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RESUMO

Considerando o crescente interesse pelas percepcdes subjetivas do individuo em
relacdo a sua saude bucal e qualidade de vida, o presente trabalho, teve como
objetivo geral avaliar o impacto das percepcdes subjetivas e condi¢des
socioambientais no auto-relato de qualidade de vida relacionada a saude bucal
(QVRSB) em escolares. Para tal, foram desenvolvidas trés analises baseadas em
um estudo epidemiolégico observacional do tipo transversal que apresentou 0s
seguintes objetivos especificos: 1. Investigar, por meio de um inquérito
epidemioldgico, a existéncia de associacdes entre a variavel desfecho QVRSB e
as variaveis preditoras saude bucal, nivel socioeconémico, ambiente familiar,
percepcles subjetivas dos escolares e dos seus pais sobre sua saude geral e
bucal; 2. Testar associacdes entre as condi¢des clinicas e socioambientais e a
variavel desfecho (QVRSB) de acordo com os dominios do instrumento usado
para este fim (Child Perceptions Questionnaires - CPQ11.14); 3. Avaliar a existéncia
de associacfes entre a percepcdo dos pais sobre a saude bucal e geral de seus
filhos, as condi¢Bes de saude bucal e a QVRSB em escolares. Para o estudo 1, a
amostra foi composta de 515 escolares de 12 anos de idade, provenientes de
escola publicas e particulares do municipio de Juiz de Fora, Minas Gerais,
mediante processo amostral por conglomerado. Para os estudos 2 e 3, uma sub-
amostra de 283 escolares foi utilizada. Foram coletados dados clinicos relativos a
presenca de cérie, trauma dentario, sangramento gengival, defeitos do
desenvolvimento do esmalte, necessidade de tratamento e mé ocluséo. Para isto,
foram utilizados os seguintes indices: CPOD, ceod, SiC, indice modificado de
defeitos de desenvolvimento do esmalte (DDE) e indice de estética dental (DAI).
Informacgdes relativas a QVRSB nos escolares foram obtidas por meio da
aplicacdo da versao brasileira do questionario CPQ11.14. Os escolares também
responderam as questdes referentes ao ambiente familiar e as percep¢des sobre
sua saude bucal e geral. Aos pais foi enviado um questionario com a finalidade de

avaliar as percepcbes dos mesmos em relacdo a saude bucal e geral de seus



filhos, além de questbes sobre o nivel socioecondmico. A analise dos dados foi
realizada por meio de estatistica descritiva, teste qui-quadrado e regressdo de
Poisson. Também foram utilizados testes ndo paramétricos. Em relacéo ao estudo
1, controlando variaveis confundidoras, observou-se que as variaveis percepcao
da crianca sobre sua saude bucal ruim, renda familiar menor que trés salarios,
género feminino, necessidade de tratamento ortodéntico, mae com até 8 anos de
escolaridade, até 2 irmaos e aglomeracéo por domicilio maior que uma pessoa por
comodo apresentaram impacto negativo em sua auto-percepcao relacionada a
QVRSB (p<0,05). Para o estudo 2, verificou-se que o género da crianca, renda e
escolaridade da mae foram estatisticamente associados com os quatro dominios
do CPQ11.14, assim como a necessidade de tratamento ortoddntico foi fortemente
associada com o dominio ‘limitacées funcionais’. As criancas com presenca de
sangramento e que nao moravam com ambos 0s pais bioldgicos relataram maior
impacto nos dominios bem-estar emocional e social da QVRSB. Para o estudo 3,
de acordo com testes ndo-paramétricos, observaram-se associacdes
estatisticamente significantes entre a percepcédo dos pais sobre saude bucal e
geral dos escolares e o relato de QVBSB (p<0.05). Conclui-se que as condi¢des
socioambientais podem ter influéncias negativas sobre a qualidade de vida
relacionada a saude bucal (Capitulo 1), constatando-se que o impacto desses
fatores pode ser diferente entre os quatro dominios do instrumento utilizado
(Capitulo 2). Além disso, verificou-se que houve associacdo entre a percepcao
subjetiva dos pais e a QVRSB dos escolares (Capitulo 3), demonstrando que o
ambiente familiar pode exercer influéncia sobre aspectos subjetivos relacionados a

salde bucal em escolares.

Palavras-chaves: qualidade de vida, saude bucal, escolares, condi¢bes

socioambientais.



ABSTRACT

Considering the growing interest in the individual's subjective perceptions about
their oral health and quality of life, the present study aimed at evaluating the impact
of subjective perceptions and socio-environmental conditions on schoolchildren’s
oral health-related quality of life (OHRQoL). To this end, we developed an analysis
based on three observational epidemiological transversal that revealed the
following specific objectives: 1. Investigate, by epidemiological survey, the
associations outcome variable OHRQoL and oral health, socioeconomic status,
home environment, subjective perceptions of parents and schoolchildren about oral
and general health; 2. To test associations between clinical conditions and
socioenvironmental and outcome variable (OHRQoL) according to the domains of
the instrument (Child Perceptions Questionnaires - CPQ11.14); 3. To evaluate the
associations between parents’perception about oral and general health of their
children, the oral health status of schoolchildren and OHRQoL. For the study a
sample composed of 515 students from 12 years old, from public and private
schools in the city of Juiz de Fora, Minas Gerais, through conglomerate sampling
process. For studies 2 and 3, a sub-sample of 283 students was used. We
collected data on the presence of caries, dental trauma, bleeding gums,
developmental enamel defects and dental and malocclusion treatment needs. For
this, we used the following indices: DMFT, dmft, SiC, modified developmental
defects of enamel index (DDE) and dental aesthetic index (DAI). Information
concerning the OHRQoL in schoolchildren were obtained through the application of
the Brazilian version of questionnaire CPQii.14. The students also answered
guestions relating to home environment and perceptions about oral and general
health. Parents were sent a questionnaire about their perception in relation to oral
and general health of their children, as well as questions about socioeconomic
status. Data analysis was performed using descriptive statistics, chi-square test
and Poisson regression, and nonparametric tests. In relation to Study 1, controlling

confounding variables, it showed that the variables children's self perception of
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their oral health, low family income, female gender, orthodontic treatment need, 8
years of mother’s education, until 2 siblings and household overcrowding with
more one person for room had negative impact on their self perception related to
OHRQoL. For the second study, it was found that the gender of the child, income
and mother’s education were statistically associated with the four domains of
CPQ11-14, as well as the orthodontic treatment need was strongly associated with
the domain ‘functional limitations'. Children with presence of bleeding and that not
living with both biological parents reported greater impact on emotional and social
well-being of OHRQoL. For study 3, According to nonparametric tests, it was found
statistically significant associations between parents' perception about oral and
general health and report of OHRQoL of schoolchildren (p <0.05). We conclude
that the socio-environmental conditions can have negative influences on OHRQoL
(Chapter 1), noting that the impact of these factors may be different among the four
domains of the instrument used — CPQi1.14 (Chapter 2). Moreover, it was found
that there was an association between the subjective perception of the parents and
schoolchildren’s OWRQoL (Chapter 3), demonstrating that the family environment

can influence the subjective aspects related to oral health in children.

Keywords: quality of life, oral health, schoolchildren, socio-environmental

conditions
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INTRODUCAO

Atualmente, varios pesquisadores tém se interessado em incorporar ao
conceito de saude as representacdes subjetivas do individuo em relacdo as suas
sensacoes de bem-estar. A partir de ent&o, surgiu o conceito de qualidade de vida,
definido pela Organizacdo Mundial da Saude como “a percepc¢édo do individuo
sobre a sua posicdo na vida, no contexto da cultura e dos sistemas de valores nos
quais ele vive e em relacdo a seus objetivos, expectativas, padrbes e
preocupacdes” (WHOQOL Group, 1995).

O conceito de qualidade de vida apresenta aspectos subjetivos e
compreende um campo multidimensional, uma vez que a qualidade de vida é
decorrente de aspectos sociais, econdémicos, politicos e culturais de uma
sociedade. Portanto, as doencas que afetam os individuos j4 ndo podem ser mais
compreendidas apenas a partir dos aspectos bioldégicos que as caracterizam
(Tsakos et al, 2006).

Os estudos em odontologia tém enfatizado seu papel da saude bucal na
qualidade de vida das pessoas, acentuando o enfoque social na conceituacéo da
mesma (Locker, 1998; Le&o & Sheiham, 1995; Barbosa & Gavido, 2008; Barbosa
et al.,, 2009). A partir da utilizacdo de instrumentos especificos, estudos vém
analisando a relacdo entre qualidade de vida e saude bucal. Estes estudos
constatam que as doencas bucais podem gerar impacto negativo sobre a auto-
percepcdo da qualidade de vida relacionada a sua saude bucal (QVRSB) dos
individuos (Wilson & Cleary, 1995; Gherunpong et al., 2004; Newton et al., 2005;
Brennan et al., 2006; Jokovic et al, 2006; Agou et al., 2008; Barbosa & Gaviao,
2008; Biazevic et al., 2008; Bendo et al., 2010).

Entretanto, poucos pesquisadores, até o0 momento, avaliaram se existem
interacdes entre as condigbes socioambientais, tais como renda, nivel de
escolaridade dos pais e ambiente familiar, com QVRSB (Locker et al., 2007,
Piovesan et al., 2010). Considerando que varios estudos verificaram associacdes
entre fatores socioeconémicos e saude bucal (Vanobberge et al, 2001; Antunes et
al., 2002; Antunes et al., 2004; Locker et al., 2004; Pereira et al., 2007; Newton et
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al., 2005; Petersen et al., 2005; Christopherson et al., 2009), € possivel que as
condi¢gBes socioambientais tenham influencia na QVRSB. Porém, até o momento,
apenas Locker et al. (2007) e Piovesan et al. (2010) avaliaram a associacao entre
o nivel socioecondmico e QVRSB, constatando que fatores como renda e nivel de
escolaridade dos pais podem influenciar nas percepcdes subjetivas dos escolares.

Em relagcdo ao ambiente familiar, estudos avaliando associagbes entre
condicdes clinicas e comportamentos em saude bucal verificaram que a familia
exerce forte influencia nos conhecimentos e atitudes sobre higiene bucal de
criancas e adolescentes (Locker et al., 2002; Mialhe e Gongalo, 2008; Levin and
Currie, 2010). Em especial, a percepcdo dos pais sobre seu estado de saude
bucal esta intimamente relacionada com a saude bucal de seus filhos (Talekar et
al., 2005). Contudo, associacfes entre as caracteristicas do ambiente familiar e a
QVRSB de escolares, por meio de um instrumento especifico para este fim, ainda
foram pouco investigadas.

Entre os instrumentos existentes para avaliacdo da qualidade de vida
relacionada a saude bucal, destaca-se um grupo de questionarios, desenvolvidos
por pesquisadores canadenses, denominado Child Oral Health Quality of Life
Questionnaires (COHQoL). Estes se constituem de questionarios para grupos
etarios especificos, tal como o Child Perceptions Questionnaire (CPQ11.14),
utilizado para avaliar o impacto das desordens bucais sobre a qualidade de vida
de criancas entre 11 e 14 anos, abordando aspectos fisicos e psicossociais
(Jokovic et al., 2002).

O CPQ11-14 foi traduzido e validado para populagéo brasileira por Goursand
et al. (2008) e Barbosa et al. (2009), apresentando boas propriedades
psicométricas. A qualidade de vida relacionada a saude e, especificamente a
QVRSB, constitui-se de dois eixos principais: limitagdes funcionais e bem-estar
(Fleck et al., 2008). A utilizacdo do instrumento CPQi1.14 para avaliacdo da
QVRSB permite a avaliacdo detalhada destes aspectos, pois este questiondario
constitui-se de 35 questbes divididas em quatro dominios: sintomas bucais,

limitagGes funcionais, bem-estar emocional e bem-estar social.



A analise do instrumento por dominios gera associacdes mais detalhadas a
respeito dos fatores que impactam nos sintomas orais e limitagbes funcionais
(dominios estritamente relacionados as percepgfes do individuo sobre suas
condicbes de saude) e no bem-estar emocional e social (dominios associados
com o contexto em que o individuo se insere, sua percepcado em relacdo a ele
mesmo, além de sua relagdo com as pessoas e 0 ambiente que o cerca) (Fleck et
al., 2008).

Apesar de varios estudos ja terem sido realizados com 0 CPQ1;.14, @ maioria
testou associacfes deste com condicdes clinicas. Entretanto, poucos avaliaram o
impacto de condi¢bes socioambientais sobre o instrumento. Adicionalmente,
andlises da influéncia dessas condi¢6es sobre cada dominio do CPQi;.14 ainda
séo escassas na literatura.

Dessa forma, visando ampliar o conhecimento sobre o impacto de
condicdes bucais, varidveis subjetivas e socioambientais ainda pouco exploradas
pela literatura sobre a QVRSB em escolares, realizou-se o presente trabalho,
composto por trés estudos de cunho epidemioldgico e desenho transversal.

A presente dissertacdo, em formato alternativo e baseada nas normas da
Resolucdo CCPG UNICAMP/002/06, é composta de trés capitulos, sendo dois na
forma de artigo e submetidos a publicacdo e outro na forma de capitulo de livro, ja
publicado. O objetivo geral deste estudo é avaliar o impacto das percepcdes
subjetivas e condi¢cbes socioambientais no auto-relato de qualidade de vida

relacionada a saude bucal em escolares.
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Abstract

Objectives: to investigate the influence of clinical conditions, socioeconomic status,
home environment, subjective perceptions of parents and schoolchildren about
general and oral health on schoolchildren’s oral health-related quality of life
(OHRQoL).

Methods: A sample of 515 schoolchildren, aged 12 years was randomly selected
by conglomerate analysis from public and private schools in the city of Juiz de
Fora, Brazil. The schoolchildren were clinically examined for presence of caries
lesions (DMFT and dmft index), dental trauma, enamel defects, periodontal status
(presence/absence of bleeding), dental treatment and orthodontic treatment needs
(DAI). The SiC index was calculated for the one third of the population with the
highest caries experience. The participants were asked to complete the Brazilian
version of Child Perceptions Questionnaire (CPQ11-14) and a questionnaire about
home environment (family structure, number of siblings, use of cigarettes, alcohol
and drugs in the family, household overcrowding). Questions were asked about the
presence of general diseases and children’s self-perception of their general and
oral health status. In addition, a questionnaire was sent to their parents inquiring
about their socioeconomic status (monthly family income, parents’ education level,
home ownership) and perceptions about the general and oral health of their
school-aged children. The chi-square test was used for comparisons between
proportions. Poisson’s regression was used for multivariate analysis with
adjustment for variances.

Results: Univariate analysis revealed that school type, monthly family income,
mother’s education, family structure, number of siblings, use of cigarettes, alcohol
and drugs in the family, parents” perception of oral health of schoolchildren,
schoolchildren’s self perception their general and oral health, orthodontic treatment
needs were significantly associated with OHRQoL (p<0.001). After adjusting for
potential confounders, variables were included in a Multivariate Poisson
regression. It was found that the variables children’s self perception of their oral
health status, monthly family income, gender, orthodontic treatment need, mother’s
education, number of siblings, and household overcrowding showed a strong
negative effect on oral health-related quality of life.

Conclusions: It was concluded that the clinical, socioeconomic and home
environment factors evaluated exerted a negative impact on the oral health-related
quality of life of schoolchildren, demonstrating the importance of health managers
addressing all these factors when planning oral health promotion interventions for
this population.

Key words: quality of life, oral health, children, socioeconomic status, home
environment



Background
Nowadays, researches point out the need to consider the functional and

psychosocial dimensions of oral health for the implementation and evaluation of
dental public health interventions. In order to achieve these dimensions,
instruments that evaluate the oral health-related impact on quality of life (OHRQoL)
have been developed [1,2], among them, the Child Perception Questionnaire
(CPQ11-14) to assess OHRQoL at a specific age [3].

Several studies focused on children and adolescents have confirmed that
oral diseases could have an impact on their quality of life [2,4-9], as caries lesions
[10-14] and malocclusion [15-18].

However, a direct relationship between OHRQoL and clinical indicators
should be interpreted with caution, because these impacts could be mediated by
other factors, such personal, social, and environmental variables [2,19-21]. For
example, the socioeconomic status of the household in which the children live may
confound the relationships between oral health and OHRQoL [14,22-23]. This
could occur because several studies have shown associations between low
income and poor oral health [8,24-30].

Relative to the home environment, some studies have verified the influence
of family on the oral health outcomes of children, considering that their families
play a central role in promoting their oral health [31,32]. The parental perceptions
of their children’s oral health conditions may interfere in children’s oral health [33].
Other studies have found that parents” socioeconomic characteristics are
associated with their subjective perceptions related to their children’s oral health
status [33-34]. Therefore, the family environment may have an impact on children’s
self-perception about their OHRQoL, but there is scarcely any information on such
association in the literature [14,32].

Although socioeconomic status and family environment could be linked to
OHRQoL, this aspect has not yet been sufficiently investigated in studies to
evaluate this association in schoolchildren. Only the research developed by Locker
et al [22] studied the association between socioeconomic status and family
structure on OHRQoL of schoolchildren. The authors verified that children with
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parents earning a low income, and with only one adult in the household had
negative impact in their OHRQoL. In Brazil, only one study [23] evaluated the
impact of socioeconomic factors, especially mothers’ education, on OHRQoL.

In spite of these evidences, the hypothesis of the present study was that
there were many other clinical, socioeconomic and home environment factors that
could influence the OHRQoL of children, which have not yet been studied in a
statistical regression model.

Purpose

The objective of this study was to investigate the influence of clinical
conditions, socioeconomic status, home environment of children and subjective
perceptions of parents and children about general and oral health on OHRQoL of

schoolchildren.

Methods
Ethical issues

Prior to implementation, the research project was submitted to the Ethics
Committee of the Piracicaba Dental School, University of Campinas, Brazil, and
approved under Protocol 055/2009.
Study population

The present cross-sectional study referred to a representative sample of
children from of Juiz de Fora, Brazil. A total of 515 schoolchildren, 12 years of age,
were examined according to a random multistage sampling design, which was
considered representative of the city. The schoolchildren were enrolled in public
and private elementary schools and were included in a conglomerate analysis of a
population-based study.
Clinical examination

The schoolchildren were clinically examined at school by two calibrated
examiners, in an outdoor setting, under natural light with CPI probes (ball-point)

and mirrors, according to the recommendations of the World Health Organization



(WHO) for epidemiological surveys [33]. The examiners were calibrated, and good
intra-examiner reproducibility (Kappa>0.91) was reached.

One examiner collected data with reference to the presence of decayed,
missing, and filled teeth in the permanent and primary dentition (DMFT and dmft
index). For statistical analysis, the presence or absence of untreated caries was
evaluated according to the D component of DMFT index. Dental trauma, enamel
defects (DDE index), periodontal status (bleeding) and dental treatment needs
were evaluated in exams and categorized according to presence or absence,
according WHO recommendations [33].

The Significant Caries Index (SiC) was used to measure polarization of the
occurrence of caries among participants of the tercile with higher DMF-T. The
index was calculated according recommendations of Nishi et al [34].

The other examiner collected data on Malocclusion according the Dental
Aesthetic Index (DAI), which assesses the relative social acceptability of dental
appearance by collecting and attributing weight to 10 occlusal traits. The DAI score
ranges from 13 (the most socially acceptable) to 100 (the least acceptable), and
orthodontic treatment needs can be prioritized based on the predefined categories:
having more acceptable dental appearance (score DAl < 31 — no orthodontic
treatment need) or having less acceptable dental appearance (score DAl = 31 —
orthodontic treatment need) [35].

Questionnaires

Data on the children’s gender and the type of school at which they studied
were collected. The participants were asked to complete two questionnaires. First,
the Brazilian version validated of the Child Perceptions Questionnaire (CPQ11-14),
developed by Jokovic et al [3]. This questionnaire was translated and validated for
the Brazilian population by Barbosa et al [19] and presents good psychometric
properties.

The CPQ 1114 Is a self-administered instrument used to determine quality of
life associated with oral health and consists of 35 items. The responses in each

item are given using a Likert-type scale based on the number of points in the scale:



“‘Never” = 0; “Once or twice” = 1; “Sometimes” = 2; “Often”= 3; and “Very often” = 4.
Higher scores signify worse OHRQoL.

Secondly, a questionnaire was applied, asking questions about the
presence of general diseases, the schoolchildren’s self-perception of their general
and oral health (excellent/very good/ good or fair/poor) and home environment.
The variables about home environment were: family structure (children live with
both biological parents - yes/no), number of siblings (<2 and 2 or more), use of
cigarettes, alcohol and drugs in the family, and household overcrowding: number of
people living in the household for number of rooms (< 1 person for room or > 1
person for room) [24].

In addition, a questionnaire was sent to their parents, asking questions
about socioeconomic status (monthly family income, parents’ educational level,
home ownership — yes /no) and their perception about their children’s general and
oral health. The monthly family income was measured on the basis of the number
of minimum wages the family receives (up to 3 / 4 or more), considering the
Brazilian minimum wage at time of data collection of approximately US $ 290 per
month. The parents’ educational level was categorized by number of years of
schooling into two levels: up to 8 years of schooling or over 8 years.

Statistical analyses

Data were analyzed using descriptive statistics, univariate analyses, and a
regression model. The total score of the CPQ 1114 was dichotomized by the
median, and represented the dependent variable being analyzed. The chi-square
test was used for comparisons between proportions, and evaluated overall
associations between the dependent and explanatory variables categorical.
Poisson regression was used for multivariate analysis with adjustment for
variances (significance of 5%). The statistical tests were performed using the SAS
software [36].



Results

According to conglomerate sampling, 363 (70.5%) students from public
school and 152 (29.5%) from private schools participated in the survey.
Examinations were carried out in 290 (56.3%) girls and in 225 (43.7%) boys. Of the
examined participants, caries occurrence (D>0) was observed in 85 subjects
(16.5%); the mean DMFT was 1.09 (SD 1.70) and dmft was 0.85 (SD 1.42). The
SiC index was 3.12.

The prevalence of bleeding was observed in 66 (12.82%) children and
trauma in 17 (3.3%). Enamel defects were present in 81 (15.73%) participants. DAI
scores ranged from 14.98 to 56.46 with a mean of 26.04 (SD 6.48), and 125
(24.3%) children presented orthodontic treatment needs (DAI = 31).

The mean CPQ 1114 was 23.24 (SD 21.94), ranging from 0 to 106. For
statistical analysis, the CPQ11.14 score was dichotomized for median 16. Only 17
(3.3%) schoolchildren felt no impact on OHRQoL, with CPQ11.14 Scores of zero. As
regards the children’s self-perceptions, 459 (89.1%) considered their general
health excellent, very good or good, and 349 (67.8%) evaluated oral heath as
excellent, very good or good. Two hundred and two participants (42.7%) had some
general diseases.

With regard to home environment, 322 (62.5%) schoolchildren lived with
both biological parents, and 442 (85.8%) had two or more siblings. The use of
cigarettes, alcohol and drugs in the family was related by 229 (44.5%) participants.
The calculation of household overcrowding resulted in 439 (85.2%) of family living
in a house with one or fewer persons per room.

Among parents, 286 completed the questionnaire. As regards
socioeconomic status, 242 (84.61%) related 3 or less minimum wages as their
monthly family income and 156 (54.5%) reported home ownership. It was observed
that 141 (49.3%) of children’s mothers and 123 (43.35%) of their fathers had a

higher educational level.
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With regard to parents” perception, 266 (93%) considered their children’s
general health as excellent, very good or good, and 184 (65%) considered their
children’s oral health excellent, very good or good.

Table 1 presents the socioeconomic and home environment variables that
showed significant association with a score above the median in the CPQ1;.14. The
following variables showed statistically significant associations with negative
impact on OHRQoL: Gender (male) , school type (public), monthly family income
(<3 minimum wages), parents’ education level (<8 years), family structure (children
living without both biological parents), number of siblings (2 or more), use of
cigarettes, alcohol and drugs in the family, and household overcrowding (more
than one person living in the rooms), parents assessment of their children’s oral
heath (fair or poor), children’s self perceptions about general and oral health (fair
or poor), and presence of some general diseases.

In Table 2, associations were observed between clinical conditions and
OHRQoL. There was a strong association between orthodontic treatment need and
a score above the median in the CPQi1.14 (p<0.001). The variables DMFT,
decayed component (presence of cavitated caries lesion), dental treatment need
and presence of bleeding also showed associations with worse OHRQoL (P<0.05)
in the schoolchildren.

The variables that showed no statistically significant difference (p> 0.05)
were excluded from Tables 1 and 2: parents” perception of children’s general
health, home ownership, dmft and components, trauma, enamel defects and SiC.

All statistically significant variables were included in the Poisson regression
model. After adjusting them, it was found that children’s self perception of their oral
health status (p<0.0001); monthly family income (p=0.0001); gender, orthodontic
treatment need, mother’s education (p<0.01); number of siblings, and household
overcrowding (p<0.05) showed a strong negative effect on schoolchildren’s oral

health-related quality of life (Table3).
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Table 1 - Univariate analysis of association between socioeconomic status and family environment variables with oral health- related
quality of life in the overall median scores of CPQ131.14 (n=515).

Gender

School type

Monthly family income

Father’s education

Mother’s education

Children lives with both biological parents
Number of siblings

Household overcrowding

Cigarettes, alcohol and drug use

Parents” perception of children’s oral health
Children’s perception of their general health
Children’s perception of their oral health

General diseases

Variable CPQ Prevalence Ratio (PR)
scores>median PR crude CI-95% p
N %

Female 290 155 53.4 1.21 1.01-1.46  0.0208
Male 225 99 44.0 1.00

Public 363 225 62.0 3.64 2.60-5.08 < 0.0001
Private 152 29 19.1 1.00

< 3 minimum wages 242 143 59.1 4.33 2.04-9.18 < 0.0001
> 3 minimum wages 44 6 13.6 1.00

< 8 years 124 74 59.7 1.53 1.16-2.02 0.0012
> 8 years 108 42 38.9 1.00

< 8 years 141 94 66.7 1.82 1.42-2.33 < 0.0001
> 8 years 142 52 36.6 1.00

No 193 116 60.1 1.40 1.18-1.66 0.0001
Yes 322 138 42.9 1.00

2 or more 259 157 60.6 1.60 1.33-1.92 < 0.0001
<2 256 97 37.9 1.00

More 1 person/room 76 50 65.8 1.42 1.17-1.71 0.0014
< 1 person/ room 439 204 46.5 1.00

Yes 229 129 56.3 1.53 1.27-1.86 < 0.0001
No 286 105 43.7 1.00

fair/poor 102 72 70.6 1.69 1.37-2.08 < 0.0001
excellent/very good/ good 184 77 41.8 1.00

fair/poor 56 42 75.0 1.62 1.36-1.95 < 0.0001
excellent/very good/ good 459 212 46.2 1.00

fair/poor 166 124 74.7 2.01 1.70-2.36 < 0.0001
excellent/very good/ good 349 130 37.2 1.00

Yes 202 114 54.4 1.26 1.06-1.50 0.0061
No 313 140 44.7 1.00
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Table 2 - Univariate analysis of association between clinical condition variables and oral health- related quality of life in the overall
median of CPQ11.14 (N=515).

CPQ Prevalence Ratio (PR)
Variable : scores> median PR Cl - 95% p
crude
N %
DMFT >0 200 109 54.5 1.18 0.99-1.41 0.0373
<0 315 145 46.6 1.00
D (caries lesion) Present 85 49 57.6 1.21  0.98-1.49 0.0592
absence 430 205 47.7 1.00
Dental treatment need Yes 87 57 65.5 1.42 1.18-1.71 0.0007
No 428 197 46.0 1.00
Bleeding Yes 66 46 69.7 1.50 1.25-1.82 0.0003
No 449 208 46.3 1.00
Orthodontic treatment need Yes 125 80 64.0 1.43 1.21-1.70 0.0001

No 390 174 44.6 1.00
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Table 3 - Associations among sociodemographic, familiar environment and clinical condition variables with oral health- related quality
of life in the overall median score of CPQ, through the Poisson model for multiple regression analysis.

Children’s perception of their oral health

Monthly family income

Gender

Orthodontic treatment need

Mother’s education

Number of siblings

Household overcrowding

CPQ Poisson regression
Variable scores>median Estimative SE I.DR } P
(b) adjusted
N %

fair/poor 166 124 74.7 0.1696 0.0371 1.18 <0.0001
excellent/very good/ good 349 130 37.2

< 3 minimum wages 242 143 59.1 0.2015 0.0527 1.22 0.0001
> 3 minimum wages 44 6 13.6

Female 290 155 53.4 0.1108 0.035 1.12 0.0015
Male 225 99 44.0

Yes 125 80 64.0 0.1183 0.0382 1.12 0.0019
No 390 174 44.6

< 8 years 141 94 66.7 0.1011 0.0393 1.11 0.01
> 8 years 142 52 36.6

2 ou more 259 157 60.6 0.0813 0.0377 1.08 0.0312
<2 256 97 37.9

More 1 person/room 76 50 65.8 0.1056 0.0491 1.11 0.0315
<1 person/room 439 204 46.5
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Discussion

Descriptive analysis of the clinical data indicated that the population
evaluated in this study had good oral conditions and the average DMFT indicated a
better profile when compared within the Brazilian context. Data from the National
epidemiological survey realized in 2003 indicated that the DMFT mean for 12-year-
old schoolchildren was 2.78 [37], and in the city of Juiz de Fora the DMFT mean
was 1.09. The polarization of caries was observed because only 17% of the
participants presented dental treatment needs. The SiC index (3.12) found was
lower than it was in other studies in a 12-year-old population in Brazil [25,28].

With regard to malocclusion, it was observed that 24.3% of schoolchildren
needed orthodontic treatment. In other studies in Brazil, the prevalence was higher,
for example, Marques et al [17] found prevalence of 52.3%.

In spite of the sample examined presenting good oral health conditions, it
was observed that most of participants (96.7%) reported some impact on their
OHRQoL, that is, CPQi1.14 scores differing from zero. This fact highlights the
importance of investigating other factors that may influence the quality of life in
children, and not only clinical conditions or dental indicators [4, 9,19, 21].

In the present study, it was observed that home environment variables were
associated with the children’s OHRQoL. According to the univariate analysis,
structure (children live with both biological parents, number of siblings) and
conditions (household overcrowding) of family has strong influence on
schoolchildren’s self-perceptions of their oral health. These important data have
not yet been investigated in other studies and a hypothesis for this association may
be attributed to the relationship among home environment (family structure) oral
health status and oral health behaviors in children [9,29,31].

Moreover, the present research also found a relationship between parents’
perception about their children’s oral health conditions and the OHRQoL perceived
by the children (p<0.0001) in the univariate analysis. These results highlight the
influence of family values related to oral health care on children’s subjective
perceptions about their OHRQoL. Although other studies have verified the

influence of family in children’s behavior and knowledge in oral health [14,31-
15



34,38-40], this was the first study that indicated the influence of family on children’s
OHRQoL.

After controlling the confounding variables (oral health and socioeconomic
status), it was observed that there was a statistically significant association
between OHRQoL and the number of siblings and household overcrowding.
Nevertheless, it is the first study demonstrating that the number of siblings and
household overcrowding were associated with children’s OHRQoL. In this respect
the present study differs from the others in literature, which associated the number
of siblings with tooth brushing [31,40], and household overcrowding with oral health
conditions [24].

In the present study it was also observed that low monthly family income
and mother’s education had a strong impact on children’s OHRQoL, which is
corroborated by the similar results founded by Locker et al [22], in a study
conducted in Canada, and Piovesan et al [23] in Brazil. The data from the
regression analysis in these studies also reinforced these findings, controlling the
confounding variables in this association.

With regard to monthly family income, Talekar et al [33] and Locker et al.
[27] found that children’s access to health care was associated with their parents’
socioeconomic status, and children whose parents had a high income had more
dental care and a better quality of life. Moreover, the socioeconomic level was
related to better oral hygiene behaviors and access to preventive interventions
[41].

The malocclusion had a negative impact on the quality of life in regression
analysis. This result demonstrated the strong influence exerted by dental esthetic
aspects on the schoolchildren’s OHRQoL. The literature demonstrates that
dentofacial esthetics play an important role in social interaction and psychological
well-being [15,17,42-44].

It was found that children who presented a bad self-perception of their oral
health showed significant associations with CPQj1.14 scores above the median.

According to Barbosa et al [19], the children’s self-perception about oral health is
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one global rating in CPQi;.14, and the association with the overall score of the
instrument determined the validity of schoolchildren’s responses.

Through this study it was possible to evaluate the impact of objective
variables, conditions, and socio-environmental status, and subjective variables on
schoolchildren’s OHRQoL. The Poisson regression statistical analysis allowed the
variables to be adjusted and controlled to define which of them generated the
greatest impact on OHRQoL.

The results of this research with a representative sample confirmed that
there are no direct relationships between biological or clinical variables and
OHRQoL outcomes, but they are mediated by a variety of personal, social and
environmental variables. This evidence is important for the planning of
intersectional and multidisciplinary strategies in the health care sector.

The data of this research should be interpreted within the context of some
limitations. The study had a cross-sectional design, which made it difficult to
evaluate the indicators of risk for OHRQoL. The measures of behavior and self-
esteem, which might influence the oral health conditions and subjective perception
of the schoolchildren, were not included. Moreover, the evaluation of CPQ1;.14 for
health domains would be interesting to better define the impacts on quality of life
reported by schoolchildren.

Conclusion

It was concluded that the clinical, socioeconomic and home environment
factors evaluated exerted a negative impact in the oral health-related quality of life
of schoolchildren, demonstrating the importance of health managers addressing all

these factors when planning oral health promotion interventions.
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Abstract

The main purpose of this study was to investigate the influence of socio-
environmental conditions on Oral Heath-related Quality of Life (OHRQoL),
according to analysis by health domains of Child Perceptions Questionnaire
(CPQ11-14). A cross-sectional study was conducted with a sample of 286
schoolchildren aged 12 vyears and their parents, randomly selected by
conglomerate analysis from public and private schools in the city of Juiz de Fora,
Brazil. The schoolchildren were clinically examined for presence of caries lesions
(DMFT and dmft index), dental trauma, enamel defects, periodontal status
(presence/absence of bleeding) and dental treatment needs. In addition, the
children were classified according caries risk (high/moderate/low) and orthodontic
treatment needs (DAI). Participants were asked to complete the Brazilian version
of Child Perceptions Questionnaire (CPQi1.14), Which assesses four health
domains of OHRQoL: oral symptoms, functional limitations, emotional well-being,
and social well-being. A questionnaire about home environment was completed by
participants. In addition, a questionnaire was sent to each child’s parents asking
them about family socioeconomic status. For each health domain of the CPQ11-14,
the chi-square test was used for comparisons between proportions, and Poisson’s
regression was used for multivariate analysis with adjustment for variances. After
adjusting for potential confounders, it was found that variables gender, monthly
family income, mothers’ education showed a statistically significant association
with all health domains of the CPQii.14. In addition, the family structure and
presence of bleeding impacted on emotional (p=0.0135), and social (p=0.001) well-
being health domains scores. Orthodontic treatment need showed a strong
negative effect on functional limitations domain score (p=0.0021). It was concluded
that some clinical and socio-environmental factors exerted different impacts on the
health domains of CPQ11.14, demonstrating the need to consider these conditions
in planning strategies for the oral health of schoolchildren.

Keywords: oral health-related quality of life, children, socio-environmental status.
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Introduction

In recent decades, exponential growth of scientific literature on quality of life
has been observed. In 1995, the World Health Organization extolled the quality of
life concept as being “individuals” 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” (The WHOQOL Group, 1995). Thus, there
iIs consensus that the quality of life of individuals is the result of social, economical,
political and cultural aspects of society.

In accordance with this concept, in the field of oral health, the clinical criteria
usually used by dentists to evaluate the patient’s oral health are problematic,
because they do not always hold the same relevance for individuals’ functional or
social needs (O’Brien et al., 2006). This is corroborated by studies such as that of
Agou et al. (2008) which observed that although some patients presented severe
occlusal problems, they rejected orthodontic treatment for malocclusions perceived
by dentists.

Therefore, contemporary concepts of health suggest that oral health should
include not only normative assessment, but evaluation of physical functioning and
psychosocial well-being as well (Barbosa et al., 2009; Gherunpong et al., 2004,
Slade et al., 1994). For this reason, the association of quality of life with clinical
conditions has been extensively studied (Agou et al., 2008; Barbosa et al., 2009;
Biazevik et al., 2008; Do & Spencer, 2007; Gherunpong et al., 2004; Jokovic et al.,
2002; O’Brien et al., 2006).

Clinical indicators are important for the assessment of oral health and dental
treatment needs, however their limitations must be considered in the planning of
oral health interventions (Slade et al., 1994). Thus, it is necessary to evaluate how
dental problems and oral disorders interfere in the normal functioning of an
individual’s life (Locker, 1998).

With this in mind, it is reasonable to assume that the relationship Oral
Heath-related Quality of Life (OHRQoL) and clinical conditions is also mediated by
personal socio-environmental characteristics (Marshmam et al.,, 1995; Locker

2007; Locker et al., 1994; Piovesan et al, 2010; Wilson and Cleary, 1995;). In the
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case of children, Locker et al. (2007) evaluated socioeconomic disparities in
OHRQoL and found that income and family structure remained significant
predictors of children’s OHRQoL, after controlling for oral diseases variables.
Moreover, as regards family environment, some studies have found that it plays a
central role in the promotion of children’s oral health.

Although some researches have found associations between socioeconomic
status and oral diseases (Antunes et al., 2004, Campus et al., 2001, Pereira et al.,
2007), few studies have evaluated the impact of socio-environmental conditions on
children’s OHRQoL and on the health domains of the CPQ11.14 instrument (Do &
Spencer, 2007; Foster Page, 2005; O Brien, 2006).

Purpose

The objective was to investigate the influence of socio-environmental and
oral health status on the four health domains of Child Perceptions Questionnaire
(CPQ11.14). The hypotheses of the present study were that these socio-
environmental and clinical factors presented different impacts on the four health

domains scores of CPQ11.14.

Methods

The research project was submitted to the Ethics Committee of the
Piracicaba Dental School, University of Campinas, Brazil, and approved under
Protocol No. 055/20089.

This cross-sectional study refers to a representative sample of children from
Juiz de Fora, Brazil. The participants in the population-based study were 286
schoolchildren of both sexes, aged 12 years and their parents. Schoolchildren from
public and private schools were included in the conglomerate analysis.

Data were collected by means of oral examination and self-administered
guestionnaires for schoolchildren and their parents. The schoolchildren were
clinically evaluated at school by two calibrated examiners in an outdoor setting,
under natural light, but not in direct sunlight. CPI probes (ball-point) and mirrors
were used according to the recommendations of the World Health Organization for
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epidemiological surveys (WHO, 1997). The examiners were calibrated, and good
intra-examiner reproducibility (Kappa>0.91) was reached.

One of the authors (JSP) assessed the presence of decayed, missing, and
filled teeth in the permanent and primary dentition (DMFT and dmft index). For
statistical analysis, the presence or absence of untreated caries was evaluated
according to the D component of DMFT index. Dental trauma (presence/absence),
enamel defects (DDE index — presence/absence), periodontal status
(presence/absence of bleeding) and dental treatment needs (yes/no) were also
evaluated in accordance with WHO criteria (WHO, 1997).

In addition, schoolchildren were classified according to caries risk: high
(urgency treatment need, presence of acute caries or gingivitis, white spot lesion
and visible plaque), moderate (restored tooth or chronic caries), and low (sound
teeth).

Another examiner (ABA) collected the Malocclusion data according the
Dental Aesthetic Index (DAIl). The DAI measures the social acceptability of a
child’s dental appearance, based on collecting and attributing weight to 10 occlusal
traits. The DAI score ranges from 13 (the most socially acceptable) to 100 (the
least acceptable), and orthodontic treatment needs can be prioritized on the basis
of predefined categories: having more acceptable dental appearance (score DAI <
31 — no orthodontic treatment need) or having less acceptable dental appearance
(score DAI = 31 — orthodontic treatment need) (Estioko et al., 1994).

The participants were asked to answer the questions about home
environment: structure family (children live with both biological parents — yes/no),
number of siblings (<2 and 2 or more), and household overcrowding: number of
people living in the household per number of rooms (< 1 person per room or > 1
person per room) (Antunes et al., 2002). Data were collected on gender and type
of school.

After this, the Brazilian version of the Child Perceptions Questionnaire
(CPQ11-14), developed by Jokovic et al. (2002) was applied. This questionnaire was
translated and validated for the Brazilian population by Barbosa et al. (2009), and

presents good psychometric properties.
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The CPQ 1114 is a self-administered instrument used to determine quality of
life associated with oral health and consists of 35 items, grouped into 4 health
domains: oral symptoms (OS), functional limitations (FL), emotional well-being
(EWB), and social well-being (SWB). Each item asked questions about the
frequency of events, as applied to the teeth, lips, and jaws, in the last 3 months.
The responses are given using a Likert-type scale based on the number of points
in the scale: “Never” = 0; “Once or twice” = 1; “Sometimes” = 2; “Often’= 3; and
“Very often” = 4. Although the instrument is designed to yield an overall score, a
separate score can be generated for each of the four domains. Higher scores
signify worse OHRQoL.

In addition, a questionnaire was sent to children parents asking about the
family socioeconomic status. Data about monthly family income, parents’
educational level and home ownership were collected.

The monthly family income was measured based on the number of minimum
wages which the family receives (up to 3 / 4 or more), considering the Brazilian
minimum wage at time of data collection of approximately US $ 290 per month.
The parents’ educational level was categorized by number of years of schooling
into two levels: up to 8 years of schooling or over 8 years.

Data were analyzed using descriptive statistics, univariate analysis, and a
regression model. Aggregated health domain CPQ 11.14 Scores were calculated and
dichotomized by the median, with the dependent variable being analysis. The chi-
square test was used for comparisons between proportions. For health domains
scores, CPQi;1.14 Scores were calculated for the prevalence ratio with regard to
socio-environmental and clinical factors. Poisson regression was used for
multivariate analysis with adjustment for variances (significance of 5%). The
statistical tests were performed using the SAS software (SAS Institute INC. 8.2,
2001).

Results
Of the participants, 203 (71%) were from public school and 164 (57.3%)

were girls. The mean DMFT index value was 1.12 (SD 1.75) and dmft was 0.49
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(SD 0.82). The prevalence of trauma was 2.6% (8), and enamel defects 28.3%
(52). It was observed that 67 (23.4%) of participants had no dental treatment
needs.

For caries risk, 147 (51.4%) had low, 47 (16.4%) moderate, and 92 (32.3%)
high risk. The presence of bleeding was observed in 14.7% (42) of the
schoolchildren. DAI scores ranged from 6.24 to 56.46 with a mean of 26.51 (SD
6.24), and 78 (27.3%) needed orthodontic treatment (DAI=31). The mean overall
CPQ 1114 score was 24.08 (SD 21.95), ranging from 0 to 106. The median for
overall CPQ 11.14 was 18; for the OS domain it was 5; FL domain, 3; EWB domain,
5; and for the SWB domain it was 2.5.

Tables 1, 2 and 3 present the socio-environmental and oral health variables,
showing statistically significant association with scores above the median of each
health domain CPQ11.14 score. The clinical variables dmft and their components,
trauma, enamel defects were excluded from Table 2, because they were not
statistically significant with dependent variables.

Table 4 summarizes the results of the regression model and the total
amount of variance, in domain CPQ1;1.14 Scores. Statistically significant variables
were included in the Poisson regression model. After adjusting for potential
confounders, it was found that the variables gender, monthly family income,
mothers’ education showed a statistically significant association with all health
domains. In addition, the family structure and presence of bleeding impacted on
emotional (p=0.0135), and social (p=0.001) well-being health domain scores. The
orthodontic treatment need showed a strong negative effect on the functional

limitation domain score (p=0.0021).
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Table 1 - Univariate analysis of association between socioeconomic status with oral health- related quality of life in the domains median scores of CPQ11.14

(n=286).
Oral Symptoms Functional Limitations Emotional Well-being Social Well-being
Variables n scores PR* scores > PR* scores > PR scores > PR*
> median crude p median crude P median crude p median crude p
n (%) n (%) n (%) n (%)
Gender
44 49 49 53
Boy 122 (36.07%) 1.00 (40.16%) 1.00 (40.16%)  1.00 (43.44%)  1.00
90 92 90 90
Girl 164 (54.88%) 152 0.0016 (56.10%) 1.40 0.0077 (54.88%) 1.37 0.0138 (54.88%) 1.26 0.0558
School type
18 20 16 15
Private 83 (21.69%) 1.00 (24.10%) 1.00 (19.28%)  1.00 (18.07%)  1.00
116 121 123 128
Public 203 (57.14%) 2.63 <0.0001 (59.61%) 2.47 <0.0001 (60.59%) 3.14 <0.0001 (63.05%) 3.49 <0.0001
Family income
16 20 14 13
> 3 wages 72 (22.22%) 1.00 (27.78%) 1.00 (19.44%)  1.00 (18.06%)  1.00
118 121 125 130
< 3wages 214 (55.14%) 2.48 <0.0001 (56.54%) 2.04 <0.0001 (58.41%) 3.00 <0.0001 (60.75%) 3.36 <0.0001
Father’s education
67 67 71 75
< 8 years 124 (54.03%) 1.00 (54.03%) 1.00 (57.26%)  1.00 (60.48%)  1.00
38 42 39 35
> 8 years 108 (35.19%) 0.65 0.004 (38.89%) 0.72 0.0212 (36.11%) 0.67 0.0013 (32.41%) 0.54 <0.0001
Mother’s education
83 86 86 90
< 8years 141 (58.87%) 1.00 (60.99%) 1.00 (60.99%) 1.00 (63.83%) 1.00
48 53 50 51
> 8 years 142 (33.80%) 0.57 <0.0001 (37.32%) 0.61 <0.0001 (35.21%) 0.60 <0.0001 (35.92%) 0.56 <0.0001
Home ownership
65 69 70 67
Yes 156 (41.67%) 1.00 (44.23%) 1.00 (44.87%)  1.00 (42.95%) 1.00
69 72 69 76
No 130 (53.08%) 1.27 0.0542 (55.38%) 1.25 0.0603 (53.08%) 1.17 0.1668 (58.46%) 1.36 0.009

*PR = Prevalence Ratio
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Table 2 - Univariate analysis of home environment variables with oral health- related quality of life in the domains median scores of CPQ11.14 (N=286).

N

Oral Symptoms

Functional Limitations

Emotional Well-being

Social Well-being

Variables scores PR* scores > PR* scores > PR* escores > oo,
> median crude p median crude P median crude p median crude p
n (%) n (%) n (%) n (%)
Children live with
63 67 65 67
Both biolocical parents 161 (39.13%) 1.00 (41.61%) 1.00 (40.37%)  1.00 (41.61%) 1.00
71 74 74 76
Others 125 (56.80%) 1.45 0.003 (59.20%) 1.42 0.0032 (59.20%) 1.46  0.0016 (60.80%) 1.46 0.0013
Siblings
20 22 22 25
No 58 (34.48%) 1.00 (37.93%) 1.00 (37.93%) 1.00 (43.10%) 1.00
114 119 117 118
Yes 228 (50.00%) 1.45 0.0345 (52.19%) 1.38 0.0524 (51.32%) 1.35 0.0686 (51.75%) 1.20 0.2394
Number of siblings
54 54 57 58
<2 143 (37.76%) 1.00 (37.76%)  1.00 (39.84%) 1.00 (40.56%) 1.00
80 87 82 85
2 or more 143 (55.94%) 1.48 0.0021 (60.84%) 1.61 <0.0001 (57.34%) 0.70 0.0031 (59.44%) 1.47 0.0014
Household overcrowding
106 117 113 114
< 1 person/ room 241  (43.98%) 1.00 (48.55%) 1.00 (46.89%) 1.00 (47.30%) 1.00
28 24 26 29
More 1 person/ room 45  (62.22%) 141 0.0244 (53.33%) 1.10 0.5556 (57.78%) 1.23 0.1797  (64.44%) 1.36 0.0348
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Table 3 - Univariate analysis of clinic condition variables with oral health- related quality of life in the domains median of CPQ1;.;4 (N=286)

Oral Symptoms Functional Limitations Emotional Well-being Social Well-being
n
Variables scores scores > scores scores >
> median clr:’uFZIe p median CI:uF\;e P > median cIrDulzle p median clqu\;e P
n (%) n (%) n (%) n (%)
D (caries)
106 111 108 109
ausence 234  (45.30%) 1.00 (47.44%) 1.00 (46.15%) 1.00 (46.58%)  1.00
28 30 31 34
present 52 (53.85%) 1.19 0.2632 (57.69%) 1.22 0.1809 (59.62%) 1.29 0.079 (65.38%) 1.40 0.0142
DMFT
175 76 84 79 78
>0 (43.43%) 1.00 (48.00%) 1.00 (45.14%) 1.00 (44.57%)  1.00
111 58 57 60 65
=0 (52.25%) 1.20 0.145 (51.35%) 1.07 0.5806 (54.05%) 1.20 0.1417 (58.56%) 1.31 0.0211
Dental treatment need
97 104 98 99
No 219 (44.29%) 1.00 (47.49%) 1.00 (44.75%)  1.00 (45.21%) 1.00
37 37 41 44
Yes 67 (655.22%) 1.25 0.1166 (55.22%) 1.16 0.2678 (61.19%) 1.37 0.0184 (65.67%) 1.45 0.0034
Caries risk
63 69 59 63
Low 147  (42.86%) 1.00 0.2115 (46.94%) 1.00 0.7081 (40.14%) 1.00 0.0045 (42.86%) 1.00 0.0043
21 24 23 21
Moderate 47 (44.68%) 1.04 (51.06%) 1.09 (48.94%) 1.22 (44.68%) 1.04
50 48 57 59
High 92 (54.37%) 1.27 (52.17%) 1.11 (61.96%) 1.54 (64.13%) 1.50
Bleeding
109 114 109 110
No 244 (44.67%) 1.00 (46.72%) 1.00 (44.67%) 1.00 (45.08%) 1.00
25 27 30 33
Yes 42 (59.52%) 1.33 0.0748 (64.29%) 1.38 0.0355 (71.43%) 1.60 0.0014 (78.57%) 1.74 <0.0001
Orthodontic treatment need
89 91 93 94
No 208 (42.79%) 1.00 (43.75%) 1.00 (44.71%)  1.00 (45.19%) 1.00
45 50 46 49
Yes 78 (57.69%) 1.35 0.0245 (64.10%) 1.47 0.0022 (58.97%) 1.32 0.0316 (62.82%) 1.39 0.0079
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Table 4 - Association between socioenvironmental and clinical condition variables with oral health- related quality of life in the domains median score of
CPQ11.14, through the Poisson model for multiple regression analysis.

) Oral Symptoms Functional Limitations Emotional Well-being Social Well-being
Variables RPagt  IC - 95% p RPagt IC-95% p RPagt IC-95% p RPagt  IC - 95% p
Gender
Boy 1.00 1.00 1.00 1.00
Girl 1.13 1.05-1.22 0.0013 110 1.02-19 0.0105 1.10 1.02-1.18 0.0113 1.08 1.01-1.16 0.0363
Family income
> 3 minimun wages 1.00 1.00 1.00 1.00
< 3 minimun wages 120 1.08-1.32 0.0002 1.15 1.04-1.27 0.0076 1.21 1.10-1.34 0.0002 1.24 1.13-1.37 <0.0001
Mother’s education
< 8 years 1.00 1.00 1.00 1.00
> 8 years 0.90 0.83-0.98 <0.0001 0.90 0.83-0.98 0.0177 0.92 0.84-0.99 0.0401 0.92 0.85-0.99 0.0315
Children live with
Both biolocical parents 1.00 1.00
Others - - 1.08 1.01-1.16 0.0352 1.08 1.01-1.16 0.0243
Dental treatment need
No
Yes - - - -
Bleeding
No 1.00 1.00
Yes - - 1.13 1.02-1.24 0.0135 1.16 1.06-1.27 0.001
Orthodontic treatment need
No 1.00
Yes - 1.13 1.04-122 0.0021 - -

1 Prevalence Ratio Adjusted
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Discussion
This cross-sectional study evaluated a population-based sample of 12-year-

old schoolchildren and found that socio-environmental factors had negative impact
on the health domains of CPQ11.14 .The regression statistical model used, allowed
the confounding variables to be controlled and to determine the influence of these
variables on oral symptoms (OS), functional limitations (FL), emotional well-being
(EWB), and social well-being (SWB) health domains.

According to Locker et al. (2007), gender and socioeconomic status
presented associations with  OHRQoL when overall CPQii.14 Scores were
evaluated. Nevertheless, up to now only Piovesan et al. (2010) analyzed the
impact of these variables on each of the health domains of CPQ1;.14, in a similar
way to the approach used in the present study. The results of this investigation
found that monthly family income and mother’s education level had strong impact
on oral health-related quality of life, observed in those of each of the four health
domains of the CPQ11.14.

The home environment, especially family structure, was also associated with
OHRQoL. Furthermore, it was found that this variable had a negative impact on the
EWB and SWB domains of CPQ11.14. These data have not yet been investigated
in other studies, but it can be hypothesized that this relationship could be due to
the influence of home environment on schoolchildren’s oral health behavior (Currie
& Levi, 2010; Jung et al., 2010; Locker et al., 2002).

Orthodontic treatment need showed a strong negative effect on the FL
domain score of CPQii14. The functional limitations domain evaluated the
following aspects: breathing through the mouth, taking longer than others to eat a
meal, have trouble sleeping, find it difficult to bite or chew food, such as apples,
corn on the cob or steak, difficult to open your mouth wide, difficult to say any
words, difficult to eat foods you would like to eat, difficult to drink through a straw,
difficult to drink or eat hot or cold foods.

These results differed from those of other studies published in the literature,
which observed that malocclusion showed a negative effect on the emotional and
social well-being domain scores in children (Foster Page et al., 2005; O"Brien et
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al., 2006). The present study verified that the impact orthodontic treatment has on
OHRQoL is not only related to correcting dental esthetics, as affirmed by O Brien
et al. (2006), but is also due to the perception of functional limitations.

There was no statistically significant association of the presence of bleeding
with the oral symptoms (OS), functional limitations (FL) domains of the CPQ11.14
score, but it was more pronounced in the emotional well-being (feelings about
yourself and what others think about you) and social well-being domains (difficulty
in school, in activities, avoiding smiling, difficulties in relationships with other
children). The results were similar to those of Lopez and Baelum (2007) who found
association between periodontal diseases and oral health-related quality of life.
However, the authors used a different OHRQoL instrument (Oral Health Impact
Profile - OHIP) and did not evaluate the impact of periodontal diseases on the
OHRQoL instrument by its domains.

The data of this research should be interpreted in the context of some
limitations. The study had a cross-sectional design, which made it difficult to
evaluate the risk indicators of OHRQoL. The measures of behavior and self-
esteem, which might influence the oral health conditions and subjective perception
of the schoolchildren, were not included. Therefore, longitudinal studies are
necessary to determine better associations between confounding variables that
could have an influence on OHRQoL.

In conclusion, it was found that some clinical, socio-environment factors
exerted different impacts on the health domains of CPQi1.14, demonstrating the
need to consider these conditions when planning oral health strategies applicable

to schoolchildren.
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INTRODUCAO

Atualmente, vanos pesquisadores tém se interessado em incorporar ao conceito de
sainde as representagdes subjetivas do individuo em relagdo as suas sensagdes de
bem-estar, a partir da compreensdo que as doengas que afetam os individuos ja nio podem
ser mais analisadas apenas a partir dos fatores biologicos que as caracterizam,

A partir de entdo, surgiu o conceito de qualidade de vida, definido pela Organizagiio
Mundial da Saide como “a percepglo do individuo sobre a sua posigio na vida, no
contexto da cultura e dos sistemas de valores nos quais ele vive, ¢ em relagio a seus
objetivos, expectativas, padroes ¢ preocupagdes™ (WHOQOL Group, 1995). Portanto. o
conceito envolve componentes subjetivos ¢ compreende um campo multidimensional,
ums vez que a qualidade de vida € considerada decorrente dos aspectos sociais,
econdmicos, politicos e culturais de uma sociedade.

Em fungio do impacto que a saiude bucal exerce sobre os aspectos funcionais ¢
psicossociais dos individuos, estudos vém analisando a relagdo entre qualidade de vida e
saude bucal em criangas e adolescentes (Do & Spencer, 2007; Biazevic et al., 2008;
Barbosa et al, 2009, 2010). Entre os instrumentos utilizados para esta finalidade
destaca-se um grupo de questionarios denominado de Child Oral Health Quality of Life
Questionnaires (COHQoL), desenvolvido por pesquisadores canadenses para grupos
etarios especificos, como o Child Perceptions Questionnaire (CPQ, e CPQ, )
(Jokovic er al., 2002), que avaliam o impacto das desordens bucais sobre a qualidade de
vida abordando aspectos fisicos e psicossociais.

A partir do exposto, percebe-se a importancia de se incorporar nas avaliagdes de
necessidades na area da saude, os aspectos subjetivos do individuo. No caso de criangas,
suas auto-percepgdes relacionadas a saude geral e saude bucal podem ser influenciadas
pelas percepgdes dos pais, contudo, estudos abordando esses aspectos ainda sdo escassos
(Mialhe e Gongalo, 2008), Assim, o objetivo do presente estudo foi avaliar se a qualidade
de vida relacionada & saude bucal auto-relatada por criangas € influenciada por suas
condigdes clinicas bucais objetivas e tambeém pelas percepgdes subjetivas de seus pais
quanto a saude geral e bucal das mesmas.

MATERIAIS E METODOS

Previamente 4 execugdo, o projeto de pesquisa foi submetido d apreciagdo pelo
Comité de FEtica em Pesquisa da  Faculdade de  Odontologia de
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Piracicaba-FOP/UNICAMP, Brasil, ¢ aprovado sob protocolo n® 0552009,

Para o calculo do tamanho da amostra probabilistica foram utilizados o valor da média
CPOD (1,65) e desvio padrdo (1,80), obtidos em um estudo anterior realizado no ano de
2008, adotando-se. para tal, nivel de confianga de 95%, precisdo de 20% e efeito do
desenho (deff) de 2. Somaram-se 20% a esse total, a fim de compensar eventuais perdas
€ recusas,

Conduziu-se, entdio, um estudo ransversal com uma amostra de 283 individuos de 12
anos de idade, selecionados por amostragem aleatdria por conglomerado, entre as ¢scolas
publicas e particulares do ensino fundamental do municipio de Juiz de Fora ~ Minas
Gerais, Brasil. Os escolares foram avaliados clinicamente por um dnico examinador,
devidamente calibrado, de acordo com as normas preconizadas pela Organizagio
Mundial de Saude para levantamentos epidemiologicos (WHO, 1997), Dados de cérie e
ma-oclusdo foram coletados por meio dos indices CPOD e Indice de Estética Dental
(DAL, respectivamente.

Para avaliagdo da auto-percepgdo da qualidade de vida relacionada a satde bucal, os
escolares responderam a versdo brasileira do Child Perceptions Questionnaire (CPQ, ),
desenvolvido por Jokovic et al. (2002), traduzido e validado para populagio brasileira por
Barbosa et al. (2009). Além disso, foi enviado aos responsdveis um questiondrio para a
avaliagio da percepgio da saude geral e sistémica de seu filho{a), baseado no estudo de
Blumenshine (2008) indagando como cles consideravam a satde geral e bucal da crianga,
o qual apresentava as seguintes opgdes de resposta: excelente, muito boa, boa, regular ou
ruim.

Os dados foram ansbisados por meio de estatistica descritiva e dos testes de
Mann-Whitney e Kruskal-Wallis, com nivel de significancia de 5%.

RESULTADOS

De acordo com a amostragem por conglomerado, foram avaliados 203 alunos de
escolas piblicas (federais, estaduais e municipais) e 83 de escolas particulares. O valor do
CPOD médio da amostra analisada foi de 1.1 (dp 1.7) e 27,3% dos escolares apresentaram
necessidade de tratamento ortodontico. A pontuagio do CPQ, | varioude 0 a 115, com
média de 26,3 (dp 23.9). considerando que valores mais proximos de zero representam
que o individuo percebe um menor impacto do estado de sua saide bucal na qualidade de
vida, independente da real condigdo clinica que apresentada.

Em relagdo a percepgdo dos pais, verificou-se que 93% consideravam a saude geral de
sew/sua filho(a) como excelente, muito boa e boa (Grifico 1),
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Grafico 1 — Percepg¢do dos pais quanto a saude sistémica/geral da crianca.

o excelente/muito boa
o boa
® regular/rulm

Pela andlise do Grafico 2, percebeu-se que 64,3% consideravam a saude bucal de
seu/sua filho(a) excelente, muito boa e boa.

Grafico 2 — Percepgdo dos pais quanto a saude bucal da crianga.

0 excelente/muito boa
@ boa
m regular/ruim

33%

De acordo com a Tabela I, constatou-se que os escores do CPQ . estavam
significativamente associados tanto as varidveis clinicas (cdrie e ma-oclusdo) como a

percepcio de saide geral (p<0.05) e bucal (p<0.001) relatada pelos pais.
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Tabela 1 — Estatistica descritiva relativa as pontua¢des totais do CPQ,, . de acordo
com as variaveis analisadas. Valor de p referente aos testes de Mann-Whitney e
Kruskal-Wallis, de acordo com a indicagéo.

Total CPQ".“

N Mediana Média DP P
Necessidade de tratamento
ortodéntico (DAI)
Niao 208 16,50 23,77 22,88
Sim 78 25,50 32,87 2535 0,002*%
Presenga de Carie
Nio 234 18,00 25,00 23,75
Sim 52 27,50 31.92 2386 0,024°
CPOD
=0 175 17,00 2448 23.46
>0 111 22,00 29,05 2438 0,065°
Percep¢do dos pais — saude geral
Excelente/muito boa 186 17.00 22.36 20,59
Boa 80 24.00 33.69 29,13
Regular/Ruim 20 31,00 32,75 21,72 0,002%
Percep¢do dos pais — savude bucal
Excelente/muito boa 90 10,50 14,06 15,08
Boa 94 22,00 2549 21,39
Regular/Ruim 102 33,00 37,73 26,86 0,000°"

“teste ndo paramétrico de Mann-Whitney ®teste ndo paramétrico de Kruskal-Wallis

DISCUSSAO

A prevaléncia da doenga carie aos 12 anos observada nessa amostra de escolares
(média do indice CPOD de 1,1) foi baixa, se comparada aos dados populacionais do
ultimo levantamento nacional realizado em 2003, cuja média do indice CPOD aos 12 anos
foi de 2,78 (Brasil, 2004). Por outro lado, aproximadamente um ter¢o (27.3%) dos
escolares apresentavam necessidades de tratamento ortodéntico, verificada por meio do
indice DAI, porcentagem esta muito proxima a constada por Marques et al. (2005) em
Belo Horizonte, MG, os quais verificaram que 26,4% da amostra de criangas avaliadas
necessitavam de algum tipo de tratamento ortoddntico.

Por meio da andlise estatistica, constatou-se que a presenca de cdrie dentaria estava
significativamente associada ao relato de efeito negativo na qualidade de vida (p=0,024),
expresso pelas pontuagdes totais do CPQ . No estudo de Do & Spencer (2007), os
autores avaliaram a interferéncia da prevaléncia de carie e fluorose na qualidade de vida
(QV) das criangas utilizando o questiondrio do grupo COHQoL e observaram que a carie
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também apresentou impacto negativo na QV das criancas e adolescentes entre § a 12
anos. Da mesma forma, Biazevic er al. (2008) avaliaram a associac¢do entre indicadores
de satde bucal, tais como os indices CPOD, CPI e de Dean, e o impacto na qualidade de
vida de 247 adolescentes entre 15 a 17 anos da cidade de Agua Doce, Santa Catarina,
Brasil, utilizando o questionario Oral Health Impact Profile (OHIP) na versio em
portugués. Os autores observaram que a distribui¢do epidemioldgica de cérie era elevada
e apresentava grande impacto no desenvolvimento de atividades didrias dos adolescentes,
avaliado por meio dos valores do indice OHIP.

No caso das necessidades de tratamento ortoddntico, observou-se que essas também
exerceram forte impacto sobre a qualidade de vida relacionada a saude bucal dos
escolares. A mesma tendéncia foi observada no estudo de Marques et al. (2006), os quais
avaliaram 333 escolares brasileiros de 10 a 14 anos de idade e registraram que a md
oclusdo exercia um impacto estético negativo sobre o desempenho didrio, interferindo na

qualidade de vida dos escolares.

Em outro estudo, realizado por Agou et al. (2008), os autores objetivaram examinar a
relagdo entre auto-estima e qualidade de vida relacionada a saide bucal em uma amostra
de criangas que buscavam tratamento ortodontico na Faculdade de Odontologia de
Toronto, no Canada. Para isto, aplicaram o questionario CPQ,, ., em 199 criangas, e
observaram também que o impacto da ma oclusdo na qualidade de vida foi substancial,
principalmente em criangas com baixa auto-estima. Para Peres et al. (2002) é dificil,
porém essencial, para os cirurgides-dentistas, determinar quio importantes sio as
oclusopatias como um problema facial e qual o impacto desses problemas na qualidade
de vida dos individuos afetados.

A percepcdo dos pais sobre as condigdes de saude do(a)s filho(a)s apresentou forte
associa¢do com o auto-relato de qualidade de vida do escolar, sugerindo a influencia da
opinido dos pais na auto-percepcio dos filhos sobre seus estados de satde. Essa hipdtese
se baseia em outras evidéncias advindas de estudos como o de Talekar et al. (2005), em
que 0s autores constataram associagdo positiva entre a percep¢do dos pais, referente a
saude de seus filhos, e a percepgdo da crianga sobre sua saide e a necessidade real de
tratamento. Ja Marques et al. (2005) concluiram que o desejo de tratamento ortoddntico
relatado pelo adolescente e percep¢do dos pais quanto & estética bucal do filho foram
varidveis que apresentaram associagdo estatisticamente significativa com a necessidade
normativa de tratamento ortoddntico.

Ao determinar a influencia da percep¢do dos pais sobre a saide dos escolares na
qualidade de vida dos mesmos, o presente estudo aprofunda o conhecimento das
percepcdes subjetivas relacionas a saide. Como afirmado por Jokovic et al. (2003), os
pontos de vista de ambos devem ser obtidos de forma a conhecer por completo o valor
que a crianga atribui a sua saide bucal e a rela¢@o que estabelece com a sua qualidade de
vida. Quando os responsaveis sdo esclarecidos sobre a condi¢do de satde bucal de suas
criangas, podem se tornar agentes pro-ativos para a manutengdo da mesma, j& que os pais
ensinam e influenciam na aquisi¢cdo e manuteng¢do de habitos saudaveis (Fisher-Owens et
al., 2007; Saied-Moallemi et al., 2008), além de identificarem problemas a serem
tratados, encaminhando as criangas a assisténcia odontoldgica (Talekar et al., 2005;
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Mialhe e Gongalo, 2008; Mialhe et al., 2009).

Assim, a influéncia dos pais sobre a auto-percepcdo de saide das criangas vém
atraindo cada vez mais o interesse de pesquisadores. Goursand et al. (2009) validaram um
instrumento denominado de The Parental-Caregiver Perceptions Questionnaire e
observaram que a avalia¢do da percepgdo dos pais é um meio importante para determinar
o impacto da saude bucal na qualidade de vida das criangas. Os responsaveis pelas
criangas sdo agentes primarios de socializagdo e cuidados em saude e, para que propostas
de intervengdo educativo-preventivas possam ser implementadas de forma satisfatoria, os
familiares devem ser vistos como co-responsaveis na promog¢do e manutengdo das
condi¢des de saude de seus filhos (Mialhe e Gongalo, 2008, Mialhe et al., 2009).

Os resultados explicitados no presente estudo corroboram com a idéia de que as
doengas que afetam os individuos jd ndo podem ser mais compreendidas somente a partir
dos fatores orgdnicos que as caracterizam. Ha que se considerar a influencia dos fatores
psicossociais nas percep¢des dos individuos sobre sua qualidade de vida relacionada a
saude e saude bucal. Assim, é necessario que sistemas de prestagdo de cuidados & saide
repensem o paradigma biologicista dominante no qual se sustentam, a fim de que possam
promover formas de cuidado integrais & populagio.

Conclusdes

Conclui-se que a percep¢do da crianga quanto a sua qualidade de vida relacionada a
saiude bucal pode ser influenciada tanto por aspectos organicos, como a cdrie e a
mé-oclusdo, bem como fatores relacionados as percepcdes dos seus pais sobre seus
estados de satde. Isso indica a necessidade de abordagens em satide da crianca a partir de
uma perspectiva sistémica.
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CONSIDERACOES GERAIS

A avaliacdo da qualidade de vida na saude representa um grande avancgo
para area, ja que permite incorporar os conceitos subjetivos dos individuos e suas
sensacdes de bem-estar nos conceitos de saude e doenca. Assim, qualidade de
vida relacionada a saude envolve aspectos relacionados ao bem-estar fisico,
emocional e social, e, portanto, as percep¢des subjetivas dos individuos, as quais
sofrem interferéncias do contexto biopsicossocial em que 0s mesmos se inserem.

Ao avaliar o contexto socioambiental associado a qualidade de vida
relacionada a saude bucal (QVRSB), observou-se no Capitulo 1 que variaveis
relacionadas as condi¢cdes socioecondmicas e do ambiente familiar em que o
escolar vive pode influenciar significativamente sua auto-percepcéao relativa a sua
QVRSB, avaliada por meio de um instrumento especifico para este fim (Child
Perceptions Questionnaire — CPQ11.14). Assim, observou-se que maiores escores
do CPQ11-14 (pior QVRSB) estiveram associados a variaveis tais como criancas do
sexo feminino, com necessidade de tratamento ortodontico, vivendo em familias
como baixa renda familiar e com mais de dois irmaos, residindo em casas com
mais de um morador por cobmodo (aglomeracdo por domicilio), com méae
possuindo até 8 anos de estudo. Estes resultados sdo importantes, jA que a
relacdo entre nivel socioeconémico e QVRSB, utilizando o instrumento CPQ11.-14,
foi pouco investigada na literatura. Além disso, este € primeiro estudo que envolve
aspectos do ambiente familiar na relagdo com QVRSB.

Entretanto, apesar dos dados encontrados no capitulo 1 trazerem novos
achados para os estudos na area de QVRSB em escolares, as analises nao
permitiram saber o impacto das variaveis dependentes estudadas sobre os
dominios individuais do instrumento CPQii1.14. Assim, a avaliacdo do referido
instrumento de avaliacdo de QVRSB por dominios de saude, no Capitulo 2,
permitiu observar que certas variaveis socioambientais apresentaram impactos
distintos nos diferentes dominios do CPQ11.14. Enquanto que as variaveis escolares
do sexo feminino, morando com familias com renda familiar abaixo de 3 salarios

minimos e com maes que possuiam até 8 anos de estudos apresentaram um
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impacto negativo em todos os dominios do CPQi;.14 (limitagbes funcionais,
sintomas orais, bem-estar emocional e social), outras variaveis tais como
escolares que apresentavam sangramento gengival e que ndo moravam com
ambos o0s pais biolégicos apresentaram impacto negativo estatisticamente
significativo apenas nos dominios do CPQii.14 relacionados ao bem-estar
emocional e bem-estar social. E, por fim, observou-se que a necessidade de
tratamento ortodontico esteve fortemente associada apenas com o dominio
‘limitagdes funcionais’. Os resultados encontrados para diferentes variaveis nos
quatro dominios de saude do instrumento trouxeram novas associacdes
importantes para o planejamento de acdes especificas voltadas a reducdo dos
impactos na QVRSB. Porém, estudos longitudinais sao importantes para se avaliar
0 impacto a longo prazo das variaveis preditoras analisadas sobre os aspectos
gerais e por dominios do CPQ11-14.

Os resultados dos estudos supracitados, os quais avaliaram QVRSB por
meio do instrumento CPQ1;.14, trazem evidéncias que reforcam a importancia de
se planejar estratégias de promocao de saude interdisciplinares, visando melhorar
as condicbes socioambientais e clinicas dos escolares. Assim, as politicas
publicas devem ser voltadas para os principios de integralidade do SUS, com
acOes que incorporem aspectos sociais além da saude bucal. Dessa forma seréa
possivel reduzir o impacto dos fatores clinicos e socioambientais na QVRSB.

Um dado interessante constatado pelas analises de regressdo dos
Capitulos 1 e 2 e confirmado no Capitulo 3 por meio de testes ndo-paramétricos,
foi que as percepcdes subjetivas dos pais influenciam no relato subjetivo de
QVRSB dos escolares, além de definir o comportamento em higiene bucal, como
ja constatado em estudos na literatura.

Contudo, os resultados destes trés estudos devem ser avaliados com
cautela, jA que se trata de uma avaliacdo transversal que determina apenas
indicadores de risco e ndo gera fatores de causalidade. S&o necessarios estudos
longitudinais para determinar a relagdo de causa e efeito entre as variaveis
estudadas. Além disso, a incorporacdo de dados referentes a auto-estima e

comportamento dos escolares em relagdo a saude bucal nas analises de futuros
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estudos poderia ajudar a esclarecer a rede de variaveis pertencentes a cadeia
causal de fatores relacionados a QVRSB desta populagéo.

Corrobora-se, portanto, a importancia de acdes em saude bucal que
contemplem estratégias envolvendo aspectos relacionados ao contexto
biopsiossocial em que o individuo se insere. E, para se alcancar estes objetivos, &
preciso incluir acoes de integralidade em suas diferentes concepc¢des, ou seja, 0
profissional de saude deve considerar o individuo como um todo indivisivel e
integrante de uma comunidade, ndo focando apenas em saude bucal. Além disso,
os profissionais devem analisar se ha oferta de servicos em todos os niveis de
saude, em todos os graus de complexidade (promocéo, protecdo e recuperagao
da saude). E por fim, devem vislumbrar o planejamento de politicas
multidisciplinares e intersetoriais, que envolvam aspectos sociais, culturais,

ambientais, econdmicos e educacionais.

50



CONCLUSOES

Conclui-se que o planejamento de acBes em saude deve envolver o
contexto biopsicossocial em que o escolar se insere, ja que as condi¢cbes
socioambientais podem ter influencias negativas sobre a QVRSB de escolares. E
importante, considerar que estes fatores podem exercer diferentes impactos sobre
0os dominios constantes de instrumentos que mensuram a QVRSB, tais como
sintomas orais, limitagdes funcionais, bem-estar emocional e social. E, por fim,
visto que existe influéncia da percepcéo subjetiva dos pais e dos escolares sobre
saude bucal e geral, reforcando a influencia do ambiente familiar para o escolar,
estes devem ser levados em consideracdo quando do planejamento em salde

bucal coletiva.
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ANEXO 1

UNIVERSIDADE ESTADUAL DE CAMPINAS
¢ FACULDADE DE ODONTOLOGIA DE PIRACICABA

UNICAMP

.\1

%
K\

TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO
Projeto: “SAUDE BUCAL E QUALIDADE DE VIDA EM ADOLESCENTES”

Seu filho(a) esta4 sendo convidado(a) a participar da pesquisa intitulada “SAUDE
BUCAL E QUALIDADE DE VIDA EM ADOLESCENTES”. Se decidir participar, é
importante que leia estas informacgdes sobre o estudo e o seu papel nesta pesquisa.

1) Justificativa da pesquisa

Esta pesquisa sera realizada com o objetivo de conhecer a prevaléncia de cérie,
problemas gengivais, alteracdes nas posi¢cdes dos dentes, defeitos no esmalte do dente e
fraturas dentarias. Além disso, serd testada a existéncia de associacbes entre essas
doencas bucais, o0 nivel socioeconémico, o rendimento escolar.

Justifica-se a realizacdo desta pesquisa, pois atualmente se sabe que as
condi¢cbes bucais influenciam a qualidade de vida das pessoas. Portanto, a deteccdo
destas alteracdes pode contribuir com a melhora da qualidade de vida, pois se essas
forem solucionadas, podem influenciar de modo positivo a vida cotidiana do adolescente e
sua familia.

O adolescente sera avaliado por meio de questionario aplicado a ele e ao Sr.(a)
(responsavel), em seguida sera realizado exame clinico que identificara a presenca de
alteragbes bucais.

A qualguer momento o(a) Sr. (a) podera desistir de participar e retirar seu
consentimento. A recusa ndo trard nenhum prejuizo na relagdo com o pesquisador ou
com a instituicdo. E preciso entender a natureza da participacéo de seu filho(a) e assinar
este Termo de Consentimento Livre e Esclarecido (TCLE).

2) Procedimento do Estudo

Apobs concordar em participar deste estudo, seu filho(a) passara pelos seguintes
procedimentos:

QUALIDADE DE VIDA — Para avaliar a percepcado sobre qualidade de vida os
adolescentes e os Sr.(a) responsaveis responderdo aos questionarios sobre a Salde da
Crianca, sua Qualidade de Vida e sua Familia. O adolescente e o Sr.(a) terdo liberdade
de responder as perguntas ou nao, serdo devidamente instruidos antes do preenchimento
e esclarecidos quando surgirem davidas.

EXAME CLINICO BUCAL - Serdo verificadas as condigdes dos dentes (nimero de
dentes cariados, perdidos e obturados, fraturas e defeitos no esmalte) e gengiva, além de
exame para verificar a posi¢cao dos dentes, se estdo em posi¢édo correta ou ndo.
RENDIMENTO ESCOLAR — Dados sobre o rendimento escolar de cada aluno serdo
obtidos nas escolas. As notas finais de Portugués, Matematica e Ciéncias de cada aluno
serdo coletadas com as/os professores(as) no final do ano.

3) Grupos — N&o ha grupo controle ou placebo neste estudo.

4) Métodos alternativos — N&o existem métodos alternativos para obtencdo das
informacgdes desejadas.

5) Riscos e desconfortos — ndo ha riscos e desconfortos previsiveis, pois o0s
procedimentos sdo simples. Os questiondrios serdo respondido pela crianga e seu
responsavel, pela leitura e marcacéo das respostas, com liberdade de responder ou nao.
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O questionario é respondido pelos préprios participantes, em aproximadamente 30
minutos. Os exames clinicos seguem 0s passos de rotina odontolégica e as normas de
biossegurancga e limpeza do instrumental utilizado seguem as normas preconizadas pela
Organizagdo Mundial de Saude para levantamentos epidemiologicos. O tempo estimado
para realizacdo dos exames clinicos é de 15 minutos.
6) Beneficios — As avaliagBes que serdo realizadas permitirdo o diagnéstico de possiveis
alteracdes na cavidade bucal e seus anexos. O voluntario portador destas alteracfes
recebera informacbes e orientacbes em relacdo ao problema e ao tratamento, sendo
informado quais profissionais estariam indicados. Os voluntarios que apresentarem
necessidades de tratamento curativo serdo devidamente encaminhados para atendimento
odontolégico na Faculdade de Odontologia da Universidade Federal de Juiz de Fora.
Garante-se que a participacdo na pesquisa ndo acarretara gastos aos voluntarios, assim
como em relagéo a qualquer procedimento de exame clinico.
7) Forma de acompanhamento e assisténcia — O atendimento para a pesquisa sera
realizado nas préprias escolas em periodo que nao interfira no horario escolar.
8) Esclarecimentos — Vocé e seu filho(a) receberdo respostas a qualquer pergunta ou
esclarecimento sobre qualquer divida acerca dos procedimentos, riscos e beneficios
empregados neste documento e outros assuntos relacionados a pesquisa antes, durante
ou apos a realizagdo da mesma. Também serdo dadas informagfes sobre o diagnostico
das alteracdes detectadas e o prognéstico. Essas informacfes serdo passadas aos
professores e pais por escrito e verbalmente.
9) Retirada do consentimento — O responséavel pelo adolescente tem a liberdade de
retirar 0 consentimento a qualquer momento e deixar de participar do estudo sem
qualquer puni¢éo ou prejuizo.
10) Sigilo dos dados — As informagfes obtidas da participacdo neste estudo serdo
mantidas estritamente confidenciais, sendo que o0s resultados divulgados nunca
identificardo o adolescente. Além dos profissionais de saude que fardo as avaliaces,
agéncias governamentais locais, o Comité de Etica em Pesquisa da instituicdo onde o
estudo estd sendo realizado podem precisar consultar os registros. O adolescente néo
sera identificado quando o material de seu registro for utilizado, seja para propésitos de
publicacéo cientifica ou educativa.
11) Despesas — O voluntario ndo tera gastos ou cobrancas pela participa¢do no estudo.
12) Previsdo de indenizacdo — N&o ha previsdo de indenizagdo, pois a pesquisa nao
oferece riscos previsiveis. No entanto, 0s pesquisadores responsaveis se encontram
comprometidos com o Conselho Nacional de Saude na observacdo e cumprimento das
normas e diretrizes regulamentadoras da pesquisa em seres humanos.
13) Critérios para suspender ou encerrar a pesquisa — Nao havendo riscos previsiveis
a pesquisa so6 sera encerrada quando as informacdes desejadas forem obtidas.
14) Entrega do TCLE

O responsavel recebera uma copia deste termo onde consta o telefone e o
endereco do pesquisador principal, podendo tirar suas duvidas sobre o projeto e sua
participacdo agora ou qualquer momento. Caso vocé tenha mais perguntas sobre o
estudo, por favor faca os seguintes contatos:
Dados dos pesquisadores: Prof® Fabio Luis Mialhe / CD Janice Simpson de Paula
Fone: (19)2106-5279/(32)3331-3963 — (32)9906-9722. Avenida Limeira 901 - Bairro
Aredo. Piracicaba, SP. CEP: 13414-903. E-mail: janicesimpson@fop.unicamp.br

14) Declaragdo de consentimento
Li as informacdes contidas neste documento antes de assinar este termo de
consentimento. Declaro que fui informado(a) sobre os métodos, as inconveniéncias,
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riscos, beneficios e eventos adversos que podem vir a ocorrer em consequéncia dos
procedimentos.

Declaro que tive tempo suficiente para ler e entender as informagdes acima.
Declaro também que toda a linguagem técnica utilizada na descricdo deste estudo de
pesquisa foi satisfatoriamente explicada e que recebi respostas para todas as minhas
davidas. Confirmo também que recebi uma coOpia deste formulario de consentimento.
Compreendo que sou livre para retirar o adolescente do estudo em qualqguer momento, se
por minha vontade ou pela propria vontade do adolescente, sem perda de beneficios ou
qualquer outra penalidade.

Dou meu consentimento de livre e espontéanea vontade para o menor sob minha
responsabilidade participar como voluntario deste estudo.

Assinatura do responsavel Data

ATENCAO: A sua participacdo em qualquer outra pesquisa € voluntaria. Em caso de
duvida quanto aos seus direitos, escreva para o Comité de Etica em Pesquisa da FOP-
UNICAMP.

Endereco: Av. Limeira, 901-CEP: 13.414-900 / Piracicaba/SP. Tel/Fax: (0xx19) 2106-5349
/ FOP: (Oxx19) 2106-5218 E-mail: cep@fop.unicamp.br  —  website:
www.fop.unicamo.br/cep

57



£

ANEXO 2

UNMIVERSIDADE ESTADUAL DE CAMPINAS
FACULDADE DE ODONTOLOGIA DE PIRACICABA

LINBE A RAR Projeto: “Qualidade de Vida e Sadde Bucal em Adolescentes”
Ficha n®: Mome: Examinadaor:
Sexo [ JF (M Masc:__ ([ ldade: anos Drata do Exame: _ / F2005
Escola: Serie:
CARIE DENTARIA/FRATURA
COOGD RE B4 ER3I B2 B 81 82 83 64 65
DEC T FERAT CONDIGACESTADOD TRATAMENTO 18 17 16 15 14 13 12 1 21 22 23 24 25 26 27 23
o . 0 =Menhum

A g B P = Cuidado preventive/

B 1 caliado Frips1ath

c 2 restayrgdp, com cane -=H—'--1 :"r <50 1 face

D restayrdo, sem cane S P

E ‘3 Tsenie. devido 3 cane 2 _E‘;‘j;:l;'ﬂfﬂﬂém 856 84 83 82 81 M 72 73 T4 75

. 5 SUSENIE, POT OUTos [!13“'5;[;_ par qualguer 4% 47 45 45 44 43 42 41 31 32 33 34 35 38 3I7T 38

F [ selante de fissura )

= — = =Facets laminads

- Supnrie para protese, _ _{fﬂ "~

c f gota  protética oy | |3 Tratamento pulpar

- g DER SMRianads = Extracao

——r fr— T = 0wtros cuidados

T T mﬂ (fratura) 8 = Outros cuidados RISCO*

- 2 Do reqistrado 5 = Sem registro
OPACIDADE/ HIPOPLASIA DO ESMALTE
Dentes pErmansntes
| = Opaciade delimitads 1413 12 M 2122 23 24 INDICE PERIODONTAL COMUNITARIO (CPI)
2= Opaciade shusa [T [ T ]
3=g15:5221ga,§' 0=Higide 55M6 5111 G65/26
4 = rtr eitos 1= Ea_jr-; ramento
5 =0pac es dif A5 35 2 =Calkculo
& ="0psac es deli = E.E-thn:-ax-:lu.a
T=0pac =s dif 3 = 5em registro
§=Todas as trés co = 85M6 T1/31 ThH36

5 = Sem registro

*GRITERIOS FARA A AVALIACAQ DE RISCO INDIVIDUAL: A — susénciz de ﬂjﬁ.l'.l""'aﬁ buna-u (fudo OK}: B — somenfe denfes resfauwrados C — somenfe cane cronics: O —

placa. gengivite efow mancha branca: E - somente cane sguds’ F — urgéncia (dor

prezenga de
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ANEXO 3

Anormalidades Dentofaciais

1. Denticdo: na auséncia de incisivos, caninos e pré-molares superiores e
inferiores -

escrever o numero de dentes. O nimero de dentes ausentes nas arcadas superior

e inferior deve ser registrado nos campos 1 e 2.

(1) (2)

2. Espaco:

Apinhamento naregido de incisivos] ]
0 = Sem apinhamento

1 = Uma regido com apinhamento

2 = Duas regides com apinhamento

Espacamento naregido de incisivos:|:|
0 = Sem espagamento

1 = Uma regido com espagamento

2 = Duas regides com espacamento

Diastema em milimetros: |:|
Desalinhamento maxilar anterior em mm:|:|
Desalinhamento mandibular anterior em mm:|:|

3. Oclusao:

Overjet maxilar anterior em mm:l:l
Overjet mandibular anterior em mm:
Mordida aberta vertical anterior em mm:
Relacdo molar antero-posterior:

0 = Normal

1 = Meia cuspide

2 = Cuspide inteira

M = Mesial

D = Distal

Overbite em mm:

Mordida cruzada posterior:
0 = Ausente

1 = Bilateral
2 = Unilateral direita
3 = Unilateral esquerda
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ANEXO 4
RESPONDA AS PERGUNTAS ABAIXO SOBRE VOCE:

Vocé tem algum problema de saude?
( )n&o () sim Qual?

Vocé considera a sua saude em geral:
() Excelente

() Muito boa

() Boa

( ) Regular

() Ruim

Vocé considera a sua saude bucal:
() Excelente

() Muito boa

() Boa

( ) Regular

( ) Ruim

EM RELACAO AO AMBIENTE FAMILIAR

Indique com quem vocé mora:

() mée e pai bioldgicos

( ) s6 a mée bioldgicas, os pais sao separados

( ) s6 a méae biolbgica, o pai é falecido

( ) s6 a mae biol6gica, ndo sabe quem é o pai

( ) méae biolégica e padrasto, pai falecido

( ) mée bioldgica e padrasto, pais separados

( ) mée bioldgica e padrasto, ndo sabe quem € o pai
() mée e pai adotivos
() outros — especifique

Vocé tem irmaos?
( )néo () sim. Quantos?

Ao todo, quantas pessoas moram na casa?

Quantos comodos tem sua casa?
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ANEXO 5

Questionario de Saude Bucal Infantil

Ola,
Obrigado por concordar em nos ajudar com nosso estudo!
Este estudo esta sendo feito para que haja maior entendimento sobre os problemas
gue as criancas podem ter por causa de seus dentes, boca, labios e maxilares.
Respondendo as perguntas, vocé nos ajudara a aprender mais sobre as experiéncias
dos jovens.
POR FAVOR, LEMBRE-SE:
© N&o escreva seu nome no questionario.
© Isto ndo é uma prova e ndo existem respostas certas ou erradas.
© Responda o mais honestamente que puder.
© Nao converse com ninguém sobre as perguntas enquanto as estiver respondendo.
Suas respostas sdo pessoais; ninguém que vocé conhece vera suas respostas.
© Leia cada pergunta cuidadosamente e pense sobre as coisas que aconteceram com
vocé nos ultimos 3 meses enquanto estiver respondendo.
© Antes de responder, pergunte a vocé mesmo: “Isto acontece comigo devido a
problemas com meus dentes, labios, boca ou maxilares?”

© Coloque um X na caixa (Q) a frente da resposta que for melhor para vocé.

QUESTIONARIO DE SAUDE BUCAL INFANTIL 11-14 anos

Data de hoje: / _/
DIA MES ANO

PRIMEIRO, RESPONDA ALGUMAS PERGUNTAS SOBRE VOCE

1. Vocé é um menino ou uma menina?

4 Menino
4 Menina
2. Quando vocé nasceu? / /

DIA MES ANO

3. Vocé acha que a salde de seus dentes, labios, maxilares e boca é:
Q Excelente
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cooodpos» 000D

oocdooe goooopow

OCOCOO0OON

Muito boa

Boa

Mais ou menos
Ruim

As condicoes (boas ou ruins) de seus dentes, labios ou boca
rapalham sua vida no dia a dia?

Nem um pouco
S6 um pouquinho
Mais ou menos
Muito

Muitissimo

PERGUNTAS SOBRE PROBLEMAS BUCAIS

NOS ULTIMOS 3 MESES...

Vocé teve dor em seus dentes, labios, maxilares ou boca?
Nunca
Uma ou duas vezes
Algumas vezes
Varias vezes
Todos os dias ou quase todos os dias

Vocé teve sangramento na gengiva?
Nunca
Uma ou duas vezes
Algumas vezes
Varias vezes
Todos os dias ou quase todos os dias

Vocé teve feridas em sua boca?
Nunca
Uma ou duas vezes
Algumas vezes
Varias vezes
Todos os dias ou quase todos os dias

NOS ULTIMOS 3 MESES...

Vocé teve mau halito?
Nunca
Uma ou duas vezes
Algumas vezes
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Q Varias vezes
O Todos os dias ou quase todos os dias

9. Vocé teve alimento grudado dentro ou entre os dentes?
O Nunca

O Uma ou duas vezes

O Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

10. Vocé teve alimento preso no céu da boca?
O Nunca

d Uma ou duas vezes

O Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

11. Vocé costuma respirar pela boca (ou ficar de boca aberta) devido a
problemas nos seus dentes, labios, maxilares ou boca?

4 Nunca

d Uma ou duas vezes

O Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

12. Vocé levou mais tempo que os outros para comer uma refeicao
devido aos seus dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

oo0o0O

13. Vocé teve problemas enquanto dormia devido aos seus dentes,
labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

oo0o0O

14. Vocé teve dificuldade para morder ou mastigar alimentos como
maca, milho verde na espiga ou bife devido aos seus dentes, labios,
maxilares ou boca?

O Nunca

Q Uma ou duas vezes

a Algumas vezes
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Q Varias vezes
O Todos os dias ou quase todos os dias

15. Vocé teve dificuldade para abrir bastante a boca devido aos seus
dentes, labios, maxilares ou boca?

4 Nunca

a Uma ou duas vezes

O Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

16. Vocé teve dificuldade para dizer alguma palavra devido aos seus
dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000

17. Vocé teve dificuldade para comer comidas que vocé gostaria de
comer devido aos seus dentes, labios, maxilares ou boca?

O Nunca

a Uma ou duas vezes

Q Algumas vezes

Q Varias vezes

d Todos os dias ou quase todos os dias

18. Vocé teve dificuldade para beber com canudinho devido aos seus
dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

O0o000

19. Vocé teve dificuldade para beber ou comer alimentos quentes ou
gelados devido aos seus dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000

PERGUNTAS SOBRE SENTIMENTOS
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NOS ULTIMOS 3 MESES...

20. Vocé se sentiu irritado ou frustrado devido aos seus dentes,
labios, maxilares ou boca?

4 Nunca

d Uma ou duas vezes

O Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

21. Vocé se sentiu inseguro devido aos seus dentes, labios, maxilares
ou boca?

O Nunca

a Uma ou duas vezes

Q Algumas vezes

Q Varias vezes

d Todos os dias ou quase todos os dias

22. Vocé se sentiu timido ou envergonhado devido aos seus dentes,
labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000

23. Vocé ficou preocupado com o que os outros pensam sobre seus
dentes, labios, boca ou maxilares?

O Nunca

d Uma ou duas vezes

a Algumas vezes

Q Varias vezes

d Todos os dias ou quase todos os dias

24. Vocé se preocupou por nao ter tao boa aparéncia como os outros
devido aos seus dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000
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25. Vocé ficou chateado devido aos seus dentes, labios, maxilares ou
boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000

26. Vocé se sentiu nervoso ou com medo devido aos seus dentes,
labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

OCOo000

27. Vocé se preocupou por nao ser tao saudavel quanto os outros
devido aos seus dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

OCO0o000

28. Voceé se preocupou por ser diferente das outras pessoas devido aos
seus dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

oo0o0O

PERGUNTAS SOBRE A ESCOLA

NOS ULTIMOS 3 MESES...

29. Vocé faltou na escola devido a dor de dente, consultas ao dentista
ou cirurgias?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000
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30. Vocé teve dificuldade para prestar atencao na aula devido aos seus
dentes, labios, maxilares ou boca?

O Nunca

a Uma ou duas vezes

Q Algumas vezes

Q Varias vezes

Q Todos os dias ou quase todos os dias

31. Vocé teve dificuldade para fazer sua licdo de casa devido aos seus
dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

OCOo000

32. Vocé nao quis falar ou ler em voz alta na aula devido aos seus
dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

o000

PERGUNTAS SOBRE SUAS ATIVIDADES NO TEMPO LIVRE E SOBRE ESTAR COM OUTRAS PESSOAS

NOS ULTIMOS 3 MESES...

33. Vocé nao quis participar de atividades como esportes, clubes,
teatro, musica, viagens escolares devido aos seus dentes, labios,
maxilares ou boca?

O Nunca

d Uma ou duas vezes

a Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

34. Vocé ndo quis conversar com outras criancas devido aos seus
dentes, labios, maxilares ou boca?
O Nunca
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Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

oooo

35. Vocé nao quis sorrir ou rir quando estava perto de outras criancas
devido aos seus dentes, labios, maxilares ou boca?

O Nunca

d Uma ou duas vezes

Q Algumas vezes

Q Varias vezes

Q Todos os dias ou quase todos os dias

36. Vocé teve dificuldade para tocar um instrumento musical como
flauta ou gaita devido aos seus dentes, labios, maxilares ou boca?

4 Nunca

d Uma ou duas vezes

Q Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

37. Vocé nao quis passar tempo com outras criancas devido aos seus
dentes, labios, maxilares ou boca?

4 Nunca

a Uma ou duas vezes

Q Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

38. Vocé discutiu com outras criancas ou com sua familia devido aos
seus dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

Oo0o0O

NOS ULTIMOS 3 MESES...

39. Outras criancas cacoaram (tiraram sarro) de vocé devido aos seus
dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

OCOo000
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40. Outras criancas fizeram vocé se sentir excluido devido aos seus
dentes, labios, maxilares ou boca?

Nunca

Uma ou duas vezes

Algumas vezes

Varias vezes

Todos os dias ou quase todos os dias

0000

41. Outras criancas fizeram perguntas sobre seus dentes, labios,
maxilares ou boca?

O Nunca

O Uma ou duas vezes

O Algumas vezes

Q Varias vezes

O Todos os dias ou quase todos os dias

P

RONTO, ACABOU!
OBRIGADO POR NOS AJUDAR!
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APENDICE 6 — QUESTIONARIOS AOS PAIS

QUESTIONARIO SOCIOECONOMICO
Solicitamos PREENCHER COM “X” A LETRA CORRESPONDENTE A SUA
RESPOSTA EM CADA QUESTAO do presente questionario, sendo que os dados
coletados serdo tratados de forma estritamente confidencial, ndo sendo
identificados em hipotese alguma.

NOME DO RESPONSAVEL:
NOME DO ADOLESCENTE:
ENDERECO RESIDENCIAL

BAIRRO: CIDADE:
1. SITUACAO ECONOMICA DA FAMILIA (Renda familiar mensal):
A. () até R$520,00 E. ( )de R$2601,00 a R$ 3900,00
B. ( ) de R$ 521,00 a R$ 1040,00 F.( )de R$3901,00 a R$ 5200,00
C.( )de R$1041,00 a R$ 1520,00 G. ( ) Acima de R$ 5201,00
D.( )deR$1521,00 a R$ 2600,00
2. NUMERO DE PESSOAS NA FAMILIA (Residentes na mesma casa):
A( )até2 B.( ) 3 pessoas C.( ) 4 pessoas D.( )5 pessoas
pessoas

E.( )6 pessoas F. ( )acima de 6 pessoas

3. GRAU DE INSTRUCAO DOS PAIS OU RESPONSAVEIS

PAI ou

RESPONSAVEL MAE
Nao alfabetizado
Alfabetizado

12 a 42 série incompleta (antigo Primario)
12 a 42 série completa (antigo Primario)
52 a 82 série incompleta (antigo Ginasial)
52 a 82 série completa (antigo Ginasial)
2° Grau incompleto (antigo Colegial)

2° Grau completo (antigo Colegial)
Superior incompleto

Superior completo

CTIETMMUO®>
AN AN AN AN AN A AN
— N N N e e N N N
AN AN AN AN AN AN A A AN
— N N

4. HABITACAO (Moradia)
A.( ) Residéncia propria quitada
B.( ) Residéncia propria com financiamento a pagar
C.( ) Residéncia cedida pelos pais ou parentes
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D.( ) Residéncia cedida em troca de trabalho
E.( ) Residéncia alugada
F.( ) Residéncia cedida por ndo ter onde morar

5. PROFISSAO DO CHEFE DA FAMILIA (Mencionar mesmo que
desempregado)

QUESTIONARIO AOS PAIS

Vocé considera a saude em geral do seu filho:
( ) Excelente

( ) Muito boa

( ) Boa

( ) Regular

( ) Ruim

Vocé considera a saude bucal do seu filho:
( ) Excelente

( ) Muito boa

( ) Boa

( ) Regular

( ) Ruim
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ANEXOS

i1 COMITE DE ETICA EM PESQUISA
e FACULDADE DE ODONTOLOGIA DE PIRACICABA
Fo UNIVERSIDADE ESTADUAL DE CAMPINAS

CERTIFICADO

O Comité de Etica em Pesquisa da FOP-UNICAMP certifica que o projeto de pesquisa "Satide bucal e qualidade
de vida em adolescentes", protocolo n® 055/2009, dos pesquisadores Janice Simpson de Paula e Fabio Luiz
Mialhe, satisfaz as exigéncias do Conselho Nacional de Saude - Ministério da Salde para as pesquisas em seres
humanos e foi aprovado por este comité em 25/06/2009.

The Ethics Committee in Research of the School of Dentistry of Piracicaba - State University of Campinas, certify that
the project "Oral health and quality of life in adolescents", register number 055/2009, of Janice Simpson de
Paula and Fabio Luiz Mialhe, comply with the recommendations of the National Health Council - Ministry of Health of
Brazil for research in human subjects and therefore was approved by this committee at 06/25/2009.
/]
/ /! /',

/e
/ !/ /

// / /] /
/

= s

Prof. Dr. Pablo Agustin Vargas Prof. Dr. Jacks Jorge Junior
Secretario Coordenador
CEP/FOP/UNICAMP CEP/FOP/UNICAMP

Nota: O titulo do protocolo aparece como fornecido pelos pesquisadores, sem qualquer edi¢&o.
Notice: The title of the project appears as provided by the authors, without editing.
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De: HQLO Editorial (editorial@hglo.com)

Para: janicesimpsondpi@yahoo.com.br;

Data: Sexta-feira, 18 de Fevereiro de 2011 8:41:52

Ce: janicesimpsondpialyahoo.com.br; janicesimpsondp@yahoo.com.br: isabel.leite/@ufjf.edu.br;
anderalmeida@oi.com.br: glaucia/@fop.unicamp.br: mialhei@fop.unicamp.br;

Assunto: 7209286445193233 The influence of oral health conditions, socioeconomic status and home
environment factors on schoolchildren's self-perception of quality of life

Article title: The influence of oral health conditions, socioeconomic status and home environment
factors on schoolchildren's self-perception of quality of life

MS ID 1 7209286445193233

Authors  : Junice S Paula, Isabel CG Leite, Anderson B Almeida, Glaucia MB Ambrosano and Fibio
L. Mialhe

Journal  : Health and Quality of Life Outcomes

Dear Ms Paula

Thank you for submitting your article. This acknowledgement and any queries below are for the contact
author. This e-mail has also been copied to each author on the paper for whom an e-mail address has
been supplied, as well as the person submitting. Please bear in mind that all queries regarding the paper
should be made through the contact author,

A pdf file has been generated from your submitted manuseript and figures, We would be most grateful if
you could check this file and let us know if any aspect is missing or incorrect. Any additional files vou
uploaded will also be sent in their original format for review.

hetp:Awww hglo.com/imedia’7209286445193233 article.pdf’ (277K)

For your records, please find below link(s) to the correspondence you uploaded with this submission.

Please note there may be a short delay in creating this file.

hitp://www.hglo.com/imedia/1361391606519584 comment.pdf’

We will assign peer reviewers as soon as possible, and will aim to contact you with an initial decision on
the manuscript withinsix weeks.

In the meantime, if you have any queries about the manuscript you may contact us on
editorial@hglo.com. We would also welcome feedback about the online submission process. which can
be sent 1o infoi@ biomedeentral.com.,

Best wishes,

I'he HQLO Editorial Team

http://br.mg l.mail.yahoo.com/de/launch?.gx=1 & rand=bsgk SraOpnemg 28/0472011
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De: Social Science & Medicine (rm|58@le.ac.uk)
Para: jJanicesimpsondp@yahoo.com.br:

Data: Quinta-feira. 24 de Fevereiro de 2011 16:48:49
Ce:

Assunto: Submission Confirmation

Dear Dr Paula.

Your submission entitled "Socio-environmental conditions and oral health-related quality of life:
analysis by health domains of Child Perceptions Questionnaire (CPQ11-14)" has been received by
Social Science & Medicine

You will be abie to check on the progress of your paper by logging on to Elsevier Editorial Systems as
an author.

Please go to hitp://fees.elsevier.com/ssm/ and use the "log in' link at the top of the page.

Your manuscript will be given a reference number once an Editor has been assigned.

Thank you for submitting your work to this journal,

Kind regards,

Social Science & Medicine

Announcing a new Social Science & Medicine conference. HEALTH SYSTEM REFORM IN
ASTA<btip:/fwwaw. healthreformasia.com/index.html>, 9-12 December 2011, University of Hong Kong,
Social Science & Medicine is the World's Most Cited Social Science Journal. Abstract deadline June
10th 201 1. To register. submit your abstracts and find out more visit: hitp://www.healthreformasia.com
For further ussistance. please visit our customer support site at http://support.elsevier.com, Here you can
search for solutions on a range of topics, find answers to frequently asked questions and learn more

about EES via interactive tutorials. You will also find our 24/7 support contact details should vou need
any further assistance from one of our customer support representatives.

http://br.mg Lmail.yahoo.com/de/launch?. gx=1 & rand=bsgk Sra0pnemg 28/04:2011
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