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RESUMO

AUTOPERCEPQAQ DA CONDIGCAO BUCAL EM DIFERENTES GRUPOS
ETARIOS E SEUS FATORES ASSOCIADOS

AUTOR: Maria Laura Braccini Fagundes
ORIENTADOR: Luisa Helena do Nascimento Torres

A autopercepcéo de saude bucal é uma medida multidimensional que resulta de um somatério
complexo de fatores, os quais envolvem caracteristicas individuais, 0 ambiente e 0s contextos
aos quais os individuos estdo expostos. Também é capaz de refletir as experiéncias subjetivas
relacionadas ao bem-estar psicologico, social e funcional dos individuos, inclusive impactando
na qualidade de vida destes. Logo, analisar os aspectos especificos que afetam a salide subjetiva
em cada estagio da vida pode corroborar a melhoria das politicas de saude, levando em
consideracao o que é pertinente para cada faixa etaria. O objetivo deste estudo foi verificar os
fatores associados a autopercepcdo da saude bucal em adolescentes, adultos e idosos. Trata-se
de um estudo observacional transversal com dados provenientes da Pesquisa Estadual das
Condic¢es Bucais no Estado de Sao Paulo (SBSP-2015), realizada em 163 municipios, de forma
a representar a populacdo do estado de Sdo Paulo. A amostragem foi por conglomerado em
duplo estagio de sorteio. Dados de 5.314 adolescentes (15-19 anos), 5.815 adultos (35-44) e
5.556 idosos (65+) foram analisados. O desfecho foi avaliado através de um item global de
autopercepcao de saude bucal. Variaveis demograficas e socioecondmicas, de capital social e
uso de servico odontoldgico foram coletadas, além de variaveis clinicas incluindo nimero de
dentes cariados e perdidos, uso e necessidade de prétese. Os dados foram analisados atravées da
regressdo de Poisson hierarquica, utilizando o comando svy, para estimar as razfes de
prevaléncia (RP) e seus respectivos intervalos de confianca (IC) a 95%. As andlises para cada
grupo etario foram realizadas separadamente e entdo comparadas. Adolescentes e adultos do
sexo feminino, bem como adultos ndo brancos e idosos com maior nivel de escolaridade
apresentaram pior autopercepcao de salde bucal. Ter menor capital social aumentou em 56%,
28% e 21% a prevaléncia de autopercepcdo negativa de saude bucal em adolescentes, adultos e
idosos, respectivamente. Individuos que utilizaram o servigo odontolégico para tratamento
apresentaram pior autopercepc¢do de saude bucal, para os trés grupos etarios. No modelo final,
adolescentes, adultos e idosos que possuiam maior nimero de dentes cariados apresentaram,
respectivamente, prevaléncias 56%, 30% e 29% maiores de autopercepcao negativa de salde
bucal. Adolescentes e adultos com maior nimero de dentes perdidos apresentaram,
respectivamente, 23% e 9% maior prevaléncia de autopercepc¢do negativa de satde bucal. Ja 0s
idosos com necessidade de prétese dentéria apresentaram duas vezes maior prevaléncia de
autopercepcao negativa de satde bucal. Portanto, existem diferencas entre os fatores associados
a autopercepcdo saude bucal nas diferentes faixas etarias. Aspectos intergeracionais parecem
ter influéncia na maneira como os individuos percebem sua sadde bucal. Além disso, os achados
deste estudo reforcam a importancia do planejamento e avaliacao das agdes e politicas de saude
que considerem os ciclos de vida.

Palavras-chave: Autopercepcdo. Determinantes Sociais da Saude. Grupos etarios. Qualidade
de Vida. Saude Bucal.



ABSTRACT

ORAL HEALTH SELF-PERCEPTION IN DIFFERENT AGE GROUPS AND
ASSOCIATED FACTORS

AUTHOR: Maria Laura Braccini Fagundes
ADVISOR: Luisa Helena do Nascimento Torres

Oral health self-perception (OHSP) is a multidimensional measure which results from a
complex web of factors including, in addition to individual characteristics, also the environment
and context to which individuals are exposed. As it reflects the individuals’ experience
regarding psychological, social and functional well-being, OHSP impacts quality of life.
Therefore, to analyze the specific aspects that affect health at each stage of life can corroborate
with health policies improvement, taking into account what is relevant for each age group. This
study aimed to verify the factors associated with OHSP in adolescents, adults and older adults.
This is a cross-sectional observational study with data from the Sdo Paulo Oral Health Survey
— 2015 (SBSP-2015), conducted in 163 municipalities, representative for the state of S&o Paulo.
The sampling design comprised a cluster sampling in two-stages. Data from 5,314 adolescents
(15-19 years), 5,815 adults (35-44) and 5,556 older adults (65+) were analyzed. The outcome
was assessed by a global self-rating item. Variables regarding demographic and socioeconomic
factors, social capital and dental attendance were collected, in addition to clinical variables,
including number of decayed and missing teeth, dental prosthesis use and dental prosthesis
need. Hierarchical Poisson regression models were performed, using the svy command, to
estimate prevalence ratios (PR) and its confidence intervals (95%CI). Analyzes for each age
group were performed separately and then compared. Female adolescents and adults, as well as
non-white adults and older adults with a higher educational level had worse OHSP. Having
lower social capital increased the prevalence of negative OHSP in adolescents, adults and older
adults by 56%, 28% and 21%, respectively. Individuals whose reason for last dental attendance
was treatment had a higher prevalence of the outcome for the three age groups. In the final
model, adolescents, adults and older adults with greater amount of decayed teeth showed 56%,
30% and 29% higher prevalence of negative OHSP, respectively. Adolescents and adults with
higher number of missing teeth showed, respectively, 23% and 9% higher prevalence negative
OHSP. The older adults with dental prosthesis need showed two times higher prevalence of
negative OHSP. Therefore, there are differences among the factors associated with negative
OHSP in different age groups. Intergenerational aspects seem to play a role on the way
individuals perceive their oral health. In addition, this study findings reinforce the relevance of
planning and evaluating health actions and policies considering the life cycles.

Key words: Self-Concept. Social Determinants of Health. Age Groups. Quality of Life. Oral
Health.
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INTRODUCAO GERAL

A producéo e a distribuicdo de satde sdo determinadas pelas condi¢des de vida nas quais
as pessoas nascem, vivem, trabalham e envelhecem (SOLAR; IRWIN, 2010). Logo, o conceito
de saude também traduz uma construcdo social, estando nossas crengas e concepcles
dependentes dos contextos bioculturais, influenciados pelas ideologias social e médica
prevalentes (KAPLAN; BARON-EPEL, 2003). Em 2016, a Federacdo Mundial de Odontologia
publicou um novo conceito de satde bucal destacando, além da capacidade fisica, 0s recursos
pessoais e sociais dos individuos. Esse conceito busca romper com o paradigma biomédico,
trazendo uma visdo mais holistica da saude bucal e enfatiza que ela é influenciada pelas
experiéncias, expectativas, percepcbes e habilidade de adaptacdo dos individuos as
circunstancias (GLICK el al., 2016). Nesse sentido, o conhecimento da influéncia das condicdes
bucais na vida das pessoas pode colaborar na reducéo das sequelas dos agravos, refletindo na
melhora da salude e da qualidade de vida da populacdo (LUCHI et al., 2013).

A medida em que se fortalecem as evidéncias quanto a influéncia dos aspectos sociais,
emocionais e funcionais na saide bucal dos individuos, vem sendo reconhecida a importancia
do uso de indicadores subjetivos de avaliacdo da condicao de satde bucal (LOCKER; GIBSON,
2005). Essas medidas tem demonstrado ser preditoras de declinio funcional, de autopercepcéo
de saude geral, bem como, de qualidade de vida (BENYAMINI et al., 2000; BENYAMINI;
LEVENTHAL; LEVENTHAL, 2004). O conceito de satde que emerge das autoavaliacBes é
baseado em diferentes fontes de informacéo, e deve ser compreendido como uma construcao
complexa, dependente do contexto, influenciada por comparac6es e podendo, inclusive, ser
contraditério (JYLHA, 1994; MANDERBACKA, 1998). Aléem disso, as respostas a questdo da
salde bucal auto-avaliada resultam de um processo que envolve julgamento e consideracdo de
inimeras experiéncias tanto do presente quanto do passado (ATCHISON; GIFT, 1997;
LOCKER; MAGGIRIAS; WEXLER, 2009).

Dentre os indicadores subjetivos utilizados esta a autopercepcao de satde bucal (GIFT;
ATCHISON; DRURY, 1998). O processo de autoavaliacdo difere-se da avaliagdo normativa,
isto &, do exame clinico realizado por um profissional da saude, pois reflete a experiéncia
subjetiva das pessoas com a sua saude e bem-estar, baseando-se nos conhecimentos disponiveis
de satde e doenca (KOJIMA et al., 2013). E, portanto, uma avalia¢io subjetiva, autorrelatada

pelo individuo, de acordo com os seus préprios julgamentos, observagdes e compreensao da



sua saude. Além disso, este processo é dindmico, podendo se alterar diversas vezes no decorrer
da vida (MARTINS; BARRETO; PORDEUS, 2009).

A autoavaliacdo € uma medida multidimensional que resulta de um somatorio complexo
de fatores, os quais envolvem, além das caracteristicas individuais, também o ambiente e o
contexto aos quais os individuos estdos expostos (SILVA; OLIVEIRA, 2018). A relacdo entre
caracteristicas socioecondmicas e demogréficas, suporte social, indicadores normativos e salde
bucal subjetiva ainda nao foi completamente elucidada (VETTORE; AHMAD; MACHUCA,;
FONTANINI, 2019). Determinantes sociais proximais e distais demonstram estar associados a
percepcao de saude bucal das populagdes, com uma maior prevaléncia de satde bucal ruim
estando associada a menor expectativa de escolaridade, menor renda per capita, iniquidades na
concentracdo de renda, e piores indices de desenvolvimento humano (LUCHI et al., 2013;
SILVA; OLIVEIRA, 2018; TASSINARI et al., 2007). Em estudo que observou a associacao
entre as relagdes sociais, meio ambiente e salde em 45 paises, evidenciou-se a influéncia dos
fatores socioecondmicos, desigualdade e capital social sobre a autopercepcdo de salde,
reforcando a importancia dos determinantes sociais nessa relacdo (MANSYUR et al., 2008).

Pode-se mensurar a autopercepcdo de salde bucal através de questionarios compostos
por diversas perguntas que podem englobar a avaliagdo das consequéncias funcionais,
psicoldgicas e sociais dos agravos bucais (GABARDO et al., 2015; GABARDO; MOYSES,
2013) ou através de uma Unica pergunta, como um indicador global da percepg¢do de salde
bucal (ATCHISON; GIFT, 1997; LOCKER; GIBSON, 2005). As avaliacOes feitas atraves de
uma Unica questdo sdo validas, fortemente correlacionadas aos questionarios, e trazem
vantagens ao serem utilizadas quando o tempo e recursos para aferi¢do séo limitados (CUNNY;
PERRI, 1991; LOCKER; GIBSON, 2005; PATTUSSI et al., 2007; THOMSON et al., 2012).
Em grandes levantamentos epidemioldgicos a autopercepcdo de saude bucal, por ser uma
medida de simples aferi¢do, pode substituir a avaliacdo das condic@es clinicas odontolégicas
(THOMSON; HE; ELANI, 2019). Além de poder ser utilizada para rastreamento e predicao de
problemas bucais, representa uma medida especialmente importante por refletir as prioridades
individuais e, considerando o papel que o paciente desempenha nas suas decisdes terapéuticas,
a autopercepcdo pode influenciar na adesdo ao tratamento e no uso dos servi¢os de saude
(LOCKER; MILLER, 1994).

As observagOes diagnosticas realizadas pelos profissionais da saude muitas vezes sdo
discrepantes daquelas relatadas pelos sujeitos ao se auto-avaliarem. No entanto, estas ndo sao
necessariamente excludentes, visto que é possivel que ambas as perspectivas sejam

complementares, visando assim, 0 encontro tanto das expectativas do paciente quanto das
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necessidades de tratamento identificadas pelo exame diagnostico feito pelo profissional
(UNDEN; ELOFSSON, 2001). Os reflexos sociais e psicoldgicos das condi¢des clinicas séo
mediados por outras variaveis, como caracteristicas funcionais e estéticas ou condicdes
socioeconémicas. Explorar esses fatores que conectam os indicadores clinicos aos subjetivos
pode ajudar a compreender quais condicdes interferem na qualidade de vida dos individuos e
indicar as prioridades na alocacao de recursos em saude publica (LOCKER; MILLER, 1994).
Do ponto de vista clinico, a avaliacdo rotineira da autopercepc¢do € importante para aumentar a
adesdo a comportamentos saudaveis (BENYAMINI; LEVENTHAL; LEVENTHAL, 2004)
pois possibilita que o paciente tenha consciéncia da sua condi¢do de satde, podendo induzir
mudancgas e aquisicdo de habitos benéficos a salde, e assim melhorando sua qualidade de vida
(SALIBA et al., 2007; MARTINS; BARRETO; PORDEUS, 2009; ROCHA et al., 2015).

Algumas diferencas na autopercepcao de saude bucal demonstram ser influenciadas pela
idade. Individuos mais jovens tendem a basear sua autoavaliagdo em comportamentos de satde,
necessidade e historico de tratamento odontolégico, enquanto os mais velhos geralmente tém
como referéncia a perda dentéria e o uso de protese (LOCKER; MAGGIRIAS; WEXLER,
2009). A compreensdo do corpo e da saude podem se modificar de acordo com as diferentes
experiéncias e expectativas de cada fase do curso de vida, levando a percepcOes de salde
distintas a medida que se amadurece (CARR, 2001).

A adolescéncia € uma fase de transicdo entre a infancia e a juventude, a qual traz
mudancas fisicas, emocionais e sociais, e 0 comportamento dos individuos durante essa fase
tende a ser mais instavel, dependente de fatores contextuais (FURUTA et al., 2012). Sabe-se
que hd uma grande relevancia dos aspectos ligados a estética para este grupo etario, devido a
importancia atrelada ao impacto social, podendo interferir também na autopercepcao de salde
bucal (KAIEDA et al., 2019). Os comportamentos iniciados nesta fase podem perdurar pela
vida adulta, induzindo a criacdo de habitos que, por sua vez, poderdo influenciar no
desenvolvimento da salide dessas pessoas de maneira positiva ou negativa (SENNA; DESSEN,
2012).

Ja na idade adulta, as implicacGes da condicdo de saude bucal podem prejudicar o
desempenho no trabalho e as interagdes sociais, 0 que pode influenciar negativamente também
a percepcdo da condicdo bucal. Além disso, o aspecto subjetivo da condicdo bucal tem
significados distintos para os adultos de diferentes geracées (LAHTI; SUOMINEN-TAIPALE;
HAUSEN, 2008). Isto pode resultar em autoavaliagéo positiva da sua condi¢do bucal apesar da
condicéo clinica, bem como influenciar na reducéo da busca e do uso dos servicos de saide
(VALE; MENDES; MOREIRA, 2013).
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Na faixa etaria acima de 60 anos percebe-se a influéncia de fatores como dor e
desconforto ao se alimentar como determinantes importantes na maneira como o idoso percebe
sua condicdo bucal (COSTA; SAINTRAIN; VIEIRA, 2010; VASCONCELOS, 2012). Os
aspectos sociocomportamentais também demonstram ter grande influéncia na autopercepcao
deste grupo etario (BALTES; STAUDINGER; LINDENBERGER, 1999; NUNES;
BARRETO; GONCALVES, 2012). O envelhecimento é acompanhado de uma série de
transformaces devido as mudancas de papéis, tanto na familia como na sociedade, perdas e
ganhos diversos e mudancas nos contatos sociais, podendo também acarretar consequéncias a
salde afetada pelo declinio funcional, e desencadear um maior grau de dependéncia e
vulnerabilidade (NUNES; BARRETO; GONCALVES, 2012). Apesar disso, pesquisadores
apontam que com o avancar da idade, algumas estratégias de adaptacdo vao sendo criadas para
adequar seus recursos e competéncias as mudancgas, ajustando-se as circunstancias da vida e
aumentando, assim, sua resiliéncia (BALTES; STAUDINGER; LINDENBERGER, 1999).

A autopercepcdo de satde bucal abrange diferentes graus de subjetividade por parte dos
individuos, como a percepcao das iniquidades sociais e seus efeitos na salde, por isso €
necessario transpor os indicadores clinicos e incorporar os aspectos multidimensionais da satde
para compreender as suas implicagdes (ALLEN, 2003; BRENNAN; SPENCER, 2004). Os
indices comumente utilizados na elaboracao de acdes e estratégias em satde bucal consideram
essencialmente os fatores bioldgicos, apesar de ja estabelecida na literatura a importancia dos
fatores psicossociais sobre as doencas bucais (ANDRADE; NARVAI, 2013). Assim, avaliar a
percepcdo do individuo em relacdo a sua condicdo bucal oferece dados que vdo além dos
aspectos clinicos, devendo ser considerados no planejamento e organizacdo da atencdo em
salde bucal (BULGARELI et al., 2018). Logo, a autopercep¢do da condicdo bucal é um
parametro de suma importancia, pois pode ser influenciada e influenciar o comportamento dos
individuos, como na percepcado da necessidade de tratamento odontol6gico, no uso dos servigos
de salde, e até mesmo na adocdo de medidas de autocuidado (LUCHI et al., 2013).

Por refletir a experiéncia subjetiva quanto ao bem-estar psicoldgico, social e funcional
dos individuos, a autopercepc¢do impacta diretamente a qualidade de vida destes (MILAGRES
et al., 2018). Considerando o contexto exposto, torna-se pertinente identificar quais fatores
influenciam a autopercepcéo de saude bucal nos diferentes momentos da vida dos individuos.
Os achados desta investigacdo poderdo fornecer evidéncias que auxiliem no desenvolvimento

de estratégias de intervencdo que objetivem reduzir as iniquidades em salde.
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2. ARTIGO: FACTORS ASSOCIATED WITH ORAL HEALTH SELF-PERCEPTION
IN DIFFERENT AGE GROUPS

Este artigo serd submetido ao periodico Community Dentistry and Oral Epidemiology, Wiley
Online Library, ISSN: 1600-0528 (online). Fator de impacto: 2.278, Qualis CAPES Al. As

normas para publicagdo estdo descritas no Anexo A.
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ABSTRACT

Objectives: This study aimed to verify the factors associated with oral health self-perception
(OHSP) in adolescents, adults and older adults. Methods: This cross-sectional study analyzed
data from probabilistic samples of adolescents, adults and older adults. OHSP was assessed by
a global self-rating item. Hierarchical Poisson regression models were performed to estimate
the prevalence ratio and 95% confidence intervals of negative OHSP with variables regarding
demographic and socioeconomic characteristics, social capital, dental attendance and clinical
measures. Analyzes for each age group were performed separately and then compared. Results:
A total of 5,314 adolescents, 5,815 adults and 5,556 older adults have answered the outcome
question. Female adolescents and adults, as well as non-white adults and aged subjects with a
higher educational level had worse OHSP. Having lower social capital increased negative
OHSP’ prevalence in adolescents, adults and older adults by 56%, 28% and 21%, respectively.
Individuals whose reason for last dental attendance was treatment had worse OHSP for all age
groups. Adolescents, adults and older adults with greater amount of decayed teeth showed 56%,
30% and 29% higher prevalence of negative OHSP, respectively. Adolescents and adults with
more missing teeth presented, respectively, 23% and 9% higher prevalence of negative OHSP.
The older participants with dental prosthesis need showed 2 times higher prevalence of negative
OHSP. Conclusion: Our findings suggest that there are differences among the factors
associated with negative OHSP in distinct age groups. The socioeconomic influences in all age

groups enhance the assumption that OHSP reflects social inequalities in health.

Key words: Age Groups, Self-Concept, Self-Assessment, Oral health
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INTRODUCTION

Studies on populations’ oral health conditions and theirs social determinants have been
considered essential for the identification of strategies focused on health promotion, as it refers
to actions aimed at favorably influence individuals’ quality of lifel. Thus, the continuous
assessment of population's health profile is essential for planning appropriate interventions, as
well as for evaluating implemented health actions?. Together with normative assessments, the
consideration of patient's perspective, can better meet the needs of the population, pointing out

which areas should be prioritized in relation to investments in public health.

Thereby, the investigation of subjective oral health measures not only gives a
comprehensive assessment of how people perceive their oral health, but can also estimate the
functional, psychological and social impacts of oral diseases and disorders® on people’s lives.
Among these measures, oral health self-perception is a multidimensional construct which
reflects individuals’ subjective experience based on health believes, physical and mental well-
being, comprising since biomedical-based references until holistic concepts*. In addition, it has

been shown to be associated with clinical, psychosocial and sociodemographic variables®®.

Oral health self-perception can be captured with a single-item global question which is
a valid measure widely used in oral health research, due to its simplicity, cost-effectiveness and
applicability both in daily clinic and population-based epidemiological surveys®. The
subjectivity beyond the self-assessment of health relies on a complex web factors which
includes, besides individual factors and personal experiences, the environment to which people
are exposed’. Poor perception of oral health has been associated with low income and schooling,
unequal income distribution, poor housing conditions, poor social capital, among other social
factors, highlighting the relevance of social determinants of health”#.

Each stage of the life cycle comprises its own underlying resources and opportunities,
which, in turn, influence health®. Thus, it is reasonable to assume that people in different life
periods have health influenced by different factors. Besides that, increased age is a consistent
predictor of oral diseases, being the age-related effects likely attributed to the accumulation of
oral diseases and its consequences over a longer period of years, an increased susceptibility to
oral disease with age or a combination of both®. However, there is still no consensus on the
influence of age on the way that people self-perceive their oral health. While some studies claim
that older people perceive it negatively®?, others show that older people report their oral health

as good even in the presence of a poor oral condition'®!?, So, knowing the specific aspects
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affecting subjective health in each stage of life could corroborate to improve health polices
taking into account which is pertinent for each age group.

Therefore, this study aimed to verify the factors associated with oral health self-
perception in adolescents, adults and older adults. It was hypothesized that these factors are
modified during life course, being distinct for each age group, due to the influence of different
determinants and aspects that affect each stage of life.

METHODS
Study Design

This is a cross-sectional study with data from the 2015 S&o Paulo State Survey on Oral
Health (SBSP-2015). The State of So Paulo is located in the southeast of Brazil, with a Human
Development Index of 0.783, considered high. Its population comprises more than 40 million
people, which corresponds to approximately 21% of the country’s total population. Data used
were extracted from the public dataset of the SBSP-2015 survey, available at
https://w2.fop.unicamp.br/sbsp2015/. A complete description of research procedures has been

published elsewhere!®,
Ethics

The SBSP-2015 was approved by the Ethics Committee on Research with Human
Beings of the Piracicaba School of Dentistry (FOP-UNICAMP) (no. 1.211.025; CAAE no.
46788215.9.0000.5418). This study was also submitted and approved by the Project Office
(GAP) of the Federal University of Santa Maria (UFSM) (no. 23081.030832/2019-11). A
written term of free and informed consent was obtained from every person that participated in
the survey. A separate informed consent form was used to obtain permission from parents or

legally authorized representatives for minors who were part of the study.
Sample

SBSP-2015 was a population-based study carried out in the urban area of 163
municipalities, representative for the State of Sdo Paulo (including the Capital, Sdo Paulo
metropolitan area and 15 Regional Health Departments). The sampling design comprised a
cluster sampling in two-stages with probability of selection being proportional to the population
size (PPS). The State of S&o Paulo was stratified into six macro-regions termed “domains,” and
in each domain, 33 municipalities were selected, termed Primary Sampling Units (PSUs), with
the exception of Macro 1 (Metropolitan Region of the Capital) where 12 municipalities, in


https://w2.fop.unicamp.br/sbsp2015/
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addition to the capital, were drawn. The draws were performed with PPS in each municipality.
In the second stage, 390 census tracks were selected as secondary sampling units (SSU) (2 areas
for each municipality selected and 36 areas for the city of Sdo Paulo). All households in the
census tracks were visited following the planned route, being examined the individuals of the

study age groups.

In total, 5,558, 6,051 and 5,951 individuals were examined and interviewed,
respectively, for the age groups of adolescents aged 15-19 years, adults aged 35-44 years and
the older adults aged 65 years and over, comprising 17,560 participants. The age groups

analyzed were those recommended by World Health Organization (WHO)?.
Interview and data collection

A total of 253 work teams contributed to data collection, being each team composed of
a dentist and an oral health assistant. The teams were trained in a 16 hours’ workshop,
comprising theoretical and practical aspects of the exams, ensuring an acceptable degree of
uniformity. The examiner calibration process lasted at least 24 hours. A gold-standard examiner
conducted the training and calibration processes to achieve overall standardization and
agreement. The minimum Kappa value acceptable for each examiner, age group and condition
studied was 0.65.

The oral conditions assessed were those recommended by WHO? with adjustments
guided by the SB Brazil 2010 Project. The non-clinical variables were obtained during the

application of a structured questionnaire, by trained interviewers, in the participant’s home.
Study Outcome

Oral health self-perception (OHSP) was assessed trough a global self-rated item:
“Regarding your teeth/mouth, how satisfied are you?” Grouped into positive (very satisfied,
satisfied) and negative (nor satisfied or unsatisfied, unsatisfied, very unsatisfied), being
negative as the reference category for the outcome. This categorization has been used in

previous research’.
Exposure variables

The demographic and socioeconomic characteristics analyzed were sex, self-declared
skin color, years of formal education and family income. Sex was collected in male or female
and self-declared skin color was dichotomized in white and non-white (black, yellow, brown,
indigenous) due to the low prevalence of the non-white categories®. Years of formal education
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was collected as the total of years studied with no reprobation, later divided in <8 years and >8
years for adolescents and adults’, that corresponds to elementary school in Brazil. For the older
adults, due to the low educational level of the older adults in Brazil, this variable was divided

in <4 and >4 years, as used in previous research®,

The original categories for family income collected were: up to R$ 250, from R$ 251 to
R$ 500, from R$ 501 to R$ 1.500, from R$ 1501 to R$ 2.500, from R$ 2.501 to R$ 4.500, from
R$ 4.501 to R$ 9.500 and over R$9.500. It was categorized in <R$1.500,00 and >R$1.500,00.
One US dollar was 3,80 Reais during the period of data gathering, and R$1.500,00 would
correspond to around two Brazilian minimum wages in 2015.

The questions assessing social capital in the SBSP 2015 were extracted from the
Integrated Questionnaire for the Measurement of Social Capital (SC-1Q)%. Questions assessed
the levels of cooperation, safety and happiness, as follows: “If there were a problem with the
water supply in this community, what was the probability that people would cooperate trying
to solve the problem?” (Grouped into: 1-very and relatively likely, 2-very and relatively
unlikely, 3-neither likely nor unlikely); “In general, how do you feel regarding criminality and
violence when you are at home by yourself?” (Grouped into: 1-very and moderately safe, 2-
very and moderately unsafe, 3-neither safe nor unsafe); “In general, do you consider yourself...
(grouped into: 1- very and moderately happy, 2- very and moderately unhappy, 3-neither happy
nor unhappy)”. Afterwards, the code for each answer was summed up to obtain the degree of
social capital for every participant (high: 3—4; moderate: 5-6; and low: 7-9),

Dental attendance was measured as the time of the last dental visit (less than 1 year, 1
to 2 years, 3 years or more, divided in <1 year or >1 year), the type of healthcare service
(collected as public, private, private plan, or other) was divided in public or private and reason
for last dental attendance (review/prevention, pain, extraction, and treatment) was dichotomized
in routine if the reason had been for review/prevention, and treatment if the visited had been
for the other reasons. All categorizations were chosen based on previous research?’.

Dental clinical measures were assessed during the clinical examination. Caries
experience was evaluated by the decayed, missed, or filled teeth index—DMFT. In this study
we analyzed the number of decayed teeth, which corresponds to the D component of the index,
and the number of missing teeth, which corresponds to the M component. Both decayed and
missing teeth were dichotomized in < mean and >mean. Dental prosthesis use was

dichotomized into yes (when using dental prosthesis of any type [fixed, removable partial dental
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prosthesis, or full denture]) and no (do not wear). Dental prosthesis need was also dichotomized

into yes (when needing dental prosthesis of any type) and no (do not need).

Statistical Analyses

The study theoretical model was built taking as reference the conceptual model
proposed by Watt and Sheiham®® and on Luchi et al’.” theoretical model for oral health self-
perception (figure 1). Data analysis was performed with the software STATA 14.0 (Stata
Corporation, College Station, TX, USA). All analyses incorporated sampling weights
considering the cluster structure using survey commands (svy). Initially a descriptive analyses
was performed using chi-squared test for categorical variables. On the bivariate analysis, all the
independent variables with a p-value <0.20 and the relevant ones were included in the multiple
regression. Associations with the outcome were performed using hierarchical Poisson
regression models, with robust variance, adjusting for confounding variables, with estimation
of the crude and adjusted prevalence ratios and respective 95% confidence interval (PR; 95%
confidence interval [CI]). Remained in the model those variables associated with the outcome
with p<0.05 after adjusting for the variables in the same block and for the hierarchically higher
ones. Analyses for each age group were performed separately. Afterwards, their final results

were compared.
RESULTS

From a total of 5,314 adolescents, 5,815 adults and 5,556 older adults who have
answered the outcome question, the prevalence of negative OHSP was 39.3%, 59.7% and
45.3%, respectively. Table 1 shows the sample distribution and prevalence of the outcome
according to the exposure variables. For all age groups, the majority of the sample was female
and self-declared white. The reason for last dental attendance was treatment rather than
prevention for most of the adolescents (60.8%), adults (77.6%) and older adults (83.3%). The
prevalence of decayed teeth was higher for adolescents when comparing with the other age
groups, while the prevalence of missing teeth was higher for aged participants. For all age
groups, significant association was observerd in the crude analysis between negative oral health
self-perception and higher number of decayed teeth and missing teeth, dental prosthesis use and

dental prosthesis need (data not shown).

Tables 2, 3 and 4 show the hierarchical Poisson models for adolescents, adults and older
adults respectively. Female adolescents and adults had respectively 48% and 11% higher

prevalence of negative OHSP than men, while for older adults sex seems to not associate with
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the outcome. Regarding the skin color, non-white adults showed a 15% higher prevalence of
negative OHSP than those who self-declared as white, and it was not associated with the
outcome in the other age groups. The older adults with lower educational level showed 23%
lower prevalence of negative OHSP when compared to those with higher educational level, and
it did not influenced OHSP of adolescents and adults. It was observed that to have lower social
capital rises in 56%, 28% and 21% the prevalence of negative OHSP of adolescents, adults and
older adults, respectively. Concerning dental attendance variables, the adults whose last dental
attendance happened longer than a year, showed 22% higher prevalence of negative OHSP than
their counterparts. The older adults who attended public dental services showed worse OHSP
than those who attended the private ones. Adolescents, adults and older adults whose reason for
the last dental attendance was treatment showed a 68%, 61% and 55% higher prevalence of the

outcome, respectively, than those who looked for preventive dental attendance.

In the final model, it was observed that adolescents, adults and older adults who
presented higher than the mean of decayed teeth showed, respectively, 56%, 30% and 29%
higher prevalence of negative OHSP than their counterparts. Also, adolescents and adults who
had less teeth showed, respectively, 23% e 9% higher prevalence of negative OHSP than their

counterparts, while it seems to not influence the OHSP of the older adults.
DISCUSSION

This study findings support our hypothesis that the factors which influence oral-health
self-perception are different for each stage of life. The Brazilian National Oral Health Policy in
Brazil (PNSB) provides for the understanding of each age’ specificities as a way of overcoming
the biomedical model'®. Hence, to identify the distinctions alongside the life course that
influence health subjectivity may contribute to individual’s empowerment through self-
awareness, demystifying beliefs that the accumulation of oral diseases is normal over the years.
Furthermore, patients’ consciousness of their health condition are of essential importance to
identify risk factors, as well as to give clues for presumable outcomes in addition to clinical
diagnosis®.

Concerning the sociodemographic variables analyzed, being female negatively
influenced OHSP in the adolescent and adult age groups. Women face pressure from aesthetic
standards more aggressively than men?!, making them more sensitive to oral health diseases’
impact?’. Likewise, women attend dental services more frequently than man, and depending on
the type of professional practice, it might result in overtreatment??, affecting their OHSP. As

regards to skin color, self-classifying as non-white was associated with the outcome in adults.
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Considering that an individual’s ethnic-racial identification is inserted in a broader context,
involving historical, socio-cultural and political aspects, skin color can be considered as a proxy
of socioeconomic status, which has been linked to worse OHSP’. Moreover, this finding may
reflect the stressful experiences faced by black and non-white skin color people. A study
conducted with a large population of adults in the United States, showed that the emotional
impact of racial discrimination was associated with lower uptake of dental services®, which
can result in unmet need of care, and consequently worse OHSP. Different from other
studies™*, the older adults with less years of formal education had a lower prevalence of
negative OHSP. Although this was unexpected, it can be interpreted that, in Brazil, the
schooling for this age group is very low, so those more educated, with more access to
information, might be more demanding with their oral health. Notwithstanding, these
socioeconomic influences in all age groups enhance the assumption that OHSP also reflects

social inequalities in health.

Whilst low social capital influenced negatively the OHSP of all age groups, we observed
that the youngest age group had the higher outcome prevalence, followed by the older adults,
and then by adults. Adolescence is a critical period during which many behavioral risk factors
become established, such as dietary practices or smoking habits®. Previous research found that
high levels of social capital may indirectly provide self-confidence, higher self-esteem and a
sense of protection, which could prevent them from engaging in deleterious health behaviors?®.
Their perceptions of the level of interpersonal trust, sharing, and reciprocity might play an
important role in health subjectivity. Moreover, as regards to older age, psychological well-
being is associated with OHSP*, and so can act as a mediator in the association with social
capital. Individuals with better social support have more access to information, emotional and
financial resources, which can buffer the negative consequences of stressful events that might
influence health?®. So, this might reinforces that OHSP comprises a broader multidimensional

subjective assessment, rather than just an oral morbidity evaluation®.

Concerning dental caries, we observed a dose response effect, as the younger the age
group, the higher the influence of decayed teeth in negative OHSP. Adolescents are more
sensitive to impacts related to the perception of appearance and pain®’, which is related to the
fact that some symptoms that negatively impact oral health, such as painful or throbbing teeth,
are proportional to the greater amount of natural teeth in mouth?®. In Brazil, a change in the
epidemiological profile of dental caries in adolescents has been observed, with a significant

reduction in the carious component when comparing the epidemiological assessments in the
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years 1986, 2003 and 2010%°. Nevertheless, this improvement has been accompanied by a
change in the distribution of the disease, being concentrated in the socio-economically
vulnerable groups®. This must be considered in order to avoid the onset of health inequities,

which can be perpetuated throughout the life course.

The number of missing teeth was not associated with OHSP for the older adults although
they presented the greatest prevalence of missing teeth when comparing to the other age groups,
which is in accordance with previous research®. A possible explanation for this paradox is that
older people show greater resilience in relation to their oral health, and consequently understand
tooth loss as a normal event of aging, which might be enhanced by peers who accept oral
impairments as normal as well® Also, simultaneous general health issues, like chronic
conditions that are common at old age, may soften oral health impairments® Even so, tooth loss
is one of the main oral health problems and reflects the accumulation of oral diseases burden
throughout life, in addition to cultural aspects, to dental services access and to the dental care
philosophy®2. The older generations have not benefited from the socioeconomic changes and
prevention policies of the past decades that have induced a positive effect on the health of
younger age groups®. The cohort effect in improving oral health conditions has been
highlighted in the literature®*. We will need to verify, over time, whether the next older adult’s
cohorts will continue to adapt to tooth loss when this should be the exception rather than the

rule.

Regarding the time of last dental attendance, having visit the dentist since longer had
negative impact in OHSP for adults. Even with accumulated demand, the use of dental services
among adults in Brazil is considered low which might leads to the emergence of pain and dental
urgency®, negatively affecting the perception of health. As for the use of public service, it was
related to worse OHSP for the older adults. Previous research verified that the type of dental
service assessed is associated with the use of dental prosthesis among older adults, with greater
use among those attending private services®®. In the same direction, the need of dental prosthesis
negatively influenced the OHSP of adults and even greatly of older adults. It can be observed
that these age groups still face the consequences of many years with a healthcare model focused
on children’s oral health. Beyond that, the access to rehabilitation usually demands high waiting
time and a greater number of dental visits, which implies loss of working hours besides higher
transportation cost and frequent lack of accessibility for the older adults who already have
mobility difficulties®®. The loss of teeth associated with the lack of rehabilitation can lead to

problems in speech, chewing and appearance with serious side effects on self-esteem and
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socialization®. Also, it can lead to food avoidance due to chewing difficulties, which may be
detrimental in terms of nutritional status, systemic health and life expectancy®’-®, There have
been advances in the provision of dental services in Brazil, but there is still a need to improve
access and quality of services to positively impact the subjective and normative conditions of

oral health for adults and older ones.

The reason for last dental attendance as treatment rather than prevention remained
associated to worse OHSP for all age groups. It highlights the importance of taking preventive
and primary dental care services as priorities, addressing the individuals’ oral health needs in
all stages of life. The Brazilian PNSB states that the reorganization and qualification of the
primary healthcare, focusing on health prevention and promotion®®, should facilitate the regular
use of dental services, minimizing the repressed demand and avoiding the accumulation of oral
diseases. Unfortunately, even more than a decade after its implementation, the scenario is still
not the ideal. This actually might suggest that, despite numerous advances, probably there was
no significant change in the oral health assistance model®°.

This study has some limitations. The cross-sectional design does not allow the inference
of causal relationships, longitudinal investigations would be important to further understand the
associations studied. Also, the SBSP-2015 questionnaire did not assess more issues related to
oral health behaviors or general health, which could influence OHSP as well. Therefore, further
analysis would benefit from including other variables related to OHSP. This study also has
strengths. Although it only allows inferences for the studied population, the findings give us
clues as to what can be found in the Brazilian population, which is relevant in the face of a
period of political instability and uncertainty about when the next national oral health survey
will take place. Further, the use of a subjective measure as our outcome, complementary to the

clinical indices, allow a more holistic interpretation of the meanings of health for individuals.

We can conclude that there are differences between the factors associated with OHSP
in different age groups. Intergenerational aspects seem to play a role in how individuals
perceive their oral health. Younger generations probably have more access to information,
greater educational level and are more likely to maintain healthy behaviors, which can raise
their expectations regarding their oral health®. Also, the positive role of resilience and
adaptation regarding the older adult’s self-perception must be consider. The focus on health,
not seen as the absence of disease, maybe entail a more optimistic significance to oral health

subjectivity. In addition, our findings enhance the importance of oral healthcare promotion,



25

planning and evaluation throughout the life course in order to avoid both unfavorable objective
and subjective oral health conditions of all generations.
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Table 1. Sample distribution and prevalence of negative oral health self-perception according to demographic and socioeconomic
characteristics, social capital, dental attendance and dental clinical measures in adolescents, adults and older adults from state of Sdo Paulo

in 2015.

Adolescents (15-19) Adults (35-44) Older adults (65+)
n=>5314 n=>5,815 n = 5,556
Prevalence of Prevalence of Prevalence of
Variables n (%%*) negative OHSP n (%%*) negative OHSP n (%%*) negative OHSP
(95%Cl) (95%Cl) (95%Cl)
Demographic and socioeconomic
Sex
Male 2,430 (43.3)  32.4(25.4-40.2) 1,943 (30.4) 53.0 (48.7-57.3) 2,235(38.1)  46.0 (40.5-51.5)
Female 3,128 (56.7)  44.5(40.0-49.1) 4,108 (69.6) 62.6 (59.8- 65.4) 3,716 (61.9)  44.8 (40.4- 49.3)
Skin Color
White 3,316 (60.4)  37.6(33.3-42.1) 3,763 (60.5) 55.3 (51.8- 58.8) 4,095 (67.1) 44.3 (40.5- 48.2)
Non-White 2,242 (39.6)  41.8 (34.2-49.8) 2,288 (39.5) 66.3 (62.8-69.7) 1,856 (32.9) 47.2 (41.7-52.7)
Formal Educationt
> 8 years 4,186 (79.2)  38.1(32.3-44.3) 3,183 (55.0) 53.9 (50.3-57.5) 1,368 (28.6)  52.8 (45.7- 59.8)
< 8 years 1,142 (20.8)  40.5(35.1-46.2) 2,470 (45.0) 67.4(62.9-71.5) 3,926 (71.4)  42.7 (39.1- 46.3)
Family income
> R$1.500,00 2,486 (53.9)  36.6 (33.2-40.1) 3,085 (53.5) 53.4 (50.1- 56.7) 2,417 (46.5)  42.0 (38.8-45.3)
<R$1.500,00 1,918 (46.1)  41.0(35.2-47.0) 2,224 (46.4)  64.7 (61.0- 68.3) 2,888 (53.5)  47.9 (41.4-54.5)
Social Capital
High 3,673 (62.2)  35.9(31.3-40.7) 3,872 (63.9) 54.4(51.1-57.7) 3,649 (65.4) 43.3(39.6-47.0)
Moderate 1,495 (31.1)  42.6 (36.4-49.0) 1,680 (29.6) 67.9 (63.1- 72.3) 1,451 (28.6)  49.6 (44.9-54.3)
Low 272 (6.7) 55.6 (37.7-72.2) 313 (6.5) 73.6 (65.0- 80.6) 286 (6.0) 57.9 (42.4-72.0)
Dental attendance
Time of last dental attendance
<1 year 3,183 (59.3)  37.1(31.7-42.9) 3,185 (52.2) 52.4 (49.3-55.5) 1,692 (31.0)  39.1(33.0-45.5)
>1 year 2,023 (40.7)  41.5(34.7-48.6) 2,509 (47.8)  67.5(64.0- 70.8) 3,256 (69.0)  48.1 (44.2-52.0)
Type of healthcare service
Private 2,838 (55.4)  37.3(32.8-42.1) 3,421 (59.9) 55.9 (52.7- 59.0) 3,205 (61.8)  42.3 (38.5-46.3)
Public 2,286 (44.6)  40.2 (33.8-46.8) 2,288 (40.1) 64.2 (59.8- 68.3) 1,981 (38.2) 50.6 (43.3-57.9)
Reason for last dental attendance
Preventive 2,019 (39.2) 27.1(21.4-33.8) 1,393 (22.4)  38.7 (34.9- 42.5) 896 (16.7) 28.7 (24.0-34.0)



Treatment 3,132 (60.8)  46.4 (41.4-51.6) 4,363 (77.6)  65.6 (62.5- 68.6) 4,239 (83.3)  49.0 (45.3-52.8)
Dental clinical measures
Decayed teeth

< mean 3,982 (70.1)  32.6 (28.8-36.6) 4,447 (71.6)  51.9 (49.0- 54.8) 4,948 (81.9)  41.4(37.7-45.3)

> mean 1,576 (29.9) 54.9 (47.0-62.4) 1,604 (28.4)  79.1(74.6-82.9) 1,003 (18.1)  61.9 (55.3-68.0)
Missing teeth

< mean 5,021 (90.7)  37.6 (32.6-42.9) 3,872 (62.2) 53.2 (49.6- 56.7) 2,036 (34.0)  50.9 (44.3-57.3)

> mean 537 (9.3) 55.5 (47.6-63.1) 2,179 (37.8)  70.6 (66.3- 74.7) 3,915 (66.0)  42.2 (38.6-45.9)
Dental prosthesis use

No 5,538 (99.7)  39.2 (34.2-44.3) 4,845 (78.3)  57.7 (54.3- 60.9) 1,253 (22.7)  56.3 (48.7-63.6)

Yes 20 (.3) 69.1 (37.6-89.2) 1,191 (21.7) 67.6 (62.9-72.1) 4,693 (77.3)  42.2(38.6-45.9)
Dental prosthesis need

No 5,256 (95.2)  38.4(33.4-43.8) 2,889 (44.9) 46.0(41.9-50.1) 2,215 (33.7)  24.7 (21.8-27.8)

Yes 302 (4.8) 55.7 (48.3-62.8) 3,146 (55.1)  71.0 (67.7- 74.2) 3,732 (66.3)  56.0 (51.1-60.7)

30

*Taking into account de sample weigh

T Considering for older adults < 4 and > 4 years of formal education
Cl= confidence interval

OHSP = Oral Health Self-Perception



Table 2. Adjusted associations between negative oral health self-perception and exposure variables among Adolescents (15-19), determined
using hierarchical Poisson regression models. S&o Paulo, Brazil, 2015.

Model 1 Model 2 Model 3 Model 4 Final Model
Variables
PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI)
Demographic and Socioeconomic
Sex
Male 1 1 1 1 1
Female 1.48 (1.29-1.69) 1.37 (1.14-1.63) 1.29 (1.04-1.60) 1.29 (1.07- 1.55) 1.29 (1.07-1.55)
Skin Color
White 1 - - - -
Non-White 1.07 (0.92-1.26)
Formal Education
> 8 years 1 - - - -
< 8years 1.10 (0.94-1.27)
Family income
> R$1.500,00 1 - - - -
<R$1.500,00 1.11 (0.92-1.35)
Social Capital
High 1 1 1 1
Moderate 1.16 (1.02-1.32) 1.16 (1.01-1.33) 1.13 (1.00-1.28) 1.13 (1.00-1.28)
Low 1.56 (1.17-2.08) 1.58 (1.26-1.98) 1.58 (1.27- 1.97) 1.58 (1.27-1.97)

Dental attendance
Time of last dental attendance
<1 year
>1 year
Type of healthcare service
Private
Public
Reason for last dental attendance
Preventive
Treatment
Dental clinical measures
Decayed teeth
< mean

1
1.01 (1.00- 1.02)

1
1.06 (0.93-1.20)

1
1.68 (1.39- 2.03)

1
1.53 (1.26- 1.86)

1
1.53 (1.26-1.86)

31



> mean
Missing teeth
< mean
> mean
Dental prosthesis use
No
Yes
Dental prosthesis need
No
Yes

1.56 (1.37- 1.78)

1
1.23 (0.98- 1.54)

1
1.24 (0.93- 1.67)

1
0.97 (0.73- 1.30)
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1.56 (1.37-1.77)

1
1.23 (1.04-1.44)

PR=prevalence ratio / Cl= confidence interval
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Table 3. Adjusted associations between negative oral health self-perception and exposure variables among Adults (35-44), determined using
hierarchical Poisson regression models. Sdo Paulo, Brazil, 2015.

Variables

Model 1

PR (95% CI)

Model 2

PR (95% CI)

Model 3

PR (95% Cl)

Model 4

PR (95% CI)

Final Model

PR (95% CI)

Demographic and socioeconomic
Sex
Male
Female
Skin Color
White
Non-White
Formal Education
> 8 years
< 8 years
Family income
> R$1.500,00
<R$1.500,00
Social Capital
High
Moderate
Low
Dental attendance
Time of last dental attendance
<1 year
>1 year
Type of healthcare service
Private
Public
Reason for last dental attendance
Preventive
Treatment
Dental clinical measures
Decayed teeth
< mean

1
1.11 (1.04-1.20)

1
1.15 (1.08-1.22)

1
1.17 (1.08-1.27)

1
1.15 (1.06-1.23)

1
1.10 (1.02-1.18)

1
1.15 (1.08-1.23)

1
1.17 (1.07-1.27)

1
1.14 (1.06-1.23)

1
1.23 (1.12-1.34)
1.28 (1.14-1.43)

1
1.10 (1.03-1.19)

1
1.12 (1.06-1.19)

1
1.10 (1.02-1.20)

1
1.08 (1.01-1.16)

1
1.21 (1.10-1.32)
1.26 (1.13-1.42)

1
1.22 (1.14-1.30)

1
1.04 (0.97-1.12)

1
1.61 (1.45-1.78)

1
1.11 (1.04-1.19)

1
1.08 (1.02-1.13)

1
1.02 (0.94-1.10)

1
1.02 (0.94-1.10)

1
1.19 (1.09-1.30)
1.18 (1.06-1.31)

1
1.18 (1.10-1.26)

1
1.45 (1.52-1.59)

1
1.16 (1.07-1.25)

1
1.06 (1.01-1.11)

1
1.18 (1.08-1.29)
1.20 (1.10-1.31)

1
1.17 (1.11-1.25)

1
1.45 (1.35-1.56)



> mean
Missing teeth
< mean
> mean
Dental prosthesis use
No
Yes
Dental prosthesis need
No
Yes

1.29 (1.19-1.40)

1
1.15 (1.08-1.22)

1
0.98 (0.91-1.05)

1
1.26 (1.15-1.39)
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1.30 (1.22-1.38)

1
1.09 (1.02-1.16)

1
1.29 (1.18-1.40)

PR=prevalence ratio / Cl= confidence interval



35

Table 4. Adjusted associations between negative oral health self-perception and exposure variables among Older Adults (65+), determined using
hierarchical Poisson regression models. Sdo Paulo, Brazil, 2015.

Model 1 Model 2 Model 3 Model 4 Final Model
Variables
PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI) PR (95% CI)
Demographic and socioeconomic
Sex
Male 1 - - - -
Female 0.95 (0.85-1.07)
Skin Color
White 1 - - - -
Non-White 1.05 (0.97-1.14)
Formal Educationt
> 4 years 1 1 1 1 1
<4 years 0.77 (0.68-0.86) 0.79 (0.70-0.88) 0.77 (0.70-0.84) 0.82 (0.77-0.87) 0.81 (0.75-0.87)
Family income
> R$1.500,00 1 1 1 - -
<R$1.500,00 1.16 (1.01-1.33) 1.18 (1.05-1.33) 1.09 (0.97-1.23)
Social Capital
High 1 1 1 1
Moderate 1.15 (1.04-1.27) 1.10 (0.99-1.22) 1.11 (1.02-1.22) 1.14 (1.05-1.24)
Low 1.21 (0.94-1.56) 1.19 (0.90-1.56) 1.26 (1.06-1.49) 1.26 (1.06-1.49)

Dental attendance
Time of last dental attendance

<1 year 1 1 -

>1 year 1.20 (1.01-1.44) 1.12 (1.01-1.24)
Type of healthcare service

Private 1 1 1

Public 1.25 (1.07-1.46) 1.16 (1.01- 1.33) 1.16 (1.01- 1.34)
Reason for last dental attendance

Preventive 1 1 1

Treatment 1.55 (1.34-1.80) 1.50 (1.28-1.76) 1.55 (1.32-1.82)
Dental clinical measures
Decayed teeth

< mean 1 1



> mean
Missing teeth
< mean
> mean
Dental prosthesis use
No
Yes
Dental prosthesis need
No

1.26 (1.12-1.43)

1
0.96 (0.86-1.07)

1
0.93 (0.86- 1.02)

1
2.07 (1.83-2.35)

36

1.29 (1.17-1.42)

1
2.13 (1.88-2.41)

Yes
PR=prevalence ratio / Cl= confidence interval
‘|'Considering for older adults < 4 and > 4 and years of formal education
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Table 5. Final models of hierarchical Poisson regression adjusted between exposure variables
and negative oral health self-perception in adolescents, adults and older adults from state of

Séo Paulo in 2015.

Adolescents (15-19)

Adults (35-44)

Older adults (65+)

n=5314 n = 5,815 n = 5,556
Final Model Final Model Final Model
Variables
PR (95% CI) PR (95% CI) PR (95% CI)

Demographic and socioeconomic
Sex

Male 1 1 -

Female 1.29 (1.07-1.55) 1.16 (1.07-1.25)
Skin Color

White - 1 -

Non-White 1.06 (1.01-1.11)
Formal Educationt

> 8 years - - 1

< 8 years 0.81 (0.75-0.87)
Family income

> R$1.500,00 - - -

<R$1.500,00
Social Capital

High 1 1 1

Moderate 1.13 (1.00-1.28) 1.18 (1.08-1.29) 1.14 (1.05-1.24)

Low 1.58 (1.27-1.97) 1.20 (1.10-1.31) 1.26 (1.06-1.49)

Dental attendance
Time of last dental attendance
<1 year
>1 year
Type of healthcare service
Private
Public
Reason for last dental attendance
Routine
Treatment
Dental clinical measures
Decayed teeth
< mean
> mean
Missing teeth
< mean
> mean
Dental prosthesis use
No
Yes
Dental prosthesis need
No
Yes

1
1.53 (1.26-1.86)

1
1.56 (1.37-1.77)

1
1.23 (1.04-1.44)

1
1.17 (1.11-1.25)

1
1.45 (1.35-1.56)

1
1.30 (1.22-1.38)

1
1.09 (1.02-1.16)

1
1.23 (1.13-1.33)

1
1.16 (1.01- 1.34)

1
1.55 (1.32-1.82)

1
1.29 (1.17-1.42)

1
2.13 (1.88-2.41)

PR=prevalence ratio / Cl= confidence interval

+Considering for older adults < 4 and > 4 years of formal education

Final Model: fully adjusted for demographic, socioeconomic variables, social capital, dental attendance and dental

clinical measures.
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Figure 1. Theoretical model of factors associated with Oral Health Self-Perception adapted
from Watt and Sheiham (2012) and Luchi et al. (2013).

Demographic and socioeconomic characteristics

Sex, Skin Color, Formal Education, Family Income

|

Social Capital

|

Dental attendance
Reason for |last dental attendance, Time of last dental
attendance, Type of healthcare service

l
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|
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3. CONSIDERACOES FINAIS

Este estudo avaliou os fatores associados a autopercepc¢do negativa de saude bucal em
adolescentes, adultos e idosos do estado de Séo Paulo, Brasil. Os resultados demonstraram que
existem diferencas entre os fatores que influenciam o desfecho estudado nos distintos grupos
etarios. Isso pode ser explicado pelas mudancas nas expectativas com relacéo a saude, que sao
moldadas, para além dos aspectos fisicos e normativos, pelas vivéncias e contextos aos quais
os individuos sdo expostos durante a vida. Evidencia-se que, como pesquisadores e
profissionais da salde, nossas investigagdes e intervencbes vao muito além de avaliar a doenca,
ao passo que acessamos, antes de tudo, experiéncias humanas com a salde. Assim, a saude
bucal e seus significados sdo formados por conceitos mais amplos do que meramente 0 que
avalia-se “em boca”.

Ao mesmo tempo em que a resignacao frente a acumulacdo de problemas bucais seja
propulsora de dispositivos para enfrenta-la, como a resiliéncia e a adaptacdo, quando a
disparidade entre as condicdes objetivas e subjetivas de salde é desconsiderada, as acdes que
buscam reorganizar a assisténcia e os servicos de salde acabam tendo pouco impacto. A
consciéncia quanto o entendimento das condicdes objetivas é essencial para que mudancas nos
padrdes de comportamento, como a busca por atendimentos de forma preventiva e a aquisicéo
de habitos mais saudaveis, acontecam. Diante disso, é imperativo que desenvolvamos maneiras
eficientes de promover protagonismo, corresponsabilidade, auto-eficadcia e empoderamento
frente a satde bucal antes que os desfechos negativos acontecam.

No entanto, é imprescindivel ponderar que estratégias de prevencdo e promogdo de
salde bucal com foco individual e comportamental sdo, na maioria das vezes, culpabilizadoras
e, portanto, ineficazes e simplistas, considerando que a salde é determinada sobretudo por
determinantes sociais. Como demonstrado neste estudo, a autopercepcdo de saude bucal
também reflete iniquidades em saude. As condi¢des de vida e de trabalho estabelecem de que
maneira os habitos e estilos de vida serdo mantidos, os quais séo, por sua vez, indicadores de
como a estrutura social influencia na saude. O controle das condic¢des bucais desfavoraveis, e
do consequente impacto subjetivo que acarretam para os individuos, fundam-se principalmente
em politicas sociais e em politicas de satde que considerem fatores de risco comum, exigindo
esforco colaborativo entre os diversos setores da sociedade e que potencializem processos

participativos e decisorios.
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ANEXO A - NORMAS PARA PUBLICACAO NO PERIODICO COMMUNITY
DENTISTRY AND ORAL EPIDEMIOLOGY

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 topics. 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
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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 instead be mentioned under
Acknowledgments.

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

2.2. Ethical Approvals

In all reports of original studies with humans, authors should specifically state the nature of the
ethical review and clearance for 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 disabled 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 Association Declaration 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: If 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,
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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
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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 Epidemiology requires 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

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 21 279 7116

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

Article Preparation Support
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Wiley Editing Services offers expert help with English Language Editing, as well as translation,
manuscript formatting, figure illustration, figure formatting, and graphical abstract design — so
you can submit your manuscript with confidence.

Also, check out our resources for Preparing Your Article for general guidance about writing
and preparing your manuscript.

3.1. Getting Started

* Launch your web browser (supported browsers include Internet Explorer 6 or higher, Netscape
7.0,7.1,0r7.2, 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
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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 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
a Minor or Major revision decision 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 a 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.
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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 the 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.
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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: this 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.

Results should not focus overly on P values — we concur with recent calls for less emphasis on
statistical significance (see Amrhein et al, Nature 2019; 567: 305-307). In the Results section,
have one paragraph of text per Table, and do not repeat Table data in that Results text; instead,
draw the reader’s attention to the highlights/important parts of the Table. Avoid "compared to"
- use 'than’ instead.

Discussion: See Docherty and Smith, BMJ 1999; 318: 1224-5 for how to structure a Discussion
section. That structure is encouraged. 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'.

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.
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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.

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.
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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.
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ANEXO B - FICHA DE EXAME E FORMULARIO

EXAMINADOR ~ ORIG/DUP

Sgagany%Is Ficha de Exame [ []

DE SAUDE BUCAL

N° IDENTIFICACAO MUNICIPIO SETOR CENSITARIO DOMICILIO

HNEEpEEEEEEEEEE NN EeEEEE

INFORMAGOES GERAIS
Cor/Racga [:]

Realizagdo do Exame |:|

1- Realizado

2- N3o realizado- falta de autorizagdo

3- Nao realizado- autorizado mas ndo permitido
4- N3o realizado ~auséncia do morador

5- N3o realizado por outras razdes

Idade I':I:l Sexo D
em anos
i1-Branca 4-Parda

1- Masculino 2- Preta S- Indigena
2- Feminino
3- Amarela

EDENTULISMO

(15-19, 3544 e 65 anos e mais)

0-N3ousa

1-Usa umaPomeFixa (PF)

2-Usa maisdoqueuma PF

3- Usa Protese Pardial Removivel (PR) Sup
4-Usa 1 oumaisPf e 1 ou maisPR

0-N3o necessita

1-NecesstadelPF ou PR (1 elemento)
Inf 2-Nec. De 1PF ou PR (maisde 1 elemento)
3-Nec. De uma combinago de proteses(PF
e/ou PR para 1 oumaisde 1 elemento)
4-Nec. de 1ProteseTotal

8- Sem Informacdo

USO DE PROTESE NECESSIDADE DE PROTESE

Sup Inf

0]

5-Usa protese Tota!
9-Sem informagdo

CONDIGAO DA OCLUSAO DENTARIA (15- 19 anos)

Snsiof secdier Overjet mandibular Mordida aberta vertical Relag@o molar antero- I Angle
anterior em mm posterior

Anterior emmm Anterior em mm
0-Classel @

0-Normal
1- MeiaCuspide
2- Cuspide Inteira m

- - 2-Classe il
CARIE DENTARIA E NECESSIDADE DE TRATAMENTO
— (15-19, 35-44 e 65 anos e mais) —
18 17 16 15 14 13 12 11 21 22 23 24 25 26 21 28
COROA
e L e
TRAT.
48 47 46 45 44 43 42 41 33 33 34 35 36 37 38
COROA
] ] ] . L |— —
TRAT.
(—

0- Coroa Higida

1-Coroa Cariada

2- Restaurada mascariada
3- Restaurada semcarie

5- Dente Perdido por Outra razao
6- Dentecom selarte
7-ApoiodePonteocuCoroa

8- Coroa ndo erupdonada

0-NenhumTratamento
1- Restauracdo uma superficie

5-TratamentoPulpar ouR
6- Bxtracdo

estauracao

2- Restauragdode 2 oumaissuperficie 7- Remineragdo de Mancha Brana

3-Coroa por qualquer razdo

8-Selame

4- Dente perdido devido a carie T-Trauma 9- Excluido 4-FacetaEstética 9-Sem Informagdo
CONDIGCAO PERIODONTAL
— e
17116
0- Normal "
1- Sangramento a sondagem —
2- Célculo 21726 f—
3-Bolsade4a5Smm 37136 j‘g_ !
4- Bolsa 6cumais mm s, e I
. 3 H.Smm ot
X- Auséncia X n
47146 ' gl Y=
SANGRAMENTO  Calculo Bolsa m— i

GENGIVAL Dentario Periodontal
I—
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4 R
- +sus Avaliagao socioeconomica, utilizacao de servigos
ag J odontologicos, morbidade bucal referida,
PESQUISA ESTADUAL 0’5 autopercepcao de saude bucal e capital social

\

DE SAUDE BUCAL

CARACTERIZAGAO SOCIOECONOMICA DA FAMILIA \

Il Quantas pessoas, incluindo o sr(a), residem nesta casa? Marcar 99 para “n3o sabe /n3o respondeu’

Quantos comodos estdo servindo permanentemente de dormitério para os moradores deste domicilio?
Marcar 99 para “ndo sabe/ndo respondeu’ Dj

Quantos bens tem em sua residéncia?
Considerar como bens: televisdo, geladeira, aparelho de som, mico-ondas, telefone, telefone celular, maquina de lavar roupa,
madquina de lavar louca microcomputador, @ numero de carros Varia de 0 a 11 bens. Marcar 99 para “ndo sabe /ndo respondeu’ D:I

No més passado, quanto receberam, em reais, juntas, todas as pessoas que moram na sua casa
incluindo salarios, bolsa familia, pensdo, aluguel, soldo, aposentadoria ou outros rendimentos?

1- Até 250, 2-De 2513 500; 3- De 5013 1.500;4- De 1.50132.500,5- De 2.50124.500; 6- De 4.501 3 9.500; 7- Mais de 9.500;
- 9-Nao sabe/ndo respondeu. )

Até que série o sr(a) estudou?
_Fazer a conversdo e anotar o lotal de anos estudados com aprovettamento (sem reprovacdlo). Marcar 99 para “ndo sabe/ ndo respondeu’’__

O sr(a) acha que necessita de tratamento dentario atualmente? o-Nao; 1- Sim; 9- Nao sabe/ Nao respondeu I:l
JAll Nos Ultimos 6 meses o sr(a) teve dor de dente? 0-Nao; 1- Sim; 9- Ndo sabe/ Nao respondeu D
Aponte na linha ao lado o quanto foi esta dor 1 (um) @@@@@@@@
_significa muito pouca dor e 10 (dez) uma dor muito forte?” T T T I T T T T T T
Alguma vez na vida o sr(a) ja foi ao consultorio do dentista? 6-Nao; 1-Sim; 9- Néo sabe / Néo respondeu l:l
10 Quando o sr(a) consultou o dentista pela Gltima vez?
k _1;!:!9@:15_ :_!f. um ano; _2< Ur_n a dois anos; 3- Trés anos ou mais; 8-Ndo se aplica; 9- N3o sabe / Nao respondeu
Onde foi a sua Gltima consulta?
11 1-Servigo pdblico; 2- Servico particular; 3- Plano de Salde ou Convénio; 4-Outros; 8- Ndo se apbca; 9-Ndo sabe/ Ndo respondeu
Qual o motivo da sua ultima consulta?
12 1-Revisdo, prevencao ou check-up; 2- Dor; 3-Exiracdo; 4- Tratamento; 5- Outros; 8- Ndo se aplica; 9- Nao sabe/ Néo respondeu

Ml O que o sr(a) achou do tratamento na dltima consulta?
13 1-Muito bom; 2- Bom; 3- Regular; 4- Ruim; 5-Muio Ruim; 8-N3o se aplica; 9- Ndo sabe / Ndo respondeu

AUTOPERCEPCAO E IMPACTO EM SAUDE bUCAL
Com relacdo aos seus dentes/boca o sr(a) esta? D

1 1-Muito satisfeito; 2-Satisfetto; 3-Nem satisfeito nem insatisfetto, 4-Insatisfetto; S-Muito insatisfeto; 3-Ndo sabe /Nao respondeu

O sr(a) considera que necessita usar prétese total (dentadura) ou trocar a que esta usando atualmente? J:I

Ml 0-N&o; 1-Sim; 9-Ndo sabe /Néo respondeu

16

16.1. Teve dificuldade para comer por causados dentes ou
sentiu dor nos dentes ao tomar liquidos gelados ou quentes?

16.3.0s seus denteso deixaramnenvoso (a) ou iritado (a)? J:l 16.8. Os seus dentes atrapalharampara estudar/ trabalhar ou D

fazer tarefas a escola/trabalho?

16.9. Deixou de dormir ou dormiu mal por causados seus
dentes?

dos seusdentes?

16.4. Deixou de sair, se divertir, Ir a festas, passeios por causa D

16.5. Deixou de praficar esportes por causa dos seus dentes? |:|

CAPITAL SOCIAL

Se houvesse um problema de abastecimento de dgua nesta comunidade, qual é a probabilidade de que as pessoas
17 cooperassem para tentar resolver o problema? 1-Muito provével, 2- Relativamente provavel, 3- Nem provavel, nem improvavel, 4- D
- Belativamenie sorroyavek §-Muito improyayel

Em geral, vocé se considera....
1-Mutto_feliz ; 2-Moderadamente feliz; 3- Nem fekz, nem Infekz; 4- Moderadamente feliz; 5- Muito infeliz J

....................................................................... descesscnscscsssccssscscscssnscss
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ANEXO C - TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

Sg’dafl’ s [ermo de Consentimento

PESQUISA ESTADUAL

=ees @015 | ivre e Esclarecido

Esclarecimentos

Este é um convite para vocé participar da Pesquisa estadual de Satide Bucal (Projeto SB Sao Paulo 2015) rea-
lizada pela Secretaria do Estado da Satde do estado de Sao Paulo, Entidades Odontolégicas e Universidades.
Sua participago ¢é voluntiria, o que significa que vocé poderad desistir a qualquer momento, retirando seu
consentimento, sem que isso lhe traga nenhum prejuizo ou penalidade.

Nessa investigacio cientifica, serao examinados os dentes e as gengivas de adolescentes e adultos da populagao
do seu municipio, escolhidos por sorteio. O exame é uma observacio da boca, feita na prépria escola ou na
residéncia, com toda técnica, seguranca e higiene, conforme normas da Organizacio Mundial da Satide e do
Ministério da Satide. Nao representa riscos nem desconforto para quem serd examinado. Os dados indivi-
duais nio serdo divulgados em nenhuma hipétese, mas os resultados da pesquisa ajudario muito a prevenir
doengas bucais e melhorar a satide de todos.

Os riscos relativos 4 sua participagio nesta pesquisa sio minimos e os beneficios que vocé terd serdo indiretos
e relacionados a um melhor conhecimento a respeito das doengas bucais na populacao do estado de Sao Paulo
de modo a organizar os servicos de maneira mais racional e efetiva.

Todas as informagoes obtidas serio sigilosas e seu nome nio serd identificado em nenhum momento. Os
dados serao guardados em local seguro e a divulgacao dos resultados seri feita de forma a nao identificar os
voluntirios.

Se vocé tiver algum gasto que seja devido a sua participagio na pesquisa, vocé serd ressarcido, caso solicite.
Em qualquer momento, se vocé sofrer algum dano comprovadamente decorrente desta pesquisa, vocé terd
direito a indenizagio.

Caso seja detectado algum problema de satide bucal que exija atendimento odontolégico, vocé serd devida-
mente encaminhado a uma Unidade de Sadde, onde serd atendido.

Vocé ficard com uma cépia deste Termo e toda a divida que vocé tiver a respeito desta pesquisa, poderd
perguntar diretamente para <coordenador local da pesquisa>, no endereco <endereco da instituicio> ou pelo
telefone <telefone da instituicao>.

Dividas a respeito da ética dessa pesquisa poderio ser questionadas ao Coordenagao Técnica-Cientifica e a

Coordenacio executiva do Projeto SB Sao Paulo 2015.

Consentimento Livre e Esclarecido — Para participante individual
Declaro que compreendi os objetivos deste estudo, como ele serd realizado, os riscos e beneficios envolvidos

na Pesquisa Estadual de Satiide Bucal - Projeto SB Sio Paulo 2015 ¢ autorizo a realizagio do exame

Data / /

Assinatura ou impressdo dachloscopica

Nome em letra de forma




