.6 > .5
Recommendation 8.6 ± 2.4 9.0 ± 1.9 > .1
Satisfaction 8.8 ± 1.6 8.4 ± 2.3 > .5

*Statistically significant, Mann-Whitney U test.



associated with life quality following cancer resec-
tion, rather than the outcome of surgical rehabilita-
tion.14 In a recent pertinent review on measuring
tools of quality of life, Sloan and coworkers20 sug-
gested that the current instruments for patients with
maxillofacial implant-supported prostheses were
insufficiently targeted and developed. They have
been criticized for lack of questions specific to the
particular problems of a disease or condition. 

Because existing information on the psychosocial
aspects of patients following functional jaw recon-
struction is limited and empirical, a specific question-
naire was designed for the current study to obtain
baseline data and identify areas of interest and con-
cern associated with the rehabilitated patients. The
questions in the questionnaire were formulated after
surveying the related literature. After the question-
naire was drafted, it was given to a few professional
and non-professional associates of the authors for
pre-testing. Any ambiguous questions were identified
and amended. These ensured the inclusion of various
health dimensions that were expected to be found in
a quality-of-life questionnaire, as advocated.13,21 They
include physical, psychologic, social, and perfor-
mance status of the patient. Additionally, a visual ana-
log scale was used in the questionnaire to record
patient responses to the parameter assessed. When
compared with categorical grading (such as “very
much,” “somewhat,” “a little,” or “not at all”), the
visual analog scale can give a greater degree of differ-
entiation in scoring, and a number of authors have
substantiated the reliability and accuracy of data
obtained from such self-rating scales.22,23

The study sample of 28 patients may seem small
for a quality-of-life assessment study. However, it
should be noted that each patient received a series of
operations, including jaw resection, reconstruction,
implant surgery in 2 stages, and vestibuloplasty,
before they could be included in the sample. So each
patient was exceptional in reaching the criteria for
inclusion, even in large reconstructive surgical cen-
ters. A proportion of dropouts was to be expected
because of death, failure to make contact, and
unwillingness to come for evaluation. Moreover,
patients who had completed their surgical-prostho-
dontic rehabilitation less than 6 months before the
study began were not included in the study. In any
case, after half a year, any initial enthusiasm proba-
bly would have disappeared. Thus, the response
obtained, whether positive or negative, should be a
reflection of the stable opinion and experience of the
respondents after “living” with their reconstructed
jaws and implant-supported prostheses for a reason-
able period. This criterion was believed to enhance
the reliability of the data obtained.

The profile of the studied patient population was
quite different from most published series in the
existing literature. In the present study, the patho-
logic spectrum was principally associated with
locally aggressive odontogenic tumors. Resection of
the afflicted maxillofacial area mainly involved the
loss of osseous and dental structures with less exten-
sive soft tissue sacrifice. Since the degree and loca-
tion of soft tissue resection can have a significant
impact on postoperative oropharyngeal functions,24

to some extent, this also has an effect on the func-
tional outcome of the patients after treatment.

The ability to chew and enjoy food after jaw abla-
tion can have profound implications for lifestyle and
social interactions, particularly for Chinese. Loss of
eating abilities may lead to depression and frustra-
tion. In a study of the postsurgical morbidity of 50
patients following major head and neck surgery,
Vaughan reported that 80% of a patient population
experienced difficulty with mastication and salivary
control.25 These problems were felt to be contribu-
tory factors in preventing normal social adaptation
and return to a normal occupation. In assessing a
sample of 181 head and neck cancer patients at 4
years after operation, List and coworkers found that
only one third of them were willing to dine in pub-
lic.26 Incapacitating problems encountered by the
patients included increased eating time, untidy food
manipulation and consumption, the need for special
food preparation, and oral incontinence. Finlay stated
that lack of ability to chew and enjoy food, whether at
home with family or in public with friends, is a factor
in the development and progression of depression.27

Patients feel uneasy or even unwilling to dine in pub-
lic because they are afraid of causing embarrassment
to themselves or their friends. The majority of the 28
subjects (89.3%) in this study experienced no diffi-
culty with participation in social activities that
involved eating in public, namely dining with friends
and relatives or attending parties and banquets.
While the study population reported a reasonable
degree of chewing freedom (mean score 8.3), the
majority (82.1%) could take different varieties of
food, including meat and vegetables. These are com-
mon ingredients of the daily diet and can add nutri-
tion and pleasure to the process of food intake.

It is believed that when speech and verbalization
are involved, the issues relating to the quality of life
can be quite dramatic, especially for those patients
who have undergone radical resection involving glos-
sectomy or total laryngectomy.28 Chaturvedi and col-
leagues remarked that the loss of ability to control
speech could lead to tension and frustration.29 Accord-
ingly, speech can serve an emotional function in main-
tenance of psychologic equilibrium during periods of
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acute stress. Furthermore, postoperative interactions
tend to become limited quantitatively. Thus, the abili-
ties and opportunities of patients to express them-
selves, such as their intrinsic feeling or fear, might be
restricted, and this could lead to frustration.

One factor that may affect both masticatory and
speech functions is the lack of tongue mobility after
surgery. This is particularly evident in patients hav-
ing resective surgery involving the anterior
mandible and the floor of the mouth. Even in the
presence of a well-restored dentition or well-fabri-
cated implant-supported prosthesis, these patients
may still complain of inefficient mastication or
unclear speech.27 During reconstruction, considera-
tion should be given to optimize the functional
capacity of the residual tongue. 

The reconstructed jaws and implant prostheses
were “well-accepted” as “part of themselves” by
most patients in this study. Such a positive attitude
toward implant-supported prostheses has been well-
documented in the literature among edentulous
patients.18,19,30 To some extent, this was an indirect
indication of a successful treatment outcome: when
patients considered the reconstructed jaws and den-
titions as an integral part of their bodies, they
implied that they would feel more confident in daily
situations, leading to further improvement in their
quality of life. The 28 patients generally gave
higher scores to the reconstructed jaws than the
implant-supported prostheses (8.4 versus 6.7) in this
study. This may be related to the fact that the jaw-
bone has a direct influence on orofacial contour,
and the psychologic impact of jaw ablation is
greater than the loss of teeth. 

The overall satisfaction with the treatment out-
come in this study was considered good (mean score
of 8.6 out of 10). The satisfaction level of the 28
patients might be further revealed by their willing-
ness to recommend the procedure to others requir-
ing similar treatment (mean score 8.7). While these
findings did substantiate the pervasive advantages
and patient acceptance of functional jaw reconstruc-
tion, it is possible that the cultural characteristics of
courtesy among the Chinese people and the close
relationship between the patient and clinician might
have prompted the patients to give more favorable
responses to the questions. Additionally, most of
those who consented to participate in the study
were the most satisfied of the patients who had
received the treatment. Nevertheless, while it is dif-
ficult to determine the tendency of any volunteering
participants to be biased, it has to be admitted that
in general, the responses to the questions were posi-
tive and appeared to correspond to a satisfactory
treatment outcome. 

The results revealed no difference in treatment
outcome between the men and women or between
the maxillary and mandibular cases, except that the
female subjects gave generally higher scores to the
stability of the implant-supported prosthesis than
the males (9.1 versus 7.8, P < .05; Table 6). One
possible explanation may be related to a greater
degree of intraoral proprioception among the
female subjects. An alternative reason may be
related to the differences in dietary habit between
the different genders. Broadly speaking, women
tend to have greater awareness and concern relative
to their orofacial health status and are more ready
to restrict themselves from unfavorable dietary fac-
tors when needed. 

Analysis of the data demonstrated no age differ-
ence in the treatment outcome. It is generally
believed that with advancing age, there is a progres-
sive reduction in the success rate of the functional
level that can be achieved, and age-related impair-
ment in myodynamics and proprioceptive adapta-
tion may be contributing factors.31 The findings in
relation to age difference may also be the result of
the small sample size of the elder age group (5 sub-
jects within the range 51 to 70 years). A study of a
larger sample size with relatively more elderly
patients would be useful to clarify this factor. 

CONCLUSION

The present study revealed that in general, the
patients demonstrated positive results when assess-
ing their quality-of-life outcomes after functional
jaw reconstruction. The majority of patients felt
comfortable with their daily living and variety of
common social activities. Their own evaluation of
the esthetic and functional status was reasonable.
The overall satisfaction level of the patients with
the treatment outcome was high. Based on patients’
own evaluation, oral rehabilitation using functional
jaw reconstruction achieved not only a satisfactory
level of esthetics and function in this patient popu-
lation but also the psychosocial well-being of the
patients, thus improving their quality of life. 
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