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Aspectos relacionados ao traumatismo dentario e as consequéncias da carie

dentaria ndo tratada (pufa) em pré-escolares

RESUMO

OBJETIVO: Avaliar o impacto do traumatismo dentario na Qualidade de Vida
Relacionada a Saude Bucal (OHRQoL) e a associacao entre o Senso de Coeréncia
(SOC) dos cuidadores, os fatores socioeconémicos e as consequéncias de carie
dentaria nao tratada (pufa) em pré-escolares. METODO: Foi um estudo transversal
com amostra complexa e de base pré-escolar com um total de 769 criangas de cinco
anos provenientes de pré-escolas publicas e privadas de Campina Grande, Brasil.
Dois examinadores foram treinados e obteve-se a concordancia interexaminador e
intraexaminador para o diagndstico do traumatismo dentario (K = 0,88-0,90; K =
0,82-0,87), da carie dentaria (K = 0,89-0,90; K = 0,87-1,00), da ma ocluséo (K =
0,86-0,91; K = 0,94-1,00) e das consequéncias da carie dentaria nao tratada (K=
0,90-1,00; K = 1,00). O “Scale of Oral Health Outcomes for 5-year-old children”
(SOHO-5) foi utilizado para avaliar a Qualidade de Vida relacionada a saude bucal
dos pré-escolares e 0 Senso de Coeréncia (SOC) dos cuidadores foi obtido a partir
de um instrumento validado. A analise estatistica variou conforme cada objetivo.
Andlises descritivas foram conduzidas, seguidas de regressdo logistica para
amostras complexas (a = 5%) e da construgdo de uma arvore de decisao indutiva
(Algoritmo J48; 0=5%), respectivamente para o primeiro e segundo plano de analise
do estudo. RESULTADOS: O impacto dos problemas bucais na OHRQoL de pré-
escolares foi de 32,9% e 42,2% segundo os paistuidadores e a crianga
respectivamente. A presenga de um (OR=1,59; Cl 95% 1,01-2,49) ou mais dentes
traumatizados (OR=1,95; Cl 95% 1,27-3,00), dor dentaria (OR=3,78; Cl 95% 2,41-
5,91) e uma baixa escolaridade dos pais (OR=1,57; Cl 95% 1,04-2,38) exerceu
impacto na OHRQoL de pré-escolares segundo o autorrelato da crianga. Para o
relato dos paistuidadores manteve-se associada no modelo final a presenca de dor
de dente (OR=9,86; ClI 95% 5,90-16,48) e uma menor renda familiar mensal
(OR=1,75; CI 95% 1,11-2,75). Com relagdo a prevaléncia das consequéncias da
carie dentéaria ndo tratada (pufa) foi de 13,8%. Os pais/cuidadores com um senso de
coeréncia fraco corresponderam a 41,7% da amostra. Os fatores associados as
consequéncias da carie dentaria ndo tratada foram: dor de dente (RP=12.34; IC
95%: 7.87-19.35), criangas de pré-escolas publicas (RP=2,38; IC 95%: 1,83-3,09;
p<0,001), pais/cuidadores com menos de 30 anos de idade (RP=1,44; IC 95%: 1,26-
1,68; p<0,001), pais/cuidadores com mais de dois filhos (RP=1,47; IC 95%: 1,28-
1,69; p<0,001) e pais/cuidadores com um senso de coeréncia fraco (RP=1,13; IC
95%: 1,01-1,28; p<0,001). CONCLUSAO: O impacto dos problemas de saude bucal
na OHRQoL de pré-escolares foi alto. Um maior nimero de dentes traumatizados, a
presenca de dor de dente e fatores socioeconémicos foram associados a uma pior
OHRQoL em pré-escolares e variaram conforme o relato dos pais e da crianga. A
prevaléncia das consequéncias da carie dentaria ndo tratada (pufa) foi baixa e



associada a fatores sociais (tipo de escola, idade do responsavel, numero de filhos)
e psicolégicos (SOC).

Palavras-Chave: Qualidade dQ Vida. Pré-escolar. Traumatismos Dentarios. Carie
Dentaria. Senso de Coeréncia. Arvores de Decisoes.



Aspects related to dental trauma and consequences of untreated dental caries

(pufa) in preschool children

ABSTRACT

OBJECTIVE: to evaluate the impact of dental trauma on Oral Health-Related Quality
of Life (OHRQoL) and the association between the Sense of Coherence (SOC) of
parents/caregivers, socioeconomic factors and consequences of untreated dental
caries (pufa) in preschool children. METHODS: It was a cross-sectional study with
complex sample and preschool based sample with a total of 769 children of five
years old from public and private preschools in Campina Grande, Brazil. Two
examiners underwent a training process which involved the determination of inter-
examiner and intra-examiner agreement for the diagnosis of dental trauma (K = 0.88-
0.90; K = 0.82-0.87), dental caries (K = 0.89-0.90; K = 0.87-1.00), malocclusion (K =
0.86-0.91; K = 0.94-1.00) and the consequences of untreated dental caries (K = 0.90
-1.00; K = 1.00). The Scale of Oral Health Outcomes for 5-year-old children (SOHO-
5) was used to evaluate the impact of dental trauma on the quality of life of
preschoolers and the sense of Coherence (SOC) of parents/caregivers was obtained
from a validated instrument. Statistical analysis varied according to each goal.
Descriptive analyses were conducted, followed by logistic regression for complex
samples (a = 5%) in the first analysis plan and an inductive decision tree was built
through J48 Algorithm (a = 5%) for the second analysis plan of this study. RESULTS:
the impact of oral problems on the OHRQoL of preschool children was 32.9% and
42.2% according to parentstcaregivers and children respectively. The presence of
one (OR = 1.59; 95% CI 1.01 - 2.49) or more traumatized teeth (OR = 1.95; 95% CI
1.27 -3.00), dental pain (OR = 3.78; 95% CIl 2.41-5.91) and a low educational level of
parents (OR = 1.57; 95% CI 1.04 -2.38) exerted an impact on preschool OHRQoL of
children according to self-report. The characteristics which remained associated with
the final model for parents/caregivers’ reports were the presence of toothache (OR =
9.86; IC 95% 16.48 - 5.90) and a lower monthly household income (OR = 1.75; 95%
Cl 1.11 -2.75). It was found a prevalence of 13.8% of the consequences of untreated
dental caries (pufa) among the preschoolers. Parents/caregivers with a weak sense
of coherence accounted for 41.7% of the sample. The factors associated with the
consequences of untreated dental caries were: toothache (RP = 12.34; IC 95%: 7.87-
19.35), children from public preschools (RP = 2.38; IC 95% 3.09-1.83; p 0.001),
parents/caregivers under the age of 30 years old (RP = 1.44; IC 95% 1.68-1.26; p
0.001), parents/ caregivers with more than two children (RP = 1.47; 95% CI 1.28-
1.69; p 0.001) and parents/caregivers with a weak sense of coherence (RP = 1.13;
95% CI 1.01-1.28; p < 0.001). CONCLUSION: the impact of oral health problems on
preschoolers OHRQoL was high. A greater number of traumatized teeth, the
presence of toothache and socioeconomic factors were associated with a worse
OHRQoL in preschoolers and varied according to parents/caregivers and children
reports. The prevalence of the consequences of untreated dental caries (pufa) was



low and associated with social factors (type of school, age of parents/caregivers, and
number of children) and a psychological factor (SOC).

Key-Words: Quality of Life. Preschool. Tooth Injuries. Dental Caries. Sense of
Coherence. Decision Trees.
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1. CONSIDERAGOES INICIAIS

O conceito atual de saude propée uma visdo global do processo saude-
doengca e sua consecugao inclui agdes no nivel individual e populacional
(FINEBERG;HUNTER., 2013). De acordo com o modelo de Meikirch (2014), a saude
€ um estado de bem estar que depende da interagédo entre varios fatores, incluindo a
presenca de determinantes sociais e ambientais, as necessidades e demandas da
vida cotidiana e as potencialidades desenvolvidas pelos individuos envolvidos neste
processo (BIRCHER;KURUVILLA., 2014).

Nesse sentido, a Qualidade de Vida Relacionada a Saude Bucal (OHRQoL)
pode ser entendida como uma autopercepgdo positiva das condicées de saude
bucal pelo proprio paciente vinculada a auséncia de impactos negativos de
problemas bucais na sua vida social (ATCHINSON., 2002). A saude bucal do
individuo afeta significativamente o seu bem estar, provocando mudangas nos
habitos alimentares, aparéncia, fonagao e socializagcao (LOCKER., 1997). Dentre as
condigbes bucais associadas ao impacto negativo na OHRQoL esta o traumatismo
dentario em pré-escolares por sua elevada prevaléncia (13,4% a 62,1%) e
possibilidade de longo tratamento (VIEGAS et al., 2010; FELDENS et al., 2016;
GOMES et al., 2014; ALDRIGUI et al., 2011).

Apesar da relevancia do tema e da importancia de uma intervengao nos casos
de ocorréncia do traumatismo dentario, ainda ha pouca procura pelo atendimento
odontolégico por parte dos pais (3,37%-24,8%). Diante desta situagao € importante
que o cirurgido-dentista reconhega as possibilidades de impacto do traumatismo
dentario na Qualidade de Vida (QV) da crianga para que possa orientar os pais por
meio de estratégias educativas a procura do tratamento e desta forma reduzir as
possiveis consequéncias do trauma (GOVINDARAJAN et al., 2012; COSTA et al.,
2016).

Até o momento ha apenas dois instrumentos validados para uso no Brasil
capazes de mensurar a OHRQoL em pré-escolares, sendo eles o “The Early
Childhood Oral Health Impact Scale” (ECOHIS) e o “Scale of Oral Health Outcomes
for 5-year-old children” (SOHO-5). O ECOHIS é uma escala que permite a obtencgao
do relato dos cuidadores acerca do impacto de problemas bucais na OHRQoL de
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criangas entre trés e cinco anos e da familia e é considerado uma medida
aproximada para a crianga (PAHEL et al.,2007; TESCH;OLIVEIRA;LEAO et
al.,2008). Por outro lado o SOHO-5 é um instrumento que foi desenvolvido em duas
versdes, podendo ser aplicado aos cuidadores e as criangas de cinco anos
(TSAKOS et al.,2012; ABANTO et al.,2013a). Nao ha atualmente disponiveis
estudos com amostras representativas utilizando o SOHO-5 para avaliar o impacto
do traumatismo dentéario na QV de pré-escolares.

Ainda em relagcdo a analise de aspectos biopsicossociais, recentemente tem
sido estudado o papel do senso de coeréncia materno para a condigdo bucal da
criangca (BONANATO et al.,2009a; KHATRI; ACHARYA;SRINIVASAN.,2014). O
Senso de Coeréncia (SOC) foi criado a partir modelo da salutogénese e propde que
todos os recursos disponiveis ao individuo sejam utilizados para produzir saude
(ANTONOQOVSKY., 1993). Este instrumento, validado para uso no Brasil com mées de
pré-escolares (BONANATO et al., 2009b) avalia as perspectivas do individuo em
torno da vida e quais os comportamentos desenvolvidos por ele em situagdes de
estresse para manutencdo e  desenvolvimento da  propria  saude
(ERIKSSON;LINDSTROM., 2007).

Estudos nessa perspectiva sdo importantes pois sabe-se que o estilo de vida
e comportamento dos pais/cuidadores afetam a saude bucal das criangas, podendo
ser preditores inclusive da carie dentaria. Ha indicios na literatura de que um SOC
materno mais forte pode influenciar as praticas de saude bucal da crianga
(WIGEN;WANG.,2012; BOZORGMEHR et al.,2013; ELYASI et al.,2015;
GRANVILLE-GARCIA et al.,2015).

Assim, estudos envolvendo o senso de coeréncia materno sdo importantes
para verificar a sua influéncia sobre as consequéncias da carie nao tratada na
infancia, uma vez que a prevaléncia desta doenca € alta na fase pré-escolar (9,2% a
72,3%) .(OZIEGBE;ESAN.,2013; GANDEEBAN et al.,2016; RAHMAN et al., 2010;
PINTO-SARMENTO et al.,2016). Essas informagdes sao importantes pois quando
nao tratada, a carie dentaria pode levar a prejuizos severos, como dor, formagéo de
abcessos, fistulas e infecgdes odontogénicas contribuindo para morbidade, perda de
fungéo social e absenteismo escolar em criangas. Além disso a presenga de carie
dentaria na infancia é um preditor para este problema na vida adulta
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(MEHTA;BHALLA.,2014; NEVES et al., 2016; WARREN et al., 2002).Até o momento
ndo ha avaliagbes com amostras representativas da associagdo entre as
consequéncias da carie dentaria ndo tratada em pré-escolares (pufa) e o SOC dos
pais/cuidadores.

Uma das formas de avaliar as consequéncias da carie dentaria nao tratada é
o indice pufa/PUFA aplicado respectivamente para a denticdo decidua e
permanente. O pufa mensura a presenca de dentes deciduos severamente afetados
pela carie dentaria com as seguintes alteragdes visiveis: envolvimento pulpar (p),
ulceragao provocada pelo deslocamento de fragmentos dentéarios (u), fistula (f) e
abscesso (a). Consiste em um instrumento de aplicacao pratica e simples e requer a
realizagdo de um exame fisico intrabucal para inspegédo dos dentes (MONSE et al.,
2010).

Diante do exposto, o objetivo deste estudo é de avaliar o impacto do
traumatismo dentario na OHRQoL de pré-escolares utilizando o SOHO-5, como
também verificar a possivel associacdo entre o Senso de Coeréncia de
pais/cuidadores e as consequéncias da carie dentaria ndo tratada (pufa). Para isso
foi utilizada uma amostra probabilistica e complexa de base pré-escolar. Os
resultados serdo apresentados por meio de dois artigos cientificos, dada a maior
objetividade e divulgagéo dos resultados nesse modelo.
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2. OBJETIVOS

2.1 GERAL

Avaliar a associagdo entre o traumatismo dentario e qualidade de vida em pré-
escolares, bem como a associagao entre senso de coeréncia e as consequéncias da
carie dentaria ndo tratada (pufa) em pré-escolares de cinco anos de idade de
Campina Grande, Paraiba.

2.2 ESPECIFICOS

Plano de analise | (Artigo 1)

1. Determinar a prevaléncia do traumatismo dentario para a amostra do estudo;

2. Verificar o impacto do traumatismo dentario na qualidade de vida de pré-
escolares utilizando o Scale of Oral Health Outcomes for 5-year-old children
(SOHO-5);

3. Investigar o impacto das condi¢gdes socioecon6micas na qualidade de vida
relacionada a saude bucal de pré-escolares.

Plano de analise Il (Artigo 2)

1. Obter a prevaléncia das consequéncias da carie dentaria ndo tratada em pré-
escolares;
2. Avaliar a associagao entre o Senso de Coeréncia dos pais/cuidadores, fatores

socioeconémicos e a presenga de carie dentaria nao tratada (pufa).
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3. MATERIAIS E METODOS

3.1 AREA DE ESTUDO

Campina Grande é a segunda cidade mais populosa do estado da Paraiba e
fica localizada na mesorregido do agreste paraibano (Figura 1).0O IBGE estima que
no ano de 2016 sua populagdo era de 407.754 habitantes e sua area territorial de
593,026 km?. Campina Grande é um importante centro tecnoldgico do nordeste e se
destaca no panorama nacional. O municipio é dividido pela vigildncia sanitaria em
seis distritos sanitarios, com o objetivo de tornar a oferta local dos servigos de saude
disponiveis mais facil (IBGE, 2016; PREFEITURA MUNICIPAL DE CAMPINA
GRANDE, 2015).

Campina Grande é também referéncia em termos educacionais e conta com
duas universidades publicas e diversas outras instituicbes de ensino privadas, sendo
frequentemente reconhecida como uma cidade universitaria gragas ao grande
numero de estudantes residentes em seu territorio (IBGE, 2016; PREFEITURA
MUNICIPAL DE CAMPINA GRANDE, 2015).

De maneira similar as outras cidades do estado da Paraiba, Campina Grande
conta com barreiras sociais e problematicas que atingem o bem estar da populagéao,
como a violéncia (CONSEJO CIUDADANO PARA LA SEGURIDAD PUBLICA Y
JUSTICIA PENAL, 2014) denunciada por meio da midia e a pobreza extrema de
parte consideravel da populagdo. O censo demografico de 2010 considerou que
aproximadamente 64.476 pessoas na cidade viviam abaixo da linha de pobreza e
indigéncia (PORTAL ODM, 2016).
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Figura 1 - Localizag&o geografica do estado da Paraiba e da cidade de Campina Grande.
Fonte: http://www.dec.ufcg.edu.br/saneamento/SBautor.htm.

3.2 DESENHO DO ESTUDO

Foi desenvolvido um estudo observacional do tipo transversal e analitico. Os
estudos transversais sdo importantes, pois permitem analisar a distribuicdo de um
agravo em determinada populagéo, conhecer sua prevaléncia e estudar os fatores
associados, além de serem uteis como base para o planejamento e determinagéo de
necessidades coletivas de tratamento e também para orientar politicas publicas.
Apresentam, entre outras vantagens, objetividade dos dados e sao pouco
dispendiosos (FRONTEIRA,2013; PEREIRA, 1995;PINTO, 2000; FRAZAO, 2003).

3.3 POPULACAO DO ESTUDO

Criangas de cinco anos, matriculadas em pré-escolas publicas e privadas da
cidade de Campina Grande-PB. O municipio apresenta 137 creches/escolas
privadas e 126 publicas (estaduais, municipais e federais), totalizando 14.360
criangas, de acordo com o Instituto Nacional de Estudos e Pesquisas Educacionais
Anisio Teixeira (INEP, 2014).
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3.4 CALCULO AMOSTRAL

Para este estudo o calculo amostral foi realizado por meio de uma
amostragem probabilistica por conglomerados para amostras complexas,
estratificado em dois estagios (pré-escolas e criangas) proporcional ao numero de
estabelecimentos por distritos sanitarios. Foram selecionadas 48 pré-escolas, 20 das
129 publicas e 28 das 134 privadas. No segundo estagio as criangas foram
selecionadas a partir de uma amostra aleatéria simples de cada escola selecionada.

A amostra foi obtida através do calculo de estimativa de proporgao, de acordo
com Kirkwood e Sterne (2003) e foi considerado um nivel de significancia de 95%,

prevaléncia de agravo de 50% e erro admissivel de 5%:

N = (Z 140 (1d-9)

Onde: Ent&o:

a: nivel de significancia a: 95%

p: prevaléncia do agravo analisado p: 50%
d: erro admissivel d: 5%

Deste modo, segundo o calculo de estimativa de proporgdes, o tamanho
amostral seria de 384 criangas.

O processo de amostragem por conglomerados (cluster) altera a precisdo das
estimativas, jd que essas dependem do grau de homogeneidade interna dos
conglomerados. Ao se proceder a essa técnica de amostragem, aumenta-se a
homogeneidade interna dos grupos (intraconglomerados) e portanto um numero
mais elevado € requerido para compensar esse aspecto. Essa corregcdo pode ser
efetuada de forma simplificada e conservadora: multiplica-se o tamanho da amostra
por 1,2 a 2,0. Esse procedimento € denominado efeito de delineamento ou efeito do
desenho.

Este estudo utilizou o fator 1,6, sendo portanto a amostra estimada em 615
criancas. Além disso, foi adicionado 20% ao tamanho amostral, para compensar as
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possiveis perdas. Assim, a amostra final foi constituida de 769 pré-escolares de

cinco anos.

3.5 CRITERIOS DE INCLUSAO

+ Criancas de cinco anos matriculadas em pré-escolas publicas e privadas de

Campina Grande-PB.

3.6 CRITERIOS DE EXCLUSAO

= Presencga de um ou mais dentes permanentes;

= Criancas previamente submetidas a tratamento ortodéntico ou sob tratamento
no momento do estudo;

+ Criangas com perda de um ou mais dentes devido a carie extensa na regiao
anterior foram excluidas para avaliagdo do traumatismo dentario e da ma-
ocluséo.

+ Presencga de doengas sistémicas e/ou deficiéncias fisicas e de aprendizagem
relatada pelos professores.

3.7 CALIBRACAO

A calibragdo seguiu a metodologia proposta por Peres, Traebert e Marcenes
(2001) e foi dividida em duas etapas. A primeira etapa consistiu em uma discussao
tedrica na qual foi apresentado o indice utilizado e os critérios de diagndstico para os
problemas estudados. Imagens foram projetadas por um minuto, sendo solicitado
aos examinadores que diagnosticassem as alteragbes observadas. Foi, entdo,
realizado o estudo da ficha clinica e da rotina a ser seguida durante o exame clinico.
Esta etapa foi coordenada por experts na area, considerados padrdo-ouro no
treinamento dos dois cirurgides-dentistas selecionados para o exercicio de

calibragéo.
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Na segunda etapa foram realizados os exames clinicos pelos examinadores e
pelo padrdo ouro. Para este propdsito foram selecionados aleatoriamente 40 pré-
escolares de cinco anos pertencentes a uma pré-escola publica. Os pré-escolares
examinados no exercicio de calibragdo nao foram incluidos no estudo principal. O
grau de concordancia interexaminador foi testado comparando-se os diagndésticos de
cada examinador com o padrao-ouro. Das 40 criangas, 20 foram reexaminadas apds
um intervalo de sete dias para determinagdo do grau de concordancia
intraexaminador. A consisténcia dos diagnésticos foi medida através do coeficiente
Cohens’s kappa para a obtencdo dos valores de concordancia a partir da formula

abaixo:

K=Po -Pe
100 - Pe

Onde:
Po: porcentagem de dentes nos quais houvera concordancia diagnostica;
Pe: porcentagem de concordancia esperada.

Os resultados numericamente obtidos representam (BULMAN;OSBORN,
1989):

k igual a zero: baixissima confiabilidade;

k maior que zero e menor que 0,40: baixa confiabilidade;
k entre 0,41 e 0,60: moderada confiabilidade;

k entre 0,61 e 0,80: substancial confiabilidade;

k acima de 0,81: boa confiabilidade.

A confiabilidade interexaminador e intraexaminador foi considerada boa para
este estudo, portanto os dois cirurgides-dentistas treinados foram considerados
aptos para execugao da metodologia proposta.
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Quadro 1 - Coeficientes Cohens’s kappa inter e intra-examinador.

Condigéo clinica Inter-examinador Intra-examinador
Carie dentaria 0.89-0.90 0.87-1.00
Atividade de carie dentaria 0.80-0.89 0.88-1.00
indice pufa 0.90-1.00 1.00
Traumatismo dentario 0.88-0.90 0.82-0.87
Ma oclusédo 0.86-0.91 0.94-1.00

3.8 ESTUDO-PILOTO

Previamente ao estudo principal foi realizado um estudo piloto para testar e
avaliar a metodologia proposta para a realizagdo do estudo (realizagdo dos exames
clinicos, aplicabilidade do SOHO-5 e dos questionarios sociodemografico, senso de
coeréncia e sobre a saude). Este estudo foi realizado em duas creches, uma publica
e outra privada, selecionadas por conveniéncia, onde um total de 45 criangas foram
examinadas. Estas nao foram incluidas no estudo principal.

A fim de se avaliar a confiabilidade das respostas do questionario foi realizado
o teste e reteste, no qual, o instrumento foi aplicado novamente apds um intervalo de
sete dias.

3.9 CONTATO COM AS CRECHES/PRE-ESCOLAS

As pré-escolas/creches foram localizadas de acordo com os dados fornecidos
pelo INEP, e visitadas inicialmente pelo pesquisador. Neste momento, foram
esclarecidos a pessoa responsavel pelo estabelecimento, os objetivos da pesquisa,
as atividades a serem realizadas na pré-escola e a metodologia do trabalho
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proposto. Em cada pré-escola/creche foram apresentadas a aprovacao do trabalho

pelo Comité de Etica em Pesquisa e a Autorizacdo da Secretaria de Educacéo.

3.10 INSTRUMENTOS PARA COLETA DE DADOS

A coleta dos dados foi realizada nas creches e pré-escolas selecionadas para
o estudo e desenvolvida por dois examinadores previamente treinados e os dados
anotados por trés assistentes devidamente treinados.

Para a coleta de dados, inicialmente foi feita a aplicagcdo dos questionarios
com os pais/cuidadores, seguido do autorrelato da crianga sobre a QVRSB e depois

foi realizado o exame clinico do pré-escolar.
Para coleta dos dados foram necessarios 4 instrumentos de pesquisa:

1. Questionario dirigido aos pais contendo questdes relacionadas as condi¢des
sociodemograficas, condigcdo de saude da crianga e frequéncia de visita ao
dentista (APENDICE A);

2. Questionario SOHO-5, dirigido aos pré-escolares e pais/cuidadores (ANEXO
A);

3. Ficha clinica para anotagdo dos dados clinicos (APENDICE B) e ficha do
ICDAS-II (ANEXO B);

4. Questionario SOC-13, adaptado para os pais/cuidadores de pré-escolares
(ANEXO C).

3.10.1 QUESTIONARIO SOCIODEMOGRAFICO, DOR DE DENTE E VISITA DA
CRIANCA AO DENTISTA

Foram pesquisadas as seguintes variaveis sociodemograficas: sexo da
crianga, tipo de escola, idade do cuidador, escolaridade materna, renda familiar
mensal, idade do pai/cuidador, numero de moradores no domicilio, numero de filhos
e ordem de nascimento da crianga. Também foram analisadas a percepgao dos
pais/cuidadores sobre a condi¢cdo da saude geral e bucal do pré-escolar,0 motivo da



29

visita ao dentista, tipo de servico de saude bucal utilizado, experiéncia de dor de

dente, frequéncia e o responsavel pela escovagao da crianga.
3.10.2 SOHO-5

O SOHO-5 consiste em uma versao de autorrelato da crianga e outra verséo
de relatos secundarios dos pais em relacdo a Qualidade de Vida Relacionada a
Saude Bucal (QVRSB) do pré-escolar. O instrumento é estruturalmente composto
por 14 itens contidos nas duas versdes, sete itens para cada versédo, sendo que seis
destes comuns as duas versées em termos de conteudo (TSAKOS et al., 2012;
ABANTO et al., 2013a; ABANTO et al., 2013b).

Na versdo da crianca os sete itens s&o: dificuldade para comer, dificuldade
para falar, dificuldade para brincar, dificuldade para dormir, evitar sorrir devido a dor,
evitar sorrir devido a aparéncia e dificuldade para beber. As respostas de cada item
sdo dadas em uma escala de trés possibilidades: ndo=0; um pouco=1; muito=2. A
explicagcdo das respostas pode ser facilitada pelo uso de um cartdo com o desenho
de trés faces (Figura 2).

© © ®

Nao Um pouco Muito

Figura 2 - Faces para facilitar a obtengao de respostas na versao da crianga

Na versao dos pais os sete itens sao: dificuldade para comer, dificuldade para
falar, dificuldade para brincar, dificuldade para dormir, evitar sorrir devido a dor,
evitar sorrir devido a aparéncia e autoconfianga da crianga afetada por causa dos
dentes. As respostas de cada item desta versdo seguem uma escala ordinal de
cinco possibilidades: de forma nenhuma=0; um pouco=1; mais ou menos=2;
bastante=3; muita=4. A opc¢do de resposta “ndo sei’ pode ser fornecida quando a
versao dos pais é autoaplicada.

O escore total para cada uma das versées do SOHO-5 é calculado a partir da
somatoria dos pontos das opgdes de respostas. Desse modo, o escore total da
versado da crianga pode variar de 0 a 14 e a versao dos pais de 0 a 28. Quanto a
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interpretacéo da escala, escores mais altos indicam uma pior qualidade de vida da

crianga.
3.10.3 SENSO DE COERENCIA (SOC-13)

O senso de coeréncia (SOC-13) € a ideia central da teoria salutogénica
proposta por Antovsky (1979). A partir dessa teoria acredita-se que existem forgas
geradoras de saude e que o processo saude doenga vai além do determinismo
biomédico establecendo uma dicotomia que precisa ser constantemente superada
(LACERDA;PONTES;QUEIROZ.,2012). Trata-se de um questionario com 13
questdes respondidas em uma escala de Likert de cinco pontos. S6 é admitida uma
Unica resposta para cada questdo. O questionario utilizado neste estudo foi uma
versdo adaptada para utilizagdo com maes de pré-escolares (BONANATO et al.,
2009b). A linguagem referencial deste instrumento foi entdo adaptada para utilizagado
com pais/cuidadores. O senso de coeréncia mensura a capacidade do individuo de
identificar as situagbes em que se encontra e de buscar solugbes, se adaptando e
dando significado aos acontecimentos (ERIKSSON & LINDSTROM, 2005). O
resultado final foi obtido através do somatério das respostas e da média final, que
varia em torno dos valores minimo (13) e maximo (65). Valores maiores indicam um
SOC-13 forte e uma melhor capacidade de adaptagdo enquanto valores menores
indicam um SOC-13 fraco, como pouca capacidade de adaptagao do respondente.

3.11 EXAME CLINICO

Antes do exame clinico, as criangas realizaram uma escovagao
supervisionada pelo examinador. Para tal, cada crianga recebeu um kit contendo
escova de dente, dentifricio e fio dental para remover o biofime bacteriano das
superficies dentarias e facilitar o diagnéstico.

As criangas foram examinadas nas pré-escolas, permanecendo na posi¢ao
sentada em frente ao examinador, com o auxilio de uma lampada portatil
posicionada na cabeca do examinador (Petzl Zoom head lamp, Petzl America,
Clearfield, UT, USA). Para o exame fisico intra oral, os examinadores utilizaram

equipamentos de protecdo individual, sendo as luvas trocadas a cada exame e o
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gorro e a mascara a cada turno de exame. Nos exames foram utilizados espelhos
bucais estéreis (PRISMA ®, S&o Paulo, SP, Brasil), sondas OMS estéreis (OMS-
621, Trinity ®, Campo Mourao, PA, Brasil) e gazes para secar os dentes. Os critérios

de diagndsticos utilizados para o exame clinico serdo descritos a seguir:
3.11.1 TRAUMATISMO DENTARIO

Para o diagnéstico do Traumatismo Dentario (TD) nos incisivos e caninos foi
utilizada a classificagdo de Andreasen et al, (2007) que é destinada a estudos
epidemioldgicos uma vez que os diagnosticos sdo realizados sem o auxilio do
exame radiografico. Foram diagnosticados os seguintes tipos de TD: fratura de
esmalte, fratura de esmalte e dentina, fratura coronaria complicada, luxagao
extrusiva, luxacdo lateral, luxagao intrusiva e avulsao. Além disso, foi avaliada a

alteragao de cor decorrente do TD.
3.11.2 CONSEQUENCIAS DA CARIE DENTARIA NAO TRATADA (pufa)

O diagnodstico das consequéncias da carie dentaria ndo tratada (pufa) foi
realizado por meio do exame clinico das seguintes alteragdes visiveis: envolvimento
pulpar (p), ulceragdo provocada pelo deslocamento de fragmentos dentarios (u),
fistula (f) e abscesso (a). O indice pufa consiste em um instrumento de aplicagéo
pratica e simples e requer a realizacdo de um exame fisico intrabucal para inspegéo
dos dentes, sem auxilio de instrumentos adicionais (MONSE et al., 2010). As
categorias avaliadas pelo instrumento estdo descritas a seguir:

p: envolvimento pulpar é registrado quando ha abertura da camara pulpar ou quando
as estruturas dentarias coronarias foram destruidas pelo processo de céarie dentaria
e apenas raizes ou fragmentos de raizes estdo presentes. Nenhuma sondagem é
realizada para diagnosticar envolvimento pulpar.

u: ulceragao é registrada como presente quando ha bordas afiadas de um dente com
envolvimento pulpar ou fragmentos radiculares que causaram ulceragao traumatica
nos tecidos moles adjacentes, por exemplo, na lingua ou mucosa bucal.

f: fistula € marcada na presenca de pus sendo drenado e relacionado a um dente
com envolvimento pulpar.
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a: abscesso € marcado na presenga de um edema contendo pus e estando

relacionado a um dente com envolvimento pulpar.

Cada dente recebe uma pontuagéo final. Em caso de duvida sobre a extensao
da infecgdo odontogénica, a pontuagdo basica (p: envolvimento pulpar) é dada. A
pontuagao do pufa é cumulativa e representada pelo numero de dentes acometidos
em cada individuo. Portanto, na dentigdo decidua, a pontuagao varia de 0 a 20. Para
analise estatistica foi considerada presenca ou auséncia de qualquer um dos indices
avaliados.

3.11.3 CARIE DENTARIA

Foi considerada como variavel de confusdao a presenga ou a auséncia da
carie dentaria e os critérios de diagndstico seguiram o ICDAS-II (ISMAIL et al.,
2007):

0 = Sadio, imediatamente apds secagem com ar (5 segundos); sem carie dentaria,
manchamento, hipoplasia, desgaste, erosdo e outros fendbmenos ndo cariosos;

1 = Imediatamente ap6s secagem com ar, primeira alteragéo visivel no esmalte ou
alteracdes na coloracéo limitada as areas de fossulas e fissuras;

2 = Observacado sem secagem, alteragdo visual distinguivel, branca ou colorida,
numa extensao que vai além as fossulas e fissuras;

3 = Ruptura localizada do esmalte, sem dentina visivel, descontinuidade na
superficie do esmalte. Confirmada com sonda OMS;

4 = Sombra escura subjacente desde a dentina, com ou sem ruptura localizada do
esmalte;

5 = Cavidade com dentina exposta na base da cavidade;

6 = Cavidade extensa, visivel, em dentina, na base e nas paredes.

Em fungdo da natureza epidemiolégica desse estudo os codigos “1” e “2”
foram unidos em uma mesma classificagao diagnostica (cédigo “2”), em virtude da

secagem ser feita com gaze e nao com jato de ar no escore “1”.
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Portanto, a presenca de carie dentaria foi considerada quando qualquer
dente apresentou codigo = 2; auséncia de carie dentaria quando todos os dentes
receberam codigo “0”.

3.11.4 MA OCLUSAO

Os critérios utilizados para avaliagcdo da ma-oclusdo foram baseados no
indice de Foster e Hamilton (1969) e Grabowski et al., (2007) descrito abaixo:

Overbite: trespasse vertical dos incisivos
= Normal: quando o trespasse vertical dos incisivos nao ultrapassar 2mm;
= Overbite aumentado: quando o trespasse vertical ultrapassar 2mm;
+ Mordida aberta anterior: auséncia de contato dos incisivos anteriores estando

os posteriores em oclusao.

Overjet: trespasse horizontal dos incisivos
= Normal: distancia entre os incisivos superiores e os inferiores no sentido
horizontal ndo ultrapassar 2 mm;
= Overjet aumentado: quando o trespasse horizontal ultrapassar os 2 mm;

# Mordida cruzada anterior: trespasse horizontal negativo.

Mordida Cruzada Posterior
+ Os molares superiores ocluem numa relacao lingual em relagdo aos inferiores

em oclusédo céntrica.

O pré-escolar que apresentou pelo menos uma das condicbes de
anormalidade indicadas acima foi diagnosticado com presenga de ma ocluséo.

3.11.5 BRUXISMO
O diagnodstico do Bruxismo foi registrado de acordo com a presenga ou

auséncia do agravo a partir do exame clinico (desgate dentario compativel) e por
questionamento aos pais/cuidadores sobre a presenga de ranger de dentes pela
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crianga durante o sono (American Academy of Sleep Medicine- AASM) (BUYSSE et
al., 2003; SERRA-NEGRA et al., 2013).

3.12 ELENCO DE VARIAVEIS

Este estudo apresenta dois planos de analise. Em cada plano serdo descritas
as caracteristicas das variaveis e os testes estatisticos aplicados para obtencao dos
resultados.

3.12.1 PLANO DE ANALISE 1 — ARTIGO 1

Variavel dependente

A variavel dependente do plano de analise 1 foi as questdes relativas a
QVRSB (quadro 2). A qualidade de vida foi avaliada pela versao brasileira adaptada
transculturalmente do SOHO-5 (ABANTO et al., 2013b).

Quadro 2 — Variavel dependente do plano de analise |

Variavel dependente Versoes Categorizagao
Impacto na qualidade Crian Avaliacgo pela mediana
. . . ca
de vida relacionada a
saude bucal através do Pai/responsavel Avaliagao pela mediana

SOHO-5

Variaveis independentes

As variaveis independentes foram apresentadas de acordo com a seguinte
categorizacdo: variaveis de interesse (traumatismo dentario, tipo de traumatismo
dentario e numero de dentes traumatizados) (Quadro 3), as variaveis de carater
exploratorio (Quadro 4) e as variaveis de confusdo (Quadro 5).



Quadro 3 - Variaveis de interesse do plano de analise |

NOME DA VARIAVEL DEFINICAO DA CATEGORIZACAO
VARIAVEL
Traumatismo dentario Presenca de TD no 0. Ausente
exame clinico 1. Presente
Tipo de traumatismo Categorizagao dos TD’s 0. Ausente
dentério de acordo com a 1. Nao complicado
gravidade. 2. Complicado

3. Descoloragéao

Numero de dentes com
traumatismo dentario

Quantidade total de
dentes da crianga que
sofreram traumatismo

0. Ausente
1. Um dente
2. Dois ou mais dentes

Quadro 4 - Variaveis de carater exploratério do plano de analise |

NOME DA VARIAVEL DEFINICAO DA CATEGORIZACAO
VARIAVEL
Sexo Sexo da crianga 0. Feminino
1. Masculino
Tipo de escola Tipo de escola que a 0. Publica
crianga esta vinculada 1. Privada

Renda mensal familiar

Relato do responsavel
sobre a renda mensal da
familia

0. Menor que a mediana
1. Maior que a mediana

Nivel de escolaridade
dos pais/cuidadores

Relato do tempo maximo
de estudos do
responsavel pela crianca

0. < 8 anos de estudo
1. > 8 anos de estudo

|dade do responsavel

I[dade em anos do
responsavel

0. <30 anos
1. > 30 anos

Numero de moradores
na casa

Quantidade de pessoas
que residem com a
crianca

0. < 6 pessoas
1. 26 pessoas

Uso de servigos Utilizagao de servigos 0.Nao
odontolégicos odontolégicos 1.Sim
anteriormente pela
crianga
Experiéncia de dor de | Queixa de dor de dente 1.Néo
dente pela crianca em algum 2.Sim

momento da vida
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Quadro 5 — Variaveis de confusdo do plano de analise |

NOME DA VARIAVEL DEFINICAO DA CATEGORIZACAO
VARIAVEL
Carie dentaria Presencga de carie 0. Nao
dentaria na crianca 1. Sim
Bruxismo Relato dos pais de 0. Nao
ranger de dentes pela 1. Sim
crianca durante o sono
Ma-ocluséo Presenca de ma-oclusao 0. Nao
na crianga 1. Sim

Processamento e analise dos resultados

Inicialmente estatisticas descritivas foram realizadas para caracterizar a
amostra. Foi realizada uma analise de regresséo logistica para amostras complexas,
considerando o efeito do desenho do estudo, os pesos para selegdo amostral e apds
o controle dos efeitos confundidores da carie dentaria, ma oclusdo e bruxismo. A
variavel dependente para este plano de analise foi o impacto dos problemas de
saude bucal na QV de pré-escolares categorizado em maior e menor de acordo com
a mediana dos escores do SOHO-5 para a versao da crianga e dos pais/cuidadores.
As variaveis que atingiram um valor de p <0,20 na analise bivariada foram incluidas
em um modelo multivariado por meio de um procedimento backward. As variaveis
com valor de p<0,05 na analise ajustada foram mantidas no modelo final de
regressdo. A organizagdo dos dados e as andlises estatisticas foram realizadas
utilizando o programa SPSS Statistics (SPSS for Windows, version 20.0, SPSS Inc,
Chicago, IL, USA).

3.12.2 PLANO DE ANALISE 2 — ARTIGO 2

Variavel dependente

A variavel dependente do plano de analise 2 foi as questbes relativas as
consequéncias da carie dentaria ndo tratada (quadro 6), avaliadas pelo indice pufa
(Monse et al.,2010).
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Quadro 6 — Variavel dependente do plano de analise 2

VARIAVEIS DEFINICAO DA CATEGORIZAGCAO
DEPENDENTES VARIAVEL
Indice pufa Presenca das 0. Nao
consequéncias da carie 1. Sim

dentaria ndo tratada
(envolvimento pulpar,
ulceragéo, fistula e
abscesso)

Variaveis independentes

As variaveis independentes foram apresentadas de acordo com a seguinte
categorizacdo: variavel de interesse (senso de coeréncia dos pais/cuidadores)

(Quadro 7) e as variaveis de carater exploratério (Quadro 8).

Quadro 7 — Variavel de interesse do plano de analise 2.

NOME DA VARIAVEL DEFINIQAO DA CATEGORIZACAO
VARIAVEL
Senso de coeréncia Senso de coeréncia dos
(SOC) pais/cuidadores Avaliacao pela mediana
segundo Bonanato et
al.,2009b.

Quadro 8 - Variaveis de carater exploratério do plano de analise 2.

NOME DA VARIAVEL DEFINICAO DA CATEGORIZACAO
VARIAVEL
Sexo Sexo da crianga 0. Feminino
1. Masculino
Tipo de escola Tipo de escola que a 0. Publica
crianca esta vinculada 1. Privada
Renda mensal familiar Relato do responsavel 0. Menor que a mediana
sobre a renda mensal da 1. Maior que a mediana
familia
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Nivel de escolaridade
dos pais/cuidadores

Relato do tempo maximo
de estudos do
responsavel pela crianga

0. < 8 anos de estudo
1. > 8 anos de estudo

Idade do cuidador

Idade em anos do
responsavel

0. <30 anos
1. > 30 anos

Uso de servigos
odontolégicos

Utilizacao de servigos
odontolégicos
anteriormente pela
crianga

0. Nao
1. Sim

Ordem de nascimento

Ordem de nascimento da
criangca em relagao a
presencga de outros
irmaos

1. Unico
2. Mais novo
3. Mais velho
4. Filho do meio

Numero de filhos

Quantidade de filhos dos

momento da vida

pais/cuidadores < 2filhos

> 2 filhos

Experiéncia de dor de | Queixa de dor de dente 0. Néo
dente pela crianga em algum 1. Sim

Processamento e analise dos resultados

A caracterizagdo da amostra foi realizada. A variavel dependente para este

plano de analise foi o indice pufa (consequéncias da carie dentaria nao tratada)

dicotomizado em sim/ndo. A analise estatistica para este plano de analise foi

realizada no Waikato Environment for Knowledge Analysis (versdo 3.8.0, The
University of Waikato, New Zealand, 2016). O WEKA ¢é um software criado para
mineracao de dados que permite a aquisicdo de conhecimentos e significados
utilizando algoritmos matematicos. Para o propdsito deste estudo foi utilizado o

algoritmo J48 para a obtencdo de uma arvore de decisdo. As arvores de decisdo

permitem a organizacdo do conhecimento e propdem solug¢des articuladas para os

problemas gerados, sao de facil visualizagéo e de ampla aplicabilidade pratica.
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3.13 CONSIDERACOES ETICAS

Este projeto seguiu as recomendagdes da resolucdo CNS N° 466/2012 e foi
submetido e aprovado pelo Comité de Etica e Pesquisa da Universidade Estadual da
Paraiba, sob protocolo de numero 38937714.0.0000.5187 (ANEXO C). Previamente
a sua execugao foi enviado um documento oficial explicativo a Secretaria de
Educacdo Estadual (APENDICE C) e Municipal (APENDICE D) solicitando a
autorizagdo para sua realizagdo. As escolas participantes foram contatadas
individualmente através de suas respectivas diregdes. Apds a aprovacao deste
projeto, foram enviados termos de consentimento aos pais e/ou cuidadores pelas
criangas (APENDICE E), explicando o propdsito do estudo e suas implicagdes.
Reunides foram agendadas com os pais/cuidadores previamente a execugao dos
exames para o esclarecimento de duvidas e aplicagdo dos questionarios. Apds a
autorizagdo dos pais as criangas foram consultadas quanto a sua vontade em
participar do exame clinico (APENDICE F). A equipe responsavel pelo estudo esteve
durante toda a sua execugédo ciente das responsabilidades envolvidas em sua
realizacdo (APENDICES G e H). As alteracdes identificadas durante o exame clinico

foram enviadas por escrito aos pais, bem como orientagées pertinentes a cada caso.



3.14 FLUXOGRAMA

Contato com as Secretarias de Educacgéo (municipal e estadual)

v

Listagem das escolas e numero de alunos

}

Calibragao dos examinadores

}

Estudo Piloto

}

Procedimento Amostral

}

Agendamento e visita as pré-escolas selecionadas e aplicagao
do tcle com os pais/cuidadores

'

Exames Clinicos e Entrevistas

'

Analise estatistica

'

Divulgacao dos Resultados

Figura 3 — Fluxograma do estudo.
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4. RESULTADOS

Os resultados deste trabalho serdo apresentados na forma de dois artigos,
dispostos a seguir.
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Artigo 1

Periédico: Dental Traumatology

Fator de impacto: Impact Factor: 1,327/Qualis A2

Artigo formatado segundo as normas de publicagéo do periédico (ANEXO E)
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Perception of parents and self-reports of children regarding the impact of traumatic
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Perception of parents and self-reports of children regarding the impact of traumatic

dental injury on quality of life

Abstract — Background/Aim: Traumatic Dental Injuries occur frequently among young
children. The aim of this study was to evaluate the impact of traumatic dental injury on oral
health-related quality of life (OHRQoL) in preschool children using the Scale of Oral Health
Outcomes for 5-year-old children (SOHO-5). Materials and methods: The present study
involved 769 five-year-old children enrolled at public and private preschools. Two examiners
underwent a training process, which involved the determination of inter-examiner and intra-
examiner agreement (Kappa statistic) for traumatic dental injury (K = 0.88-0.90; K = 0.82-
0.87), dental caries (K = 0.89-0.90; K = 0.87-1.00) and malocclusion (K = 0.86-0.91; K =
0.94-1.00). Descriptive statistics were performed, followed by logistic regression for complex
samples (o = 5%). Results: The prevalence of the impact of oral problems on OHRQoL was
32.9% and 42.2% according to the parents/caregivers and children, respectively. Based on the
children’s self-reports, the occurrence of one (OR=1.59; 95% CI: 1.01-2.49) or more injured
teeth (OR=1.95; 95% CI: 1.27-3.00), toothache (OR=3.78; 95% CI. 2.41-5.91) and low
parent’s schooling (OR=1.57; 95% CI: 1.04-2.38) exerted an impact on OHRQoL. For the
reports of parents/caregivers, toothache (OR=9.86; 95% CI: 5.90-16.48) and a lower monthly
household income (OR=1.75; 95% CI: 1.11-2.75) remained associated in the final model.
Conclusions: The impact of oral problems on the OHRQoL of the preschool children was
high. A greater number of injured teeth, the presence of toothache and socioeconomic factors
were associated with poorer OHRQoL, based on the reports of both the parents/caregivers and

children.

Key words: Quality of Life, Preschool Child, Traumatic Dental Injuries, Oral Health.
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Introduction

Oral health-related quality of life (OHRQoL) is a complex, multidimensional concept
that regards the influence of oral health on one’s physical and emotional well being as well as
satisfaction and anxiety with regard to dental services. Studies with a focus on OHRQoL are

important, since oral problems can affect one’s wellbeing and self-esteem (1-2).

Traumatic dental injury (TDI) is considered a public health problem that requires long-
term expenses and care. The prevalence among preschool children ranges from 13.4 to 62.1%
and this condition can affect quality of life (3,4,5). Thus, it is important to evaluate the

association between TDI and OHRQoL in this population.

To date, most available studies addressing the impact of TDI on OHRQoL in
preschool children have used the Early Childhood Oral Health Impact Scale (ECOHIS) (6,7),
which was developed for children aged two to five years based only on the reports of
parents/caregivers with regard to the ORHQoL of their children (8,9). The results of studies
using this measure are conflicting. Some report that TDI causes an impact on OHRQoL (5-7),
whereas other report no such impact (10,11), depending on the severity of the trauma, location

of the study or parents’ perceptions. These results reflect the need for a more faithful measure.

The Scale of Oral Health Outcomes for 5-year-old children (SOHO-5) was created to
be administered to children aged five years and considers both the perception of the
parent/caregiver as well as the self-report of the child (12,13). As one might expect,
differences are found between the reports of parents/caregivers and their children. Moreover,
children demonstrate consistency in their responses in the presence or absence of caregivers

(14).

Available studies using the SOHO-5 have evaluated the impact of TDI on the

OHRQoL of preschool children using non-representative samples (14,15,16). Thus, the aim of
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the present study was to evaluate the impact of TDI on the OHRQoL of five-year-old

preschool children in a complex, representative, preschool-based sample using the SOHO-5.

Material and Methods

Sample characteristics and study design

A preschool-based cross-sectional study was conducted involving 769 five-year-old
children enrolled at public and private preschools in the city of Campina Grande, Brazil. The

participants were selected from a universe of 14,360 five-year-old preschool children.

To ensure greater representativeness, two-stage (preschools and children) probabilistic
sampling was performed. The schools were selected proportional to the number of preschools
distributed among the six administrative districts of the city, totaling 20 of the 129 public
preschools and 28 of the 134 private preschools. Pairs of children and caregivers were then
selected from each school using a simple random sampling procedure. The sample size was
calculated based on a 5% margin of error, 95% confidence interval and 1.6 correction factor
for the design effect (17,18). A prevalence rate of 50% was used to obtain the largest possible
sample and increase the power of the study. The minimum sample was determined to be 615
five-year-old preschool children, to which 20% were added to compensate for possible

dropouts, totaling 769 children.

Eligibility criteria

Five-year-old children accompanied by a parent/caregiver fluent in Brazilian
Portuguese who spent at least 12 hours a day with the child were included in the study.
Children with permanent teeth and those with a current or past history of orthodontic

treatment were not included in the sample.

Training exercise
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Two dentists underwent a training procedure to perform the examinations in the
present study, which included a theoretical step and clinical step conducted by an experienced
specialist in pediatric dentistry. The theoretical step involved a discussion on the criteria for
the diagnosis of TDI, dental caries and malocclusion. During the clinical step, the dentists
examined 40 children who were selected from a preschool of the city by convenience. These
children were not included in the main study. Inter-examiner agreement was calculated using
the Kappa (K) statistic, the results of which were K = 0.89 to 0.90 for TDI, K = 0.80 to 0.90
for dental caries and K = 0.86 to 0.91 for malocclusion. After seven days, the examinations
were repeated for the determination of intra-examiner agreement, the results of which were K
= 0.82 to 0.87 for TDI, K = 0.87 to 1.00) for dental caries and K = 0.94 to 1.00 for
malocclusion. Both inter-examiner agreement and intra-examiner agreement were considered

high (19).

Pilot study

A pilot study was conducted with 45 children to test the methods. These children were
not included in the sample of the main study. The results demonstrated that the proposed

methods were appropriate and applicable.

Collection of non-clinical data

The non-clinical data were acquired using the Brazilian version of the SOHO-5 (13)
and a questionnaire addressing socio-demographic characteristics. Parents/caregivers were
invited to attend a meeting at the preschool, where they received clarifications regarding the

objectives of the study and filled out the questionnaires.

The SOHO-5 is a non-condition-specific assessment tool that addresses the entire life
of the child. One version is administered to parents/caregivers and another version enables the

children to provide self-reports. The SOHO-5 is composed of 14 items (seven on each
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version). The items on the child version are difficulty eating, difficulty speaking, difficulty
playing, difficulty sleeping, avoiding smiling due to pain and avoiding smiling due to
appearance and difficulty drinking. The response options are assessed according to a three-
point scale (no =0, a little = 1 and a lot = 2), aided by an explanation card with corresponding
faces. The parental version differs only with regard to one item and the response options are
given on a five-point scale (not at all = 0, a little = 1, more or less = 2, a lot = 3 and a great
deal = 4). The seven items on the parental version are difficulty eating, difficulty speaking,
difficulty playing, difficulty sleeping, avoiding smiling due to pain, avoiding smiling due to
appearance and affected self-confidence of the child due to the teeth. The total score for each
version is calculated as a simple sum of the response codes, ranging from 0 to 14 for the child
version and 0 to 28 for the parental version. A higher score denotes a greater degree of impact
on the OHRQoL of the child. In the present study, impact on OHRQoL was dichotomized by
the median score. Thus, children with a score higher than the median based on the reports of
the parents/caregivers and children were considered as having worse OHRQoL on both

subscales.

The socio-demographic characteristics were child’s sex, monthly household income
dichotomized by the median (US$ 280), type of preschool, schooling of parent/caregiver, age
of parent/caregiver and number of residents in the home. Data on the presence of toothache

and the use of dental services were also collected.

Collection of clinical data

The clinical examination was performed in the preschool setting under appropriate
conditions without affecting the normal routine of the school. All participants received a
toothbrush, dental floss, toothpaste and an application of topical fluoride, when deemed

necessary. The dentists performed the brushing prior to the examination to facilitate the
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visualization of the dental surfaces. The clinical examination was conducted in the knee-to-
knee position, with the use of individual protective equipment, a portable head lamp (Petzl
Zoom head lamp, Petzl America, Clearfield, UT, USA), sterilized mouth mirror (PRISMA®,
Sao Paulo, SP, Brazil) and sterilized Williams probe (WHO-621, Trinity®, Campo Mourao,

Parand, Brazil). The tooth surfaces were dried with sterilized gauze.

TDI was diagnosed as follows: enamel fracture, enamel/dentin fracture, complicated
crown fracture, extrusive luxation, lateral luxation, intrusive luxation and avulsion (20). Tooth
discoloration due to associated trauma was also considered. TDI was recorded based on its
presence, type and number of affected teeth. Type was classified as non-complicated,
complicated and discoloration. Non-complicated TDIs were those with no pulp exposure or
dislocation of the tooth (enamel fracture and enamel/dentin fracture). Complicated TDIs were
those with involvement of the pulp tissue and/or dislocation of the tooth (complicated crown
fracture, lateral luxation, extrusive luxation, intrusive luxation and avulsion. Examinations
were also performed for the diagnosis of dental caries, malocclusion and bruxism as possible
confounding variables. Dental caries was diagnosed using the International Caries Detection
and Assessment System (ICDAS II) (21). Malocclusion was recorded in the presence of
accentuated overjet or overbite (> 2 mm), anterior or posterior crossbite and/or anterior open
bite (22, 23). Bruxism was diagnosed based on parent’s/caregiver’s report of the occurrence
of tooth grinding by the child during sleep, as proposed by the American Academy of Sleep

Medicine for preschool children (24, 25).

Statistical analysis

Descriptive statistics were performed to characterize the sample. The frequency of
events was determined and the dependent variable was the presence of impact on the

OHRQoL of the preschool children. For the inferential analysis of the data, logistic regression
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for complex samples was performed, considering the design effect and weights for the sample
selection. Multivariate logistic regression models were constructed after controlling for the
confounding effects of dental caries, malocclusion and bruxism. Variables with a p-value <
0.20 in the bivariate model were incorporated into the multivariate model using a stepwise
backward procedure. In the final model, variables with a p-value < 0.05 were considered to be
associated with an impact on OHRQoL. All analyses were conducted using the Statistical

Package for Social Sciences (SPSS for Windows, version 21.0, IBM Inc., Amonk, NY, USA).

Ethical considerations

This study received approval from the Human Research Ethics Committee of the State
University of Paraiba (Brazil) under process number 38937714.0.0000.5187 and was
conducted in compliance the principles established by the World Medical Association in the
Declaration of Helsinki. Parents/caregivers authorized the participation of their children by

signing a statement of informed consent.

Results

A total of 769 five-year-old preschool children and their respective parents/caregivers
participated in this study (response rate: 100%). Table 1 displays the characterization of the
sample. The male sex accounted for 52% of the sample and 51.5% of families had a monthly
household income of less than US$ 280. The prevalence of TDI among the children was
53.4%. Non-complicated TDI was the predominate type (34.1%) and two or more teeth were

affected in 29.1%.



Table 1 — Characterization of sample

Variable Frequency

n (%) 95% ClI
Sex
Male 403 (52.0) 47.8-56.2
Female 366 (48.0) 43.8-52.2
Schooling of parent/caregiver
< 8 years of study 230 (32.0) 28.5-35.8
> § years of study 536 (68.0) 64.2-71.5
Monthly household income
< US$ 280 370 (51.5) 47.8-55.3
> USS$ 280 365 (48.5) 44.7-52.2
Toothache
Yes 180 (25.2) 21.6-29.2
No 576 (74.8) 70.8-78.4
TDI
Present 407 (53.4) 49.1-57.6
Absent 362 (46.6) 42.4-50.9
Type of TDI
None 362 (46.6) 42.4-50.9
Non-complicated 259 (34.1) 30.2-38.2
Complicated 56 (6.2) 4.7-8.3
Discoloration 92 (13.1) 10.4-16.3
Number of teeth with TDI
None 362 (46.6) 42.4-50.9

1

192 (24.3)

21.0-27.9
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>2

Impact on quality of life according to
parent/caregiver

Greater impact

Less impact

Impact on quality of life according to
child’s self-report

Greater impact

Less impact

215 (29.1)

236 (32.9)

533 (67.1)

318 (42.2)

451 (57.8)

25.3-33.2

29.0-37.1

62.9-71.0

38.1-46.3

53.7-61.9
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The mean SOHO-5 scores were 1.20 (SD = 0.12) on the parental subscale and 2.57

(SD = 0.18) on the child subscale. Higher scores represent greater impact on OHRQoL. The

impact of oral problems on the quality of life of the preschool children was 32.9% and 42.2%

according to the reports of parents/caregivers and the children’s self-reports, respectively.

Table 2 displays the significant associations based on the reports of parents/caregivers.

A monthly household income less than US$ 280 (OR = 1.75; 95% CI: 1.11 to 2.75) and the

presence of toothache (OR = 9.86; 95% CI: 5.90 to 16.48) remained associated with a greater

impact on the OHRQoL of the preschool children in the final logistic regression model for

complex samples.
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Table 2 — Bivariate and multivariate logistic regression for complex samples considering oral health-

related quality of life and

parents’/caregivers’ reports

independent

variables among preschool children based on

Variable Impact on quality of Bivariate* Multivariate**
life (parent/caregiver
version)
Greater Less p-value  Unadjusted OR  p-value  Adjusted OR
impact impact (95% CI) (95% CI)
n (%) n (%)
Sex
Male 117(29.8)  286(70.2) 1.00 - -
Female 119(36.3) 247(63.7)  0.118 1.34(0.92-1.95) - -
Schooling of parent/caregiver
< 8 years of study 96(44.3)  134(55.7) <0.001  2.11(1.41-3.16) - -
> § years of study 138(27.3) 398(72.7) 1.00 - -
Monthly household income
< US$ 280 140(41.1) 230(58.9) <0.001  2.18(1.48-3.20) 0.015  1.75(1.11-2.75)
>USS$ 280 85(24.2)  280(75.8) 1.00 1.00
Age of parent/caregiver
<30 years 118(38.8) 205(61.2)  0.011 1.64(1.12-2.41) - -
> 30 years 108(27.8) 305(72.2) 1.00 - -
Number of residents in home
<6 199(31.2) 461(68.8) 1.00 - -
>6 36(44.0)  65(56.0)  0.050 1.73(1.00-2.99) - -



Use of dental services
Yes

No

Toothache
Absent

Present

TDI

Absent

Present

Type of TDI
None
Complicated
Non-complicated

Discoloration

Number of teeth with TDI

None

1

2 or more

115(35.2)

121(31.3)

109(19.5)

123(72.1)

114(31.9)

122(34.1)

114(34.1)
66(28.0)
22(40.2)

34(38.0)

114(34.1)
56(32.4)

66(31.4)

219(64.8)

313(68.7)

467(80.5)

57(27.9)

248(68.1)

285(65.9)

248(65.9)
193(72.0)
34(59.8)

58(62.0)

248(65.9)
136(67.6)

149(68.6)

0.358

<0.001

0.508

0.191

0.444

0.561

0.587

0.858

1.19(0.82-1.72)

1.00

1.00

10.68(6.59-17.32)

1.13(0.78-1.64)

1.00

1.00
0.75(0.48-1.15)
1.29(0.66-2.53)

1.18(0.67-2.08)

1.13(0.72-1.75)
1.04(0.63-1.71)

1.00

<0.001
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1.00

9.86(5.90-16.48)

children based on reports of parents/caregivers;

regression analysis controlled for dental caries, malocclusion and bruxism

household income, age of parent/caregiver, number of residents in home, toothache and type of TDI; Logistic

* Logistic regression for complex samples not adjusted for independent variables and impact on quality of life of

**Variables incorporated into multivariate model (p < 0.20): child’s sex, schooling of parent/caregiver, monthly

Table 3 displays the significant associations for the child version of the SOHO-5. The

following variables remained associated with a greater impact on OHRQoL in the final

model: parent’s/caregiver’s schooling less than eight years of study (OR = 1.57; 95% CI: 1.04
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to 2.38), presence of toothache (OR = 3.78; 95% CI: 2.41 to 5.91), presence of injured tooth
(OR = 1.59; 95% CI: 1.01 to 2.49) and presence of two or more injured teeth (OR = 1.95;

95% CI: 1.27 to 3.00).

Table 3 — Bivariate and multivariate logistic regression for complex samples considering oral health-

related quality of life and independent variables among preschool children based on children’s self-

reports
Variable Impact on quality of Bivariate * Multivariate**
life (child’s self-
report)
Greater Less p-value Unadjusted OR p-value  Adjusted OR
impact impact (95% CI) (95% CI)
n (%) h (%)

Sex
Male 172(42.8) 231(57.2) 0.771 1.05(0.74-1.48) - -
Female 146(41.5)  220(58.5) 1.00 - -
Schooling of

parent/caregiver

< 8 years of study 125(55.6)  105(44.4) <0.001  2.25(1.53-3.32)  0.032  1.57(1.04-2.38)
> 8 years of study 191(35.7)  345(64.3) 1.00 1.00
Monthly household income

<US$ 280 173(48.7) 197(51.3)  0.005  1.65(1.16-2.35) - -

> USS$ 280 135(36.4) 230(63.6) 1.00 - -

Age of parent/caregiver

<30 years 138(44.7) 185(553) 0312 1.20(0.84-1.71)
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> 30 years 167(40.3)  246(59.7) 1.00 - -
Number of residents in home

<6 265(41.4) 395(58.6) 1.00 - -
>6 51(474)  50(52.6) 0364  1.27(0.75-2.14) - -

Use of dental services

Yes 133(40.4)  201(59.6) 1.00 - -
No 185(43.6) 249(56.4)  0.465 1.13(0.80-1.60) - -
Toothache

Absent 200(33.5) 376(66.5) 1.00 1.00
Present 112(66.8) 68(33.2) <0.001  4.00(2.64-6.05) <0.001  3.78(2.41-5.91)
TDI

Absent 127(35.5)  235(64.5) 1.00 - -
Present 191(48.0) 216(52.0)  0.003  1.70(1.19-2.41) - -

Type of TDI

None 127(35.5)  235(64.5) 1.00 - -
Non-complicated 116(46.2) 143(53.8)  0.027  1.56(1.05-2.31) - -
Complicated 29(52.5)  27(47.5)  0.035  2.00(1.05-3.83) - -
Discoloration 46(50.6)  46(49.4) 0.029 1.86(1.06-3.25) - -
Number of teeth with TDI

Absent 127(35.5) 235(64.5) 1.00 1.00

1 83(44.8) 109(55.2)  0.070 1.47(0.96-2.23) 0.043 1.59(1.01-2.49)
2 or more 108(50.7) 107(49.3)  0.004 1.87(1.22-2.85) 0.002 1.95(1.27-3.00)

* Logistic regression for complex samples not adjusted for independent variables and impact on quality of life of
children based on children’s self-reports;

**Variables incorporated into multivariate model (p < 0.20): child’s sex, schooling of parent/caregiver, monthly
household income, age of parent/caregiver, number of residents in home, toothache and type of TDI; Logistic

regression analysis controlled for dental caries, malocclusion and bruxism
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Discussion

The prevalence of impact from oral problems on the OHRQoL of the preschool
children in the present study was 32.9% based on the reports of parents/caregivers and 42.2%
based on the children’s self-reports. Previous studies conducted with the SOHO-5 report
similar findings (14,15). The difference between the perceptions of children and
parents/caregiver suggests that self-reports should be considered as a complementary measure

for the evaluation of the impact of TDI on the quality of life of preschool children (14).

The prevalence of TDI in the present investigation was 53.4%, which is similar to the
results of previous studies involving preschool children (46.3% to 52.7%) (26,27). TDI was
not associated with an impact on OHRQoL according to the reports of the parents/caregivers
or the children, which is likely due to the greater prevalence of non-complicated injuries
(3,10,15). Other studies involving the use of the SOHO-5 report similar findings (14,15).
Complicated TDIs tend to have a greater impact on the OHRQoL of preschool children due to
the limitations such injuries impose (6,15). Studies conducted with the ECOHIS offer
divergent results, which may be explained by the severity of the injuries. The occurrence of
negative impact on OHRQoL reported in some studies is generally restricted to complicated
TDIs (5,7) and this association vanishes when injuries of less severity are included in the

evaluation.

However, an association was found between the number of injured teeth and a greater
impact on OHRQoL according to the children’s reports. A greater number of injured teeth
may indicate a greater magnitude of the accident that caused the trauma or a greater negative
esthetic effect. The fact that this association was not found when the parents’/caregivers’

perception was considered may have been due to the absence of excessive or continuous pain,
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which is the main reason for reports of impact on the quality of life of preschool children in

proxy reports (16,28,29).

Based on the reports of parents/caregivers, a monthly household income less than US$
280 was associated with a greater impact on the OHRQoL of the preschool children.
Depending on the severity, late treatment for TDI involves financial costs and time (30,31),
which may explain the greater impact on families with a less favorable socioeconomic status.
Similar results are found in the only study involving the SOHO-5 that performed this

evaluation (15) as well as studies involving the use of the ECOHIS (32,33).

The presence of toothache remained associated with a poorer OHRQoL in both the
parental and child versions of the SOHO-5. Studies involving the use of the ECOHIS report a
significant association between the occurrence of pain and impact on OHRQoL (28,29).
Toothache is the oral health-related symptom that most affects quality of life in preschool
children, as it exerts a negative impact on activities of daily living in the form of functional
and emotional limitations, such as difficulty eating, smiling and expressing feelings
(28,34,35). This may explain the lack of an association between TDI and OHRQoL, as pain

stemming from a tooth injury may have been perceived a case of toothache.

A lower level of schooling among parents/caregivers was associated with a greater
impact on the OHRQoL of the preschoolers based on the children’s self-reports. Some studies
have reported similar results, but only considered the reports of parents/caregivers using the
ECOHIS (33,36). The habits of parents/caregivers and the family environment affect the
health of children. A higher level of schooling is related to the search for greater care for
one’s children, which can minimize the consequences of oral problems due to greater access

to dental services (37,38).
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This is the first study conducted with a representative sample of preschool children
considering both the reports of parents/caregivers and children’s self-reports as a measure of
the impact of TDI on the OHRQoL of preschool children. The limitations of this study regard
the cross-sectional design, which does not enable establishing a cause-and-effect relationship
among the variables, and the possibility of information bias on the part of parents/caregivers
when filling out the questionnaire. However, the methodological rigor and preventive
measures, such as the administration of a validated questionnaire, the execution of a pilot
study and the training of the examiners, confer reliability to the findings. The results of this
study can assist in the formulation of public oral health policies and the planning of oral

health actions directed at preschool children.

Conclusion

The impact of oral problems on the OHRQoL of the preschool children was high.
Despite differences between the reports of parents/caregivers and self-reports of the children,
a greater number of injured teeth, the presence of toothache and socioeconomic factors were

associated with a poorer OHRQoL in preschool children.
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Association between SOC and untreated dental caries (pufa) in preschoolers: a study

with a decision tree

Abstract

The aim of the study was to evaluate the association between parental/caregiver sense of
coherence and consequences of untreated dental caries (pufa) in preschoolers. A cross-
sectional study was conducted with a complex, preschool-based sample involving 769 five-
year-old children from public and private preschools in the city of Campina Grande, Brazil.
The clinical examinations for the diagnosis of the consequences of untreated caries were
performed using the criteria of the pufa index. Parental/caregiver sense of coherence was
determined using a validated assessment tool. Socio-demographic characteristics and the use
of dental services were also considered. Two examiners were trained for the examinations of
the consequences of untreated dental caries. The Kappa statistic was used for the
determination of inter-examiner (K=0.90-1.00) and intra-examiner (K=1.00) agreement.
Descriptive analysis was performed, followed by the creation of an inductive decision tree
(J48 algorithm; a=5%). The prevalence of consequences of untreated caries was 13.8% and
41.7% of parents/caregivers had a weak sense of coherence. The factors associated with the
consequences of untreated dental caries were toothache (PR=12.34; 95%CI: 7.87-19.35),
attending a public preschool (PR=2.38; 95%CI: 1.83-3.09; p<0.001), parents/caregivers
younger than 30 years of age (PR=1.44; 95%CI: 1.26-1.68; p<0.001), parents/caregivers with
more than two children (PR=1.47; 95%CI: 1.28-1.69; p<0.001) and parents/caregivers with a
weak sense of coherence (PR=1.13; 95%CI: 1.01-1.28; p<0.001). The prevalence of
consequences of untreated dental caries was low in the present sample and was associated
with socio-demographic factors (type of preschool, caregiver’s age and number of children in

the family) as well as psychological factors (sense of coherence).

Keywords: dental caries, preschool children, sense of coherence, decision trees.
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Introduction

Dental caries is the most prevalent oral health problem in developing countries and
affects individuals in all age groups (1). The prevalence among preschool children is high
(44.34 to 66.3%) (1,2) and caries often go untreated in this group, for which different
consequences may occur (3). Such consequences lead to limitations with regard to daily
activities, such as eating and sleeping, and can generate problems in terms of pain, impaired
dental aesthetics and low self-esteem, thereby exerting a negative impact on oral health-
related quality of life (4,5).

Previous studies have related oral conditions to biopsychosocial aspects, such as the
parental/caregiver sense of coherence (SOC). SOC regards an individual’s ability to adapt to
situations of stress as well as the behaviours developed to produce and maintain adequate
health (6). A strong mother’s SOC has been associated with positive oral health behaviours on
part of both the mother and child, such as a greater daily tooth brushing frequency and visits
to the dentist (7,8). Moreover, studies with representative samples have demonstrated an
association between a weak parental/caregiver SOC and the occurrence of dental caries as
well as a diet rich in sugar among preschool children (6,9). However, no studies have
evaluated the relationship between parental/caregiver SOC and the consequences of untreated
dental caries in preschool children.

The pufa index enables the diagnosis of different consequences of untreated caries in
the primary dentition and ensures standardisation in the evaluative criteria, making it quite
useful in both clinical practice and research (10). Studies involving this evaluation are
important, since the behaviours of parents/caregivers are predictors of the oral health of
children in the future and can play a determinant role in the prevalence of oral problems in
adulthood (11). Thus, the preschool phase is the best time to intervene with regard to
determinants of dental caries and avoid the aggravation of this condition through prevention
and oral health promotion measures (12).

The aim of the present study was to ecvaluate the association between
parental/caregiver sense of coherence and consequences of untreated dental caries (pufa) in a
complex, preschool-based sample. For such, a probabilistic, classificatory decision tree was
developed in the Waikato Environment for Knowledge Analysis (WEKA) program, version
3.8.0. Decision trees constitute a powerful statistical tool for the organisation and

classification of data. This inductive method enables the acquisition of easily interpreted
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information from complex data that are applicable to the real world and can be used in
different fields of knowledge (13).

Materials and Methods

Sample characteristics and study design

A cross-sectional study was conducted using the norms of the Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE) statement. A sample of 769
five-year-old children was randomly selected from public and private schools in the city of
Campina Grande (state of Paraiba, northeast Brazil) from a population of 14,360 preschool
children. A complex sampling procedure was performed in two phases with representation of
the geographic regions of the city. In the first phase, 20 public and 28 private preschool were
randomly selected from a total of 263 schools, maintaining the proportions of the six regions.
The second phase consisted of the selection of children for the sample using a simple
randomisation procedure. This method was employed to ensure greater representativeness of
the sample. The sample size was calculated based on a 5% margin of error and 95%
confidence interval. A factor of 1.6 was used to correct for the design effect (8) and a 50%
prevalence rate of the outcome was employed to provide the greatest number of subjects and
enhance the statistical power of the study. Moreover, the sample was increase by 20% to

compensate for possible dropouts, leading to a total of 769 five-year-old children.

Eligibility criteria

Five-year-old children enrolled in public and private preschools in the city were
included. Children with systemic diseases based on the reports of parents/caregivers, those
with permanent teeth and those with a history of orthodontic treatment were excluded from

the study.

Training and calibration exercise

Two dentists were trained for the collection of the clinical data in a two-step exercise.
The theoretical step involved an explanatory discussion on the diagnostic criteria for the
conditions studied and the clinical step involved the examination of 40 children selected by
convenience from a public preschool in the city. The Kappa statistic was used to determine

inter-examiner agreement for the pufa index (K = 0.90 to 1.00). After seven days, the
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examination was performed a second time for the determination of intra-examiner agreement

(K=1.00). The results demonstrated high agreement for the conditions evaluated (14).

Pilot study

A pilot study was conducted with 45 children to determine the suitability of the data
collection process. The children selected for this purpose were not part of the main sample.
The results demonstrated no problems related to the execution of the study and no changes to

the methods were deemed necessary.

Collection of non-clinical data

For the non-clinical data, parents/caregivers answered the validated Brazilian version
of the Sense of Coherence questionnaire (SOC-13) (15) and another questionnaire addressing
socio-demographic characteristics during meetings scheduled at the preschools for
clarifications regarding the study.

The SOC-13 was created by Antonovsky (1993) and addresses the use of resources
available to an individual to produce adequate health. Based on the theory denominated
salutogenesis, the SOC-13 is used to evaluate the capacity of an individual to adapt to
situations of stress (16) and is composed of 13 objective questions with five response options.
The questions address aspects of the respondent’s perspectives regarding daily situations,
social interactions, concerns and self-esteem. Only one answer is permitted per question. For
statistical purposes, sense of coherence was dichotomised as strong or weak based on the
median SOC-13 score.

The socio-demographic questionnaire was used to record the child’s sex, type of
preschool (public or private), birth order, number of children in the family,
parent’s/caregiver’s age, parent’s/caregiver’s schooling and monthly household income
categorised by the median (US$ 280). The use of dental services and a history of toothache

were also investigated.

Collection of clinical data

The clinical data were collected in an available room at the preschools. The
participants received a toothbrush, dental floss, a topical application of fluoride and an
individualised examination for the diagnosis of dental caries and its consequences (pufa). The
examinations were performed after brushing supervised by the dentist and occurred in the

knee-to-knee position with the aid of a portable head lamp, sterilised mouth mirror
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(PRISMA®, Sao Paulo, SP, Brazil) and sterilised Williams probe (WHO-621, Trinity®,
Campo Mourdo, Parand, Brazil) as well as the use of individual protective equipment. The
tooth surfaces were dried with sterile gauze to facilitate the examination.

The diagnosis of the consequences of untreated dental caries was determined with the
aid of a specific clinical chart using the criteria proposed by Monse et al. (2010). Untreated
caries was classified in four categories: pulp exposure (p), ulceration due to movements of
tooth fragments (u), fistula (f) and abscess (a) (10). For statistical purposes, the pufa index

was classified as present (when one of these conditions occurred) or absent.

Statistical analysis

Descriptive analysis was used to characterise the sample. The dependent variable was
the presence of consequences of untreated dental caries (pufa index) related to social and
psychological factors. For the inferential analysis of the data (a = 5%), an inductive,
classificatory decision tree was created using the J48 algorithm with the top-down approach,
which consists of dividing more complex problems into simpler problems (divide and
conquer) and provides “If..., then” probabilistic rules. The J48 algorithm produces an inverted
tree that hierarchically relates factors associated with the condition of interest, starting with
the problem and evaluating the variables for the clarification of the problem through
explanations generated throughout the construction of the tree. The tree structure consists of a
root node (main attribute/key problem), branches (intermediate attributes/problems that need
to be evaluated based on the relationship to the key problem) and leaf nodes (end
attributes/solution that assists in making the final decision). Decision trees enable the
evaluation of multiple variables and provide useful, easily visualised information. Moreover,
decision trees offer a high degree of effectiveness in explaining complex problems and
facilitate the visualisation of interactions among the independent variables involved (13).
Prevalence ratios (PR) and 95% confidence intervals (CI) were calculated for each branch and
leaf node. The interpretation of the decision tree depends on the identification of its
components and the probabilistic evaluation of the dependence established among the basic
elements (Figure 1). The Waikato Environment for Knowledge Analysis (WEKA) program,
version 3.8.0, produced by the University of Waikato in New Zealand, was used for the

statistical analyses.
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Figure 1 — Basic elements of a decision tree: RN: root node (main attribute); IN: inner node
(problems generate internally); LF: leaf node (solutions or terminal attributes); P: probability

of occurrence of an event

Ethical considerations

This study received approval from the Human Research Ethics Committee of
Universidade Estadual da Paraiba (UEPB) under process number 38937714.0.0000.5187.
The principles established by the World Medical Association in the Declaration of Helsinki
(2008) were respected and authorisation was obtained from legal guardians, who signed a
statement of informed consent. Children diagnosed with oral problems received an official
communiqué issued by the dentists, with orientations regarding services available in the city

for the purposes of treatment.

Results

The final model consisted of 769 instances and 11 attributes. The tree had 15 nodes,
eight of which were leaf nodes. For the purposes of analysis, decision trees with a power
greater than 80% are considered adequate (17), after which a tendency toward stability
regarding the inductive capacity of the tree occurs. The power of the tree in the present study
was 88.68%.

All 769 participants remained in the final sample, corresponding to a response rate of

100%. The male gender and children attending private preschools accounted for the majority
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of the sample. The prevalence of the consequences of untreated dental caries (pufa) was
13.8% and 41.7% of the parents/caregivers exhibited a weak sense of coherence. Table 1

displays the socioeconomic factors, use of dental services and history of toothache.

Table 1 — Characterisation of sample

Frequency
Variable n %
Sex
Male 403 52.4
Female 366 47.6
Type of preschool
Public 298 38.8
Private 471 61.2
Parent’s/caregiver’s schooling
< 8 years of study 230 29.9
> § years of study 536 69.7
Monthly household income
< US$ 280 370 48.1
>US$ 280 365 47.5
Visit to dentist
Yes 334 43.4
No 434 56.4
Toothache
Yes 180 234
No 576 74.9
Sense of coherence
Weak 321 41.7
Strong 448 58.3
Pufa
Present 106 13.8

Absent 663 86.2
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Figure 2 displays the decision tree created using the J48 algorithm. The factors that
participated in the formation of the decision treat with regard to the consequences of untreated
caries (pufa) in the preschool children were a history of toothache, type of preschool, monthly
household income, parent’s/caregiver’s age, number of children in the family, use of dental
services and parent’s/caregiver’s sense of coherence. The rules determined by the decision

tree are described below.

Consequences of untreated dental carles {pufa Index)

n (%)
106(13.8)
663(86.2)

Yes

No

no
pufa index pufa index
n (%) n (%) PR '
12.34; O 95%: 7.87-19.35; p= <0.001
Yes 21(3.6) Yes 81(45.0)
No 555(96.4) No 99(55.0)

pufa index
n (%)
24(33.3)
48(66.7)

pufa index
n (%)
57(52.8)
51(47.2)

Yes
No

Yes
No

Monthly household income

< USS 280 > USS 280

Ph=4.93; Ol 95%; 3.75-6.48; p= <0.001

pufa index
n (%)
42(48.8)
44(51.2)

Yes
No

pufa index
n (%)
13(36.1)
23(63.9)

pufa index
n (%)
27(56.3)
21(43.8)

Yes
No

Yes
No

yos

pufa index
n (%)
12(66.7)
6(33.3)

Yes
No

Number of chiliren
> 2 chlidren
PRe1A7; O 95%: 1.78-1,69; pm <0.001

%2 chikdren

pufa index pufaindex
n (%) n (%)
Yes 4(40.0) Yes 7(100.0)

No 6(60.0) No 0(0.0)

Use of dental services
no

PR= 123; 01 95%: 0.97-156; p= 0.081

pufa index pufa index
n (%) n (%)
Yes 3(60.0) 1(20.0)
No 2(40.0) 4(80.0)
Sensa of coherence
Weak Strong
PR= 1.13; O 95%: 1.03-1.25; p= 0.043

pufa index
n (%)

Yes
No

2(100.0)
0(0.0)

pufa index
n (%)
1(33.3)
2(66.7)

Yes
No

Figure 2 — Decision tree modelled for consequences of untreated dental caries (pufa index) in

preschool children
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Toothache was the main factor of influence on the consequences of untreated dental
caries (PR = 1.4; 95% CI: 7.87 to 19.35; p < 0.001). A child with no history of toothache had
less probability of exhibiting consequences of untreated caries (pufa). If a history of toothache
is confirmed, then the prevalence of consequences of untreated dental caries was dependent
on the type of preschool (PR = 2.38; 95% CI: 1.83 to 3.09; p < 0.001), as children in private
preschool had less probability of exhibiting consequences of untreated dental caries. If a child
attended a public school, then consequences of caries also depended on monthly household
income (PR = 4.93; 95% CI: 3.75 to 3.48; p < 0.001). If monthly household income was less
than or equal to US$ 280, then consequences of untreated caries also depended on the age of
the parents/caregivers (PR = 1.44; 95% CI: 1.26 to 1.68; p < 0.001), as those younger than 30
years of age had children with more consequences of untreated caries and those older than 30
years of age had children with fewer consequences of untreated caries. If monthly household
income was greater than US$ 280, then consequences of untreated caries also depended on the
number of children in the family (PR = 1.47; 95% CI: 1.28 to 1.69; p < 0.001), as children had
more consequences of untreated caries when the family had more than two children. If the
number of children was less than or equal to two, then the consequences of untreated caries
depended on the use of dental services (PR = 1.23; 95% CI: 0.97 to 1.56; p < 0.081), as
children who did not use dental services had fewer consequences of untreated dental caries.
This association, however, was non-significant. If children used dental services, then
consequences of untreated caries depended on the parent’s/caregiver’s sense of coherence (PR
=1.13; 95% CI: 1.01 to 1.28; p < 0.001), as those with a weak SOC had children with more
consequences of untreated dental caries and those with a strong SOC had children with fewer

consequences of dental caries.

Discussion

This study was conducted to evaluate the association between the consequences of
untreated dental caries (pufa index) and both parental/caregiver SOC and socioeconomic
characteristics. Although dental caries is the most prevalent oral problem throughout the
world, little is known regarding the influence of parental/caregiver SOC on its progression.
Moreover, a highly reliable, precise statistical resource was used that has been explored little
in the field of health. The aim was to furnish a useful decision tree for dentists, administrators
and researchers in oral health.

The absence of toothache was associated with a lower prevalence of consequences of

untreated dental caries (pufa index). This finding indicates that pain is an important symptom



76

stemming from untreated caries and is in agreement with the results of a previous study in
which an association was found between dental pain and untreated dental caries (4). Such
knowledge is important because pain in preschool children results in functional and social
limitations that exert an impact on the quality of life of both the child and family (12,18).

The prevalence of consequences of dental caries (pufa index) differs across locations
and populations of preschool children, ranging from 4.4% to 72.3% (3,19). In the present
study, the prevalence could be considered low (13.8%). This may have been due to the fact
that majority of children attended private preschools, which was associated with a lower
occurrence of untreated caries. A likely explanation for this resides in the fact that children
who attend public schools are part of a socioeconomically underprivileged population, which
implies greater difficulty in gaining access to dental services and, consequently, a greater
occurrence of untreated caries (20).

Among children who attended public preschools and belonged to families with a lower
monthly household income, the presence of untreated dental caries (pufa index) was
associated with the age of the parents/caregivers, as younger parents/caregivers had children
with a greater frequency of consequences of untreated caries. Indeed, parent’s/caregiver’s age
is reported to be a determinant factor for dental caries in preschool children (21).
Accordingly, an inversely proportional relationship has been demonstrated between
parent’s/caregiver’s age and a greater impact on oral health-related quality of life (18). To
date, no studies have evaluated the relationship between parent’s/caregiver’s age and the
consequences of untreated dental caries (pufa index) in preschool children. The present
finding may be related to the tendency for younger parents/caregivers to be less experienced
in managing children and to neglect important prevention measures due to a lack of
knowledge. Another explanation may be that fact that socioeconomic stability is commonly
achieved at an older age and is an important factor related to access to dental services (22).

For children who attended public preschools and whose families had a higher income,
the occurrence of untreated caries (pufa) was more frequent in families with more than two
children. Previous studies report a similar association between dental caries experience and a
greater number of siblings (23,24), which suggests that an only child has a lower frequency of
dental caries (23). This findings leads one to believe that a greater number of children
indicates greater effort to meet the basic needs of the family and children with more siblings
tend to exhibit a poorer oral health status, since finances put aside for oral health care are

divided among all children.
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In families with less than two children, those who did not use dental services had
fewer consequences of untreated dental caries (pufa index). However, this result did not
achieve statistical significance, likely due to the low number of children classified in this
category. Infrequent use of dental services on the part of preschool children may be associated
with less need, as a smaller number of children in the family is associated with less caries
experience (23,24), which reduces the frequency of visits to the dentist.

For children who made use of dental services in the present study, the prevalence of
consequences of untreated dental caries (pufa) depended on the parent’s/caregiver’s SOC, as
those with a weak SOC had children with more consequences of caries. Similar results in
previous studies demonstrate that parents/caregivers with a weak SOC have a greater
probability of having children with dental caries and having a strong SOC results in seeking
dental services more (8,9). Thus, health promotion actions directed at parents/caregivers can
affect oral health in preschool children and effectively influence the behaviour of these
children (11). This is the first study to relate the SOC of parents/caregivers to the
consequences of untreated dental caries (pufa) in preschool children. Indeed, the oral health
habits and behaviours of parents/caregivers exert an influence on the oral health of children
and should be considered in the dental treatment process (25).

The limitations of the present study regard the nature of the cross-sectional design,
which does not enable the establishment of a causal relationship between the variables, and
the possibility of information bias when the parents/caregivers filled out the questionnaires.
However, all methodological procedures necessary to enhance the power of the study and
ensure representativeness were employed, such as the use of a complex representative sample,
the execution of a pilot study, the training of the examiners and the use of validated
questionnaires. The use of a decision tree is another positive aspect due to the possibility of a
differentiated interpretation and its usefulness to the planning of public oral health policies by
administrators and social representatives. It is hoped that the present findings can contribute
to improving the oral health of preschool children and provide knowledge for the

identification of underprivileged groups.

Conclusion
The prevalence of consequences of untreated dental caries (pufa) was low in the
present sample of preschool children. The absence of a history of toothache was considered a

protection factor against these conditions. Moreover, the consequences of untreated dental
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caries were associated with the type of preschool, caregiver’s age, number of children in the

family and parental/caregiver sense of coherence.
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5. CONSIDERAGOES FINAIS

De acordo com o primeiro artigo houve uma alta prevaléncia do traumatismo
dentario em pré-escolares. Essa informacado é importante porque demonstra a
caréncia de medidas preventivas para o combate deste problema de saude bucal no
respectivo grupo. Assim, sugere-se que sejam realizados estudos para avaliar o
efeito de intervengdes preventivas a longo prazo na redugdo deste indicador de
morbidade. Foi percebido também que os problemas de saude bucal exerceram um
maior impacto na Qualidade de Vida Relacionada a Saude Bucal (QVRSB) dos pré-
escolares segundo o relato dos pais/cuidadores e o autorrelato da crianga. A
QVRSB é um determinante psicossocial e o seu estudo & importante para o
planejamento de agbes que visem a promogao e prevengao de saude. Com o
resultado deste estudo pode-se assumir que houve uma interagdo entre a QVRSB
da crianga e o seu nivel de saude bucal. A partir desta observagédo pode-se entender
que a atuagdo profissional do cirurgido-dentista ndo limita-se a resolugdo de
doencas, mas implica em oferecer um servico que atenda as necessidades do
individuo reestabelecendo-o ao convivio social.

Permaneceram associados a uma pior QVRSB da crianga segundo o relato
dos pais/cuidadores os seguintes fatores: presenca de dor de dente e uma menor
renda mensal familiar. Para a versdo da crianga foi encontrado um maior impacto na
qualidade de vida nos casos em que houve um ou mais dentes traumatizados, que
apresentaram dor dentaria e que os pais tinham uma baixa escolaridade. Os
resultados indicam que o autorrelato da crianga pode ser utilizado como uma medida
confiavel e complementar ao relato dos pais/cuidadores, podendo ser incluida no

planejamento de acbes de saude para populagbes equivalentes.

No segundo artigo foi encontrada uma baixa prevaléncia das consequéncias
da carie dentaria. Este resultado pode ter ocorrido devido a uma maior participacao
de escolas privadas na amostra, uma vez que ainda ndo ha total cobertura de pré-
escolas publicas na regido do estudo e por consequéncia a participagao deste grupo
foi proporcionalmente menor. A frequéncia de pais/cuidadores com um senso de
coeréncia fraco foi elevada. Criangcas provenientes de pré-escolas publicas
apresentaram maior prevaléncia de consequéncias da carie dentaria ndo tratada, o
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que ressalta a importancia de direcionar agbes para este publico. Os pais/cuidadores
com idade menor ou igual a 30 anos, com mais de dois filhos e senso de coeréncia
fraco apresentaram filhos com maior ocorréncia das consequéncias da carie dentaria
ndo tratada. A partir do exposto recomenda-se que sejam promovidas agdes
envolvendo a sensibilizacdo e capacitagdo dos pais/cuidadores a partir da
articulagao de ideias entre gestores e profissionais da area da saude e da educacgéo.
Nessa perspectiva também é importante que sejam desenvolvidos estudos
longitudinais avaliando o impacto de intervengdes educativas nos grupos que
apresentaram maior ocorréncia de consequéncias da carie dentaria ndo tratada. O
uso de uma arvore de decisdo neste estudo teve por objetivo auxiliar no
reconhecimento de grupos com maiores necessidades facilitando o direcionamento
de acoes de saude. Diante do que foi exposto conclui-se que um maior nimero de
dentes traumatizados foi associado a uma pior qualidade de vida em pré-escolares e
que as consequéncias da carie dentaria ndo tratada foram associadas ao senso de
coeréncia dos pais/cuidadores. O SOC dos pais/cuidadores representa um fator
psicologico importante nas tomadas de decisbes e comportamentos de saude bucal
e influencia na saude dos filhos. Portanto, a QVRSB do pré-escolar e o SOC dos
pais/cuidadores sao fatores que podem ser incluidos no arsenal avaliativo de
programas de promogao e prevengao de saude bucal e considerados para
realizagao de estudos futuros.
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APENDICE A
QUESTIONARIO DIRECIONADO AOS PAIS/CUIDADORES

&)
UEPB

IDENTIFICACAO

01. Nome da crianga: Data de nascimento: / /

02. Sexo: () menina () menino
03. Endereco: 4.Telefone:
05. Escola: ()Publica ()Privada 06. Turno: ( )Manha ( )Tarde

DADOQOS SOBRE A FAMILIA DA CRIANCA

07. Qual a idade do pai/responsavel pela crianga:

08. O pai/responsavel da crianca estudou até quando?

() ndo estudou

() 1* a 4* série incompleta () 1* a4 série completa

()5 a 8 série incompleta () 5%a 8% série completa

() 1°ao 3° ano cientifico incompleto () 1°ao 3° ano cientifico completo
() ensino superior incompleto () ensino superior completo

09. Somando a sua renda com as das pessoas que moram com Voc€, quanto ¢
aproximadamente, a RENDA MENSAL DA SUA FAMILIA? (incluir salrios-minimos,

Bolsa familia, Seguro desemprego, “bicos”) Valor R$ () Nao tem renda

10. Quantas pessoas moram na casa da crianga (contando com ela)?

DADOS SOBRE A CRIANCA

11. A crianga ja foi ao dentista? () Sim ( )Nao

12. Se a crianga ja foi ao dentista, qual foi o motivo?

13. A crianga ja sentiu dor de dente alguma vez na vida? ( ) Sim ( )Nao

14. Seu filho(a) range os dentes enquanto dorme? () Sim ( ) Nao



APENDICE B
Ficha clinica

Universidade Estadual da Paraiba
Departamento de Odontologia
FICHA CLINICA
N° Examinador:
Pré-escola:
Pertencente ao distrito sanitario:
Dados Pessoais:
Sexo: () menina () menino
Dia, més e ano em que a crianga nasceu: / /
Exame Clinico:
TRAUMATISMO

53 52 51 61 62 63

83 82 81 71 72 73
Tipo de trauma:
0. Sem trauma 5. Luxacdo lateral
1. Fratura de esmalte 6. Luxacdo intrusiva
2. Fratura de esmalte e dentina 7. Avulsédo
3. Fratura corondria complicada 8. Alteragao de cor

4.Luxagdo extrusiva

MA OCLUSAO

01. Overjet:

() Ideal () Aumentado () Topo-a-topo () Cruzado

89



02. Overbite:

() Ideal ( )Reduzido ( ) Mordida aberta anterior ( ) Aumentado

03. Mordida Cruzada posterior:

() Ausente () Unilateral, lado

iNDICE PUFA

( ) Bilateral

55

54

53

52

51

61

62

63

64

65

85

84

83

82

81

4

72

73

74

75

p: envolvimento pulpar

u: ulceracao

f: fistula

a: abscesso




APENDICE C

Consentimento da Secretaria Estadual de Educacgéao

pb

UNIVERSIDADE ESTADUAL DA PARAIBA.
CENTRO DE CIENCIAS BIOLOGICAS E DA SAUDE
PROGRAMA DE POS-GRADUACAO EM ODONTOLOGIA

CARTA DE ANUENCIA

llma. Sra. ltalagitania Simplicio Da Silva

Estamos realizando uma pesquisa que tem como titulo “Avaliagio das alteragoes bucais
¢ aspectos biopsicossociais em pré-escolares de Campina Grande-PB™. Issa pesquisa tem o
objetivo de avaliar a condigio de saide bucal. em relagio a carie dentaria. ma oclusio ¢
traumatismo dentario, ¢ as repercussoes nos aspectos biopsicossociais em criangas de cinco anos
de idade. Essa pesquisa serd realizada por professores da Universidade Fstadual da Paraiba,
alunos de mestrado ¢ doutorado. com finalidade académica.

O estudo sera realizado mediante exame clinico da crianga, o qual apresenta baixo risco
ou desconforto a crianga ¢ apenas sera realizado se a mesma ¢ o pai/responsivel permitir.
Também serd realizada aplicagio de questiondario aos paisresponsaveis. sendo que este
questiondrio ndo apresenta quaisquer tipos de risco ou desconforto, exceto o tempo gasto para
responder as questdes (cerca de 15 minutos).

Salienta-se que todas as informagdes obtidas serdo guardadas ¢ resguardadas. ndo sendo
revelada sob qualquer pretexto a identificagio das criangas e dos respondentes. Deixamos claro.
desde ja. que ndo haverd nenhuma forma de beneficio financeiro ou pessoal para os
pesquisadores, nem para as instituiges.

Solicitamos entdo, por gentileza, sua autorizagio para examinar essas criangas ¢
entrevistar os pais/responsaveis. Informamos, que na medida do possivel, nao iremos interferir
na operacionalizagao ¢/ou nas atividades cotidianas das creches/pré-escolas, nem das criangas.
Sera feita aplicagio de flior nas criangas. como também serdo fornecidos kits para escovagio.
Salientamos ainda. que em retorno. forneceremos os resultados dessa pesquisa para os
pais/responsaveis e para a Secretaria da Educagio.

Esclarecemos que tal autorizagio ¢ uma pré-condigio bioética para execugiio de
qualquer estudo envolvendo seres humanos. sob qualquer forma ou dimensdo. em consondncia
com a resolugdo N° 466/2012 do Conselho Nacional de Sande.

Atenciosamente,
Campina Grande. J. de peve o bue- de 2014,

LE?\A.\Q FP;MJ‘\& §#\2\L
Ana Flavia Granville-Gii

Prof* do Programa de Pos-Graduagio em Odontologia da UEPB
Pesquisadora responsavel

Autorizacio
Mﬂtﬁ?‘ﬁﬁ“ ’
G R fsiot C

Mat 173 8011
Y

Garen g

Italagitania Simplicio Da Silva
Gerente Regional da Educagio - Campina Grande - PB



APENDICE D

Consentimento da Secretaria Municipal de Educacéo

pb

UNIVERSIDADE ESTADUAL DA PARAIBA
CENTRO DE CIENCIAS BIOLOGICAS E DA SAUDE
PROGRAMA DE POS-GRADUACAO EM ODONTOLOGIA

CARTA DE ANUENCIA

Ilma. Sra. lolanda Barbosa Silva

Estamos realizando uma pesquisa que tem como titulo ~Avaliagio das alteragoes bucais
¢ aspectos biopsicossociais em pré-escolares de Campina Grande-PB™. Essa pesquisa tem o
objetivo de avaliar a condigio de sadde bucal, em relagio a carie dentaria. ma oclusio ¢
traumatismo dentario. ¢ as repercussoes nos aspectos biopsicossociais em criangas de cinco anos
de idade. Essa pesquisa sera realizada por professores da Universidade Lstadual da Paraiba.
alunos de mestrado ¢ doutorado, com finalidade academica.

O estudo sera realizado mediante exame clinico da crianga. o qual apresenta baixo risco
ou desconforto a crianga ¢ apenas sera realizado se a mesma ¢ o pai‘responsavel permitir.
Fambem sera realizada aplicagao de questionario aos pais/responsaveis. sendo que este
questionario ndo apresenta quaisquer tipos de risco ou desconforto. exceto o tempo gasto para
responder as questoes (cerca de 15 minutos).

Salienta-se que todas as informagoes obtidas serdao guardadas ¢ resguardadas. nio sendo
revelada sob qualquer pretexto a identificagio das criangas ¢ dos respondentes. Deixamos claro.
desde ja. que ndo havera nenhuma forma de beneficio financeiro ou pessoal para os
pesquisadores, nem para as instituigoes.

Solicitamos entdo, por gentileza, sua autorizagdo para examinar essas criangas ¢
entrevistar os pais/responsaveis. Informamos. que na medida do possivel. nao iremos interferir
na operacionaliza¢io ¢/ou nas atividades cotidianas das creches pré-escolas. nem das criangas.
Sera feita aplicagdo de flior nas criangas, como tambem serdo fornecidos Kits para escovagao.
Salientamos ainda. que em retorno. forneceremos os resultados dessa pesquisa para os
pais/responsaveis e para a Secretaria da Educagio.

Esclarecemos que tal autorizagio ¢ uma pré-condigde bioctica para execugio de
qualquer estudo envolvendo seres humanos, sob qualquer forma ou dimensio, em consonancia
com a resolugdo N 466/2012 do Conselho Nacional de Satde.

Atenciosamente,
Campina Grande, 12 de ngps yrlwe  de 2014,

e

arcia

Prof* do Programa de Pos-Graduagdd em Odontologia da UEPB
Pesquisadora responsavel

Autorizagio

lolanda Barbosa Silva
Secretaria de Educagdo do municipio de Campina Grande - PB
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APENDICE E
Termo de consentimento livre e esclarecido

pb

Programa de Pés-Graduagdo em Odontologia

Termo de Consentimento Livre e Esclarecido

Prezado (a) Senhor (a), responsavel, pedimos o favor de dedicar alguns minutos do seu tempo
para ler este comunicado.

Estamos realizando uma pesquisa que tem como titulo: “Avaliagio das alteragdes bucais ¢
aspectos biopsicossociais em pré-escolares de Campina Grande-PB”. Esta pesquisa tem
finalidade académica. Sera rcalizada mediante aplicagdo de um questionario aos pais dos pré-
escolares. sendo que este procedimento ndo apresenta quaisquer tipos de risco ou desconforto,
exceto o tempo gasto para responder as questdes (cerca de 20 minutos); ¢ exame clinico da
crianga, o qual apresenta baixo risco ou desconforto a mesma e apenas sera realizado se ela
permitir. Salienta-se que todas as informagdes obtidas serdo guardadas ¢ resguardadas, ndo
sendo revelada sob qualquer pretexto a identificagdo das criangas ¢ dos respondentes. Deixamos
claro, desde ja, que ndo havera nenhuma forma de beneficio financeiro ou pessoal. ¢ que esta
declaragiio de concordincia em participar do estudo poderd ser retirada a qualquer época, ndo
acarretando em danos. A sua colaboragdo, autorizando no quadro abaixo a realizagdo do exame
¢ da entrevista, ¢ importante para avaliar a necessidade de realizagdo de programas de saude
bucal. Esclarecemos que sua participagdo ¢ decorrente de sua livre decisdo apds receber todas as
informagdes que julgarem nccessarias. Vocé ndo sera prejudicado de qualquer forma caso sua
vontade seja de ndo colaborar, até mesmo onde haja submissio a autoridade. Se quiser
informagdes sobre nosso trabalho, por favor, ligue para Ana Flavia Granville-Garcia, professora
responsavel pela pesquisa no telefone 33153300, ou entdo, fale com cla pessoalmente na Av.
das Baratnas, s/n Bodocongd, no horario comercial de 2° a 6” feiras. Esperamos contar com 0
seu apoio, desde ja agradecemos.

/QV"Q %:-po:thé (QL g

Ana Flavia Granvil[c‘ﬁf ia{?’csquisacfora Responsavel)

AUTORIZACAO

Apos ter sido informado sobre as caracteristicas da pesquisa: “Avaliagdo das alteragdes bucais ¢
aspectos biopsicossociais em pré-escolares de Campina Grande-PB”, autorizo a realizagdo do
exame clinico na crianga e entrevista em:

Campina Grande, __de 2015

Responsavel RG
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APENDICE F
Termo de assentimento

pb

A PR

Programa de Pés-Graduagio em Odontologia

Termo de Assentimento

Vocé esta sendo convidado(a) a participar da pesquisa “Avaliagdo das alteragdes
bucais e aspectos biopsicossociais em pré-escolares de Campina Grande-PB". Neste
estudo pretendemos avaliar as alteragées bucais e aspectos biopsicossociais em pré-
escolares de Campina Grande-PB. Para este estudo adotaremos ofs) seguinte(s)
procedimento(s): aplicagdo de questionarios com os pais/responséaveis e exame clinico
odontolégico e aplicagdo de questionario com as criangas.

Para participar deste estudo, o responsavel por vocé devera autorizar e assinar um
termo de consentimento. Vocé ndo tera nenhum custo, nem recebera qualquer
vantagem financeira. Vocé sera esclarecido(a) em qualquer aspecto que desejar e
estara livre para participar ou recusar-se. O responsavel por vocé podera retirar o
consentimento ou interromper a sua participagdo a qualquer momento. A sua
participagdo é voluntaria e a recusa em participar ndo acarretara qualquer penalidade
ou modificagdo na forma em que é atendido(a) pelo pesquisador que ira tratar a sua
identidade com padrdes profissionais de sigilo. Vocé ndo serd identificado em
nenhuma publicagdo. Este estudo apresenta risco minimo, isto €, o mesmo risco
existente em atividades rotineiras como conversar, tomar banho, ler etc. Apesar disso,
voce tem assegurado o direito a ressarcimento ou indenizagdo, no caso de quaisquer
danos eventualmente produzidos pela pesquisa.

Os resultados estardo a sua disposi¢do quando finalizada, sendo que seu nome ou o
material que indique sua participagdo sera mantido em sigilo. Os dados e instrumentos
utilizados na pesquisa ficardo arquivados com o pesquisador responsavel por um
periodo de 5 anos, e apds esse tempo serdo destruidos. Este termo de consentimento
encontra-se impresso em duas vias, sendo que uma copia sera arquivada pelo
pesquisador responsavel, e a outra sera fornecida a vocé. Este termo foi elaborado em
conformidade com o Art. 228 da Constituicdo Federal de 1988; Arts. 2° e 104 do
Estatuto da Crianga e do Adolescente; e Art. 27 do Cdédigo Penal Brasileiro; sem
prejuizo dos Arts. 3°, 4° e 5° do Cédigo Civil Brasileiro.

Eu, , portador(a) do documento de |dentidade
(se ja tiver documento), fui informado(a) dos objetivos do
presente estudo de maneira clara. Sei que a qualquer momento poderei solicitar novas
informagdes junto ao pesquisador responsavel listado abaixo ou ainda com o Comité
de Etica em Pesquisa em Seres Humanos da Universidade Estadual da Paraiba,
telefone (83) 3315-3373. Estou ciente que o meu responsavel podera modificar a
decisdo da minha participagdo na pesquisa, se assim desejar. Tendo o consentimento
do meu responsavel ja assinado, declaro que concordo em participar desse estudo.
Recebi uma copia deste termo assentimento e me foi dada a oportunidade de ler e
esclarecer as minhas duvidas.

/Zz‘“l e i OQA I

Ana Flavia Granville-Garcia ﬁ' Uisadora Responsavel)

Campina Grande, ___de 2015

Assinatura do(a) menor ou impressdo dactiloscopica.
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APENDICE G
Termo de compromisso do pesquisador responsavel

TERMO DE COMPROMISSO DO PESQUISADOR RESPONSAVEL EM
CUMPRIR OS TERMOS DA RESOLUGAO 466/12 DO CNS/MS

Pesquisa: Avaliagdo das alteragdes bucais e aspectos biopsicossociais em pre-

escolares de Campina Grande-PB

Eu, Ana Flavia Granville-Garcia, Professor(a) do Curso de Odontologia,
da Universidade Estadual da Paraiba, portador(a) do RG: 1326944 e CPF
646.880.704-20 comprometo-me em cumprir integralmente as diretrizes da
Resolugdo N°. 466/12 do Conselho Nacional de Salide do Ministério da
Saude/Comissdo Nacional de Etica em Pesquisa, que dispde sobre Etica em

Pesquisa que envolve Seres Humanos.

Estou ciente das penalidades que poderei sofrer caso infrinja qualquer
um dos itens da referida resolugéo.

Por ser verdade, assino o presente compromisso.

Campinha Grande, 18 de novembro de 2014

VH’V\.,Q ~NHeorvw O,QM [

Ana Flavia GranviIIe-Garcd(desquisador responsavel)

95



96

APENDICE H

Declaragao de concordancia com projeto de pesquisa

DECLARAGAO DE CONCORDANCIA COM PROJETO DE PESQUISA

Pesquisa: Avaliagdo das alteragdes bucais e aspectos biopsicossociais em pre-
escolares de Campina Grande-PB

Eu, Ana Flavia Granville-Garcia, Pesquisadora responsavel, Professora de
Pés-graduagdo de Odontologia da Universidade Estadual da Paraiba,
portador(a) do RG: 1326944, declaro que estou ciente do referido Projeto de
Pesquisa e comprometo-me em acompanhar seu desenvolvimento no sentido
de que se possam cumprir integralmente as diretrizes da Resolugao N°. 466/12
do Conselho Nacional de Saude do Ministério da Satde/Comissédo Nacional de
Etica em Pesquisa, que dispde sobre Etica em Pesquisa que envolve Seres
Humanos.

Campina Grande, 18 de novembro de 2014

Mo F e O e

Ana Flavia GranviHéGécia

Orientadora

Monalisa da Nébrega Cesarino Gomes

Orientanda

Srick 1omie Bolmmo. s

Erick Tassio Barbosa Neves
Orientando
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ANEXO A
Questionario SOHO-5

VERSAO DOS PAIS/CUIDADORES

Nome do responsavel:

Relacao com a crianga:

Muito obrigado por concordar em participar deste estudo.

Sera de muita ajuda se vocé puder responder algumas perguntas sobre os dentes do(a)
seu(sua) filho(a) e sobre como os dentes afetam a capacidade dele(a) realizar as atividades
do dia a dia. Observe que nao existem respostas certas ou erradas.

Perguntas sobre a satde bucal do(a) seu(sua) filho(a) e o efeito que os dentes dele(a) tém
em seu dia a dia.

Gostariamos de saber mais sobre os dentes e a boca de seu(sua) filho(a) e sobre
como estes afetam o dia a dia dele(a). Por favor assinale a resposta mais

apropriada na escala abaixo:

1. Alguma vez na vida o(a) seu(sua) filho(a) teve dificuldades para comer por causa
dos dentes dele(a)?

De forma | 1Um pouco Mais ou menos Bastante Muita nao sei
nenhuma

2. Alguma vez na vida o(a) seu(sua) filho(a) teve dificuldade para falar por causa dos
dentes dele(a)?

7 De forma T Umpouco 7 Mais ou menos ~Bastante =~ ~ Muita 7 ndo sei
nenhuma

3. Alguma vez na vida o(a) seu(sua) filho(a) teve dificuldades para brincar por causa
dos dentes dele(a)?

L De forma L Umpouco L Mais ou menos _Bastante  _ Muita L ndo sei
nenhuma

4. Alguma vez na vida o(a) seu(sua) filho(a) teve dificuldades em dormir por causa
dos dentes dele(a)?

7 De forma mUmpouco 1 Mais ou menos ~Bastante ~ ~ Muita 7 ndo sei
nenhuma
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5. Alguma vez na vida o(a) seu(sua) filho(a) deixou de sorrir por causa da
aparéncia/estética dos dentes dele(a)?

De forma (1Um pouco Mais ou menos Bastante Muita nao sei
nenhuma

6. Alguma vez na vida o(a) seu(sua) filho(a) deixou de sorrir por causa de buracos
nos dentes, carie ou dor de dente nele(a)?

_ De forma _Umpouco L Maisou menos _Bastante @ _ Muita _ ndo sei
nenhuma

7. Alguma vez na vida a autoconfianga/autoestima do(a) seu(sua) filho(a) foi afetada
por causa dos dentes dele(a)?

De forma 1Um pouco Mais ou menos Bastante 11 Muita I nao sei
nenhuma

Obrigado!
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VERSAO DA CRIANCA

Nome da crianga:

Idade:

ENTREVISTADOR: “Agora, eu vou te perguntar sobre os seus dentes e as
coisas que vocé faz todos os dias como brincar, comer, conversar”.

ENTREVISTADOR: Por favor, mostre o cartdo (Figura 2) apds as perguntas 1-7,
enquanto explica como assinalar e da o exemplo:

“Para cada pergunta, eu vou te mostrar um cartdo com trés carinhas. Se vocé nao
teve nenhum problema, ai vocé escolhe a carinha feliz. Se vocé teve um pouco de
problemas, ai vocé pode escolher a carinha do meio e se vocé teve muitos
problemas ai vocé escolhe a carinha triste. Eu quero saber qual € a carinha que
melhor mostra o que vocé sente sobre os seus dentes”.

1. Alguma vez foi dificil para vocé comer por causa dos seus dentes/“dentinhos”?
[l Nao
0 Um pouco
[ Muito

2. Alguma vez foi dificil para vocé beber por causa dos seus dentes/“dentinhos™?
0 Nao
L0 Um pouco
[ Muito

3. Alguma vez foi dificil para vocé falar por causa dos seus dentes /“dentinhos?
[l Nao
0 Um pouco

O Muito

4. Alguma vez foi dificil para vocé brincar por causa dos seus dentes/“dentinhos”?
[0 Nao

L0 Um pouco
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0 Muito

5. Alguma vez foi dificil para vocé dormir por causa dos seus dentes/“dentinhos™?
[0 Nao
L0 Um pouco

O Muito

6. Alguma vez vocé deixou de sorrir porque nao gostou dos seus dentes
(“dentinhos”)/porque achou seus dentes (“dentinhos”) feios?

[l Nao
[l Um pouco
Ll Muito

7. Alguma vez vocé deixou de sorrir porque os seus dentes/“dentinhos” estavam
doendo?

[l Nao
0 Um pouco
O Muito

Obrigado!



102

ANEXO B

Questionario de senso de coeréncia

INSTRUCOES PARA AS PERGUNTAS:

Aqui estdo 13 perguntas sobre varios aspectos da SUA vida. Cada pergunta tem cinco respostas possiveis.

Marque com um X a opg¢ao que melhor expresse a sua maneira de pensar e sentir em relagdo ao que esta sendo falado.
Dé apenas uma unica resposta em cada pergunta, por favor.

1. Aquilo que vocé faz diariamente é:
() Um enorme aborrecimento e sofrimento () Um aborrecimento e sofrimento
() Nem aborrecimento nem satisfacdo () Um prazer e satisfacdo ( ) Um prazer e satisfagdo

2. Até hoje a sua vida tem sido:
()Sem nenhum objetivo ( )Com poucos objetivos ( )Com alguns objetivos ( )Com muitos objetivos ( )Repleta de objetivos

3. Voceé tem interesse pelo que se passa ao seu redor?
()Nunca  ()Poucas vezes ( )Algumas vezes ( )Muitas vezes ()Sempre

4. Vocé acha que é tratada com injustica?
()Nunca  ()Poucas vezes ( )Algumas vezes ( )Muitas vezes ( )Sempre

5. Vocé tem ideias e sentimentos confusos?
()Nunca  ()Poucas vezes ( )Algumas vezes ( )Muitas vezes ()Sempre

6. Vocé acha que as coisas que vocé faz na sua vida tém pouco sentido?
()Nunca  ()Poucas vezes ()Algumas vezes ()Muitas vezes ()Sempre

7. Ja lhe aconteceu ter ficado desapontada com pessoas em quem vocé confiava?
()Nunca  ()Poucas vezes  ()Algumas vezes ( )Muitas vezes ()Sempre

8. Vocé tem sentimentos que gostaria de nao ter?
()Nunca  ()Poucas vezes ()Algumas vezes ()Muitas vezes ()Sempre

9. Vocé tem duvida se pode controlar seus sentimentos?
()Nunca  ()Poucas vezes ()Algumas vezes ( )Muitas vezes ()Sempre

10. Ja lhe aconteceu de ficar surpreendida com o comportamento de pessoas que vocé achava que conhecia bem?
()Nunca  ()Poucas vezes  ()Algumas vezes ( )Muitas vezes ()Sempre

11. Em algumas situacgoes as pessoas sentem-se fracassadas. Vocé ja se sentiu fracassada?
()Nunca  ()Poucas vezes ()Algumas vezes ( )Muitas vezes ()Sempre

12. Vocé sente que esta em uma situacao pouco comum, e sem saber o que fazer?
()Nunca  ()Poucas vezes ()Algumas vezes ( )Muitas vezes ()Sempre

13. As vezes acontecem coisas na vida da gente que depois achamos que ndo demos a devida importancia.
Quando alguma coisa acontece na vida, vocé acaba achando que deu a importancia:
()Totalmente errada ( )Errada  ( )Nem correta e nem errada  ( )Correta ()Totalmente correta
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Parecer do Comité de Etica em Pesquisa
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COMISSAD NACIONAL DE ETICA EM PESGUISA.
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ANEXO E

Normas de Publicagdo da Revista Dental Traumatology

Author Guidelines

Content of Author Guidelines: 1. General, 2. Ethical Guidelines, 3.Submission of
Manuscripts, 4. Manuscript Types Accepted, 5. Manuscript Format and Structure, 6.
After Acceptance.

Useful Websites: Submission Site, Articles published in Dental Traumatology,
Author Services, Wiley-Blackwell’s Ethical Guidelines, Guidelines for Figures.

1. GENERAL

Dental Traumatology is an international peer-reviewed journal which aims to
convey scientific and clinical progress in all areas related to adult and pediatric dental
traumatology. It aims to promote communication among clinicians, educators,
researchers, administrators and others interested in dental traumatology. The journal
publishes original scientific articles, review articles in the form of comprehensive
reviews or mini reviews of a smaller area, short communication about clinical
methods or techniques and case reports. The journal focuses on the following areas
as they relate to dental trauma:

= Epidemiology and Social Aspects

= Periodontal and Soft Tissue Aspects

+ Endodontic Aspects

= Pediatric and Orthodontic Aspects

Oral and Maxillofacial Surgery / Transplants/ Implants

Esthetics / Restorations / Prosthetic Aspects

Prevention and Sports Dentistry

Epidemiology, Social Aspects, Education and Diagnostic Aspects.

" % w

Please read the instructions below carefully for details on the submission of
manuscripts, the journal's requirements and standards as well as information
concerning the procedure after a manuscript has been accepted for publication in
Dental Traumatology. Authors are encouraged to visit Wiley-Blackwell Author
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Services for further information on the preparation and submission of articles and
figures.

2. ETHICAL GUIDELINES

Dental Traumatology adheres to the following ethical guidelines for publication
and research.

2.1. Authorship and Acknowledgements

Authors submitting a paper to the journal do so on the understanding that the
manuscript has been read and approved by all authors and that all authors have
agreed to submit the manuscript to the Journal. ALL authors MUST have made an
active and significant contribution to the development of the concept and/or design of
the study, and/or analysis and interpretation of the data and/or the writing of the
paper. ALL authors must have critically reviewed its content and must have approved
the final version that is submitted to the journal for consideration for publication.
Participation solely in the acquisition of funding or the collection of data does not
justify authorship.

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

It is a requirement that all authors have been declared as appropriate upon
submission of the manuscript. Contributors who do not qualify as authors should be
mentioned under the Acknowledgements section on the title page.

Acknowledgements: In the Acknowledgements section, you can specify
contributors to the article other than the authors. The acknowledgements should be
placed on the title page, and not in the main document, in order to allow blinded
review.

2.2. Ethical Approvals

Experimentation involving human subjects will only be published if such
research has been conducted in full accordance with ethical principles, including the
World Medical Association Declaration (version, 2008
http://www.wma.net/en/30publications/10policies/b3/index.html) and the additional
requirements, if any, of the country and/or institution where the research has been
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carried out. Manuscripts must be accompanied by a statement that the experiments
were undertaken with the understanding and written consent of each subject and
according to the above mentioned principles. A statement regarding the fact that the
study has been independently reviewed and approved by an ethical board should
also be included. In the online submission process,it is a requirement that all authors
submitting manuscripts to Dental Traumatology must answer in the affirmative to a
statement 'confirming that all research has been carried out in accordance with legal
requirements of the study country such as approval of ethical committees for human
and/or animal research or other legislation where applicable.' Editors reserve the
right to reject papers if there are doubts as to whether appropriate procedures have
been used.

2.3 Clinical Trials

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

All manuscripts reporting results from a clinical trial must indicate that the trial
was fully registered at a readily accessible website, e.g., www.clinicaltrials.gov.

2.4 DNA Sequences and Crystallographic Structure Determinations

Papers reporting protein or DNA sequences and crystallographic structure
determinations will not be accepted without a Genbank or Brookhaven accession
number, respectively. Other supporting data sets must be made available on the
publication date from the authors directly.

2.5 Conflict of Interest

Dental Traumatology 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 not include thanks to anonymous referees and editors.
The Conflict of Interest Statement should be included within the title page, and not in
the main document, in order to allow blinded review.

2.6 Appeal of Decision

The Editor’s decision to accept, reject or require revision of a paper is final and
it cannot be appealed.
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2.7 Permissions

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

2.8 Copyright Transfer Agreement

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

For authors choosing OnlineOpen

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

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

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

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

Authors submitting a paper do so on the understanding that the work and its
essential substance have not been published before and the paper is not being
considered for publication elsewhere. The submission of the manuscript by the
authors means that the authors automatically agree to assign exclusive copyright to
Wiley-Blackwell if and when the manuscript is accepted for publication. The work
shall not be published elsewhere in any language without the written consent of the
publisher. The articles published in this journal are protected by copyright, which
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covers translation rights and the exclusive right to reproduce and distribute all of the
articles printed in the journal. No material published in the journal may be stored on
microfilm or videocassettes or in electronic database and the like or reproduced
photographically without the prior written permission of the publisher.

Upon acceptance of a paper, authors are required to assign the copyright to
publish their paper to Wiley-Blackwell. Assignment of the copyright is a condition of
publication and papers will not be passed to the publisher for production unless
copyright has been assigned. Papers subject to government or Crown copyright are
exempt from this requirement; however, the form still has to be signed. A completed
Copyright Transfer Agreement must be completed online before any manuscript can
be published upon receiving notice of manuscript acceptance.

Production Editor
John Wiley & Sons Singapore Pte Ltd

Email: edt@wiley.com

2.9 OnlineOpen

OnlineOpen is available to authors of primary research articles who wish to
make their article available to non-subscribers on publication, or whose funding
agency requires grantees to archive the final version of their article. With
OnlineOpen, the author, the author's funding agency, or the author's institution pays
a fee to ensure that the article is made available to non-subscribers upon publication
via Wiley Online Library, as well as being deposited in the funding agency's preferred
archive.

For the full list of terms and conditions, see
http://wileyonlinelibrary.com/onlineopen#OnlineOpen_Terms.

Any authors wishing to send their paper OnlineOpen will be required to
complete the payment  form available from our website at:
https://authorservices.wiley.com/bauthor/onlineopen_order.asp

Prior to acceptance there is no requirement to inform an Editorial Office that
you intend to publish your paper OnlineOpen if you do not wish to. All OnlineOpen
articles are treated in the same way as any other article. They go through the
journal's standard peer-review process and will be accepted or rejected based on
their own merit.

3. MANUSCRIPT SUBMISSION PROCEDURE
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Manuscripts should be submitted electronically via the online submission site
http://mc.manuscriptcentral.com/dt. 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.
Complete instructions for submitting a paper are available online and below. Further
assistance can be obtained from the Editorial Office: EDToffice@wiley.com.

3.1. Getting Started

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

* Log-in 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/dt and
enter your e-mail address. The system will send you an automatic user ID and a new
temporary password.

* Log-in and select 'Author Centre.'

3.2. Submitting Your Manuscript

« After you have logged into your 'Author Centre', submit your manuscript by clicking
the submission link under 'Author Resources'.

» Enter data and answer questions as appropriate. You may copy and paste directly
from your manuscript (e.g. the Abstract) 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.
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- 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.

* To allow double blinded review, please submit (upload) your main manuscript and
title page as separate files. Please upload:

- Your manuscript without title page under the file designation 'main document'
- Figure files under the file designation 'figures'.

- The title page, Acknowledgements and Conflict of Interest Statement where
applicable, should be uploaded under the file designation 'title page'

* Review your submission (in HTML and PDF format) before completing your
submission by sending it to the Journal. Click the 'Submit' button when you are
finished reviewing. All documents uploaded under the file designation 'title page' will
not be viewable in the HTML and PDF format that you are asked to review at the end
of the submission process. The files viewable in the HTML and PDF format are the
files that will be made available to the reviewers during the review process.

3.3. Manuscript Files Accepted

Manuscripts should be uploaded as Word (.doc) or Rich Text Format (.rft) files
(not write-protected) plus separate figure files. GIF, JPEG, PICT or Bitmap files are
acceptable for submission, but only high-resolution TIF or EPS files are suitable for
printing. The files uploaded as main manuscript documents will be automatically
converted to HTML and PDF on upload and will be used for the review process. The
files uploaded as Title Page will be blinded from review and not converted into HTML
and PDF. The Main Manuscript document file must contain the entire manuscript
including the abstract, text, references, tables, and figure legends (in that sequence),
but no embedded figures. In the text, please reference figures as 'Figure 1', 'Figure 2'
etc in order to match the tag name you choose for the individual figure files that you
upload. Manuscripts should be formatted as described in the Author Guidelines
below.

3.4. Blinded Review

All manuscripts submitted to Dental Traumatology will be reviewed by two
experts in the field. Dental Traumatology uses a double blinded review process —
hence, the names of the reviewers will not be disclosed to the author(s) who have
submitted the paper and the name(s) of the author(s) will not be disclosed to the
reviewers.
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To allow double blinded review, please submit (upload) your main manuscript
and title page as separate files.

Please upload:

* Your manuscript WITHOUT the title page under the file designation 'main
document'

* Figure files under the file designation 'figures' — each figure should be uploaded
individually

* The title page, Acknowledgements and Conflict of Interest Statement where
applicable, should be uploaded under the file designation 'title page'

All documents uploaded under the file designation 'title page' will not be
viewable in the HTML and PDF files that you will be asked to review at the end of the
submission process. The files viewable in the HTML and PDF format are the files that
will be available to the reviewers during the review process.

3.5. Suspension of Submission Mid-way through the Submission Process

You may suspend a submission at any phase before clicking the 'Submit'
button and save it to continue and 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 e-mail to confirm receipt of your
manuscript. If you do not receive the confirmation e-mail after 24 hours, please check
your e-mail address carefully in the system. If the e-mail address is correct please
contact your IT department. The error may be caused by some spam filtering in your
e-mail server. Also, the e-mails should be received if the IT department adds our e-
mail server (uranus.scholarone.com) to their whitelist.

3.7. Manuscript Status

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

To submit a revised manuscript, locate your manuscript under 'Manuscripts
with Decisions' and click on 'Submit a Revision'. Please remember to delete any old
files when you upload your revised manuscript. Please also remember to upload your
manuscript document separate from your title page. Any new files should be
uploaded and designated correctly.

4, MANUSCRIPT TYPES ACCEPTED

Original Research Articles in all areas related to adult and pediatric dental
traumatology are of interest to Dental Traumatology. Examples of such areas are
Epidemiology and Social Aspects, Periodontal and Soft Tissue Aspects, Endodontic
Aspects, Pediatric and Orthodontic Aspects, Oral and Maxillofacial
Surgery/Transplants/Implants, Esthetics/Restorations/Prosthetic Aspects, Prevention
and Sports Dentistry, Epidemiology, Social Aspects, Education and Diagnostic
Aspects.

Review Papers: Dental Traumatology commissions specific topical review
papers and mini reviews of small areas of interest. The journal also welcomes
uninvited reviews. Reviews should be submitted via the online submission site and
are subject to peer-review.

Comprehensive Reviews should be a complete coverage of a subject
discussed with the Editor-in-Chief prior to pre and submission. Comprehensive
review articles should include a description of search strategy of the relevant
literature, the inclusion criteria, method for evaluation of papers, level of evidence,
etc.

Mini Reviews cover a smaller area and may be written in a more free format.

Case Reports: Dental Traumatology may accept Case Reports that illustrate
unusual and clinically relevant observations or management. Case reports should
demonstrate something new or unique, and they should not present common clinical
scenarios. Case reports should be kept brief (within 3-4 printed pages) and need not
follow the usual division into material and methods etc. There should be an Abstract
written as a short paragraph. The Abstract should not be structured with specific
sections (i.e. do not use aims, methods, results, conclusions). The Introduction
should be kept short. Thereafter the case is described followed by a short
Discussion. Case reports should have adequate follow-up to demonstrate the
outcome of the treatment provided or the long-term prognosis of the presented
problem. Typically, cases with treatment should have at least 4-5 years follow-up
radiographs, photographs, etc to show the outcome. Case reports are subject to peer
review.
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Case Reports illustrating unusual and clinically relevant observations are
acceptable, but their merit needs to provide high priority for publication in the journal.
They should be kept within 3-4 printed pages and need not follow the usual division
into material and methods etc, but should have an abstract. The introduction should
be kept short. Thereafter the case is described followed by a discussion.

Short Communications of 1-2 pages may be accepted for publication. These
papers need not follow the usual division into Material and Methods, etc., but should
have an Abstract. They should contain important new information to warrant
publication and may reflect improvements in clinical practice such as introduction of
new technology or practical approaches. They should conform to high scientific and
high clinical practice standards. Short communications are subject to peer review.

Letters to the Editor may be considered for publication if they are of broad
interest to dental traumatology . They may deal with material in papers already
published in Dental Traumatology or they may raise new issues, but they should
have important implications for dental traumatology.

Meetings: advance information about and reports from international meetings
are welcome, but should not be submitted via the online submission site — these
should be sent directly to the Editorial Office: EDT office@wiley.com

5. MANUSCRIPT FORMAT AND STRUCTURE

5.1. Format

Language: The language of publication is English. 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. A list
of independent suppliers of editing services can be found at
http://authorservices.wiley.com/bauthor/english_language.asp. All services are to be
paid for, and arranged by, the author. The use of one of these services does not
guarantee acceptance or preference for publication, nor does it guarantee that no
further editing will be required as that is at the discretion of the Editor of the journal.

Scientific papers should not be written in the 1st person — that is, avoid using “we”,

th) 11 ” “

“our”, etc. As examples, Use the ‘current study”, “the results”, “samples were tested”,

b 11 ”

instead of “our study”, “our results”, “we tested”, etc.

Care must be taken with the use of tense, and use of singular and plural
words.

Numbers may be written as numbers or spelt out as words, according to the
context in which the number is being used. In general, if the number is less than 10, it
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should be spelt out in words (e.g. five). If the number is 10 or greater, it should be
expressed as a number (e.g. 15). When used with units of measurement, it sholdul
eb expressed as a number (e.g. 5mm, 15mL).

When referring to a figure at the beginning of a sentence, spell the word out
(e.g. Figure 2 shows the patient’s injuries on initial presentation). When referring to a
figure as part of the sentence, use the abbreviation “Fig.” (e.g. The pre-operative
radiograph shown as Fig. 3 demonstrates the degree of displacement of the tooth).
When referring to a figure at the end of a sentence, use the abbreviation “Fig.” and
enclose it in parentheses - e.g. The patient's maxillary central incisor was
repositioned and splinted (Fig. 5).

Abbreviations, Symbols and Nomenclature: Abbreviations should be kept to a
minimum, particularly those that are not standard. Non-standard abbreviations must
be used three or more times — otherwise they should not be used. The full words
should be written out completely in the text when first used, follwoed byt eh
abbreviation in parentheses. Consult the following sources for additional
abbreviations: 1) CBE Style Manual Committee. Scientific style and format: the CBE
manual for authors, editors, and publishers. 6th ed. Cambridge: Cambridge
University Press; 1994; and 2) O'Connor M, Woodford FP. Writing scientific papers in
English: an ELSE-Ciba Foundation guide for authors. Amsterdam: Elsevier-Excerpta
Medica; 1975.

As Dental Traumatology is an international journal with wide readership from
all parts of the world, the FDI Tooth Numbering system MUST be used. This system
uses two digits to identify teeth according to quadrant and tooth type. The first digit
refers to the quadrant and the second digit refers to the tooth type. — for example:
tooth 11 is the maxillary right central incisor and tooth 36 is the mandibular left first
molar. Alternatively, the tooth can be described in words. Other tooth numbering
systems will not be accepted.

Font: When preparing your file, please use only standard fonts such as Times,
Times New Roman or Arial for text, and Symbol font for Greek letters, to avoid
inadvertent character substitutions. In particular, do not use Japanese or other Asian
fonts. Do not use automated or manual hyphenation. Use double spacing and left
alignment of text when preparing the manuscript. Do not use Arabic or other forms of
software that automatically align text on the right.

5.2. Structure

All papers submitted to Dental Traumatology should include: Title Page,
Abstract, Main text, References and Table Legends, Figure Legends, Tables,
Figures, Conflict of Interest Statement and Acknowledgements where appropriate.
The Title page, Conflict of Interest Statement and any Acknowledgements must be
submitted as separate files and uploaded under the file designation Title Page to
allow blinded review. Tables should be included as part of the Main Document.
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Figures should be uploaded as separate files and must not be embedded in the Main
Document. Manuscripts must conform to the journal style. Manuscripts not complying
with the journal style will be rejected and returned to the author(s) without being peer
reviewed.

During the editorial process, reviewers and editors frequently need to refer to
specific portions of the manuscript, which is difficult unless the pages are numbered.
Hence, authors should number all of the pages consecutively at the bottom of the

page.

Title Page: The Title page should be uploaded as a separate document in the
submission process under the file designation 'Title Page' to allow blinded review.
The Title page should include: Full title of the manuscript, author(s)' full nhames
(Family names should be underlined) and institutional affiliations including city,
country, and the name and address of the corresponding author. The title page
should also include a running title of no more than 60 characters and 3-6 keywords.

The tile of the paper should be concise and informative with major key words.
The title should not be a question about the aim and it should not be a statement of
the results or conclusions.

Abstract is limited to 250 words in length and should contain no abbreviations.
The abstract should be included in the manuscript document uploaded for review as
well as inserted separately where specified in the submission process. The abstract
should convey a brief background statement plus the essential purpose and
message of the paper in an abbreviated form. For Original Scientific Articles, the
abstract should be structured with the following headings: Background/Aim, Material
and Methods, Results and Conclusions. For other article types (e.g. Case Reports,
Reviews Papers, Short Communications) headings are not required and the Abstract
should be in the form of a paragraph briefly summarizing the paper.

Main Text of Original Articles should be divided into the following sections:
Introduction, Material and Methods, Results and Discussion, References, Legends to
Tables, Legends to Figures, and the Tables.

Introduction This section should be focused, outlining the historical or logical
origins of the study. It should not summarize the results and exhaustive literature
reviews are inappropriate. Give only strict and pertinent references and do not
include data or conclusions from the work being reported. The introduction should
close with an explicit, but brief, statement of the specific aims of the investigation or
hypothesis tested. Do not include details of the methods in the statement of the aims.

Materials and Methods This section must contain sufficient detail such that, in
combination with the references cited, all clinical trials and experiments reported can
be fully reproduced. As a condition of publication, authors are required to make
materials and methods used freely available to academic researchers for their own
use. Describe your selection of observational or experimental participants clearly.
Identify the method, apparatus and procedures in sufficient detail. Give references to
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established methods, including statistical methods, describe new or modified
methods. Identify precisely all drugs used by their generic names and route of
administration.

(i) Clinical trials should be reported using the CONSORT guidelines available
at www.consort-statement.org. A CONSORT checklist should also be included in the
submission material. All manuscripts reporting results from a clinical trial must
indicate that the trial was fully registered at a readily accessible website, e.g.,
www.clinicaltrials.gov.

(if) Experimental subjects: experimentation involving human subjects will only
be published if such research has been conducted in full accordance with ethical
principles, including the World Medical Association Declaration (version, 2008
http://www.wma.net/en/30publications/10policies/b3/index.html) and the additional
requirements, if any, of the country and institution where the research has been
carried out. Manuscripts must be accompanied by a statement that the experiments
were undertaken with the understanding and written consent of each subject and
according to the above mentioned principles. A statement regarding the fact that the
study has been independently reviewed and approved by an ethical board should
also be included. Editors reserve the right to reject papers if there are doubts as to
whether appropriate procedures have been used.

(iii) Suppliers of materials should be named and their location (town,
state/county, country) included.

Results should clearly and simply present the observations/results without
reference to other literature and without any interpretation of the data. Present the
results in a logical sequence in the text, tables and illustrations giving the main or
most important findings first. Do not duplicate data in graphs and tables.

Discussion usually starts with a brief summary of the major findings. Repetition
of parts of the Introduction or of the Results sections should be avoided. Statements
and interpretation of the data should be appropriately supported by original
references. A comment on the potential clinical relevance of the findings should be
included. The Discussion section should end with a brief conclusion but the
conclusion should not be a repeat of the results and it should not extrapolate beyond
the findings of the study. Link the conclusions to the aim of the study.

Do not use sub-headings in the Discussion section, The Discussion should
flow from one paragraph to the next in a cohesive and logical manner.

Main Text of Review Articles should comprise an introduction and a running
text structured in a suitable way according to the subject treated. A final section with
conclusions may be added.

Acknowledgements: Under acknowledgements, specify contributors to the
article other than the authors. Acknowledgements should be brief and should not
include thanks to anonymous referees and editors.



118

Conflict of Interest Statement: All 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. The Conflict of Interest Statement should
be included as a separate document uploaded under the file designation 'Title Page'
to allow blinded review.

5.3. References

As the Journal follows the Vancouver system for biomedical manuscripts, the
author is referred to the publication of the International Committee of Medical Journal
Editors: Uniform requirements for manuscripts submitted to biomedical journals. Ann
Int Med 1997;126:36-47.

The references should be numbered consecutively in the order in which they
are first mentioned in the text. Identify references in the text, tables, and legends by
Arabic numerals (in parentheses). Use the style of the examples below, which are
based on the format used by the US National Library of Medicine in Index Medicus.
For abbreviations of journals, consult the 'List of the Journals Indexed' printed
annually in the January issue of Index Medicus. Authors can also review previous
articles published in the journal to see the style used for references.

Authors are advised to use a tool such as EndNote or Reference Manager for
reference management and formatting. EndNote reference styles can be searched
for here: www.endnote.com/support/enstyles.asp. Reference Manager reference
styles can be searched for here: www.refman.com/support/rmstyles.asp

Examples of reference styles used by Dental Traumatology.

Journal Articles:

Lam R, Abbott PV, Lloyd C, Lloyd CA, Kruger E, Tennant M. Dental trauma in an
Australian Rural Centre. Dent Traumatol 2008; 24: 663-70.

Text book chapters:

Andreasen J, Andreasen F. Classification, etiology and epidemiology. IN: Andreasen
JO, Andreasen FM, eds. Textbook and Color Atlas of Traumatic Injuries to the Teeth.
3rd Edn. Munksgaard, Copenhagen. 1994;151-80.

Thesis or Dissertation:
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Lauridsen, E. Dental trauma — combination injuries. Injury pattern and pulp prognosis
for permanent incisors with luxation injuries and concomitant crown fractures.
Denmark: The University of Copenhagen. 2011. PhD Thesis.

Corporate Author:

European Society of Endodontology. Quality guidelines for endodontic treatment:
consensus report of the European Society of Endodontology. Int Endod J
2006:39;921-30.

American Association of Endodontists. The treatment of traumatic dental injuries.
Available at: URL:
‘http://www.aae.org/uploadedfiles/publications_and_research/newsletters/endodontic
s_colleagues_for_excellence newsletter/ecfe_summer2014 final.pdf.  Accessed
September 2015.
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ANEXO F

Normas de Publicagéo do Brazilian Dental Journal (BDJ)

INSTRUCTIONS TO AUTHORS

Scope and policy

The Brazilian Dental Journal is a peer-reviewed (double-blind system)
scientific journal that publishes Original Full-Length Papers, Short Communications,
Case Reports and Invited Reviews, dealing with the several fields of dentistry or
related areas, with open access. Only original papers will be considered for
publication. In submitting a manuscript, the authors should state in the cover letter
that the material has not been published previously and is not under consideration by
another journal in either electronic or printed versions.

ELECTRONIC ADDRESS FOR SUBMISSION

http://mc04.manuscriptcentral.com/bdj-scielo

MANUSCRIPTS MUST BE SUBMITTED IN ENGLISH. Authors whose primary
language is not English must have their manuscript reviewed by someone proficient
in English. Manuscripts accepted for publication will be submitted to the Technical
Review for revision of English grammar and scientific writing and to fit the text into
the Journal's standards. The cost of the Technical Review will be charged to the
authors. Submission of a manuscript to BDJ implies the acceptance of these terms.
The decision of acceptance for publication relies on the Editors and is based on the
recommendation of the Editorial Board and/or ad hoc reviewers. Authors of
manuscripts not recommended for publication will receive an email explaining the
decision. The concepts emitted in the papers published in the BDJ are the sole
responsibility of the authors, not necessarily reflecting the Editorial Board's opinion.

All manuscripts will be submitted to peer-review. Authors and referees will be
kept anonymous during the review process. Articles accepted for publication become
property of the journal.

Brazilian Dental Journal is an open access journal, which means that all
published articles are freely available on the Internet immediately upon publication.

The Brazilian Dental Journal shall retain the copyright and publishing rights of
all published articles, including translations. Users can use, reuse and build upon the



121

material published in the journal but only for non-commercial purposes and provided
the source is clearly and properly mentioned.

The Journal adopts plagiarism identification system (AntiPlagiarist - ACNP
Software)

The Brazilian Dental Journal in indexed by DOAJ database for public access.

Form and preparation of manuscripts
THE FOLLOWING GUIDELINES MUST BE FOLLOWED CAREFULLY.
General

. The authors must submit the manuscript in Word and in PDF, comprising the
titte page, text, tables, figure captions and figures (photographs, micrographs,
radiographs, schematic drawings, graphs, computer-generated images, etc).

. The manuscript must be typed in Times New Roman 12 font, with 1.5 spacing,
2.5-cm margins at each side. DO NOT USE bold letters, watermarks or other
resources to make the text visually attractive.

Pages should be numbered consecutively, starting with the summary.
Full-length manuscripts are assembled in the following sections:

1) Title Page

2) Summary and Key Words

3) Introduction; Material and Methods; Results; Discussion

4) Summary in Portuguese (an item necessary for Latin American Indexing Services
that will be provided for non-Brazilian authors by the Journal)

5) Acknowledgements (if any)

6) References

7) Tables

8) Figure captions
)

9) Figures

All titles of sections (Introduction, Material and Methods, etc) must be
capitalized in regular font type (not bold).
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Results and Discussion MUST NOT be joined in a single section.

Short Communications and Case Reports should be divided into appropriate
sections.

Products, equipments and materials: the trade name must be followed by the
manufacturer's name, city, state and country, within parentheses upon first mention.
For further mentions, only the manufacturer's name is required.

All abbreviations must be explained at first mention.

Title page

The first page must contain the title of the manuscript, a short title (maximum
of 40 characters, to be used as a running head), author(s) name(s) (no more than 6)
and their Department(s), School(s) and/or University (s). DO NOT INCLUDE the
author's titles (DDS, MSc, PhD, etc.) or position (Professor, Graduate student, etc.).

Provide the name and complete address of the corresponding author (inform
email, telephone and fax numbers).

The title page must be uploaded at the website as a separate file (not included
in the body of the manuscript).

Manuscript

The first page of the manuscript must contain: title of the manuscript, short tile
with no more than 40 characters, and NO authors' names or identification.

Summary

The second page should contain a summary of no more than 250 words,
stating the aims, methods, results, and any conclusions drawn from the study. Do not
use topics and paragraphs and do not cite references in the Summary.

A list of key words (no more than 5) should be included below the summary in
lowercase letters, separated by commas.

Introduction
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Summarize the purpose of the study, giving only pertinent references. Do not
review existing literature extensively. State clearly the working hypothesis.

Material and Methods

Material and methods should be presented in sufficient detail to allow
confirmation of the observations. Indicate the statistical methods used, if applicable.

Results

Present the results in a logical sequence in the text, tables and figures,
emphasizing the important information.

Do not repeat in the text data contained in the tables and illustrations. The
important observations should be emphasized.

Do not repeat the same data in tables and figures.

Describe the statistical data in this section.

Discussion

Summarize the findings without repeating in detail the data given in the
Results section.

Relate your observations to other relevant studies and point out the
implications of the findings and their limitations. Cite pertinent studies.

Present your conclusions at the end of the Discussion, indicating how your
study is pertinent and/or its clinical implications. Presentation of the conclusions in
topics should be avoided.

Summary in Portuguese (for Brazilian authors only)

The Summary in Portuguese should be IDENTICAL to the English version
(Summary). DO NOT INCLUDE title and key words in Portuguese.

Acknowledgements
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Financial support by government agencies should be acknowledged. If
appropriate, technical assistance or assistance from colleagues may be
acknowledged.

References

References must follow the Journal's style. Authors should refer to a current
issue of the BDJ for guidance on reference citation and presentation of the reference
list.

References must be numbered consecutively in the text in order of citation,
within parentheses, without space between numbers: (1), (3,5,8), (10-15). DO NOT
USE superscript numbers.

For papers with two authors, cite both authors in the text, as follows: Ex:
"According to Santos and Silva (1)...". If there are more than 3 authors, cite only the
first author and add "et al.". Ex: "Pécora et al. (2) reported that..."

All authors of each paper should be included in the Reference List unless
there are 7 or more. In this case, the first 6 authors should be given, followed by "et
al.".

The reference list must be typed at the end of the manuscript in numerical
sequence. No more than 25 references may be cited.

Citation of abstracts and books, as well as articles published in non-indexed journals
should be avoided, unless absolutely necessary. Do not cite references in
Portuguese.

Abbreviations of journal titles should conform to those used in Dental Index.
The style and punctuation of references must follow the format illustrated below:

Journal articles

1. Lea SC, Landini G, Walmsley AD. A novel method for the evaluation of powered
toothbrush oscillation characteristics. Am J Dent 2004;17:307-309.

Book

2. Shafer WG, Hine MK, Levy BM. A Textbook of Oral Pathology. 4th ed.
Philadelphia: WB Saunders; 1983.

Chapter in a Book

3. Walton RE, Rotstein I. Bleaching discolored teeth: internal and external. In:
Principles and Practice of Endodontics. Walton RE (Editor). 2nd ed. Philadelphia: WB
Saunders; 1996. p 385-400.
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Tables

Each table with its title must be typed after the text. Tables should be numbered with
Arabic numerals. DO NOT USE vertical lines, bold letters and capital letters (except
the initials).

The corresponding title should appear at the top of each table.

Tables must contain all necessary information and be understandable without
allusions to the text.

Figures

BDJ WILL NOT ACCEPT FIGURES EMBEDDED IN FILES ORIGINATED IN TEXT-
EDITING SOFTWARE (WORD OR SIMILAR) OR FIGURES ORIGINATED IN
POWER POINT.

The digital files of the images should be generated in Photoshop, Corel or any other
image-editing software and saved in the CD-ROM. Image files should have TIFF
extension and 300 dpi minimum resolution. Only BLACK & WHITE figures are
accepted. Save the figures in the CD-ROM.

Lettering and identifying marks must be clear and sharp, and the critical areas of x-
rays and photomicrographs must be demarcated and/or isolated.

Separate parts of composite figures must be labeled with capital letters (A, B, C, etc).
Single figures and composite figures must have minimum width of 8 cm and 16 cm,
respectively.

Figure captions should be numbered with Arabic numerals and typed on a separate
page, after the lists of references or after the tables (if any)

Submission of manuscripts

CHECKLIST FOR AUTHORS PRIOR TO SUBMISSION
1. Submission letter;

2. Title page.

3. Manuscript file (text, tables, figure captions).

4. In the manuscript, observe:

- identification of authors only on the title page.

- text typed in Times New Roman 12 font, with 1.5 spacing, 2.5-cm margins at each
side.

- tables, figure captions and figures at the end of the manuscript.
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5. Digital files of figures, black & white, saved in TIFF format with minimum resolution
of 300 dpi.

There are no fees for submission and evaluation of articles.

The Technical Review Fee ranges from R$450,00 to R$ 550,00 Reais Brasileiros (for
Brazilian authors) or U$200 to 300 American dollars (for foreign authors) and will be
charged to the corresponding author, even if only minor corrections to the manuscript
are needed.



