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Dedico este trabalho as criancas e
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RESUMO

Pesquisas epidemiologicas tém focado em entender e explicar as relacdes entre
saude e posicdo socioeconbémica. A saude pode ser uma consequéncia das
inequidades sociais, e estas relacdes podem persistir ao longo da vida, podendo
assim transformar as doencas em fatores de risco para os desfechos educacionais e
econdmicos. O objetivo desta pesquisa foi investigar a influéncia das condicbes de
saude bucal nos desfechos escolares e na entrada no mercado de trabalho, através
das diferentes fases da adolescéncia. Para isso, um estudo de coorte foi desenvolvido
com adolescentes da cidade de Santa Maria, RS, Brasil. A amostra inicial constitui de
1.134 adolescentes de 11-12 anos de idade selecionados por um processo amostral
por conglomerado em duplo estagio em 2012. O primeiro estagio compreendeu um
sorteio ponderado das escolas publicas da cidade, e no segundo estagio, os
adolescentes foram convidados a participar do estudo. No baseline, exames e
guestionarios foram aplicados por dentistas treinados e calibrados. Os exames bucais
corresponderam as condic¢des bucais: carie dentaria e ma oclusdo. Os questionarios
estruturados continham informacdes sobre: fatores demogréaficos, caracteristicas
socioeconbémicas da familia, habitos de higiene bucal, variaveis sobre uso de servigos
odontoldgicos e mensuragdes subjetivas, como qualidade de vida relacionada a satude
bucal (QVRSB) e bullying verbal relacionado a saude bucal. Ap6s 2 anos, 770
adolescentes foram reavaliados sob 0os mesmos protocolos metodologicos (taxa de
retencdo na coorte de 68%). Neste momento, dados referentes ao desempenho
académico dos adolescentes foram obtidos por registros oficiais das escolas. Em
2018, ocorreu a terceira avaliacao do estudo, onde 768 adolescentes com média de
idade de 17,5 anos foram reavaliados. Os protocolos metodoldgicos seguiram 0s
padrées do baseline, com excecdo que neste momento néo foi coletado a condigcao
bucal ma oclusao, e novas variaveis foram obtidas, as quais foram: situacédo escolar,
necessidade de tratamento dentario autorreportado e varidveis sobre
empregabilidade. Modelos multiniveis de regressao logistica foram utilizados para
verificar a associagcdo entre variaveis socioeconémicas, condi¢cdes bucais, bullying e
desempenho escolar no ano de 2014. Modelos de Equacdes Estruturais foram
realizados para decompor as relacdes diretas e indiretas entre as condi¢des bucais e
desfechos de empregabilidade no ano de 2018. Modelos multinomial de regresséo
foram utilizados para verificar a influéncia da carie dentaria no abandono escolar. Os
resultados mostraram que sexo masculino, adolescentes com menor renda, menor
educacao das maes, dor dentaria e bullying verbal foram associados ao desempenho
escolar. Saude bucal no inicio da adolescéncia afeta as trajetérias de emprego,
atraves de efeitos na QVRSB, na educacado e nos ganhos pelo trabalho. Ainda, carie
dentaria ndo tratada e educacdo materna influenciam no abando escolar dos
adolescentes. Em conclusao, condi¢cbes bucais e suas consequéncias podem afetar
desfechos de educacédo e de emprego, durante a adolescéncia.

Palavras-chave: Saude bucal. Educagédo. Emprego. Estudo longitudinal.
Adolescente.



ABSTRACT

Influence of oral health and its consequences on education outcome and labor
market entry among adolescents

Epidemiological research has focused on understanding and explaining the
relationship between health and socioeconomic position. Health is a consequence of
social inequities, and these relations can persist throughout life, can thus turn disease
into risk factors for educational and economic outcomes. The aim of this research was
to investigate the influence of oral health conditions on educational outcomes and labor
market entry, through the different phases of adolescence. Therefore, a cohort study
was carried out with adolescents from Santa Maria, RS, Brazil. The initial sample
consisted of 1,134 11-12-year-old adolescents selected by a two-stage randomized
sampling process in 2012. The first cluster comprised a weighted draw of the city's
public schools, and in the second cluster, adolescents were invited to participate of the
study. At baseline, trained and calibrated dentists applied examinations and
guestionnaires. Oral examinations corresponded to oral conditions: dental caries and
malocclusion. The structured questionnaires contained information about:
demographic factors, family’s socioeconomic characteristics, oral hygiene habits, use
of dental services variables and subjective measurements, such as oral health-related
quality of life (OHRQoL) and bullying related to oral health. Contextual variables were
also collected, using official information from the municipality. Two years later, 770
adolescents were reevaluated under the same baseline methodological protocols
(retention rate at cohort of 68%). At this time, school official records obtained data
regarding the adolescent’'s academic performance. In 2018, occurred to the third
evaluation of the study, where 768 adolescents with mean age of 17.5 years-old were
reevaluated. The methodological protocols followed to baseline standards, except at
this time the oral condition, malocclusion, was not collected, and new variables were
obtained, which were: school situation, self-report need for dental treatment and
employment variables. Multilevel regression models were used to verify the
association between socioeconomic variables, oral conditions, bullying and academic
performance at 2014. Structural Equations Models were performed to decompose the
direct and indirect way between oral conditions and employment outcomes at 2018.
Multinomial regression models were performed to assess the influence to dental caries
on school leavers. The results showed that men, low household income, low mother’
education, toothache and verbal bullying were associated to adolescents' academic
performance. Oral health in early adolescence affects the trajectories of employment,
through effects on the OHRQoL, education and earnings from work. In addition,
untreated dental caries and mother’s education influenced on school leavers of the
adolescents. In conclusion, oral conditions and its consequences can affect education
and employment outcomes, during adolescence.

Keyword: Oral health. Education. Employment. Longitudinal studies. Adolescent.
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1 CONSIDERACOES INICIAIS

No século XIX, pesquisadores ja elucidavam que condi¢cbes precarias de
moradia e de trabalho eram fatores suficientes para uma pior satde (CRINSON e
YUILL, 2008). Bem como, € possivel elucidar que a saude na infancia tem importantes
consequéncias nos setores educacionais e econdmicos da vida adulta (CURRIE,
2009). Contudo, ao longo de todos esses anos, tenta-se ainda entender quais sao as
explicagcbes e as causas destas desigualdades no ambito social e de saude
(CRINSON e YUILL, 2008).

Ao investigarmos se percepcdes de saude e condi¢des de saude bucal afetam
o gradiente social, podemos conhecer potenciais mecanismos de causalidade entre
elas. Em alguns achados, niveis educacionais estdo relacionados uma importante
posicdo socioeconémica (PSE) ao longo da vida; como, menor nivel educacional na
juventude leva a piores perspectivas de emprego e posicdo sociais inferiorizados na
fase adulta. Por outro lado, individuos com alto PSE tem um acesso flexibilizado pelos
recursos, podendo usar a favor da diminuicdo dos fatores de risco das doencas
(BRUNNER e MARMOT, 2006). Estes recursos podem ser: dinheiro, conhecimento,
poder, prestigio, maior acesso as relagdes sociais e maior possibilidade de acumulo
de riquezas (GALOBARDES et al., 2006). Logo, individuos com maiores niveis de
educacao reportam melhor qualidade de vida relacionada a saude bucal (QVRSB)
(TSAKOS et al., 2009).

Uma vez que o individuo pertence a uma PSE, torna-se provavel que ele
persista e reproduza as atitudes e habitos aprendidos (MARMOT, 2017). Assim, as
desigualdades na saude e nas posi¢cdes socioecondmicas existem nas diferentes
populacdes. Quando tentamos entender as relacdes entre salude e PSE, podemos
elucidar que ao longo do tempo os fatores psicolégicos, como emoc¢des negativas,
podem ser mediados por efeitos adversos sociais, chegando a atuar nos resultados
hierarquicos, como a posi¢éo de educacéo e renda (CRINSON e YUILL, 2008). Neste
sentido, ao longo desta tese tentaremos responder ou direcionar as possiveis relacdes

entre saude bucal e desfechos educacionais e de emprego entre os adolescentes.
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Além do mais, ao entender estas relagdes, investimentos tornam-se
necessarios nos servicos de saude e educacao, para melhorias nas atividades do dia-
a-dia, a fim de reduzir ou amenizar as desigualdades sociais e na saude (CRINSON
e YUILL, 2008). Atuar em medidas voltadas a educacéo pode permitir ao individuo um
melhor discernimento frente suas escolhas e comportamentos saudaveis, ainda
contribuindo para melhores oportunidades nas areas de educacéo e emprego. Dessa
forma, as melhorias em nivel coletivo podem também compreender: estratégias
voltadas para promocdo e prevencdo de doencas, valorizando assim a saude
(SISCHO e BRODER, 2011); moradia de qualidade, ambientes de trabalho saudaveis
e controles ambientais (CRINSON e YUILL, 2008).

1.1 Justificativa

Estudos longitudinais sdo necessarios para verificar a causalidade entre as
exposicoes e o desfecho. Exposicdes que se tornam fatores de risco para condigbes
bucais séo influenciadas por circunstancias passadas e atuais, acontecendo ao longo
da vida dos individuos (HERTZMAN et al., 2001). Estas condi¢des bucais podem ser
consequéncias, mas também, podem ser causas para as condi¢ées socioecondmicas,
pois 0s habitos sdo reproduzidos através das geracdes (HAAS, GLYMOUR e
BERKMAN, 2011) podendo contribuir para que os individuos permanecam em uma
pior PSE.

Uma vez que possam existir fatores de bem comum, entre a saude bucal, fatores
educacionais, sociais e econémicos, julga-se necessario a investigacao deste estudo,
a fim de proporcionar maiores esclarecimentos para comunidade cientifica e
populacional sobre estas relacdes. Além do mais, este estudo tem como objetivo
abranger uma analise complexa, como os modelos de equacdes estruturais, o qual
possibilitara decompor os caminhos de associagdes entre os fatores atuantes no inicio
e no final da adolescéncia, com possiveis efeitos da saude bucal e da QVRSB nas
demais areas da vida do adolescente (BROADBENT et al., 2016).
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Até o presente momento, ndo h& estudos relatados na literatura que descrevam
0 acompanhamento dos adolescentes no periodo de transicdo para a inser¢cao no
mercado de trabalho, relacionando com a saude bucal. Esta mudanca de posicao
socioecondémica pode ser influenciada pelas condi¢cdes bucais e percepcéo de saude
na populagéo brasileira. Assim, identificar as condi¢cbes de saude bucal que possam
comprometer o bem-estar desses jovens; bem como, identificar como as condi¢des
bucais causam impactos nas atividades diarias dos individuos, se torna importante.
Acreditamos, assim, que individuos com baixas condicbes socioecondmicas,
desordens bucais e uma pior qualidade de vida relacionada a saude bucal,
apresentem desvantagens no desempenho escolar e no momento da insercéo no
mercado de trabalho, quando comparados as suas contrapartes.

Em suma, entender as peculiaridades de cada faixa etaria, englobando saude,
educacdo e emprego, € um fator relevante na escolha de politicas publicas de
promocéao de saude voltadas para a educacao e especificamente entre as criancas e
os adolescentes. Dessa forma, tracar o perfil de necessidades de uma populacéo,
configura uma ferramenta metodolégica adequada pela busca de melhorias e no

processo de mudancas positivas para o individuo e comunidade.

2 REVISAO DE LITERATURA

2.1 Educacéao

Baseado em conceitos do dicionario, educacgao € a “agao ou efeito de educar e
de aperfeicoar as capacidades intelectuais e morais de alguém”. Engloba também a
“capacitagao e/ou formacgao das novas geracoes de acordo com os ideais culturais de
cada povo”; reunindo métodos e teorias, através do qual algo é ensinado ou aprendido
para assegurar a formacéo e o desenvolvimento fisico, intelectual e moral de um ser
humano (DICIO, 2019).

Dessa forma, a educagéo configura-se em um constante aprender, baseado

em trocas de experiéncias, podendo mudar uma sociedade (FREIRE, 2014). O acesso
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a educacéo de qualidade influencia os fatores econdmicos e sociais da populacao.
Conforme os niveis educacionais h& diferencas nos comportamentos e habitos de
saude, mudanca da mobilizacdo social e até nas formas de atuar e reivindicar seus
direitos e deveres (GOHN, 2011). A educacédo engloba valores e costumes de uma
comunidade transmitida entre as geracdes e, por conseguinte, suas mudancas e
melhorias dependem também das caracteristicas das futuras geracdes (FREIRE,
2014).

O sistema educacional brasileiro € organizado, basicamente, em educacao
bésica e educacao superior. Por sua vez, a educacao basica compreende trés niveis:
educacao infantil (com criancas de 0 a 5 anos de idade), ensino fundamental (com
individuos de 6 a 14 anos) e ensino médio (com adolescentes de 15 a 17 anos) (IBGE,
2016). Em 2006, comecou uma nova estruturacdo da educacéo no Brasil, ampliando
o ensino fundamental de oito para nove anos (Lei n. 11.274, de 06. fev. 2006). Esta
mudanca impactou também as faixas etéarias, obrigando a educacéo basica a englobar
a faixa etaria dos 4 aos 17 anos, reorganizando os niveis em: pré-escola, ensino
fundamental e ensino médio (IBGE, 2016).

Neste mesmo periodo cronolégico, surgiu também um interesse em avaliar a
melhoria da qualidade do ensino fundamental, ao qual foi proposto o indice de
Desenvolvimento da Educacdo Basica (IDEB). O IDEB integra resultados de
desempenho escolar em portugués e matematica e informagdes sobre contextos
socioeconémicos aos quais as escolas estdo inseridas (IDEB, 2016).

Segundo dados da Pesquisa Nacional por Amostra de Domicilios (PNAD), 95%
das pessoas de 6 a 10 anos de idade estavam frequentando o ensino fundamental em
2017. Conforme o passar da idade do individuo, a frequéncia escolar decaiu através
das faixas etarias; nas idades de 11 a 14 anos a frequéncia vai para 84%, dos 15 aos
17 anos diminui para 68%, e dos 18 aos 24 anos a frequéncia € de 31% (IBGE, 2018).
Esta diminuicdo se da por diferentes motivos, porém a repeticdo ou reprovacao dos
anos escolares é um fator muito relevante. Semelhancgas também podem ser vistas
em relacdo a distor¢cdo idade-série, ou seja, adolescentes cursando ainda o0 ensino
fundamental, por exemplo. Essa distorcdo parece ainda muito maior nas redes
publicas e naqueles individuos com menor renda familiar (IBGE, 2016).

Como uma das piores consequéncias escolares, o abandono escolar configura-

se na desisténcia da frequéncia escolar, mesmo estando na idade de frequenta-la.
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Apesar dos dados do abandono escolar se manterem estaveis nos Ultimos anos
(BRASIL, 2018), seus motivos séo diversos. Os motivos alegados pelo desinteresse
ou desengajamento do jovem em estudar envolvem dificuldade no acesso a escola,
como a distancia entre a escola e a casa do adolescente, e a falta de transporte
publico. Outro fator limitante, seria as dificuldades ou doencgas sistémicas e a gravidez
na adolescéncia, o que prejudicariam o engajamento do jovem nos estudos. Alguns
fatores envolvendo o ambiente escolar também podem ser discutidos, como falta de
recursos e estruturas fisicas, falta de alimentacao e diminuicdo no acesso de materiais
escolares. O abandono escolar pelos adolescentes nos anos finais do ensino médio,
também sao observados pela necessidade de trabalhar e ajudar nos custeios da casa,
e pelo desinteresse tanto do adolescente quanto dos pais em dar continuidade aos
estudos. O pensamento refere-se a continuacdo na PSE, independente de estudar ou
nao, uma vez que o estudo ndo mudaria suas perspectivas de crescimento econdémico
(BARROS, 2017).

A educacao também representa a porcentagem de pessoas alfabetizadas, e no
Brasil, ha uma discrepancia das taxas entre as regiées. Por exemplo, nas regides sul
e sudeste, 3% das pessoas acima de 15 anos séo analfabetas. Este quadro quase
mais que quadriplica na regido nordeste, englobando 14% dos individuos (IBGE,
2018).

Em relacdo aos dados favoraveis, a frequéncia escolar aumentou em todas as
faixas etarias da educacdo basica. No Brasil, houve também um aumento da
populacdo com ensino superior completo e uma democratizagdo entre os estudantes
das escolas publicas e privadas (IBGE, 2016). As taxas de escolarizacdo de crian¢as
de 0 a 5 anos subiram de 10 a 20%, de 2005 a 2015 (IBGE, 2016), por consequéncia
da mudanca de obrigatoriedade educacional. Isto possibilitou um avango no acesso
escolar em uma fase importante do desenvolvimento cognitivo humano, o qual pode
impactar em desfechos econdmicos e sociais, em diferentes circunstancias da vida
(HECKMAN, 2009). Vale salientar, que os dados do IBGE também mostraram uma
diminuicdo da desigualdade de acesso a escola em relacdo a renda das familias,
aumentando a frequéncia escolar tanto para 0s mais ricos, quanto para 0s mais pobres
(IBGE, 2016).
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2.2 Insercdo no mercado de trabalho

Mercado de trabalho compreende aqueles individuos que oferecem uma
demanda de trabalho aqueles que dispdem a realizar esta oferta. Em um conceito
classico, trabalho é considerado como um produto, havendo uma relagdo entre
empregador (vendedor) e trabalhador (comprador), sendo o mercado de trabalho o
especo onde estas relacdes se comportam (OLIVEIRA e PICCININI, 2011).

O conceito de trabalho é representado por qualquer atividade, a qual o individuo
dedica pelo menos uma hora na semana, podendo incluir: ocupacgdes nao
remuneradas, ocupacfes remuneradas por dinheiro ou beneficios, trabalho na
producdo para o proprio consumo, trabalho voluntario, afazeres domésticos e
cuidados de pessoas (IBGE, 2019).

Variaveis de empregabilidade podem ter diferentes classificagdes, dentre elas:
a duracédo do contrato, podendo ser temporario ou permanente; o tempo trabalhando,
sendo parte do tempo ou tempo integral; tipo de emprego, autbnomo ou empregado;
e classificacdo do trabalhador ou ocupacao, através do trabalhador manual ou cargos
de geréncia (AL-SUDANI, VEHKALAHTI e SUOMINEN, 2015). As classificacdes
mudam dependendo do pais e da individualidade, a qual ocupacéo e demais termos
entorno da empregabilidade, podem direcionar para um conceito afim. Em vista disso,
os desfechos de empregabilidade também se tornam um desafio e uma complexa
explanacéo teorica.

Em termos legais, a frequéncia escolar obrigatoria brasileira é dos 4 aos 17
anos de idade (IBGE, 2016), apresentando um carater de dedicacéo exclusiva até os
18 anos. A partir dos 10 anos, ocorre um abandono gradativo escolar, com o principal
problema focado no atraso escolar. E entre os 17 e 18 anos que o adolescente comeca
sua transicdo de ambiente escolar para o trabalho, em sua grande maioria. Neste
momento, ha um decréscimo nos adolescentes que sé estudam e um aumento dos
que so trabalham (65%), chegando a % dos adolescentes que combinam trabalho e
estudo (IBGE, 2016). Por outro lado, um dado alarmante que impacta as questdes
sociais e econdmicas do pais, € que em 2017, 23% dos jovens (15 a 23 anos) néo
estudam e nem trabalham (IBGE, 2018), atrasando ainda mais suas capacitacoes e

qualificagbes profissionais.
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A legislacdo trabalhista brasileira afirma que os individuos de 16 anos se
tornam aptos legalmente a receber a carteira de trabalho. Porém, dados nacionais
mostram um nivel ocupacional ja entre as criancas. Cerca de 2% aparece entre 0s
individuos de 5 a 13 anos; 20% naqueles com 14 a 17 anos, e 65% para 0s maiores
de 18 anos (IBGE, 2016).

A transicdo direta do periodo escolar (ensino médio) para a forga de trabalho
proporciona aos jovens um enfrentamento de tarefas desafiadoras e um contexto de
trabalho que passa por constantes transformacfes (ROCHA, 2008). Em um estudo
qualitativo, os trabalhadores narraram que as razdes pela escolha e inicio do trabalho
séo financeiras. Na sequéncia, revelam que o trabalho se torna uma perceptiva em
oportunidades futuras. Bem como, a construcdo das suas carreiras expressa seus
interesses, valores e habilidades no emprego. Assim, individuos com maior classe
social tendem a ter melhor suporte emocional e acesso a oportunidades de emprego
(BLUSTEIN et al., 2002).

A populacdo jovem pode apresentar algumas desvantagens ao iniciar suas
vidas no emprego, por possuirem uma menor qualificacdo e experiéncia profissional
(ROCHA, 2008). Além do mais, podem ter algumas limitacdes, em virtude da idade,
sexo e condi¢cbes econdmicas da familia (DIEESE, 2008). Vale salientar, que quanto
maior a escolaridade, melhores condi¢des de inser¢cdo podem ser alcangadas, ora por

obter uma boa ocupacéo, ora por ter trabalhos mais remunerados (ROCHA, 2008).

2.3 Condigbes bucais e qualidade de vida relacionada a saude bucal

Analisando as condi¢fes bucais, apesar do decréscimo da ocorréncia da carie
dentaria, esta continua sendo, ainda, um problema de saude publica mundial
(KASSEBAUM et al.,, 2017). Carie dentaria € considerada uma doencga cronica,
definida como acucar-biofilme dependente, sendo influenciada por multiplos fatores
causais (TINANOFF et al., 2019). Esta doenca comeca a ter consequéncias maiores
em grupos especificos da populacdo, caracterizando o fenbmeno de polarizagcéao
(NARVAI et al, 2006); onde individuos, geralmente com desvantagens

socioeconfmicas, SA0 0S mesmos que possuem a maior carga da doenca (POULTON
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et al., 2002), mostrando assim, um quadro de inequidade na saude. Estas diferencas
de desigualdades na saude, ainda podem persistir entre as populacées e dentro de
um mesmo pais, pela existéncia ou ndo de programas preventivos focados para
saude, por exemplo, e comunidades com fluoretacao das dguas (NARVAI et al., 2006).

As lesbes de carie ndo tratadas em dentes permanentes possuem uma
prevaléncia de 35% na populacdo mundial (MARCENES et al., 2013). No contexto
brasileiro, segundo o ultimo levantamento nacional de saude bucal, a prevaléncia de
dentes cariados, nos individuos com 12 anos de idade, foi de 54%. Quando se observa
a média de dentes cariados, perdidos e obturados, o levantamento mostrou que
individuos de 15 a 19 anos apresentaram uma média de 4,25 dentes (MINISTERIO
DA SAUDE, 2012).

As condi¢Bes bucais sdo tradicionalmente avaliadas através de mensuragfes
clinicas. Estas englobam conhecimentos e percepcdes dos profissionais de saude. No
entanto, as mensuracdes objetivas ndo levam em consideracdo as opinides e
percepcdes dos individuos, como os fatores psicoldgicos, emocionais e de bem-estar
social envolvidos em suas saudes (GLICK et al., 2016). Dessa forma, mensuracoes
subjetivas ou percepcdes bucais relatadas pelo paciente sao indicadores que surgiram
para suprir as lacunas deixadas pelos diagnosticos e manejos orientados apenas
pelos métodos clinicos (SISCHO e BRODER, 2011).

Um dos exemplos de mensuracdes subjetivas € a Qualidade de Vida-
relacionada a Saude Bucal (QVRSB). Segundo a Organizacdo Mundial da Saude
(OMS), qualidade de vida é uma representacdo multidimensional e subjetiva da
percepcao de bem-estar, envolvendo esferas fisicas, familiares e ambientais, além de
fatores psicolégicos. Engloba, também, objetivos, expectativas, padrdes e
preocupacdes de cada individuo, através de diferentes percep¢des na vida, dentro de
contextos, culturas e sistemas de valores (WHOQOL, 1995). Além do mais, QVRSB
estéa ligada a fatores tradicionais, como sintomas e funcdes da saude bucal, e também,
ao bem-estar emocional e as relagdes sociais, 0s quais podem ser influenciados por
aspectos da saude. Estes fatores podem ser individuais ou de caracteristicas
coletivas, reportando assim, diferentes épocas, historias, culturas, ambientes e
geracoes (SISCHO et al., 2011).

A cérie dentéria afeta diretamente a QVRSB dos individuos (ORTIZ et al., 2016;

PIOVESAN et al., 2011) e umas das principais consequéncias da presenca de lesdes
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de cérie ndo-tratadas, € a dor dentaria (KRISDAPONG et al., 2013). A dor dentaria
afeta negativamente a vida diaria tanto dos individuos quanto dos seus familiares
(ORTIZ et al., 2014). Esta condicao pode interferir no desempenho escolar e no sono,
gerando irritabilidade e uma baixa autoestima, comprometendo, assim, a realizacao
de suas atividades e o bem-estar de toda a familia (PIOVESAN et al., 2012). Além do
mais, limitagdées funcionais, como a dificuldade de mastigacdo, e o impacto social,
caracterizado pelo sentimento de vergonha frente aos seus semelhantes, podem ser
consideradas como uma consequéncia, quando o individuo é afetado pela carie
dentaria (PIOVESAN et al., 2010a).

A QVRSB também ¢é impactada por outras condi¢cbes bucais como a ma
oclusdo. Esta pode atingir dominios funcionais, psicoldgicos e sociais dos individuos.
Criancas e adolescentes com alteracGes oclusais severas reportaram maior impacto
na QVRSB quando comparado a criancas sem estas alteracdes (DIMBERG, ARNRUP
e BONDEMARK, 2014; KRAGT et al., 2015; LIU, MCGRATH e HAGG, 2009). A ma
oclusdo pode interferir no convivio social e na autoimagem percebida, fazendo com
gue os individuos se sintam envergonhados para sorrir e preocupados com as suas
aparéncias (KRAGT et al., 2015).

Em vista disso, as diferentes faixas etarias exigem cuidados especificos frente
as condicdes de saude. Contudo, precisamente os adolescentes podem necessitar de
tratamentos complexos e multifacetados, uma vez que estdo passando por uma fase
transitoria, sendo necessario o cuidado no manejo de questdes psicossociais, em

determinadas abordagens de condi¢fes de saude (AAPD, 2015).

2.4 Relacéo entre saude e posi¢do socioecondmica

Nas ultimas décadas, pesquisas epidemiolégicas tém buscado entender e
explicar as relagbes entre salude e posicdo socioecondémica (PSE), através de
diferentes achados empiricos e delineamentos metodoldgicos. Dessa forma, podemos
pensar em trés caminhos ou dire¢des: 1) a posicdo socioecondmica influencia a

saude; 2) saude e PSE podem ter causas comuns; e, 3) saude impacta a posicao
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socioeconémica dos individuos. Tentaremos, entdo, elucidar estes caminhos na
sequéncia.

Explicacdes de socidlogos e epidemiologistas sédo lancadas, e umas delas € a
causalidade (Caminho 1). Onde, baixa PSE tem um efeito causal direto na saude,
através do acesso e utilizacdo de servicos em saude, baixo suporte social, exposi¢ao
a ambientes patolégicos, hibitos comportamentais em saude e acimulos de eventos
estressores por consequéncia da PSE (HAAS, 2006).

Em vista disso, as estruturas sociais influenciam a saude através de condicdes
materiais, fatores psicolégicos e comportamentais. As condi¢des materiais podem
estar relacionadas a renda e recursos; os fatores psicolégicos podem ser
desencadeados por eventos estressores; e, os fatores comportamentais podem estar
atuando nos habitos e escolhas saudaveis pelos individuos (BRUNNER e MARMOT,
2006).

Criancas em posi¢cdes socioecondmicas favoraveis tém melhores acessos a
educacdo e maior renda. No futuro, tendem a trabalhar em lugares com maiores
prestigios, maiores ganhos e maiores chances de acumulos de riquezas, quando
comparados a posi¢cdo oposta (HAAS, 2006). O mesmo € visto em saude, onde a
saude na infancia € um fator preditivo para a salude na vida adulta. Criancas com
doencas cronicas (HAAS, GLYMOUR e BERKMAN, 2011) e desordens bucais
(THOMSON et al., 2004) costumam ter quadros de saude repetidos quando chegam
a vida adulta. Além do mais, estes adultos tendem a estarem inseridos nos grupos
com desvantagens sociais e econémicas (THOMSON et al., 2004). Individuos com
baixo PSE e aqueles que decrescem para menor PSE quando chegam a fase adulta,
experimentam maiores fatores de risco para saude geral e desordens bucais
(POULTON et al., 2002). Isto sugere que a influéncia do status socioecondmico da
infancia persiste e parece improvavel de desaparecer.

Relacionando a explicacdo de causalidade, podemos explanar a teoria
materialista. A teoria materialista revela que as condi¢bes materiais e estruturais sao
o inicio para produzir e reproduzir desigualdades em saude. Esta teoria tem seu foco
principal na explicacdo de renda, em que a falta de recursos financeiros limita o
individuo ao acesso e ao uso dos servi¢os, bem como o expde a fatores de risco fisico
e psicologicos (CRINSON e YUILL, 2008). A teoria ndo sé leva em conta os aspectos
individuais, mas também inclui os aspectos estruturais, focando no papel das politicas
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publicas, como escola e transporte, e como a estrutura interfere nas desigualdades
em saude (OVERSVEEN, 2017).

Outra explicacdo para relacionar PSE e saude é que eles tém uma relacao
espuria, onde variaveis e fatores que explicam esta relacdo ndo estdo sendo
observados ou h& diferentes interpretacdes subjetivas dependendo da classe social
(HAAS, 2006) (Caminho 2). Os sentimentos das pessoas e os efeitos das desordens
bioldgicas interferem na salude, como eventos estressores, ainda mais se forem por
um periodo prolongado (teoria psicossocial) (OVERSVEEN, 2017). Sendo assim,
inequidades em saude podem ter consequéncias diretas em desigualdades materiais,
tendo uma superficialidade através das percepcoes psicossociais (CRINSON e YUILL,
2008).

Neste sentido, a explicacdo teorica sob as privacdes materiais ndo consegue
ficar separada dos aspectos psicossociais dos individuos. Impactos emocionais
negativos tém adicionado importantes consequéncias materiais. Logo, as diferencas
sociais ndo podem ser ignoradas pelos aspectos subjetivos e estruturais dos
individuos (CRINSON e YUILL, 2008).

As inequidades em saude tém tido um debate centrado muito nas condi¢cbes
materiais, ou como consequéncia da pobreza. Porém, ha evidencias também que
fatores psicossociais atuam nestas inequidades. Desigualdades materiais nao
necessariamente sao o principal fator das inequidades sociais em saude, mas refletem
uma diferenca na hierarquia social, impactando assim, nas diferencas psicoldgicas e
sociais nos desfechos de saude (MARMOT e WILKSON, 2001). Diferencas de renda
existem na sociedade, através de diferencas de padrdes de moradia, mas também,
como consequéncia das relagfes interpessoais. Os fatores psicossociais atuam como
mediadores no processo das privacdes materiais e a saude (MARMOT e WILKSON,
2001). Alem das condi¢cdes materiais, como por exemplo, a pobreza ou saneamento
basico, a saude do individuo envolve também o controle sobre a vida, a inseguranca,
o isolamento social, a ansiedade, e até a depressdo. Ou em outras palavras, quando
se esta em uma comunidade carente, onde todos ao redor possuem as mesmas
condi¢cbes materiais, 0 que vai pesar na saude sao os fatores psicossociais (MARMOT
e WILKSON, 2001). Dessa forma, grupos sociais configuram uma relacao psicossocial

com a saude.
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Além do mais, a percep¢do de cada individuo pode atuar na relacdo com a
renda, ou seja, como o individuo se percebe em questdo de nivel hierdrquico social.
Esta percepcdo pode entédo internalizar sensacdes desiguais, através de emocdes
negativas, e assim afetar suas saudes (MARMOT e WILKSON, 2001). As
consequéncias emocionais podem levar desde hébitos deletérios a saude, como ma
higienizacdo bucal, ndo procura pelo servico odontoldgico, uso de drogas licitas e
ilicitas, habitos de alimentacdo ndo saudaveis e, até comportamentos antissociais
(CRINSON e YUILL, 2008). Sociedades nao saudaveis sdo aquelas com fraca coesao
social, caracterizada por diferengas econdmicas. A perda de suporte social incapacita
o controle das situagdes sociais, levando ao estresse, atuando assim na incapacidade
de manutencao da saude (CRINSON e YUILL, 2008).

E por fim, uma terceira explicacéo € a ‘selecao de saude’, onde a causalidade,
mencionada acima tem uma direcdo inversa (Caminho 3). A selecéo de saude pode
impedir uma ascensao social ou induzir um decréscimo na mobilidade social. Pobre
saude leva o individuo a ter menor nivel socioeconémico, pelo fato deles terem menor
habilidade de formacdo, baixo nivel educacional, menor participacdo na forca de
trabalho; consequentemente, tém-se menores salarios e podem inibir a chance de
acumulo de riquezas (HAAS, GLYMOUR e BERKMAN, 2011). Além do mais, cuidar
ou tratar dos problemas de salde pode despender muitos recursos financeiros,
podendo diminuir o acamulo de capital humano e ascensao econémica (HAAS, 2006).

Héabitos e comportamentos relacionados a saude podem impactar a PSE.
Comportamentos como: uso de bebidas alcodlicas, cigarro, drogas, sedentarismo e
uma alimentacao nao saudavel, podem diretamente prejudicar atividades do dia-a-dia,
como o sono e atuar de forma negativa, potencializando assim as doengas mentais
(SUHRCKE e DE PAZ NIEVES, 2011). Como um efeito cascata, estes habitos e
comportamentos podem passar pelas e entre as geracdes, atuando assim nos
desfechos educacionais e econdmicos.

Este caminho relacional corrobora com a teoria cultural-comportamental. Esta
teoria engloba as relagbes entre classes sociais e econémicas e 0s comportamentos
de saude, mediadas pelo uso de substancias abusivas (drogas e alcool), pela pratica
de atividades fisicas, alimentacéo e uso de servicos em saude. Os comportamentos
de salude sdo as proprias consequéncias do ambiente e da sociedade circundante,

podendo ser justificavel algumas atitudes ou comportamentos em baixos niveis
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socioeconémicos (OVERSVEEN, 2017). Além do mais, aspectos bioldgicos,
psicologicos e sociais podem resultar em vantagens e desvantagens ao longo do
tempo, causando acumulo de registros passados na vida do individuo (OVERSVEEN,
2017).

Suhrcke e de Paz Nieves (2011) exploraram a relacdo entre a saude e
comportamentos de saude com desfechos educacionais. Os autores realizaram uma
revisdo de evidéncia para tentar explicar o efeito que as condi¢cdes de saude e
comportamentos de criancas e adolescentes podem ter em desfechos educacionais,
em paises de alta condicdo econdmica. As condicdes de saude envolveram
desordens do sono, asma, bem-estar e saide mental, como depressédo e ansiedade.
Dentre os comportamentos em saude, destacam-se: uso de drogas licitas e ilicitas;
obesidade e sobrepeso; atividade fisica e deficiéncia nutricional. Estes fatores podem
estar ligados a fatores de mediagcédo, como desenvolvimento de habilidade cognitivas,
descriminacdo na sala de aula, pelos colegas e professores; e, dificuldade no
aprendizado. Os fatores mediadores impactam de maneira direta os desfechos
educacionais, entre eles: escolaridade, associada a niveis ou anos de escolaridade;
taxas de abandono escolar; envolvimento nas atividades escolares; e, performance
escolar, através das médias das disciplinas e repeticdo de ano (Suhrcke e de Paz
Nieves, 2011).

O estudo ainda observou que as condi¢cdes de saude podem impactar, de
maneira direta ou mediada pelos demais fatores, os desfechos na vida adulta, como:
saude, casamento, atividade criminal, educacéo futura dos seus filhos, e variaveis
relacionadas ao trabalho e dinheiro. E por fim, fatores externos completariam estas
relacdes, como fatores demogréficos, nivel socioecondémico da familia, ambiente
escolar e comunitario, localizacdo geogréfica, relagbes sociais, politicas nacionais e
renda do pais (SUHRCKE e DE PAZ NIEVES, 2011) (FIGURA 1).

De uma forma resumida, todas as explicagcdes e teorias mostram uma relacéo
constante entre saude e PSE em diferentes periodos da vida, mesmo sendo
explanacdes e explicacbes complexas. Saude é uma consequéncia das inequidades
sociais, e as diferentes diregcbes podem persistir ao longo da vida dos individuos
(THOMSON et al., 2004). A medida que a crian¢a tem uma sadde precaria, ha uma
associacao de diminuicao do aprendizado (BLUMENSHINE et al., 2008). Bem como,

adultos jovens com uma saude ruim demonstram efeitos adversos em desfechos de
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trabalho, como insercdo no mercado de trabalho, tipo de ocupacgédo, ganhos de
salarios e impacto no acumulo de riquezas (HAAS, 2006).



Figura 1. Associagdo causal entre salde e desfechos educacionais e de emprego.
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Escores médios das
séries, repeticao do
ano escolar, evasa

Micro: perfil socioeconémico da familia, capacidade pessoal, valores percebidos do

futuro, género, etnia.

Meso: ambiente comunitario e escolar, localizagdo geografica, habitos dos amigos,

redes sociais.

Renda, através do
mercado de trabalho

Fatores externos e controle:

Macro: politicas nacionais e renda

Fonte: SUHRCKE e DE PAZ NIEVES, 2011, p. 7.
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2.4.1 Saude bucal e educacao

Existem evidéncias que ilustram que a saude na infancia é um fator importante
para diferentes desfechos da vida adulta. As criancas despendem um longo periodo
no ambiente escolar e essa inter-relagdo, entre escola e salde, pode ser um ponto
chave, em como isso se dara no futuro. Inimeros beneficios para melhorar a sadde,
o0 bem-estar e o desempenho académico podem ser criados nos ambientes escolares,
através de ambientes positivos e saudaveis, além de reduzir as desigualdades
(LANGFORD et al., 2014).

Levando em consideracdo os estudos que relacionam saude bucal e
desempenho escolar, um estudo foi realizado na india. Os questionamentos
envolveram perguntas autorrelatas sobre saude bucal e percep¢fes dos adolescentes
guanto ao desempenho na escola. Os resultados mostraram que desempenho escolar
ruim foi associado a um autorrelato de satde bucal ruim (DAVID, ASTRZM e WANG,
2006).

Blumenshine et al. (2008) investigaram tanto a saude geral quanto a bucal
impactando nos desfechos escolares. Os resultados demostraram que escolares
americanos que autorreportaram uma saude geral e bucal pobre, tiveram um pior
desempenho escolar. O desempenho também teve uma relacdo com sexo masculino,
individuos da raca negra, menor nivel educacional dos pais, dias perdidos na escola,
prejuizos comportamentais, dificuldade no aprendizado e relacdo com saude mental
(BLUMENSHINE et al., 2008). Os estudos utilizaram uma pergunta global sobre
autorrelato em saude, possuindo assim uma limitacéo referente ao viés de memoria
ou omissao de algumas informacdes.

Um estudo ecolégico baseou-se em um levantamento de base nacional em
Ohio (EUA), na qual foram coletadas informacdes sobre a céarie dentaria néo tratada.
As analises foram baseadas em relacdo ao nivel escolar, em que os estudantes foram
agregados a escola e separados naquelas que recebiam um programa preventivo
para a carie dentaria e naquelas que nao recebiam. Houve uma relagéo positiva entre
individuos com carie dentaria nao tratada e baixo desempenho escolar, podendo ser
afetados pelo programa preventivo de salde bucal (DETTY e OZA-FRANK, 2014).
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Em relacdo aos estudos no Brasil, os resultados s&o divergentes, ora
mostrando uma associacao positiva, ora nao.

No Sudeste, criangas (PAULA et al., 2016) e adolescentes (DE PAULA,
AMBROSANO e MIALHE, 2015) foram examinados para verificar o impacto das
condi¢des bucais, fatores socioecondmicos e percepgdes subjetivas no desempenho
escolar. O desfecho foi coletado através de informacfes das escolas referentes ao
desempenho nas disciplinas. Os estudos encontraram uma relacdo positiva entre
lesbes de cérie nao tratadas, fatores socioeconémicos da familia (PAULA et al., 2016),
percepcdes subjetivas, como dificuldade de prestar a atencdo na sala de aula (DE
PAULA, AMBROSANO e MIALHE, 2015) e o desempenho escolar.

Autores do sul do pais avaliaram a relacao entre QVRSB, desempenho escolar
e absenteismo. Dados foram coletados sobre carie dentaria e traumatismo dentério.
Os dados sobre educacao foram referentes aos testes de lingua Portuguesa e
Matematica, além dos dias perdidos na escola. Os resultados mostraram que o
desempenho escolar foi associado ao género, nivel econémico da familia, dias
perdidos na escola e a QVRSB (PIOVESAN et al., 2012).

Almeida et al. (2018) investigaram a associacdo entre performance escolar,
carie dentéria, dor dentaria e QVRSB entre criancas de 6 a 8 anos no Distrito Federal.
Os dados escolares foram avaliados através da Provinha Brasil (prova ministrada pelo
Ministério da Educacao, contendo questdes sobre matematica e leitura). Performance
escolar ndo foi associada com as condi¢des clinicas, porém individuos com menor
performance tiveram maiores escores do questionario de qualidade de vida, indicando
uma pior QVRSB (ALMEIDA et al., 2018). Resumidamente, aqueles escolares que
tiveram maiores impactos das desordens bucais nas atividades diarias, eram o0s
mesmos os individuos com um baixo desempenho escolar (ALMEIDA et al., 2018; DE
PAULA et al., 2015; PAULA et al., 2016; PIOVESAN et al., 2012).

Oliva et al. (2019) questionaram além das rela¢gGes entre a saude bucal e o
desempenho escolar, a relagdo com o senso de coeréncia entre adolescentes de 15
a 18 anos de idade. Os autores investigaram os fatores associados ao desempenho
escolar, incluindo a saude bucal e uma medida psicossocial. O desempenho foi
coletado através das meédias finais das matérias de portugués e matematica; as
medidas clinicas foram consideradas através da carie dentaria (indice CPO-D) e

perguntas referente aos impactos que a doenca bucal causava nas atividades diérias
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dos participantes. Apds a andlise ajustada, os resultados mostraram que cérie
dentaria ndo foi associada ao desempenho escolar, porém os adolescentes que
tinham menor senso de coeréncia e aqueles que relataram ter dificuldades ao comer
e beber apresentaram um pior desempenho escolar.

Os estudos mencionados anteriormente sdo estudos transversais, 0s quais
mostram que de alguma maneira as desordens bucais impactam as atividades
educacionais. Esta relacdo pode ser de forma direta, ou seja, a propria condicao bucal
(por exemplo, a cérie dentaria) (PAULA et al., 2016) prejudica o desempenho escolar.
Podendo ser ainda uma consequéncia da dor dentaria, dos dias de absenteismo
escolar ou pela diminuicdo do aprendizado (PIOVESAN et al., 2012). Assim como, as
doencas bucais podem causar consequéncias nas atividades diarias, impactando os
dominios emocionais (timidez e vergonha com a aparéncia), funcionais (dificuldade
de mastigacdo e alteracdo do sono) e sociais (isolamento social e bullying)
(KRISDAPONG et al., 2012; SISCHO e BRODER, 2011), caracterizando uma relacao
indireta com os desfechos educacionais.

Duas revisbes sistematicas publicadas em 2018 e 2019 corroboram as
informac@es lancadas até o momento. Ribeiro et al. (2018) mostraram um resultado
inconclusivo entre saude bucal e desempenho académico. Por outro lado, Ruff et al.
(2019) encontraram que saude bucal impacta negativamente as atividades escolares.
Porém, os autores criticaram a heterogeneidade dos estudos encontrados. Em sua
maioria, 0os estudos sdo de delineamento transversal, com um alto risco de viés,
havendo pobreza de informacdes quanto aos critérios de diagndstico e mensuracdes
avaliadas para os desfechos escolares, além de alguns estudos ndo incluirem
variaveis socioecondémicas como ajuste (RUFF et al., 2019).

Os estudos que avaliaram as associa¢fes entre saude bucal e desempenho
escolar sdo apresentados de forma resumida no Quadro 1. As estratégias de busca
foram através da base de dados Pubmed e das listas de referéncias dos proprios
artigos. Os critérios de selecéo foram: estudos transversais ou longitudinais; e estudos
de associagéo entre saude bucal e desempenho escolar.

As caracteristicas destacadas na descricdo dos estudos foram: nome do autor
e ano; pais; objetivo principal; delineamento do estudo; amostra; variaveis de saude
bucal; variaveis de educacdo ou performance escolar; e, principais resultados. Os
estudos compreenderam dos anos de 1996 até 2019. Um total de 18 artigos foram
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incluidos no quadro, sendo 16 artigos de delineamento transversal, 1 de coorte e 1
estudo ecoldgico. Ainda, 5 estudos foram realizados no Brasil. A maioria dos estudos
encontraram uma associagao positiva entre percepc¢oes ruins de saude e performance

escolar.



Quadro 1. Estudos sobre saude bucal e desempenho escolar.

Autor/Ano Pais Objetivo Tipo de Estudo Amostra Variaveis de Variaveis de Principal resultado
saude escolaridade
Petridou et Grécia Avaliar fatores de Estudo 380 Cérie dentaria -  Performance escolar  Regressao linear maltipla
al., 1996 risco que afetam a Transversal adolescentes CPOD — notas, variavel Performance escolar ndo
salde bucal de de 12-17 continua foi associado a carie
adolescentes gregos anos de Dieta — questionario  dentaria
idade de frequéncia
alimentar
Koivusilta et  Finlandia  Descobrir se os Estudo de 9.407 Comportamento  Nivel educacional- Comportamentos
al., 2003 comportamentos de coorte participantes s de saude; através de dados comprometedores da
salde e a salde aos representativo de 12a 33 saude geral oficiais do pais salide e m4 percepc¢éo de
12-16 anos predizem anos de (através de (Registro Nacional saude na adolescéncia
o nivel educacional idade indice); nivel de Educacéo predizem baixo nivel
na idade adulta. educacional na  Concluida e Graus).  educacional na idade
infancia; SES Divididos em: adulta.
(educacéo e secundario inferior (9
ocupacao dos a 10 anos de
pais, regido educacéo, sem
onde mora, tipo  educacao apds a
de familia) escolaridade
obrigatéria; superior
(11-12 anos; terciario
inferior (13—15 anos)
e educacdo terciaria
superior (16-18
anos)
Muirhead e Reino Investigar se Estudo 55 escolas Cérie dentaria Performance escolar Regresséo linear multipla
Marcenes, Unido medidas de Ecoldgico Privacao — testes de inglés, A pontuacéo do teste
2004 desempenho escolar material- literacia e LARR e a porcentagem
e através da matemaética (teste de criancas que recebem

Circunstancias
socioeconbmicas
poderiam ser usadas
como indicadores de
escores médios de
escola em criancas
de 5 anos de idade

porcentagem de
criangas que
recebem
refeices
gratuitas na
escola

LAAR)

refeicBes gratuitas na
escola explicaram 41% da
variagao média de carie
na escola
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(merenda
escolar)
David et al., india Avaliar a prevaléncia  Estudo 838 Auto percepcdo  Performance escolar: Regresséo logistica
2006 e os correlatos do Transversal escolares de  de salde bucal  autorrelato multipla
status autorrelatado 12 anos de A autopercepcao clinica
dos dentes em idade foi associada a
criancas escolares performance escolar
de 12 anos de idade (explicando 7% do
em Kerala, na india. modelo), problemas
bucais autorrelatados
foram: mau halito e
impactacéo de alimentos,
visitas ao dentista,
insatisfacdo com
aparéncia dos dentes e
experiéncia de carie.
Blumenshine EUA Avaliar: a) fatores Estudo 2.871 Saude oral e Performance escolar  Criangas com pobre
et al., 2008 sociodemografico e Transversal, escolares geral através de  “como vocé salde oral e geral tem
de salde associados representativo autorrelato dos considera a uma pior performance
ao baixo dos escolares pais performance escolar  escolar.
desempenho escolar do seu filho nos
nas criangas; b) o Ultimos 12 meses?”
impacto do mau
estado de saude
bucal no
desempenho
escolar, controlando
por outros fatores de
saude e
sociodemograficos.
Jackson et EUA Examinar os dias de  Estudo 1782 Saude oral, Performance escolar; Regressao logistica
al., 2011 escola perdidos para  Transversal, criangas autorreportada.  “Como vocé multipla
atendimento (levantamento descreveria as notas  Criancas com pior status
odontoldgico de nacional) de [seu filho] na de saude bucal eram

rotina versus dor ou
infeccdo dentaria,
para determinar a
relacdo entre o

escola nos ultimos
12 meses? Vocé iria
dizer que eram

mais propensas a
experimentar dor de
dente, faltar a escola e ter
um desempenho escolar
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status de salde e
frequéncia e
desempenho
escolar.

principalmente As,
Bs, Cs, Ds ou Fs?’

Continuacgéo...

ruim. As descobertas
sugerem que a melhora
da salde pode ser um
veiculo para melhorar a
experiéncia educacional.

Piovesan et Brasil Avaliar a relagéo Estudo 312 criangcas Carie dentariae  Absenteismo- o Meninas foram
al., 2012 entre QVRSB, Transversal de 12 anos trauma-exames  numero de dias associadas com maior
performance e de idade clinicos; QVRSB perdidos nos ultimos  desempenho escolar,
absenteismo escolar - CPQ. 3 meses enquanto baixa renda
Performance familiar, maior média de
escolar- através de CPQ11-14 e os dias
testes da lingua escolares perdidos foram
portuguesa identificados como
determinantes individuais
do baixo desempenho
escolar.
Seirawan et EUA Mensurar o impacto Estudo 629 Cérie dentaria— Performance escolar  Dor dentaria foi associada
al., 2012 das doencas Transversal escolares exame clinico — testes de a nota média do ano.
dentarias no 6-8 e 14-16 Dor dentéria — proficiéncia e nota Céarie dentaria foi
desempenho anos pergunta média no ano associada ao teste de
académico de autorrelatada proficiéncia em lingua
criangas inglesa.
desfavorecidas por
caracteristicas SES
e acesso aos
determinantes de
cuidado
Guarnizo- EUA Avaliar os efeitos da  Estudo 40 752 CondigBes Performance escolar  Criangas de 6-11 anos.
Herrefio et saude bucal no Transversal 6-17 anos bucais e auto relatada — dias Saude bucal pobre/ruim
al., 2012 desempenho escolar variaveis perdidos e foi associado a problemas

e no bem-estar
psicossocial em nivel
nacional de uma
amostra
representativa de
criangas nos EUA.

psicossociais
autorrelatadas

problemas na escola

na escola.

Os problemas dentarios
foram significativamente
associados a redu¢des no
desempenho escolar e
bem-estar psicossocial.
Os efeitos dos problemas
dentarios na infelicidade e
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sentimento de inutilidade
foram maiores para
adolescentes entre 15 e
17 anos.

Detty et al., EUA Determinar a Estudo 377 escolas, Carie dentaria Desempenho escolar Apds a analise ajustada,
2014 associacéo entre Transversal, 16.022 nao tratada — através do escore cérie dentaria perde a
desempenho representativo escolares indice de associacdo com a
académico e cérie dos escolares performance escolar  performance escolar; a
néo tratada da 32 série em (um somatoério de real associacéo se da
controlando para Ohio pontos envolvendo: através da renda, racga, se
outros problemas de avancado, havia o programa de
saude a nivel de acelerado, saude e o tipo de regido
escola proficiente, basico e  (rural ou urbana).
caracteristicas limitado; em todas as
demograficas, disciplinas de 3-8
incluindo a presenca séries.)
de um programa
nacional de saude
bucal.
Welsh etal., EUA Avaliar as diferencas  Estudo 6519 - Questionarios Analise de regresséo
2014 na performance transversal — escolares de respondido pelos logistica
escolar e base de 14-18 anos adolescentes Os estudantes envolvidos
comportamentos de  questionarios no programa de trabalho:
base-escolar entre possuem maiores
estudantes que comportamentos
trabalham e que néo negativos de base-
trabalham. escolar; pior performance
académico e menos
tempo em atividades
escolares comparado aos
ndo trabalhadores.
De Paula et Brasil Avaliar o impacto Estudo 515 Carie dentaria— Performance escolar Regresséo logistica
al., 2015 das desordens transversal escolaresde CPOD — média do ano Pobre performance

bucais, fatores
socioambientais e
percepgdes
subjetivas na

12 anos

escolar, reportado
pela escola

escolar foi associado com
aglomeracao familiar,
percepc¢ao dos pais ruins,
céarie dentaria e uma das
questdes do CPQ
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performance escolar
de criancas

Continuacao...

(dificuldade em prestar
atencéo).

Paula et al., Brasil Avaliar a associagdo  Estudo 1411 Cérie dentaria— Performance escolar Regressao logistica
2016 entre percepcao transversal 8-10 anos CPOD e cedo — obtida pela média Baixa performance
subjetiva, fatores das disciplinas escolar foi associado
SES e condicdes (portugués, com: meninos, lesdes
bucais com a matemética, histéria, cérie ndo tratadas, baixa
performance escolar. ciéncia e geografia) renda, baixa educacéo da
no ano de 2011. mae, alto nimero de
moradores na casa e
criangas que ndo vivem
com ambos 0s pais
biolégicos.
Maharani et Indonésia Determinar o nivel Estudo 984 criancas  Estética do Performance escolar  Estatistica comparativa —
al., 2017 de saude bucal em Transversal de 6-7 anos  sorriso avaliada — baseado nos testes ANOVA
criangas na e de 10-11 pelos de matematica (nédo Professores acreditam
Indonésia, a anos professores; aprovado, ruim, bom  que criangas com saude
prevaléncia de exames clinicos e excelente). bucal visualmente ruim e
fatores causais para para cérie, placa sorrisos prejudicados tém
determinar e sangramento; maior probabilidade de
relacionamentos comportamento apresentar desempenho
entre saude bucal, de saude ruim na escola, ser
autoestima e coletado através socialmente excluidos e
desempenho de questionarios ter menores perspectivas
académico escolar. respondidos de emprego comparado
pelos pais aos seus pares.
Associacdes significativas
foram encontradas entre
criangas com alta
autoestima tendo melhor
desempenho escolar.
Almeida et Brasil Utilizar o instrumento  Estudo 926 Cérie dentaria, Performance escolar  Performance escolar foi
al., 2018 “Provinha Brasil” transversal escolares de  através de — através da associada apenas a
para relacionar 6-8 anos exames clinicos  “Provinha Brasil”, QVRSB.

saude bucal, QVRSB
e performance
escolar.

e dor dentaria
autorrelatada

contendo questdes
de leitura e
matematica
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Kaewkamner Tailandia  Avaliar as Estudo 925 QVRSB Desempenho SES e capital social
dpong e associacoes transversal escolares de escolar- Médias das  determinam a
Kridaspong, hierarquicas entre o 12 anos notas, através do performance escolar.
2018(a) desempenho escolar (escolas Instituto Nacional de  Carie esta associada a
das criancas, publicas e Servico de Testes performance escolar e
QVRSB e condicao privadas) Educacionais da QVRSB. Auséncia
especifica (CS), Tailandia. escolar, SES, capital
Na auséncia escolar, social, e engajamento das
estado oral, SES e criangas nas atividades
Capital social; escolares, também foram
significativamente
associados com o
desempenho escolar.
Kaewkamner Tailandia  Determinar as Estudo 984 Cérie dentariae - Ter educacéo oral
dpong e associacgdes entre transversal escolares de comportamento integrada no curriculo
Kridaspong, saude bucal no 12 anos S orais escolar foi
2018(b) ambiente escolar e (escolas significativamente
comportamentos publicas e associada com melhores
orais das criangas, privadas) hébitos de escovacao
ajustando por SES. dentaria em todos os
modelos.
Oliva et al., Brasil Investigar os fatores  Estudo 381 Cérie dentaria- Desempenho escolar Andlise de Regresséo
2019 associados ao transversal escolares de CPO-D; - Médias das notas Logistica
desempenho escolar 15a 18 anos Perguntas sobre de matematica e Performance escolar foi

dos adolescentes,
incluindo o Senso de
Coeréncia

(SDC) e saude
bucal.

QVRSB.

portugués

associado ao SDC e a
pergunta sobre
dificuldade de comer e
beber.

Cérie dentéria ndo
mostrou associacao
estatistica.

CP!I: indice Periodontal Comunitario; CPO-D: dentes permanentes cariados, perdidos e obturados; ceod: dentes deciduos cariados, perdidos e obturados;
OHIP: Oral Health Impact Profile; OIDP: Oral Impact on Daily Performance QVRSB: Qualidade de Vida Relacionado a Saude Bucal; SES: Status
Socioecondémico

Fonte: Elaborado pelo autor, 2020.

38



39

2.4.2 Saude e emprego

A ocupacéao tem sido utilizada em estudos epidemioldgicos com esta finalidade
de avaliar condi¢Bes socioecondmicas dos individuos (BEN-SHLOMO e KUH, 2002).
A ocupacdo torna-se importante para as condi¢cdes de saude, pois os individuos
despendem um longo periodo de tempo no trabalho (YAMAMOTO et al., 2014). Ainda,
pessoas que sdo menos saudaveis podem ter maior probabilidade de serem
autdnomos ou desempregadas (MCDONOUGH, BENJAMIN e AMICK, 2001).

Haas, Glymour e Berkman (2011) investigaram a relacdo de saude na infancia
impactando nas curvas de ganhos financeiros na vida adulta. Os dados longitudinais
foram obtidos de americanos nascidos nas décadas de 1930-1940 até as idades de
25 a 50 anos. Perguntas autorrelatadas sobre suas saudes geral e variaveis de
emprego foram obtidas. Os autores encontraram que doengas cronicas atuam nas
disparidades de ganhos ao longo da carreira de trabalho. A salude deficiente nestes
casos pode atuar negativamente na selecdo da participacdo da forca de trabalho.
ExplicagBes podem ser devido as criangas menos saudaveis terem ja desvantagens
no periodo escolar, influenciando assim, nos desfechos de empregabilidade (HAAS,
2006).

Um estudo com holandeses investigou a influéncia do autorrelato de satde ruim
na busca por emprego. Pessoas com problemas de salde e baixa autoestima tiveram
menores chances de procurar e encontrar empregos remunerados. Neste estudo,
variaveis psicossociais, como estratégias de sobrevivéncia, auto eficacia e atitudes
positivas de enfrentamentos foram importantes para a entrada no mercado de trabalho
(CARLIER et al., 2014).

Em relacdo aos habitos comportamentais de saude e desempenho no trabalho,
funcionarios que praticavam atividades fisicas, que consumiam frutas e vegetais, e
aqueles que tinham um sono regulador, desempenhavam melhor suas atividades no
trabalho, com menos absenteismo e maior satisfagédo profissional (LE-CHEMINANT,
MERRILL e MASTERSON, 2015). Mesmo parecendo uma associacao clara, locais de
trabalho com apoio e comportamentos saudaveis influenciam as praticas profissionais.
Além do mais, alguns estudos tém focado na relacdo entre ambiente de trabalho,
estresse no trabalho e salde (BURGARD, BRAND e HOUSE BURGARD, 2007
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NOMURA et al., 2010). Ambientes sem apoio e pessoas que nao tém controle no
trabalho estdo correlacionados com maior ansiedade e depressdo (NOMURA et al.,
2010). Aléem do mais, perder o emprego de forma inesperada pode aumentar os
sintomas depressivos (BURGARD, BRAND e HOUSE BURGARD, 2007).

Uma revisdo sistemética com meta-andlise investigou a saude mental e fisica
dos adolescentes impactando em desfechos de educacéo e emprego na fase adulta.
Foram encontrados poucos estudos relacionados a saude fisica ao longo do tempo.
Contudo, os estudos mostraram que a saude mental precéaria impede a continuacéo
da educacédo; bem como, condi¢des cronicas de saude foram associadas a adultos
desempregados. Os autores sugerem que estas associacdes podem ser devido ao
confundimento de variaveis socioecondmicas da familia, como educacéo dos pais e
pobreza; ou por fatores psicossociais, como isolamento social e estresse (HALE,
BEVILACQUA e VINER, 2015).

Umarevisao de literatura, com estudos longitudinais realizados no Reino Unido,
investigou associacfes entre diferentes indicadores de problemas de saude em
quaisquer estagios da vida e desfechos sociais e econdmicos posteriores. Criancas
com baixo peso e altura ao nascer foram associados futuramente a piores desfechos
educacionais e menores status socioecondmicos. Saude mental pobre na infancia,
como depressao, foi fator de exposi¢cado para menor rendimento escolar e problemas
de relacionamentos, além de piores perspectivas de emprego e de ganhos.
Autopercepcdo de saude ruim, condicdes crénicas e saude mental precéaria foram
fatores de risco para a invalidez e desemprego, ou reducédo de renda da familia devido
aos menores salarios, levando a uma baixa produtividade econémica e a um bem-
estar ruim (GONDEK et al., 2018).

Estudos englobando especificamente a salde bucal mostram também
associacOes entre emprego e saude. Um levantamento epidemiologico de base
nacional na Finlandia investigou a associacdo entre adultos desempregados e
condic¢des bucais. Adultos com média de idade de 46 anos foram questionados sobre
variaveis de emprego, sendo divididos em empregados e desempregados, e nestes,
sobre o tempo que estava desempregado. Exames clinicos diagnosticaram perdas
dentarias, carie dentaria e doenca periodontal. Adultos desempregados (9%)
mostraram piores condi¢cdes bucais, como maior perda dentaria e dentes com

profundidade de sondagem; esta associagédo foi mediada por escovacao e fumo. O
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tempo de trabalho também mostrou associacéo, onde individuos com mais de dois
anos desempregados tiveram mais dentes restaurados (AL-SUDANI, VEHKALAHTI e
SUOMINEN, 2015).

O mesmo ja tinha sido visto em um levantamento na Australia, onde
desemprego foi associado a autopercepcdo de saude bucal ruim e dentes cariados
n&o tratados (ARMFIELD, MEJIA, JAMIESON, 2013). Uma das possiveis explicaces
que os autores langam para a relacdo com a falta de emprego, € que o desemprego
gera um estresse psicologico e social. Este evento pode afetar a saude, sendo esta
relacdo mediada por comportamentos de saude bucal, como habitos de escovacao,
fumo, alcool e uso preventivo de servicos odontoldgicos. Individuos desempregados
despendem de menores condi¢cdes financeiras e com iSso, procuram menos 0S
servicos odontologicos por motivos preventivos ou procuram o servico quando a
doenca j4 esta estabelecida em estagios avancados (AL-SUDANI, VEHKALAHTI e
SUOMINEN, 2015).

Trabalhadores japoneses foram investigados se status ocupacional estaria
associado ao desenvolvimento de doenca periodontal apds cinco anos. Cerca de 30%
dos trabalhadores desenvolveram a doenca apos este periodo. Entre os homens,
trabalhadores qualificados, vendedores e motoristas tiveram maior chance de terem
doenca periodontal; e entre as mulheres a chance foi aumentada entre as que
trabalhavam em escritério. As explicacdes para estas associacdes sdo devido as
circunstancias sociais, psicossociais e fatores comportamentais. As altas horas de
trabalho tendem a diminuir a qualidade do sono e aumentar os niveis de estresse,
podendo assim atuar nos comportamentos de higiene bucal. Assim como, doenca
periodontal é afetada por fatores do contexto, incluindo ambiente do trabalho,
comportamentos de salde e vulnerabilidade a eventos estressores (IRIE et al., 2017).

Profissionais oficiais (gerentes, operadores de computador e secretarios) tém
melhor saude bucal quando comparados aos trabalhadores manuais, na populagéo
adulta japonesa (MORITA et al., 2007). Outro estudo, que acompanhou o curso de
vida de pessoas mais velhas, encontrou associacdo entre o periodo de trabalho e
condicdes de saude, mostrando que pessoas cujas ocupacdes eram rurais, de
comeércio ou desempregados se consideravam com pior condi¢cdo de saude bucal e
comportamentos de saude bucais quando comparados aos profissionais técnicos
(YAMAMOTO et al., 2014).
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De uma forma geral, as associacdes entre salude bucal e emprego podem ser
explicadas por consequéncia de prejuizos estéticos, funcionais e sociais. Alteragcdes
estéticas afetam as questdes psicoldgicas dos individuos, podendo eles se sentir
envergonhados e timidos pela sua aparéncia (SISCHO e BRODER, 2011). Além do
mais, expressdes verbais e ndo verbais, devido as altera¢des funcionais, podem
interferir nas relacdes pessoais e de convivio social, prejudicando a constru¢do da
imagem pessoal e interferindo no bem-estar (LOCKER e QUINONEZ, 2009). Em
suma, dor, vergonha ao sorrir, dificuldade de conversar e de se expressar tém ligacdes
diretas com comportamentos sociais e de autoestima.

O Quadro 2 resume alguns estudos que avaliaram as associacdes entre salde
bucal e variaveis de empregabilidade. Para isso, a combinacdo de termos originou a
estratégia de busca na base de dados Pubmed: ((((((oral health) OR status oral health)
OR oral conditions) OR oral health related quality of life))) AND (((((employ*) OR
employment) OR job) OR work) OR "occupation™). As listas de referéncias dos artigos
também foram pesquisadas. Os critérios de selecdo foram: estudos transversais ou
longitudinais; estudos de associacdo entre saude bucal e empregabilidade; e nédo
houve distingéo de ano.

As caracteristicas destacadas na descricao dos estudos foram: nome do autor
e ano; pais; objetivo principal; delineamento do estudo; amostra; varidveis de saude
bucal; variaveis de empregabilidade; analise estatistica; e, principais resultados. Um
total de 12 estudos foram incluidos no quadro, a qual 9 estudos eram de delineamento
transversal. A maioria dos estudos foram realizados em populacdes adultas, no
continente asiatico e concluindo que aqueles individuos desempregados ou aqueles
com menor status ocupacional foram associados a piores condi¢gbes bucais, como

doenca periodontal e carie dentaria.



Quadro 2. Estudos sobre saude bucal e variaveis de emprego.

Autor/Ano Pais Objetivo Delineamento ~ Amostra Variaveis de Variaveis de Anélise Principais resultados
do Estudo Saude Bucal Empregabilidade Estatistica
Sakki et al., Finlandia  Comparar se Estudo 780 — 55 Autorrelato Ocupacéo atual, Regresséo Homens e pessoas com
1998 estilo de vida Transversal anos de sobre habitos aposentado ou Logistica menor status ocupacional
geral, género e idade de higiene desempregado. usavam acucar no café
SES determinam bucal; uso de ou no cha com mais
0 comportamento aculcar no café frequéncia; o tempo da
de saude bucal. ou cha; e Ultima visita ao dentista
tempo da foi mais longa, e escovam
Ultima visita ao menos os dentes.
dentista. Estilo
de vida, como
atividade
fisica,
tabagismo,
consumo de
alcool e
habitos
alimentares.
Hyde et al., EUA Avaliar o efeito do  Estudo de 377 QVRSB Desfechos de Regressédo Aqueles que completaram
2006 tratamento de acompanhame participante (através do emprego foi Logistica, seu tratamento
reabilitacdo nto sdo OHIP) baseado na ajustada por  odontoldgico foram duas
odontoldgica na Programa permanéncia ou variaveis vezes mais provaveis de
QVRSB e no Dental nao nos demogréfica  alcancar um resultado de
emprego de “Servigos programas de s e clinicas. emprego favoravel /
beneficiarios de de beneficios de neutro. Assim, saude
bem-estar Emprego bem-estar bucal melhorou a QVRSB
Assistido e resultados de emprego
Pessoal” para esta populagéo.

43



Continuacao...

Morita etal., Japao Avaliar se existe Estudo 16.261 Cérie dentaria  Classificacao de Regressédo Profissionais, gerentes e
2007 um gradiente Transversal trabalhador (CPO-D) ocupacéo, logistica, funcionarios de escritério
social na saude es homens baseada no ajustado por  tiveram melhor saude
bucal pela entre 20-69 Japanese idade. bucal do que aqueles em
ocupacédo em anos Ministry of Health, ocupac0es de servico e
trabalhadores Labour and motoristas.
japoneses. Welfare:
Acharya e india Avaliar as Estudo 134 CPO-D, CPI, Estresse no - Estresse no trabalho foi
Pentapati, relacdes entre Transversal trabalhador QVRSV Trabalho (através associado a uma pior
2012 estresse no escom?25 (através do do Work Stress QVRSB.
trabalho, saude anos de OIDP) Questionnaire)
bucal e QVRSB média de
em profissionais idade
de tecnologia da
informacdao (TI)
no sul da india.
Armfield et Australia  Examinar o papel Estudo 4,549 CPO-D; Auto-  Empregado/ Regresséo Desemprego foi
al., 2013 dos fatores Transversal, participante  percepcgéo de desempregado Logistica e associado a saude bucal
psicossociais na de base sacimade salde bucal Linear, ruim auto percebida e um
saude bucal apés representativa 18 anos ajustado por  sutil incremento de carie
o controle de variaveis néo tratada.
fatores demografica,
socioecondmicos comportame
e ntais e
comportamentais. psicossociais
Yamamoto et Japéo Examinar a Estudo 23.191 Saulde bucal Foi perguntado Regressado Variaveis de saude bucal
al., 2014 associagdo entre  Transversal participante autorrelatada:  sobre o trabalho de Poisson, e comportamental, exceto
tempo de s com 65 namero de mais longe ajustada uso de proétese / ponte e
trabalho, saude anos ou dentes, uso de desenvolvido na para idade, visita odontol6gica para
bucal e mais protese ou vida do educacéo, mulheres, foram
comportamento ponte e status  participante, renda significativamente
de saude bucal salde bucal dividido em: equivalente,  associados com o
entre os subjetiva; profissional/técnic e densidades trabalho mais longo.
japoneses mais Comportament o, administrativo,  de dentistas
velhos. o de saude vendas/servico, no nivel do
bucal: consulta trabalhadores municipio e
odontoldgica rurais, e sem populagéo.

para

ocupagéao
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tratamento e
uso de escova
interdental ou

Continuacao...

fio dental.
Al-Sudani et  Finlandia Investigar se Estudo 4773 Cérie dentaria, Empregado/dese  Regressao Desempregados
al. 2015 desemprego esta  transversal adultos profundidade mpregado; tempo  de Poisson, mostraram maior perda
associado com (levantamento com média de sondagem, desempregado ajustado por  dentaria e profundida de
pobres desfechos epidemiolégico de 46 anos  dentes idade, sondagem, mediado por
de saude bucal representativo) perdidos. estado civile escovagéo e fumo.
nivel Individuos com mais de 2
educacional. anos desempregados
tiveram mais dentes
restaurados.
Ishizuka et Japéo Comparar 0s Estudo 676 Autorrelato Trabalho diurno/  Regresséo Trabalhadores noturnos
al., 2016 problemas e Transversal trabalhador sobre nimero  trabalho noturno Logistica, tiveram maior chance de
comportamentos  (via internet) esde30a dedentes, ajustada por  ter dentes cariados.
de saude bucal 69 anos presenca de idade, SES e
dos trabalhadores dentes hébitos de
de escritdrio em cariados e salde.
turnos diurnos e razdes para
noturnos perda dentaria
Irie et al., Japéo Examinar a Estudo 3.390 Doenca Classificacéo de Regresséo Homens trabalhadores
2017 relacéo entre Longitudinal participante  Periodontal ocupacéo, de Poisson, qualificados, vendedores,
status sacimade (DP, através baseada no ajustada e motoristas tiveram
ocupacional e 20 anos do CPI) Japanese para idade, maior risco de
doenca Ministry of Health, diabetes, desenvolver DP do que
periodontal em Labour and alcool, fumo  outros profissionais. Para
uma coorte Welfare. e IMC mulheres n&o houve
prospectiva de 5 diferenca.
anos de
trabalhadores
japoneses.
Yoshino et Japéo Avaliar a relacéo Estudo 951 Autorrelato de  Perguntas Regresséo As horas extras de
al., 2017 entre horas de Transversal trabalhador dentes relacionadas ao Logistica, trabalho estéo
trabalho extras e es entre cavitados, emprego, como: ajustada por  relacionadas a dentes
dentes cariados 25-64 anos  hébitos de estresse, idade, SES, cariados néo tratados.
nao tratados em escovacao e satisfacao, habitos de Além de educacédo em
trabalhadores salde e salde bucal e exames
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financeiros do visita ao relacdes variaveis odontoldgicos, diminuem
sexo masculino. dentista interpessoais. comportame 0 estresse e a quantidade
ntais. de horas extras, tendo um
efeito positivo sobre a
salde bucal no local de
trabalho.
Toyama et Japéo Investigar se a Estudo de 371 Sangramento  Autorrelato sobre  Regresséo Experiéncia de receber
al., 2018 modificacdo Intervencgéo trabalhador a sondagem, performance no Logistica, instrugéo de escovagéo e
comportamental es, CPl e CPO-D trabalho ajustada por  uso de creme dental com
relacionada a divididos idade e sexo, flior melhoraram o
saude bucal em grupo: variaveis comportamento de saude
influencia o intervencao clinicas e bucal, no grupo
desempenho no (instrucdes comportame  interven¢do. Nao houve
trabalho entre sobre ntais. mudancas significativas
trabalhadores comportam no status de saude bucal
japoneses entos de e desempenho no
salde trabalho.
bucal) e
grupo
controle.
Zaitsu et al., Japdao Investigar a Estudo 1.179 Céarie dentaria  Autorrelato sobre  Regressao Individuos com
2019 associagdo entre  Transversal trabalhador — CPO-D performance no Logistica, periodontite tiveram uma
saude bucal e es Doencga trabalho ajustado por  maior chance de estar
performance no periodontal - (presencga ou idade, sexo,  presente no trabalho,
trabalho. CPI auséncia por horario do porém sem produtividade.
motivos de trabalho e
saude) demais
variaveis
clinicas.

CPI: indice Periodontal Comunitario; CPO-D: Dentes cariados, perdidos e obturados; OHIP: Oral Health Impact Profile; OIDP: Oral Impact on Daily Performance
QVRSB: Qualidade de Vida Relacionado a Saude Bucal; SES: status socioeconémico.

Fonte: Elaborado pelo autor, 2020.
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2.5 Influéncia da familia nos desfechos educacionais e de emprego

O desenvolvimento de carreira € influenciado por um processo dinamico de
interagfes, envolvendo contextos sociais, econdmicos, psicologicos e culturais
(LINDSTROM et al., 2007). E, as caracteristicas da familia tém um papel muito
importante neste processo.

Em um contexto social e psicolégico, segundo uma revisdo proposta baseada
pelos pesquisadores Whiston e Keller (2004), a carreira do adolescente é influenciada
por dois fatores familiares que podem se relacionar entre si: as variaveis estruturais e
as variaveis de processos familiares. As variaveis estruturais da familia incluem
educacdo e ocupacdo dos pais, e outros aspectos socioeconémicos (WHISTON e
KELLER, 2004). Familias com maior PSE proporcionam maiores opc¢des e
oportunidades de emprego para os jovens (BLUSTEIN et al., 2002). Por outro lado,
adolescentes com desvantagens socioecondmicas se referenciam nas educacfes e
ocupacdes dos seus familiares, tendo perspectivas e interesses parecidos com 0s
préximos (LINDSTROM et al., 2007).

Junto a estrutura familiar, um importante fator de exposicdo para o
desenvolvimento da carreira sdo as variaveis psicolégicas relacionadas a familia,
conhecida também como variaveis de processos familiares. Séo elas: suporte,
atitudes, aspiracdes e comportamentos dos pais; apoio da familia (WHISTON e
KELLER, 2004); proximidade e identificagdo com os pais e irmédos; auto eficacia; e,
valores relacionados ao planejamento de carreira, podem envolver uma trama
complexa incluindo objetivos, interesses e esfor¢os relacionados a carreira dos jovens
(LINDSTROM, DOREN e MIESCH, 2011). Ainda, os pais conseguem passar maiores
instrucdes, suporte emocional e relagbes oriundas do emprego (LINDSTROM et al.,
2007).

Existem evidéncias de que a familia influencia ja no periodo escolar dos jovens.
Pais com caracteristicas de acolhimento e calorosos tendem a encorajar seus filhos
em objetivos relacionados a carreiras (DIETRIC e SALMELA-ARO, 2013); e se o
contrario acontece, pais que se envolvem menos na carreira dos seus filhos e séo
menos calorosos; os adolescentes tendem a ter baixas perspectivas profissionais,
sendo elas baseadas no comodismo (DIETRIC e SALMELA-ARO, 2013).
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Quando se trata de criangas; no contexto brasileiro observou-se que as
condi¢cdes bucais estdo associadas as condi¢cdes socioecondmicas da familia.
Individuos com lesdes de carie dentéria (PIOVESAN et al., 2010b), uma percep¢éo
ruim de sua saude bucal (PIOVESAN et al., 2011) e aqueles que utilizavam mais 0s
servicos odontologicos por motivos curativos (MACHRY et al., 2013) eram individuos
inseridos em familias com piores condi¢des socioeconémicas.

Seja em desfechos educacionais ou de emprego, a posicdo social e as
caracteristicas da familia provavelmente influenciam nas geracdes futuras, atuando

em um ciclo repetitivo e em uma transmissao inter-geracional.

2.6 Adolescéncia

Adolescéncia € um periodo de transicdo entre a infancia e a vida adulta,
configurando a maior fase de transformacfes do ser humano. Este € um periodo de
maior sensibilidade e percepcédo aos sinais socioculturais do ambiente (BLAKEMORE
e MILLS, 2014). Seu inicio é caracterizado por questdes biol6gicas e seu fim, por
definigbes sociais, diferenciando entre as culturas e paises.

Nem mesmo os limites cronolégicos desta faixa etaria possuem uma
padronizacao, sendo geralmente definidos para fins estatisticos ou politicos. Segundo
a Organizacdo Mundial da Saude (OMS), a adolescéncia corresponde ao periodo de
10 a 19 anos de idade, sendo aqueles entre 10 a 14 anos considerados como pré-
adolescentes (WHO, 2017). A Organizacdo das Nacdes Unidas (ONU) define a
juventude dos 15 aos 24 anos. No Brasil, o Estatuto da Crianca e do Adolescente
estabelece a faixa etaria entre os 12 e 18 anos completos (DO ESTADO, 1990). E é
aos 18 anos de idade, que na maioria dos paises, 0s jovens assumem legalmente
suas responsabilidades, através do conceito de “maioridade”.

Ha cientistas que ainda afirmam que ap6s os 19 anos, o cérebro continua seu
desenvolvimento, tardando assim o final da adolescéncia. Apesar dos periodos
definidos para finalidades cientificas, a psicologia define o inicio da adolescéncia

marcado pela puberdade e seu fim, ndo s6 pelo completo desenvolvimento corporal,


http://www.ncbi.nlm.nih.gov/pubmed/?term=Piovesan%20C%5BAuthor%5D&cauthor=true&cauthor_uid=20735719
http://www.ncbi.nlm.nih.gov/pubmed/?term=Piovesan%20C%5BAuthor%5D&cauthor=true&cauthor_uid=21198760
http://www.ncbi.nlm.nih.gov/pubmed/?term=Machry%20RV%5BAuthor%5D&cauthor=true&cauthor_uid=24171711
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mas pelo amadurecimento social, caracterizado pelas responsabilidades e
posicionamentos frente a sociedade (EISENSTEIN, 2005).

Constantes mudancas fisicas, cognitivas e sociais acontecem no processo
formativo e de desenvolvimento dos adolescentes. E nesta fase que ha o inicio da
puberdade, causada pela ativacdo e liberacdo de hormoénios sexuais, atuando
também em mudancgas corporais e tornando o adolescente suscetivel ao ambiente
social (BLAKEMORE e MILLS, 2014). Nesta fase também ocorrem: aumento das
operacdes cerebrais; desenvolvimento fisico e psicologico; identificacdo de géneros e
descobertas sexuais; engajamento e envolvimento com capacidades cognitivas;
constantes mudancas emocionais e sensoriais; influencias do contexto, das pessoas
e das emocdes; e, desenvolvimento da identidade, através do autoconhecimento
(WHO, 2017).

Além das transformacdes bioldgicas e comportamentais, 0s jovens estdo cada
vez mais adiando suas saidas das casas dos pais. Essa geracdo denominada como
“geragao canguru” engloba a faixa dos 25 aos 34 anos de idade pelos brasileiros
(IBGE, 2016). Este adiamento corresponde a um quadro de mudancas econdémicas,
sociais e culturais para o pais. Hoje, o adolescente precisa de um maior periodo de
capacitacao educacional e profissional, para a entrada no mercado de trabalho, e essa
esta sendo muito influenciada pelas condi¢fes financeiras da familia (ROCHA, 2008).

Além do mais, os adolescentes passam por uma orientacdo e posicionamento
social, onde as relac6es com os pares sdo muito relevantes. Aqueles que se sentem
rejeitados desenvolvem comportamentos e emocdes negativas (REIJNTJES et al.,
2006). Bem como, o contexto e as relagbes direcionam a comportamentos e atitudes
saudaveis (REIJNTJES et al.,, 2006). Esta fase configura também, uma mudanca
social em ambito escolar, que por muitas vezes, a transicdo do ensino fundamental
para o ensino médio se da em outro ambiente, com novas relagdes interpessoais,
diferencas no aprendizado e um novo mundo voltado para decisdes e
responsabilidades (BLAKEMORE e MILLS, 2014).

Em ralacdo a saude, os adolescentes podem estar vulneraveis a fatores de
risco frente a quadros de tristeza e depressédo. Hipoteses elucidam uma combinacgao
entre o desenvolvimento neural e 0s eventos estressores do ambiente, como o
isolamento social; culminando assim, em um impacto na saude fisica e mental
(BLAKEMORE e MILLS, 2014).
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Evidenciando as necessidades de saude bucal, esta faixa etaria tem uma alta
taxa de céarie dentéaria e incremento da doenca periodontal (MINISTERIO DA SAUDE,
2012); tendéncia a habitos alimentares ruins e fatores de risco, como uso de alcool e
drogas; complexidade de tratamento ortodéntico e restaurador; possibilidade de
desordens alimentares, como bulimia e anorexia; e, necessitam de cuidados especiais
quanto a fobia e ansiedade no dentista (AAPD, 2015).

Contudo, devido a todas as complexidades desta faixa etaria, entender e atuar
de forma especifica entre os adolescentes se torna importante, uma vez que
contribuira positivamente para a sociedade, através dos futuros adultos e

subsequentes criangas.
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3 OBJETIVOS

3.1 Objetivo geral

O objetivo desta pesquisa foi investigar a influéncia das condi¢des bucais em

desfechos educacionais e na entrada no mercado de trabalho entre os adolescentes.

3.1.1 Objetivos especificos

Os objetivos especificos correspondem aos objetivos dos artigos propostos
para esta tese, sendo trés:

a) Avaliar a relacdo entre saude bucal e suas consequéncias no desempenho
escolar dos adolescentes.

b) Decompor por quais vias e caminhos as condigdes bucais e a QVRSB estéo
relacionadas a entrada no mercado de trabalho dos jovens.

c) Avaliar a influéncia da céarie dentaria e da posicdo socioeconémica no

abandono escolar dos adolescentes.

3.2 Hipoteses conceituais

a) Desordens bucais e suas consequéncias, como bullying verbal relacionado
a saude bucal e desvantagens socioecondmicas da familia estaréo associadas a um

pior desempenho escolar nos adolescentes, comparado aos seus pares.

b) As condi¢Bes bucais e a QVRSB no inicio da adolescéncia impactardo de
forma direta e indireta a entrada no mercado de trabalho e os ganhos pelo emprego

entre os adolescentes.
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c¢) Individuos apresentando carie dentaria ndo tratada e pertencentes a uma
familia de baixa posi¢&o socioecondmica terdo uma maior probabilidade de abandonar

a escolar quando comparado aos seus pares.



53

4 METODOLOGIA EXPANDIDA

Esta sesséo apresenta a metodologia expandida do estudo de coorte, incluindo
os protocolos metodolégicos e todas as variaveis coletadas nas trés fases do estudo,
as quais correspondem: baseline (T1), primeiro acompanhamento (T2) e segundo

acompanhamento (T3).

4.1 Delineamento do estudo

Este estudo caracteriza-se por uma coorte de adolescentes, iniciada em 2012,
na cidade de Santa Maria, RS, Brasil. Esta coorte completou seis anos de
acompanhamento, englobando os diferentes momentos da adolescéncia.

Santa Maria € um municipio que esta situado no centro do estado do Rio
Grande do Sul, a qual é considerada uma cidade de porte médio (IBGE, 2010). As
bases econdmicas da cidade destacam-se pelos comércios e setores pubicos, como
Universidades e bases militares.

4.2 Amostra

4.2.1 Levantamento epidemiolégico — baseline (T1)

O ponto inicial do estudo de coorte caracterizou-se por um levantamento
epidemioldgico em 2012, onde 1.134 adolescentes de 12 anos de idade, matriculados
em escolas publicas da cidade de Santa Maria- RS, consentiram suas participagcdes
no estudo.

Em 2012, Santa Maria possuia 261.031 habitantes, sendo 3.817 adolescentes
de 12 anos de idade. Destes, 85% dos adolescentes estavam matriculados em
escolas publicas na cidade (IBGE, 2010). O calculo amostral que baseou o inicio do



54

estudo foi realizado através da condicao bucal que apresentou o maior valor amostral,
dentre as que seriam coletadas. O valor minimo de 1.007 participantes foi calculado
para obter uma associacdo entre as condi¢cdes bucais (sangramento gengival) e
fatores associados (ANTUNES et al., 2008); levando em consideragdo um poder de
80%, intervalo de confianca de 95%, nivel de significancia de 5% e 30% para
adicionais perdas. O célculo foi estimado no programa OpenEpi, gratuito e aberto na
rede de internet. A amostra final foi maior que o valor minimo, pois todos os alunos
com a faixa etaria do estudo eram convidados a participarem.

A selecdo amostral se deu por conglomerado em duplo estagio. No primeiro
estagio, 20 escolas publicas de um total de 39 escolas, foram selecionadas através
de um sorteio ponderado, considerando o porte de cada escola (pequena, média e
grande), e também, o porte populacional de cada regido geografica da cidade. No
segundo estégio, todos os alunos de 11-12 anos, ou seja, que completariam 12 anos
ou que ja tinham 12 anos completos naquele ano, matriculados nestas 20 escolas
foram convidados a participar do estudo. Questionarios estruturados e termos de
consentimento foram enviados aos pais/responsaveis, e aqueles que retornassem
com estes documentos eram encaminhados para uma sala isolada, para que
questionarios subjetivos e exames bucais fossem realizados. A taxa de resposta foi
de 93%.

4.2.2 Primeiro acompanhamento — segunda coleta (T2)

No periodo de setembro de 2014 a janeiro de 2015 foi realizada a segunda
coleta da coorte, onde 770 adolescentes, com meédia de idade de 14 anos, foram
localizados e assentiram novamente suas participacoes. As estratégias de busca
envolveram as mesmas escolas de 2012 e o contato telefénico, oriundo de
informacgdes contidas nos questionarios do baseline.

Questionéarios estruturados e um novo consentimento foram novamente
despendidos aos pais/responsaveis. Os exames foram realizados nas proprias
escolas, caso isto ndo fosse possivel, os adolescentes eram contados por telefone e
eram convidados a comparecerem na Clinica de Odontopediatria da Universidade
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Federal de Santa Maria (UFSM). A taxa de retencao da coorte foi de 67,9%, sendo
recusa pelos adolescentes ou responsaveis (14%) e participantes ndo encontrados

(18%), os motivos da perda de seguimento.

4.2.3 Segundo acompanhamento — terceira coleta (T3)

A terceira coleta da coorte foi realizada entre novembro de 2017 e dezembro
de 2018. Os 1.134 adolescentes, que participaram do baseline foram procurados. As
estratégias de busca envolveram: todas as escolas publicas de ensino médio da
cidade, além das 20 escolas do baseline; contatos telefonicos, através de informacdes
dos bancos de dados anteriores; visitas domiciliares; e, procuras através das redes
sociais (Facebook e WhatsApp). Todas as estratégias de buscas ocorreram de forma
simultanea. Para as estratégias envolvendo as buscas nas escolas, listas dos
matriculados eram fornecidas pela escola, e os pesquisadores procuravam pelos
participantes da coorte. Informacdes sobre mudancas de escolas pelos adolescentes
foram fornecidas pela Secretaria de Educacdo do municipio. Os turnos de coletas nas
escolas envolveram manhd, tarde e noite; e as buscas domiciliares, envolveram
também os finais de semana. A coleta, portanto, ocorreu nas escolas, nos domicilios,
e também, em ambientes de trabalho do adolescente.

Nesta terceira coleta, os préprios adolescentes responderam a todos o0s
questionarios; caso alguma informacdo ndo fosse respondida, os pais/responsaveis
eram contados. Um total de 768 adolescentes, com média de 17,5 anos, foram
recrutados neste momento. Os motivos das perdas de seguimento foram: enderecos
e telefones errados ou participantes nao encontrados (24%); mudanca de cidade (6%);
recusas na participacao (2%); e, um obito.

Segue um fluxograma resumindo as informagfes das trés coletas (FIGURA 2).
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Figura 2. Fluxograma da amostra do estudo de coorte, nas trés avaliacbes: 2012,

2014 e 2018.
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Apesar do numero amostral ser muito semelhante no T2 (770) e no T3 (768),
nem todos os participantes foram reavaliados nas trés coletas do estudo. Logo, 580
adolescentes foram avaliados nas trés coletas. No entanto, 190 adolescentes
participaram do T1 e do T2; e 188 participaram do T1 e T3. Cerca de 176 adolescentes

nao foram reencontrados, participando apenas do baseline.

4.3 Coleta de dados

As variaveis clinicas, demograficas, socioecondmicas e subjetivas foram
coletadas da mesma forma na primeira e segunda coleta. Pequenas variacdes

aconteceram na terceira coleta, as quais serdo elucidadas na sequéncia.

4.3.1 Variaveis clinicas

As variaveis clinicas foram coletadas através de exames bucais realizados nas
escolas (T1), na Clinica de Odontopediatria da UFSM (local somado as escolas no
T2) e nas residéncias dos adolescentes (local somado aos demais no T3).
Independentemente do local de coleta dos exames, na escola, clinica ou residéncia,
0S mesmos protocolos de atendimento foram executados.

O exame era realizado sob iluminagao natural, espelho bucal plano e sonda
periodontal (WHO, 1997). As variaveis clinicas foram: carie dentaria, traumatismo
dentario, ma oclusédo, sangramento gengival, presenca de placa bacteriana e céalculo
dentario (APENDICE C). Exceto as demais, na terceira avaliagdo ma oclusdo nio foi
coletada novamente (APENDICE G).

A prevaléncia e experiéncia de carie dentaria foram coletadas através do indice
CPO-D (Dentes permanentes cariadas, perdidas e obturadas), utilizando os critérios
descritos pela OMS (WHO, 1997). Traumatismo dentério foi avaliado segundo indice
O’Brien (O'BRIEN, 1994), nos dentes incisivos superiores. A presencga e severidade

de alteracdes oclusais foram avaliadas segundo o Dental Aesthetic Index (DAI)
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(JENNY e CONS, 1996). A presenca de sangramento gengival foi avaliada de acordo
com os critérios do Indice Periodontal Comunitario - CPl (Community Periodontal
Index) nos seis sitios (disto-vestibular, médio-vestibular, mésio-vestibular, disto-
lingual, médio-lingual e mésio-lingual) de todos os dentes presentes em boca (ADA,
1998). Placa bacteriana e calculo dentério foram coletados através da presenca visivel

da condicdo, em todas as superficies dos dentes.

4.3.2 Variaveis demograficas e socioeconémicas

Caracteristicas demograficas e socioecondmicas foram coletadas através de
um questionario estruturado enviado e respondido pelos pais/responsaveis dos
adolescentes (APENDICE D), no T1 e T2. As variaveis coletadas foram: sexo,
raca/etnia, renda familiar mensal, aglomeracao familiar, educacéo dos pais, e uso de
servicos odontologicos. Os pais respondiam se consideravam seus filhos(as) da
ragal/etnia: “branca, negra, mulato, oriental, indio” baseada em critérios do IBGE
(IBGE, 2010). Renda familiar foi coletada através do valor recebido no ultimo més de
todos os individuos que residiam na casa. Aglomeracéao familiar foi calculada através
da divisdo do numero de pessoas sobre a quantidade de céBmodos na casa, no periodo
do estudo. Escolaridades materna e paterna foram coletadas em anos estudados.
Variaveis de uso de servigcos odontoldgicos foram: visita ao dentista; frequéncia desta
visita no ultimo ano; motivo da ultima visita odontoldgica, incluindo a dor dentaria; tipo
de servico - privado ou publico; e frequéncia de escovacao. E por fim, foi perguntado

se 0 adolescente teve dor dentéaria nos ultimos 6 meses.

4.3.3 Variaveis subjetivas

As questdes subjetivas de qualidade de vida relacionada a saude bucal e

felicidade foram coletadas através de questionarios respondidos pelos adolescentes.
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QVRSB foi coletada através da versdo reduzida do questionario Child
Perception Questionnaire 11-14 (CPQ-11-14) (ANEXO E). Este questionario foi
validado para a populagéo brasileira (GOURSAND et al., 2008) e é constituido de 16
perguntas, divididas em 4 dominios: sintomas orais, limitacdo funcional, bem-estar
social e bem-estar emocional. As respostas podem variar de 0 (nunca) a 4 (todos os
dias/quase todos os dias). Valores mais altos, do somatdrio das respostas, indicam
uma pior QVRSB.

Bullying verbal relacionado a saude bucal foi considerado como um proxy,
sendo proveniente da pergunta de item 15 do questionario CPQ 11-14. A pergunta
era: “Nos ultimos trés meses, com que frequéncia outras criancas lhe aborreceram ou
Ihe chamaram por apelidos, por causa dos seus dentes, labios e boca?”. Aqueles que
responderam ‘nunca’ foram considerados como nao terem sofrido bullying verbal, e
agueles que responderam as alternativas de 1 a 4, foram considerados como ver
sofrido bullying verbal relacionado a saude bucal.

Felicidade foi coletada através da Escala Subjetiva de Felicidade (ANEXO F),
também validada para a populacdo brasileira (RODRIGUES e SILVA, 2010), que
possui questdes afirmativas e negativas, de cunho emocional e cognitivo em quatro
itens. As respostas podem variar de 1-7, segundo uma escala discreta de sete pontos;
e, quanto maior os escores, mais feliz o individuo se considera (LYUBOMIRSKY e
LEPPER, 1999).

Na segunda coleta, além das variaveis citadas a cima, o desempenho escolar
dos adolescentes foi coletado através de registros oficiais das escolas. Foram obtidas
frequéncia escolar, notas das disciplinas de Portugués e Matemética (PIOVESAN et
al., 2012), e aprovacao/reprovacao do ano letivo em 2014.

Na terceira coleta, todos os questionarios foram respondidos pelos proprios
adolescentes (APENDICE H). Os questionarios estruturados continham questdes
semelhantes as coletas anteriores e variaveis adicionais, como: escolaridade e
empregabilidade; habitos de higiene bucal; necessidade de tratamento; capital social,
uso de drogas licitas e ilicitas e senso de coeréncia.

Os adolescentes respondiam em qual periodo escolar estavam: ensino medio,
faculdade, curso técnico ou se abandonaram os estudos. Também foi questionado se
trabalhavam (sim ou n&o), caso respondessem sim, era perguntado o valor em reais

gue recebiam pelo emprego. Habitos de higiene bucal envolveram: frequéncia de
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escovacao (quantas vezes por dia) e uso de fio dental (sim ou ndo). Necessidade de
tratamento foi obtida através da auto-percepcao do adolescente frente a necessidade
de tratamento dentario no presente momento (sim ou nao). Capital social foi coletado
através de cinco perguntas envolvendo: confianga social, controle social,
empoderamento, eficicia politica e seguranca na vizinhanca. (PATTUSSI, HARDY e
SHEIHAM, 2006). Uso de drogas licitas e ilicitas envolveram questdes sobre: habitos
e frequéncia de fumar, ingestado de bebidas alcodlicas e uso de drogas ilicitas. Senso
de Coeréncia foi coletado através da versdo brasileira da Escala de Senso de
Coeréncia (SDC) (ANEXO 1) que possui 13 itens (BONANATO et al., 2009), divididos
em componentes de compressibilidade, capacidade de gerenciamento e significado
frente aos eventos da vida. As respostas podem variar em uma escala de 5 pontos; e,

escores maiores indicam maior SDC.

4.3.4 Variaveis contextuais

As variaveis contextuais foram coletas no baseline. Renda média do bairro,
nimero de individuos alfabetizados e o Indice de Desenvolvimento da Educagio
Basica — IDEB foram obtidos através de dados fornecidos pelo IBGE (IBGE, 2010).

4.3.5 Treinamento e calibracéo

O processo de treinamento e calibracdo da equipe avaliadora foi realizado
segundo critérios padronizados para levantamentos epidemiologicos da OMS (WHO,
1997) e realizada sob os mesmos protocolos nas trés coletas da coorte.

Os examinadores foram previamente treinados e calibrados para os exames
clinicos, em um total de 36 horas, através de: aulas teoricas, exames clinicos,
discusséo dos casos clinicos e calibragem propriamente dita (PERES et al., 2001). A

calibragem propriamente dita foi realizada com 20 adolescentes que nao foram
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incluidos na amostra final. A calibracéo foi realizada para as condi¢gfes: cérie dentéria,
traumatismo dentério e mé ocluséo.

No baseline, quatro examinadores foram treinados e calibrados por um
pesquisador experiente em levantamentos epidemioldgicos. Na segunda coleta,
outros quatro examinadores passaram pelo processo de calibragdo por um dos
examinadores do baseline. E na coleta seguinte, 0 mesmo pesquisador de 2014,
treinou e calibrou sete examinadores. Os valores de concordancia inter e intra-
examinadores foram acima de 0,70 nas trés coletas.

Os avaliadores também foram treinados para a aplicacdo dos questionarios
semi-estruturados e subjetivos. Os questionarios eram respondidos antes dos exames
clinicos e aplicados por um pesquisador que nao fosse o examinador daquele

adolescente.

4.4 Aspectos éticos

O Comité de Etica em Pesquisa em Humanos aprovou as trés coletas do
estudo; sob os numeros de protocolos: 0127.0.243.000-11 em 2012 (ANEXO A);
30613714.0.0000.5421 em 2014 (ANEXO C); e 66553117.4.0000.5346 em 2018
(ANEXO G). Autorizacbes da Secretaria de Educacdo também foram solicitadas
(ANEXO B, D e H). Termos de consentimento livre e esclarecido (APENDICE A, B e
E) foram obtidos nas trés coletas; e na ultima, o termo de assentimento também foi
solicitado conforme a idade do adolescente (APENDICE F). Os participantes poderiam
negar a participagdo ou desistir do estudo a qualquer momento, sem quaisquer
prejuizos.

Nas trés coletas, os adolescentes diagnosticados com desordens bucais eram
encaminhados para a “Clinica de Adolescentes” da UFSM, a qual se configura em um
projeto de extenséo, iniciado para suprir a demanda da populacéo do estudo, mas que

hoje, abrange também toda a comunidade.

4.5 Andlise estatistica
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As analises descritivas dos dados foram realizadas a fim de mostrar a
caracterizacdo da amostra, com frequéncias e porcentagens para as variaveis
categoricas; e, médias e desvio padrdo para as variaveis continuas.

As andlises estatisticas dos artigos foram apresentadas através das analises
de Regressao Multinivel (artigo 1), Modelos de Equacdes Estruturais (artigo 2) e
Modelos de Regressao Multinomial (artigo 3).

Andlises de Regressdo Logistica Multinivel ndo ajustada e ajustada foram
realizadas para avaliar as associacdes entre os preditores e o desfecho, incluindo
variaveis contextuais. O modelo contou com dois niveis: os adolescentes (1° nivel)
agrupados nas 20 escolas (2° nivel). As variaveis escolhidas para permanecerem e
serem incluidas nos modelos finais, foram aquelas com valor de p<0,20 obtidas na
andlise ndo-ajustada. O modelo nulo mostrou o intercepto fixo para o desfecho
desempenho escolar. Modelo 1 inclui varidveis contextual, demograficas e
socioeconémicas. O modelo 2 agrupou as variaveis clinicas e subjetivas. E por fim, o
modelo 3 apresentou as variaveis que obtiveram valor de p<0,05. Os resultados foram
interpretados através da medida de efeito Odds Ratio (OR) e intervalo de confianca
de 95% (IC95%). O modelo final também foi avaliado segundo seus ajustes globais,
através da deviance (-2* log likelihood) e Median Odds Ratio.

O Modelo de Equacgbes Estruturais (MEE) foi utilizado para avaliar por quais
caminhos que melhor explicam as relacdes entre a saude bucal e os desfechos de
empregabilidade, além das direcBes causais entre as variaveis incluidas no modelo.
Para isso, uma Analise de Caminhos foi realizada com variaveis observadas. As
relacdes e dire¢bes dos caminhos foram baseadas na literatura prévia. Dois modelos
foram propostos, sendo o segundo com a retirada de relagdes com valor de p>0,30 e
inclusdo de correlagbes propostas pelo programa estatistico. Os modelos foram
avaliados através dos coeficientes padronizados (cargas fatoriais) e ajustes globais
(Root Mean Square Error of Aproximation; Comparative Fit Index; Tucker-Lewis
Index). A andlise de caminhos foi conduzida no programa estatistico MPlus verséo
6.11 (Muthén & Muthén, Los Angeles, USA).

O Modelo de Regresséo Multinomial foi usado para avaliar as relagdes entre a
carie dentaria e o abando escolar dos adolescentes. No modelo multinomial, duas



63

medidas de efeito podem ser apresentadas sem alterar os resultados encontrados, e
seus valores sdo muito semelhantes - a Odds Ratio (OR) e a Risk Relative Rate (RRR
- Taxa de Risco Relativo) (SOLER-VILA, 2014), optamos pela segunda, por
acreditarmos que o desfecho foi construido através de uma variavel de incidéncia. A
andlise ndo-ajustada foi modelada e variaveis com valor de p<0,20 foram incluidas no
modelo ajustado. Os resultados foram interpretados pelo RRR e IC95%, através das
trés categorias do desfecho: adolescentes que sO estudavam (categoria de
referéncia), aqueles que estudavam e trabalhavam e os que abandonaram os estudos.

As analises descritivas e as regressdes citadas acima foram conduzidas no
programa estatistico STATA versdo 14.0 (Stata Statistical Software: Release 14.
College Station, TX: StataCorp LP).
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5 MANUSCRITOS

Na sequéncia, apresento trés manuscritos cientificos redigidos,
respectivamente, nas normas das revistas (Anexo J) “Journal of Public Health
Dentistry”, “Community Dentistry and Oral Epidemiology” e “Brazilian Oral Research”
que, posteriormente, serdo submetidos para avaliacdo do corpo editorial dos

periodicos.



65

5.1 Manuscrito 1

Toothache, verbal bullying related to oral conditions and socioeconomic

factors were associated to adolescent’s academic performance

Fernanda Ruffo Ortiz®, Thiago Machado Ardenghi?, Marilia Maroneze?, Saul Martins Paiva’,
Isabela Almeida Pordeus?®

! Department of Paediatric Dentistry, Faculty of Dentistry, Federal University of Minas Gerais, Belo Horizonte,
Brazil.

2 Department of Stomatology, Faculty of Dentistry, Federal University of Santa Maria, Santa Maria, Brazil

ABSTRACT

Objective: The aim was to evaluate the influence of clinical, subjective and socioeconomic
variables on adolescents’ academic performance.

Methods: A cohort study followed a random sample of 1,134 12-year-old Brazilian
adolescents. In 2012, these adolescents were clinically assessed by calibrated dentists, and
investigated about: demographics, socioeconomic factors, dental service use, toothache, and
verbal bullying related to oral condition. Contextual variable was obtained from the city’s
official database. After two years, adolescents with a mean age of 14 years were reassessed
(68% retention rate). Adolescent’s academic performance (i.e., approved or reproved) was
obtained from schools’ register in 2014. Multilevel analyses were performed to assess risk
factors for adolescents’ academic performance.

Results: Adolescents with toothache (Odds Ratio: OR 1.74; Confidence Interval: C195%: 1.05-

2.89), who have been bullied (OR 2.23; C195%: 1.21-4.09), male (OR 1.92; C195%: 1.19-3.09),
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adolescents whose mothers had lower educational levels (OR 1.79; CI95%: 1.08-2.97) and
belonged to lower income households (OR 1.95; C195%: 1.18-3.23) presented worse academic
performance when compared to their peers.

Conclusions: Adverse oral conditions, as well as psychosocial and socioeconomic factors can

affect adolescents’ academic performance.

Key words: adolescence; school performance; bullying; oral health; cohort studies.
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Introduction

Adolescence is one of the most rapid and formative phases of human development that
enables physical, cognitive, social, and emotional changes, as well as sexual development (1).
It is a phase in which individuals spend a considerable number of years receiving education and
training through primary, secondary, and further education (1). Different factors may influence
the life of this age group, such as violence, infectious diseases, substance abuse, injuries,
globalization, risk behaviors (2), and socioeconomic background (1,3).

Individuals with worse socioeconomic backgrounds, along with education tend to have
worse oral (3) and general health conditions (4), as well as behaviors that compromise health
over time that are associated with low educational level (5). Poor educational outcomes are also
associated with poor academic performance and cognitive development (6). Oral disorders and
toothache can affect the learning process of children and adolescents, leading to poor academic
performance and attendance (7). Similarly, psychosocial problems with peers and school (6)
have been associated with difficulties in adolescents’ life. Bullying, which is characterized by
harmful behaviors in the form of physical or verbal victimization, is considered a public health
problem (8). Being a victim of bullying increases the risk of health problems, changes in
emotional wellbeing, social relationships, and academic activities (9,10).

The educational framework has been described as a critical factor that affects young
people’s lives (2). Individuals with lower educational levels tend to have impaired oral care (3),
low job income (11), and more risk of developing diseases (2). Academic performance may
refer to different aspects for adolescents, such as improving their education to achieve better
financial conditions in the future, wanting to be a mirror for their peers (i.e., either by exhibiting

positive or negative attitudes and behaviors; and being an example at home (i.e., being a good
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student) (12). Therefore, the health conditions of young people can affect the health of future
generations through the development of habits, behaviors and socioeconomic contexts (2).
The literature has shown that studies need to present a better methodological quality and
few studies have evaluated confounding variables, as socioeconomic conditions (13). In
addition, some findings have been inconclusive regarding the relationship between oral health
status and academic performance (7,13), To date, no study has evaluated the influence of verbal
bullying related to oral conditions on academic performance. This study aims to assess the
impact of clinical, subjective and socioeconomic variables on adolescents’ school performance.
We hypothesize that oral conditions will be subtly associated with academic performance, and

verbal bullying and socioeconomic variables will best explain this outcome.

Methods

Ethical Approval

This study was approved in 2012 by the Human Research Ethics Committee of the
University (protocol number 0127.0.243.000-11) and in 2014 by the University Committee
(protocol number 30613714.0.0000.5421). Approval from the Education Secretary was

obtained and data were collected after participants signed an informed consent form.

Study design and sample

A longitudinal study was performed with adolescents from Santa Maria, a southern city
of Brazil. The study started in 2012 with a representative sample of schoolchildren. A two-stage
random sampling process was followed. The first stage comprised the randomization of 20
public schools (14) out of 39 schools equally distributed in the city, considering schools’ size.

During this period, the city had 3,817 12-year-old adolescents enrolled in public schools (15).
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In the second stage, all the 12-year-old adolescents from these 20 schools were invited to
participate in the study. The sample was composed of 1,134 adolescents (16).

Two years after (2014), the first reassessment of the cohort began. Search strategies
included the same schools from 2012 and phone contacts. The sample had a 68% retention rate
and 770 adolescents were reassessed, with a mean age of 14 years. Losses in the cohort were
due to refusal to participate and adolescents who were not found.

The sample size of this study was estimated by the mean academic performance (grades
on Brazilian Language test) of 63.4 (SD: 16.4) in adolescents with higher household income,
and a mean academic performance of 58.0 (SD: 17.7) in adolescents with lower household
income (17), 95% confidence interval, 80% statistical power, and additional 30% of losses. The
minimum sample size was estimated at 409 adolescents. The final number of participants was

larger than the minimum required because this study was part of a major project.

Data Collection
Covariables

Clinical predictors and individual variables were collected at baseline. Four calibrated
dentists performed the clinical examinations in the schools. The calibration process of oral
conditions lasted approximately 36 hours. It involved theoretical classes, discussion of criteria
for diagnostics, examination of extracted teeth, and the assessment of 20 adolescents who were
not included in the final sample (14). Kappa values (intra and inter-examiner) ranged from 0.77
to 0.85 for dental caries and malocclusion, respectivily.

Exams were conducted under natural light, using a dental mirror and periodontal probe
(14). Prevalence of untreated dental caries and missing teeth were diagnosed through the “D”
and “M” components of the DMF-T index (Decayed, Missing, and Filled surfaces of permanent

teeth) using the criteria proposed by the World Health Organization (14). Malocclusion was
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assessed according to the Dental Aesthetic Index (DAI) (14). Adolescents were diagnosed with
malocclusion when DAT’s final score was higher than 25 points.

Data regarding demographic and socioeconomic variables and dental service use were
collected through a structured questionnaire that was answered by parents. Demographic and
socioeconomic variables were sex, household income, and mother’s educational level.
Household income was collected according to the Brazilian minimum wage (BMW), which
was US$ 450 in 2012 and analyses for household income were obtained from the median (US$
500 equivalent to 1,000 Reais). Mothers’ educational level was collected based on the formal
years of study, and dichotomized in those who had completed eight years of formal education
(corresponding to primary education in Brazil) and those who did not. Variables related to
adolescents’ dental service use were the following: visit to the dentist in the past six months

29 Gy

(“Yes” or “No”), and reasons for the visit (“routine,” “injuries,
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orthodontic treatment,” and
“toothache”). Then, this last variable was categorized as routine (“routine,” “injuries,” and
“orthodontic treatment’) and toothache.

Verbal bullying related to oral conditions was measured according to adolescents’ self-
report (18). In this regard, adolescents answered the following question: “In the last three
months, how many times did other children make fun of you or call you nicknames because of
your teeth or your mouth?” Answers were ranked from 0 to 4 points (O = never, 1 = once or
twice, 2 = sometimes, 3 = often, and 4 = every day/almost every day). Later, this variable was
dichotomized in absence of bullying (answer 0) and presence of bullying (answers 1, 2, 3, and
4).

The Basic Education Development Index (IDEB), which represented the contextual
education variable of this study, was obtained through data provided by the Brazilian

government (15,19). IDEB measures the quality of learning in public schools evaluated by

students’ promotion, performance means in national exams, and students’ flow, represented by
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the progress of the educational system in Brazil (ranging from 0 to 10). In the analysis, the
variable was categorized by medians (5.1) and higher scores indicated a greater quality of

education at school.

Outcome

The outcome variable of this study was poor academic performance. Student data were
obtained from school registers at follow-up (year 2014). In Santa Maria city, students are
evaluated by subjects (i.e., Portuguese or Mathematics) that range from 0 to 10, when the
threshold for approval has been >5.0. Therefore, in the statistical analysis, adolescents that were
reproved (<5.0) in any grade were considered to have poor academic performance. In Brazil,
results of language skills’ evaluations are used as a proxy to evaluate school performance (19)

and schools indicate whether a student is approved or reproved at the end of the school year.

Statistical Analysis

Data analysis was performed using Stata statistical software, version 14.0 (Stata
Corporation, College Station, TX, USA). The sample’s characteristics were analyzed using
descriptive statistics such as frequency, mean, and standard deviation (SD) regarding data
obtained at baseline (2012) and outcomes from follow-up (2014). Chi-square test was
performed to assess the socioeconomic and clinical characteristics of the reassessed and non-
reassessed adolescents. The analyses considered the sampling weight using the prefix command
(“svy”) for complex data samples.

Unadjusted and adjusted analyses were fitted by multilevel logistic regression model to
assess the association between predictor variables and outcome (academic performance).
Multilevel models were used to account for the two-level structure of the data: individuals (first

level) nested within schools (second level). Models considered the random intercept with fixed
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effect. First, a null model was fitted to assess the percentage of variance of each level. Model 1
was composed of contextual, demographic, and socioeconomic variables. Model 2 comprised
clinical variables and verbal bullying adjusted by Model 1. All covariates with a p-value <0.20
in the crude analysis were considered for the adjusted models. The final model comprised the
adjusted final analyses of variables with p-value <0.05. Results are shown as odds ratio (OR)
and 95% confidence interval (CI). Finally, the quality of fit of the models was assessed using

the deviance (-2* log likelihood) and Median Odds Ratio (MOR).

Results

In the evaluation of the characteristics of 1,134 12-year-old participants in 2012, there
were more females (53.8%), higher household income (53.7%), and the majority of mothers
had more than eight years of education (64.8%). About 47.3% of adolescents had visited the
dentist because of toothache (26.2%). A total of 42.1% had untreated dental caries, and 1.3%
had lost at least one tooth. Adolescents who had suffered verbal bullying related to oral
conditions were 15.5%. After two years, 770 adolescents were reassessed, and 644 adolescents
were assessed regarding academic performance outcomes. In this regard, 18.2% had poor
academic performance in 2014 (Table 1). There were no statistical differences for all variables
when comparing the reassessed and non-reassessed participants, except for untreated dental
caries (Chi-square test, P <0.05). However, sensitivity analysis through bootstrap method was
conducted for missing data and the difference did not influence our results.

Table 2 shows the unadjusted multilevel regression analysis. The contextual,
demographic, socioeconomic, clinical, and subjective variables were associated with poor
academic performance. On the other hand, visiting the dentist, untreated dental caries, and

malocclusion were not associated with academic performance (P >0.05).
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The adjusted multilevel analysis is presented in Table 3. In the final model, males had
poorer performance at school (OR 1.92; CI95%: 1.19-3.09) than females. Adolescents who
belonged to households with lower income (OR 1.95; C195%: 1.18-3.23) and had mothers with
lower educational level (OR 1.79; C195%: 1.08-2.97) presented poorer academic performance
compared to their peers. In addition, individuals with toothache had poor academic performance
(OR 1.74; CI95%: 1.05-2.89) than those who visited the dentist for routine reasons. Adolescents
who have been bullied at baseline also had poor academic performance (OR 2.23; C195%: 1.21-

4.09).

Discussion

This cohort study demonstrated that toothache and socioeconomic factors were
associated with poor academic performance of adolescents. In addition, the psychological
variable, verbal bullying related to oral health also affected the academic performance of
adolescents. To our knowledge, this is the first longitudinal study to evaluate the impact of
clinical factors and verbal bullying related to oral conditions on the academic performance of
adolescents.

The association between oral conditions and educational outcomes has been
demonstrated previously, but results are inconclusive (7,17,20). In our analysis, dental caries
were not associated with academic performance, corroborating the literature (17,20). In
contrast, a systematic review (7) revealed an association between oral health (dental caries) and
academic performance. However, most of the studies did not include socioeconomic and family
factors (13). Dental caries can have an indirect influence on school outcomes. Nevertheless,
toothache can have a stronger effect on the school activities of adolescents. This condition may
cause school absences, sleepless nights, and reduced attention leading to poor academic

performance due to pain (21).
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Verbal bullying related to oral conditions was also related to poor academic
performance. Bullying refers to an imbalance of power through repeated negative actions
between the victim and the bully. Individuals who have been bullied during childhood and
adolescence have higher rates of anxiety, panic disorder and depression in adulthood (9).
Victims tend to develop an antisocial personality (9), with poor affective and social
relationships, as well as few friends. When adolescents are bullied, their functioning in social
and school settings may be impaired because of peer relationships or behavior problems (22).
Therefore, peer rejection has been associated with negative emotional reactions, interfering
with coping behaviors. On the other hand, greater social competence attenuates the magnitude
of negative emotional responses caused by peer rejection (23). Besides psychological and health
consequences, bullying has been found to be mediated by psychosocial problems or directly
related to academic performance (20). Victims of bullying have high levels of rejection, low
levels of popularity, and exclusion from subgroups which may result in less interest in school
(10).

In addition, toothache has a negative effect on adolescents’ academic performance
showing that oral conditions indeed affect school activities. It can be assumed that poor oral
health impairs school activities through physical discomfort and social exclusion (24). A recent
study showed that adolescents with oral problems reported functional limitations such as
difficulties in sleeping, talking, enjoying food, and sadness because of the absence of good oral
health. They also expressed concerns about the opinion of other people regarding their oral
health status when performing daily school activities such as tasks, attending school, and
interacting with other people (25). During adolescence, individuals search for social approval
and inclusion in groups, besides repeating behaviors similar to their peers, are important aspects
in the life of an adolescent (1). All these behavioral factors can cascade over a student affecting

oral conditions and academic performance. Therefore, oral conditions may cause toothache. In
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this study, verbal bullying was a consequence of oral conditions which led to a deterioration in
academic performance.

Regarding sex, males presented poorer academic performance than females (17,26).
Boys appear to be more engaged in risk factors and harmful behaviors (27). On the other hand,
girls were more engaged in healthy behaviors and looking for healthier ways of being, not only
regarding health but also in other aspects of life (27).

Our findings indicate that academic performance has a association with socioeconomic
background. Mothers with higher educational level and higher household income were
associated with better academic performance of adolescents. These results are supported by
other studies (17,26). Education and income are considered socioeconomic variables (28).In
addition, the environment in which the individual lives, parents’ perception, and social
relationships influence the behaviors and attitudes of adolescents (29). The effect of
socioeconomic background might persist throughout life (3) and this may be associated with
different health and educational outcomes.

The findings of this study can also be related to general health. Academic performance
is affected by health and socioeconomic position (12). Parents’ educational and socioeconomic
level provided the greatest influence in children’s lives, indicating that home environment a
determining factor. When the support of family is not favorable (i.e., parents with low education
or who do not stimulate the education of their children), it seems to reflect on school behavior
(12) and children’ health (8). Thus, parents’ engagement and the importance given to school
are positive factors regarding the learning of young children and adolescents.

This study presents strengths and limitations. One of its strongest aspects is that the
research design is a cohort study, with a two-year follow-up. Conversely, our analyses are cross-
sectional. School performance was collected only at the follow-up phase, and the possibility of

reversing the causality bias cannot be disregarded. School performance was provided by school
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registers, therefore, some data might be missing. Through the data provided, only approved and
reproved categorization was possible. However, the sensitivity analysis did not show
differences between missing data and participants. Another advantage of the present study was
the use of different factors (i.e., demographic, socioeconomic, clinical, subjective, and
contextual) to evaluate the relationship with educational outcomes. In this regard, multilevel
analyses were performed to verity the variance of each level. This study included only public
schools, which is another limitation. However, public schools accounted for 85% of the students
of the city. Although we have included school contextual variables, we have failed in gathering
information on school’s variables, such as number of teachers and infrastructure, as well as
variables that impair sleep which may also affect adolescents’ academic performance.
Moreover, verbal bullying related to oral conditions was assessed by only one question and
other factors related to bullying were not included. However, previous study have also utilized
this methodology (18). Despite these limitations, we believe our findings are important.

Global programs believe that educational factors are important in influencing behavior,
oral health, and wellbeing of adolescents. Moreover, education is a major determinant of
adolescent and subsequent adult health (1). This research paper provided clarification and
support regarding the association between health and education, which is becoming important
in the implementation of strategies aimed at improving the educational level of the population.
Intersectoral actions among health and education professionals are necessary to prevent dental
injuries and promote adolescents’ self-esteem, as well as preventive dental visits, strategies to
prevent bullying, and family encouragement regarding education, especially in groups with
socioeconomic disadvantages.

In conclusion, adverse oral conditions as well as psychosocial and socioeconomic

factors affect adolescents’ academic performance
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Table 1. Descriptive analysis of sample at baseline and follow-up. Santa Maria,

Brazil, 2012 and 2014.

81

Baseline Follow-up No Follow-up P-value
P-value*
N (%) N (%) N (%)
Variables
Sex P=0.507
Female 610 (53.8) 409 (53.2) 201 (55.2)
Male 524 (46.2) 361 (46.8) 163 (44.8)
Household income® P=0.309
> US$500 556 (53.7) 374 (52.6) 182 (56.0)
< U$500 480 (46.3) 337 (47.4) 143 (44.0)
Mother’s education® P=0.162
>8 years 702 (64.8) 469 (63.4) 233 (67.7)
<8 years 382 (35.2) 271 (36.6) 111 (32.3)
Visited to the dentist at P=0.097
6 months*
No 572 (52.7) 403 (54.4) 169 (49.0)
Yes 514 (47.3) 338 (45.6) 176 (51.0)
Reason to visit the P=0.292
dentist*
Routine 778 (73.8) 520 (72.8) 258 (75.9)
Toothache 276 (26.2) 194 (27.2) 82 (24.1)
Untreated dental P=0.041
caries 8
Without 657(57.9) 462 (60.0) 195 (53.6)
With 477(42.1) 308 (40.0) 169 (46.4)
Missing teeth® P=0.407
No 1119 (98.7) 757 (98.3) 362 (99.4)
At least 1 tooth 15 (1.3) 13 (1.7) 2 (0.6)
Malocclusion P=0.685
No 651 (57.5) 445 (57.8) 206 (56.6)
Yes 482 (42.5) 324 (42.2) 158 (43.4)
Verbal Bullying P=0.53
Absent 958 (84.5) 690 (92.6) 311 (85.4)
Present 176 (15.5) 55 (7.4) 53 (14.6)
IDEB P=0.586
<5.1 627 (55.3) 430 (55.7) 197 (54.1)
>5.1 507 (44.7) 340 (44.3) 167 (45.9)
Outcome
Academic
Performance$
Approved - 527 (81.8)
Reproved - 117 (18.2)

Smissing data; *Chi-square test; IDEB: Basic school’s Development Index



Table 2. Unadjusted multilevel logistic regression for poor academic
performance according to contextual, individual, clinical, and
subjective variables. Santa Maria, Brazil, 2012 and 2014.

Reproved Academic Performance

OR(95%Cl)crude P-value
IDEB
<5.1 1
>5.1 0.60 (0.36-1.01) 0.05
Sex
Female 1
Male 1.60 (1.06-2.43) 0.02
Household income
>U$500 1
< U$500 2.60 (1.67-4.05) <0.01
Mother’s education
>8 years 1
<8 years 2.40 (1.57-3.67) <0.01
Visited to the dentist
No 1
Yes 0.67 (0.43-1.03) 0.07
Reason to visit to
the dentist
Routine 1
Toothache 2.23 (1.42-3.50) <0.01
Untreated dental
caries
Without 1
With 1.12 (0.74-1.69) 0.60
Missing teeth
No 1
At least 1 tooth 2.23 (1.02-4.89) 0.04
Malocclusion
No 1
Yes 0.96 (0.63-1.45) 0.84
Verbal Bullying
Absent 1
Present 2.19 (1.32-3.64) <0.01

OR: odds ratio; CI: confidence interval; IDEB: Basic school’s Development

Index

U$500 it was equivalent to R$1,000 approximately during the baseline data

gathering.
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Table 3. Adjusted multilevel logistic regression for poor academic performance according to contextual, individual,
clinical, and subjective variables. Santa Maria, Brazil, 2012 and 2014.

Reproved Academic Performance

Null Model
OR(95%CI)

Model 1
OR(95%CI)

Model 2
OR(95%CI)

Final Model
OR(95%CI)

Fixed effects
Intercept
Baseline variables
IDEB
<5.1
>5.1
Sex
Female
Male
Household income
> U$500
< U$500
Mother’s education
>8 years
<8 years
Visited to the dentist
Yes
No
Reason to visit to the
dentist
Routine
Toothache
Missing teeth
No
At least 1 tooth
Verbal Bullying
Absent

0.21 (0.16-0.28)***

0.08 (0.05-0.14)***
1
1.09 (0.68-1.74)

1
1.68 (1.08-2.61)*

1
2.14 (1.33-3.43)**

1
1.93 (1.21-3.07)**

0.07 (0.03-0.14)***
1
1.07 (0.56-2.04)

1
1.84 (1.13-2.98)**

1
1.78 (1.06-2.99)*

1
1.71 (1.02-2.87)*

1
0.76 (0.46-1.24)
1
1.72 (1.02-2.89)*

1
1.25 (0.46-1.24)

1

0.05 (0.03-0.10)***

1
1.92 (1.19-3.09)**

1
1.95 (1.18-3.23)**

1
1.79 (1.08-2.98)*

1
1.74 (1.05-2.89)*
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Present 2.18 (1.17-4.06)**  2.23 (1.21-4.09)**

Deviance = (-2 606.95 511.43 457.44 457.44
loglikelihood)
MOR 1.44 1.07 1.48 1.48

*P<0.05; **P<0.01; ***P=0.000

Null Model: empty model, represents unconditional model.

Model 1: contextual, demographic and socioeconomic variables.

Model 2: model 1 plus clinical and subjective variables.

Final Model: fully model, adjusted variables.

OR: odds ratio; CI: confidence interval; MOR: Median Odds Ratio; IDEB: Basic school’s Development Index
U$500 it was equivalent to R$1000 approximately during the baseline data gathering.
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Structuring adolescent’s oral health effects on labor market entry in a cohort study
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ABSTRACT

Objectives: The aim of this study was to test the influence of the oral conditions and oral health-
related quality of life (OHRQoL) of adolescents on labor market entry, using a pathway to direct
and indirect effects.

Methods: The cohort study was performed in southern Brazil, within a random sample of 12
year-old adolescents (n=1,134). Oral health (dental caries, malocclusion, and toothache),
OHRQoL (Child Perceptions Questionnaire 11-14), demographic factors (sex and skin color),
family’s socioeconomic status (SES — household income and mother’s education) were
collected at baseline. School situation, self-reported dental treatment, OHRQoL and
employment outcomes, as labor market entry and earning from work, were collect at six years
follow-up. Structural equation model (SEM) was performed using Path Analysis to estimate
overall fit measurement, standardized coefficients (SC), and its effects.

Results: A total of 768 adolescents with mean of age 17.5 year were reassessed at follow-up
(retention rate of 68%). SEM final model presented an adequate fit: RMSA 0.03, CF1 0.98, TLI
0.97 and SRMR 0.03. Sex, age and mother’s education had an effect direct on employment
outcomes. There was direct effect from OHRQoL at baseline on labor market entry (SC = 0.06,
p=0.02). In addition, oral health and OHRQoL affect earning from work by mediated to school
situation (SC = 0.09, p<0.01).

Conclusion: Adolescence oral health affects trajectories of employment, through its effects on
OHRQoL, education, and earnings. Moreover, OHRQoL directly affects to labor market entry
in adolescents.

Keywords: longitudinal studies, oral health, quality of life, employment, structural equation
modeling
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INTRODUCTION

Career development is an important determinant on social and economic position. It is
influenced by a dynamic process of interactions; involving social, economic, psychological,
and cultural contexts!. The way to get to work may mean access to opportunities, access to
educational resources, and socioeconomic context on life experience?. Speculating about labor
market entry and gender influences this outcome?. Furthermore, adolescents who just finished
school developed work values from securing status, and income®; and, maternal attachment
seems to encourage or facilitate career motivation of theirs children®.

Socioeconomic status (SES) affects the way to become and which vocational for
working-class young. Family social position also influences individual career and employment
outcomes®. Low SES families motived theirs youth to become early employment to contribute
to financial matters, and to take different paths, seeking a sense of stability*. Moreover, parent’s
support and parent’s lack of engagement influence adolescent’s career goal®.

Hypotheses arise showing an interrelationship between health, employment and income.
The time across, older men tend to labor force exit for conditions off ill-health®. Unemployed
adults had poor oral conditions, as periodontal disease and missing teeth’; this relation might
be due functional consequence, and esthetic alterations’. Damages in self-esteem and image
improve social relationships and, might become psychosocially stressful event®. In this way,
oral health-related quality of life (OHRQoL) seems to mediate the relation between oral health
and employment outcome’?.

There is clear evidence that general health and SES'%'? had constant interaction, and
profound repercussions throughout life. However, there are few studies with oral health and
occupational attainment, mainly in adolescents’. Moreover, socioeconomic position and health
have a complex explanation; might transit by different paths, now direct or indirect.

The aim of this study was to explore the relationships among oral conditions and
OHRQoL on labor market entry, using path analysis to assess direct and indirect effects; as well
as mediations with individual variables and family SES. Our hypothesis was that oral conditions
and OHRQoL on early adolescence would influence employment outcomes in young people.

METHODS
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This paper was guided by Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) guidelines.

Study design and sample

A longitudinal study was carrying out with adolescents from Santa Maria, Brazil. Santa
Maria is a city in southern Brazil, with a large population of university students and military
personnel. In 2012, the city has an estimated population of 261 031 habitants, which included
3,817 12-year-old adolescents®®.

This cohort started in 2012 with a random sample of 1,134 12-years-old adolescents.
The sample was enrolled in two-stage; first, 20 public schools (out of 39 schools) equally
distributed on the city were randomized, taking into account its sizes; second, 12-year-old
adolescents enrolled in this 20 schools were invited to participate of the study. In this period,
85% of the adolescents studied in public schools at city. In 2014, these adolescents were
contacted again. 770 adolescents were reassessed (68% of retention rate) with mean age of 14-
year-old. The participants were searched by phone contact and the same schools of 2012. Six
years after, the third collect was carrying out, and all participants at baseline were contacted;
768 adolescents (retention rate of 67.8%) with 16 to 19 year-old were reassessment. The search
strategies were phone contact, public schools at city and home visit. The collection occurred in
three shifts day, to examine also the adolescents who studied at night.

Data Collection
Covariables

The variables were collect by structured questionnaire and clinical exams. This study
worked data at baseline (2012) and third collection (2018). The variables obtained in baseline
were: sex, skin color, household income, mother’s education, toothache, dental caries,
malocclusion and OHRQoL. The variables performed in follow-up were: OHRQoL, self-
reported need for dental treatment, school situation, labor market entry and earnings from work.

In 2012, the parents/responsible answered a structured questionnaire containing
questions about adolescents and theirs family. Sex was categorized in female and male. Skin
color was classified as “white,” “black,” “brown (pardos),” “indigenous,” and “yellow”,
according to Brazilian criterial®; subsequently categorized as “non-white” (black, brown
(pardos), indigenous, and yellow) and “white”. Toothache was answered: “Has your child had
toothache in the last 6 months? Yes or no”. Household income was collected in Brazilian

Minimum Wage (BMW), and displayed as continuous variable. Mother’s education was
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collected in formal years of study, and dichotomized in those who completed 8 years
(corresponding to primary education in Brazil at data gathering) and those who did not.

The clinical exams were performed to four calibrated dentists. A calibration process to
oral conditions involved: theoretical classes, discussion of criteria for diagnostics, examination
of extracted teeth, examination of pictures, and examination of 20 students, who were not in
the final sample!*. The agreement values (intra and interexaminer) were >0.70 to dental caries
and malocclusion. The exams were conducted in schools under natural light, using dental mirror
and periodontal probe'*. DMF-T index was performed to evaluated decayed, missing and filled
permanent teeth'®. Thus, untreated dental caries comprised decayed of the index (D>0
component). Malocclusion was assessed according to Dental Aesthetic Index (DAIY.
Adolescents were reported with severity those who DAI final score was higher than 25 points,
indicating elective orthodontic treatment.

OHRQoL was answered by adolescent through the Brazilian short version Child
Perception Questionnaire 11-14 (CPQ 11-14). This questionnaire contains 16 questions about
oral symptoms, functional limitation, emotional well-being and social well-being domains,
impacting on daily life. The answers are ranked from “never — 0” to “almost every day — 4”,
and the higher scores indicate poor OHRQoL.

In 2018, the adolescents answered about: OHRQoL, school situation and employment
outcomes. OHRQoL was collected in the same way the aforementioned. The adolescents were
questioned in which school period were: high school, in university or technical course or school

dropout.

Outcome
The outcome of this study involved employment variables. The adolescents answered if
they worked (labor market entry) or did not; and, “How much did they earn for employment?”’.

This last one was used to continuous variable.

Ethical Approval

The Ethics Committee in Human research [protocol number 0127.0.243.000-11 (2012)
and 66553117.4.0000.5346 (2018)] approved this study. Form signed consent of the
adolescents and parents were obtained before starting each collection.

Statistical Analysis
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Descriptive data were performed using the Stata 14.0 software (Stata Corporation,
College Station, TX, USA). It is show as frequency for categorical variables and, mean and
standard deviation (SD) for continuous variables. Sensibility analysis were performed to
compare the follow-up participants and non-respondents.

Path Analysis was performed using Structural Equation Modeling (SEM), which use
only observed variables. This model was based on previous studies!’, and plausible effects to
test direct and indirect effects among oral conditions, SES, demographic variables and
employment outcomes of the adolescents. The standardized coefficient (SC) and overall indices
were evaluated to obtain the goodness-of-fit model. Root Mean Square Error of Approximation
(RMSEA) value less than 0.07 and, Standardized Root Mean Square Residual (SRMR) value
less than 0.08 indicate an adequate fit. Comparative Fit Index (CFI) and Tucker-Lewis Index
(TLI) represent incremental fit; it suggest values >0.95 an adequate fit'®. Modification Indices
(M1) were also implemented to get a better statistical fit. In addition, no significant paths with
value P > 0.40 were removed gradually. SEM was performed using the Mplus version 6.11

software.

RESULTS

Of the 1,134 12 years-old participants at baseline, 53.79% were females, 77.54% white
skin color. 64.76% of the mothers had 8 years or less of formal education, and average
household income was R$1374. Around 42% had severity malocclusion and untreated dental
caries, and 26.01% had reported toothache. The mean of OHRQoL at baseline was 10.25 (SD
7.61). At follow-up, 63.61% reported to need any dental treatment. The mean of OHRQoL was
11.19 (SD 8.02). 69.39% participants were still at school, and 8.17% school dropouts. 34.12%
of the adolescents labor market entry, and they earn from work R$ 728 on average (Table 1).

In adittion, 768 adolescents were followed, with age ranging from 16 to 19 years-old,
corresponding 67.8% adolescents reassessed (2018). Overall, 282 participants were not found
(wrong addresses and phones, full-time soldier), 72 changed city, 11 individuals refused to
participate, and 1 died. After comparison tests, there was no statistical difference between the
followed and the no follow up (Table 2).

To evaluate the sample size, we verified the power of the study. The statistical power
were calculated by an alpha error probability of 0.05, exposed group of 246 (labor market entry)
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participants and unexposed group of 475 (no labor market entry), resulting in a sample power
of 82%.

Table 3 shows initial and final structural model with the fit of the data. One correlation
was include, based on modification indices (correlation between Labor market entry and
Earnings from work; r=0.76, P<0.01). The final model showed overall good fit of model, with
values of 0.02 (Confidence Interval 90%: 0.01 to 0.04) for RMSEA, 0.98 for CFl, 0.97 for TLI,
and 0.03 for SRMR.

Figure 1 displays the structural model and the paths. Oral conditions, as toothache (SC
= 0.218) and severity malocclusion (SC = 0.123) impact to OHRQoL at baseline, and it had a
direct effect on labor market entry (SC = 0.057). Household income impact to self-reported to
need dental treatment (SC = 0.112), and these adolescents had a poor OHRQoL (SC = 0.262)
at follow-up. Mother’s education had a direct effect on toothache (SC = 0.243). Poor OHRQoL
at follow-up had slight tended to school dropout (SC = -0.08). There was a direct effect to
school situation on earnings from work (SC = 0.09). Furthermore, sex and age had a direct

effect on employment outcomes.

DISCUSSION

This study decomposed the effect of SES, individual characteristics, and oral health on
labor market entry in adolescents, using path analysis. Labor market entry was directly affected
by OHRQoL, and earning to work was directly affects by school situation. In other words,
adolescence oral health affects trajectories of socioeconomic position, through its effects on
education, job and earnings; agreeing with studies on general health®®. The puzzle this study is
showed to low families SES has an effect on future labor market outcomes, through its effects
on adolescent’s health.

Different variables related to oral health were included in SEM, and different path may
explain these relations to employment outcome. Oral health affects life’s circumstances, as self-
esteem, social relationship, psychological aspects, school performance and job®. The OHRQoL
represents an individual’s subjective perspective, being impacted for different symptoms, and
life’s experiences. These perceptions encompass context of the culture and value systems,
through expectations and goals?°. Moreover, all this interaction identified OHRQoL as a health

priority?® due it reflects functional alterations, social interaction, and emotional well-being®.
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One possible suggests that childhood circumstances influence psychological and
psychosocial characteristics over time?2. Oral conditions can undermine self-image and self-
esteem, discouraging relationships, and leading to chronic stress and other illness, as
depression; hence can incur financial damage?'. Moreover, oral health cannot be separated from
general well-being?!. Adults who self-report poor health had fewer searches for job, and they
were less likely obtained re-employment and likelihood to gain paid employment!l. It is
mediated by life mastery and behavioral control for job-search!. Otherwise, improved
adolescent health brings economic and larger societal benefits?3,

Low SES not only a matter material, but also a complex entanglement between chooses
to do with the inputs, past experiences, lived beliefs, and decision making about health
behaviors'®. Parental education and occupational status had an important role in children’s life.
Parent’s SES influences children’s socioeconomic attainment in adulthood?*. Families with
higher SES provide greater options, and employment opportunities for young people?. This
association includes social-psychological factors, as peer influence and aspirations?®, beyond
family support!.

In our sample there was adolescents involved in different school outcomes; some
school-to-work, others nonstudent, and those school dropouts. Moreover, the age range of this
study, 16 to 19 years-old, is common transit between school period and labor market entry*3.
Adolescents who school-to-work tended to more absent from school and less expects to
graduate?®; as well as, those who risk behaviors could negatively influence emotional health?’.
However, who engaged in health behaviors are more likelihood of reporting high job
performance, low absenteeism, and high job satisfaction?’.

Boys are more likely to work than girls, even in high school®®. Furthermore, the
adolescents who work have the lower rate of university entry?®. This fact can be explained to
relation between school situation and earning from work. The gains could be used for further
schooling or for other goals®, as to help financially theirs family*. Therefore, early labor force
entry and its experiences, may constitute a critical stage in life-course career development.

In our sample, military service was considered a job. In Brazil, men who turn 18 year-
old are forced to enlist in Brazilian army. If they have any severe oral conditions, as untreated
dental caries or endodontic treatment not finalized; the adolescents do not pass to next selection
phase. In contrast, male conscripts of the Brazilian Army had low prevalence and severity dental
caries 2. In this case, it is other example that oral conditions directly affect to labor market

entry.
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This study had two mainly strength. First, we used path analysis to test a set causal
relation, incorporating via and direct effects between exposure and outcome. Second, the data
were longitudinal, representing different phases of the adolescence. In contrast, one limitation
of the study is follow-up dropout (32%), even though it is inherent in a cohort study. Other
limitation is low factorial coefficients; however, it is not uncommon to find in SEM*, mainly
in epidemiology studies. However, we believe this does not compromise our findings. And
finally, this findings can be extrapolated to adolescents belonging to disadvantaged groups.
Early labor market entry seems to be unfavorable to continue the studies, affecting their career
and earnings.

Therefore, oral health had an important effect on different life’s circumstances of the
adolescents. Poor health diminished educational attainment, and affects occupational niches,
including earnings and accumulated wealth?*. Individuals with poor health are into lower SES
by the fact that less labor force participation, less wage income, and lower wealth
accumulation?®, In addition, poor health in childhood diminished prestigious, due they had less
paid occupational and human capital®°.

In conclusion, adolescence oral health affects trajectories of employment, through its
effects on OHRQoL, education, and earnings. The impact of health on labor market over the
life course suggests an important relation between health and social inequality. Preventive
measures in childhood and adolescence are a crucial role to reverse this situation. Investigations
about longitudinal studies and life course approach contribute to understand, and structuration
of public policies. Preventive strategies should begin early, promoting the greatest impact on
inequalities. Moreover, preventive approach in dentistry, focusing on changing the behaviors;
investments in education; health education methods in school; and, a greater appreciation of

preventive policies in all age groups® are necessary.
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Table 1. Descriptive frequency of variables up used in
structural model. Santa Maria, Brazil, 2012 and 2018.

Baseline Follow-up
Category Variables N (%) N (%)
Sex
Female 610 (53.79) 427 (55.60)
Male 524 (46.21) 341 (44.40)
Age
16 - 15 (2.00)
17 - 366 (48.74)
18 - 323 (43.01)
19 - 47 (6.26)
Skin Color
White 863 (77.54) -
Non-white 250 (22.46) -
Mother’s education
>8 years 702 (64.76) -
<8 years 382 (35.24) -
Malocclusion
(severity)
No 651 (57.46) -
Yes 482 (42.54) -
Toothache
No 778 (73.81) -
Yes 276 (26.19) -
Untreated dental
caries
No 657 (57.93) -
Yes 477 (42.07) -
Self-report need
dental treatment
No - 262 (36.39)
Yes - 458 (63.61)
School situation
Students - 593 (82.13)
University/technical - 70 (9.70)
course
Dropped out - 59 (8.17)
Labor Market entry
No - 475 (65.88)
Yes - 246 (34.12)
Continuous variables Mean (SD) Mean (SD)
OHRQoL
Score from 0-64 10.25 (7.61) -
Household income
£Reais (R$) 1374 (1100) -
Earnings from work
EReais (R$) - 728 (486)

£R$1.00 is equivalent to US$0.50; OHRQoL, oral health-

related quality of life
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Table 2. Descriptive frequency of variables at baseline, follow-up and non-
respondents. Santa Maria, Brazil, 2012 and 2018.

Baseline Follow-up Non- P-
Category Variables N (%) N (%) respondents  value*
N (%)
Sex 0.077
Female 610 (53.79) 427 (55.60) 183 (50.00)
Male 524 (46.21) 341 (44.40) 183 (50.00)
Skin Color 0.364
White 863 (77.54) 589 (78.32) 274 (75.90)
Non-white 250 (22.46) 163 (21.68) 87 (24.10)
Mother’s education 0.887
>8 years 702 (64.76) 473 (64.62) 229 (65.06)
<8 years 382 (35.24) 259 (35.38) 123 (34.94)
Malocclusion 0.088
(severity)

No 651 (57.46) 454 (59.19) 197 (53.83)

Yes 482 (42.54) 313 (40.81) 169 (46.17)
Toothache 0.656
No 778 (73.81) 530 (74.23) 248 (72.94)

Yes 276 (26.19) 184 (25.77) 92 (27.06)
Untreated dental 0.437
caries

No 657 (57.93) 451 (58.72) 206 (56.28)

Yes 477 (42.07) 317 (41.28) 160 (43.72)
Continuous variables Mean (SD) Mean (SD)

OHRQoL 0.064
Score from 0-64 10.25(7.61) 11.19(8.02) 10.73(7.79)
Household income 0.848
£Reais (R$) 1374 (1100) 3036(2792) 1323 (1103)

£R$1.00 is equivalent to US$0.50; OHRQoL, oral health-related quality of life

“Chi-square test



Table 3. Standardized estimated effects of results in structural models. Santa Maria,
Brazil.

Standardized coefficients

Pathways Initial model (p-value) Final model (p-value)

*Toothache on
*Mother’s education
*Household income
*Dental caries
*Dental caries on
*Sex

*Mother’s education
*Household income
*Malocclusion on
*Sex

*OHRQoL on

*Sex

*Toothache
*Malocclusion
*Dental caries
*Household income on
*Skin color

*Mother’s education
**Self-report need
dental treatment on
*Household income
*Dental caries
*OHROoL
**OHRQoL on

*Sex

*OHRQoL
**Self-report need dental
treatment

**School Situation on
**Age

*Household income
**0OHRQoL

**|_abor market entry
on

*Sex

**Age

*Skin color

*Mother’s education
*Household income
*OHRQoL
**Earnings from work
on

*Sex

*Age

**School situation
*Mother’s education

0.225 (p<0.01)
0.127 (p<0.01)
0.231 (p<0.01)

0.022 (p=0.56)
0.074 (p=0.07)
0.135 (p<0.01)

0.104 (p<0.01)

-0.104 (p<0.01)
0.209 (p<0.01)
0.122 (p<0.01)
0.033 (p=0.43)

0.101 (p<0.01)
0.306 (p<0.01)

0.115 (p<0.01)
0.038 (p=0.05)
0.087 (p=0.03)

-0.128 (p<0.01)
0.262 (p<0.01)
0.263 (p<0.01)

0.424 (p<0.01)
-0.008 (p=0.84)
-0.081 (p=0.02)

0.123 (p<0.01)
0.113 (p<0.01)
-0.031 (p=0.21)
0.074 (p=0.06)
0.003 (p=0.94)
0.056 (p=0.02)

0.192 (p<0.01)
0.164 (p<0.01)
0.091 (p<0.01)
0.091 (p=0.02)

0.224 (p<0.01)
0.127 (p<0.01)
0.230 (p<0.01)

0.074 (p=0.07)
0.132 (p<0.01)

0.104 (p<0.01)

-0.104 (p<0.01)
0.209 (p<0.01)
0.122 (p<0.01)
0.033 (p=0.39)

0.101 (p<0.01)
0.306 (p<0.01)

0.114 (p<0.01)
0.038 (p=0.05)
0.087 (p=0.03)

-0.128 (p<0.01)
0.262 (p<0.01)
0.263 (p<0.01)

0.424 (p<0.01)

-0.082 (p=0.02)

0.123 (p<0.01)
0.113 (p<0.01)
-0.030 (p=0.22)
0.075 (p=0.05)

0.057 (p=0.02)

0.192 (p<0.01)
0.164 (p<0.01)
0.091 (p<0.01)
0.090 (p=0.01)
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*Household income -0.005 (p=0.89) -
Correlation
Labor market entry 0.765 (p<0.01)
WITH Earnings from
work
Overall fit indices
CFlI 0.978 0.981
TLI 0.963 0.970
RMSEA 0.03 (C1 95% 0.01-0.04) 0.02 (C1 95% 0.01-0.04)
SRMR 0.03 0.03

Notes: Outcome on predictor.

*Variables at baseline (2012); **Variables at follow-up (2018)

DMF-T, decayed, missing and filled permanent teeth; OHRQoL, oral health-relative quality
of life; CFIl, Comparative Fit Index; RMSEA, Root Mean Square Error of Approximation;
TLI, Tucker-Lewis Index; SRMR, Standardized Root Mean Square Residual
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ABSTRACT

The aim of this study was assess the influence of the untreated caries and socioeconomic
position (SEP) in the school leavers of the adolescents. A 6-years cohort study was conducted
with adolescents (12 years-old) who had been evaluated initially with a random sample of 1,134
participants in 2012. Demographic (sex), socioeconomic position (mother’s education and
household income) and untreated caries were collected during the baseline. Outcome variable
was collect to follow-up through self-reported of adolescents. The outcome was divided in three
categories: adolescents only studied, who studied and work, and who leave school. A
multinomial regression model was performed to assess the influence of oral disease and SEP
on school leavers. The results were calculated by relative risk ratio (RRR) and 95% confidence
interval (95% CI). From the 1,134 adolescents evaluated at baseline, 768 participants with mean
age of 17.5 years-old were re-evaluated at follow-up (67.8% retention rate). Male (RRR: 2.31;
95%Cl: 1.19-4.48) and adolescents with untreated caries at baseline had an increment in school
leavers at follow-up (RRR: 2.26; 95%CI: 1.12-4.56). Mother with low education (RRR: 2.24;
95%CI: 1.09-4.61) had higher probability of had children who leave school. Untreated caries

and low SEP in the early adolescence can influence future school leavers.

Keywords: Oral health; Socioeconomic Factors; Student Dropouts; Adolescents;
Longitudinal study.
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INTRODUCTION

It seems to be consolidated that individuals with lower socioeconomic position (SEP)
have worst health status and increased risk of general® and oral diseases?. Peoples with a
socioeconomic deprivation tend to be worse material and structural conditions, as poor housing
conditions and financial difficulties®; as well as, lack of income decreases access to health
services®. Individual born in poor socioeconomic background accumulate social problems,
reproducing social and health inequalities throughout life®. Therefore, health behaviors are
often replicated, influenced by material conditions and social relationships®.

Educational is a measure of SEP, being appropriate in adolescents and young people by
can determine future employment opportunities and income. It is tend to remain stable over a
person’s lifetime’. Educational inequalities appears also to impact on health. Individual
belonging low education group had increased in poor self-rated health, mainly for financial and
psychological reasons®. These individuals had increased probability of school leavers and work,
for help with family income!. Moreover, who school leavers showed a deterioration in the
health®. Thus, the inequalities can be results of the different interacting determinants®.

Among oral conditions, untreated caries was the most prevalent between global burden
oral conditions'®. Oral conditions may cause to several disabilities'?, thorough of symptoms, as
toothache, chewing and talking difficulty®?; psychological and emotional impact, as sleep
disorder, self-esteem and social interaction'?. It can affect environment factors, as school and
job*2. In addition, children and adolescents are able to evaluate their appearance, development
their emotions and behaviors, and identify their illnesses®®.

Most studies show a causal relationship between socioeconomic background and oral
health?!#, However, if life course approach is confirmed, those individuals living in the worst
socioeconomic background will have children or future generation reproducing their non-
healthy habits*. The burden of oral condition remains significant and a problem public health?®.
Therefore, the aim of this study was assess the influence of the oral conditions and SEP on
educational outcomes, as school-work or school leavers among adolescents. Our hypothesis

was untreated caries and SEP will influence to school leavers.

METHODOLOGY

Ethical Approval
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This study was approved by the Human Research Ethics Committee [protocol number
0127.0.243.000-11 (2012); 30613714.0.0000.5421 (2014) and 66553117.4.0000.5346 (2018)].

Data collection start after form signed consent of the adolescents and parents.

Study design and sample

A longitudinal study was conducted with adolescents from Santa Maria, Brazil.

The study start in 2012 with a random sample of 1,134 12-year-old scholars. The sample
were randomly selected in the 20 public schools at city®®. In this period, Santa Maria has 3,817
12-year-old adolescentes'’, and 85% of these adolescents were enrolled in public schools'’. The
process sampling enrolled two stage. The first stage involved public schools with probability
selection equal considering school size. And, the second stage involved all 12-year-old scholars
enrolled in the selected schools.

In 2014, the adolescents were reassessment. The participants were contacted to
participate again in the study, through search in schools and phone contact. 770 adolescents
were reassessment with mean 14-year-old (retention rate of 68%).

In 2018, it was carrying out the third collect of the study. The participants were searched
by phone contact, public schools at city and home visit. 768 adolescents (retention rate of
67.8%) with mean of 17.5 year-old were reassessment.

Data Collection
Variables at baseline

The co-variables were collected at baseline (2012). The parents/responsible answered
structured questionnaire and four calibrated dentists performed the clinical variables.

The demographic and socioeconomic variables were: sex (female/male), mother’s
education and household income. Mother’s education was collected in formal years of study
(corresponding to primary education in Brazil), and dichotomized in those who completed 8
years of formal education (> 8 years/high) and those who did not (< 8 years/low). Household
income was collected in Brazilian Minimum Wage (BMW), and dichotomized by median (R$
1000, corresponding US$ 500). Toothache variable were collect through question: “Has you
toothache at six months (no or yes)?”.

The clinical exams were performed under natural light, using dental mirror and

periodontal probe'®. Dental caries were diagnosed through the DMF-T index (Decayed, Missing
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and Filled of permanent teeth)!8. The untreated caries variable was composed by decayed
component (D>0 component). The values kappa were >0.70 for dental caries.

Outcome at follow-up

At follow-up, the adolescents answered questions about school and work. Self-report
outcome variable was composed by three categories: individual who studied, in high school,
college or technical course (only study), those who studied and/or worked (school-work), and
those who leave school before the minimum leaving age (school leavers). Outcome was
considered as incidence variable, because at baseline the adolescents only studied. In statistical,

the variables were modeled as categorical using dummy terms.

Statistical analysis

Descriptive analysis were performed to evaluate the sample characteristic at baseline,
and to compare the follow-up and dropouts adolescents. Comparison tests (chi-square and
ANOVA) were performed between variables at baseline and outcome.

Multinomial regression was used to regress the influence of the clinical and
socioeconomic variables on the outcome. In unadjusted analysis, variables with p<0.20 in one
of the outcome categories were included in adjusted analysis. The results were interpreted as
relative risk ratio (RRR)* and 95% confidence interval (95% CI) between the comparison:
‘school-work’ and ‘only study’; and, ‘school-leavers’ and ‘only study’. Therefore, the reference
category was ‘only study’. In adjusted analysis, the results were considered to p-value<0.05;
the other variables remained in the model as adjustment. Analyses were performed using
STATA 14.0 software (Stata Corporation, College Station, TX, USA).

RESULTS

Among the 1,134 adolescents invited, 770 (67.8%) accepted to participate at follow-up.
The dropouts did not differ from participants (Table 1). The majority of the adolescents
belonged to family low socioeconomic position (mother’s education and household income),
and slightly less than half had untreated caries (42.1%). After six years, 64.5% of the
adolescents continued studying, 18.1% studied and worked, and 17.4% had school leavers.
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The power of the study was evaluate through sample size. The statistical power was
calculated by an alpha error probability of 0.05, proportion between exposed and unexposed to
1:3, sample size of 768, resulting in a sample power of 99%.

Table 2 shows the comparative analysis between variables at baseline and categories at
outcome. Individual with low SEP (mother’s education and household income) and untreated
caries were larger number in ‘school leavers’ category, compared to your peers.

Multinomial regression were modeled by unadjusted and adjusted analysis. All variables
presented p<0.20 in school leavers category (Table 3), being include in adjusted analysis. In
final model, sex, mother’s education and untreated caries were associated to outcome. Male had
higher probability of school leavers (RRR: 2.31; 95%CI: 1.19-4.48) compared to female.
Mother with low education increased probability of having children who leave school (RRR:
2.24; 95%CI: 1.09-4.61). In addition, adolescents with untreated caries at baseline had an
increment in school leavers at follow-up (RRR: 2.26; 95%CI: 1.12-4.56). (Table 4)

DISCUSSION

The findings of this study confirmed our hypothesis. Dental caries, mother’s educational
level and sex influenced to school leavers of the adolescents. Mother’s education was a
considered as proxy of SEP.

We believed the results can be explained by life course approach. It recognize that both
past and present experiences are shaped by a complex cultural, social and economic context. A
life course approach emphasizes a temporal perspective, observing past life experiences to
understand current behavior patterns®®. Adverse childhood socioeconomic position can
influence adverse adult socioeconomic position and behaviours; moreover, socio-biological
mechanisms can result in adverse educational attainment and lower adult SEP?. Individual low
socioeconomic position are more likely to have poor health status and functional limitations, as
harmful habits to health®. People tend to remain in the same social group, making an iterative
process between relationships social, economic and health. Adverse exposures gradually
accumulate throughout life, including individual behaviours and environmental factors?.

Individual with untreated caries tend to be from low socioeconomic background
families. It is remain in position throughout life, and theirs behaviours did not change?.
Consequences of adverse effects of the disease may have an impact on educational attainment,

future projections of employment, lower wages and lower prospects for improvement?. Health
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behaviours may be related with others circumstances of adolescent’s life, including educational
achievement®2. Furthermore, dental caries affect different domains on quality of life. The
psychological and social impact of diseases, as pain, functional limitation, appearance on self-
esteem and interaction with others, could interfere in daily activities®!, including educational
attainment!?,

Medical studies showed children and adolescents with health disorders, as obesity and
depression, they reported higher levels of sleepiness and more frequent illness?®. Obesity had a
common factor risk with dental caries, through sugar?*; moreover, dental caries also can lead to
difficulty sleeping by pain'?. Therefore, is important to consider the health conditions and to
assess its impact on education®.

The role of sex remains unresolved when associated to education. Some studies have
found differences by sex for educational level. In same, the educational inequalities in health
increased among women®; others, the male had a lower secondary education’. Male had an
increased in school leavers before the minimum leaving age in our findings. The abandonment
may be the search for financial resources to help the family?®, as well as, more men are present
in the labor market. Female tend to continue their studies, entering higher education, and when
working and studying decreases the likelihood of college entry?’.

This study exhibit strengths and limitations. The strengths include a longitudinal design
of adolescents. The participants were followed from the beginning to the end of adolescence,
with 6-years follow-up and with retention rate acceptable at cohort. As limitations, educational
attainment and work data were self-reported; however, studies usually use self-reported
variables’. Moreover, it did not were evaluated external and individual factors, as school
characteristics, social networks, and pregnancy. Baseline sample included only public schools.
However, 85% of the students of the city were enrolled in public schools. Despite the
limitations, our findings provided additional evidence on the overview between variations
social and health.

Adverse conditions in initial stages of life bring consequences for a lifetime, therefore,
interventions to reduce inequities in education and health need to focus on early life. Public
strategies are needed for the prevention and treatment of caries disease, as well as, public
policies valuing education of all generations, through knowledge and conditions favorable for
health improvement?. Moreover, promotion strategies on health education need to consider
the different cognitive abilities and stages of behavioural among adolescents?®, and critical
thinking capable of the individual himself?%.
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CONCLUSION
Untreated caries and socioeconomic position in early adolescence can influenced to
future school leavers. Promotion strategies are needed to prevent and reduce inequalities early

in life.
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Table 1. Descriptive analysis of the characteristics sample at baseline, and comparative
analysis between follow-up and dropouts. Santa Maria, Brazil.

Baseline Follow-up Dropouts p-value*
N(%) N (%) N (%)
Sex 0.077
Female 610 (53.8) 427 (55.6) 183 (50.0)
Male 524 (46.2) 341 (44.4) 183 (50.0)
Mother’s education 0.887
High 702 (64.8) 473 (64.6) 229 (65.1)

Low 382 (35.2) 259 (35.4) 123 (34.9)
Household income 0.307
High 556 (53.7) 386 (50.5) 170 (51.3)

Low 480 (46.3) 319 (49.5) 161 (48.7)
Untreated caries 0.437

Without 657 (57.9) 451 (58.7) 206 (56.3)

With 477 (42.1) 317 (41.3) 160 (43.7)
Toothache 0.656
No 778 (73.8) 530 (74.2) 248 (72.9)

Yes 276 (26.2) 184 (25.8) 92 (27.1)

Outcome
Only school 1,134 (100.0) 412 (53.7) -
School-work 0 293 (38.2) -
School leavers 0 62 (8.1) -

*p-value between follow-up and dropout. Mother’s education: low (<8 years) and high (>8 years);

Household income: low (<R$1,000) and high (>R$1,000); SD: standard deviation.
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Table 2. Comparative analysis between variables at baseline and categories at outcome. Santa
Maria, Brazil.

Outcome
Only school  School-work  Scholl leavers  p-value*
N(%) N(%) N(%)
Sex 0.068
Female 241 (56.6) 158 (37.1) 27 (6.3)
Male 171 (50.1) 135 (39.6) 35 (10.3)
Mother’s education 0.000
High 265 (56.1) 186 (39.4) 21 (4.5)
Low 132 (50.9) 95 (36.7) 32 (12.4)
Household income 0.004
High 210 (54.4) 157 (40.7) 19 (4.9)
Low 166 (52.2) 115 (36.2) 37 (11.6)
Untreated caries 0.039
Without 248 (55.0) 176 (39.0) 27 (6.0)

With 164 (51.9) 117 (37.0) 35 (11.1)
Toothache 0.042
No 293 (55.3) 208 (39.2) 29 (5.5)

Yes 96 (52.4) 67 (36.6) 20 (11.0)

*p-value: chi-square test for dichotomized variables and ANOVA for continuous variable.
Mother’s education: low (<8 years) and high (>8 years); Household income: low (<R$1,000) and
high (>R$1,000); SD: standard deviation.
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Santa Maria, Brazil.
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Outcome
Only School (base outcome)

Baseline variables School-work p-value  School leavers p-value
RRR (95% CI) RRR (95% CI)
Sex 0.228 0.028
Female 1 1
Male 1.20 (0.89-1.63) 1.83 (1.06-3.13)
Mother’s education 0.879 0.000
High 1 1
Low 1.02 (0.74-1.41) 3.06 (1.69-5.51)
Household income 0.636 0.003
High 1 1
Low 0.93 (0.68-1.27) 2.46 (1.37-4.44)
Untreated caries 0.973 0.014
Without 1 1
With 1.00 (0.74-1.36) 1.96 (1.14-3.36)
Toothache 0.926 0.018
No 1 1
Yes 0.98 (0.68-1.41) 2.10 (1.14-3.89)

Mother’s education: low (<8 years) and high (>8 years); Household income: low (<R$1,000) and

high (>R$1,000). RRR: Risk Relative Rate; Cl: confidence interval.
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Outcome
Only School (base outcome)

Baseline variables School-work p-value School leavers p-value
RRR (95% CI) RRR (95% CI)
Sex 0.427 0.013
Female 1 1
Male 1.14 (0.82-1.58) 2.31 (1.19-4.48)
Mother’s education 0.489 0.028
High 1 1
Low 1.14 (0.78-1.65) 2.24 (1.09-4.61)
Household income 0.362 0.585
High 1 1
Low 0.85 (0.59-1.21) 1.22 (0.59-2.48)
Untreated caries 0.699 0.023
Without 1 1
With 0.94 (0.66-1.51) 2.26 (1.12-4.56)
Toothache 0.992 0.317
No 1 1
Yes 1.00 (0.66-1.51) 1.45 (0.70-3.00)

Mother’s education: low (<8 years) and high (>8 years); Household income: low
(<R$1,000) and high (>R$1,000); RRR: Risk Relative Rate; Cl: confidence interval.
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6 CONSIDERACOES FINAIS

Esta tese tinha como objetivo geral investigar as relacdes entre a saude bucal
e desfechos educacionais e de emprego entre os adolescentes. Nossas hipoteses
foram confirmadas, mostrando que as consequéncias das desordens bucais, como
dor dentéria, qualidade de vida e bullying verbal relacionados as condi¢bes bucais
foram associados a um pior desempenho escolar. Condi¢cdes bucais e a QVRSB
impactam indireta e diretamente, de forma respectiva, a entrada no mercado de
trabalho e seus ganhos. E por fim, carie dentaria foi relacionada com o abandono
escolar dos adolescentes quando comparado aos seus pares estudantes. Podemos
salientar ainda, que além dos prejuizos funcionais, as desordens bucais interferem
substancialmente nos aspectos emocionais e sociais, atuando assim, na alteracéo do
bem-estar, nas relacdes interpessoais e nos desfechos educacionais e de emprego.

Os resultados s&o ainda mais contundentes, uma vez que este estudo engloba
a faixa etéria dos adolescentes, e é neste periodo que constantes mudancas e
descobertas acontecem. E neste momento também, que o jovem se descobre
responsavel e atuante sobre suas responsabilidades. Além disso, visto que as
doencas bucais podem impactar por longos anos e interferir em diferentes atividades
do individuo, atuar na promocao da saude e na prevencdo das doencas € um fator
indispensavel.

Em suma, com a apresentacdo de um desenho de estudo longitudinal,
podemos demonstrar o impacto que a saude bucal causa nas diferentes fases da
adolescéncia e sob diferentes circunstancias de suas vidas. Dessa forma, enfatizamos
a importancia de politicas publicas voltadas para esta faixa etaria, focando tanto em
saude quanto em educacdo. Além do mais, ndo negligenciar as medidas subjetivas
ou os fatores psicossociais que norteiam as criangas e adolescentes, pode ser um

diferencial e uma atuacéo promotora de saude e de bem-estar.
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APENDICE A- Termo de consentimento livre e esclarecido, ano 2012

Termo de Consentimento Livre e Esclarecido

Este termo tem como objetivo informar, esclarecer e pedir a sua autorizacdo para a
participacdo de seu/sua filho(a) na pesquisa intitulada “IMPACTO DAS CONDICOES DE
SAUDE BUCAL NA QUALIDADE DE VIDA DE ESCOLARES DE 12 ANOS” a ser
desenvolvida pelos Cirurgibes-dentistas Fernanda Tomazoni, Guilherme Nascimento da
Rosa, Joana Del Fabro e Simone Tuchtenhagen e pelo professor Dr. Thiago Machado
Ardenghi. Esta pesquisa tem como objetivo avaliar o impacto de condigBes de saude bucal e
fatores socioeconémicos na qualidade de vida escolares de 12 anos.

A pesquisa serda desenvolvida na prépria escola do seu filho, durante um intervalo de aula.
Um mestrando do programa de pos-graduacdo do curso de odontologia da Universidade
Federal De Santa Maria ira realizar um exame na boca de seu/sua filho(a), para verificar as
condi¢cBes de saude bucal dele(a). Apos o exame, seu(sua) filho(a) também respondera a uma
entrevista realizada pelos alunos onde ele(a) ira responder como € sua mastigacao, fala,
alimentacéo, sua satisfagdo com o sorriso, entre outros.

Além disso, em anexo, esta sendo enviado um questionario para que o senhor(a) responda,
com perguntas sobre suas condigbes socioecondmicas, caracteristicas da moradia, renda
familiar e habitos de higiene e comunidade onde o adolescente vive.

O adolescente ou o Sr./Sra. ndo receberdo nenhum beneficio direto com a pesquisa.
Entretanto, indiretamente, a sua participacdo contribuira para melhor entendimento cientifico
a respeito do tema pesquisado.

Como esta pesquisa se trata apenas de um exame odontolégico, ndo existe henhum risco
previsto pela participacdo de seu/sua filho(a), entretanto, ele(a) podera ficar cansado(a) ao
responder o questiondrio e durante os exames clinicos. Como beneficio, o Sr.(Sra.) sera
informado e orientado a procurar assisténcia odontoldgica caso seja observado algum
problema durante o exame do(a) seu/sua filho(a). Cabe repetir que o(a) Sr.(Sra.) sera
orientado a procurar um atendimento, ndo sendo de responsabilidade desta pesquisa dar
garantia de que este atendimento seja realizado caso seja encontrado algum problema no seu
filho. Nao havera qualquer custo para fazer parte deste estudo. O adolescente ou o Sr./Sra.
nao receberdo qualquer remuneracao por essa participagao.

Todos os dados de identificacdo de seu/sua filho (a) serdo mantidos em sigilo. O seu/sua filho
(a) podera se recusar participar da pesquisa a qualqguer momento sem que haja qualquer
problema. Para esclarecer qualquer davida, o (a) senhor (a) podera falar com o pesquisador
pelo telefone escrito no final deste documento.

Eu, , acredito ter sido suficientemente informado a
respeito das informacdes que li ou que foram lidas para mim. Ficaram claros para mim quais
sdo os propositos do estudo, os procedimentos a serem realizados, seus desconfortos e
riscos, as garantias de confidencialidade e de esclarecimentos permanentes. Ficou claro
também que minha participacdo € isenta de despesas. Concordo voluntariamente em
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participar deste estudo e poderei retirar 0 meu consentimento a qualquer momento, antes ou
durante o mesmo, sem penalidades ou prejuizo ou perda de qualquer beneficio que eu possa
ter adquirido, ou no meu atendimento neste servigo.

Eu, , RG , declaro que fui
devidamente esclarecido (a), e estou de acordo com 0s termos acima expostos, autorizando
a participacdo de meu/minha filho (a)
nesta pesquisa.

Santa Maria, RS, de de 201_ .

Assinatura do responsével Assentimento do adolescente

Pesquisador

Qualquer esclarecimento entre em contato com:

Comité de Etica em Pesquisa da UFSM:

Comité de Etica em Pesquisa - UFSM - Av. Roraima, 1000 — Prédio da Reitoria - 7° andar -
Campus Universitario. 97105-900 — Santa Maria — RS. Tel: 0xx55-3220-9362
e-mail: comiteeticapesquisa@mail.ufsm.br

Prof. Thiago Machado Ardenghi (pesquisador responsavel)

Rua Cel. Niederauer, 917, ap.: 208, Santa Maria/RS

Fone: 55-9998-9694

e-mail: thiardenghi@smail.ufsm.br

Clinica de Odontopediatria UFSM

Fone: 32209266 (falar com Fernanda, Guilherme, Joana ou Simone)
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APENDICE B- Termo de consentimento livre e esclarecido, ano 2014

Termo de Consentimento Livre e Esclarecido

Este termo tem como objetivo informar, esclarecer e pedir a sua autorizacdo para a
participacdo de seu/sua filho(a) na pesquisa intitulada “SAUDE BUCAL E GRAU DE
FELICIDADE EM ADOLESCENTES DE UMA CIDADE NO SUL DO BRASIL — ANALISE
LONGITUDINAL” a ser desenvolvida pela doutoranda Simone Tuchtenhagen, orientada pelo
professor Dr. José Leopoldo Ferreira Antunes e co-orientada pelo professor Dr. Thiago
Machado Ardenghi. Esta pesquisa tem como objetivo acompanhar o grupo de 1134 criancas
ja avaliadas na cidade de Santa Maria — RS no ano de 2012, aos 12 anos, do qual o seu/sua
filho(a) fez parte, para estudar a influéncia das condi¢cdes de saude bucal no seu grau de
felicidade durante o periodo de transi¢édo da infancia para a adolescéncia.

A pesquisa sera desenvolvida na prépria escola do(a) seu/sua filho(a), durante um intervalo
de aula, em duas etapas: uma em 2014 e outra em 2016. Um mestrando do programa de pos-
graduacdo do curso de Odontologia da Universidade Federal De Santa Maria ird realizar
novamente um exame na boca de seu/sua filho(a), para verificar as condi¢des de saude bucal
dele(a). Apés o exame, seu(sua) filho(a) também responderd a uma entrevista realizada pelos
alunos onde ele(a) ir4 responder como € sua mastigacao, fala, alimentacdo, sua satisfacdo
com 0 SOrriso, entre outros.

Além disso, em anexo, esta sendo enviado um novo questionario para que o senhor(a)
responda, com perguntas sobre suas condigdes socioeconémicas, caracteristicas da moradia,
renda familiar e habitos de higiene do adolescente.

O adolescente ou 0 Sr./Sra. ndo receberdao nenhum beneficio direto com a pesquisa. Como
esta pesquisa se trata apenas de um exame odontoldgico, o risco previsto pela participacédo
de seu/sua filho(a) é minimo, entretanto, ele(a) podera ficar cansado(a) ao responder o
questionario e durante os exames clinicos. Como beneficio, o Sr.(Sra.) sera informado e
orientado a procurar assisténcia odontoldgica caso seja observado algum problema durante
o exame do(a) seu/sua filho(a). Cabe repetir que o(a) Sr.(Sra.) seré orientado a procurar um
atendimento, ndo sendo de responsabilidade desta pesquisa dar garantia de que este
atendimento seja realizado. N&o havera qualquer custo para fazer parte deste estudo. O
adolescente ou o0 Sr./Sra. ndo receberdo qualquer remuneracao por essa participagao.

Todos os dados de identificacdo de seu/sua filho(a) serdo mantidos em sigilo. O seu/sua
filho(a) podera se recusar participar da pesquisa a qualquer momento, sem que

haja qualquer problema. Para esclarecer qualquer divida, o(a) senhor(a) podera falar com o
pesquisador pelo telefone escrito no final deste documento.

Eu, (nome do responsavel) , acredito ter sido
suficientemente informado a respeito das informagdes que li ou que foram lidas para mim.
Ficaram claros para mim quais sdo os propositos do estudo, os procedimentos a serem
realizados, seus desconfortos e riscos, as garantias de confidencialidade e de

esclarecimentos permanentes. Ficou claro também que minha participacdo é isenta de
despesas. Concordo voluntariamente em participar deste estudo e poderei retirar 0 meu
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consentimento a qualquer momento, antes ou durante o0 mesmo, sem penalidades ou prejuizo
ou perda de qualquer beneficio que eu possa ter adquirido, ou ho meu atendimento neste
servico. Recebi uma copia deste termo de consentimento livre e esclarecido e me foi dada a
oportunidade de ler e esclarecer as minhas davidas.

Eu, (nome do responsével) , RG
, declaro que fui devidamente esclarecido (a), e estou de acordo com
0s termos acima expostos, autorizando a participagdo de meu/minha filho(a) (nome do

filho(a)) nesta pesquisa.
Santa Maria, RS, de de 201__.
Assinatura do responsavel Assentimento do adolescente

Pesquisador

Qualquer esclarecimento entre em contato com:

Comité de Etica em Pesquisa da Faculdade de Saude Puablica - USP:

Av. Dr. Arnaldo, 715 — Assessoria Académica - CEP: 01246-904 — S&ao Paulo — SP
Telefones: 11-3061-7779 /7742 e-mail: coep@fsp.usp.br; site www.fsp.usp.br Simone
Tuchtenhagen (pesquisadora responsavel)

Rua Visconde de Pelotas, 1899. Santa Maria-RS.

Telefone: 55-84276176

e-mail: s.tuchtenhagen@usp.br

Prof. Dr. Thiago Machado Ardenghi (Co-orientador da pesquisa)

Clinica de Odontopediatria da Universidade Federal de Santa Maria

Rua Mal. Floriano Peixoto, 1184 — sala 212 (2° andar do prédio da antiga Reitoria)
Telefone: 55-3220-9266.



APENDICE C- Ficha clinica, 2012 e 2104

EXAMINADOR ANOTADOR
FICHA EXAME nowme
IDADE SEXO (M) (F)  TELEFONE
PATABAME ———  Escola TURNO (M) (T)
CPOS
17 16 15 14 13 12 11 21 22 23 24 25 26 27

()¢ = JH()S(

47 46 45 44 43 42 41 3 32 33 34 35 36 37
ESPACO .
1 O O [ Trauma
DAl Apinhamentona  Espacamento na  Diasterma em Desalnhamentc Desalinhamento
(12 15 a 19 anos) regido de incisvos  regido de inciskos  miimefros  maxlar anterior  mandioular 12 anos
DENTIGAO OCLUSAO emmm  anterior m mm 12 1 21 2

Ovedet maxilar Overjet mangibular Mordida aberta vertical Relagio molar

[ Jumammmees [ ][] [ ] [ ]
S ]

anterioremmm  anterior em mm anterior em mm fnterc-posterior
PLACA VISIVEL / CALCULO
17 16 15 14 13 12 11 21 22 23 24 25 26 27

)B( JE()5(

47 46 45 4 43 42 4 K} 32 33 34 3 3% 37
SANGRAMENTO
17 16 15 14 13 12 1" 21 22 23 24 25 26 27

47 46 45 44 43 42 41 31 32 33 34 35 36 37
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APENDICE D- Questionario estruturado, 2012 e 2014

Muito obrigado por participar desta pesquisa! Estas perguntas sdo muito importantes
para melhor conhecer a satde de seu filho. Por favor, tente responder todas as perguntas!
Qualquer davida, entre em contato conosco pelos telefones: Fernanda — 99223715 (vivo);
Fernanda — 99915409 (vivo); Yassmin - 97111754 (vivo).

1) Nome da crianca/adolescente:
2) Telefone:

3)Sexo: F( ) M( )
4) Vocé considera seu filho(a) da raga:
( )branca( )negra( ) mulato ( )outro (oriental, indio)

5) No més passado, quanto receberam em Reais, juntas, todas as pessoas que moram na
sua casa? (incluindo valores de salarios, bolsa familia, pensdo, aposentadoria e outros
rendimentos)

7) Quantos cémodos tem a casa (exceto banheiro)?
8) Quantas pessoas, incluindo o Sr(a), moram na casa?

9) O pai trabalha? ( )sim ( ) ndo
10) A mée trabalha? ( ) sim ( ) ndo

11) A mée estudou até: ( )ndo estudou; ( )1° grau incompleto; ( )1° grau completo;
( )2° grau incompleto; (' )2° grau completo; ( )3° grau incompleto; ( )3° grau completo

12) O pai estudou até: ( )ndo estudou; ( )1° grau incompleto; ( )1° grau completo;
( )2° grau incompleto; ( )2° grau completo; ( )3° grau incompleto; ( )3° grau completo

14) Quantas vezes ao dia seu filho(a) escova os dentes:
() ndoescova ( ) menos de uma vez ao dia (escova somente alguns dias)
( )1 vezpordia ( )2vezespordia ( ) Trésvezesou mais que trés vezes por dia.

15) Seu filho(a) procurou o dentista nos Gltimos 6 meses? S( )N ( )

16) Quando foi a ultima visita ao dentista? ( ) até 3 meses ( ) 3 a6 meses
( )6mesesalano () maisquelano( )nuncavisitou;

17) Motivo da ultima consulta:

() dor de dente;

( ) dor naboca

( ) batidas e quedas

() exame e rotina

() outros:
18) Tipo de servico que voceé levou seu filho(a) na altima consulta:
()dentista particular

() dentista publico (posto de saude, faculdade, escola)
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APENDICE E- Termo de consentimento livre e esclarecido, ano 2018

Termo de Consentimento Livre e Esclarecido

Titulo do estudo: Influéncia das condigBes bucais e mensuragdes subjetivas em adolescentes da cidade de Santa
Maria: um estudo de coorte.

Pesquisador responsavel: Thiago Machado Ardenghi

Instituicdo/Departamento: Universidade Federal de Santa Maria - UFSM, Departamento de Estomatologia.
Telefone e enderego postal completo: 55-3220-9266; Rua Mal. Floriano Peixoto, 1184 — sala 212 (2° andar do
prédio da antiga Reitoria).

Local da coleta de dados: Curso de Odontologia da UFSM.

Este termo tem como objetivo informar, esclarecer e pedir a sua autorizacéo para a participagéo
de seu/sua filho(a) na pesquisa intitulada “INFLUENCIA DAS CONDIGOES BUCAIS E
MENSURAQOES SUBJETIVAS EM ADOLESCENTES DA CIDADE DE SANTA MARIA: UM
ESTUDO DE COORTE” a ser desenvolvida pela doutoranda Fernanda Ruffo Ortiz, orientada pelo
professor Dr. Thiago Machado Ardenghi. Esta pesquisa tem como objetivo acompanhar o grupo de
1134 criancas ja avaliadas na cidade de Santa Maria — RS no ano de 2012, aos 12 anos, do qual o
seu/sua filho(a) fez parte, para estudar a influéncia das condi¢Bes de saude bucal e da qualidade de
vida na insercéo no mercado de trabalho durante o periodo de transicdo da adolescéncia para a fase
adulta.

A pesquisa seré desenvolvida na clinica de Odontopediatria da UFSM. Alunos do programa de
poés-graduacao (mestrando/doutorando) do curso de Odontologia da Universidade Federal de Santa
Maria irdo realizar novamente um exame na boca de seu/sua filho(a), para verificar as condicdes de
saude bucal dele(a). Ap6s o exame, seu(sua) filho(a) também respondera a uma entrevista sobre a sua
mastigacéo, fala, alimentacéo, sua inser¢cdo no mercado de trabalho, entre outros.

Além disso, em anexo, esta sendo enviado um novo questionario para que o senhor(a)
responda, com perguntas sobre suas condi¢des socioecondmicas, caracteristicas da moradia, renda
familiar e habitos de higiene do adolescente.

O adolescente ou o Sr./Sra. ndo receberdo nenhum beneficio direto com a pesquisa. Como esta pesquisa
se trata apenas de um exame odontoldgico, o risco previsto pela participacdo de seu/sua filho(a) € minimo,
entretanto, ele(a) podera ficar cansado(a) ao responder o questionério e durante os exames clinicos. Como
beneficio, o Sr.(Sra.) ser& informado e orientado a procurar assisténcia odontolégica caso seja observado algum
problema durante o exame do(a) seu/sua filho(a). Cabe repetir que o(a) Sr.(Sra.) sera orientado a procurar um
atendimento, ndo sendo de responsabilidade desta pesquisa dar garantia de que este atendimento seja realizado. O
adolescente ou o Sr./Sra. ndo receberdo qualquer remuneracgdo por essa participacdo ou qualquer ressarcimento de
descolamento até a clinica. Caso for da vontade do Sr./Sra. ou do adolescente a qualquer momento podera se
recusar a dar continuidade com sua participagdo, sem nenhum prejuizo.

Todos os dados de identificacdo de seu/sua filho(a) serdo mantidos em sigilo. O seu/sua filho(a) podera
se recusar a participar da pesquisa a qualquer momento, sem que haja qualquer problema. Para esclarecer qualquer
duvida, o(a) senhor(a) poderéa falar com o pesquisador pelo telefone escrito no final deste documento.

Eu, (nome do responsavel) , acredito ter sido suficientemente
informado a respeito das informacgdes que li ou que foram lidas para mim. Ficaram claros para mim
quais sdo os propositos do estudo, os procedimentos a serem realizados, seus desconfortos e riscos,
as garantias de confidencialidade e de esclarecimentos permanentes. Concordo voluntariamente em
participar deste estudo e poderei retirar 0o meu consentimento a qualguer momento, antes ou durante o
mesmo, sem penalidades ou prejuizo ou perda de qualquer beneficio que eu possa ter adquirido, ou
no meu atendimento neste servigco. Recebi uma copia deste termo de consentimento livre e esclarecido
e me foi dada a oportunidade de ler e esclarecer as minhas duvidas.

Eu, (nome do responsavel) ., RG
, declaro que fui devidamente esclarecido (a), e estou de acordo com 0s
termos acima expostos, autorizando a participacdo de meu/minha filho(a) (nome do
filho(a)) nesta pesquisa.

Santa Maria, RS, de de 201_ .

Assinatura do responsavel Assentimento do adolescente
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Pesquisador
Qualquer esclarecimento entre em contato com:

Comité de Etica em Pesquisa da UFSM:

Comité de Etica em Pesquisa - UFSM - Av. Roraima, 1000 — Prédio da Reitoria -7° andar - Campus Universitario.
97105-900 — Santa Maria — RS. Tel: 0xx553220-9362

e-mail: cep.ufsm@gmail.com

Prof. Dr. Thiago Machado Ardenghi (Orientador da pesquisa)

Clinica de Odontopediatria da Universidade Federal de Santa Maria. Rua Mal. Floriano Peixoto, 1184 — sala 212
(2° andar do prédio da antiga Reitoria)

Telefone: 55-3220-9266.
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APENDICE F- Termo de assentimento, ano 2018

Termo de Assentimento

Titulo do estudo: Influéncia das condicBes bucais e mensuragfes subjetivas em adolescentes da
cidade de Santa Maria: um estudo de coorte.

Pesquisador responsavel: Thiago Machado Ardenghi

Instituicdo/Departamento: Universidade Federal de Santa Maria - UFSM, Departamento de
Estomatologia.

Telefone e endereco postal completo: 55-3220-9266; Rua Mal. Floriano Peixoto, 1184 — sala 212 (2°
andar do prédio da antiga Reitoria).

Local da coleta de dados: Curso de Odontologia da UFSM.

Este termo tem como objetivo informar, esclarecer e pedir a sua autorizagdo na pesquisa
intitulada “INFLUENCIA DAS CONDIGOES BUCAIS E MENSURAGOES SUBJETIVAS EM
ADOLESCENTES DA CIDADE DE SANTA MARIA: UM ESTUDO DE COORTE” a ser desenvolvida
pela doutoranda Fernanda Ruffo Ortiz, orientada pelo professor Dr. Thiago Machado Ardenghi. Esta
pesquisa tem como objetivo acompanhar um grupo de 1134 criangas ja avaliadas na cidade de Santa
Maria — RS no ano de 2012, aos 12 anos de idade, que vocé fez parte, para estudar a influéncia das
condic¢des de salde bucal e da qualidade de vida na insercao no mercado de trabalho durante o periodo
de transi¢do da adolescéncia para a fase adulta.

A pesquisa sera desenvolvida na sua propria escola, por alunos do programa de pds-graduacéo
(mestrando/doutorando) do curso de Odontologia da Universidade Federal de Santa Maria que irdo
realizar novamente um exame na sua boca, para verificar as suas condi¢cdes de saude bucal. Apés o
exame, vocé também responderd a uma entrevista sobre a sua mastigacdo, fala, alimentacdo, sua
inser¢do no mercado de trabalho, entre outros.

Vocé, como participante da pesquisa, ndo receberd nenhum beneficio direto. Como esta pesquisa se trata
apenas de um exame odontoldgico, o risco previsto pela sua participagdo é minimo, entretanto, vocé podera ficar
cansado(a) ao responder o questionario e durante os exames clinicos. Como beneficio, vocé sera informado e
orientado a procurar assisténcia odontoldgica caso seja observado algum problema durante o seu exame. Cabe
repetir que vocé serd orientado a procurar um atendimento, ndo sendo de responsabilidade desta pesquisa dar
garantia de que este atendimento seja realizado. Vocé ndo recebera qualquer remuneragdo por essa participagao
ou ressarcimento de deslocamento até a clinica. Caso seja a sua vontade, a qualquer momento vocé podera desistir
da sua participacao nesta pesquisa, sem nenhum prejuizo.

Todos os seus dados de identificacdo serdo mantidos em sigilo. Vocé podera se recusar a participar da
pesquisa a qualquer momento, sem que haja qualquer problema. Para esclarecer qualquer divida, vocé ou seus
pais/responséveis poderdo falar com o pesquisador pelo telefone escrito no final deste documento.

Eu, , acredito ter sido suficientemente informado a respeito das
informacdes que li ou que foram lidas para mim. Ficaram claros para mim quais sao os propdésitos do
estudo, os procedimentos a serem realizados, seus desconfortos e riscos, as garantias de
confidencialidade e de esclarecimentos permanentes. Concordo voluntariamente em participar deste
estudo e poderei retirar o meu consentimento a qualquer momento, antes ou durante 0 mesmo, sem
penalidades ou prejuizo ou perda de qualquer beneficio que eu possa ter adquirido, ou no meu
atendimento neste servi¢o. Recebi uma cépia deste termo de consentimento livre e esclarecido e me
foi dada a oportunidade de ler e esclarecer as minhas duvidas.

Santa Maria, RS, de de 201__.

Assinatura do participante



139

Pesquisador
Qualquer esclarecimento entre em contato com:

Comité de Etica em Pesquisa da UFSM:

Comité de Etica em Pesquisa - UFSM - Av. Roraima, 1000 — Prédio da Reitoria -7° andar - Campus Universitario.
97105-900 — Santa Maria — RS. Tel: 0xx553220-9362

e-mail: cep.ufsm@gmail.com

Prof. Dr. Thiago Machado Ardenghi (Orientador da pesquisa)

Clinica de Odontopediatria da Universidade Federal de Santa Maria. Rua Mal. Floriano Peixoto, 1184 — sala 212
(2° andar do prédio

da antiga Reitoria). Telefone: 55-3220-9266.



APENDICE G- Ficha clinica, 2018

EXAMINADOR ANOTADOR

NOME:

IDADE SEXO (M) (F) TELEFONE

LOCAL DO EXAME: APARELHO FIXO (S) (N)

PLACA VISIVEL / CALCULO
17 16 15 14 13 1 11 21 22 23 24 25 E E?
47 46 45 4 443 42 0 K} 32 33 34 35 36 37
SANGRAMENTO
17 16 15 14 13 122 1 21 22 23 24 25 26 27
47 46 45 4 43 42 44 3 32 33 34 35 36 37
CPOS

17 16 15 14 13

== EEEEES

()=

0=

47 46 45 4 4 42 44
CPOS
0= Higido
1= Cariado TRAUMA
2= Restaurado e com carie 12 1 21

3= Restaurado e sem cérie
4= Perdido por cérie

5- Perdido por outra razdo
6- Selante

7- Apoio de ponte/coroa
8- Ndo erupcionado

9- Ndo avaliado
T=Trauma

K}l

32

)

I M 3B W% I

Trauma
0= Sem traumatismo
1=Fratura de esmalte somente
2=Fratura do esmalte e dentina
3=Qualquer fratura e sinais de envolvimento
pulpar
4=Sem fratura, mas com sinais ou sintomas
de envolvimento pulpar.
S5=Dente perdido devido ao traumatismo:
6=Outro dano( CITAR)
9=Ndo avaliado.




APENDICE H- Questionéario estruturado, ano 2018

Muito obrigado por participar desta pesquisa! Estas perguntas sio muito importantes para melhor conhecermos voce.

Suas respostas sdo confidenciais; ndo divulgaremos seu nome ou qualquer outro dado informado neste questiondrio.

Qualquer divida entre em contato conosco pelos telefones:
3222-9302; Fernanda — 999223715 (vivo); Marilia — 999238775 (vivo)

Nome completo:

Telefone (adolescente): Telefone (responsavel):

Enderego:

Escola atual: ( ) Jaformei. ( ) Estouna faculdade.

1) Vocé mora com: () Pais/responsaveis; () Sozinho; () Amigos: ( )Com namorado(a)/companheiro(a)

2) Quantos comodos tem na sua casa (exceto banheiro)?

3) Contando com vocé, quantas pessoas moram na sua casa ou apartamento?

DESEMPENHO ESCOLAR/EMPREGABILIDADE

4) Como voceé considera seu desempenho escolar/ou durante o periodo que estava estudando?

( )Bom ( )Regular ( ) Ruim ( ) Péssimo

5) Vocé tem algum trabalho, emprego ou negocio atualmente? ( )Nao; ( )Sim.

Se sim, hd quanto tempo?

6) Vocé recebe dinheiro por este trabalho, emprego ou negocio? ( ) Ndo; () Sim.

Se sim, qual o seu rendimento mensal em reais?

HABITOS/USO DE SERVICOS

7) No ultimo més, quantas vezes por dia vocé escovou os seus dentes?
() Nao escovo meus dentes diariamente; () Uma vez por dia; () Duas vezes por dia;

() Trés vezes por dia; () Quatro ou mais vezes por dia;

8) Vocé utiliza fio dental?

() Naoutilizo; () Utilizo somente alguns dias (menos de uma vez ao dia); ()1 vez por dia.

9) Nos ultimos 6 meses, vocé teve dor de dente? ( )yNao; ( )Sim; ( ) Nio lembro.

10) No ultimo ano, quantas vezes vocé foi ao dentista?

( ) Nenhuma(0); ( )lvez; ( )2vezes; ()3 vezes. () mais de 3 vezes

11) Na ultima vez que vocé foi no dentista, qual foi o motivo da sua tltima consulta?
( )Nuncatfuinavida ( )Dordedente; ( )Dornaboca; ( )Batidase quedas; () Exame e rotina;

() Ortodontia () Outros:

12) Qual foi o tipo de servigo que vocé procurou na tultima consulta?

() Dentista particular; ( ) Dentista publico (posto de saude, faculdade, escola).

13) Quando vocé procurou o dentista, alguma vez vocé ja teve o servico odontolégico negado?
(ex: o tratamento ndo podia ser realizado; ndo havia vaga; ndo atendiam adolescentes / s acompanhado de responsavel)

( )Nao; ( )Sim. Se sim, por qual motivo?

14) Vocé acha que necessita de tratamento dentério atualmente? ( )Ndo; ( )Sim
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CAPITAL SOCIAL

15) O quanto a vontade vocé se sentiria para pedir emprestado R$ 15 aos seus amigos ou colegas?
(' )Nao pediria ( )Muito a vontade ( )Mais ou menos a vontade
( )Mais ou menos desconfortavel ( )Muito desconfortével

16) Quando foi a Gltima vez que aconteceu em sua vizinhanga ou na sua escola um caso relacionado com drogas?

( )Msso nunca ocorreu ( )Nos ltimos 3 meses ( )Nos ultimos 6 meses ( )Nos ultimos 12meses ( )HA& mais de 12 meses

17) Quando foi a ultima vez que vocé foi a uma reunido, ou juntou-se a um grupo de pessoas, para tentar resolver algum
problema de sua vizinhanca?

( )Nunca fiz isso ( )Nos altimos 3 meses ( )Nos tltimos 6 meses ( )Nos Gltimos 12meses ( )HA mais de 12 meses

18) O quanto vocé concordaria com a seguinte afirmagéo:
Partidos politicos s¢ estdo interessados nos votos das pessoas, mas ndo nas opinides delas:

( )Discordo totalmente ( )Discordo ( )Nao concordo nem discordo ( )Concordo ( )Concordo totalmente

19) O quanto vocé concordaria com a seguinte afirmag¢fo: Na minha escola ou no meu trabalho, eu posso contar com meus
colegas ou amigos para intervir se alguma pessoa estiver pichando paredes, muros ou prédios publicos.

( )Discordo totalmente  ( )Discordo ( )Nio concordo nem discordo  ( )Concordo ( )Concordo totalmente

HABITOS - FUMO E ALCOOL

20) Alguma vez na vida, vocé jd fumou cigarro, pelo mesmo uma ou duas tragadas? ( ) Nao; ( ) Sim.

21) Que idade vocé tinha quando experimentou fumar cigarro pela primeira vez?

() Eu nunca experimentei; ( ) anos.

22) No ultimo més, em quantos dias vocé fumou cigarros? () Eu ndo fumei; ( ) dia(s)

23) No ultimo més, quantos cigarros vocé fumou por dia?

24) Qual de seus pais ou responsdveis fuma ou fumava?

() Nenhum deles; () S6 meu pai ou responsavel do sexo masculino; ( ) S6 minha mie ou responsavel do sexo
feminino;

() Meu pai e minha mée ou responsaveis.

25) Alguma vez na vida, vocé ja experimentou bebida alcoolica, incluindo cerveja, vinho, espumante, licores, rum, tequila,

gin, pinga, vodca ou uisque? ( )Nao: ( )Sim.

26) Que idade vocé tinha quando experimentou pela primeira vez bebida alcodlica?

() Eununca experimentei bebida alcoolica; () anos.

27) No ultimo més, em quantos dias vocé tomou pelo menos uma dose de bebida alcodlica?
() Eu ndo bebi; () dia(s).

28) No ultimo més, em quantos dias vocé tomou: 4 ou mais doses de bebida alcodlica em poucas horas (se vocé ¢ mulher) ou,
5 ou mais doses de bebida alcodlica em poucas horas (se vocé ¢ homem)?
() Eu ndo bebi; () dia(s).

29) Vocé ja experimentou algum outro tipo de droga, incluinde maconha, cocaina, crack, anfetaminas/éxtase, inalantes,

hipndticos/ sedativos, alucindgenos ou opidides? ( )Nao; ( )Sing

30) Qual droga vocé ja experimentou?

() Eu nunca experimentei nenhum tipo de droga; () Nome da droga:

Renda mensal familiar ( aproximadamente em reais) :

Sua mie estudou até: () ndo estudou () 1° grau incompleto () 1° grau completo
( ) 2° grau incompleto () 2° grau completo () 3° grau incompleto () 3° grau completo
Sua pai estudou até: () ndo estudou () 1° grau incompleto () 1° grau completo

( ) 2° grau incompleto ( )2° grau completo () 3° grau incompleto () 3° grau completo
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ANEXO A- Carta de aprovacdo do comité de ética em pesquisa da UFSM,

ano 2012
MINISTERIO DA SAUDE UNIVERSIDADE FEDERAL DE SANTA MARIA _ cederar,
Conselho Nacional de Saude Pré-Reitoria de Pos-Graduagéo e Pesquisa § #44 %
Comissao Nacional de Etica em Pesquisa Comité de Etica em Pesquisa - CEP- UFSM £ <
(CONEP) REGISTRO CONEP: 243 4 &

CARTA DE APROVACAO

O Comité de Etica em Pesquisa — UFSM, reconhecido pela Comissdo Nacional de
Etica em Pesquisa — (CONEP/MS) analisou o protocolo de pesquisa:

Titulo: Impacto das condigées de salde bucal na qualidade de vida de escolares de 12 anos
Numero do processo: 23081.007764/2011-30 ]
CAAE (Certificado de Apresentacao para Apreciacao Etica): 0127. 0.243.000-11

Pesquisador Responsavel. Thiago Machado Ardenghi

Este projeto foi APROVADO em seus aspectos éticos e metodoldgicos de acordo com
as Diretrizes estabelecidas na Resolugcdo 196/96 e complementares do Conselho
Nacional de Salde. Toda e qualquer alteracdo do Projeto, assim como os eventos
adversos graves, deverao ser comunicados imediatamente a este Comité.

O pesquisador deve apresentar ao CEP:

Agosto / 2012- Relatério final

Os membros do CEP-UFSM nao participaram do processo de avaliacdo dos projetos
onde constam como pesquisadores.

DATA DA REUNIAO DE APROVACAO: 14/06/2011

Santa Maria, 15 de junho de 2011

Gl o
Félix A. Antunes Soares

Coordenador do Comité de Etica em Pesquisa-UFSM
Registro CONEP N. 243.

Comité de Etica em Pesquisa - UFSM - Av. Roraima, 1000 — Prédio da Reitoria - 7° andar - Campus Universitario
97105-900 — Santa Maria— RS - - Tel: 0 xx 55 3220 9362 — email: comiteeticapesquisa@mail.ufsm.br



ANEXO B- Autorizacéo da secretaria de educacéao, ano 2012

Wi
T i

ESTADO DO RIO GRANDE DO SUL
PREFEITURA MUNICIPAL DE SANTA MARIA
SECRETARIA DE MUNICIPIO DA EDUCAGAO

Santa Maria, 18 maio de 2011
OF. N2, 223/11
Senhor(a) Presidente:

A Secretaria de Municipio de Educacdo vem firmando parcerias com as
Instituiges de Ensino Superior (IES) e uma dessas Instituigdes € a Universidade Federal de
Santa Maria. A principal atividade que se efetiva a parceria € através de agdes voltadas a
Pesquisa que vem mostrando as possibilidades de uma articulagdo cada vez maior da
Universidade com a Comunidade.

Neste sentido, autorizamos as alunas Renata Saraiva Guedes e Bruna Buzzatti,
vinculadas ao Curso de Pés-Graduagdo em Ciéncias Odontoldgicas — UFSM, sob
orientagio do prof. Dr. Thiago Machado, a desenvolver a Pesquisa: IMPACTO DAS
CONDICOES DE SAUDE BUCAL NA QUALIDADE DE VIDA DE ESCOLARES DE 12
ANOS.

A pesquisa visa avaliar o efeito de diferentes condi¢bes bucais e condicdes
psicossociais e a associacdo entre condicdes socioedemograficas e estado de satde bucal
na auto-percepgao de satde e qualidade de vida de escolares. Sendo o que tinhamos
para o momento.

Atenciosamente,

Comité de Etica em Pesquisa
Universidade Federal de Santa Maria - UFSM
Santa Maria/RS

Rua Angelo Uglione, n°® 1515 - CEP: 97.010-570 - Telefone: 55 3222.3401 - FAX: 55 3223.3770
educagdo@santamaria.rs.gov.br
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ANEXO C- Carta de aprovacao do comité de ética em pesquisa da USP,
ano 2014

FACULDADE DE SAUDE Platafor
PUBLICA DA UNIVERSIDADE %’M o
DE SAO PAULO

PARECER CONSUBSTANCIADO DO CEP

DADOS DO PROJETO DE PESQUISA

Titulo da Pesquisa: SAUDE BUCAL E GRAU DE FELICIDADE EM ADOLESCENTES DE UMA CIDADE
NO SUL DO BRASIL - ANALISE LONGITUDINAL

Pesquisador: Simone Tuchtenhagen

Area Tematica:

Versdo: 1

CAAE: 30613714.0.0000.5421

Instituigdo Proponente: Faculdade de Saude Publica da Universidade de Sdo Paulo - FSP/USP
Patrocinador Principal: Financiamento Proprio

DADOS DO PARECER

Ndamero do Parecer: 674.175
Data da Relatoria: 27/06/2014

Apresentacdo do Projeto:

Inalterado
Objetivo da Pesquisa:
Inalterado

Avaliagdo dos Riscos e Beneficios:
Inalterados

Comentarios e Consideragoes sobre a Pesquisa:
Atendida pendéncia relativa ao TCLE

Consideragdes sobre os Termos de apresentagao obrigatéria:
Sem pendéncias na versao atual

Recomendagdes:
Nenhuma pendéncia

Conclusdes ou Pendéncias e Lista de Inadequagdées:
recomenda-se aprovacdo desta versdo

Situagdo do Parecer:
Aprovado

Enderego: Av. Doutor Arnaldo, 715

Bairro: Cerqueira Cesar CEP: 01.246-904

UF: SP Municipio: SAQO PAULO

Telefone: (11)3061-7779 Fax: (11)3061-7779 E-mail: coep@fsp.usp.br
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ANEXO D- Autorizacéo da secretaria de educacéao, ano 2014

- Rio
Governo o Estado

B8° Coordenadoria Regional de Educagéo - Santa Maria

Santa Maria, 16 de abril de 2014.
Of. N°287/2014

Senhor Diretor,

A 8° Coordenadoria de Educagio vem firmando parcerias com instituicdes de
Ensino Superior (IES) e uma dessas instituigdes é a Universidade Federal de Santa
Maria. A principal atividade que se efetiva a parceria é através de agdes voltadas a
pesquisa que vem mostrando as possibilidades de uma articulagdo cada vez maior
da Universidade com a comunidade.

Neste sentido, autorizamos os alunos , vinculadas ao Curso de Pés-Graduacio
em Ciéncias Odontolégicas-UFSM, sob orientagdao do Prof. Dt. Thiago Machado, a
desenvolver a pesquisa: SAUDE BUCAL E GRAU DE FELICIDADE EM
ADOLESCENTES DE UMA CIDADE DO SUL DO BRASIL- ANALISE
LONGITUDINAL, '

A pesquisa visa avaliar o efeito de diferentes condigbes bucais e condigdes
psicossociais e a associagao entre condigdes socioedemograficas e estado de satade
bucal na auto percep¢io de saude e qualidade de vida de escolares. Sendo o que

tinhamos para o momento.

Atenciosamente,

7
g /[///ﬂ/éy///w
_~ Celita da Silva
Coordenadora Regional de Educacio
8" CRE
Boletim 020/11 D.O. 28/01/11

Av. Presidente Vargas, 1052 | Bairro Fatima | Santa Maria-RS | CEP 97015-510
Fones/Fax: (55) 3222-6200 - (55)3222-5684 - (55)3223-4193 - (55)3223-9388 |
e-mail: 08cre@seduc.rs.gov.br
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ANEXO E- Questionério sobre qualidade de vida relacionado a saude bucal

CPQ-11-14

Nome:
Sexo: ( )M ( ) F Data de nascimento: / /

Vocé diria que a satde de seus dentes, labios, maxilares e boca é:
( ) Excelente ( )Boa ( )Regular ( ) Ruim( ) Péssima

Até que ponto a condicdo dos seus dentes, labios, maxilares e boca afetam sua vida em geral?
() De jeito nenhum () Um pouco ( ) Moderadamente ( ) Bastante ( ) Muitissimo

PERGUNTAS SOBRE PROBLEMAS ORAIS
Nos altimos 3 meses, com que frequéncia voceé teve?

e |2 |3
(7} N (<5} 3 »
S Q e = O
) - o '55) S
:, < S 38 L
1]
S |5 |§ |2 |8¢%
S = = o g =
c — [3+] (= +— O
1. Dor nos seus dentes, labios, maxilares ou boca?
2. Feridas na boca?
3. Mau halito?
4. Restos de alimentos presos dentre ou entre 0s seus
dentes?
Isso aconteceu por causa de seus dentes, labios, maxilares e boca?
Nos ultimos 3 meses, com que frequéncia vocé:
b} >
& < bt
& & e S g
5 = ] T 3
> & < 88
1} N <]
g |3 |5 |z |&¢%
S o = () 8 S
c — © y— — O
5. Demorou mais que 0S outros para terminar sua
refeicdo?

Nos ultimos 3 meses, por causa dos seus dentes, labios, boca e maxilares, com que frequéncia
Voce teve?

1 ou 2 vezes
algumas vezes
frequentemente
todos os dias ou
quase todos

nunca
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6.Dificuldade para morder ou mastigar alimentos como
macas, espiga de milho ou carne?
7. Dificuldades para dizer algumas palavras?

8. Dificuldades para beber ou comer alimentos quentes
ou frios?

PERGUNTAS SOBRE SENTIMENTOS E/OU SENSACOES

Vocé ja experimentou esse sentimento por causa de seus dentes, labios, maxilares ou boca?
Se vocé se sentiu desta maneira por outro motivo, responda “nunca”.

1 ou 2 vezes
algumas vezes
frequentemente
todos os dias ou
quase todos

nunca

9. Ficou irritado (a) ou frustrado (a)?

10.Ficou timido (a), constrangido (a) ou com vergonha?

11. Ficou chateado?

12.Ficou preocupado com 0 que as pessoas pensam
sobre seus dentes, labios, boca ou maxilares?

PERGUNTAS SOBRE SUAS ATIVIDADES EM SEU TEMPO LIVRE E NA COMPANHIA DE
OUTRAS PESSOAS
Vocé ja teve estas experiéncias por causa dos seus dentes, l1abios, maxilares ou boca? Se for por outro
motivo, responda “nunca”.
Nos altimos 3 meses, com que frequéncia voceé:

>
n i) o
1} = )
%] N [<7] < o
[¢B] D E e
g > > T 5
> 8 |t 82
I3 o
o = =) 83
= > >3 o <
= © = o 8>
c — [ = = O

13. Evitou sorrir ou dar risada quando esta com outras
criangas?

14. Discutiu com outras criangas ou pessoas de sua
familia?

15. Outras criangas lhe aborreceram ou lhe chamaram
por apelidos?

16.0utras criangas fizeram perguntas sobre seus dentes,
labios, maxilares e boca?
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ANEXO F- Escala subjetiva de felicidade

Escala Subjetiva de Felicidade

a) Em geral eu me considero:

Uma pessoa infeliz 112/ 3|4|5|6|7 Uma pessoa feliz

b) Comparando com a maioria dos meus amigos, eu me considero:

Mais infeliz 11234 |5|6 |7 Mais feliz

c) Algumas pessoas sao geralmente muito felizes. Elas aproveitam a vida, acontega

0 que acontecer. Quanto essa frase parece com vocé?

N&o parece nada comigo 1/2|3|4|5|6 |7 |Parece muito comigo

d) Algumas pessoas geralmente ndo sao muito felizes. Embora ndo estejam tristes,
nunca parecem ser tao felizes quanto poderiam ser. Quanto essa frase parece com

VOCE?

N&o parece nada comigo 1(2|3|4|5]|6 |7 |Parece muito comigo




ANEXO G- Carta de aprovacao do comité de ética em pesquisa da
UFSM. ano 2018

UNIVERSIDADE FEDERAL DE
SANTA MARIA/ PRO-REITORIA {W"“"
DE POS-GRADUAGAO E

PARECER CONSUBSTANCIADO DO CEP

DADOS DO PROJETO DE PESQUISA

Titulo da Pesquisa: INFLUENCIA DAS CONDICOES BUCAIS E MENSURACOES SUBJETIVAS EM
ADOLESCENTES DA CIDADE DE SANTA MARIA: UM ESTUDO DE COORTE

Pesquisador: Thiago Machado Ardenghi

Area Tematica:

Versédo: 4

CAAE: 66553117.4.0000.5346

Instituicdo Proponente: Departamento de Estomatologia
Patrocinador Principal: Financiamento Proprio

DADOS DO PARECER

Numero do Parecer: 2.126.956

Apresentagédo do Projeto:

Trata-se de projeto de tese de doutorado que esta assim apresentada pelos pesquisadores: "A inser¢éo no
mercado de trabalho se da, de maneira geral, aos 18 anos de idade, podendo ser influenciada pela
qualificacéo, experiéncia profissional e condigdes econdmicas familiares dos jovens. Qualidade de vida
relacionada a saude bucal (QVRSB) e uma mensurac&o subjetiva, reportada pelo paciente, frente a seus
dominios sociais, emocionais, fisicos e funcionais. Portanto, o objetivo deste estudo sera verificar a
influéncia das condi¢cdes bucais e qualidade de vida relacionada a saude bucal, na insergao de jovens
adultos no mercado de trabalho. Um estudo longitudinal dos jovens adultos sera realizado na cidade de
Santa Maria, RS, Brasil. O processo amostral no inicio do estudo se deu por conglomerado em duplo
estagio, onde num primeiro momento escolas foram sorteadas e na sequéncia, os adolescentes foram
convidados a participar do estudo. Um acompanhamento de seis anos de 1.134 adolescentes estara
previsto para o ano de 2018. Variaveis sociodemograficas, econdémicas, bucais, clinicas, subjetivas e de
empregabilidade serdo avaliadas atravées de questionarios estruturados e exames bucais, por dentistas
treinados e calibrados. Insercdo no mercado de trabalho sera perguntado se o jovem trabalha e a quanto
tempo esta empregado. QVRSE sera coletada através do questionario Child Perception Questionnaire 11-

14, e condigbes bucais como carie dentaria, traumatismo, ma ocluséo e

Enderego: Av. Roraima, 1000 - prédio da Reitoria - 2° andar

Bairro: Camobi CEP: 97.105-970
UF: RS Municipio: SANTA MARIA
Telefone: (55)3220-9362 E-mail: cep.ufsm@gmail.com

Pagina 01 de 04
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ANEXO H- Autorizacéo da secretaria de educacéao, ano 2018

DO RIO GRANDE DO SUL

LN AR

PELO RIO GRANDE

SECRETARIA DA EDUCACAO

8* COORDENADORA REGIONAL DE EDUCAGAO

AUTORIZAGAO

Vimos pelo presente autorizar a realizagao do estudo intitulado “Influéncia
das Condigdes Bucais e Mensuragdes Subjetivas em Adolescentes da
Cidade de Santa Maria um estudo de Coorte” proposta pelo Dr. Thiago
Machado Ardenghi, responsavel pelo grupo de pesquisa Determinantes
socioecondmicos em sadde e qualidade de vida relacionada a satude bucal, do
Programa de Poés-Graduagdo em Ciéncias Odontolégicas da Universidade
Federal de Santa Maria, em continuidade & pesquisa iniciada, com estudantes
da rede estadual de abrangéncia dessa coordenadoria, no ano de 2014.

Fomos informados, pelo responsavel pela pesquisa, sobre as
caracteristicas e objetivos do estudo, bem como as atividades que serdo
realizadas nas instituicdes as quais representamos.

Santa Maria, 22 de setembro de 2017.
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ANEXO |- Escala de senso de coeréncia

INSTRUCOES

S0C-13

Aqui estiio 13 perguntas sobre varios aspectos da sua vida. Cada pergunta tem cinco respostas possiveis. Escolha a
opcio que melhor expresse a sua maneira de pensar e sentir em relacio ao que esta sendo falado. Dé apenas uma
Unica resposta em cada pergunta, por favor. Nio existem respostas certas ou erradas para nenhuma delas.

Um enorme Um sofrimento Nem Um prazer Um enorme
sofrimento e e aborrecimento | aborrecimento | e satisfagao prazer e
aborrecimento nem satisfagdo satisfagdo

01 Aquilo que vocé faz

diariamente é:
Sem nenhum Com poucos Com alguns Com Repleta de
objetivo objetivos objetivos muitos objetivos
objetivos
02 | Até hoje a sua vida tem
sido:
Nunca Poucas Algumas | Muitas vezes Sempre
vezes vezes

03 | Vocé tem interesse pelo que se passa ao seu redor?

04 | Vocé acha que vocé é tratado(a) com injustica?

05 | Vocé tem ideias e sentimentos confusos?

06 | Vocé acha que as coisas que vocé faz na sua vida
tém pouco sentido?

07 |Ja lhe aconteceu ter ficado desapontado com
pessoas em quem vocé confiava?

08 | Vocé tem sentimentos que gostaria de ndo ter?

09 | Vocé tem duvida se pode controlar seus
sentimentos?

10 | Ja lhe aconteceu de ficar surpreendida com o
comportamento de pessoas que vocé achava que
conhecia bem?

11 | Em algumas situagdes, as pessoas sentem-se
fracassadas. Vocé ja se sentiu fracassado(a)?

12 | Vocé sente que esta numa situagao pouco
comuin, e sem saber o que fazer?

13 | As vezes acontecem coisas na vida da gente que | Totalmente | Errada | Nem corretae | Correta | Totalmente
depois achamos que nao demos a devida errada nem errada correta
importancia. Quando alguma coisa acontece na sua
vida, vocé acaba achando que deu a importancia:
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ANEXO J- Normas das revistas cientificas

Author Guidelines
JOURNAL OF PUBLIC HEALTH DENTISTRY
Instructions for Contributors

The Journal of Public Health Dentistry (JPHD) is devoted to the advancement of public health dentistry through the publication of related research,
practice, and policy developments. We publish, after peer review and/or editorial consideration, original research articles, brief reports, systematic
reviews, articles addressing new research methods, community action reports, special issues, guest editorials and commentaries, letters to the
editor, and book reviews.

Regular-length scientific articles should be between 2,500 and 3,500 words in length, with no more than six tables or figures and fewer than 30
references (estimated to be a total of 21 or fewer double-space pages).

Systematic reviews are similar in length but with different expectations regarding references and tables, based on the results of the review.
Authors are strongly encouraged to discuss systematic reviews with the editor prior to initiating the review to ensure that they are carried out in
accordance with best practices (e.g., QUORUM guidelines) and their length can be accommodated by the Journal.

Brief Communications are 1,000-1,500 words, no more than two tables or figures, an abstract of 150 words or less, and 10 or fewer references.
Brief Communications, commentaries, and systematic reviews undergo peer review similar to regular scientific manuscripts.

Community Action Reports, highlighting practice-based programs or policy initiatives, commentaries, and guest editorials of widespread interest to
the dental public health community are 1,000-1,500 words.

Special Issues and Supplements to regular issues may be published, the full cost being paid by the authors or sponsoring agency. Contact the
editor for further in formation.

Preparation of Manuscripts
Submissions must be in English and conform to the Uniform Requirements for Manuscripts Submitted to Biomedical Journals. The complete
document appears in Ann Intern Med 1997;126(1):36-47; or online at http://www.acponline.org/journals/resource/unifregr.htm.

If you feel that your paper could benefit from English language polishing, we recommend that you have your paper professionally edited for
English language by a service such as Wiley's at http://wileyeditingservices.com. Please note that while this service (which is paid for by the
author) will greatly improve the readability of your paper, it does not guarantee acceptance or preference of your paper by the journal.

Submission of Manuscripts

Manuscripts should be submitted through the ScholarOne Manuscripts site at: http://mc.manuscriptcentral.com/jphd. Authors will be directed
through the submission process at the Website. The submission system will prompt authors to use an ORCID iD (a unique author identifier) to
help distinguish their work from that of other researchers. Click here to find out more.

Use double-spacing throughout, including title pages, abstract, text, acknowledgments, references. Begin each of the following sections on
separate pages: title page, abstract and key words, text, acknowledgments, references, and individual tables and figures. Number pages
consecutively in the upper right-hand corner of each page, beginning with the title page. Our reference book is Merriam-Webster Collegiate
Dictionary, 11th edition (Springfield, MA: Merriam-Webster, 2003).

Format and Style of Scientific Articles

Title Page. To facilitate the masked review process, include a title page giving only the title of the manuscript and not identifying authorship.
Authors’ names should not appear on any manuscript page or in revision where track changes are being used.

Abstract. The second page should carry an abstract of no more than 250 words (150 for Brief Communications) consisting of four paragraphs,
labeled Objectives, Methods, Results, and Conclusions. These sections should describe the problem being addressed in the study, how the study
was performed, the salient results (without statistical tests), and what the authors conclude from the results.

Key Words. Below the abstract, provide, and identify as such, three to 10 key words or short phrases that will assist indexers in cross-indexing
your article. At least three terms from the medical subject headings (MeSH) list of Index Medicus should be used. The use of MeSH headings
greatly facilitates the identification of your article by online search engines and improves the likelihood that interested readers can retrieve your
article. Assistance in locating MeSH headings is provided at: http://www.nIm.nih.gov/mesh/MBrowser.html

Text. Divide text of scientific articles into sections labeled Introduction, Methods, Results, and Discussion. For other types of articles, consult
recent issues of the JPHD for further guidance. All acronyms must be spelled out when they first appear in the text.

Introduction. Clearly state the purpose of the article and summarize the rationale for the study. Give only strictly pertinent references, and do not
review the subject extensively.

Methods. Describe your methods clearly and in sufficient detail to allow other workers to clearly understand the approach used. Authors are highly
encourage, where appropriate, to use a hypothesis driven approach. Give references to established methods, including statistical methods;
provide references and brief descriptions for methods that have been published but are not well known; describe new or substantially modified
methods, give reasons for using them, and evaluate their limitations. When reporting investigations involving human subjects, indicate whether the
procedures followed were in accordance with the ethical standards of the responsible committee on human experimentation and provide within the
text a statement noting the ethics committee, by name, that reviewed the study protocol. Manuscripts reporting human subjects studies without
ethics committee review will not be considered for publication.

Results. Present results in logical sequence in the text, tables, and illustrations. Do not repeat in the text all the data in the tables or figures; rather
emphasize or summarize only important observations.

Discussion. Organize the discussion as follows: 1) Briefly summarize the most important findings, emphasizing what new knowledge is provided
from this study. If the study was hypothesis driven, clearly state whether the results support or do not support the hypothesis. Do not repeat in
detail data given in the Results section. 2) Compare the study findings with the extant relevant literature, drawing attention to salient differences
and note the implications of the findings within that context. 3) Discuss the study's limitations and how these could impact interpretation. 4) Provide
a succinct conclusion statement or paragraph. Avoid unqualified statements and conclusions not well supported by your results. State new
hypotheses when warranted by the results, but clearly label them as such. Include recommendations when appropriate.

Acknowledgments. Acknowledge only persons who have made substantive contributions to the study. Obtain written permission from persons
acknowledged by name, because readers may infer their endorsement of the data and conclusions. A description of sources of funding, financial
disclosure, and the role of sponsors must be included in this section
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Conflicts of Interest. Include this section as part of Acknowledgements, but only if the authors have personal financial interests related to the
subject matters discussed in the manuscript.

Footnotes and Appendices. Except in tables and figures, footnotes should not be used. Appendices may be placed on the JPHD website by
Blackwell after consultation with the editor.

References. References for research manuscripts are in general limited to no more than 30; for brief communications please limit to ten or fewer.
The author(s) must verify cited references against the original documents. JPHD uses the “Vancouver” style and information can be found at the
Uniform Requirements page and well as some examples at (http://www.nlm.nih.gov/bsd/uniform_requirements.html).

Identify references in text, tables, and legends by Arabic numerals using superscript formatting; number consecutively in the order in which they
are first mentioned in the text. Avoid using abstracts as references. Abstracts not published in the periodical literature (e.g., printed only in an
annual meeting program) may be cited only as written communications in parentheses in the text. “Unpublished observations” and “personal
communications” may not be used as references, although references to written, not oral, communications may be inserted (in parentheses) in the
text. For papers accepted but not yet published; designate the journal and add “in press.” Information from manuscripts submitted but not yet
accepted should be cited in the text as “unpublished observations” (in parentheses). Acceptable forms of references are based on an ANSI
standard style adapted by the National Library of Medicine and authors are encouraged to refer to the examples of reference styles provided in the
Uniform Requirements. Systematic reviews do not have a specific limitation on number of references.

Tables. Type each table on a separate page. Number tables with an Arabic numeral consecutively and supply a brief title for each. Explain in
footnotes all nonstandard abbreviations used in each table. (Please refer to the JPHD, Volume 60, No. 4, page 347-8 to confirm these characters
if you plan to use these symbols).

lllustrations and Legends. Submit the required number of complete sets of figures. Figures should be of a high standard and if necessary,
professionally drawn. Label each figure indicating the number of the figure. Cite each figure in the text in consecutive order. Type or print out
legends for illustrations using double spacing, starting on a separate page, with Arabic numerals corresponding to the illustrations. When symbols,
arrows, numbers, or letters are used to identify parts of the illustrations, identify and explain each one clearly in the legend. Explain the internal
scale and identify the method of staining in photomicrographs. The Journal cannot reproduce color images or figures.

Photographs of People. The Journal of Public Health Dentistry follows current HIPAA guidelines for the protection of patient/subject privacy. If an
individual pictured in a digital image or photograph can be identified, his or her permission is required to publish the image. The corresponding
author may submit a letter signed the patient authorizing the Journal of Public Health Dentistry to publish the image/photo. Or, a form provided by
the Journal of Public Health Dentistry (available here or by clicking the “instructions and Forms” link in Manuscript Central) may be downloaded for
your use. The approval must be received by the Editorial Office prior to final acceptance of the manuscript for publication. Otherwise, the
image/photo must be altered such that the individual cannot be identified (black bars over eyes, tattoos, scars, etc.). The Journal of Public Health
Dentistry will not publish patient photographs that will in any way allow the patient to be identified, unless the patient has given their express
consent.

Publication

Prior and Duplicate Publication. Manuscripts are not accepted for consideration if they are based on work that has been or will be published or
submitted elsewhere before appearing in the JPHD. Exceptions are consistent with the policy on duplicate or redundant publication developed by
the International Committee of Medical Journal Editors Ann Intern Med 1997;126(1):36-47; or online at
http://www.acponline.org/journals/resource/unifreqr.htm. Copies of any closely related manuscripts should be submitted to the editor along with the
manuscript that is to be considered by the JPHD.

Authorship

All persons designated as authors should qualify for authorship. Each author should have participated sufficiently in the work to take public
responsibility for the content. Authorship credit should be based only on substantial contributions to: (1) conception and design, or analysis and
interpretation of the data; and to (2) drafting the article or revising it critically for important intellectual content; and on (3) final approval of the
version to be published. Conditions 1, 2, and 3 must all be met. The editor may ask for verification of these conditions for each author.

Copyright Issues

JPHD encourages the posting of manuscripts resulting from NIH-funded research to PubMed Central (www.pubmedcentral.nih.gov) in order to
promote public access to critical research findings. Authors whose manuscripts are accepted for publication in JPHD may post the final, edited
version of the manuscript as soon as the printed journal version is distributed.

Submission of Manuscripts and Correspondence

Manuscripts should be submitted through the ScholarOne Manuscripts site at: http://mc.manuscriptcentral.com/jphd. Follow the guidelines for
submitting at the site.

Questions on manuscript submission, cover letters, and copyright assignments should be directed to the journal administrator at:
ssteil@associationcentral.org.

Questions regarding the appropriateness of articles for the journal or questions about the review and acceptance process should be directed to the
editor at: rjwl@dental.pitt.edu.

A covering letter, signed by all authors, should be mailed or FAXED (217-529-9120) to be received at the same time as the manuscript. A scanned
copy of a signed letter, sent electronically as a PDF, is also acceptable. It should include (1) information on prior or duplicate publication or
submission elsewhere of any part of the work as defined in the Uniform Requirements; (2) a statement of financial or other relationships that might
lead to a conflict of interest; (3) a statement that the manuscript has been read and approved by all the authors, that the requirements for
authorship have been met, and that each author believes that the manuscript represents honest work; and (4) the name, address, and telephone
number of the corresponding author who is responsible for communicating with the other authors about revisions and final approval of the proofs.
A scanned copy of the signed letter may be sent electronically or mailed to the journal administrator at above address.

Manuscript Submitted Previously to Another Journal

If a manuscript recently underwent peer review by another journal, authors should disclose this information. They should include either the
previous critique or a cover letter with the new submission that explains how the authors have modified the manuscript to address the previous
(outside) critique.

Review and Action
Manuscripts are acknowledged upon receipt, reviewed by the editorial staff, and if they meet minimal publication criteria, are sent to at least two
outside referees for a blind review.
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Accepted manuscripts are examined and editorial revisions likely will be made to add clarity and to conform to the JPHD style. Authors will be sent
proofs prior to printing. Upon acceptance, papers become the permanent property of the JPHD and may not be reproduced by any means, in
whole or in part, without the written consent of the editor.

Peer Reviewer Nominations

The editor selects the reviewers for each submission and encourages recommendations for reviewers from submitting authors. Thus, during the
submission process, authors may nominate 2 to 4 external referees to review their manuscript (please provide at least their name and email
address). The best reviewers are authors of publications on which your research builds and which you cite. Peer reviewers must have a publishing
track in the area the manuscript deals with.

When suggesting peer reviewers, conflicts of interests should be avoided, that is, suggested referees should not:

be from the same department or (ideally) the same university;

have been a research supervisor or graduate student of one of the authors within the past five years;

have collaborated with one of the authors within the past five years or have plans to collaborate in the immediate future;

be employees of non-academic organizations with which one of the authors has collaborated within the past five years; or

be in any other kind of potential conflict of interest situation (eg, personal, financial).

We ask applicants not to contact suggested referees in advance. The editor reserves the right to send the manuscript to other referees.

Reporting Guidelines for Specific Study Designs

Authors are encouraged to consult best practice guidelines relevant for their research design. Research reports frequently omit important
information.

Randomized Controlled Clinical Trials (RCTs) are highly encouraged and should be reported in accordance with the CONSORT statement
(http://www.consort-statement.org/).

A diagram illustrating the flow of participants through the trial is required (http://www.consort-statement.org/index.aspx?0=1077). Please complete
and include the CONSORT checklist with the submission.

In accordance with recommendations from the ICMJE (Uniform Requirements) it is strongly recommended that RCTs be registered in a WHO
accredited trial registry (this is mandatory for industry sponsored trials). Please mention the International Standard Randomized Controlled Trial
Number (ISRCTN) (or a comparable trial identifier) at the end of the abstract (in brackets), as well as when you first mention the acronym of a RCT
in the manuscript.

Reporting guidelines have also been developed for a number of other study designs and as JPHD encourages reviewers to use these guidelines
during the peer review process, authors are well advised to use these checklists as well during research planning and manuscript preparation.
Examples include:

for observational epidemiology studies the STROBE guidelines (http://www.strobe-statement.org/)

and for meta-analysis and systematic reviews the QUORUM statement, (Lancet. 1999 Nov 27;354(9193):1896-900).

Early View

The Journal is part of the Wiley Interscience Early View service. Articles are published on a regular basis online in advance of their appearance in
a print issue. These articles are fully peer reviewed, edited, and complete—they only lack page numbers and volume/issue details—and are
considered fully published from the date they first appear online. This date is shown with the article in the online table of contents. Because Early
View articles are considered fully complete, please bear in mind that changes cannot be made to an article after the online publication date even if
it is still yet to appear in print.

The articles are available as full text HTML or PDF and can be cited as references by using their Digital Object Identifier (DOI) numbers. For more
information on DOls, please see http://www.doi.org/fag.html.

To view all the articles currently available, please visit the journal homepage at http://onlinelibrary.wiley.com/doi/10.1111/jphd.2008.9999.issue-
9999/issuetoc. Upon print publication, the article will be removed from the Early View area and will appear instead in the relevant online issue,
complete with page numbers and volume/issue details. No other changes will be made.

The implementation of Early View for JPHD represents our commitment to publishing articles as soon as possible for readers, reducing time to
publication considerably without sacrificing quality or completeness.

NIH Policy

Wiley-Blackwell supports authors by posting the accepted version of articles by NIH grant-holders to PubMed Central. The accepted version is the
version that incorporates all amendments made during peer review, but prior to the publisher's copy-editing and typesetting. This accepted version
will be made publicly available 12 months after publication in the journal. The NIH mandate applies to all articles based on research that has been
wholly or partially funded by the NIH and that are accepted for publication on or after April 7, 2008. For more information about the NIH's Public
Access Policy, visit http://publicaccess.nih.gov.

Wiley-Blackwell also offers its OnlineOpen and Funded Access services. Upon payment of the OnlineOpen or Funded Access fee, we will deposit
the published version of the article into PubMed Central, with public availability in PubMed Central and on the journal's website immediately upon
publication.

Copyright

If your paper is accepted, the author identified as the formal corresponding author for the paper will receive an email prompting them to login into
Author Services; where via the Wiley Author Licensing Service (WALS) they will be able to complete the license agreement on behalf of all authors
on the paper.

For authors signing the Copyright Assignment Form

If the OnlineOpen option is not selected the corresponding author will be presented with the copyright form to sign. The terms and conditions of
the copyright form can be previewed here.

Terms and Conditions
Please do not complete this PDF until you are prompted to login into Author Services as described above.
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Note to Contributors on Deposit of Accepted Version

Funder arrangements

Certain funders, including the NIH, members of the Research Councils UK (RCUK) and Wellcome Trust require deposit of the Accepted Version in
a repository after an embargo period. Details of funding arrangements are set out at the following website:
http://www.wiley.com/go/funderstatement. Please contact the Journal production editor if you have additional funding requirements.

Institutions
Wiley has arrangements with certain academic institutions to permit the deposit of the Accepted Version in the institutional repository after an
embargo period. Details of such arrangements are set out at the following website: http://www.wiley.com/go/funderstatement

For authors choosing OnlineOpen
If the OnlineOpen option is selected the corresponding author will have a choice of the following Creative Commons License Open Access
Agreements (OAA):

Creative Commons Attribution License OAA

Creative Commons Attribution Non-Commercial License OAA

Creative Commons Attribution Non-Commercial -NoDerivs License OAA

To preview the terms and conditions of these open access agreements please visit the Copyright FAQs hosted on Wiley Author Services
http://authorservices.wiley.com/bauthor/fags_copyright.asp and visit http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--
License.html.

If you select the OnlineOpen option and your research is funded by The Wellcome Trust and members of the Research Councils UK (RCUK) you
will be given the opportunity to publish your article under a CC-BY license supporting you in complying with Wellcome Trust and Research
Councils UK requirements. For more information on this policy and the Journal’s compliant self-archiving policy, please visit:
http://www.wiley.com/go/funderstatement.

Author Guidelines

COMMUNITY DENTISTRY AND ORAL EPIDEMIOLOGY

Content of Author Guidelines: 1. General, 2. Ethical Guidelines, 3. Submission of Manuscripts, 4. Manuscript Format and Structure, 5. After
Acceptance

Useful Websites: Submission Site, Articles published in Community Dentistry and Oral Epidemiology, Author Services, Wiley
Blackwell’s Ethical Guidelines, Guidelines for Figures

1. GENERAL

The aim of Community Dentistry and Oral Epidemiology is to serve as a forum for scientifically based information in community dentistry, with the
intention of continually expanding the knowledge base in the field. The scope is therefore broad, ranging from original studies in epidemiology,
behavioural sciences related to dentistry, and health services research, through to methodological reports in program planning, implementation
and evaluation. Reports dealing with people of any age group are welcome.

The journal encourages manuscripts which present methodologically detailed scientific research findings from original data collection or analysis of
existing databases. Preference is given to new findings. Confirmation of previous findings can be of value, but the journal seeks to avoid needless
repetition. It also encourages thoughtful, provocative commentaries on subjects ranging from research methods to public policies. Purely
descriptive reports are not encouraged, and neither are behavioural science reports with only marginal application to dentistry.

Knowledge in any field advances only when research findings and policies are held up to critical scrutiny. To be consistent with that view, the
journal encourages scientific debate on a wide range of subjects. Responses to research findings and views expressed in the journal are always
welcome, whether in the form of a manuscript or a commentary. Prompt publication will be sought for these submissions. Book reviews and short
reports from international conferences are also welcome, and publication of conference proceedings can be arranged with the publisher.

Please read the instructions below carefully for details on the submission of manuscripts, and the journal's requirements and standards, as well as
information on the procedure after acceptance of a manuscript for publication in Community Dentistry and Oral Epidemiology. Authors are
encouraged to visit Wiley Blackwell Author Services for further information on the preparation and submission of articles and figures.

2. GUIDELINES FOR RESEARCH REPORTING
Community Dentistry and Oral Epidemiology adheres to the ethical guidelines below for publication and research.

2.1. Authorship and Acknowledgements

Authorship: Authors submitting a manuscript do so on the understanding that the manuscript has been read and approved by all authors, and
that all authors agree to the submission of the manuscript to the Journal.

Community Dentistry and Oral Epidemiology adheres to the definition of authorship set up by the International Committee of Medical Journal
Editors (ICMJE). According to the ICMJE criteria, authorship should be based on (1) substantial contributions to conception and design of, or
acquisition of data or analysis and interpretation of data, (2) drafting the article or revising it critically for important intellectual content and (3) final
approval of the version to be published. Authors should meet conditions 1, 2 and 3.

It is a requirement that all authors have been credited as appropriate upon submission of the manuscript. Contributors who do not qualify as
authors should be mentioned under Acknowledgments.

Acknowledgements: Under acknowledgements, please specify contributors to the article other than the authors accredited and all sources of
financial support for the research.


http://www.wiley.com/go/funderstatement
http://media.wiley.com/assets/7130/56/SN_Sub2000_F_CoW.pdf
http://media.wiley.com/assets/7130/56/SN_Sub2000_F_CoW.pdf
http://mc.manuscriptcentral.com/cdoe
https://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1600-0528
http://authorservices.wiley.com/bauthor/author.asp
http://authorservices.wiley.com/bauthor/publicationethics.asp
http://authorservices.wiley.com/bauthor/publicationethics.asp
http://authorservices.wiley.com/bauthor/illustration.asp
http://authorservices.wiley.com/bauthor/
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2.2. Ethical Approvals

In all reports of original studies with humans, authors should specifically state the nature of the ethical review and clearance of the study protocol.
Informed consent must be obtained from human participants in research studies. Some reports, such as those dealing with institutionalized
children or mentally retarded persons, may need additional details of ethical clearance.

Research participants: research involving human participants will be published only if such research has been conducted in full accordance with
ethical principles, including the World Medical AssociationDeclaration of Helsinki (version 2008) and the additional requirements (if any) of the
country where the research has been carried out.

Manuscripts must be accompanied by a statement that the research was undertaken with the understanding and written consent of each
participant and according to the above mentioned principles.

All studies should include an explicit statement in the Methods section identifying the review and ethics committee approval for each study, if
applicable. Editors reserve the right to reject papers if there is doubt as to whether appropriate procedures have been used. Take care to use the term
“participant” instead of “subject” when reporting on your study.

Ethics of investigation: Manuscripts not in agreement with the guidelines of the Helsinki Declaration (as revised in 1975) will not be accepted for
publication.

Animal Studies: When experimental animals are used, the methods section must clearly indicate that adequate measures were taken to minimize
pain or discomfort. Experiments should be carried out in accordance with the Guidelines laid down by the National Institute of Health (NIH) in the
USA in respect of the care and use of animals for experimental procedures or with the European Communities Council Directive of 24 November
1986 (86/609/EEC) and in accordance with local laws and regulations.

2.3. Clinical Trials
Clinical trials should be reported using the CONSORT guidelines available at http://www.consort-statement.org. A CONSORT checklist should
also be included in the submission material.

Community Dentistry and Oral Epidemiology encourages authors submitting manuscripts reporting from a clinical trial to register the trials in any of
the following free, public clinical trials registries: www.clinicaltrials.gov, http://clinicaltrials.ifpma.org/clinicaltrials, http://isrctn.org/. The
clinical trial registration number and name of the trial register will then be published with the manuscript.

2.4. Observational and Other Studies

Reports on observational studies such as cohort, case-control and cross-sectional studies should be consistent with guidelines such as STROBE.
Meta-analysis for systematic reviews should be reported consistent with guidelines such as QUOROM or MOOSE. These guidelines can be
accessed at www.equator-network.org. Authors of analytical studies are strongly encouraged to submit a Directed Acyclic Graph as a
supplementary file for the reviewers and editors. This serves to outline the rationale for their modelling approach and to ensure that authors
consider carefully the analyses that they conduct.

Studies with a health economics focus should be consistent with the Consolidated Health Economic Evaluation Reporting Standards (CHEERS) statement and the CHEERS
checklist; see the article at the following link: https://www.bmj.com/content/346/bmj.f1049

2.5. Appeal of Decision
The decision on a manuscript is final and cannot be appealed.

2.6. Permissions
If all or parts of previously published illustrations are used, permission must be obtained from the copyright holder concerned. It is the primary
author's responsibility to obtain these in writing and provide copies to the Publishers.

Photographs of People

Community Dentistry and Oral Epidemiology follows current HIPAA guidelines for the protection of patient/participant privacy. If an individual
pictured in a digital image or photograph can be identified, his or her permission is required to publish the image. The corresponding author may
submit a letter signed by the patient authorizing the Community Dentistry and Oral Epidemiology to publish the image/photo. Alternatively, a form
provided by Community Dentistry and Oral Epidemiology (available by clicking the "Instructions and Forms" link in Manuscript central) may be
downloaded for your use. You can also download the form here. This approval must be received by the Editorial Office prior to final acceptance of
the manuscript for publication. Otherwise, the image/photo must be altered such that the individual cannot be identified (black bars over eyes,
etc.).

2.7. Copyright Assignment

If your paper is accepted, the author identified as the formal corresponding author for the paper will receive an email prompting them to log into
Author Services, where, via the Wiley Author Licensing Service (WALS), they will be able to complete the licence agreement on behalf of all
authors on the paper.

For authors signing the copyright transfer agreement
If the OnlineOpen option is not selected, the corresponding author will be presented with the copyright transfer agreement (CTA) to sign. The
terms and conditions of the CTA can be previewed in the samples associated with the Copyright FAQs below:

CTA Terms and Conditions http://authorservices.wiley.com/bauthor/fags copyright.asp

For authors choosing OnlineOpen
If the OnlineOpen option is selected, the corresponding author will have a choice of the following Creative Commons License Open Access
Agreements (OAA):

Creative Commons Attribution License OAA
Creative Commons Attribution Non-Commercial License OAA
Creative Commons Attribution Non- Commercial - NoDerivs License OAA

To preview the terms and conditions of these open access agreements, please visit the Copyright FAQs hosted on Wiley Author
Services http://authorservices.wiley.com/bauthor/fags copyright.asp and
visit http://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html.

If you select the OnlineOpen option and your research is funded by The Wellcome Trust and members of the Research Councils UK (RCUK) or
the Austrian Science Fund (FWF), you will be given the opportunity to publish your article under a CC-BY license supporting you in complying with
your Funder requirements. For more information on this policy and the Journal’s compliant self-archiving policy, please

visit: http://www.wiley.com/go/funderstatement.

3. SUBMISSION OF MANUSCRIPTS

Manuscripts should be submitted electronically via the online submission site http://mc.manuscriptcentral.com/cdoe. The use of an online
submission and peer review site enables immediate distribution of manuscripts and consequentially speeds up the review process. It also allows
authors to track the status of their own manuscripts. Community Dentistry and Oral Epidemiologyrequires the submitting/corresponding author
(only) to provide an ORCID iD when submitting their manuscript. If the author does not have an ORCID iD, an easy-to-use application to obtain
one is available through the journal’s ScholarOne system. Complete instructions for submitting a manuscript are available online and below. Further
assistance can be obtained from the Managing Editor, Michelle Martire:cdoejournal@wiley.com
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https://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1600-0528/homepage/FundedAccess.html
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Editorial Office:

Professor W. Murray Thomson

Editor

Community Dentistry and Oral Epidemiology
Sir John Walsh Research Institute

Faculty of Dentistry

The University of Otago

Dunedin, New Zealand

E-mail: murray.thomson@otago.ac.nz
Tel: +64 3 479 7116

The Managing Editor is Michelle Martire: cdoejournal@wiley.com

3.1. Getting Started

« Launch your web browser (supported browsers include Internet Explorer 6 or higher, Netscape 7.0, 7.1, or 7.2, Safari 1.2.4, or Firefox 1.0.4 or
higher) and go to the journal's online Submission Site: http:/mc.manuscriptcentral.com/cdoe

« Login or click the 'Create Account' option if you are a first-time user.

« If you are creating a new account:

- After clicking on 'Create Account', enter your name and e-mail information and click 'Next'. Your e-mail information is very important.

- Enter your institution and address information as appropriate, and then click 'Next.'

- Enter a user ID and password of your choice (we recommend using your e-mail address as your user ID), and then select your area of expertise.
Click 'Finish'.

« If you have an account but have forgotten your log-in details, go to Password Help on the journals online submission

system http://mc.manuscriptcentral.com/cdoe and enter your e-mail address. The system will send you an automatic user ID and a new
temporary password.

 Login and select 'Corresponding Author Center.'

3.2. Submitting Your Manuscript

« After you have logged in, click the 'Submit a Manuscript' link in the menu bar.

« Enter data and answer questions as appropriate. You may copy and paste directly from your manuscript and you may upload your pre-prepared
covering letter.

« Click the 'Next' button on each screen to save your work and advance to the next screen.

«* You are required to upload your files.

- Click on the 'Browse' button and locate the file on your computer.

- Select the designation of each file in the drop down next to the Browse button.

- When you have selected all files you wish to upload, click the 'Upload Files' button.

* Review your submission (in HTML and PDF format) before sending to the Journal. Click the 'Submit' button when you are finished reviewing.

By submitting a manuscript to or reviewing for this publication, your name, email address, and affiliation, and other contact details the publication
might require, will be used for the regular operations of the publication, including, when necessary, sharing with the publisher (Wiley) and partners
for production and publication. The publication and the publisher recognize the importance of protecting the personal information collected from
users in the operation of these services, and have practices in place to ensure that steps are taken to maintain the security, integrity, and privacy
of the personal data collected and processed. You can learn more at https://authorservices.wiley.com/statements/data-protection-
policy.html.

3.3. Manuscript Files Accepted

Manuscripts should be uploaded as Word (.doc or .docx) or Rich Text Format (.rtf) files (not write-protected), along with separate Figure files. For
the latter, GIF, JPEG, PICT or Bitmap files are acceptable for submission, but only high-resolution TIF or EPS files are suitable for printing. Tables
should be done in Word rather than in Excel. The files will be automatically converted to HTML and a PDF document on upload, and those will be
used for the review process. The text file must contain the entire manuscript, including the title page, abstract, text, references, tables, and figure
legends, but no embedded figures. Figure tags should be included in the file. Manuscripts should be formatted as described in the Author
Guidelines below.

3.4. Suggest Two Reviewers

Community Dentistry and Oral Epidemiology attempts to keep the review process as short as possible to enable rapid publication of new scientific
data. In order to facilitate this process, please suggest the names and current email addresses of two potential international reviewers whom you
consider capable of reviewing your manuscript. Whether these are used is up to the Editor, but it is helpful to have the suggestions.

3.5. Suspension of Submission Mid-way in the Submission Process
You may suspend a submission at any phase before clicking the 'Submit' button and save it to submit later. The manuscript can then be located
under 'Unsubmitted Manuscripts' and you can click on ‘Continue Submission' to continue your submission when you choose to.

3.6. E-mail Confirmation of Submission

After submission, you will receive an email to confirm receipt of your manuscript. If you do not receive the confirmation email within 10 days,
please check your email address carefully in the system. If the email address is correct, please contact your IT department. The error may be
caused by some sort of spam filtering on your email server. Also, the emails should get through to you if your IT department adds our email server
(uranus.scholarone.com) to their whitelist.

3.7. Review Procedures

All manuscripts (except invited reviews and some commentaries and conference proceedings) are submitted to an initial review by the Editor or
Associate Editors. Manuscripts which are not considered relevant to oral epidemiology or the practice of community dentistry or are not of interest
to the readership of Community Dentistry and Oral Epidemiology will be rejected without review. Manuscripts presenting innovative, hypothesis-
driven research with methodologically detailed scientific findings are favoured to move forward to peer review. All manuscripts accepted for peer
review will be submitted to at least 2 reviewers for peer review, and comments from the reviewers and the editor will be returned to the
corresponding author.

3.8. Manuscript Status
You can access ScholarOne Manuscripts (formerly known as Manuscript Central) any time to check your 'Author Centre' for the status of your
manuscript. The Journal will inform you by e-mail once a decision has been made.

3.9. Submission of Revised Manuscripts

Revised manuscripts must be uploaded within two or three months of authors being notified of conditional acceptance pending satisfactory Minor
or Major revision respectively. Locate your manuscript under ‘Manuscripts with Decisions' and click on 'Submit a Revision' to submit your revised
manuscript. Please remember to delete any previously-uploaded files when you upload your revised manuscript. Revised manuscripts must show
changes to the text in either bold font, coloured font or highlighted text. Do NOT use track changes for this. Prepare and submit a separate
“Response to reviewers” document, in which you address EACH of the points raised by the reviewers.


mailto:murray.thomson@otago.ac.nz
mailto:cdoejournal@wiley.com
http://mc.manuscriptcentral.com/cdoe
http://mc.manuscriptcentral.com/cdoe
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3.10. Conflict of Interest

Community Dentistry & Oral Epidemiology requires that sources of institutional, private and corporate financial support for the work within the
manuscript must be fully acknowledged, and any potential grant holders should be listed. Acknowledgements should be brief and should include
information concerning conflict of interest and sources of funding. It should not include thanks to anonymous referees and editors.

3.11. Editorial Board Submissions

Manuscripts authored or co-authored by the Editor-in-Chief or by members of the Editorial Board are evaluated using the same criteria determined
for all other submitted manuscripts. The process is handled confidentially and measures are taken to avoid real or reasonably perceived conflicts
of interest.

4. MANUSCRIPT FORMAT AND STRUCTURE

4.1. Word Limit and Page Charges

Articles should be limited to 3,700 words (including references) and 6 Tables or Figures; alternatively, 4,000 words and 5 Tables or Figures may
be used. This equates to seven published pages, and authors are strongly encouraged to stay within those limits. The Methods and Results
sections are usually where the word count can “blow out”, and authors are encouraged to consider submitting heavily detailed material for
inclusion in a separate online Appendix to their article (at no cost). Articles exceeding seven published pages are subject to a charge of USD
300 per additional page. One published page amounts approximately to 5,500 characters (including spaces) of text but does not include
Figures and Tables.

4.2. Format

Language: All submissions must be in English; both British and American spelling conventions are acceptable. Authors for whom English is a
second language must have their manuscript professionally edited by an English speaking person before submission to make sure the English is
of high quality. It is preferred that manuscript is professionally edited. A list of independent suppliers of editing services can be found

at http://wileyeditingservices.com/en/. All services must be paid for and arranged by the author, and use of one of these services does not
guarantee acceptance or preference for publication.

Font: All submissions must be 1.5 spaced using a standard 12-point font size, and preferably in the Times Roman font.

Abbreviations, Symbols and Nomenclature: Authors can consult the following source: CBE Style Manual Committee. Scientific style and
format: the CBE manual for authors, editors, and publishers. 6th ed. Cambridge: Cambridge University Press, 1994

4.3. Structure
All manuscripts submitted to Community Dentistry and Oral Epidemiology should follow the structure guidelines below.

Title Page: the names and institutional affiliations of all authors of the manuscript should be included.

Abstract: All manuscripts submitted to Community Dentistry and Oral Epidemiology should use a structured abstract under the headings:
Objectives — Methods — Results — Conclusions.

Main Text of Original Articles should include Introduction, Methods, Results and Discussion. Subheadings are not encouraged.

Introduction: should be focused, outlining the historical or logical origins of the study and not summarise the findings; exhaustive literature
reviews are not appropriate. It should close with an explicit statement of the specific aims of the investigation.

Methods must contain sufficient detail such that, in combination with the references cited, all studies reported can be fully reproduced. As a
condition of publication, authors are required to make materials and methods used freely available to other academic researchers for their own
use.

Discussion: this may usually start with a brief summary of the major findings, but repetition of parts of the Abstract or of the Results sections
should be avoided. The section should end with a brief conclusion and a comment on the potential clinical program or policy relevance of the
findings. Statements and interpretation of the data should be appropriately supported by original references. In the Discussion and conclusion, use the
term 'findings' rather than 'results'. See Docherty and Smith, BMJ 1999; 318: 1224-5 for how to structure a Discussion section. That structure is encouraged.

4.4. References
Authors are required to cite all necessary references for the research background, methods and issues discussed. Primary sources should be
cited. Relevant references published in CDOE are expected to be among the cited literature.

The list of references begins on a fresh page in the manuscript. All references should be numbered consecutively in order of appearance and
should be as complete as possible. In text citations should cite references in consecutive order using Arabic superscript numerals. Sample
references follow:

Journal article:

1. King VM, Armstrong DM, Apps R, Trott JR. Numerical aspects of pontine, lateral reticular, and inferior olivary projections to two paravermal
cortical zones of the cat cerebellum. J Comp Neurol 1998;390:537-551.

Book:

2. Voet D, Voet JG. Biochemistry. New York: John Wiley & Sons; 1990. 1223 p.

Please note that journal title abbreviations should conform to the practices of Chemical Abstracts.

For more information about AMA reference style - AMA Manual of Style

4.5. Tables, Figures and Figure Legends

Tables are part of the text and should be included, one per page, after the References. Please see our Guide to Tables and Figures for guidance
on how to lay these out. All graphs, drawings, and photographs are considered figures and should be sequentially numbered with Arabic

numerals. Each figure must be on a separate page and each must have a caption. All captions, with necessary references, should be typed
together on a separate page and numbered clearly (Fig.1, Fig. 2, etc.).

Preparation of Electronic Figures for Publication: Although low-quality images are adequate for review purposes, print publication requires
high quality images to prevent the final product being blurred or fuzzy. Submit EPS (lineart) or TIFF (halftone/photographs) files only. MS
PowerPoint and Word Graphics are unsuitable for printed pictures. Do not use pixel-oriented programmes. Scans (TIFF only) should have a
resolution of 300 dpi (halftone) or 600 to 1200 dpi (line drawings) in relation to the reproduction size (see below). EPS files should be saved with
fonts embedded (and with a TIFF preview if possible). For scanned images, the scanning resolution (at final image size) should be as follows to
ensure good reproduction: line art: >600 dpi; half-tones (including gel photographs): >300 dpi; figures containing both halftone and line images:
>600 dpi.

Further information can be obtained at Wiley Blackwell’s guidelines for figures: http://authorservices.wiley.com/bauthor/illustration.asp.

Check your electronic artwork before submitting it: http://authorservices.wiley.com/bauthor/eachecklist.asp

Permissions: If all or parts of previously published illustrations are used, permission must be obtained from the copyright holder concerned. It is
the corresponding author's responsibility to obtain these in writing and provide copies to the Publishers.


http://wileyeditingservices.com/en/
http://www.amamanualofstyle.com/
https://wol-prod-cdn.literatumonline.com/pb-assets/assets/16000528/Guide_to_Tables_and_Figures-1509465787000.pdf
http://authorservices.wiley.com/bauthor/illustration.asp
http://authorservices.wiley.com/bauthor/eachecklist.asp
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Color figures. Figures submitted in colour may be reproduced in color online free of charge. Please note, however, that it is preferable that line
figures (e.g. graphs and charts) are supplied in black and white so that they are legible if printed by a reader in black and white. If an author would
prefer to have figures printed in colour in hard copies of the journal, a fee will be charged by the Publisher.

Figure Legends: All captions, with necessary references, should be typed together on a separate page and numbered clearly (Fig.1, Fig. 2, etc.).

Special issues: Larger papers, monographs, and conference proceedings may be published as special issues of the journal. The full cost of
these extra issues must be paid by the authors. Further information can be obtained from the editor or publisher.

5. AFTER ACCEPTANCE

Upon acceptance of a manuscript for publication, the manuscript will be forwarded to the Production Editor, who is responsible for the production
of the journal.

5.1. Proof Corrections
The corresponding author will receive an email alert containing a link to a web site. A working email address must therefore be provided for the
corresponding author. The proof can be downloaded as a PDF (portable document format) file from this site.

Acrobat Reader will be required in order to read this file. This software can be downloaded (free of charge) from the following Web

site: www.adobe.com/products/acrobat/readstep2.html. This will enable the file to be opened, read on screen, and printed out in order for any
corrections to be added. Further instructions will be sent with the proof. Hard copy proofs will be posted if no e- mail address is available; in your
absence, please arrange for a colleague to access your e-mail to retrieve the proofs. Proofs must be returned within three days of receipt.

Since changes to proofs are costly, we ask that you only correct typesetting errors. Excessive changes made by the author in the proofs,
excluding typesetting errors, will be charged separately. Other than in exceptional circumstances, all illustrations are retained by the publisher.
Please note that the author is responsible for all statements made in the work, including changes made by the copy editor.

5.2. Early View (Publication Prior to Print)

Community Dentistry and Oral Epidemiology is covered by Wiley Blackwell's Early View service. Early View articles are complete full-text articles
published online in advance of their publication in a printed issue. They have been fully reviewed, revised and edited for publication, and the
authors' final corrections have been incorporated. Because they are in final form, no changes can be made after online publication. The nature of
Early View articles means that they do not yet have volume, issue or page numbers, so Early View articles cannot be cited in the traditional way.
They are therefore given a Digital Object Identifier (DOI), which allows the article to be cited and tracked before it is allocated to an issue. After
print publication, the DOI remains valid and can continue to be used to cite and access the article.

5.3. Author Services
Online production tracking is available for your article through Wiley Blackwell's Author Services. Please
see: http://authorservices.wiley.com/bauthor/

Paul Riordan's language correction service:
Write2Publish

email: w2p@orange.fr
Phone: +33 4 73 78 32 97

5.4. Video Abstracts

Bring your research to life by creating a video abstract for your article! Wiley partners with Research Square to offer a service of professionally
produced video abstracts. Learn more about video abstracts at www.wileyauthors.com/videoabstracts and purchase one for your article

at https://www.researchsquare.com/wiley/ or through your Author Services Dashboard. If you have any questions, please direct them

to videoabstracts@wiley.com

Author Guidelines

BRAZILIAN ORAL RESEARCH

Mission, scope, and submission policy

Brazilian Oral Research - BOR (online version ISSN 1807-3107) is the official publication of the Sociedade Brasileira de Pesquisa Odontolégica -
SBPQO (the Brazilian division of the International Association for Dental Research - IADR). The journal has an Impact Factor™ of 0.937 (Institute
for Scientific Information - ISI), is peer-reviewed (double-blind system), and its mission is to disseminate and promote an information interchange
concerning the several fields in dentistry research and/or related areas with gold open access.

BOR invites the submission of original and review manuscripts and papers in the following typology: Original Research (complete manuscript or
Short Communication), Critical Review of Literature, Systematic Review (and Meta-Analysis) and Letters to the Editor. All submissions must be
exclusive to.

Manuscripts and all corresponding documentation should be exclusively submitted through ScholarOne Manuscripts™ via the online submission
link (http://mc04.manuscriptcentral.com/bor-scielo).

The evaluation process of manuscript's scientific content will only be initiated after meeting of all the requirements described in the present
Instructions for Authors. Any manuscript that does not meet these requirements will be returned to the corresponding author for adaptations.

Important: Once having been accepted on their scientific merit, all manuscripts will be submitted for grammar and style revision as per the English
language. Contact BOR by bor@sbpqgo.org.br to get information about the recommended translation companies.The authors should forward the
revised text with the enclosed revision certificate provided by the chosen editing company. Linguistic revisions performed by companies that do
not provide the mentioned certificate will not be accepted. As an exception, this rule does not apply when one of the authors is a native English
speaker.


http://www.adobe.com/products/acrobat/readstep2.html
http://authorservices.wiley.com/bauthor/
http://correction-home.fr/Write2Publish_Home.html
mailto:w2p@orange.fr
http://www.wileyauthors.com/videoabstracts
https://www.researchsquare.com/wiley/
mailto:videoabstracts@wiley.com
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Presentation of the manuscript
The manuscript text should be written in English and provided in a digital file compatible with “Microsoft Word” (in DOC, DOCX, or RTF format).

All figures (including those in layouts/combinations) must be provided in individual and separate files, according to recommendations described
under the specific topic.

Photographs, micrographs, and radiographs should be provided in TIFF format, according to the recommendations described under the specific
topic.

Charts, drawings, layouts, and other vector illustrations must be provided in a PDF format individually in separate files, according to the
recommendations described under the specific topic.

Video files may be submitted as per the specifications, including the author’'s anonymity (for purposes of evaluation) and respect for the patient’s
rights.

Important: ScholarOne™ allows upload of a set of files up to 10 MB. In case the video file exceeds this size, it is possible to leave information
about the link to access the video. The use of patients’ initials, names, and/or registry numbers is prohibited in the reproduction of clinical
documentation. The identification of patients is prohibited. An informed consent statement, signed by the patient, concerning the use of his/her
image should be provided by the author(s) when requested by BOR. The Copyright legislation in force must be respected and the source cited
when the manuscript reproduces any previously published material (including texts, charts, tables, figures, or any other materials).

Title page (compulsory data)

This must indicate the specialty* or research field focused on in the manuscript.

*Anatomy; Basic Implantodontology and Biomaterials; Behavioral Sciences; Biochemistry; Cariology; Community Dental Health; Craniofacial
Biology; Dental Materials; Dentistry; Endodontic Therapy; Forensic Dentistry; Geriatric Dentistry; Imaginology; Immunology; Implantodontology —
Prosthetics; Implantodontology — Surgical; Infection Control; Microbiology; Mouth and Jaw Surgery; Occlusion; Oral Pathology; Orthodontics;
Orthopedics; Pediatric Dentistry; Periodontics; Pharmacology; Physiology; Prosthesis; Pulp Biology; Social/Community Dentistry; Stomatology;
Temporomandibular Joint Dysfunction.

Informative and concise title, limited to a maximum of 110 characters, including spaces.

Names of all authors written out in full, including respective telephone numbers and email addresses for correspondence. We recommend that
authors collate the names present in the Cover Letter with the profile created in ScholarOne™, to avoid discrepancies.

The participation of each author must be justified on a separate page, which should meet the authorship and co-authorship criteria adopted by the
International Committee of Medical Journal Editors, available at http://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-
the-role-of-authors-and-contributors.html

Data of institutional/professional affiliation of all authors, including university (or other institution), college/program, department, city, state, and
country, presented according to internal citation norms established by each author’s institution. Verify that such affiliations are correctly entered in
ScholarOne™.

Abstract: This should be presented as a single structured paragraph (but with no subdivisions into sections) containing the objective of the work,
methodology, results, and conclusions. In the System if applicable, use the Special characters tool for special characters.

Keywords: Ranging from 3 (three) to 5 (five) main descriptors should be provided, chosen from the keywords registered at http://decs.bvs.br/ or
http://www.nIm.nih.gov/mesh/MBrowser.html (no synonyms will be accepted).

Main Text

Introduction: This should present the relevance of the study, and its connection with other published works in the same line of research or field,
identifying its limitations and possible biases. The objective of the study should be concisely presented at the end of this section.

Methodology: All the features of the material pertinent to the research subject should be provided (e.qg., tissue samples or research subjects). The
experimental, analytical, and statistical methods should be described in a concise manner, although in detail, sufficient to allow others to recreate
the work. Data from manufacturers or suppliers of products, equipment, or software must be explicit when first mentioned in this section, as
follows: manufacturer's name, city, and country. The computer programs and statistical methods must also be specified. Unless the objective of
the work is to compare products or specific systems, the trade names of techniques, as well as products, or scientific and clinical equipment
should only be cited in the “Methodology” and “Acknowledgments” sections, according to each case. Generic names should be used in the
remainder of the manuscript, including the title. Manuscripts containing radiographs, microradiographs, or SEM images, the following information
must be included: radiation source, filters, and kV levels used. Manuscripts reporting studies on humans should include proof that the research
was ethically conducted according to the Helsinki Declaration (World Medical Association, http://www.wma.net/en/30publications/10policies/b3/).
The approval protocol number issued by an Institutional Ethics Committee must be cited. Observational studies should follow the STROBE
guidelines (http://strobe-statement.org/), and the check list must be submitted. Clinical Trials must be reported according to the CONSORT
Statement standard protocol (http://www.consort-statement.org/); systematic reviews and meta-analysis must follow the PRISMA
(http://www.prisma-statement.org/), or Cochrane protocol (http://www.cochrane.org/).

Clinical Trials

Clinical Trials according to the CONSORT guidelines, available at www.consort-statement.org. The clinical trial registration number and the
research registration name will be published along with the article.

Manuscripts reporting studies performed on animals must also include proof that the research was conducted in an ethical manner, and the
approval protocol number issued by an Institutional Ethics Committee should be cited. In case the research contains a gene registration, before
submission, the new gene sequences must be included in a public database, and the access number should be provided to BOR. The authors
may use the following databases:
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GenBank: http://www.ncbi.nlm.nih.gov/Genbank/submit

EMBL: http://www.ebi.ac.uk/embl/Submission/index.html

DDBJ: http://www.ddbj.nig.ac.jp

Manuscript submissions including microarray data must include the information recommended by the MIAME guidelines (Minimum Information
About a Microarray Experiment: http://www.mged.org/index.html) and/or itemize how the experimental details were submitted to a publicly
available database, such as:

ArrayExpress: http://www.ebi.ac.uk/arrayexpress/

GEO: http://www.ncbi.nim.nih.gov/geo/

Results: These should be presented in the same order as the experiment was performed, as described under the “Methodology” section. The most
significant results should be described. Text, tables, and figures should not be repetitive. Statistically relevant results should be presented with
enclosed corresponding p values.

Tables: These must be numbered and cited consecutively in the main text, in Arabic numerals. Tables must be submitted separately from the text
in DOC, DOCX, or RTF format.

Discussion: This must discuss the study results in relation to the work hypothesis and relevant literature. It should describe the similarities and
differences of the study in relation to similar studies found in literature, and provide explanations for the possible differences found. It must also
identify the study’s limitations and make suggestions for future research.

Conclusions: These must be presented in a concise manner and be strictly based on the results obtained in the research. Detailing of results,
including numerical values, etc., must not be repeated.

Acknowledgments: Contributions by colleagues (technical assistance, critical comments, etc.) must be given, and any bond between authors and
companies must be revealed. This section must describe the research funding source(s), including the corresponding process numbers.

Plagiarism

BOR employs a plagiarism detection system. When you send your manuscript to the journal it may be analyzed-not merely for the repetition of
names/affiliations, but rather the sentences or texts used.

References: Only publications from peer-reviewed journals will be accepted as references. Unfinished manuscripts, dissertations, theses, or
abstracts presented in congresses will not be accepted as references. References to books should be avoided.

Reference citations must be identified in the text with superscript Arabic numerals. The complete reference list must be presented after the
“Acknowledgments” section, and the references must be numbered and presented in Vancouver Style in compliance with the guidelines provided
by the International Committee of Medical Journal Editors, as presented in Uniform Requirements for Manuscripts Submitted to Biomedical
Journals (http://www.ncbi.nlm.nih.gov/books/NBK7256/). The journal titles should be abbreviated according to the List of Journals Indexed in Index
Medicus (http://www.ncbi.nim.nih.gov/nimcatalog/journals). The authors shall bear full responsibility for the accuracy of their references.

Spelling of scientific terms: When first mentioned in the main text, scientific names (binomials of microbiological, zoological, and botanical
nomenclature) must be written out in full, as well as the names of chemical compounds and elements.

Units of measurement: These must be presented according to the International System of Units (http://www.bipm.org or
http://www.inmetro.gov.br/consumidor/unidLegaisMed.asp).

Footnotes on the main text: These must be indicated by asterisks and restricted to the bare minimum.

Figures: Photographs, microradiographs, and radiographs must be at least 10 cm wide, have at least 500 dpi of resolution, and be provided in
TIFF format. Charts, drawings, layouts, and other vector illustrations must be provided in a PDF format. All the figures must be submitted
individually in separate files (not inserted into the text file). Figures must be numbered and consecutively cited in the main text in Arabic numerals.
Figure legends should be inserted together at the end of the text, after the references.

Characteristics and layouts of types of manuscripts
Original Research

Limited to 30,000 characters including spaces (considering the introduction, methodology, results, discussion, conclusion, acknowledgments,
tables, references, and figure legends). A maximum of 8 (eight) figures and 40 (forty) references will be accepted. The abstract can contain a
maximum of 250 words.

Layout - Text Files

Title Page

Main text (30,000 characters including spaces)
Abstract: a maximum of 250 words
Keywords: 3 (three)-5 (five) main descriptors
Introduction

Methodology

Results

Discussion

Conclusion

Acknowledgments

Tables
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References: maximum of 40 references
Figure legends
Layout - Graphic Files

Figures: a maximum of 8 (eight) figures, as described above.

Short Communication

Limited to 10,000 characters including spaces (considering the introduction, methodology, results, discussion, conclusion, acknowledgments,
tables, references, and figure legends). A maximum of 2 (two) figures and 12 (twelve) references will be allowed. The abstract can contain a
maximum of 100 words.

Layout - Text Files

Title page

Main text (10,000 characters including spaces)
Abstract: a maximum of 100 words
Descriptors: 3 (three)-5 (five) main descriptors
Introduction

Methodology

Results

Discussion

Conclusion

Acknowledgments

Tables

References: a maximum of 12 references
Figure legends

Layout- Graphic Files

Figures: a maximum of 2 (two) figures, as described above.

Critical Review of Literature

The submission of this type of manuscript will be performed only by invitation of the BOR Publishing Commission. All manuscripts will be
submitted to peer-review. This type of manuscript must have a descriptive and discursive content, focusing on a comprehensive presentation and
discussion of important and innovative scientific issues, with a limit of 30,000 characters including spaces (considering the introduction,
methodology, results, discussion, conclusion, acknowledgments, tables, references, and figure legends). It must include a clear presentation of the
scientific object, logical argumentation, a methodological and theoretical critical analysis of the studies, and a summarized conclusion. A maximum
of 6 (six) figures and 50 (fifty) references is permitted. The abstract must contain a maximum of 250 words.

Layout- Text Files

Title page

Main text (30,000 characters including spaces)
Abstract: @ maximum of 250 words
Keywords: 3 (three)-5 (five) main descriptors
Introduction

Methodology

Results

Discussion

Conclusion

Acknowledgments

Tables

References: maximum of 50 references
Figure legends

Layout - Graphic Files

Figures: a maximum of 6 (six) figures, as described above.

Systematic Review and Meta-Analysis

While summarizing the results of original studies, quantitative or qualitative, this type of manuscript should answer a specific question, with a limit
of 30,000 characters, including spaces, and follow the Cochrane format and style (www.cochrane.org). The manuscript must report, in detail, the
process of the search and retrieval of the original works, the selection criteria of the studies included in the review, and provide an abstract of the
results obtained in the reviewed studies (with or without a meta-analysis approach). There is no limit to the number of references or figures. Tables
and figures, if included, must present the features of the reviewed studies, the compared interventions, and the corresponding results, as well as
those studies excluded from the review. Other tables and figures relevant to the review must be presented as previously described. The abstract
can contain a maximum of 250 words.

Layout - Text Files

Title page

Main text (30,000 characters including spaces)
Abstract: a maximum of 250 words

Question formulation

Location of the studies

Critical Evaluation and Data Collection

Data analysis and presentation

Improvement

Review update

References: no limit on the number of references
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Tables
Layout - Graphic Files

Figures: no limit on the number of figures
Letter to the Editor

Letters must include evidence to support an opinion of the author(s) about the scientific or editorial content of the BOR, and must be limited to 500
words. No figures or tables are permitted.

Copyright transfer agreement and responsibility statements

The manuscript submitted for publication must include the Copyright Transfer Agreement and the Responsibility Statements, available in the
online system and mandatory.
CHECKLIST FOR INITIAL SUBMISSION

Title Page file (in DOC, DOCX, or RTF format).

Main text file (Main Document, manuscript), in DOC, DOCX, or RTF format.

Tables, in DOC, DOCX, or RTF format.

Declaration of interests and funding, submitted in a separate document and in a PDF format. (if applicable)
Justification for participation of each author, provided in a separate document and in a PDF format.

Photographs, microradiographs, and radiographs (10 cm minimum width, 500 dpi minimum resolution) in TIFF format.
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