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Resumo

CADEMARTORI, Mariana Gonzalez. O efeito da depresséo na saude bucal e no
uso dos servicos odontoldgicos nas populacdes. 2018. 227p. Tese (Doutorado
em Odontologia) — Programa de Pds-Graduacdo em Odontologia. Universidade
Federal de Pelotas, Pelotas, 2018.

A depresséo estd entre as doencas crbnicas mais prevalentes no mundo, sendo
considerada um importante fator de risco para outras condi¢des sistémicas cronicas.
Nos ultimos anos, os estudos tém investigado a contribuicdo da depressdo no
desenvolvimento das doencas bucais e na busca pela assisténcia odontolégica.
Entretanto, estas questdes ainda permanecem incertas. Sendo assim, esta tese teve
o0 objetivo de investigar o efeito da depressdo na saude bucal da populacao por meio
de duas revisfes sistematicas, e por meio de um estudo transversal na Coorte de
Nascimentos de 2015 de Pelotas. O primeiro estudo investigou a associacao
bidirecional entre a depresséo e os desfechos em saude bucal na populacéo, e o
segundo a associacdo da depressao/ansiedade com o0 uso de servigcos
odontoldgicos. As revisbes sistematicas da literatura e meta-analise foram
desenvolvidas segundo as recomendacfes do PRISMA. Apdés a busca em seis
bases de dados, foram realizadas a exclusdo de duplicatas, seguida pela selecao
dos artigos por titulo e resumo conforme os critérios de inclusdo e exclusao
estabelecidos. A segunda parte da selecao incluiu a leitura dos artigos na integra. As
avaliagbes metodoldgicas foram realizadas utilizando a ferramenta Critical Appraisal
Checklist do Instituto Joanna Briggs. O terceiro artigo investigou a associacao da
depressdo com a experiéncia de céarie dentaria nas gestantes pertencentes a Coorte
de Nascimentos 2015 de Pelotas. Os dados foram coletados por meio de entrevista
domiciliar e exame bucal. A depressdo foi mensurada pela Escala Pds-parto de
Edimburgo. A experiéncia de carie dentaria foi avaliada pelo Indice CPO
considerando as superficies dentarias. As analises estatisticas foram realizadas no
Programa Stata 12.0. Um modelo hierarquico foi construido para guiar os ajustes
das analises. Modelos de Regressdo de Poisson foram empregados, e as
magnitudes das associacdes estimadas (Razdo de Prevaléncia; Intervalo de
confianca de 95%). No primeiro artigo 19 estudos foram incluidos: 16 estudos
consideraram saude bucal como desfecho, e trés estudos a saude bucal como
exposicdo. Foi possivel observar que individuos depressivos apresentaram 19% (RO
1,19; IC 95% 1,00-1,41), 33% (RO 1,33; IC 95% 1,18-1,50) e 21% (RO 1,21; IC 95%
1,09-1,34) maior de chance de ter carie dentaria, perda dentaria e edentulismo,
respectivamente. Entretanto, quando depressao foi considerada como desfecho,
estas associacdes nao foram encontradas. No segundo artigo, sete estudos foram
incluidos na meta-analise. Considerando depressdo (RO 0,96; IC 95% 0,85-1,09) e
ansiedade (RO 1,00; IC 95% 0,90-1,12) como exposi¢cao, ndo foi possivel observar



11

associacdo com o uso de servicos odontolégicos como desfecho. O terceiro artigo
inclui 2.496 gestantes. Depressdo ndo foi associada com experiéncia de cérie
dentaria considerando o CPO-S (RP 1,02; IC 95% 0,98-1,07). Entretanto, quando os
componentes do CPO-S foram considerados separadamente, a depressao foi
associada com maior prevaléncia de carie nédo tratada (RP 1,19; IC 95% 1,06-1,35) e
perda dentéria (RP 1,17; IC 95% 1,08-1,26), assim como menor prevaléncia de
superficies restauradas (RP 0,91; IC 95% 0,84-0,99). Os achados desta tese
mostram uma associacdo entre depressdo e as doencas bucais na populacao,
incluindo a populacdo de gestantes. Por outro lado, ndo foi possivel identificar uma
associacdo entre depressdo/ansiedade e o0 uso de servicos odontolégicos na
populacao.

Palavras-chave: depressao; saude bucal; carie dentéaria; doenca periodontal; perda
dentéria; servigcos odontologicos; epidemiologia; gestantes.



Abstract

CADEMARTORI, Mariana Gonzalez. The effect of depression on population oral
health and the use of dental services. 2018. 227p. Thesis (PhD in Dentistry). Post-
Graduate Program in Dentistry. Federal University of Pelotas, Pelotas, 2018.

Depression is among the most prevalent chronic diseases in the world, and it is
considered as an important risk factor for many chronic systemic conditions. In last
years, studies have investigated a contribution of depression to the development of
oral diseases and the use of dental services. However, these issues still remain
uncertain. Thus, this thesis aimed to investigate the effect of depression on
population oral health through two systematic reviews, and a cross-sectional study in
the 2015 Pelotas Birth Cohort study. The first study investigated the bidirectional
association between depression and oral health outcomes, and the second study
investigated the association of depression and anxiety and the use of dental
services. The two systematic reviews and meta-analysis were developed according
to PRISMA statements. After electronic searches in six databases, exclusion of
duplicates was carried out and selection of articles by title and abstract according to
inclusion and exclusion criteria. Second screening included full reading of studies.
Methodological quality assessment was performed using The Critical Appraisal
Checklist tool of The Joanna Briggs Institute. The third article investigated
association of depression and dental caries experience among pregnant women
belonging to the 2015 Pelotas Birth Cohort study. Data were collected through a
home interview and oral examination. Depression was measured using the
Edinburgh Postnatal Scale. Dental caries experience was evaluated using the DMF
Index considering tooth surfaces. Statistical analyzes were performed in the Stata
12.0 Program. A hierarchical model was designed to guide adjustments of analyzes.
Poisson Regression models were employed, and magnitudes of associations were
estimated (Prevalence Ratio, 95% confidence interval). In the first study, 19 studies
were included: 16 studies considered oral health as outcome, and three oral health
studies as exposure. It was possible to observe that depressive individuals presented
19% (OR 1.19; 95% CI 1.00-1.41), 33% (OR 1.33; 95% CI 1.18-1.50) and 21% (OR
1.21; 95% CI 1.09-1.34) more chance to have dental caries, tooth loss and
edentulism, respectively. However, when depression was considered as outcome, no
association was found. In the second study, seven studies were included in the meta-
analysis. Considering depression (RO 0.96, 95% CI 0.85-1.09) and anxiety (RO 1.00,
95% CI 0.90-1.12), an association with the use of dental services was not possible to
observe. The third study included 2,496 pregnant women. Depression was not
associated with dental caries experience (RP 1.02, 95% CI 0.98-1.07). However,
when the DMF-S components were considered in separate, depression was
associated with high levels of caries (RP 1.19, 95% CI 1.06-1.35) and tooth loss (RP
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1.17, 95% CIl % 1.08-1.26), and lower levels of filled surfaces (RP 0.91, 95% CI 0.84-
0.99). The findings of this thesis indicate an association between depression and oral
diseases in population, including pregnant women. Conversely, it was not possible to
observe an association between depression/anxiety and the use of dental services in
general population.

Key-words: depression; oral health; dental caries; periodontal disease, tooth loss;
dental care; pregnant women.
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1 Introducéo

A depresséao e a ansiedade estédo entre as doencas cronicas mais prevalentes
no mundo. Em 2015, estas duas desordens mentais foram classificadas como a
terceira e a nona principais causas globais de deficiéncias, respectivamente (GBD,
2016). Estas duas condicbes sdo morbidades que frequentemente ocorrem
concomitante: quase seis por cento das pessoas com depressdo também
apresentam alguma desordem relacionada a ansiedade (KESSLER et al., 2003;
GARBER; WEERSING, 2010). Além de serem considerados importantes fatores de
risco para muitas condicdes sistémicas, também tém sido fortemente associadas as
condicBes de saude bucal (HUGO et al., 2014).

A associacdo entre saude mental e saude bucal tem sido discutida por
mecanismos biolégicos e comportamentais. Em relacdo ao componente
comportamental, uma contribuicdo positiva da depressao e da ansiedade para uma
saude bucal deficiente pela aquisicdo e manutencdo de habitos bucais deletérios,
pobre saude bucal, e alteracdo no uso de servicos odontolégicos tem sido discutida
(OKORO et al., 2012; HUGO et al., 2014). O componente biolégico parece exercer
um importante papel relacionado a mudancas na imunidade salivar, na relagdo entre
0 crescimento bacteriano e uso de medicagéo antidepressiva (ANTTILA et al., 1999).

Em relacdo aos fatores comportamentais, a negligéncia com os habitos de
higiene bucal e a diminuicdo do uso dos servicos odontolégicos sdo questdes que
também devem ser enfatizadas. Alguns estudos tém demonstrado que individuos
depressivos tendem a usar menos 0s servigcos odontolégicos, mesmo quando 0s
fatores socioeconémicos sao considerados (Park et al.,, 2014). Entretanto, os
achados ainda séo conflitantes, com outros estudos demonstrando uma falta de
associacao entre depresséo/ansiedade e uso dos servicos odontolégicos (Anttila et
al., 2001; Bahramian et al., 2015).

As doencas bucais ainda sdo consideradas um problema de saude publica,
com significativo impacto econdmico (Listl et al., 2015; Jin et al., 2016). Um estudo

publicado em 2015 estimou uma media de 4,6% dos gasots globais em saude
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diretamente relacionados aos custos de tratamento das doencas bucais (Listl et al.,
2015). Kassebaum et al. (2014a; 2014b; 2015), observaram prevaléncias de 34,1%,
74% e 4,1% para carie dentaria, periodontite severa e perda dentaria,
respectivamente.

Em vista da relevancia do tema e da falta de consenso entre o0s
pesquisadores, um estudo que sumarize a literatura € de grande importancia. Sendo
assim, o objetivo desta tese foi investigar a associacdo entre depressdo e 0s

desfechos em saude bucal nas populacgdes.



2 Projeto de pesquisa

2.1 Introducéao

A partir do conceito de saude preconizado pela Organizacdo Mundial da
Saude pelo qual saude é definida como "um estado de completo bem-estar fisico,
mental e social e ndo somente auséncia de afec¢cdes e enfermidades” (WHO, 1948),
tem havido uma crescente inclusdo dos fatores psicossociais nos estudos
epidemiologicos, identificando-os como  determinantes  psicologicos  do
comportamento fundamentais para a contextualizacdo da populacdo em relacdo a
saude.

Fatores ambientais, sociais e genéticos imprimem padrdes de respostas
biol6gicas e comportamentais ao individuo que incidem sobre o estado de saude e a
capacidade funcional, favorecendo ou impedindo, entdo, a ocorréncia de doencas. O
nivel de bem-estar do individuo além de ser fortemente influenciado por estes
determinantes de saude, também é capaz de influenciar as respostas biologicas e
comportamentais neste contexto (EVANS; STODDART, 1990).

Bem-estar compreende uma ampla categoria de fenbmenos que pode ser
dividida em um componente cognitivo (avaliagdo cognitiva de satisfacdo de vida) e
um componente afetivo (aspectos emocionais do constructo, como a felicidade),
sendo, muitas vezes, considerado como sindnimo de felicidade e qualidade de vida
(HUPPERT, 2009; WORLD DATABASE OF HAPPINESS, 2012). Felicidade é
definida como o grau em que o individuo julga a qualidade da sua vida como um
todo positivamente. Dentro deste conceito, dois componentes de felicidade sao
distinguidos: nivel hedénico de afeto (o grau em que o afeto agradavel predomina) e
satisfacdo (percepcéo da realizacdo dos desejos e vontades) (WORLD DATABASE
OF HAPPINESS, 2012). O sentimento de felicidade relaciona-se com as
experiéncias positivas do individuo e esta fortemente associado com a autoestima,
com a qualidade de vida, com o suporte e a participagdo social, com os arranjos

familiares e situacao conjugal (LAMARCA et al., 2012).
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Ha fortes evidéncias de que a felicidade pode impactar a auto avaliagdo do
estado de saude, o risco de mortalidade e morbidades (CHAPMAN et al., 2005;
PANAGIOTI et al.,, 2014; SHIUE, 2014). Evidéncias anteriores sugerem que as
conexdes sociais sdo indicadores poderosos, e, provavelmente, afetam o bem-estar
subjetivo do individuo (GEORGE et al., 2012), faciltando o engajamento em
comportamentos e habitos saudaveis de vida (DA SILVA et al., 2007; WINDLE et al.,
2010; WANG et al, 2012; FARAROUEI et al, 2013). Em relacdo aos
comportamentos saudaveis, estudos prévios tém encontrado que ha uma
significativa associacdo entre felicidade e desfechos em saude, como a pratica de
exercicios fisicos (WINDLE et al., 2010; PIQUERAS et al., 2011; WANG et al., 2012;
FARAROUEI et al.,, 2013), habito de fumar ausente (DA SILVA et al., 2007;
FARAROUEI et al.,, 2013; MENEZES et al., 2013), baixo ou nenhum consumo de
alcool (DA SILVA et al., 2007), ter uma crenca definida (DA SILVA et al., 2007;
BEAUVAIS et al., 2014; BERTHOLD; RUCH, 2014); boa qualidade do sono
(KALMBACH et al., 2014; KYLE et al., 2014), baixo indice de massa corporal (DA
SILVA et al., 2007) e uma dieta balanceada (PIQUERAS et al., 2011; FARAROUEI
et al., 2013). Além disso, individuos felizes sdo menos propensos a se envolver em
uma variedade de comportamentos prejudiciais e ndo saudaveis. Portanto, por
relacao indireta, o afeto positivo pode beneficiar a satde do individuo, estimulando a
aguisicdo e manutencao de comportamentos saudaveis (PIQUERAS et al., 2011).

Poucos estudos avaliaram a associacdo da felicidade e bem-estar em
gestantes. Dos que avaliaram, observou-se que as mulheres que n&o planejaram ou
desejaram estar gravidas sao menos felizes e esperancosas em relacao ao futuro,
gquando comparadas aquelas que planejaram (FEDOROWICZ et al., 2014). Em
relacdo ao comportamento em saude e o reflexo na familia, o estudo de Menezes et
al (2013) sugere que o fumo durante a gravidez é importante para ambos 0s
desfechos — aumentando o risco para depressao e diminuindo a probabilidade de
felicidade em seus filhos adolescentes. Entretanto, ndo ha estudos que investigaram
a felicidade e a depressdo como determinantes da saude bucal em gestantes.

Em contrapartida, muitos estudos tém apresentado uma situacdo inversa a
esta influenciada pela percepcdo de felicidade. Ao longo dos anos, tém se
observado uma forte associacdo entre depressdo e habitos comportamentais
deletérios, como o fumo (MENEZES et al., 2013; SHIUE, 2014; SMEDBERG et al.,
2014); uso de drogas ilicitas (SHI, 2014), dieta rica em gorduras saturadas e



19

acucares (ZAHEDI et al., 2014); dificuldades para dormir (CHEN et al., 2014), ganho
ou perda significativa de peso (BLASHILL; WILHELM, 2014; RAWANA; MORGAN,
2014), morbidades (ALTINTAS et al., 2014; MAVADDAT et al., 2014; PANAGIOTI et
al., 2014), além de afetar o0s comportamentos de saude bucal. Portanto, a
depressdo também ¢é capaz de influenciar as respostas bioldégicas e
comportamentais ou ser desencadeada por fatores ambientais, sociais e genéticos.
Os fatores demogréficos e aqueles relacionados a saude interagem na manutencéao
do humor depressivo, 0 que por sua vez passa a ser um fator importante na
manutencdo das condi¢fes de saude fisica (FRANCE et al., 2004), estabelecendo
um ciclo vicioso entre depresséo e reforco de habitos deletérios para a saude.

Segundo a Organizacdo Mundial da Saude (WHO, 2012), a depressdo € um
transtorno mental comum, caracterizado por tristeza, perda de interesse ou prazer,
sentimento de culpa ou baixa autoestima, disturbios do sono ou do apetite, sensacao
de cansaco e falta de concentracéo, prejudicando substancialmente a capacidade de
um individuo de funcionar no trabalho ou lidar com a vida diaria. Transtornos
depressivos unipolares foram classificados como a terceira principal causa de
doenca no mundo em 2004 e, segundo a OMS, atingirdo o primeiro lugar em 2030
(WHO, 2012). Hoje em dia, a depresséo € estimada afetar 350 milhdes de pessoas
no mundo (WHO, 2012), sendo 50% mais prevalente em mulheres (WHO, 2012).

As alteracdes hormonais e fisiolégicas no ciclo reprodutivo, mudancas fisicas
na puberdade, o uso prolongado de contraceptivos orais, as alteracdes organicas e
existenciais do pos-parto e da menopausa contribuem, significativamente, para que
as mulheres tenham duas vezes mais depressdo que os homens (PARRY;
NEWTON, 2001). Esta prevaléncia aumenta significativamente durante a gestacéo,
pois as mudancas que ocorrem com a mulher ndo se limitam a variaveis bioquimicas
e psicolégicas, mas também envolvem fatores socioecondmicos, suporte familiar e
social, e capacidade de adaptacdo a um novo momento da vida (PICCININII et al.,
2008).

Fatores como o nivel educacional (MIYAKE et al., 2013; HEIN et al., 2013;
VILELA et al., 2014), estado civil (MIYAKE et al., 2013; HEIN et al., 2013; VILELA et
al., 2014), renda (MIYAKE et al., 2013; HEIN et al., 2013) historico de gravidez
(HEIN et al., 2013), gravidez ndo desejada (VILELA et al., 2014), e histérico de
depressao séo fatores de risco para sintomas depressivos durante a gestacao. Além

disso, esta desordem mental durante o pré-natal tem sido associada com pior estado
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de saude, seja pela aquisicdo ou manutencao de habitos deletérios (como aumento
do fumo, alcool e outras substancias toxicas), por comportamento negligente em
relacdo ao cuidado com sua saude e de seu filho (como inicio do pré-natal tardio e
pouca adesdo a este acompanhamento) (OROPESA et al., 2000; PAGNINI;
REICHMAN, 2000; SABLE et al., 1990), isolamento da familia, aumento do risco de
depressao pos-parto e suicidio materno (ORR et al., 2007; NULMAN et al., 2012).

O grau da depressao, geralmente, é alterado ao longo da gestacao, pois ha
um aumento progressivo dos sintomas depressivos, caracterizando os estagios
finais como fator de risco para a saude mental da mulher (MICALI et al, 2011,
VILELA et al., 2014). Bennet e colaboradores (2004), em uma revisdo sistemaética,
observaram uma prevaléncia de desordem depressiva de 7,4% no primeiro semestre
de gestacédo, 12,8% no segundo, e 12% no terceiro. Entretanto, € salientado que a
baixa prevaléncia no primeiro semestre deve ser interpretada com cautela, visto que
poucos foram os estudos que avaliaram este periodo, e 0s percentuais foram
baseados em uma amostra pequena. Portanto, este valor pode estar subestimado.
Por outro lado, esta baixa prevaléncia pode ser devido a procura tardia pelo
acompanhamento pré-natal, fato este agravado pela presenca de sintomas
depressivos (KELLY et al, 1999).

Esta baixa procura pelos cuidados em saude pode também ser observada em
relacdo aos cuidados com a saude bucal. Os sintomas depressivos estao
associados a um pior comportamento relacionado a saude bucal, e adultos com
depressao estdo mais propensos a ter problemas de salde bucal se comparado
aqueles nao depressivos (PARK et al., 2014). Além da presenca de depresséo, a
caréncia de informacdes em relacdo ao pré-natal odontolégico também & um fator
significativo para a falta de adesdo aos cuidados odontolégicos. Gestantes que
receberam orientacdes em salde bucal antes da gravidez sdo mais propensas a
buscar atendimento odontologico do que aquelas que néo receberam (SADDKI et
al., 2010; HUNTER et al., 2011). Logo, um padrdo de habitos saudaveis na gravidez
estd inversamente associado a sintomas depressivos durante a gravidez (MICALI et
al., 2011; VILELA et al., 2014).

Ansiedade e depressao estéo relacionadas a higiene bucal deficiente agindo
como facilitadores e desencadeadores desta situacdo, o que por sua vez, tem efeito
adverso na saude bucal dos individuos afetados. Estudos tém apresentado

associacdo entre a gestacdo e os desfechos em saude bucal, como doenca
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periodontal, carie dentaria e sangramento gengival (VOGT et al., 2012; SHAMSI et
al., 2013). Entretanto, ndo ha estudos que investiguem a influéncia da depresséo na
condicdo bucal das gestantes, tdo pouco a adesdo aos servicos odontologicos. Esta
realidade € semelhante em relacdo a percepcao de felicidade e a condicdo bucal
das mulheres gravidas.

O estudo da felicidade é realizado como um fendmeno separado a depressao
e problemas de internalizacdo. Depressédo e felicidade ndo necessariamente se
encontram em polos extremos de um Unico espectro, e podem ter diferentes
etiologias subjacentes (MENEZES et al., 2013). N&o ha estudos que avaliem se 0s
sintomas depressivos e a felicidade estdo associados com a saude bucal em
mulheres gravidas a nivel populacional. Sabe-se, entretanto, que uma boa
percepcdo da saude bucal esta associada a uma percepc¢ao positiva de felicidade e,
inversamente associada a presenca de depressao (artigo da pasta de percepcéo).

Por se tratar de um estudo transversal, aninhado a um estudo de Coorte, ndo
sera possivel, em um primeiro momento, observar a relacdo de causa e efeito entre
estes mediadores comportamentais e os desfechos em saude bucal. Entretanto,
permitirdA que possamos identificar associagfes entre estes determinantes
psicossociais da saude bucal no intuito de melhor entender e abordar este processo
subjacente as iniquidades ja observadas em relacéo aos fatores de risco biologicos,
socioeconémicos e demograficos, justificando a realizacdo deste estudo.

Diante dos fatos expostos hipotetiza-se: (1) a depressao afeta negativamente
a saude, visto que o individuo isola-se do ambiente familiar e social, diminuindo o
seu interesse e autocuidado; (2) a percepcéo de felicidade pode ser afetada pelos
sintomas depressivos, levando a crer que pessoas depressivas sdo mais propensas
a ser infelizes quando comparadas as ndo depressivas, pela baixa da autoestima;
(3) a percepcao negativa de felicidade e a presenca de depressdo passam a
influenciar diretamente no autocuidado da imagem do individuo; refletindo nos
comportamentos e habitos de saude, incluindo-se os habitos de saude bucal, com
consequente efeito na saude bucal da gestante e na sua procura por Servicos

odontologicos.
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2.2 Proposicao

2.2.1 Objetivo geral
Avaliar a influéncia da depressdo e da felicidade em desfechos de saude
bucal de gestantes.

2.2.2 Objetivos especificos

Avaliar a associacdo de depressédo e felicidade com o0 uso de servigos
odontoldgicos durante a gestacao.

Avaliar a associacdo de depressado e felicidade com a carie dentaria nas
gestantes.

Avaliar a associacao de depresséo e felicidade com doenca periodontal.

Avaliar a associagao de depressao e felicidade com sangramento gengival.

2.3 Materiais e métodos

2.3.1 Amostra

Estdo sendo convidadas a participar deste estudo todas as mulheres
residentes na zona urbana da cidade de Pelotas-RS e no bairro Jardim América
(Capao do Leado) com diagnostico de gravidez confirmada e parto previsto para o
ano de 2015 nas maternidades da cidade. O bairro Jardim América foi incluido no
estudo de modo a manter a comparabilidade com as demais coortes de nascimento
(1982/ 1993/ 2004). Cerca de 4.000 nascimentos sao esperados em Pelotas no ano
de 2015.

2.3.2 Delineamento

O estudo de saude bucal proposto é aninhado a um estudo prospectivo da
Coorte de nascimentos do ano de 2015.

O estudo de Coorte esta realizando atualmente o acompanhamento pré-natal
(abril 2014 a setembro de 2015). Os préximos acompanhamento serdo o
acompanhamento perinatal (janeiro a dezembro de 2015); aos trés meses de idade
(abril de 2015 a margo de 2016); aos 12 meses de idade (janeiro a dezembro de

2016); aos vinte e quatro meses de idade (janeiro a dezembro de 2017); e aos



23

guarente e oito meses de idade (janeiro a dezembro de 2019). Para a captacéo das
participantes, todos os locais de possivel afluéncia das gestantes foram contatados
e estdo sendo visitados diariamente desde abril de 2014 a fim de identificar as
gestantes com previsao de parto para o ano de 2015 (1° janeiro a 31 de dezembro).
Foram incluidos laboratérios de analises clinicas, clinicas de ultrassonografia,
policlinicas, unidades basicas de saude, ambulatorios de hospitais e universidades,

e consultérios médicos privados.

2.3.3 Coleta de dados
A coleta de dados esta sendo realizada por meio de entrevista com a gestante

e um exame de saude bucal.

2.3.3.1 Entrevista

O tipo de entrevista € realizado conforme a idade gestacional da entrevistada,
objetivando-se realizar pelo menos uma entrevista durante a gestacdo. A gestante
que for captada antes da 162 semana de gestacdo responde ao questionario
referente ao contato inicial (Apéndice A) e posteriormente nova entrevista (Apéndice
B) no periodo da 162 a 242 semana onde € aplicado um questionario com foco
principal nos hébitos de vida da mée e realizado um exame de saude bucal.

Durante a aplicacdo do questionario, estdo sendo coletadas informacdes
sociodemogréficas; dados do pré-natal; historia reprodutiva; uso de medicamentos;
morbidades na gestacdo; dados antropométricos (autorrelato pelas gestantes e
dados da carteira de pré-natal); e habitos de vida; sintomas depressivos durante o
pré-natal e estado de felicidade.

O questionario também inclui um bloco de saude bucal, com questdes sobre
habitos de higiene bucal, auto percepcdo da necessidade de tratamento
odontologico, orientacbes de cuidados de saude bucal da mée e da crianca, e

utilizacéo de servicos de saude bucal antes e durante a gestacao.

2.3.3.1.1 Treinamento das entrevistadoras

A equipe de trabalho para a coleta de dados no levantamento do pré-natal
estd composta por 10 entrevistadoras com experiéncia prévia em estudos
epidemioldgicos. As entrevistadoras passaram por treinamento teérico-pratico prévio

de 40 horas semanais a fim de padronizar o processo de coleta de dados. Durante o
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treinamento, as entrevistadoras realizaram entrevistas com adultos, ndo incluidos na
amostra, a fim de identificar dificuldades de compreensdo e inconsisténcias no
instrumento. Doutorandos e professores coordenadores do projeto atuaram como

supervisores do trabalho de campo.

2.3.3.2 Exame de saude bucal

Os exames clinicos de saude bucal estdo sendo realizados entre a 162 e 242
semanas de gravidez por equipes compostas por 10 examinadores (cirurgides-
dentistas), e anotadores/entrevistadores. Os exames estdo sendo realizados no
domicilio das gestantes, ficando o examinador posicionado a frente ao paciente e o
anotador ao seu lado.

Os desfechos de saude bucal deste estudo incluiram a céarie dentaria (CPO-
S), 0 sangramento gengival, o célculo dentério, a profundidade de sondagem, o nivel
gengival e a perda de insercdo periodontal, além do uso de servigos odontol6gicos
durante a gestacéo.

Para o exame clinico, os preceitos de biosseguranca da Organiza¢cdo Mundial
da Saude (WHO, 2013) estdo sendo adotados. O exame clinico estd sendo
realizado com os examinadores utilizando os equipamentos de prote¢éo individual
(luvas, méascara, gorro e avental), fotéforo (luz artificial adaptada a cabeca), espelho
bucal, e sonda periodontal padrdo NIDR (desenvolvida pelo National Institute of
Dental Research). Os dados estdo sendo anotados pelo entrevistador em ficha de

exame clinico desenvolvida para o levantamento (Apéndice C).

2.3.3.2.1 Treinamento e calibracdo do exame clinico

Dez cirurgibes-dentistas, alunos dos programas de Pés-graduacdo em
Odontologia ou de Epidemiologia, e com experiéncia prévia em levantamentos
epidemioldgicos, foram treinados para realizacdo dos exames clinicos.

Inicialmente foi realizado um treinamento tedrico, com duragédo de 04 horas,
quando foram repassados os critérios para todas as condicdes, utilizando-se
recursos visuais multimidia e com o auxilio de imagens projetadas de casos clinicos.
Prévio contato com a ficha clinica foi realizado para o esclarecimento de eventuais
davidas. Um manual de instrucdes foi fornecido aos examinadores, o qual esta

sendo usado também para consulta durante o trabalho de campo.
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Em um segundo momento, um treinamento pratico para condi¢do periodontal
e cérie dentaria foi realizado. Cada dentista examinou 20 pacientes adultos,
supervisionados pelos pesquisadores responsaveis. Em situacdo de duvida, o grupo
inteiro participou da discusséo, a fim de padronizar os critérios.

Para a verificagdo da consisténcia interna da equipe, foram utilizados os
indices Kappa (variaveis categoricas dicotébmicas), Kappa ponderado (variaveis
categoricas politbmicas ordinais) e Coeficiente de Correlagdo Intraclasse (variaveis
numericas). A concordancia foi mensurada utilizando-se um padréo-ouro, o qual foi
um Professor da Faculdade de Odontologia da UFPel, com experiéncia prévia em
exames epidemioldgicos. Todos os dentistas que foram treinados se adequaram aos
critérios do exame. Atualmente a equipe estd sendo formada pelos 10
examinadores. A concordancia inter-examinador para a céarie dentaria variou de 0,81
a 0,94.

2.3.4 Variaveis do estudo

2.3.4.1 Variaveis desfecho
a) Carie dentéria

Esta sendo coletada por meio do indice de superficies de dentes
permanentes cariadas, perdidas e obturadas - CPO-S, segundo os critérios de
diagnéstico preconizados pela Organizacdo Mundial da Saude (WHO, 2013). Este
indice permite a estimativa de experiéncia (CPO-S total), da prevaléncia de carie (%
de individuos com indice CPO-S = 1), a propor¢ao de cada um dos componentes do
indice (C, P e O) e o indice de cuidado (WALSH,1970), estimado pela razdo entre o
namero de dentes restaurados (componente O) e o numero de dentes CPO
(somatério do numero de dentes cariados, perdidos devido a carie e restaurados)
multiplicado por 100. O indice de cuidado permite uma avaliagéo indireta do uso de

servi¢cos odontolégicos pela populagéo.

b) Condicdes periodontais
Durante o exame periodontal estdo sendo avaliados o sangramento gengival,
a presenca de calculo dentario, o nivel gengival e a profundidade de sondagem.
O sangramento a sondagem esta sendo aferido pelo exame de seis sitios

(mésio-vestibular, médio-vestibular, disto-vestibular, mésio-lingual/palatal, médio-
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lingual/palatal e disto-lingual/palatal) em todos os dentes (DOWSETT et al., 2002;
THOMSON e WILLIAMS, 2002) com o uso de uma sonda periodontal milimetrada
modelo NIDR. Sangramento gengival esta sendo mensurado para estimar a
proporcao de individuos com sinais evidentes de inflamacédo gengival. Esta sendo
considerado sitio inflamado aquele que, que, até 15 segundos apos a sondagem,
apresentar qualquer sinal de sangramento em um dos pontos sondados.

A verificacdo da presenca de calculo dentario supragengival esta sendo
realizada visualmente, com o auxilio de sonda NIDR e odontoscoépio. Esta avaliacao
visa auxiliar o diagnoéstico de déficit na higiene dentaria do paciente.

Para fins de andlise, a doenca periodontal sera definida a partir de diferentes
combina¢cBes das medidas de profundidade de sondagem, recessdo gengival e
perda de insercao clinica (SAVAGE et al, 2009). Para a medida de profundidade de
sondagem esta sendo aferida a distancia entre a margem gengival e a por¢do mais
apical sondavel da bolsa periodontal registrada em milimetros de forma continua.
Como recessdo gengival, estd sendo considerada a distancia entre a juncao
amelocementaria e o nivel gengival, registrada em milimetros de forma continua. A
perda de insercdo clinica sera definida como a soma entre a profundidade de
sondagem e a recessédo gengival, apresentada também de forma continua, quando
na analise dos dados. A recessdo gengival esta sendo registrada como valor
negativo nos casos em que a margem gengival estiver recobrindo a juncdo cemento-
esmalte em mais de 1 mm, como nos casos de hiperplasia gengival.

Para a definicdo da prevaléncia da doenca, no processo de andlise dos
dados, serdo considerados os critérios desenvolvidos em parceria pelo Centro para
Controle e Prevencdo de Doencas (CDC) e pela a Academia Americana de
Periodontia (AAP) (PAGE; EKE, 2007, EKE et al., 2012). Seréo considerados os trés
estagios da doenca: leve, moderada e severa. Doencga periodontal leve sera
considerada quando o participante apresentar 2 ou mais sitios interproximais com
pelo menos 3 milimetros de perda de insercdo (diferenca entre a profundidade de
sondagem e recessdo) e 2 ou mais sitios interproximais com 4 ou mais milimetros de
profundidade de bolsa (ndo no mesmo dente), ou um sitio com mais de 5 milimetros;
doenca periodontal moderada, tendo o paciente pelo menos dois dentes com perda
de insercao interproximal de 4 milimetros ou mais, ou, pelo menos, dois dentes com
cinco milimetros ou mais de profundidade de bolsa em locais interproximais; e

severa, quando for observado pelo menos dois dentes com perda de insercao
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interproximal de 6 milimetros ou mais e pelo menos um dente com cinco milimetros
ou mais de profundidade de bolsa em locais interproximais. Presenca de doenca
periodontal sera calculada somando as prevaléncias dos estagios leve, moderado e

severo de doenca periodontal na populacéo estudada.

c) Uso de servigos

As questdes abaixo estdo sendo aplicadas por meio do questionario geral a
fim de identificar o uso de servicos odontologicos pelas gestantes:

a) uso de servigos odontoldgicos no ultimo ano:

- “Desde <més> do ano passado a Sra. consultou com o dentista? com as
respostas (0) Nao e (1) Sim.

b) busca pelo atendimento odontolégico durante a gestacao:

- “Durante a gravidez, a Sra. consultou com o dentista?”, com as opg¢des (0)
Nao e (1) Sim. Se caso a resposta for afirmativa, sera aplicada a questdo: “Onde
consultou na ultima vez?”, com as opg¢des: (0) Dentista particular; (1) Dentista de

convénio; (2) Faculdade de Odontologia; (3) Posto de saude; e (4) Local de trabalho.

2.3.4.2 Variaveis de Interesse

a) Bloco da Felicidade

Para avaliar a Felicidade, esta sendo aplicado o Bloco da Felicidade, no qual
dois instrumentos sdo empregados: a Escala de Faces de Andrews e Whitey
(McDOWELL; NEWELL, 1996), e a Escala de Felicidade Subjetiva (EFS)
(LYUBOMIRSKY, LEPPER; 1999).

A Escala de Faces de Andrews e Whitey, apresentada na obra de McDowell
(1996), esta sendo aplicada juntamente com a pergunta: “Qual desses rostos mostra
melhor como vocé se sentiu na maior parte do tempo, no ultimo ano?”. A escala de
Faces de Andrews e Whitey € composta por 7 faces, de A “muito feliz” a G “infeliz”.
Cada figura da escala consiste em um circulo, com olhos que ndo mudam, e uma
boca que varia de um meio circulo voltado para cima até outro meio circulo
semelhante voltado para baixo. Serdo consideradas felizes as pessoas que
apontarem as faces A ou B (SCALCO et al., 2011). Por se tratar de um instrumento
visual analdgico, ele é facilmente compreendido universalmente, sendo utilizado

também em populac¢des infantis (SOUZA et al., 2012).
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A Escala de Felicidade Subjetiva (EFS) é composta por quatro itens
classificados em uma escala tipo Likert de 7 pontos, cujos itens variam de 1 a 7,
sendo 1 “ndo muito feliz’” e 7 “muito feliz”. Para as trés primeiras questdes, um
escore de 7 indica um estado de felicidade. A quarta questdo apresenta alternativa
inversa as anteriores, ou seja, 1 “muito feliz’ e 7 “N&o muito feliz’. O escore total
varia de quatro a 28 pontos. O escore médio é calculado para cada participante pela
divisdo do escore total por quatro. Para a analise, as participantes que obtiverem um
valor médio de seis ou mais na EFS seréo consideradas felizes e as demais abaixo
deste escore como néo felizes (PIQUERAS et al., 2011).

Esta abordagem para a felicidade se concentra em um método para capturar
as qualidades globais e subjetivas de felicidade permitindo que o individuo
apresente uma avaliacdo global do grau em que ele é uma pessoa feliz. Assim,
identifica-se uma caracteristica relativamente estavel da felicidade separada das
experiéncias de vida (PIQUERAS et al., 2011).

b) Escala de Edimburgo

A Escala de Edimburgo € um instrumento de triagem para a depressao que
avalia a presenca e intensidade de sintomas depressivos nos Ultimos sete dias. Sua
aplicacéo é rapida e simples, podendo ser utilizada por outros profissionais da area
de saude além dos médicos (FIGUEIRA et al., 2009). Consiste em 10 perguntas com
as respostas sendo pontuadas de 0 a 3 conforme o aumento da severidade do
sintoma. A pontuacao total é determinada pela soma das pontuacfes para cada um
dos 10 itens, podendo ser alcancado no maximo 30 pontos. O resultado é
dicotomizado em “normalidade” e “positivo” para depressao. Serao considerados
“positivos” aqueles que alcangarem nove ou mais pontos no escore total e/ou

indicarem qualquer ideacgé&o suicida (pontuar 1 ou mais na questéo 10).

2.3.4.3 Co-Variaveis
As co-variaveis a serem incluidas para a analise dos dados seréo:
a) ldade
Esta sendo coletada em anos.
b) Cor da pele autorreferida
Esta sendo coletada de acordo com as categorias do IBGE (brancos,

amarelos, pardos, indigenas e pretos).
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c) Escolaridade

Esta sendo coletada por meio das questdes:

- “Até que ano a Sra. completou na escola?” com as opgdes: (1)
Fundamental/primeiro grau; (2) Ensino médio/segundo grau 3 (3) Nao estudou.

- Se for escolhida a op¢do 1 ou 2, estd sendo aplicada a questdo: “Até que
ano?” (1) 1° ano; (2) 2° ano; (3) 3° ano; (4) 4° ano; (5) 5° ano; (6) 6° ano; (7) 7° ano;
(8) 8° ano e (9) 9° ano;

- “A Sra. fez faculdade?” com as opg¢des (0) Nao e (1) Sim.

- Se a resposta for “Sim” para a pergunta anterior, esta sendo perguntado: “A
Sra. completou a faculdade?”; (0) Nao e (1) Sim.

d) Realizacdo das consultas de acompanhamento do pré-natal

Esta sendo coletada com a pergunta:

- “A Sra. esta fazendo pré-natal?”, com as opg¢des “sim” e nao”.

e) Intencao de gravidez

Esta sendo coletada pela pergunta:

- “A Sra. planejou ter este filho ou engravidou sem querer?” com as opgdes e
resposta (1) Planejou; (2) Sem querer e (3) Mais ou menos.

f) Autorrelato de depressédo prévia

Esta sendo coletada por meio da pergunta:

- “Antes dessa gravidez a senhora tinha ou teve Depressdo?” com as opgdes
(0) Nao e (1) Sim.

g) Constituicao familiar

Esta sendo avaliada com a pergunta: “A Sra. mora com marido ou
companheiro?” com as opgodes (0) Nao e (1) Sim.

h) Autopercepcéao de saude bucal

Esta sendo coletada com a questao:

- “Comparando com as pessoas da sua idade, a Sra. considera a saude dos
seus dentes, da boca e das gengivas:”, com as opgoes de resposta (0) Muito boa;
(1) Boa; (2) Regular; (3) Ruim; e (4) Muito ruim.

i) Frequéncia de escovagéo

Esta sendo coletada com a pergunta:

- “Em geral, quantas vezes a Sra. escova seus dentes por dia?’, com as
opcOes de resposta (0) Nao escovo diariamente; (1) Uma vez ao dia; (2) Duas vezes

ao dia; e (3) Trés vezes ao dia ou mais.
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}) Uso do fio dental

Est4 sendo coletada com a pergunta:

- “A Sra. usa fio dental?”, com as opg¢des (0) Nao, nunca; (1) Sim, as vezes e€;
(2) Sim, diariamente.

[) Orientacdes de saude bucal

Esta sendo avaliada por meio das seguintes questdes:

- “Durante a gravidez, a Sra. recebeu orientagdes sobre como cuidar de seus
dentes e dos dentes do seu filho de algum profissional da saude?”, com as opgdes
de resposta (0) “N&o” e (1) “Sim”.

Caso a resposta seja “Sim” para a reposta acima, sera especificado com a
guestéo:

- “Qual o profissional que passou estas orientagdes?”. As opgdes de resposta
sdo: (0) Dentista; (1) Médico; (2) Enfermeiro; (3) Outro profissional da saude.

m) Autopercepcao de sangramento gengival

Esta sendo perguntado:

- “Sua gengiva sangra quando escovas os dentes?”, com as opg¢des de

resposta: (0) Nao; (1) Sim, as vezes; (2) Sim, quase sempre; e (3) IGN.

2.3.5 Analise dos dados

O software STATA versdo 12.0 ser& utilizado para analise dos dados. Sera
realizada uma analise descritiva para determinar a frequéncia relativa e absoluta das
variaveis relativas aos diferentes desfechos estudados. As associacdes entre
variaveis serdo analisadas através de analise bivariada (teste Qui-quadrado para
variaveis categoricas nominais e Qui-quadrado de tendéncia linear para variaveis
ordinais). Na analise multivariada, sera utilizada regressao de Poisson com variancia
robusta, estimando-se as razfes de prevaléncia e seus intervalos de confianca de
95%.

Para a andlise multivariavel, serdo adotados modelos tedricos hierarquicos,
onde as variaveis independentes serdo ordenadas em blocos que determinardo a
entrada das mesmas na andlise estatistica. Estes modelos deverdo descrever a
relacdo hierarquica existente entre as variaveis de interesse (felicidade e depressao)
os desfechos estudados. Somente as variaveis que na andlise bivariada
apresentarem valor p<0,25 serdo incluidas nos modelos. Todas as andlises levarao

em consideracdo o0s modelos conceituais tedricos, proposto por Victora e
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colaboradores (1997). As analises estatisticas seguirdo abordagens semelhantes de
estudos anteriores realizados em outras coortes de nascimento de Pelotas (1982,
1993, 2004) (CORREA et al, 2010; PERES et al, 2011).

2.3.6 Consideracgdes éticas

Este projeto foi aprovado pelo Comité de Etica em Pesquisa da Faculdade de
Medicina da Universidade Federal de Pelotas, sob o protocolo nimero 717.271
(Anexo A).

N&o ha riscos quanto a participacdo na pesquisa, e o exame bucal é simples
e rapido. Nos casos em que alguma alteracdo da mucosa bucal é encontrada, a
gestante é encaminhada para avalicdo e tratamento no Centro de Diagndstico de
Doencas da Boca da UFPel.

Previamente as entrevistas e exames, todas as gestantes assinam um Termo
de Consentimento Livre e Esclarecido (TCLE) (Apéndice D). Neste termo constam
informacBes sobre a pesquisa, ressaltando que a participacdo € voluntaria, a
garantia da confidencialidade e anonimato.

Ao final, este estudo permitira o conhecimento da realidade da saude dos
futuros moradores de Pelotas, servindo de aporte para a melhoria dos servigcos de
saude bem como na elaboracdo de estratégias para a assisténcia integral e

multiprofissional do individuo no sistema publico de saude.
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Tabela 1. Orcamento da pesquisa

Material Quantidade Valor unitario Valor total
(R$) (R$)
Material de consumo
Espatulas de madeira 6 pacotes 10,80 64,80
Gaze 1 pacote 25,00 25,00
Caixas de metal 4 unidades 58,00 232,00
Embalagem autoclave 5cmx100m 1rolo 48,00 48,00
Lanternas portateis para exame 4 unidades 17,00 68,00
Pilhas recarregaveis 20 unidades 5,00 100,00
Luvas 12 caixas 11,50 138,00
Toucas 60 unidades 1,25 75,00
Méscara 2 caixas 22,00 44,00
Espelho odontolégico com cabo 40 unidades 9,50 380,00
Sonda CPI 40 unidades 12,00 480,00
Sacos de lixo 90 unidades 0,20 18,00
Cartucho para impressora 4 unidades 100,00 400,00
Tonner para impressora laser 4 unidades 150,00 600,00
Folhas A4 10 pacotes 140,00 1.400,00
Subtotal 4.072,80
Pessoas fisicas
Examinadores 10 8.000,00 80.000,00
Supervisores de campo 1 3.000,00 3.000,00
Auxiliares de campo 10 2.000,00 24.000,00
Digitadores 1500,00 3.000,00
Secretaria 2000,00 2.000,00
Subtotal 112.000,00
Pessoas juridicas
Grafica (impressao questionario) 1000 2,50 2.500,00
Gréfica (impressédo manual) 40 5,00 200,00
Subtotal 2.700,00
Material permanente
Computador Dell Desktop 2 2500,00 5000,00
Impressora HP laserjet 1000,00 1000,00
Subtotal 6.000,00
Total 124.772,80
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3 Relatério do trabalho de campo

Este relatorio de campo se refere ao levantamento de saude bucal realizado
durante o acompanhamento Pré-natal da Coorte de 2015, constituindo-se um sub-
estudo da Coorte de Nascimentos 2015 de Pelotas.

O presente relatério apresenta as etapas de coleta de dados referente ao
estudo, bem como as alteragbes ocorridas no projeto original, em decorréncia de

mudancas necessarias no cronograma inicialmente proposto.

3.1 Coordenacéo e supervisdo do campo

O acompanhamento de saude bucal da Coorte de 2015 teve como
coordenadores o Prof. Dr. Flavio Fernando Demarco e Prof. Dr. Marcos Britto
Correa. Como colaboradores participaram as Profas. Dras Sandra B. C. Tarquinio,
Marina Sousa Azevedo e Marilia Ledo Goettems, do Programa de Pds-graduacao
em Odontologia (PPGO) da Universidade Federal de Pelotas (UFPel). Como
consultores internacionais do Projeto tivemos o Dr. Marco Aurélio Peres, Profa. Dra.
Karen G. Peres, do Australian Research Centre for Population Oral Health, da
University of Adelaide.

A supervisdo do trabalho de campo do acompanhamento pré-natal de saude
bucal foi responsabilidade da doutoranda do PPGO Luisa Jardim Correa e da pés-
doutoranda Gabriela dos Santos Pinto.

3.2 Equipe de trabalho de campo

A equipe de trabalho de campo foi composta por alunos de pés-graduacéo,
nivel mestrado e doutorado, do Programa de Pos-Graduacdo em Odontologia, da
Universidade Federal de Pelotas, previamente treinados e calibrados. Durante o
periodo de coleta de dados (julho de 2014 a dezembro de 2015), 22 dentistas

atuaram como examinadores do levantamento. Destes, 6 participaram de todo o
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periodo e os demais em momentos diferentes. A cada entrada de novos
examinadores na equipe, o processo de calibragdo foi refeito incluindo todos os
examinadores.

Foram realizados dois treinamentos. Para estas situagdes, um treinamento
tedrico com duracao de 04 horas foi realizado, repassando os critérios para todas as
condigbes bucais, por meio de recursos visuais multimidia e com o auxilio de
imagens projetadas de casos clinicos. Um manual de instrucdes foi disponibilizado
aos novos examinadores para a consulta durante o trabalho de campo. Um
treinamento pratico para a condi¢cdo periodontal e carie dentaria foi realizado, no
qual cada dentista examinou 20 pacientes adultos, supervisionado pelos
pesquisadores responsaveis. Em situacdo de duvida, o grupo inteiro participou da
discusséo, a fim de padronizar os critérios. A verificacdo da consisténcia interna da
equipe foi realizada por meio dos indices Kappa (variaveis categéricas dicotdmicas),
Kappa ponderado (variaveis categoricas politbmicas ordinais) e Coeficiente de
Correlacdo Intraclasse (variaveis numéricas). O menor indice Kappa ou coeficiente
de correlacdo intraclsse aceito para ser incluido na equipe de campo deste estudo
foi de 0,6.

3.3 Logistica do Trabalho de Campo

Os exames clinicos de saude bucal foram realizados entre a 162 e 242
semanas de gravidez por equipes compostas por 10 duplas de examinadores
(cirurgibes-dentistas) e anotadores (entrevistadoras do estudo). Previamente a
realizacdo do exame bucal, a gestante foi informada a respeito dos objetivos do
acompanhamento e convidada a assinar um Termo de Consentimento Livre e
Esclarecido (TCLE). Somente aquelas gestantes que assinaram o TCLE foram
examinadas. Apoés a realizacdo do exame bucal foram dadas todas as informacdes
referentes as condi¢bes de saude bucal da mée, bem como orientagéo de higiene
bucal e orientacéo para procura por atendimento odontolégico, se necessario.

Para o exame clinico, os preceitos de biosseguranca da Organiza¢cdo Mundial
da Saude foram adotados. Foram utilizados os equipamentos de protecao individual
(luvas, mascara, gorro e avental), fotoforo (luz artificial adaptada a cabeca), espelho
bucal, e sonda periodontal padrdo NIDR (desenvolvida pelo National Institute of
Dental Research). Os dados foram anotados pelo entrevistador em ficha de exame

clinico desenvolvida para o levantamento.
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Os desfechos de saude bucal deste estudo incluiram: céarie dentaria (CPO-S),
e condi¢Bes periodontais. A céarie dentaria foi avaliada pelo indice de superficies de
dentes permanentes cariadas, perdidas e obturadas - CPO-S, segundo os critérios
de diagnéstico preconizados pela Organizacdo Mundial da Saude. Todos os dentes
erupcionados, excluindo os terceiros molares, foram clinicamente avaliados.

Durante o exame periodontal foram avaliados: sangramento gengival,
presenca de calculo dentario, nivel gengival e profundidade de sondagem. O
sangramento a sondagem foi aferido pelo exame de seis sitios (mésio-vestibular,
médio-vestibular, disto-vestibular, mésio-lingual/palatal, médio-lingual/palatal e disto-
lingual/palatal) em todos os dentes com uma sonda periodontal milimetrada. Em
relacdo ao sangramento gengival foi considerado sitio inflamado aquele que, que,
até 15 segundos apds a sondagem, apresentou qualquer sinal de sangramento em
um dos pontos sondados. A verificagdo da presenca de célculo dentéario
supragengival foi realizada visualmente, com o auxilio de sonda NIDR e
odontoscopio. Doenca periodontal foi definida a partir de diferentes combinacdes
das medidas de profundidade de sondagem, recessdo gengival e perda de insercéo
clinica. Para a medida de profundidade de sondagem foi aferida a distancia entre a
margem gengival e a porcdo mais apical sondavel da bolsa periodontal registrada
em milimetros de forma continua. Como recessdo gengival, foi considerada a
distancia entre a juncdo amelocementaria e o nivel gengival, registrada em
milimetros de forma continua. A perda de insercéo clinica foi definida como a soma
entre a profundidade de sondagem e a recessdo gengival, apresentada também de
forma continua. A recessao gengival foi registrada como valor negativo nos casos
em que a margem gengival recobriu a juncdo cemento-esmalte em mais de 1 mm,
como nos casos de hiperplasia gengival.

Ao final do estudo, foram realizados 2496 exames clinicos. Apenas 1% (25

mulheres) das gestantes se recusaram a realizar o exame de saude bucal.

3.4 Controle de Qualidade

Neste acompanhamento foi realizado um controle de qualidade via telefone,
por um membro da equipe do Centro de Pesquisas Epidemiologicas, designado para
esta funcdo. Para tal, foi aplicado um questionario contendo cinco questdes da
entrevista e uma questao referente a atuacao do dentista. Em relagédo ao descarrego

dos dados coletados, as fichas dos exames realizados foram diariamente enviados
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aos supervisores do campo para incluséo e ajustes dos dados em um banco de
dados unico desenvolvido no software Microsoft Excel®.

3.5 Reunides com a equipe de saude bucal

Como rotina, durante o acompanhamento de saude bucal, foram realizadas
reunides periodicas para a discussao de questbes referentes a logistica e ajustes no
campo. Os encaminhamentos destas reunifes eram levados a coordenacéo geral do
estudo da Coorte 2015 em reunides que aconteceram semanalmente a fim de

solucionar pendéncias observadas.

3. 6 Modificacdes do projeto

Inicialmente intitulado “Felicidade e Depresséo influenciam a saude bucal das
gestantes? Um estudo de base populacional”, o projeto inicial objetivava determinar
a influéncia da felicidade e da depressédo na saude bucal das getantes participantes
da Coorte de Nascimentos 2015, incluindo os desfechos doenca periodontal, céarie
dentaria e uso de servicos odontologicos. Entretanto, algumas modificaces tiveram
que ser realizadas no intuito que a doutoranda pudesse defender a tese de
doutorado dentro do prazo estabelecido pela normativa do Programa de Pés-
Graduacao de Odontologia da UFPel. Sendo assim, optou-se por trabalhar com o
desfecho carie e a varidvel depressdo como exposicdo. Os demais desfechos, bem
como a variavel exposicao felicidade serdo utilizados durante a realizacdo do pos-
doutoramento da aluna a que se refere a tese em questao.

A principal alteracdo se deve ao fato da interrupgdo do processo de
doutoramento sanduiche para o Australian Research Centre for Population Oral
Health (ARCPOH) na University of Adelaide, na Australia. A ARCPOH € um centro
de estudos epidemiolégicos em saude bucal internacionalmente reconhecido devido
a sua alta qualidade em pesquisa e treinamento para pesquisa. A interrupcédo do
processo ocorreu pela demora na liberagdo do visto e sua posterior recusa com a
imigracao recusando o pedido alegando que a categoria da aluna deveria ser outra
que nado solicitada previamente pela University of Adelaide. Diante dos tramites
necessarios e demorados, e o prazo de defesa para marco de 2018, optou-se por
realizar as analises no Brasil.

Além deste fato, a aluna envolveu-se na supervisdo dos levantamentos

perinatal, trés meses e 12 meses da Coorte de Nascimentos 2015 de Pelotas,
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compondo a equipe junto a outros doutorandos do Centro de Epidemiologia de
Pelotas/UFPel, experiéncia esta que trouxe inumeros beneficios, pessoais e de
crescimento profissional.

Sendo assim, a referida aluna desenvolveu trés artigos que compdem a tese
de doutorado. Dois artigos de revisdo sistematica foram desenvolvidos com a
abordagem da depresséao e sua influéncia na saude bucal da populagéo e no uso de
servicos odontoldgicos, respectivamente. Além disso, desenvolveu um terceiro artigo
utilizando os dados coletados no levantamento pré-natal da Coorte de Nascimentos
2015 de Pelotas, no qual investigou a associacao entre depressao durante o periodo
gestacional e a carie dentaria.
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Does depression influence oral health outcomes? A systematic review and meta-analysis —

Exploring a bi-directional relationship

Abstract

Objectives: To systematically review the literature in order to investigate a possible bi-directional
association between depression and oral health. Material and methods: Electronic searches were
performed in five databases. Studies testing associations between depression and oral health as either
exposure or outcome were included. Outcomes included any tooth loss or edentulism, periodontal
disease, and dental caries. Results: A total of 3,475 articles were identified. Out of which 19 studies
were included in meta-analyses: 16 studies considered oral health as outcome, whereas three studies
considered it as an outcome variable. Pooled estimates showed that depressive individuals had 1.19,
1.33 and 1.21 times higher odds of having dental caries, tooth loss and edentulism, respectively. When
depression was considered as outcome, these associations were not found. Conclusions: The findings
demonstrate the effects of depression on the chance of developing oral diseases. Longitudinal studies
are required to test causal relationship between depression and oral health status or vice versa. Clinical
relevance: Mental and oral health are among the main disabilities in worldwide. This article was
written to understand more about the relationship between both conditions, highlighting the
importance for both clinicians and policy makers of considering individual’s psychological state in

management of oral health.

Keywords: Depression, Oral health, Dental caries, Periodontitis, Tooth loss, Periodontal diseases.
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Does depression influence oral health outcomes? A systematic review and meta-analysis —
Exploring a bi-directional relationship

Introduction

Major depressive is among the most prevalent diseases in worlwide. In 2015, this mental
disorder was classified as the third main cause of global disability, respectively [1]. Depression is also
well-established and important risk factors for many systemic conditions, including obesity, sleep
disturbance and chronic diseases [4-6], directly affecting quality of life [7]. In addition to the general
health conditions, oral diseases have also been associated with depression [8-16].

Nowadays, oral diseases are still considered a public health problem with substantial
economic burden [17, 18]. A study published in 2015 estimated an average of 4.6% of global health
expenditures related to direct treatment costs of dental diseases [17]. Kassebaum and coworkers [19-
22], through a systematic review about global burden of the most prevalent chronic diseases, observed
a worldwide prevalence of 34.1%, 7.4% and 4.1% for untreated dental caries, severe periodontitis and
tooth loss, respectively. Specifically, untreated dental caries presented a prevalence of 41.5% (15-49
years of age), 37.8% (50-69 years of age) and 35.1% (more than 70 years of age) for adults and
seniors, respectively. In these same age groups, prevalence of 6.6%, 18% and 15.1% were identified
for severe periodontal disease. In relation to tooth loss, 1.4%, 10.1% and 23.7% of prevalence were
observed for age groups aforementioned [22].

The association between mental and oral health has been discussed through biological and
behavioral mechanisms. In relation to behavioral component, a positive contribution of depression to
poor oral health by acquisition and maintenance of harmful oral habits [10, 23-25], poor dental health
[26], and dental attendance pattern [10] has been discussed. The biological component seems to play
an important role related to changes in the salivary immunity [27]. In addition, it has been found a
positive association between the growth of lactobacilli and use of antidepressant medication when
dental caries was considered as oral health outcome [28].

In the last years, most studies have drawn attention to a contribution of depression to poor oral
health status, this issue is still uncertain [29-34]. Conversely, there are researchers investigating a
possible influence of oral health conditions on depression [24, 35-37], suggesting a bi-directional
relationship between oral health and mental disorders. In view of the relevance of both depression and
oral health, and the lack of consensus about the association between these conditions, a study that
summarizes the literature is of great importance.

Thus, the aim of this study was to perform a systematic review of the literature and meta-
analysis in order to investigate a possible bi-directional association between depression and oral
health.
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Methods

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)
guideline was followed for this systematic review [38].

Review Question

The following review question was performed for this systematic review:

- Is there an association between depression and oral health conditions (dental caries, periodontal
disease and tooth loss) in adults and elders?
Inclusion and exclusion criteria

Original cross-sectional and longitudinal prospective and retrospective observational studies
were included. Studies should have investigated an association between major depression and oral
health conditions (dental caries and/or periodontal disease and/or tooth loss) in one or both directions
(oral health to mental health or mental health to oral health).

Studies of specific sample, such as psychiatric populations, individuals with periodontitis,
children or adolescents, populations comprised only by pregnant women, sample of people with
learning disability were not included. Studies that described sample as convenience or without sample
size calculation were excluded. Additionally, case-control studies, reviews, technical reports, case
reports and series, abstracts from conferences, letters to the editor, animal studies, in-vitro studies and
qualitative studies were not considered.

- Definitions/criteria considered for a diagnosis of depression

As criteria for a diagnosis of depression, studies with a primary diagnosis of depression,
including clinical diagnoses or diagnostic criteria through validate tools, were selected. When
measures of lifetime and current diagnoses were presented, a preference was gave for current
diagnoses using validate tools. Other mental disorders and dental phobias were not included.

- Definitions/criteria considered for a diagnosis of oral diseases

In relation to oral diseases, only those considered as public health problem with a global
burden were included. Therefore, it was considered studies that presented dental caries, periodontal
disease or tooth loss as outcome or as exposure. As inclusion criteria, oral health should have been
evaluated by self-report measures or clinical diagnoses. When measures of self-report or clinical
diagnoses were presented, a preference was gave for clinical diagnoses. In addition, when more than
one category of oral disease was presented, the most severe was chose. Tooth loss and edentulism
were considered separately. Studies that explored other oral diseases including erosion, dysfunction
temporomandibular or xerostomia were not included. Studies of qualitative measures related to dental
outcomes such as poor oral health were also excluded.

Search strategy, data collection and quality assessment

An electronic search was conducted in Psychinfo, PubMed, Scielo, Google Scholar, Scopus

and Web of Science, without language restrictions and with no initial date restriction until 1% October

2017. The strategies of search for specific databases are presented in Table 1. All references were
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managed in the software EndNote X7 (Thomson Reuters, New York, NY, USA). Duplicate references
were identified and excluded. Based on the inclusion and exclusion criteria, two reviewers
independently (MGC and MTG) screened titles and abstracts. In case of disagreement, a consensus
was determined by discussion after a comparison of the lists of the included studies. In the next step,
the same two reviewers read the full texts of the articles, reviewing according to the inclusion and
exclusion criteria. Both the articles excluded and the reasons for that were recorded (Table 2). After
this, the reviewers also performed a hand search in the reference list of the included studies.

In order to perform the data collection, predefined worksheets were employed independently
by the two reviewers. It were extracted data related to study identification (first author’s name and
year of publication), location, sample characteristics, study’s design, and information regarding
exposure and outcomes variables. Statistical method and effect measures used, adjustments performed
and confounding factors considered were recorded. When necessary, authors where contacted and
guestions about study were clarified.

The methodological quality assessment of the included studies was performed using the
Critical Appraisal Checklist for observational studies referred by The Joanna Briggs Institute (JBI)
[39]. The checklist is comprised of ten items, which should answered with ‘Yes’, ‘No’ or ‘Unclear’ by
reviewers. The sum of the number of ‘Yes’ answers defined the overall score for each study, ranging
from 0 to 10. Studies were classified as follows: low quality (0-3 scores); medium quality (4-6
scores); and high quality (7—10 scores). The data extraction and the quality assessment process were
performed by the same two reviewers independently; who matched the information collected and
discussed cases of disagreement.

Statistical analysis

For each review question, distinct meta-analyses were performed, considering oral health as
outcome and as exposure. If a study presented two or more outcomes or exposure of interest, data
were also analyzed independently. In studies that presented more than one category for the outcome or
exposure variable, it was considered the most severe category. For meta-analysis, it were included
preferably the adjusted results. When it was not possible, crude results estimates were considered or
calculated. Odds Ratio (OR) was used to measure effect size with 95% Confidence Interval (CI).
Relative Risk measures presented in studies were converted to ORs [40]. Fixed- and random-effect
models were used to estimate pooled OR. The random-effect model it was chosen in the presence of
heterogeneity [41]. Heterogeneity was evaluated with the 12 statistic and considered when 12 was more
than 50 percent. In order to explore possible sources of heterogeneity, meta-regression was performed.
Sensitivity analyses were used to observe the effect of each study on the pooled results. In order to
detect publication bias, it were used the Funnel plot and Egger [42]. Data were analyzed using the
software Stata 12.0 (Stata Corp, College Station, TX, USA).
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Results

The searches performed in the electronic database presented 3,576 potential articles, of which
1,497 were duplicates. A first screening was performed for title and abstract in 2,079 articles,
including forty-seven studies. In second screening, the studies received full-text reading, and twenty-
six publications were excluded (Table 2). Therefore, 21 studies were included in this systematic
review and 19 studies were included in this meta-analysis. The reason for not inclusion in meta-
analysis of two studies was missing data for the estimate of effect measures [43, 44]. Figure 1
presents the flow chart of studies inclusion process according to recommended by PRISMA statement.
Main characteristics of all studies included in systematic review are presented in Table 3 and Table 4.
General characteristics of included studies in the systematic review and meta-analysis:

Table 3 and 4 summarize main characteristics of selected studies included in this systematic
review and meta-analysis according to oral disease variable. The studies were published between 1995
and 2017, with sample sizes ranging from 191 to 201,953 individuals. Thirteen studies were conducted
in high-income countries [9-11, 13, 14, 24, 29-31, 34, 43-45], seven studies were performed in
low/middle income countries [8, 12, 15, 32, 33, 35, 36], and one was performed including countries of
low, medium and high-income [16].

Nineteen studies presented cross-sectional design [8-16, 24, 29-36, 43-45]. Only two studies
presented longitudinal design [11, 35]. Reyes-Ortiz et al. [11] has a longitudinal design, but the
relationship investigated was between cognitive function and tooth loss. This systematic review
considered data from baseline (cross-sectional design) when the association between depression and
tooth loss was assessed.

Eighteen studies considered depression as exposure and oral health as outcome [42, 29-33, 8-
16, 34, 44, 79]. Three studies considered oral health as exposure and depression as outcome [24, 35,
36]. In six studies, periodontal disease was the outcome considered [9, 30-32, 35, 36]. One study [8]
presented dental caries as the outcome and, one study assessed dental caries and periodontal disease
[29]. In four studies, tooth loss was the assessed outcome [11, 14, 33, 43], whereas in five studies,
edentulism was the outcome considered [12, 15, 16, 24, 44]. Four studies presented measures of tooth
loss and edentulism [10, 13, 34, 45].

In relation to depression measures, three studies used self-reported measures about lifetime
depression [14, 34, 36] and fourteen studies used validated scales/questionnaires to assess current
depression [8, 9, 11-13, 15, 24, 29-33, 44, 45]. Two studies used both measures, self-reported and
validated scale/questionnaire [10, 16]. One study used records from health insurance program, which
used criteria of the International Classification of Diseases [35]. In the study of Drake et al. [43],
depression measure was not specified.

Regarding the methodological assessment, fourteen studies were considered to be of high
quality [8, 10, 13-16, 24, 29, 30, 32, 34-36, 45], six of medium quality [9, 11, 12, 31, 33, 44], and only
one presented low quality [43].
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In relation to studies included in the meta-analysis, sixteen studies presented oral health as
outcome, and depression as exposure [8-16, 24, 29-36, 45]. Other three studies presented oral health as
exposure and depression as outcome [24, 35, 36].

Meta-analysis
Depression as exposure and Oral health as outcome
Dental caries versus Depression: Two studies [8, 29] assessing association between dental caries as

outcome and depression as exposure were included in meta-analysis. According to pooled estimated,
depressive individuals were more likely to present dental caries than those who have not depression
(OR 1.19; 95% CI 1.00-1.41) (Figure 2). It was observed 41.6% of heterogeneity among studies in
the final model. Sensitivity analysis and publication bias analysis were not performed due to the low
number of included studies.

Periodontal disease versus Depression: Five studies [9, 29-32] that considered periodontal disease as

outcome and depression as exposure were included in meta-analysis. It was not observed an
association between periodontitis and depression (OR 1.13; 95% CI 0.87-1.45) (Figure 3). A
prevalence of 45.5% of heterogeneity among studies was found, which is considered as moderate level
of heterogeneity. Sensitivity analysis showed that omission of Delgado-Angulo et al.” study [29]
would become positive the association between periodontitis and depression as presented in Figure 4.
Due to the low number of included studies, Funnel plot and Egger test were not performed.

Tooth loss versus Depression: Seven studies [10, 11, 13, 14, 33, 34, 45] assessing association between

tooth loss as outcome and depression as exposure were included in meta-analysis, one of which was
included twice because it presented samples stratified by age [14]. The pooled estimated revealed an
association between depression and tooth loss (OR 1.33; 95% CI 1.18-1.50) as displayed in Figure 5.
A prevalence of 80.2 percent of heterogeneity between studies was found, which is considered as high
heterogeneity. According to the sensitivity analyses, the omission of any study would not nullify the
association between depression and tooth loss as indicated by Figure 6. Publication bias analysis were
not performed due to the low number of included studies.

Edentulism versus Depression: Six studies [12, 13, 15, 16, 35, 45] assessing association between

edentulism as outcome and depression as exposure were included, one of which was included twice
because it presented samples stratified by age [16]. It was found that depressive individuals were more
likely to become edentulous than those who have not depression (OR 1.21; 95% CI 1.09-1.34)
(Figure 7). Seventy-seven percent of heterogeneity among studies in the final model was observed.
Sensitivity analysis showed omission of any study would change the positive association found in
meta-analysis as indicated by Figure 8. Due to the low number of included studies, Funnel plot and

Egger test were not performed in order to investigate publication bias.
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Depression as outcome and Oral health as exposure
No study evaluating association between depression as outcome and both dental caries and
tooth loss as exposure was found in this systematic review.

Edentulism as exposure and Depression as outcome:  Only one study [24] considered in its

statistical analysis edentulism as exposure and depression as outcome. For this reason, a meta-analysis
was not performed.

Periodontal disease as exposure and Depression as outcome: Two studies [35, 36] assessed

periodontal disease as exposure and depression as outcome, one of which had a longitudinal design
[35]. The pooled estimated did not reveal association between periodontitis and depression (OR 1.44;
95%CI 0.90-2.29) as displayed in Figure 9. In addition, a prevalence of 74.5 percent of heterogeneity
between studies was found. Sensitivity analysis and publication bias analysis were not performed due

to the low number of included studies.

Discussion

According to authors’ knowledge, this meta-analysis is the first study exploring a bi-
directional association between oral health and depression at population level. Studies comprising
dental caries, periodontal disease, tooth loss and edentulism were included in analysis. When oral
health was considered as outcome, dental caries, tooth loss and edentulism were associated with
depression. In opposite situation, it was not possible to observe any association, since no articles
assessing tooth loss and dental caries as exposure were found. One study considered edentulism as
exposure, but association was also not found. Periodontal disease was not associated with depression
when oral health was considered as outcome, nor even when oral health was considered as exposure.
This systematic review has some particularities and, thus, our results should be interpreted with
caution.

Throughout the years, it has being shown a strong association between depression status and
harmful health behavior. Drinking alcohol frequently and smoking [46,47], consuming of foods rich in
fat and sugar [48] and lack of regular practice of physical exercise [49] are some of the adverse habits
observed in depressed people. Depression is capable to affect self-perceived oral health [36], oral
health status [8-16], dental attendance [10, 36], and acquisition and reinforcement of poor oral health
behaviors, decreasing the frequency of toothbrushing and flossing habits [50]. According to Genco et
al. [9], harmful habits, distress and inadequate coping behaviors are strongly connected with
periodontal disease, which, if untreated, may lead to more severe conditions and tooth loss [25]. This
systematic review strengthens the results found in the literature pointing out the fact that depression
adversely affects the oral health outcomes.

Although a significant association between depression and poor oral health habits have been
observed, the mechanism of this relationship is not well elucidated. In addition to the behavioral

component, a biological component has also been used to explain this relationship. Studies have
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shown an association between depression and reduction on salivary flow, as well as with subjective
oral dryness [51]. Consequently, hyposalivation increases the risk of development of oral diseases,
especially dental caries and periodontal disease [52, 53]. In addition, the biological mechanism seems
to be related to the immune system [25, 26, 52]. The downregulation of immune system may leads to
an alteration of inflammatory response provoking bone resorption [53, 54], and induce changes in the
salivary immunity [26]. Our results demonstrated a positive association between depression and dental
caries as outcome. No study that tested the association between depression as outcome and dental
caries as exposure was found. It is clear the need to carry out longitudinal studies that test the
association between dental caries and depression as well as outcome and exposure.

In relation to periodontal disease, it was not possible to observe a positive association with the
presence of depression in either of the two situations considered in this systematic review. When
periodontal disease was considered as outcome, the sensitivity analysis showed that omission of
Delgado-Angulo et al.” study [29] would become positive this association. The study of Delgado-
Angulo et al. [29] have assessed periodontal condition as the number of teeth with pockets > 4mm. To
be included in the meta-analysis, the authors provide a complementary analysis, considering data
dichotomized by the mean of the outcome. In this way, the definition adopted of periodontal disease
could explain the absence of association with depression in this study. Furthermore, sample size of
Delgado-Angulo et al’ study [29] is representative. Our results corroborate the findings of a systematic
review, which explored a possible association only between periodontitis and depression [55].
Although a low risk of publication bias was found, Araujo and coworkers [55] discuss about the high
heterogeneity found among selected studies, including different cut-off points used to measure
depression; different diagnose criteria for periodontitis definition; and participants’ age mixing
younger adults and elders. Other issue pointed out by that study was related to sample. The vast
majority of included studies had a convenience sample, compromising the representativeness of the
findings. In our systematic review, only longitudinal or cross-sectional studies with population-based
sample or with representative sample were included, ensuring the strong of our results. Similar result
was found when periodontal disease was considered as exposure and depression as outcome, in which
the pooled estimated did not found a positive association. However, this result should be interpreted
with caution, once the meta-analysis was performed with only two studies with different designs. After
the sensitivity analysis, the omission of the cross-sectional [29] study would become positive the
association between periodontal disease and depression.

On the other hand, there is a discussion about the effect of oral health on depression. Despite
this result, the authors emphasize the possibility of oral health, along with other morbidities, to affect
the subjects’ mental health. A lot has been discussed about the negative predictive effect of oral health
on health status and on quality of life of individuals [56], suggesting that both habits of oral and
general health tend to be related to unhealthy lifestyle, and, therefore, considered as potential risk

factors of depression [36, 48]. In other words, it is likely that affective disorders and adverse oral
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health outcomes reinforce each other [57]. Only one longitudinal study [35] included in this analysis,
as aforementioned, explored this question. From this study, Hsu and coworkers [35] could suggest that
periodontitis may increase the risk of depression regardless demographic characteristics and presence
of comorbidities. For this reason, studies with longitudinal prospective design should explore the
association between oral and mental health in both directions in order to identify the cause and effect
of this association.

The present findings showed that depressive individuals are also more likely to have tooth loss
and edentulism than those who do not present signs and symptoms of depression. Untreated caries and
periodontal diseases are the main causes of tooth loss [22]. Given the results, some mechanisms
linking depression with tooth loss and edentulism could be addressed. First, depressive subjects are
more likely to acquire or maintain unhealthy lifestyles. Harmful habits and stress, distress, and
psychological resistance (personality, coping and social support) are strongly connected with
periodontal disease [9], which cause destruction of the periodontal ligament and the loss of the
adjacent supporting bone, leading to tooth loss or edentulism. Second, adults with depression are less
likely to have used the services of a dental health professional and to have healthy dental habits [10],
which are risk factors to oral diseases. The fact is that the vast majority of studied samples were
comprised of elderly people, which may explain why tooth loss and edentulism were associated with
depression. In 2017, Kassebaum and coworkers [22] found a global prevalence of severe tooth loss
above 35% among seniors. An even higher percentage was found for people between 50 and 69 years
of age [22]. In contrast, for periodontal disease, prevalence of 18% and 15.1% were identified for
people between 50 to 69 years of age and people with more than 70 years of age, respectively.

As previously mentioned, this systematic review have some limitations. Studies conducted on
pregnant women and studies based on high-risk populations, such as psychiatric patients or those with
periodontal disease were not included. Therefore, it is recommended that the findings of this study be
extrapolated to these populations with caution, once studies in high-risk populations may have
possibly different risk factors. In addition, the vast majority of the included studies had a cross-
sectional design, which limits causal and temporal inferences on the association between oral health
and depression. However, the strength of association is one of the most well-known factors for
inferring causality. Besides, meta-analyses are capable to amplify the statistical power of analyses and
are considered as robust sources of evidence. Other issue is that a tiny minority assessed the
association between dental caries and depression, highlighting a gap on the literature.

The strengthes of this systematic review should be highlighted. Firstly, the vast majority of
included studies presented high quality and had a larger representative sample (approximately 420,000
individuals included), as well as a multivariate analysis adjusted for potential confounders. These
characteristics gave a greater statistical power for included studies increasing the chance of detect a
true effect of exposure [58], reinforcing our findings. In order to identify the effect of omitting each

study in the combined result, a sensitivity analysis was estimated for each oral disease. Unfortunately,
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due to the low number of included studies in each oral disease, publication bias among studies was not
possible to investigate. In addition, meta-regression in order to identify sources of heterogeneity was
also not performed for the same reason aforementioned.

The results of our systematic review and meta-analyses clearly support our hypothesis that
depression could play a significant impact on the oral health in adults and elders, suggesting that the
presence of this mental disorder increase the chance of having tooth loss, edentulism and dental caries.
However, it was not possible to observe an inverse association. Therefore, it is recommended that
studies should be performed not only in high-income, but in especially low- and middle-income
countries, where the prevalence of mental disorders and oral diseases is greater. Finally, our findings
highlight the importance of clinicians recognize the significant role played by depression on the

development of oral diseases.
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Figure legends:

Figure 1 Flow chart of studies selection according to PRISMA statement.

Figure 2 Depression as exposure and Dental caries as outcome. Pooled effect of depression presence
on dental caries status. Abbreviation: Cl confidence interval.

Figure 3 Depression as exposure and Periodontal disease as outcome. Pooled effect of depression
presence on periodontal status. Abbreviation: CI confidence interval.

Figure 4 Sensitivity analysis. The influence of omission of each study in the pooled effect of having
depression on periodontal disease status.

Figure 5 Depression as exposure and Tooth loss as outcome. Pooled effect of depression presence on
tooth loss status. Abbreviation: CI confidence interval.

Figure 6 Sensitivity analysis. The influence of omission of each study in the pooled effect of having
depression on tooth loss status.

Figure 7 Depression as exposure and Edentulism as outcome. Pooled effect of depression presence on
edentulism status. Abbreviation: CI confidence interval.

Figure 8 Sensitivity analysis. The influence of omission of each study in the pooled effect of having
depression on edentulism status.

Figure 9 Periodontal disease as exposure and Depression as outcome. Pooled effect of periodontal
status on depression presence. Abbreviation: Cl confidence interval.
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Table 1. Strategies search used according to specific databases.

Database

Key words

Psycinfo

(("Depression” OR "depressive disorder not otherwise specified") AND ("Dental Caries" OR
"Periodontal Diseases" OR “Periodontal status” OR “Periodontitis” OR “Severe tooth loss” OR
“Dental status” OR “Oral health” OR "Tooth Loss" OR "Edentulism" OR "Dental Care"))

Pubmed

((("Depression"[Mesh]) OR ("Depression") OR ("Depressive Disorder”) OR ("Depressive
Disorder"[Mesh])) AND (("Dental Caries"[Mesh]) OR (“Dental caries”) OR ("Periodontal
Diseases"[Mesh]) OR ("Periodontitis"[Mesh]) OR ("Periodontal Status™) ("Tooth Loss") OR
("Tooth loss"[Mesh]) OR (“Severe tooth loss”) OR (“Edentulism”) OR ("Dental Care"[Mesh])
OR ("Dental care”) OR (“Dental status”) OR “Oral health”[Mesh) OR (“Oral health™)))

Scielo

(("Depression” OR "Depressive Disorder") AND ("Dental Caries" OR "Periodontal Diseases"
OR “Periodontitis” OR “Periodontal status” OR “Severe tooth loss” OR “Oral health” OR
“Dental status” OR "Tooth Loss" OR "Edentulism™ OR "Dental Care"))

Scopus

(TITLE-ABS-KEY ("Depression” OR "Depressive Disorder") AND TITLE-ABS-KEY (
"Dental Caries” OR "Periodontal Diseases” OR ‘“Periodontal status” OR “Periodontitis” OR
“Oral health” OR “Oral status” OR "Tooth Loss" OR “Severe tooth loss” OR "Edentulism"
OR "Dental Care"))

Web

Science

of

(TS=("Depression" OR "Depressive Disorder") AND TS= ("Dental Caries" OR "Periodontal
Diseases" OR “Periodontal status” OR “Periodontitis” OR “Oral health” OR “Oral status” OR
"Tooth Loss" OR “Severe tooth loss” OR "Edentulism" OR "Dental Care"))




Table 2. Excluded articles and main reason for exclusion.

Study Setting Reason for exclusion
Ababneh et al., 2010 [59] Jordan Convenience sample
Alkan et al., 2015 [60] Turkey Convenience sample
Casanova-Rosado et al., 2005 [612] Mexico Convenience sample
Hayashi et al., 2001 [62] Japan Convenience sample
Hugoson et al., 2002 [63] Sweden Depression  was not

assessed
Johannsen, 2005 [64] Sweden Convenience sample
Johannsen, 2006 [65] Sweden Convenience sample
Johannsen, 2007 [66] Sweden Convenience sample
Klages et al., 2005 [67] Germany Convenience sample

47 low- and
Data presented by a

Koyanagi et al., 2016 [68]

Kumar et al., 2015 [69]
Marques-Vidal et al., 2006 [70]

Ng and Leung, 2006 [71]

O'Neil et al., 2014 [26]

Refulio et al., 2009 [72]

Rosania et al., 2008 [51]

Saletu et al., 2005 [73]

Shah et al., 2015 [74]

Solis et al., 2004 [75]
Sundararajan et al., 2015 [76]
Takiguchi et al., 2015 [77]

Vettore et al., 2003 [78]

middle-income

countries
India

Portugal
China

United States of

America
Peru

United States of

America
Austria
India
Brazil
India
Japan

Brazil

previous study

Convenience sample
Convenience sample

Convenience sample

Qualitative measures of

oral health

Convenience sample

Convenience sample

Convenience sample
Convenience sample
Convenience sample
Case-control study

Convenience sample

Convenience sample

66



Table 3. Main characteristics of the studies selected for the systematic review and meta-analysis with oral health as outcome. 2017.

67

First Study Sample Measure of Depressic?n cut-off  Measureof  Oral heallth Sumrna.ry Quality
author/Year Country Design characteristics exposure: point outcome: cut-off point association of the
depression oral health measures evidence
Dental caries
Delgado- Finland Cross- 4,666 subjects BDI Score >10 points Clinical Number  of Crude and High
Angulo et al. sectional (>30 years). examination  decayed teeth. adjusted
/2015 [29] analyses. Risk
Relative
Hugo et al./ Brazil Cross- 390 subjects (> GDS Score >6 points Clinical - DMFT index Prevalence High
2012 [8] sectional 60 years). examination  (decayed Ratio
teeth: >0).
Periodontal
disease
Delgado- Finland Cross- 4,673 subjects BDI Score >10 points Clinical - PPD > 4 Crude and High
Angulo et al. sectional (>30 years). examination ~ mm. adjusted
/2015 [29] analyses. Risk

Relative




68

Genco et al. United Cross- 1,426 subjects BSI (depression  Not specified. It was Clinical - CAL and Odds Ratio. Medium
/1999 [9] States of sectional (25-74 years). dimensions - categorized as examination  ACH.
America items). Yes/No. Periodontal - It was
disease included the
(Severity) CAL measure
(> 3.1 mm).
Khambaty United Cross- 1,979 subjects CIDI Not specified. Clinical One or more Odds Ratio High
and Stewart/ States of sectional aged 20 to 39. Categorized as examination  tooth sites
2013 [30] America Yes/No. with CAL >4
mm.
Persson et United Cross- 701  subjects GDS Score >8 points Clinical PMX  score Odds Ratio Medium
al./ 2003 States of sectional aged 60 to 75. examination  and Extent of
[31] America alveolar bone
height.
Periodontitis:
Score > 0 to
HBL or IR.
Viana et al./ Brazil Cross- 191  subjects GDS-15 No depression and  Clinical - PPD and Odds Ratio High
2013 [32] sectional (=60 years). mild/severe examination: CAL.
depression. Periodontal - Severe
disease periodontitis:
(Severity) PPD  >4mm

and CAL >

5mm.
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Tooth Loss
Drake et al. United Longitudinal 263 Blacks and Not specified. Not specified. It was  Clinical Number  of Wald Chi- Low
/1995 [43] States of 228 Whites categorized as examination  teeth missing, Square.
America subjects (=65 Yes/No. third  molars
years). included.
Okoro et al./ United Cross- 80,486 subjects - Scale: PHQ-8. - Current depressive  Self-report - No tooth Odds Ratio High
2012 [10] States of sectional (>18 years). - Lifetime symptoms: score loss, 1-5 and
America depression: Self- >10. missing teeth, Prevalence
reported. - Lifetime 6-31 missing Ratio
depression: Yes/No. teeth
- Current depressive (category
symptoms was the included in
measure included. this meta-
analysis), and
total tooth
loss.
Reyes-Ortiz ~ United - 3,032 subjects CES-D Score >16 points  Self-report - Number of Crude Medium
et al/ 2013 States of Longitudinal/ (=65 years). teeth missing association
[11] America Cognitive >1. between
function depression
outcome. and TL was
calculated.
Odds Ratio
Saman et al./  United Cross- 3,032 subjects PHQ-8 score >10 points Self-reported - Number of Adjusted High
2014 [13] States of sectional (18-99 years). teeth removed analysis. Odds
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America because of Ratio.
tooth decay or
gum disease.
Singh et al./ Latin Cross- 10,902 subjects GDS Cut-off not Self-report Number  of Crude Medium
2015 [33] American sectional (>60 years). specified. It was teeth missing. association
and categorized as It was between
Caribbean Yes/No. categorized as depression
cities Yes/No. and TL was
calculated.
Odds Ratio
Urzua et al./ Chile Cross- 1,553 subjects Self-report It was categorized as  Clinical DMFT index: Odds Ratio. High
2012 [14] sectional (35-74 years). Yes/No. examination  Yes (presence Results were
of less than 21  stratified by
teeth in age  (adults
mouth)/No. and elders).
Wiener et United Cross- 76,292 subjects Self-reported It was categorized as  Self-report Number  of Crude and High
al./ 2015 States  of sectional (>18 years). Yes/No. teeth removed adjusted
[34] America because of analyses.
tooth decay or Odds Ratio.
gum disease.
Yamamoto Japan Longitudinal 14,279 subjects Japanese short  Score > 5 points Self-report Number  of Crude and High
et al./2017 (>65 years). version of the GDS teeth. It was adjusted
[45] categorized as analyses.
number of Odds Ratio.

teeth as 20 or

more, 10-19
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teeth, 1-9
teeth, or
without teeth.
Edentulism
Hybels et al./  United Longitudinal 943  subjects CES-D Not specified. Self-report No teeth in Crude and Medium
2016 [44] States of (>65 years). the mouth and  adjusted
America one or more analyses.
teeth. Odds Ratio.
Okoro et al./ United Cross- 80,486 subjects - Scale: PHQ-8. - Current depressive Self-report - No tooth Odds Ratio High
2012 [10] States of sectional (>18 years). - Lifetime symptoms: score loss and total and
America depression: Self- >10. tooth loss. Prevalence
reported. - Lifetime Ratio
depression: Yes/No.
- Current depressive
symptoms was the
measure included.
Ren et al./ China Cross- 17,167 subjects CES-D Score >10 points Self-report - Having lost Odds Ratio High
2016 [15] sectional (>45 years). all of one’s
natural teeth.
- Yes/No.
Roohafza et Iran Cross- 4,585 subjects. HADS Score >11 points  Self-report - Number of Odds Ratio Medium
al./ 2015 sectional Mean age 33.2 tooth lost and
[12] years. the presence

of edentulism.
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Saman et al./
2014 [13]

Tyrovolas et
al./2016 [16]

Wiener et
al./ 2015
[34]

United
States of

America

70 countries

United
States of

America

Cross-
sectional

Cross-

sectional

Cross-

sectional

3,032 subjects
(18-99 years).

201,953
subjects (=18

years).

76,292 subjects
(>18 years).

PHQ-8 Score >10 points Self-reported
- Scale: DSM-IV Depression was Self-report
- Lifetime defined as either or
depression both. Yes/No.
diagnosis: Self-
report.
Self-reported It was categorized as  Self-report

Yes/No.

- Cut-off not
specified.
- Number of

teeth removed
because of
tooth decay or

gum disease.

Having lost
all of one’s
natural teeth. .
It was
categorized as
Yes/No.

Number  of
teeth removed
because of
tooth decay or

gum disease.

Adjusted High
analysis. Odds

Ratio.

Odds Ratio. High
Results were
stratified by

age.

Crude and High
adjusted

analyses.

Odds Ratio.
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Yamamoto Japan Longitudinal 14,279 subjects Japanese short  Score > 5 points Self-report Number  of
et al./2017 (>65 years). version of the GDS teeth. It was
[45] categorized as

number of
teeth as 20 or
more, or

without teeth.

Crude and High
adjusted

analyses.

Odds Ratio.

* ACH: Alveolar crestal bone height; BDI: Beck’s Depression Inventory; BSI: Brief Symptom Inventory; CAL: Clinical attachment loss; CES-D: Center for Epidemiological Studies-Depression Scale; CIDI: Composite

International Diagnostic Interview; DC: Dental caries; GDS: Geriatric Depression Scale; HADS: Hospital Anxiety and Depression Scale; HBL: horizontal bone loss; IR: interradicular radiolucency; PD: Periodontal

disease; PHQ-8: Patient Health Questionnaire 8; PPD: Periodontal pocket depth, TL: Tooth loss; ZSDS: Zung Self-Rating Depression Scale.



Table 4. Main characteristics of the studies selected for the systematic review and meta-analysis with oral health as exposure. 2017.
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. Measure of Oral Measure of Outcome cut- Summary Quality of
First Study Sample ) o
author/Year Country Design characteristics exposure: health cut- outcome: off point association the
Oral health  off point Depression measures  evidence
Edentulism
Anttila et al/ Finland  Cross- 780  subjects Clinical - Number ZSDS Score >39/40  Odds Ratio  High
2001 [24] sectional (55 years). examination  of teeth points
missing.
- Dentate
and
Edentulous.
Periodontal
disease
Hsu et al./ 2015 Taiwan Longitudinal  Periodontitis Records from ICD-9-CM  Records from ICD-9-CM Hazard High
[35] group: 12,708 health 523.4x and health insurance 296.2x, 296.3x, Ratio
subjects aged insurance 523.5x. program: ICD 300.4x, and
>20 years program: 311.xx.
Non- ICD

periodontitis
group: 50,832

subjects.




Park et al./ 2014 Korea
[36]

Cross-

sectional

6,139 subjects

(= 19 years)

Clinical
examination:
Periodontitis
(Severity):
Community
Periodontal
Index (CPI).

Categories:
healthy
(score  of
0),
periodontal
bleeding
(score  of
1), calculus
(score  of
2), shallow
periodontal
pocket (s)
(4-5 mm
periodontal
pocket
depth)
(score  of
3), and
deep

periodontal

Lifetime Yes/No. Odds Ratio
diagnosis of a

depressive

disorder: Self-

report.

High
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* ACH: Alveolar crestal bone height; BDI: Beck’s Depression Inventory; BSI: Brief Symptom Inventory; CAL: Clinical attachment loss; CES-D: Center for Epidemiological Studies-Depression Scale; CIDI: Composite
International Diagnostic Interview; DC: Dental caries; GDS: Geriatric Depression Scale; HADS: Hospital Anxiety and Depression Scale; HBL: horizontal bone loss; ICD: International Classification of Diseases; IR:

interradicular radiolucency; PD: Periodontal disease; PHQ-8: Patient Health Questionnaire 8; PPD: Periodontal pocket deph, TL: Tooth loss; ZSDS: Zung Self-Rating Depression Scale.
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Databases used

¢ Google Scholar (n=315)
¢ Psyclnfo (n=112)
e Pubmed (n—1,128)
e Scielo (n=26)

e Scopus (n=1,053)

e  Web of Science (n=342)

Records identified through
database searching (n=3,576)

Duplicate records excluded

A 4

Records remaining after 1st
screening (n=2,079)

A

Dataset included for full text
reading (n=47)

> (n=1,497)
. Records excluded by title and i
\ abstracts (n=2,032) E
Studies excluded after full text

v

reading (n=26)

Studies included in the
systematic review (n=21)

y

Studies included in the meta-
analyses (n=19)

Figure 1 Flow chart of studies selection according to PRISMA statement.




Odds

Study Ratio (95% CI)

Delgado-Angulo et al., 2015 B R —— 1.10 (0.93, 1.30)

Hugo etal., 2012

1.31 (107, 1.60)
Overall (I-squared = 41.6%, p = 0.191) 119 (1.00, 1.41)

NOTE: Weights are from random effects analysis

625 1 1.6
No Dental caries Dental caries

Figure 2 Depression as exposure and Dental caries as outcome. Pooled effect of depression

presence on dental caries status. Abbreviation: CI confidence interval.




Odds

Author and Year Ratio (95% CI)

Delgado-Angulo et al.. 2015 —T 0.92(0.79, 1.07)

Genco et al.. 1999 1.51(1.02, 2.22)

0.92 (0.42, 2.02)

N

Khambaty and Stewart, 2013

Persson et al.. 2003 - 1.37 (0.86, 2.18)

Viana et al., 2013 1.11 (0.54, 2.23)

Overall (I-squared = 45.5%, p = 0.119) <:> 1.13 (0.87, 1.45)

NOTE: Weights are from random effects analysis

T * T
42 1 2.38
No Periodontal disease Periodontal disease

Figure 3 Depression as exposure and Periodontal disease as outcome. Pooled effect of

depression presence on periodontal status. Abbreviation: Cl confidence interval.




Meta-analysis random-effects estimates (exponential form)

Study ommited

Delgado-angulo et al., 2015 I ®
Genco et al., 1999 B P S
Khambaty and Stewart, 2013 | ® |
Persson at al., 2003 S IS O
Viana et al., 2013 [ — e — S
0.81 0.87 1.13 1.45 1.‘73

Figure 4 Sensitivity analysis. The influence of omission of each study in the pooled

effect of having depression on periodontal disease status.




Odds
Author and Year Ratio (95% CI)
Reyes-Ortiz et al.. 2013 —*— 1.63 (1.30, 2.05)
Roohafza et al.. 2015 + 1.28 (1.11, 1.47)
Saman et al., 2014 . 1.32 (1.31, 1.32)
Singh et al., 2015 ——°— 1.31 (0.90, 1.89)
Urzua et al., 2012 (Adults) —————> 1.93 (1.24. 3.00)
Urzua et al., 2012 (Elders) 1.12 (0.63, 2.00)
Wiener et al.. 2015 — 0.95 (0.82, 1.09)
Yamamoto et al., 2017 —*—‘ 1.16 (0.99. 1.37)
Okoro et al., 2012 L 1.83 (1.51, 2.22)
Overall (I-squared = 80.2%. p = 0.000) <> 1.33 (1.18, 1.50)
NOTE: Weights are from random effects apalys:is
3 1 3
No Tooth loss Tooth loss

Figure 5 Depression as exposure and Tooth loss as outcome. Pooled effect of depression

presence on tooth loss status. Abbreviation: CI confidence interval.



Meta-analysis random-effects estimates (exponential form)

Study ommited

Reyes-Ortiz et al., 2013 [ S — P S
Roohafza et al., 2015 [ A P S R
Samanetal, 2014  ff @ oo
Singh et al., 2015 [ R -
Urzua et al., 2012 (Adults) R R |
Urzua et al., 2012 (Elders) (R — P -
Wiener et al., 2015 [N S P SR F
Yamamoto et al., 2017 et B R J
Okoro et al., 2012 (N R @ |

0.810.87 133 1.50 1.(I52

Figure 6 Sensitivity analysis. The influence of omission of each study in the pooled effect

of having depression on tooth loss status.
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Author and Year

Okoroetal 2012

Renetal 2016

Roohafzaetal, 2015
Samanetal 2014

Tyrovolas etal, 2016 (<50 aged)

Tyrovolas etal, 2016 (>=50 aged)

Wieneretal 2015 -

Yamamotostal, 2017
Overzll (-squared=67.0% p=0003)

NOTE: Weights are fom random efects analysis

0Odds
Ratio (95%CT)

144 (1.11,186)
121(1.02.143)
159 (0.97.2.60)
121(121.122)
1.57(1.23,2.00)
1.03 (0.84,126)
095 (0.82.1.09)
128 (1.03, 1.60)
121(1.09.134)

385 )
No Edentulizm

Edentulizsm

"o

o

Figure 7 Depression as exposure and Edentulism as outcome. Pooled effect of

depression presence on edentulism status. Abbreviation: Cl confidence interval.
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Meta-analysis random-effects estimates (exponential form)
Study ommited
Okoro et al., 2012 O [ I ]
Renetal., 2016 e — ® - —
Roohafza et al., 2013 O — Qe |
Saman et al., 2014 I B T CCLLCTTE EREEEERE 1
Tyrovolas et al., 2016 (<50 age) |[f---F-------- R |
Tyrovolas et al., 2012 (>50 age) R @ |
Wiener et al., 2015 boeeee- BRRh Rhhhbhhbly -1
Yamamoto et al., 2017 e L {
1 |
1.06 1.09 1.21 1.34 1.43

Figure 8 Sensitivity analysis. The influence of omission of each study in the pooled

effect of having depression on edentulism status.
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Author and Year

Hsu et al., 2015

Odds

Ratio (95% CI)

— 1.73 (1.58, 1.89)

Park et al., 2013 (LMPS)

Overall (I-squared = 74.5%, p=0.047)

NOTE: Weights are from random effects analysis

1.06 (0.66, 1.71)

<<> 1.44 (0.90, 2.29)

T
437
No depression

Depression

Figure 9 Periodontal disease as exposure and Depression as outcome. Pooled effect of

periodontal status on depression presence. Abbreviation: Cl confidence interval.
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Are depression and anxiety disorders able to influence the use of dental service? A systematic

review

Abstract

The aim of this study was to perform a systematic review of the literature in order to investigate
whether depression and anxiety may influence the use of dental services. Electronic searches were
performed in six databases. Studies testing associations between depression/anxiety and the use of
dental service. The methodological quality of the included studies was assessed using the Critical
Appraisal Checklist for observational studies. At total of 1,411 potential articles were identified. Out
of which seven studies were included in this meta-analysis. Considering depression as exposure, it was
observed that depression was not associated with the use of dental service (OR 0.96; 95%CI 0.85-
1.09). When anxiety was considered as the exposure, similar results were obtained (OR 1.00; 95% ClI
0.90-1.12). The results could not indicate an association between depression/anxiety and the use of
dental service. We strongly recommend that future studies investigating these associations consider
longitudinal design and different age groups in the analytical approach.

Key Words: systematic review; meta-analysis; depression; anxiety disorders; oral health; dental care.
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Are depression and anxiety disorders able to influence the use of dental service? A systematic

review and meta-analysis

Introduction

Depression is a mood disorder with a global prevalence of 4.7 percent.! This mental disorder is
well known as a comorbidity with anxiety being considered as public health problems.? Depressive
individuals tend to isolate themselves socially and to adopt unhealthy lifestyle such as smoking habit;?
high diet in saturated fats and sugars;* sleeping difficulties;® and poor oral health habits.°®

In this same line, depression is capable to cause fatigue and loss of motivation, which are
among the significant factors that may influence oral health habits,” predisposing to the development
of dental caries and periodontal disease.”® Studies have demonstrated depression and anxiety as
significant risk factors to oral diseases® and pointed out to biological and behavioral components to
explain this relationship. Regarding behavioral factors, the neglect with self-care related to oral
hygiene and the decrease of the use of dental health services are issues emphasized.’** Specifically
related to use of dental service, some studies have showed that depressive individuals could use less
the dental service even when socioeconomic factors are considered.® However, other studies have not
observed this association, highlighting a gap in the literature.!"*2 Nevertheless, it has been observed
that few countries have public health programs encompassing oral health, specifically dental
services.”® Yet, a high cost related to private dental practice is generally observed, which makes
difficult the access to dental service.’® This issue tends to be aggravated in depressive individuals.
Thereby, the establishment of this possible association is extremely important in terms of public
health, supporting the development of prevention strategies and the employment of direct actions to
these individuals and their communities. Thus, the aim of this systematic review and meta-analysis

was to investigate whether depression and anxiety may influence the use of dental services.

Methods

This paper was reported according to the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guideline.!* The review question considered was as following: “Do
depression and anxiety may influence the use of dental service in adults and elders?”

Inclusion criteria included cross-sectional or longitudinal studies; studies which investigated a
possible association between major depression/general anxiety disorder and the use of dental service;
studies with a population-based sample and those that considered the use of dental service as outcome.
Studies with case-control design, reviews, technical reports, case reports and series, abstracts from
conferences, letters to the editor, qualitative studies and studies with explicit convenience sample or
without sample size calculation were excluded. Studies comprised by specific sample, such as
individuals affected by some oral disease, children or adolescents and psychiatric populations were

also excluded from this review.
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Six electronic databases were searched (Psychinfo, PubMed, Scientific Electronic Library
Online /ScieLO, Google Scholar, Scopus and Web of Science) without language restrictions and with
no initial date restriction until 06" August 2017. In order to find potentially unidentified publications,
hand searches were conducted on the reference lists of papers included in the systematic review. The
strategy of search was carried-out based on the pre-specified question with use of relevant MeSH
terms following the PICO model: a) P: representative population-based studies; b) I: individuals with
major depression or generalized anxiety disorder; ¢) C: individuals without depression or anxiety; d)
O: dental services use/dental attendance pattern. Detailed search in each specific database can be
found in the Table 1.

Electronic searches and management of all references was performed by the first author in the
software EndNote X7 (Thomson Reuters, New York, NY, USA). Duplicate references were identified
and excluded. A first screening assessment of titles and abstracts was conducted by two authors
independently (MGC and LAC). In case of disagreement, a consensus was determined by discussion
after a comparison of the lists of included studies. In the next step, the same two reviewers read full
text of the articles considering the inclusion and exclusion criteria. Four studies were excluded.® 5%
In sequence, the hand search in the reference list of the included studies was also performed by the
reviewers.

In order to perform data collection, the same reviewers employed predefined electronic
spreadsheet. Extracted data included study characteristics (first author’s name and year of publication),
country, study’s design, participants’ characteristics, detailed information regarding exposure and
outcomes variables and the main findings. Additionally, statistical method, effect measures and
confounding factors considered were recorded. When necessary, a standard email was also sent to the
authors and questions about study were clarified.

In order to identify the methodological quality of the included studies, two independently
reviewers (MGC and LAC) assessed each study using the Critical Appraisal Checklist for
observational studies (Joanna Briggs Institute (JBI)).2® The 10-item checklist is available as
Supplemental Material. The checklist is comprised of ten items, which should answered with ‘Yes’,
‘No’ or ‘Unclear’ by reviewers. The sum of the number of ‘Yes’ answers define the overall score for
each study, ranging from zero to 10. Studies were classified as follows: low quality (0-3 scores);
medium quality (46 scores); and high quality (7—10 scores). As the last step, the same two reviewers
matched the information collected regarding data extraction and the quality assessment process, and
discussed cases of disagreement.

Statistical analysis

Two meta-analysis were performed according to exposure variables. Depression and anxiety
were analyzed in separate models due to high correlation between these mental disorders. In studies
that presented more than one category for the outcome or exposure variable, it was considered the

most severe category. For data analysis, the adjusted results were included, preferably. When it was
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not possible, crude estimates were considered or calculated. The category of reference adopted for the
outcome was “having not visited the dentist in the last year”. Therefore, in studies that considered
“having visited the dentist in the last year” as reference category, the associations were calculated
based on data presented in the paper or those received by the authors. Odds Ratio (OR) was used to
measure effect size with 95% Confidence Interval (Cl). Thus, Relative Risk measures presented in
studies were converted to ORs.'® Pooled OR was estimated by fixed- and random-effect models. In the
presence of heterogeneity, the random-effect model was chosen.?® Heterogeneity was evaluated using
the 12 statistic and it was considered when 12 was more than 50 percent. Meta-regression was
employed to explore possible sources of heterogeneity. In order to observe the effect of each study on
the pooled results, sensitivity analysis was used. Data were analyzed using the software Stata 14.0
(Stata Corp, College Station, TX, USA).

Results

At total of 1,411 potential articles were identified, of which 219 were duplicates. After the
first screening of titles and abstracts, 11 studies were selected. The second screening comprised the
full-text examinations and included seven publications. Thereby, seven studies were included in this
systematic review and in the meta-analytic approach. The studies’ inclusion process is described in a
flowchart according to recommended by PRISMA statement (Figure 1). The reasons for exclusion of
those papers were that the data were not available in one study,'* two studies considered as exposure
variables mood disorders and mental illness without available data of depression and anxiety,¢’ and
one study included the same sample with different ages.® In relation the last one, the most recent study
published was selected.’

Tables 2 and 3 summarize the main characteristics of the seven selected studies included in
the systematic review and meta-analysis according to the exposure variable (depression or anxiety). Of
those, all were cross-sectional. The studies were published between 2006 and 2015, with sample sizes
ranging from 698 to 80,486 individuals.

One study’ considered frequency of dental visits in the last two years as the outcome, while
other six studies considered frequency of dental visits in the last year. In relation to mental condition
variable, Heaton et al.!? and Park et al.® considered self-reported depression and five studies’® 11 21-22
used validated scales to assess depression. Four studies assessed anxiety in separate models of
depression,’® 1112 of which two studies used self-reported measures® 2 and two validated scales.” * In
relation to the methodological assessment, all studies were considered to be of high quality.
Meta-analysis

Seven studies were included in the meta-analysis. Considering depression as exposure
variable, it was observed an association between depression and the use of dental service (Odds Ratio
(OR) 0.94; 95% CI 0.92-0.97) (Figure not shown). However, due to high heterogeneity (93 %), a

random effect model was employed, vanishing this association. Thereby, the meta-analysis showed
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that depression was not associated with the use of dental service (OR 0.96; 95%CI 0.85-1.09) (Figure
2). Due to high heterogeneity, meta-regression was performed, and two variables (sample comprised
by adults, and adjusted analysis for presence of comorbidities) explained 84.2% of studies
heterogeneity (Table 4). In those studies, which have not included adults in the sample (only elders),
depressive individuals presented higher odds for using dental services (OR 1.15, 95% CI 1.06-1.24).
In relation to comorbidities’ presence variable (another source of heterogeneity identified in the meta-
regression) an association was found (p<0.05), but the pooled estimated did not reveal a significant
effect of depression on the use of dental service. According to sensitivity analyses, the omission of any
study would not modify the relationship between depression and the use of dental service as indicated
by Figure 3. Publication bias among the selected studies was not investigated due to low number of
studies.

When anxiety was considered as the exposure variable, four studies were included in the meta-
analyses. Similar to results of depression, the association between anxiety and the use of dental service
was significant in fixed model (OR 1.04; 95%CI 1.01-1.08) being vanished after considering the
random model (OR 1.00; 95% CI 0.90-1.12) (Figure 4). Heterogeneity between studies was of 80.6%.
The Elders variable, which considered older people in the study’ sample, explained 98.4% of
heterogeneity between the analyzed studies (Table 5). The three studies, which included elders in the
sample, showed that anxious elderly are more likely to use the dental service (OR 1.060, 95% CI
1.019-1.104). On the other hand, that study which have not included elders showed that younger
depressive individuals tend present lower odds to visiting dental service (OR 0.78, 95% CI 0.67-0.92).
Sensitivity analyses showed that the omission of Anttila et al.” study’ would become positive the
association between anxiety and the use of dental service as indicated by Figure 5. Because of the low
number of included studies, publication bias was not investigated, once the power of the tests is too

low, precluding the chance to distinguish a real asymmetry.

Discussion

According to the best of our knowledge, this meta-analysis is the first study exploring the
potential relationship between mental health and the use of dental service at population level. Our
results demonstrated that there is no association between both anxiety/depression and the use of dental
service as outcome, which could not be considered as a potential predictor for the use of dental
services. However, some particularities should be pointed out and our results should be interpreted
with caution, once there was a high heterogeneity among the selected studies and a low number of
included studies. In both analyses, it was possible to observe that individuals® age was the variable of
significant effect on heterogeneity.

The majority of the included studies showed that depression is not associated with the use of
dental service. Most of included studies categorized depression and anxiety as present or absent. These

studies only categorized as depressive individual those with high levels of disease, resulting in
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individuals with middle degrees of depression and anxiety classified as without disease. It could be
decrease the discriminatory power of the association. This categorization may occur because a vast
majority of individuals who experienced mild episodes of depression or anxiety is capable to
positively deal with them allowing them to continue living a productive life, although presenting
depression/anxiety.?® On the other hand, although in a minority, this reality cannot be observed on
those individuals with severe recurrent depression, who are disable to self-management, and,
therefore, more likely to adopt harmful habits.? This is a plausible explanation about the lack of
adherence related to medical and dental care. Yet, the sensitivity analyses showed that the omission of
any study not modify the relationship between depression and the use of dental service, reinforcing our
results.

As aforementioned, a high heterogeneity among studies was observed and two variables were
highlighted as source of that. Most studies considered samples including all ages, adults and elderly.
This fact should be emphasized, once in both analyses, it was possible to observe that individuals’ age
was one of the variables of significant effect on heterogeneity. Yet, the adjusted analysis for presence
of comorbidities also has explained the significant differences between selected studies. When age
variable was considered, depressive elderly were more likely to search for dental service. A question
emerged in this discussion: Why anxious and depressive individuals at older age presented more
likelihood to searching for dental services? Chronic illness is considered a risk factor for depression,
and both are among the ten-main causes of global disability, especially in elders.?* A bidirectional
relationship between comorbidities, specifically chronic diseases (such as stroke, diabetes and
obesity),>% and depression involves behavioral and biological components.?® Sleep disturbance,
sedentary lifestyle, cigarette smoking, alcohol abuse, and lack on adherence to treatment are among
behaviors that may lead to chronic illness and vice-versa.?® Depressive individuals are less likely to
adhere to medical therapy and risk-reducing behaviors. In turn, this lack of adherence to medical
therapy is associated with increased morbidity and mortality in obesity, diabetes, hypertension, and
other diseases.?® Conversely, a significant relationship has been observed between use of service and
duration of episode and severity of depressive episode. As the severity of depression increases, the
likelihood of using the service also increases.?” Individuals with non-communicable diseases (NCDs),
including diabetes; heart disease; stroke; and depression, use more health services when compared
with individual without NCDs. Moreover, face to expressive link between oral and systemic health, is
expected, with increase of health education, that individuals keep their natural teeth into old age as
increase their learning and practicing about preventive oral health care.?® Hence, the use of health
services has been greater for old individuals.?*3° Furthermore, elderly are individuals psychological
more vulnerable and, thus, the higher use of health services when compared to adults individuals may
also be explained for the search of human contact and attention, expanding their social circles.
Therefore, it pattern of health use could explain why depressed/anxious old individuals access more

dental services, showing the importance of considering age in studies investigating this association.
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General anxiety was also considered in this systematic review. However, few studies have
investigated the effect of anxiety on the use of dental service. Specifically, it was selected four studies.
Due to differences in the reference category of included studies, associations between these conditions
were calculated based on data presented in these papers. Despite this fact, our results corroborate with
the findings of included studies. An association between anxiety and the use of dental service was not
identified. Some reasons should be highlighted. Firstly, related to our meta-analysis, sensitivity
analysis showed that the exclusion of Antilla et al.” study’ would become positive the association.
Anttila and coworkers’ used the depression and anxiety subscales of Symptom Checklist-25 (SCL-25)
in order to identify current symptoms for both mental disorders. Theses authors discussed about
capacity of anxious individuals had lower toothbrushing frequency and more perception of treatment
needs, risk indicators for dental health behaviors and presence of dental diseases. Yet, the sample was
comprised by adults with 31 years of age, who received cost-free dental care up to 18 years of age.
This high knowledge level about dental health behavior could masked the effect of psychological
factors on the use of dental service. Corroborating with the result of this meta-analysis, Okoro et al.?
did not found a difference on the use of dental service in people with report of both lifetime diagnosed
anxiety and depression. For the authors, people with lifetime diagnosed for both mental diseases are
more likely to be medically compliant, and, thus, be better equipped and supported to manage their
oral healthcare needs, while those individuals screened for clinical depression by validated scales,
such as BRFSSPHQ-8, may be not yet diagnosed or remain untreated. As the previous study,
Bahramian et al.** did not found an association between health status and having one to two dental
visits during the last year. However, considering more service utilization (3 times or more), an
association was found with mental disorders. The authors used the GHQ-28 as a screening,
considering depressive disorders and anxiety as a one exposure variable. Other fact discussed is that
those people with mental disorders perceived no need to visit a dentist, felt the need but did not visit
the dentist due to high costs and lack of time.

Noteworthy, it must be considered the question of access to the service, be it medical or dental
care. Barriers in access to these services directly and positively influence on the use of dental service.
Voinov and coworkers® point out that in older adults and low-income minorities, mental disorders
tend to be undiagnosed and undertreated due to barriers in access to mental and general health care,
including cultural and socioeconomic factors. In this way, the high cost of dental services and the lack
of time have been reported as main difficulties faced for the population to access health services.3! In
view of this, it is important to note that free public dental services are not available in most countries
of included studies, once the which could significantly influence the use of services by the population.
Despite of this, the majority of the included studies was performed in high-income countries. This fact
can introduce an important bias in the results, and the extrapolation of presents results can be
performed to similarly population. In this way, differences among the health systems could be other

important variation, although do not significant. Some countries provide a free public system to dental
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services while other did not including the dental attendance in the public health. Therefore, take in to
account that the studies were performed in countries without public free dental services, this barrier
could decrease the dental access both in depressive/anxious individuals as in sound individuals in
individuals with low income.®

This systematic review and meta-analysis has some limitations. All included studies had a
cross-sectional design, precluding a causal and temporal inference on the association between the use
of dental service and depression/anxiety. A tiny minority of selected studies assessed the association
between anxiety and the use of dental service, limiting the meta-analysis and the search for the causes
of heterogeneity. As aforementioned, anxiety and depression are comorbidities, and for this, there is
the possibility that depression can trigger an anxiety disorder, or vice-versa. For this reason, anxiety
should be more considered in future studies. Other issue should be highlight. The selected studies did
not stratified their results according age’s individuals. This variable clearly influenced on our results.
It is known depression is a chronic and recurrent disorder, amplifying its negative effect with the
progression of the mental disease and the increase of severity. Thus, it is expected that old individuals
present more impact on their quality of life when compared with adults, and, for this reasons, search
for the service more frequently. In addition, we recommended that studies should be performed not
only in high-income, but in especially low- and middle-income countries, where the prevalence of
mental disorders and oral diseases is greater. Finally, we also strongly recommend that future studies
investigating this association consider longitudinal design and different age groups in the analytical
approach should be performed in order to clarify questions pointed out for our study. In view of
included studies in this meta-analysis, it was not possible to identify a positive association between

depression/anxiety and the use of dental services.
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Figure legends:

Figure 1. Flow chart of studies selection according to PRISMA statement.

Figure 2. Pooled effect of depression presence on the use of Dental services. Abbreviation: CI
confidence interval.

Figure 3. Sensitivity analysis. The influence of omission of each study in the pooled effect of having
depression on the use of dental services.

Figure 4. Pooled effect of anxiety presence on the use of Dental services. Abbreviation: ClI confidence
interval.

Figure 5. Sensitivity analysis. The influence of omission of each study in the pooled effect of having
anxiety on the use of dental services.

Table legends:

Table 1. Strategies search used according to specific databases.

Table 2. Main characteristics of the studies selected for the systematic review and meta-analysis with
the use of dental service as outcome and depression as exposure. 2017.

Table 3. Main characteristics of the studies selected for the systematic review and meta-analysis with
the use of dental service as outcome and anxiety as exposure. 2017.

Table 4. Meta-regression analysis of the studies that considered depression as exposure and use of
dental service as the outcome.

Table 5. Meta-regression analysis of the studies that considered anxiety as exposure and use of dental

service as outcome.
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Table 1. Strategies search used according to specific databases.

Database

Key words

Psycinfo

((Title: ("Oral Health Behavior") OR Title: ("Dental care"™) OR Title: ("Dental Health
Services") OR Title: ("Dental attendance™) OR Title: ("Dental visit") OR Title: ("Dental Health
Behavior") OR Title: ("Dental Services™) AND ((Title: ("Depression™) OR Title: ("Depressive
disorder") OR Title: ("General Anxiety") OR Title: ("Anxiety")) NOT Title: ("Dental
Anxiety"))

Pubmed

((("Oral health behavior") OR ("Dental Care"[Mesh]) OR ("Dental Health Services"[Mesh])
OR ("Dental attendance™) OR ("Dental visit") OR ("Dental services") OR ("Dental Health
Behavior")) AND  (("Depression"[Mesh]) OR  ("Depression”) OR  ("Depressive
Disorder"[Mesh]) OR ("General Anxiety") OR ("Anxiety") OR ("Anxiety Disorders"[Mesh])
OR ("Anxiety"[Mesh])) NOT (("Dental Anxiety"[Mesh]) OR ("Dental Anxiety")))

Scielo

((("Depression™ OR "Depressive Disorder” OR "Anxiety" OR "General Anxiety") AND ("Oral
Health Behavior" OR "Dental Care" OR "Dental Health Services" OR "Dental attendance™ OR
"Dental visit" OR "Dental Health Behavior")) NOT ("Dental Anxiety"))

Scopus

(TITLE-ABS("Depression" OR "Depressive Disorder" OR "Anxiety" OR "General Anxiety")
AND (TITLE-ABS("Dental Care" OR "Dental Health Service” OR "Oral Health Behavior" OR
"Dental attendance” OR "Dental visit" OR "Dental Health Behavior") AND NOT TITLE-
ABS("Dental Anxiety™)))

Web

Science

of

TO=("Depression” OR "Depressive Disorder” OR "Anxiety" OR "General Anxiety" OR
"Anxiety Disorders™) AND TO=("Dental Care™ OR "Dental Health Service"” OR "Oral Health
Behavior" OR "Dental attendance" OR "Dental visit" OR "Dental Health behavior" OR "Dental
Services") NOT TO=("Dental Anxiety")
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Table 2. Main characteristics of the studies selected for the systematic review and meta-analysis with the use of dental service as outcome and depression as exposure. 2017.

Measure of exposure/ Measure of Summary ]
o ) o Quality of the
Author and Year Country Sample characteristics Cut-off point: outcome: use of association i
evidence
Depression dental service measures
Question:
Frequency of dental
. . . Scale: SCL-25/ Cut-off:  check-ups (at least Adjusted analysis. .
Anttila et al., 2006 Finland 7,107 subjects (31-32 years) ) High
>1.75 points once in 2 year RR.
versus less
frequently)
Question:
) Frequency of dental
] 20,320 subjects (15-64 Scale: GHQ-28/ Cut- o . ) .
Bahramian et al., 2015 Iran visit during last year  Crude analysis. OR. High
years) off: > 2 points . ]
(no visit, 1-2 times,
and >3 times)
Self-reported (some
mental health condition
experienced since the Question: Report of
previous interview). at least one dental Adjusted analysis. .
Heaton et al., 2013 USA 9,368 subjects (>21 years) . o High
Each mental illness was  examination in 2007 OR.
classified according to year
Clinical Classification
(CC) codes 650-670.
) ) ) Scale: Psychiatric Question: Dental Adjusted analysis. )
Marifio et al., 2007 Australia 993 subjects (65-94 years) High

Assessment Scale

visit during last year

OR.
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Depressive Symptoms (no versus yes)
Subscale /Cut-off: not
specified
Question: Time of
dental visit or
Scale: PHQ-8/ Cut-off:  cleaning dental visit ~ Crude and adjusted .
Okoro et al., 2012 USA 80,486 subjects (>18 years) High
>10 points or both (<1 year ago analyses. PR.
versus 1 or more
years ago or never)

Self-reported: ("Hasa  Question: Time of

doctor or other dental visit or
) healthcare provider cleaning dental visit ~ Crude and adjusted .
Okoro et al., 2012 USA 80,486 subjects (>18 years) High
ever told you that you  or both (<1 year ago analyses. PR.
had a depressive versus 1 or more
disorder?™) years ago or never)

Self-reported (“Have

you ever Question: Dental ) )
) o ) Adjusted analysis. )
Park et al., 2014 Korea 6,139 subjects (=19 years) experienced visit during last year OR High
depression, even once, (no versus yes) '
until now?”)
Question: Dental ]
) ) ) Scale: GDS/ Cut-off: > . . Crude and adjusted )
Sanchez-Garcia et al., 2007 Mexico 698 subjects (=60 years) . visit during last year High
4 points analyses. OR.

(no versus yes)

* ZSDS: Zung Self-Rating Depression Scale; SCL-25: Symptom Checklist; GHQ-28: General Health Questionnaire; PHQ-8: Patient Health Questionnaire 8; GDS: Geriatric
Depression Scale -10 items. ** OR: Odds Ratio; PR: Prevalence Ratio; RR: Risk Relative.
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Table 3. Main characteristics of the studies selected for the systematic review and meta-analysis with the use of dental service as outcome and anxiety as exposure. 2017.

Author and Year

Measure of
exposure/ Cut-off

point: Anxiety

Measure of outcome: use

of dental service

Summary
association

measures

Quality of
the evidence

Anttila et al., 2006

Bahramian et al., 2015

Heaton et al., 2013

Okoro et al., 2012

Sample
Country o
characteristics
. 7,107 subjects (31—
Finland
32-years)
20,320 subjects (15—
Iran
64 years)
9,368 subjects (>21
USA
years)
USA 80,486 subjects (>18

Scale: SCL-25/
Cut-off: >1.75

points

Scale: GHQ-28/
Cut-off: > 2 points

Self-reported
(mental health
condition
experienced since
the previous
interview). Each
mental illness was
classified
according to
Clinical
Classification (CC)
codes 650-670.

Self-reported

Question: Frequency of
dental check-ups (at least
once in 2 year versus less

frequently)

Question: Frequency of

dental visit during last
year (no visit, 1-2 times,

and >3 times)

Question: Report of at
least one dental

examination in 2007 year

Question: Time of dental

Adjusted analysis. RR

Crude analysis. OR.

Adjusted analysis. OR.

Crude and adjusted analyses. PR.

High

High

High

High
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years) (""Has a doctor or visit or cleaning dental

other healthcare visit or both (<1 year ago

provider ever told versus 1 or more years
you that you had ago or never)

an anxiety

disorder?")

* ZSDS: Zung Self-Rating Depression Scale; SCL-25: Symptom Checklist; GHQ-28: General Health Questionnaire; PHQ-8: Patient Health Questionnaire 8; GDS: Geriatric
Depression Scale -10 items. ** OR: Odds Ratio; PR: Prevalence Ratio; RR: Risk Relative.
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Table 4. Meta-regression analysis of the studies that considered depression as exposure and use of dental service
as the outcome.

Methodological covariates N Pooled Odds Ratio 95%CI
Adults in the sample
No 2 1.15 1.07-1.24
Yes 5 0.92 0.81-1.04
Adjusted Analysis by presence of morbidities
No 3 0.84 0.67-1.05
Yes 5 1.01 0.92-1.11
Heterogeneity Explained (R?): 84.21%
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Table 5. Meta-regression analysis of the studies that considered anxiety as exposure and use of dental service as

outcome.
Methodological covariates Pooled Odds Ratio 95%CI
Elders in the sample
No 0.78 0.67-0.92
Yes 1.06 1.02-1.10

Heterogeneity Explained (R?): 98.43%
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Used Databases
e Psycnfo (n=14) Records identified through
e Pubmed (n=902) | database searching (n=1,411)
5 Scielo (n=3)
'ﬁ e Scopus (n=288)
é o  Web of Science (n=204)
E pTTTTTT T |
= i Excluded duplicate records |
> (n=219) i
1
1 1
1 I
I o o o = = - ———— I
v
Records remaining after 1st
screening (n=1,192)
£
=
5]
2
] | = mm T T TS mms s s s s mmmmm = 1
wn I . 1
i Records excluded by title and |
» 1
g abstracts (n=1,181) !
i i
L 1
Y
Full-text articles assessed for
eligibility (n=11)
>
=
-'En (T TTTTTTTTT T 1
E : Full-text articles excluded, I
I
» with reasons !
i (n=4) i
- Anttila et al. (2001): the same sample with !
v : different ages. !
- Brothwell et al. (2008): Data not available. 1
Studies included in the | - Mago and Thyvalikakath (2014): Mood |
R R : disorders. Data not available for depression :
systematic review (n=7) ! and anxiety. !
i - Teng et al. (2016): Mental illness. Data not .
| available for depression and anxiety. X
L e :
-
*)
=
=
)
=
=
Studies included in meta-
analysis (n=7)

Figure 1 Flow chart of studies selection according to PRISMA statement.
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Figure 2 Pooled effect of depression presence on the use of Dental services. Abbreviation: ClI

confidence interval.
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Meta-analysis random-effects estimates (exponential form)
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Figure 3 Sensitivity analysis. The influence of omission of each study in the pooled effect

of having depression on the use of dental services.
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Figure 4 Pooled effect of anxiety presence on the use of Dental services. Abbreviation: ClI

confidence interval.
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Figure 5 Sensitivity analysis. The influence of omission of each study in the pooled effect

of having anxiety on the use of dental services.
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Depression and dental caries in pregnant women: Evidence from a population-based

study

Abstract

This study investigated the association between depression and dental caries among pregnant
women from the 2015 Pelotas Birth Cohort Study, Brazil. From 3,199 pregnant women
included in the Antenatal Follow-up, 2,496 women participated of this oral health sub-study.
During a home visit, an interview was performed collecting data related to demographic and
socioeconomic conditions, body mass index, current depression and oral health behaviors.
After interview, all participants were clinically examined for dental caries (DMFS index).
Current depression was assessed using the Portuguese version of the Edinburgh Postnatal
Depression Scale. For analysis, four oral health outcomes were considered: dental caries
experience (global DMF-S) and the three DMF-S components (decayed, missing and filled
surfaces). A positive outcome was considered when DMFS>1. A hierarchical model was
designed to illustrate the paths linking depression and dental caries, guiding the adjustment of
the models. Overall effect (direct + indirect) of depression on outcomes was assessed by
Poisson regression models. Current depression was not associated with dental caries
experience. When DMF-S components were considered in separate, depression was
associated with high levels of untreated dental caries, tooth loss and lower filled surfaces.
These findings support our hypothesis that depression, in long term, could play a role in the

dental caries experience in pregnant women.
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Depression and dental caries in pregnant women: Evidence from a population-based
study

Introduction

Depressive and oral disorders are considered public health problems with substantial
economic impact [Listl et al., 2015]. In 2015, these chronic diseases were ranked as the third
and the tenth main causes of global disability, respectively [GBD, 2016]. Untreated dental
caries and total tooth loss have a worldwide prevalence of 34.1% and 4.1%, respectively.
Specifically, in the age group from 15 to 49 years, a prevalence of 41.5% and 1.4% for
untreated dental caries and total tooth loss were observed [Kassebaum et al., 2017].

In relation to depressive disorders, it is estimated that 4.1% of the global population is
affected by depression. Within this context, women tend to be more affected, and this
prevalence is significantly higher in childbearing age [GBD, 2016]. Pregnancy is a period of
increased vulnerability for the development of mental illness, once involves significant
changes in the psychological, social and biological domains [Howard et al., 2018]. About
11.9% of women are affected by depression during the perinatal period [Woody et al., 2017],
and this prevalence is significantly higher in women from low and middle-income countries
[Woody et al., 2017]. In Brazil, a large population-based cohort study estimated a prevalence
of 16% of antenatal depression among pregnant women, in accordance with high prevalence
estimates generally reported in LMICs [Coll et al., 2016].

Pregnant women are also more susceptible to oral diseases, either by a direct route; in
which the immune and neuroendocrine systems are compromised; or by an indirect route, via
adverse health behaviors. In last years, most studies have pointed out that depression
adversely affects oral health outcomes. However, this issue is still uncertain and is scarcely
addressed among pregnant women, an important risk population for depression and oral
diseases. In view of the relevance of depression and oral health, and the lack of information
about the association between these conditions among pregnant women, a large population-
based study is of great importance.

Thus, the aim of this study was to investigate the association between depression and
dental caries experience among pregnant women from the 2015 Pelotas Birth Cohort Study, in
Southern Brazil.
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Materials and Methods

This sub-study was carried-out in the 2015 Pelotas (Brazil) Birth Cohort Study. More
details about methodology of follows-up of this cohort are available in Hallal et al. [2017].

1. The 2015 Pelotas (Brazil) Birth Cohort Study

Pelotas is a medium-sized city, with a current population of around 344,000
inhabitants, located in the south of Brazil in the state of Rio Grande do Sul. The city's major
economic activities are agriculture (rice and cattle), commerce, and education (the city has
three universities) [IBGE, 2010].

Pelotas is world renowned for its birth cohort studies. Cohort studies have followed
over the years with children born in the city in the 1982, 1993 and 2004 years [Goncalves et
al., 2014; Santos et al., 2014; Horta et al., 2015]. The 2015 Pelotas (Brazil) Birth Cohort is the
fourth birth cohort of Pelotas, a large population-based cohort study of all children born in the
year 2015 from mothers living in the urban area of the city. Different from the previous cohort
studies, this study recruited pregnant women during antenatal care in order to obtain also a
collection of pregnancy-related variables.

- Antenatal Study

The Antenatal Study of the cohort was performed with all women with confirmed
pregnancy and estimated delivery dates between December/2014 and May/2016 and who
were resident of the urban area of Pelotas’ city. This time was estimated considering two
situations: a possible error range in the calculation of gestational age and preterm births. In
order to identify largest number of eligible women, all 123 health facilities and private clinics
providing antenatal care in the city were visited or contacted weekly, between May 2014 and
December 2015.

After the pregnant women signed an informed consent form, they were face-to-face
interviewed in their homes by trained interviewers. According to gestational age of the
women, three types of questionnaires were applied. The initial assessment questionnaire was
applied for those before 16 weeks of pregnancy. At 20 weeks (range 16-24 weeks) of
pregnancy, women were again contacted to answer the main assessment questionnaire. A
combined assessment questionnaire, integrating both the initial assessment and the main
assessment questionnaires, were applied in those women who were enrolled after 16 weeks of
gestation. Clinical evaluations related to oral health were performed in those interviews
performed at 20 weeks (range 16-24 weeks) of pregnancy and in those interview performed
with the combined questionnaire developed for those women enrolled after 16 weeks of

gestation. Overall, 3,199 pregnant woman were included in the Antenatal follow-up.
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2. Oral health assessment: a sub-study of the 2015 Pelotas (Brazil) Birth Cohort Study

Overall, 3,125 women were identified as eligible for this sub-study. During pregnancy,
3,100 (99.2%) women were examined by dentists. Twenty-five women refused to participate.
From pregnant women examined, a total of 2,496 delivered babies that are included in the
perinatal study of the 2015 Pelotas Birth Cohort (80.1%).

Clinical evaluations included assessment of dental caries by DMF-S index (decayed,
missing and filled surfaces) (WHO, 2013), assessment of periodontal health and examination
of oral soft tissues. Questionnaires collected information on oral hygiene and use of dental
services during pregnancy. The biosecurity precepts recommended by the World Health
Organization [WHO, 2013] were adopted for clinical evaluations. The examiners used
personal protective equipment (gloves, mask, cap and white coat), photophore (artificial light
adapted to the head), mouth mirror, and NIDR standard periodontal probe (developed by the
National Institute of Dental Research).

A team of fifteen examiners were previously trained and calibrated. Initially, four
hours of theoretical training was conducted and criteria for oral conditions were discussed.
For the calibration process, 20 individuals, who were not participants of the 2015 Pelotas
Birth Cohort, were examined for dental caries. Internal consistency was evaluated using
Weighted Kappa Coefficient for DMF index, in a tooth surface basis. Inter-examiner
agreement was tested against a ‘gold standard’ examiner. Inter-examiner Kappa values ranged
from 0.81 to 0.94.

Outcome variables: Dental caries

Four oral health outcomes were used related to dental caries: dental caries experience
(global DMF-S) and three DMF-S components (decayed, missing and filled surfaces) [WHO,
2013]. Dental caries experience was considered when DMFS>1. Untreated dental caries, tooth
loss and filled dental surfaces were dichotomized as >1 considering decayed, missing and
filled components, respectively.

Exposure variable: Current depression

Current depression was assessed using the Portuguese version of the Edinburgh
Postnatal Depression Scale (EPDS) [Santos et al., 2007], a validated screening tool for
depression, which assess presence and intensity of depressive symptoms in the preceding
week. This scale consists of ten questions which response categories are scored 0, 1, 2, and 3
according to increased severity of the symptom. Questions 3, 5, 6, 7, 8, 9, 10 are reverse

scored. The total score (range 0-30) is obtained by summing the scores for each of 10 items.
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A cutoff point of 13 or more was considered to define clinically significant symptoms of
depression [Santos et al., 2007].
Covariates

Data related to socioeconomic, demographic and oral health-related characteristics
were collected at the time of interview. The characteristics assessed in the present study
included: age (< 20 years, 20 — 34 years, >35 years); family income (continuously collected in
Brazilian currency and analysed in quartiles) (US Dollar 1= BRL 3.16) (<1,400 BRL; 1,408-
2,120 BRL,; 2,130-3,500 BRL; and >3,540 BRL); and self-reported skin color (dichotomized
in white and non-white). Maternal pre-pregnancy Body Mass Index (BMI) was based on self-
reported height and weight and categorized as underweight (<18.5 kg/m2), normal weight
(18.5-24.9 kg/m2); overweight (25.0-29.9 kg/m2) and obese (>30 kg/m2). Oral health-related
behaviors were evaluated by two questions: 1) daily flossing use (yes/no), and 2) use of dental
service use in last year (yes/no).
Data analysis

Statistical analyses were performed using Stata 12.0 (Stata Corporation, College
Station, TX, USA). Initially, a descriptive analysis was performed of the total sample and of
those participants who presented dental caries experience (global DMFS>1). A hierarchical
model was designed to illustrate the paths linking depression and dental caries, guiding the
adjustment of the models. Overall effect (direct + indirect) of depression on outcomes was
assessed by Poisson regression models. Independent variables were ordered in three blocks to
determine their entrance in the model as follows: demographic and socioeconomic variables
(block 1); current depression variable and pre-pregnancy BMI (block 2), and oral health
behaviors (block 3). Variables with P values of < 0.20 were included in each level of the
model. Magnitudes of associations between independent variables and outcomes were
estimated by Prevalence Ratio (PR) and 95% confidence intervals (CI). A significant level of
0.05 was adopted.
Ethical considerations

The Human Research Ethics Committee of the Federal University of Pelotas, Faculty
of Medicine, approved this study under Protocol number 717.271. All eligible participants
were invited to participate in the study and signed an informed consent form before the
interview. For those participants under the age 15, written consent to participate was also
obtained from their parents or guardians. A second informed consent form was gave to all
participants, and to their parents or guardians when necessary, before clinical examination.

For those participants who indicated mental distress and asked to help during interview, a list
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with all available mental health services in the city was provided. The participants who
presented some oral disease were informed and advised to seek dental care at the basic health
unit in your neighborhood. Dental care or psychological referral were provided for those
participants who asked about it. Emergency care cases were immediately referred to Dental

School at Federal University of Pelotas.

Results

A total of 2,496 pregnant women were examined, of whom 88.2% (n=2,201) had
dental caries experience. Table 1 describes the total sample according to demographic and
socioeconomic characteristics, depression and oral health behaviors. The prevalence of
untreated dental caries was 39.9% (95% CI 38.0-41.9). In relation to tooth loss and filled
surfaces, the prevalence were 60.5% (95% CI 58.6-62.5) and 71% (95% CI 69.2-72.8),
respectively. The prevalence of current depression was 14.7%. Additionally, Table 2 shows
more details about the distribution of sample according to each dental caries experience
components (untreated dental caries, tooth loss and filled surfaces) when DMFS>1.
Specifically about mental health, the prevalence of untreated dental caries and tooth loss was
higher among pregnant women with current depression. Conversely, the prevalence of filled
surfaces was higher among those women who was not depressed.

Table 3 presents the crude and adjusted Poisson regression model, specifying the three
blocks of the theoretical model stablished for this analysis considering dental caries
experience (DMFS>1) as the outcome. The adjusted model showed an association between
age and the outcome. It was observed that the older the pregnant women, the greater the
prevalence of dental caries experience. Current depression was not associated with dental
caries experience among pregnant women.

When the three components of the DMFS index were considered in separate analyzes,
results were significantly different. Table 4 shows untreated dental caries as the outcome.
Current depression remained associated with untreated dental caries even after adjustments
with variables related to oral health behaviors. Depressed pregnant women presented a
prevalence 19% higher of untreated dental caries when compared to those non-depressed. The
association between tooth loss and current depression is reported in Table 5. Those pregnant
women with current depression presented a prevalence 17% higher of tooth loss due to dental
caries than those who were not depressed. This association remained after adjustments. In

Table 6 is shown the association between the filled surfaces component and current
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depression. Those women who were depressed presented lower prevalence (9% lower) of
have filled surfaces when compared with those who were not depressed.

Discussion

This is a population-based study assessing the association between depression and
caries in pregnant women. Overall, our findings showed associations between current
depression and dental caries experience components. Depressed pregnant women presented
higher prevalence of untreated dental caries and tooth loss (due to dental caries) than those
non-depressed. Conversely, the prevalence of filled surfaces was lower among those
depressed pregnant women. Even after full adjustments, including oral health variables from
the lower level of the hierarchical model, the association of depression with untreated dental
caries and tooth loss outcomes remained.

In the last years, the importance of psychological determinants of oral health have
been explored, in an effort to better understand and address processes involving this
association. The mechanism explaining this relationship is not well elucidated, but it has been
drawn a bidirectional relationship between depression and oral health with behavioral and
biological components. Adults with depression are more likely to have oral health problems
and worse quality of life compared to those not depressed [O'Neil et al., 2014; Park et al.,
2014]. On the other hand, individuals with unhealthy habits, including oral habits, have
subsequently increased risk of depression [Hsu et al., 2015]. In this context, studies have also
shown association between pregnancy and outcomes in oral health, such as tooth loss,
periodontal disease and dental caries [Silveira et al.,, 2016; Geevarghese et al., 2017;
Gonzélez-Jaranay et al., 2017]. However, studies that have investigated the influence of
depressive symptoms on oral health in pregnant women are scarce, especially at population
level. This is a strength of our study, in which more than 2,000 pregnant women participated.
From the studies found in the currently literature with this theme, Silveira et al. [2016] used a
population-based sample of 13 states of the USA, during the 2010 Behavioral Risk Factor
Surveillance System, in which 402 pregnant women were telephone interviewed about
depression and risk of oral disease and oral healthcare utilization. However, this study was not
observe a positive association between these issues. McNeil et al. [2016] clinically examined
685 pregnant women during their second trimester of pregnancy for presence of gingivitis and
dental caries, who were participants in the Center for Oral Health Research in Appalachia
(COHRA) study in West Virginia and in Pittsburgh (the USA). Authors observed pregnant

women depressed had more dental caries than their non-depressed. Park et al. [2016] recruited
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129 pregnant women of a hospital in Korea clinically assessing the influence of depression on
periodontal status demonstrating periodontal disease had a significant correlation with
depression.

Dental caries is a chronic disease, of cumulative nature, that presents sequelae during
life course, such as tooth loss, and with significant impact on the individuals' quality of life.
Mostly sample aged between 20 and 34 years (the 25 years of age are one of the peaks in
prevalence for untreated dental caries [Kassebaum et al., 2015], and with lower
socioeconomic level, characteristics which may help to explain the high prevalence of these
components. Allied with these issues, our population was composed exclusively of pregnant
women. This is an important point. Besides the fact that women present higher age
standardized prevalence and incidence of severe tooth loss than men [Kassebaum et al.,
2014], pregnancy is a period in which women are more vulnerable mental and physically.

Our study showed a higher prevalence of untreated dental caries among depressed
pregnant women. Prior studies have examined the association between dental caries and
depression on general population. In study of Delgado-Angulo et al. [2015], depressed adults
presented 25% more risk of decayed teeth even after adjustments for oral health-related
behaviors and antidepressant medication use. Hugo et al. [2012] also demonstrated a
significant association between depression and dental caries, with depressed adults presenting
31% more prevalence of untreated dental caries, suggesting that depression could act as
determinant of dental caries. Conversely, when depression was considered as outcome, the
number of self-reported dental problems was associated with increased likelihood of having
depression. Individuals with six dental conditions self-reported were almost four times as
likely to have depression when compared with those without dental problem [O'Neil et al.,
2014. On the other hand, Anttila et al. [2001] did not found a positive association between
depression and number of decayed tooth surfaces among 55-year-old Finnish adults.

Studies have been discussed that, in addition to the fact that pregnant women are more
susceptible to depression, the hormonal changes that occur during pregnancy tend to increase
and perpetuate existing unhealthy habits, such as increased consumption of carbohydrates and
sugars, and underutilization of dental services due to cultural beliefs and due to the fear of
hurting the baby [Strafford et al., 2008]. These unhealthy habits tend to worsen during a
depressive condition, also aggravating the oral health condition. In addition, the alteration of
salivary immunity provide a favorable environment for bacterial colonization and,

consequently, facilitates the development of dental caries [Anttila et al., 1999].



123

To our knowledge, only McNeil et al. [2016] have tested the influence of depression
on dental caries among pregnant women. A significant effect was observed of depression on
dental caries, although an interaction between these two clinical conditions was not found.
These authors showed that depressed women had significantly high dental caries experience
than their non-depressed pregnant women. This association was found in our study only
when components of DMF-S index were analyzed in separate. Each of these components
(untreated, missed and filled surfaces) refers to different situations in consequence of caries.
While untreated and missed components reflect the absence of treatment of the disease, filled
component indicates access to dental health services to perform treatment. In this way,
considering only all components together can lead to misleading results.

McNeil et al., [2016] discussed significant limitations related to results that they
found, such as a low overall effect sizes, participants with low social and economic conditions
and the not inclusion of important factors related to oral health behavior, for example, dental
care services. Besides that, McNeil et al. [2016] recruited a sample comprised only by
Caucasian women, which preclude generalization of results to other ethnic and racial groups.
In contrast, our study present a representative sample of the 3199 women enrolled during
pregnancy in the 2015 Pelotas Birth Cohort Study in terms of demographic and
socioeconomic conditions and considered data related to oral health behaviors, including use
of dental service and daily flossing use.

In agreement with what has been discussed in the literature, our findings have shown
that depressed women presented higher prevalence of tooth loss due to dental caries and lower
prevalence of filled surfaces. Two issues should be highlighted. Firstly, the main sequel of
untreated dental caries and periodontal disease, in long-term, is tooth loss [Kassebaum et al.,
2014]. Secondly, it is known depression is a cumulative disorder, amplifying its negative
effect with the progression of the mental disease and the increase of severity. Individuals with
severe recurrent depression, due to the adoption of unhealthy habits, are more likely to
develop chronic diseases, such as obesity, diabetes and hypertension, which in turn are
common risk factors for oral diseases [Nascimento et al., 2017; Milaneschi et al., 2018]. In
addition, these individuals tend to underutilize oral health services [Okoro et al., 2012],
aggravating oral health conditions. In contrast, Silveira et al. [2016] found no association
between lifetime and current depression and oral health outcomes in pregnant women,
including tooth loss and oral healthcare utilization, after adjusting for health behaviors and
BMI.
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Prior studies performed on general population have demonstrated a strong association
between depression and tooth loss [Okoro et al., 2012; Urzua et al., 2012; Saman et al., 2014;
Alkan et al, 2015; Roohafza et al., 2015; Wiener et al., 2015]. Additionally, considering poor
oral health as a predictor of depression, a longitudinal study developed by Ehrenthal et al.
[2016] identified tooth loss as a potential risk factor for depression in individuals with
periodontal disease after 13 years of follow-up. These authors discuss that the tooth loss could
mediate the development of depression through psychological, social, and biological
pathways. This issue is reinforced by other longitudinal study [Coles et al., 2011], which
demonstrated that decayed and missing teeth may influence depression primarily through the
psychological constructs of quality of life related-oral health.

Although depression lead to acquisition of harmful habits, as poor oral hygiene habits,
individuals who experience mild episodes of depression are still capable to positively deal
with them living a productive life, which may favor the avoidance of the use of health
services, aggravating the oral health condition [Vigo et al., 2016]. Women with history of
previous mental health problems, mostly during adolescence or young adulthood, are more
likely to have perinatal depressive symptoms and, therefore, they are considered a high-risk
group [Patton et al.,, 2015]. Our findings are in agreement with global prevalence of
depression in low and middle-income countries.

This paper has some limitations that should be drawn. Our study was conducted on
pregnant women, a specific population. Although an association between dental caries and
depression have been found, there are two issues precluding causal and temporal inferences:
a) the cross-sectional design, b) the dental caries variable is a cumulative measure and
depression variable is a current measure. However, literature points out that depression during
pregnancy is strongly associated with previous episodes of depression [Patton et al., 2015]. In
this way, this variable could also be interpreted as a proxy of depression before pregnancy.
Finally, we also strongly recommend that future studies investigate this association
considering a longitudinal design to investigate causal relationship between depression and
dental caries components.

Some strength of our study should be highlighted, since outweigh any limitations. The
oral health sub-study of Pelotas Birth Cohort is a large representative sample enrolling
approximately 2,496 pregnant women. Hence, a large sample size provides robustness and
representativeness to our findings. In addition, oral health was assessed in all participants by
trained and calibrated examiners. Current depression was assessed using the Edinburgh

Postnatal Depression Scale, a validated screening tool widely employed to assess presence
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and intensity of depressive symptoms. Lastly, we considered the effect of pre-pregnancy BMI
on gestational weight gain, which is a very important point to evaluate obesity, a significant
risk factor for both oral health and depression. These findings support our hypothesis that
depression, in long term, could play a role in the presence of dental caries experience in

pregnant women.
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Table 1. Distribution of total sample according to socioeconomic and

demographic characteristics, depression and oral health behaviors in pregnant

women population. Pelotas, RS, Brazil (n =2,496 individuals).

Variable/Category

Total sample

n (%) [CI 95%)]

Dental caries experience
DMFS =0
DMFS > 1

Untreated dental caries
Decayed component = 0
Decayed component > 1
Tooth loss

Missing component =0
Missing component > 1
Treated dental caries
Filling component = 0

Filling component > 1

Age

<20 years

20-34 years

35-46 years
Familiar income

< 1,400

1,408-2,120
2,130-3,500

> 3,540

Skin color

White

Non-white

Current depression
No

Yes

Pre-pregnancy BMI
<185

18.5-24.9

2,496
295 (11.8)
2,201 (88.2)

2,496
1,499 (60.1)
997 (39.9)
2,496

985 (39.5)
1,511(60.5)
2,496

724 (29)
1,772 (71)

2,475
342 (13.8)
1,786 (72.2)
347 (14)
2,479

661 (26.7)
579 (23.4)
626 (25.2)
613 (24.7)
2,472

1,769 (71.6)
703 (28.4)
2,470

2,108 (85.3)
362 (14.7)
2,429

79 (3.3)
1,191 (49)
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25.0-29.9 699 (28.9)
>30 460 (18.9)
Use of dental service at last year 2,461

Yes 1,551 (63)
No 910 (37)
Regular flossing use 2,471

Yes 501 (20.3)

No 1,970 (79.7)
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Table 2. Distribution of total sample according to DMF-S components considering
socioeconomic and demographic characteristics, depression and oral health behaviors in

pregnant women population. Pelotas, RS, Brazil (n =2,496 individuals).

Variable/Category Dental caries experience
Untreated dental caries Tooth loss Filled surfaces
(Decayed component >1) (Missing component >1) (Filling component > 1)
n (%) [CI 95%] n (%) [CI 95%] n (%) [CI 95%)]
Age 2,475
<20 years 152 (44.4) [42.4-46.3] 189 (55.3)  [53.3-57.2]  130(38.1)  [36.1-40.0]
20-34 years 712(39.9) [37.9-41.8] 1,080 (60.5) [58.5-62.4] 1,318 (73.8) [72.0-75.5]
35-46 years 124(35.7) [33.8-37.6] 230(66.3)  [64.4-681]  311(89.6)  [88.3-90.7]
Familiar income 2,479
< 1,400 356 (53.9) [51.9-55.8] 466 (70.5)  [68.7-72.3] 356 (53.9)  [51.9-55.8]
1,408-2,120 257 (44.4) [42.4-46.3] 401 (69.3)  [67.4-71.1]  430(74.3)  [72.5-76.0]
2,130-3,500 241 (385) [36.5-40.3] 383(612)  [59.2-63.1] 456 (72.8)  [71.0-74.5]
> 3,540 133(21.7) [20.1-23.3] 249 (40.6)  [38.6-42.5]  519(84.7)  [83.2-86.1]
Skin color 2,472
White 648 (36.6) [34.7-385] 1,025(57.9) [55.9-59.8] 1,365 (77.2) [75.4-78.8]
Non-white 339 (48.2) [46.2-50.2] 472(67.1)  [65.2-68.9] 391 (55.6)  [53.5-57.5]
Current
depression S
No 800 (37.9) [35.9-39.8] 1,228(58.3) [56.3-60.2] 1,536 (72.9)  [71.1-74.6]

Yes 187 (51.7) [49.7-53.6] 266(735)  [71.6-752]  220(60.8)  [58.8-62.7]




Pre-pregnancy
BMI

<185

18.5-24.9
25.0-29.9

>30

Use of dental
service at last year
Yes

No

Regular  flossing
use

Yes

No

2,429

45 (57)

420 (35.3)
281 (40.2)
215 (46.7)

2,461

562 (36.2)
423 (46.5)

2,471

139 (27.7)
848 (43.1)

[55.0-58.9]
[33.3-37.2]
[38.2-42.1]
[44.6-48.6]

[34.3-38.1]
[44.4-48.4]

[25.9-29.4]
[41.1-45.0]

50 (63.3) [61.3-65.2] 43 (54.4)

653 (54.8)  [52.7-56.7] 877 (73.6)
444 (635)  [61.5-65.4] 499 (71.4)
321(69.8)  [67.9-711.6] 319 (69.4)

569 (62.5)  [60.5-64.4] 529 (58.1)
920 (59.3)  [57.3-612] 1,217 (78.5)

252 (50.3)  [48.3-522] 426 (85)
1,243 (63.1) [61.1-64.9] 1,330 (67.5)

[52.3-56.3]
[71.8-75.3]
[69.5-73.1]
[67.5-71.2]

[56.1-60.0]
[76.8-80.1]

[83.5-86.3]
[65.5-69.3]

134



Table 3. Crude ¢and adjusted 2 prevalence ratios for association between dental caries experience

(DMFS>1) and depression trajectory considering socioeconomic, demographic and oral health-

related characteristics in pregnant women population belonging to the 2015 Pelotas Birth Cohort.

Pelotas, RS, Brazil. Poisson Regression (n=2,496 individuals).

Variable/Category

Crude analysis

RP ¢ (95% Cl)

Block 1
RP 2(95% CI)

Block 1+2
RP2(95% CI)

Block 1+2+3
RP2(95% CI)

Block 1

Age (ref=<20 years)
20-34 years
35-46 years
Familiar
(ref= > 3,540)
2,130-3,500
1,408-2,120
< 1,400

income

Skin  color
White)
Non-white

(ref=

Block 2

Current
(ref= No)
Yes
Pre-pregnancy BMI
(ref=<18.5)
18.5-24.9

25.0-29.9

>30

depression

Block 3

Use of dental service
at last year
(ref="Yes)

No

Regular flossing use
(ref=Yes)

No

1.26 (1.18-1.36)
1.40 (1.30-1.49)

0.96 (0.93-1.01)
0.99 (0.95-1.03)
0.91 (0.87-0.95)

0.93 (0.89-0.96)

0.98 (0.94-1.03)

1.03 (0.94-1.14)
1.05 (0.96-1.16)
1.04 (0.94-1.15)

1.00 (0.97-1.03)

0.96 (0.93-0.99)

1.25 (1.17-1.35)
1.38 (1.29-1.48)

0.99 (0.95-1.02)
1.03 (0.99-1.07)
0.98 (0.94-1.03)

0.95 (0.92-0.99)

1.26 (1.17-1.36)
1.39 (1.29-1.49)

0.95 (0.92-0.99)

1.02 (0.98-1.07)

0.97 (0.89-1.06)
0.96 (0.88-1.06)
0.95 (0.87-1.04)

1.25 (1.16-1.34)
1.37 (1.28-1.47)

0.96 (0.93-0.99)

0.94 (0.91-0.97)

1.01 (0.98-1.04)

-2 log likelihood

4955.7
(Empty model)

4885.1

4782.5

3072.9
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Table 4. Crude © and adjusted @ prevalence ratios for association between untreated dental caries (decayed
component of DMF-S>1) and depression trajectory considering socioeconomic, demographic and oral health-

related characteristics in pregnant women population belonging to the 2015 Pelotas Birth Cohort. Pelotas, RS,

Brazil. Poisson Regression (n=2,496 individuals).

Variable/Category

Crude analysis

RP ¢ (95% Cl)

Block 1
RP 2(95% ClI)

Block 1+2
RP 2(95% ClI)

Block 1+2+3
RP 2(95% ClI)

Block 1

Age (ref=<20 years)

20-34 years 0.89 (0.79-1.02) 1.07 (0.93-1.22)

35-46 years 0.80 (0.67-0.97) 1.08 (0.89-1.29)

Familiar income (ref= >

3,540)

2,130-3,500 1.77 (1.48-2.12) 1.74 (1.45-2.08) 1.68 (1.40-2.01) 1.62 (1.36-1.95)
1,408-2,120 2.04 (1.71-2.43) 1.99 (1.67-2.39) 1.91 (1.59-2.28) 1.81 (1.51-2.16)
< 1,400 2.48 (2.10-2.93) 2.41 (2.02-2.86) 2.27(1.91-2.69)  2.12(1.77-2.52)

Skin color (ref= White)

Non-white
Block 2

Current depression (ref=

1.32 (1.19-1.45)

1.14 (1.03-1.26)

1.13 (1.02-1.25)

1.12 (1.01-1.23)

No)

Yes 1.36 (1.21-1.52) 1.19 (1.06-1.35)  1.18(1.05-1.32)
Pre-pregnancy BMI

(ref=<18.5)

18.5-24.9 0.62 (0.50-0.76) 0.70 (0.57-0.85) 0.71 (0.58-0.87)
25.0-29.9 0.71 (0.57-0.87) 0.77 (0.62-0.95)  0.78 (0.64-0.97)
> 30 0.82 (0.66-1.01) 0.87 (0.70-1.08)  0.89 (0.72-1.10)
Block 3

Use of dental service at
last year

(ref=Yes)

No

Regular flossing use (ref=
Yes)

No

1.28 (1.16-1.41)

1.55 (1.33-1.80)

1.08 (0.98-1.19)

1.28 (1.09-1.49)

-2 log likelihood

3823.8

(Empty model)

3684.7

3568.9

3554.8
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Table 5. Crude ¢ and adjusted @ prevalence ratios for association between tooth loss (missing component of

DMF-S>1) and depression trajectory considering socioeconomic, demographic and oral health-related

characteristics in pregnant women population belonging to the 2015 Pelotas Birth Cohort. Pelotas, RS, Brazil.

Poisson Regression (n=2,496 individuals).

Variable/Category

Crude analysis

RP © (95% CI)

Block 1
RP 2(95% CI)

Block 1+2
RP 2(95% Cl)

Block 1+2+3
RP 2(95% CI)

Block 1

Age (ref=<20 years)

20-34 years 1.09 (0.99-1.21) 1.23 (1.11-1.36) 1.18 (1.06-1.32) 1.19 (1.07-1.33)
35-46 years 1.20 (1.06-1.35) 1.46 (1.29-1.65) 1.38 (1.21-1.57) 1.41 (1.24-1.59)
Familiar income (ref= >

3,540)

2,130-3,500 1.51 (1.34-1.69) 1.51 (1.35-1.69) 1.47 (1.31-1.65) 1.45 (1.29-1.63)
1,408-2,120 1.71 (1.53-1.90) 1.74 (1.56-1.94) 1.69 (1.51-1.88) 1.66 (1.48-1.86)
<1,400 1.74 (1.56-1.93) 1.81 (1.62-2.03) 1.74 (1.55-1.94) 1.71 (1.52-1.91)

Skin color (ref= White)
Non-white

Block 2

Current depression (ref=

1.16 (1.08-1.24)

1.07 (1.00-1.14)

1.06 (0.99-1.13)

1.06 (0.99-1.14)

No)

Yes 1.26 (1.17-1.35) 1.17 (1.08-1.26)  1.16(1.08-1.25)
Pre-pregnancy BMI

(ref=<18.5)

18.5-24.9 0.87 (0.73-1.03) 0.91 (0.77-1.08)  0.92 (0.77-1.09)
25.0-29.9 1.00 (0.84-1.20) 1.00 (0.84-1.19) 1.0 (0.84-1.19)
> 30 1.10 (0.92-1.31) 1.07 (0.89-1.27)  1.07 (0.89-1.28)
Block 3

Use of dental service at
last year

(ref=Yes)

No

Regular flossing use (ref=
Yes)

No

1.05 (0.99- 1.12)

1.25 (1.14-1.38)

0.95 (0.89-1.02)

1.16 (1.05-1.28)

-2 log likelihood

4538.8

(Empty model)

44145

4293.9

4276.1
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Table 6. Crude °and adjusted 2 prevalence ratios for association between filled surfaces (filling component of
DMF-S>1) and depression trajectory considering socioeconomic, demographic and oral health-related

characteristics in pregnant women population belonging to the 2015 Pelotas Birth Cohort. Pelotas, RS, Brazil.

Poisson Regression (n=2,496 individuals).

Variable/Category

Crude analysis

RP ©(95% CI)

Block 1
RP 2(95% CI)

Block 1+2
RP 2(95% CI)

Block 1+2+3
RP 2(95% ClI)

Block 1

Age (ref=<20 years)

20-34 years 1.94 (1.69-2.22) 1.76 (1.54-2.03) 1.79 (1.55-2.07) 1.76 (1.53-2.03)
35-46 years 2.36 (2.05-2.71) 2.08 (1.81-2.39) 2.13 (1.84-2.46) 2.08 (1.79-2.40)
Familiar income (ref= >

3,540)

2,130-3,500 0.86 (0.81-0.91) 0.91 (0.86-0.97) 0.92 (0.87-0.97) 0.96 (0.90-1.01)
1,408-2,120 0.88 (0.83-0.93) 0.96 (0.91-1.02) 0.98 (0.93-1.04) 1.03 (0.97-1.09)
< 1,400 0.64 (0.59-0.69) 0.77 (0.71-0.83) 0.78 (0.72-0.84) 0.83 (0.77-0.89)

Skin color (ref= White)
Non-white

Block 2

Current depression (ref=

1.16 (1.08-1.24)

0.80 (0.75-0.86)

0.82 (0.76-0.88)

0.81 (0.75-0.87)

No)

Yes 0.83 (0.76-0.91) 0.91 (0.84-0.99) 0.93(0.85-1.01)
Pre-pregnancy BMI

(ref=<18.5)

18.5-24.9 1.35 (1.10-1.66) 1.16 (0.97-1.39)  1.13(0.94-1.35)
25.0-29.9 1.31 (1.07-1.61) 1.08 (0.90-1.30) 1.07 (0.89-1.28)
>30 1.27 (1.03-1.57) 1.04 (0.87-1.26) 1.03 (0.85-1.24)
Block 3

Use of dental service at
last year

(ref=Yes)

No

Regular flossing use (ref=
Yes)

No

0.74 (0.69-0.78)

0.79 (0.76-0.83)

0.81 (0.77-0.86)

0.94 (0.90-0.99)

-2 log likelihood

4758.1

(Empty model)

4590.5

4490.5

44495




6 Consideracdes finais

Os achados da presente tese demonstram que:

a) a depressao esta associada as condi¢cdes de saude bucal da populacéo, incluindo
a carie, a perda dentaria, e o edentulismo;

b) a depressdo e a ansiedade ndo estdo associadas com 0 uso de servicos
odontoldgicos na populacédo de adultos e idosos;

c) a depressdo durante a gestacao esteve associada a experiéncia de céarie dentaria
das mulheres, quando considerados em separado os componentes do indice CPO-
S. Gestantes depressivas apresentam maior prevaléncia de carie ndo tratada e de
perda dentaria, e menor prevaléncia de superficies restauradas.

Analisados em conjunto, os resultados desta tese confirmam a hip6tese de
associacdo entre depressdo e saude bucal, onde individuos com sintomas
depressivos apresentaram em geral piores condicbes de saude bucal. Novos
estudos devem ser realizados para confirmar e elucidar esta hipotese,

preferencialmente com delinemanto longitudinal.
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Apresentacdo do Projeto:

Os estudos com delineamento de coorte prospectiva de nascimentos sédo atualmente o desenho
epidemiolégico mais poderoso para investigar as associa¢cdes entre exposicbes precoces na vida e
desfechos futuros em sadde. Estes estudos suportam a perspectiva do ciclo vital ¢ parte do pressuposto de
que o estado de saude em qualquer idade € o resultado ndo so de condicdes atuais, mas também de um
acumulo de condicdes ao longo da vida. Além disso, a influéncia de caracteristicas maternas na saude do
filho vem sendo estabelecida, bem como a relacdo entre a saude bucal da mae e a saude geral e bucal da
crianca durante a vida perinatal. Agravos de saude bucal durante a gravidez podem levar a desfechos de

saude geral adversos, tais como nascimento prematuro e baixo peso ac nascer.

Objetivo da Pesquisa:

Objetivo Primario:

O objetivo geral do presente estudo sera avaliar as condicdes de salde bucal de todas as gestantes da
cidade de Pelotas, parturientes no ano de 2015, cujos filhos serdo participantes da Coorte de nascimentos
de 2015, a fim de avaliar o impacto das condicdes de salde das mées nas condicSes de salide das criancas
ao nascimento e na infancia precoce.

Objetive Secundario:
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- Avaliar a prevaléncia e severidade das doencas carie e periodontal em todas as gestantes que dardo a
filhos no ano de 2015;

- Avaliar o impacto das condi¢bes de salide bucal da m&e sobre os resultados adversos da gravidez;

- Avaliar a ocorréncia de lesdes de mucosa bucal nas gestantes;

- Avaliar o uso de servicos de salde bucal e as informacdes recsbidas em relacéo a prevencéo da salde

bucal durante a gravidez;

Avaliagdo dos Riscos e Beneficios:

Riscos:

O trabalho oferece riscos minimos.

Beneficios:

Considerando a avaliacdo bucal na sua integralidade, as lesdes bucais que necessitarem de exames
complementares (ex.: bidpsia) ou ndo e, consequentemente, de respectivo tratamento deverédo ser
encaminhadas para o servico especializado (CDDB/FOP/UFPel). Assim como, portadora de condicéo
sistémica, com diagnodstico oriundo do exame bucal, que represente risco para o par (mée-filho) devera ser

encaminhada para o servi¢o publico de salde referéncia.

Comentarios e Consideragdes sobre a Pesquisa:

A pesquisa é de relevancia clinica e epidemiolégica.

QO estudo proposto sera aninhado em um estudo prospectivo investigando as condi¢des gerais e bucais de
salde de individuos a longo prazo. Cerca de 4.000 nascimentos sdo esperados em Pelotas no anc de 2015
e todas as mulheres gravidas da cidade que terdo bebés em 2015 serdo convidadas a participar do estudo.
Serdo coletados dados sobre estado geral de salde, como informacdes referentes ao atendimento pré-
natal, histéria reprodutiva, utilizacdo dos servigos de saude, morbidades durante a gravidez e consumo de
medicamentos, habitos de vida, incluindo fumo, alcool, drogas e cafeina e sobre a préatica de atividade fisica
e informacdes sociodemograficas, através de um questionario previamente estruturado, que também incluira
uma secéo de salde bucal, com questdes sobre a utilizacéo de servicos de salde bucal, a histdéria de medo
dental, autopercepcéo da necessidade de tratamento odontolégico e habitos de higiene bucal. Também,
variaveis antropométricas (peso e altura) serao coletadas na forma de autorrelato pelas gestantes. Exames
clinicos de saude bucal serdo realizados entre a 16a e 24dasemanas de gravidez por examinadores
treinados e calibrados (Kappa>0,60). Os exames serdoc realizados nos
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domicilios dos participantes, com uso de luz artificial (fotéforos acoplados a cabeca), material de exame
(espelho plano, sondas periodontais, espatulas de madeira e gaze) devidamente esterilizado. Todos os
examinadores, cirurgides dentistas, pds-graduandos em Odontologia ou Epidemiologia, estaréo
devidamente paramentados respeitando as normas de biosseguranca preconizadas pela Organizacéo
Mundial da Saude.

Consideracdes sobre os Termos de apresentagdo obrigatéria:

OK

Recomendacdes:
OK

Conclusdes ou Pendéncias e Lista de Inadequacdes:
OK

Situacao do Parecer:
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Apéndice A - Entrevista Contato Inicial

COORTE DE 2015
ACOMPANHAMENTO PRE-NATAL
ENTREVISTA CONTATO INICIAL

O,
<

o
m
m
o
AN

)

Bt

— T T

CRITERIOS DE ELEGIBILIDADE

0a.A Sra.reside na zona urbana de Pelotas ou no bairro Jardim

_ Ameérica? ] N_élo 0
SE NAO, ENCERRAR QUESTIONARIO Sim 1
~ Ob. A Sra. lembra da data da Ultima menstruagéo? Na&o 0
SE NAO, PULAR PARA 0D Sim 1
Oc. Qual a data da sua ultima menstruacao?
Se sabe data da dltima menstruacdo, preencher automaticamente Oe S S S
(algoritmo = DUM + 280 dias). Se ndo sabe, perguntar Oe. -
Ocl. A Sra. tem certeza da data da sua Ultima menstruacédo? 'gl?nc; 2
0d. DPP registrada na carteira da gestante / /
Solicitar a carteira da gestante e anotar a data provavel do parto —_—
(DPP)
Oe. Qual a data provavel do parto?
_
SE DPP FOR ENTRE 15/12/2014 E 19/05/2016 - CONVIDE A .
GESTANTE PARA PARTICIPAR DO ESTUDO
0f. Data e horario de inicio da entrevista a / /

0g. A gravidez tem quantas semanas?




165

BLOCO IDENTIFICACAO

2.Codigo da entrevistadora:

3.Local de captacdo 1 Laboratdrio de analises clinicas 3a. Se sim, qual?
da gestante

2 Clinica de Ultrassom 3b. Se sim, qual?
Essa questdo nédo deve
ser lida para a 3 Unidade de saude 3c. Se sim, qual?
gestante
4 Médico particular 3d. Se sim, qual?
5 Ambulatério 3e. Se sim, qual?
6 Outro? 3f. Se sim, qual?

5.Qual é o seu nome completo?

6.Qual € o seu nimero do CPF?

7.Qual é o seu nimero do cartdo SUS?

8.Qual € asua data de nascimento?

Y S S
9.Qual é a sua idade? ______anos
10.Qual é onome completo da sua

méae?
BLOCO CARACTERISTICAS DA MAE
Agora vamos falar um pouco sobre a Sra.
11.A Sra. mora com marido ou companheiro? Né&o 0
Sim1
12.A Sra. mora com filhos? Quantos?
(0=NAO, NENHUM) ____ filhos
13.A Sra. mora com outros familiares ou outras pessoas?
Quantos? ____ familiares
(0=NAO, NENHUM)
13a. A Sra. ja engravidou antes? Néo 0
SE NAO QU IGN > 14 Sim 1
IGN 9 (.a)
13b. A Sra. teve algum parto prematuro? N&o 0
Sim1

IGN 9 (.a)
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13c. A Sra. teve algum aborto? N&o 0
Sim1
IGN 9 (.a)

14.Até que ano a Sra. completou na escola?
SE CURSOU 3° ANO DO ENSINO MEDIO OU MAIS - 14C
DEMAIS RESPOSTAS > 16

14a.Grau: Fundamental/primeiro
grau 1

Ensino médio/segundo

grau 2

Né&o estudou8

IGN 9 (.a)

14b.Ano: 1°anol
2° ano2

3%ano3

4° ano4

5% ano5

6° ano6

7° ano7

8% ano8

9% ano9

IGN 99(.a)

14c. A Sra fez faculdade? Ndo 0

SE NAO OU IGN = 16 Sim 1
IGN 9 (.a)

15.A Sra. completou a faculdade? N&o 0
SE NAO OU IGN =2 16 Sim 1
IGN 9 (.a)

15a.A Sra. fez pés-graduacao? N&o 0
SE NAO OU IGN = 16 Sim 1
IGN 9 (.a)

15b. Qual o ultimo nivel de pds-graduacdo que a Sra. completou? Especializacdo 1
(ler opcdes de resposta) Mestrado2
Doutorado3

16.Cor da gestante branca 1
(apenas observar) preta 2
amarela 3

parda/morena 4

indigena 5

IGN 9 (.a)
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17.A sua cor ou raca é: branca 1
(ler TODAS as alternativas menos IGN antes de anotar a resposta da preta 2
mae) amarela 3
parda/morena 4
indigena 5
IGN 9 (.a)
17a. Sem contar sua atividade em casa ou no emprego, N&o 0
_ atualmente a Sra. faz algum tipo de exercicio fisico regular? Sim 1
SE NAO OU IGN =21 IGN 9 (.a)
17b. Quantos dias por semana?
__dias
17¢. Quanto tempo em média por dia? ______minutos
BLOCO PRE NATAL

Agora vamos conversar sobre a gravidez.

21.A Sra. planejou ter este filho ou engravidou sem querer? Planejou 1

SE PLANEJOU 2 21A

Sem querer 2
Mais ou menos 3

DEMAIS RESPOSTAS > 21B IGN 9 (.a)
21a. A senhora fez fertilizacdo artificial para engravidar nesta N&o 0
gestacao? Sim 1

IGN 9 (.a)

21b. A senhora esta esperando gémeos? N&o 0
Sim1

IGN 9 (.a)

22.A Sra. esta fazendo pré-natal? Né&o 0

SE NAO > 24 Sim 1

23.Qual o local onde a Sra. esta fazendo pré-natal?

23a. SE posto de saude > nome

23b. SE outro local ->

Posto de salde 1
Ambulatério da
UCPEL 2
Ambulatério HE
UFPEL 3

qual Faculdade de medicina

4
Ambulatério
Beneficéncia 5

Consultério médico 6

Outro 7
IGN 9 (.a)

24.Qual era seu peso antes de engravidar?
(999.9 (.a)=IGN)

kg
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25.Qual € o seu peso agora?

(999.9 (.a)=IGN) kg
25a. Qual é a sua altura? cm
(999(.a)=IGN) —
36. A Sra. pretende amamentar seu filho no peito? Néo 0
SE NAO OU IGN - 38 Sim1
IGN 9 (.a)
37. Até que idade a Sra. pretende dar o peito? meses
(77=enquanto ele quiser; 78=enquanto tiver leite; 99=IGN) —
38. A Sra. teve ciclos menstruais regulares (24 a 32 dias) nos trés Néo 0
meses anteriores a sua gestacao? Sim1
IGN 9 (.a)
39. A Sra. usou anticoncepcionais hormonais, como pilula e N&o 0
injecdo, nos dois meses anteriores a sua gestagéo atual? Sim1
IGN 9 (.a)
40. A Sra. estava amamentando nos dois meses anteriores a sua Né&o 0
gestacdo atual? Sim1
NSA 8 (.b)
NSA = gestante nunca engravidou antes IGN 9 (.a)
Agora eu gostaria de perguntar sobre quando a Sra. nasceu.
41. A Sra. nasceu com menos de 2,5 Kg? Né&o 0
Sim 1
IGN 9 (.a)
42. A Sra. nasceu prematura? Né&o 0
Sim1
IGN 9 (.a)
BLOCO MORBIDADES PRE-GESTACIONAIS
Agora vamos falar sobre doencas que a senhora tinha antes desta gravidez.
Antes dessa gravidez a senhora tinha ou teve: (0=pgo 1=sim 9 (.a)=IGN
43. 0 1 (.2)=IGN
Anemia
44. 0 1 (.2)=IGN
Depresséo
45. 0 1 (.2)=IGN
Diabetes ou aglcar no sangue
46. 0 1 (.2)=IGN
Pressdo alta ou hipertenséo
4r. 0 1 (.2)=IGN

Doenca na tireoide
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48. 0 1 9 (.2)=IGN
Outros problemas endocrinol6gicos ou
glandulares

49. 0 1 9 (.2)=IGN
Doenca cardiaca

50. 0 1 9 (.2)=IGN
Asma ou bronquite

ol. 0 1 9 (.2)=IGN
ProteinUria ou doenca nos rins ou
doenca renal cronica

52. 0 1 9 (.2)=IGN
Qualquer tipo de cancer

53. 0 1 9 (.2)=IGN
Lupus

4. 0 1 9 (.2)=IGN
Qualquer doenca de coagulacéo
sanguinea incluindo anemia falciforme

55. 0 1 9 (.2)=IGN
Epilepsia

56. 0 1 9 (.2)=IGN
HIV ou AIDS

S7. 0 1 9 (.2)=IGN
Tuberculose

58. 0 1 9 (.2)=IGN

Qualquer anormalidade congénita ou
doenca genética

9. 0 1 9 (.2)=IGN
Doenca de Crohn, doenga celiaca, colite
ulcerativa, qualquer problema severo de
ma absorcdo ou intolerancia a lactose
moderada

60. 0 1 9 (.2)=IGN
Qualquer outro problema de saude
importante

61.
SE SIM = Qual?

E agora, durante esta gestacdo, a senhora apresentou até 0 momento algum destes problemas de

saude:
0=ndo 1=sim 9 (.a)=IGN
61a.Pressdo alta ou hipertenséo 0 1 9 (.a)=IGN
61b. Diabetes ou agucar no sangue 0 1 9 (.a)=IGN
61c. Sangramentos frequentes 0 1 9 (.a)=IGN
61d. Alguma doenga cardiaca 0 1 9 (.a)=IGN
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61e. Alguma incapacidade fisica que a 0 1 9 (.a)=IGN
impeca de fazer exercicios

BLOCO USO DE MEDICAMENTOS
Idade gestacional:
1° trimestre (1 a 3 meses): até 132 semana 1
2° trimestre (4 a 6 meses): da 142 a 272 semana 2
3° trimestre (7 a 9 meses): da 282 semana em diante 3

Agora vamos falar sobre os remédios que a Srausou desde o inicio da gestacdo, sem contar
vitaminas e ferro, mesmo que tenha sido uma Unica vez, e até mesmo aqueles usados antes de
engravidar, mas que continuou usando agora.

Nao se esquecada pilula, dagueles remédios usados para enjoo, azia, dor, tratamento de infec¢cdo
urinaria, infec¢do por baixo, pressao alta ou diabetes.

62. A Sra. usou ou esta usando algum remédio desde o N&o 0
N inicio da gravidez até agora? Sim1
SE NAO OU IGN - 64 IGN 9 (.a)

63. Quais 0s nomes dos remédios que a Sra. usou ou esta usando desde o inicio
dessa gravidez?
Se usou, mas ndo sabe o nome, perguntar: “Lembra para o que foi usado o
remédio?” Anotar: “Remédio para XXX

63rla. Remédio 1:

63r2a. Remédio 2:

63r3a. Remédio 3:

63rd4a. Remédio 4:

63r5a. Remédio 5:

63r6a. Remédio 6:

63r7a. Remédio 7:

63r8a. Remédio 8:

63r9%. Remédio 9:

63rl10a. Remédio 10:

63a. Numero total de remédios usados =

(SOLICITAR QUE APRESENTE CAIXA, EMBALAGEM OU RECEITA DOS REMEDIOS
CITADOS)

63rla. Agora vamos falar sobre o<nome Remedio
1>
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63rlab. Apresentacdo de caixa, embalagem ou receita? Né&o 0
Essa questdo ndo deve ser lida para a gestante. Sim1

63rlb. Quem lhe indicou? Médico que acompanha a
gestagéo 1

Outro médico ou dentista

2

Outra pessoa ou a propria

3

IGN 9 (.a)

63rlc. A Sra. usou este remédio no primeiro trimestre, ou N&o 0
seja, até a 132 semana de gestacao? Sim1
IGN 9 (.a)
SE NAO OU IGN - 63rle
Se a gestante estiver no primeiro trimestre, ndo perguntar e
marcar sim.

63rld. Durante quantos dias, em todo o 1° trimestre, a  Até 7 dias no trimestre 1
Sra. usou este remédio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre 3

31 a 60 dias no trimestre 4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63rle. A Sra. usou este remédio no 2° trimestre, ou seja, N&o 0

entre a 14 e a 272 semana de gestacdo? Sim1

NSA 8 (.b)

SE NAO, NSA OU IGN 63r2a IGN 9 (.a)
63r1f. Durante quantos dias, em todo o 2° trimestre, a Sra.  Até 7 dias no trimestre 1

usou este remédio? N&o precisam ser dias seguidos.. 8 a 14 dias no trimestre 2

15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre

5

IGN 9 (.a)

63rlg. A Sra. usou este remédio no 3° trimestre, ou seja, Néo 0

da 28?2 semana de gestacdo em diante? Sim1

NSA 8 (.b)

SE NAO, NSA OU IGN 263r2a IGN 9 (.a)
63rlh. Durante quantos dias, em todo o 3° trimestre, a  Até 7 dias no trimestre 1

Sra. usou este remédio? N&o precisam ser dias seguidos.. 8 a 14 dias no trimestre 2

15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre
5

IGN 9 (.a)

63r2ab. Apresentacdo de caixa, embalagem ou receita? Nao 0
Essa questdo ndo deve ser lida para a gestante. Sim1
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63r2b. Quem lhe indicou?

Médico que acompanha a
gestagéo 1

Outro médico ou dentista
2

Outra pessoa 3

IGN 9 (.a)

63r2c. A Sra. usou este remedio no 1° trimestre, ou seja,
até a 132 semana de gestacdo?

SE NAO OU IGN - 63r2e
Se a gestante estiver no primeiro trimestre, ndo perguntar e
marcar sim.

Nao 0
Sim1
IGN 9 (.a)

63r2d. Durante quantos dias, em todo o 1° trimestre, a
Sra. usou este remédio? N&o precisam ser dias seguidos.

Até 7 dias no trimestre 1
8 a 14 dias no trimestre 2
15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre

5

IGN 9 (.a)

63r2e. A Sra. usou este remeédio no 2° trimestre, ou seja, Néo 0

entre a 142 e a 272 semana de gestagédo? Sim1

SE NAO, NSA OU IGN -63r3a NSA 8 (.b)
IGN 9 (.a)

63r2f. Durante quantos dias, em todo o 2° trimestre, a Sra.
usou este remédio? N&o precisam ser dias seguidos..

Até 7 dias no trimestre 1
8 a 14 dias no trimestre 2
15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre

5

IGN 9 (.a)

63r2g. A Sra. usou este remédio no 3° trimestre, ou seja, N&o 0

da 28? semana de gestacdo em diante? Sim1

SE NAO, NSA OU IGN —>63r3a NSA 8 (.b)
IGN 9 (.a)

63r2h. Durante quantos dias, em todo o 3° trimestre, a
Sra. usou este remédio? N&o precisam ser dias seguidos..

Até 7 dias no trimestre 1
8 a 14 dias no trimestre 2
15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre
5

IGN 9 (.a)

63r3ab. Apresentacao de caixa, embalagem ou receita?
Essa questdo ndo deve ser lida para a gestante.

Nao 0
Sim1

63r3b. Quem lhe indicou?

Médico que acompanha a
gestagéo 1

Outro médico ou dentista
2

Outra pessoa 3

IGN 9 (.a)
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63r3c. A Sra. usou este remeédio no 1° trimestre, ou seja, Né&o 0
até a 132 semana de gestacdo? Sim1
IGN 9 (.a)

SE NAO OU IGN - 63r3e
Se a gestante estiver no primeiro trimestre, ndo perguntar e
marcar sim.

63r3d. Durante quantos dias, em todo o 1° trimestre, a  Até 7 dias no trimestre 1
Sra. usou este remédio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre 3

31 a 60 dias no trimestre 4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63r3e. A Sra. usou este remédio no 2° trimestre, ou seja, Né&o 0

entre a 14 e a 272 semana de gestacdo? Sim1

SE NAO, NSA OU IGN 264 NSA 8 (.b)
IGN 9 (.a)

63r3f. Durante quantos dias, em todo o 2° trimestre, a Sra.  Até 7 dias no trimestre 1

usou este remédio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2

15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre

5

IGN 9 (.a)

63r3g. A Sra. usou este remédio no 3° trimestre, ou seja, Né&o 0

da 28? semana de gestacdo em diante? Sim1

SE NAO, NSA OU IGN 64 NSA 8 (.b)
IGN 9 (.a)

63r3h. Durante quantos dias, em todo o 3° trimestre, a  Até 7 dias no trimestre 1

Sra. usou este remédio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2

15 a 30 dias no trimestre 3
31 a 60 dias no trimestre 4
+ de 60 dias no trimestre
5

IGN 9 (.a)

Agora vou lhe perguntar sobre a utilizacdo de calcio, acido folico, sais de ferro e
vitaminas.

64. A Sra. usou ou esta usando alguma vitamina, célcio, Néo 0

acido folico ou sais de ferro desde que ficou gravida? Sim1

SE NAO OU IGN 66 IGN 9 (.a)
65vlab. Apresentacdo de caixa, embalagem ou Nao 0
receita? Sim1

65v1b. Qual o motivo do uso? Rotina ou prevencéao 1

LER OPCOES 1A 3 Anemia 2
Falta ou deficiéncia de

vitaminas 3

Outro motivo 4
IGN 9 (.a)
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65v1c. Quem lhe indicou? Médico ou enfermeiro que
acompanha a gestagéo 1

Outro médico ou enfermeiro 2

Outra pessoa ou a propria 3

IGN 9 (.a)
65v1d. Este remédio é em forma de comprimido, Dragea/comprimido/cdpsula 1
gotas ou liquido? Gotas 2
Liquido/ml 3
IGN 9 (.a)
65vle. Qual o n° de <comprimido OU gotas OU ml>
usadas por vez? —
IGN 99 (.a)
1 colher chd =5 mi
1 colher sobremesa = 10 ml
1 colher sopa = 15 ml
65v1f.Quantas vezes ao dia? —
IGN 99 (.a)
65v1g. Quantos dias por semana foi ou é usado?
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou estda| N&o =0 | Sim=1 | IGN=9
usando este remédio? (.a)
65v1h. 1° trimestre (até 132 semana) 0 1 9
65Vv1i. 2° trimestre (entre a 142 a 272 semana) 0 1 9
65v1j 3° trimestre (282 semana em diante) 0 1 9
65v2a. Agora vamos falar sobre a(o) <nome Vitamina
2>
65v2ab. Apresentacdo de caixa, embalagem ou N&o 0
receita? Sim 1
65v2b. Qual o motivo do uso? Rotina ou prevengdo 1
LER OPCOES 1A 3 Anemia 2
Falta ou deficiéncia de
vitaminas 3
Outro motivo 4
IGN 9 (.a)
65v2c. Quem lhe indicou? Médico ou enfermeiro que

acompanha a gestacao 1
Outro medico ou enfermeiro 2
Outra pessoa 3

IGN 9 (.a)

65v2d. Este remédio é em forma de comprimido, Dragea/comprimido/céapsula 1
gotas ou liquido? Gotas 2
Liquido/mL3

IGN 9 (.a)
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65v2e. Qual o n° de <comprimido OU gotas OU ml>
usadas por vez?

IGN 99 (.a)
1 colher chd =5 ml
1 colher sobremesa = 10 ml
1 colher sopa = 15 ml
65v2f.Quantas vezes ao dia?
IGN 99 (.a)
65v2g. Quantos dias por semana foi ou é usado?
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou estd| N&o =0 | Sim=1 | IGN=9
usando este remédio? (.a)
65v2h. 1° trimestre (até 132 semana) 0 1 9
65Vv2i. 2° trimestre (entre a 142 a 272 semana) 0 1 9
65v2j 3° trimestre (282 semana em diante) 0 1 9
65v3a. Agora vamos falar sobre a(o)<nome Vitamina
3>
65v3ab. Apresentacdo de caixa, embalagem ou N&o 0
receita? Sim 1
65v3b. Qual o motivo do uso? Rotina ou prevengao 1
LER OPCOES 1A 3 Anemia 2
Falta ou deficiéncia de
vitaminas 3
Outro motivo 4
IGN 9 (.a)

65v3c. Quem lhe indicou?

Médico ou enfermeiro que
acompanha a gestagéo 1

Outro médico ou enfermeiro 2

Outra pessoa 3
IGN 9 (.a)

65v3d. Este remédio é em forma de comprimido,

Dragea/comprimido/cépsula 1

gotas ou liquido? Gotas 2
Liquido/mL3
IGN 9 (.a)
65v3e. Qual 0 n° de <comprimido OU gotas OU mlI>
usadas por vez? —
IGN 99 (.a)
1 colher chd =5 ml
1 colher sobremesa = 10 ml
1 colher sopa = 15 ml
65v3f.Quantas vezes ao dia?
IGN 99 (.a)

65v3g. Quantos dias por semana foi ou é usado?

IGN 9 (.a)
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Em que trimestre(s) da gravidez a Sra. usou ou estd| Nao = Sim=1 | IGN=9
usando este remédio? (.a)
65v3h. 1° trimestre (até 132 semana) 0 1 9
65v3i. 2° trimestre (entre a 142 a 272 semana) 0 1 9
65v2j 3° trimestre (282 semana em diante) 0 1 9
65. A Sra. ja usou ou esta usando um dos seguintes
remédios desde que ficou grévida: progesterona, Né&o 0
evocanil, duphaston ou utrogestan? Sim1
IGN 9 (.a)

SE NAO OU IGN =70

66. Qual o motivo do uso?

Prevenir aborto 1
Ja tive um filho prematuro 2

67a. SE OUTRO > Tive ameaca de parto
Qual? prematuro 3
Outro 4
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou esta usando | Né&o = Sim=1 | IGN=9
este remédio? (.a)
67. 1° trimestre 0 1 9
68. 2° trimestre 0 1 9
69a. 3° trimestre 0 1 9
BLOCO CARACTERISTICAS DO PAI
Agora vamos conversar um pouco sobre o pai do bebé.
69. A Sra. pode informar 0 nome do pai do bebé? Néo 0
Sim1
70a. Qual o nome do pai do bebé?
SE NAO, IR PARA QUESTAO 70b
70b. Por qué?
Né&o sei 1
SE NAO SABE, IR PARA A QUESTAO 185. Nao quero falar 2
SE NAO QUER FALAR, IR PARA A QUESTAO 71.
70. Qual a idade dele? AN0S
(88=pai falecido ou desconhecido; 99=IGN) —
71. Até que ano ele completou na escola?
SE CURSOU 3° ANO ENSINO MEDIO OU MAIS = 72C
DEMAIS RESPOSTAS > 74
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72a. Grau:

Fundamental/primeiro
grau 1

Ensino médio/segundo
grau 2

Né&o estudou8

IGN 9 (.a)

72b.Ano:

1°anol
2° ano2
3%ano3
4° ano4
5% ano5
6° ano6
7° ano7
8° ano8
9% ano9
IGN 99 (.a)

72c. Ele fez a faculdade?
SE NAO QU IGN = 74

Nao 0
Siml
IGN 9 (.a)

72. Ele completou a faculdade?
SE NAO OU IGN = 74

Nao0
Sim1l
IGN 9 (.a)

73a.Ele fez p6s-graduacgdo?
SE NAO OU IGN = 74

Nao0
Sim1
IGN 9 (.a)

73b. Qual o ultimo nivel de pds-graduacdo que ele
completou?
Ler opcdes de resposta

Especializacdo 1
Mestrado?2
Doutorado3

73. Qual é a cor ou raga do pai do bebé?

Ler as TODAS as alternativas menos IGN antes de anotar a
resposta da méae

branca 1

preta 2

amarela 3
parda/morena 4
indigena 5

IGN 9 (.a)

74. O pai do bebé ja teve asma ou bronquite?

Nao0
Siml
IGN 9 (.a)
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BLOCO TABAGISMO

Agora vamos falar um pouco sobre cigarro.

185. A Sra. fumou nos trés primeiros meses da gravidez? Né&o 0

SE NAO OU IGNORADO - 187 Sim 1
IGN 9 (.a)

186. Quantos cigarros, em média, a Sra. fumou por dia, nos -

trés primeiros meses da gravidez? cigarros

IGN 999 (.a)

187. Atualmente, a Sra. fuma? N&o 0

SE NAO OU IGNORADO 189 Sim 1
IGN 9 (.a)

188. Quantos cigarros, em média, a Sra. fuma por dia? .
cigarros

IGN 999 (.a)

189. Seu marido/companheiro fuma? Né&o 0
Sim1

NSA = gestante ndo mora com marido/companheiro NSA 8 (b)
SE NAO OU IGNORADO - 191 IGN 9 (2)
190. Quantos cigarros por dia, em média, seu .
marido/companheiro fuma? cigarros

IGN 999 (.a)

191. Tem alguém que mora na mesma casa e fuma perto da N&o 0

Sra.? Sim1

SE NAO OU IGNORADO =217 IGN 9 (.a)
192. Quantas pessoas? _______ pessoas

IGN 99 (.a)

BLOCO DADOS PARA CONTATO

Neste momento, lembrar a gestante de que este é um estudo de acompanhamento e que
nos gostariamos de falar com ela de novo dentro de alguns meses. Para isso, precisamos
de informacdes detalhadas de endereco e telefone. Lembrar que estes dados serdo usados
EXCLUSIVAMENTE para futuros contatos e apenas os coordenadores do projeto terdo

acesso a eles
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217.Qual o seu endereco completo?
217a. Tipo
217b. Titulo
217c. Nome
217d. Numero
217e. Complemento

217f. CEP
217g. Referéncia
217h. Bairro
218.Se a Sra. tem telefone em casa, qual o nimero?
(00)0000-0000 = nao tem telefone (D I

219.Se a Sra. tem telefone celular, qual o nimero?
(00)0000-0000 = nao tem telefone (_ -

220.A Sra. tem endereco de e-mail? Se sim, qual?

(0=NAO TEM)
221.A Sra. tem facebook?
N&o 0
Sim 1
IGN 9 (.a)
222.Alguém da casa tem telefone celular? Né&o 0
SE NAO = 226 Sim 1
223.Nome da pessoa:
224.Relacdo com a gestante: companheiro 1
pai/mae 2
avb/avo 3
tio/tia 4
irmao/irmé 5
outro 6

225.Qual o nimero?

- -
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226.Ha outra pessoa da casa ou proxima que tenha
telefone?
SE NAO = 230

227.Nome da pessoa:
228.Relacdo com a gestante :

Né&o 0
Sim 1

companheiro 1
pai/mae 2
avo/avo 3

tio/tia 4
irmao/irmé 5
vizinho 6
outro 7

229.Qual o nimero?

cC- ) -

230. A Sra. pretende ficar morando nesta casa nos
proximos meses ou vai morar em outra casa?
SE VAI CONTINUAR NA MESMA CASA = 233

vai morar na mesma casa 1
vai morar em outro lugar 2

230a. A Sra. sabe 0 novo endereco?
SE NAO = 233

Nao 0
Sim 1

231.Qual o endereco para onde a Sra. vai?
23la. Tipo

231b. Titulo

231c. Nome

231d. NUmero

231e. Complemento

231f. CEP

231g. Referéncia

231h.Bairro

232. Se tem telefone nesta casa, qual o nUmero?
(00)0000-0000 = nao tem telefone
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233. A Sra. poderia nos fornecer o enderec¢o de um outro
parente, para o caso de termos dificuldade em encontrar a
Sra. no futuro?

SE NAO =237

233a. Tipo

233b. Titulo

233c. Nome

233d. Namero

233e. Complemento

233f. CEP

233g. Referéncia

233h. Bairro
234.Nome do parente:
235.Relacdo com a gestante:

Nao 0
Sim1

companheiro 1
pai/mae 2
avb/avo 3
tio/tia 4
irmao/irma 5
outro 6

236. Se este parente tem telefone, qual o nimero?
(00)0000-0000 = nao tem telefone

237. A Sra. poderia nos fornecer o enderego do seu trabalho ou
do trabalho de outro familiar?

SE NAO > 238

237a. Tipo
237h.Titulo
237c.Nome

237d. Numero
237e. Complemento
237f. CEP

237g. Referéncia
237h. Bairro

Nao 0
Sim1
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238. Podemos deixar agendada uma nova
entrevista?
Né&o 0
SESIM>238aAnotardata /| |/ Sim 1
238b. Anotar local:
238c. Anotar horario:
Eu gostaria de ver sua carteira de pré-natal para anotar alguns dados.
249. A Sra. estd com a carteira da gestante, carteira de vacinacéo Néo 0
ou exames? Sim1
IGN 9 (.a)
SE SIM > PREENCHER FORMULARIO
SE NAO OU IGN > Encerra questionario




Apéndice B — Entrevista Contato Janela

COORTE DE 2015

ENTREVISTA JANELA

ACOMPANHAMENTO PRE-NATAL L@}a

CRITERIOS DE ELEGIBILIDADE

Oa. A Sra. reside na zona urbana de Pelotas ou no bairro
Jardim América?
SE NAO, ENCERRAR QUESTIONARIO

Nao 0
Sim 1

Ob. A Sra. lembra da data da Ultima menstruacao?
SE NAO, PULAR PARA 0D

Nao 0
Sim1

Oc. Qual a data da sua Gltima menstruacao?

Se sabe data da ultima menstruacdo, preencher automaticamente
Oe (algoritmo = DUM + 280 dias). Se ndo sabe, perguntar Oe.

Ocl. A Sra. tem certeza da data da sua ultima

menstruacao?

0d. DPP registrada na carteira da gestante

Solicitar a carteira da gestante e anotar a data provavel do parto
(DPP)

Oe. Qual a data provavel do parto?

SE DPP FOR ENTRE 15/12/2014 E 19/05/2016 - CONVIDE A
GESTANTE PARA PARTICIPAR DO ESTUDO

0f. Data e horario de inicio da entrevista

0g. A gravidez tem quantas semanas?
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BLOCO IDENTIFICACAO

4.Numero de identificacdo da gestante

ETIQUETA
5.Cadigo da entrevistadora: L
18.Qual é o seu nome completo?
19.Qual é o seu numero do CPF?
20.Qual é o seu numero do cartdo SUS?
21.Qual é a sua data de nascimento? L
22.Qual é a sua idade? anos
23.Qual é o nome completo da sua mée?
BLOCO PRE NATAL
Agora vamos conversar sobre a gravidez.
22.A Sra. esté fazendo pré-natal? Né&o 0
SE NAO - 24 Sim 1

23.Qual o local onde a Sra. esté4 fazendo pré-natal?
23a. SE posto de saude - nome

23b. SE outro local - qual

Posto de salde 1
Ambulatério da UCPEL 2
Ambulatério HE UFPEL 3
Faculdade de medicina 4
Ambulatério Beneficéncia 5
Consultério médico 6

Outro 7
IGN 9 (.a)
24.Qual era seu peso antes de engravidar? K
(999.9 (.2)=IGN) g
25.Qual é o seu peso agora? K
(999.9 (.a)=IGN) g
26.Durante o pré-natal, a Sra. ja fez a vacina contra <
. Néo 0
0 tétano? .
Sim1

SE SIM, SE JA VACINADA OU SE IGN = 29

Jé era vacinada 2
IGN 9 (.a)
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27.Por que a Sra. néo fez a vacina contra o O médico ndo indicou 1
tétano? O medico indicou, mas eu ndo quis fazer 2

O medico indicou, mas ndo tinha no posto

3

Outro motivo - qual? 27a. O médico indicou, mas quando fui fazer

no posto, o profissional de satde falou que
n&do era preciso 4

IR PARA QUESTAO 29 Outro motivo 7
Jé era vacinada 8
IGN 9 (.a)

29.Durante o pré-natal, a Sra. fez a vacina contra «
hepatite B? N.a 00
Sim1
SE SIM = 31 Ja era vacinada 2
SE JA VACINADA OU SE IGN = 32 IGN 9 ()
30.Por que a Sra. ndo fez a vacina contra a O médico ndo indicou 1
hepatite B? O médico indicou, mas eu ndo quis fazer 2
O médico indicou, mas ndo tinha no posto
3
Outro motivo - qual? 30a. O médico indicou, mas quando fui fazer

no posto, o profissional de saltde falou que
n&o era preciso 4

IR PARA QUESTAO 32 N&o foi preciso, porque o médico solicitou
exame e deu positivo 5
Outro motivo 7

IGN 9 (.a)

31.Quantas doses da vacina contra a hepatite B
recebeu? ___doses
(n=n° de doses; 9=IGN)

32.Durante o pré-natal, a Sra. fez a vacina contra a

: Nao 0
gripe?

Sim1

SE SIM OU SE IGN = 34 IGN 9 (.a)
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33.Por que a Sra. ndo fez a vacina contra a O medico ndo indicou 1
gripe? O médico indicou, mas eu ndo quis fazer 2

O medico indicou, mas ndo tinha no posto

3

Outro motivo — qual? 33a. O médico indicou, mas quando fui fazer

no posto, o profissional de saude falou que
n&do era preciso 4

N&o estava na época da campanha 6

Outro motivo 7

Jé era vacinada 8

IGN 9 (.a)

34.Durante o pré-natal, a Sra. fez a vacina contra a Néo 0
coqueluche? Sim1

SE SIM OU SE IGN = 62 IGN 9 (.a)
35.Por que a Sra. ndo fez a vacina contra a O médico ndo indicou 1
coqueluche? O médico indicou, mas eu ndo quis fazer 2

O medico indicou, mas ndo tinha no posto

3

Outro motivo — qual? 35a. O médico indicou, mas quando fui fazer

no posto, o profissional de saude falou que
ndo era preciso 4

N&o foi preciso, porque o médico solicitou
exame e deu positivo 5

Outro motivo 7

Jé era vacinada 8

IGN 9 (.a)

BLOCO USO DE MEDICAMENTOS
Idade gestacional:
1° trimestre (1 a 3 meses): até 132 semana 1
2° trimestre (4 a 6 meses): da 142 a 272 semana 2
3° trimestre (7 a 9 meses): da 282 semana em diante 3

Agora vamos falar sobre os remédios que a Sra usou desde o inicio da gestacdo,_sem contar

vitaminas e ferro, mesmo que tenha sido uma Unica vez, e até mesmo aqueles usados antes de

engravidar, mas que continuou usando agora.
Nao se esqueca da pilula, daqueles remédios usados para enjoo, azia, dor, tratamento de infeccao

urinaria, infeccdo por baixo, pressao alta ou diabetes.
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62. A Sra. usou ou esta usando algum remédio desde o inicio da Né&o 0
gravidez até agora? Sim 1
SE NAO OU IGN > 64 IGN 9 (.a)

63. Quais 0s nomes dos remédios que a Sra. usou ou esta usando desde o inicio
dessa gravidez?
Se usou, mas ndo sabe o nome, perguntar: “Lembra para o que foi usado o

remédio?” Anotar: “Remédio para XXX

63rla. Remédio 1:

63r2a. Remédio 2:

63r3a. Remédio 3:

63rd4a. Remédio 4:

63r5a. Remédio 5:

63r6a. Remédio 6:

63r7a. Remédio 7:

63r8a. Remédio 8:

63r9%. Remédio 9:

63r10a. Remédio 10:

63a. Numero total de remédios usados =

(SOLICITAR QUE APRESENTE CAIXA, EMBALAGEM OU RECEITA DOS
REMEDIOS CITADOS)

63rla. Agora vamos falar sobre o0 <nome Remédio 1>

63rlab. Apresentacdo de caixa, embalagem ou receita? N&o 0
Essa questdo ndo deve ser lida para a gestante. Sim1
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63rlb. Quem lhe indicou? Médico que acompanha a
gestacdo 1

Outro médico ou dentista

2

Outra pessoa ou a propria

3

IGN 9 (.a)

63rlc. A Sra. usou este remédio no primeiro trimestre, ou N&o 0
seja, até a 132 semana de gestacdo? Sim 1
IGN 9 (.a)
SE NAO OU IGN - 63rle

Se a gestante estiver no primeiro trimestre, ndo perguntar e

marcar sim.

63rld. Durante quantos dias, em todo o 1° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remédio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63rle. A Sra. usou este remédio no 2° trimestre, ou seja, N&o 0

Sim1
NSA 8 (.b)
IGN 9 (.a)

entre a 142 e a 272 semana de gestacéo?

SE NAO, NSA OU IGN = 63r2a

63rlf. Durante quantos dias, em todo o 2° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este reméedio? N&o precisam ser dias seguidos.. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)
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63rlg. A Sra. usou este remedio no 3° trimestre, ou seja, da Né&o 0
282 semana de gestacdo em diante? Sim 1
NSA 8 (.b)
IGN 9 (.a)

SE NAO, NSA OU IGN = 63r2a

63rlh. Durante quantos dias, em todo o 3° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remedio? N&o precisam ser dias seguidos.. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63r2a. Agora  vamos  falar  sobre o <nome Remedio 2>

63r2ab. Apresentacdo de caixa, embalagem ou receita? N&o 0
Essa questdo nédo deve ser lida para a gestante. Sim1
63r2b. Quem lhe indicou? Médico que acompanha a
gestacdo 1

Outro médico ou dentista

2

Outra pessoa 3

IGN 9 (.a)

63r2c. A Sra. usou este remédio no 1° trimestre, ou seja, até N&o 0
a 132 semana de gestacdo? Sim 1
IGN 9 (.a)

SE NAO OU IGN - 63r2e
Se a gestante estiver no primeiro trimestre, ndo perguntar e
marcar sim.
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63r2d. Durante quantos dias, em todo o 1° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remedio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63r2e. A Sra. usou este remédio no 2° trimestre, ou seja, N&o 0

Sim1
NSA 8 (.b)
IGN 9 (.a)

entre a 14 e a 272 semana de gestacdo?
SE NAO, NSA OU IGN = 63r3a

63r2f. Durante quantos dias, em todo o 2° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remedio? N&o precisam ser dias seguidos.. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63r2g. A Sra. usou este remédio no 3° trimestre, ou seja, da N&o 0

Sim1
NSA 8 (.b)
IGN 9 (.a)

282 semana de gestacdo em diante?
SE NAO, NSA OU IGN - 63r3a

63r2h. Durante quantos dias, em todo o 3° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remedio? N&o precisam ser dias seguidos.. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)
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63r3a. Agora  vamos falar  sobre 0 <nome Remédio 3>
63r3ab. Apresentacdo de caixa, embalagem ou receita? Néo 0
Essa questdo ndo deve ser lida para a gestante. Sim1
63r3b. Quem lhe indicou? Medico que acompanha a
gestacdo 1
Outro médico ou dentista
2
Outra pessoa 3
IGN 9 (.a)
63r3c. A Sra. usou este remeédio no 1° trimestre, ou seja, até Néo 0
a 132 semana de gestagéo? Sim 1
IGN 9 (.a)

SE NAO OU IGN - 63r3e
Se a gestante estiver no primeiro trimestre, ndo perguntar e
marcar sim.

63r3d. Durante quantos dias, em todo o 1° trimestre, a Sra.

usou este remédio? N&o precisam ser dias seguidos.

Ate 7 dias no trimestre 1
8 a 14 dias no trimestre 2
15 a 30 dias no trimestre
3

31 a 60 dias no trimestre
4

+ de 60 dias no trimestre
5

IGN 9 (.a)

63r3e. A Sra. usou este remédio no 2° trimestre, ou seja,
entre a 14 e a 272 semana de gestacdo?
SE NAO, NSA OU IGN = 64

Néo 0
Sim1
NSA 8 (.b)
IGN 9 (.a)
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63r3f. Durante quantos dias, em todo o 2° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remedio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)

63r3g. A Sra. usou este remedio no 3° trimestre, ou seja, da Né&o 0

Sim 1
NSA 8 (.b)
IGN 9 (.a)

282 semana de gestacdo em diante?
SE NAO, NSA OU IGN - 64

63r3h. Durante quantos dias, em todo o 3° trimestre, a Sra.  Até 7 dias no trimestre 1
usou este remédio? N&o precisam ser dias seguidos. 8 a 14 dias no trimestre 2
15 a 30 dias no trimestre

3

31 a 60 dias no trimestre

4

+ de 60 dias no trimestre

5

IGN 9 (.a)

Agora vou lhe perguntar sobre a utilizagdo de célcio, &cido félico, sais de ferro e
vitaminas.

64. A Sra. usou ou esta usando alguma vitamina, célcio, acido N&o 0
folico ou sais de ferro desde que ficou gravida? Sim1
SE NAO OU IGN = 66 IGN 9 (.a)
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65. Quais 0s nomes das vitaminas, célcio, &cido félico ou sais de ferro que a senhora
usou ou esta usando desde que ficou gréavida?
Se for uma formula manipulada, anotar: “Farmacia XXX Registro XXX .

65vla. Vitamina 1:

65v2a. Vitamina 2:

65v3a. Vitamina 3:

65v4a. Vitamina 4:

65v5a. Vitamina 5:

65a. Namero total de vitaminas usadas =

(SOLICITAR QUE APRESENTE CAIXA, EMBALAGEM OU RECEITA DAS VITAMINAS
CITADAS)

65vla. Agora vamos falar sobre a(0) <nome Vitamina 1>

65vlab. Apresentacdo de caixa, embalagem ou receita? N&o 0
Sim 1

65v1b. Qual o motivo do uso? Rotina ou prevencado 1

LER OPGOES 1 A3 Anemia 2
Falta ou deficiéncia de

vitaminas 3

Outro motivo 4

IGN 9 (.a)

65v1c. Quem lhe indicou? Médico ou enfermeiro que
acompanha a gestacdo 1

Outro medico ou enfermeiro

2

Outra pessoa ou a propria 3

IGN 9 (.a)

65v1d. Este remédio é em forma de comprimido, gotas Dragea/comprimido/capsula
1

Gotas 2
Liquido/ml 3
IGN 9 (.a)

ou liquido?
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65vle. Qual o n° de <comprimido OU gotas OU ml>

usadas por vez? IGN 99_(.a_)

1 colher cha =5 ml
1 colher sobremesa = 10 ml
1 colher sopa = 15 mi

65v1f.Quantas vezes ao dia?

IGN 99 (.a)
65v1g. Quantos dias por semana foi ou é usado?
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou esta usando | N&o =0 |Sim=1| IGN=9
este remedio? (:@)
65v1h. 1° trimestre (até 132 semana) 0 1 9
65Vv1i. 2° trimestre (entre a 142 a 272 semana) 0 1 9
65v1j 3° trimestre (282 semana em diante) 0 1 9

65v2a. Agora vamos falar sobre a(o) <nome Vitamina

2>
65v2ab. Apresentacao de caixa, embalagem ou receita? N&o 0
Sim1
65v2b. Qual o motivo do uso? Rotina ou prevencéo 1
LER OPCOES 1A 3 Anemia 2
Falta ou deficiéncia de
vitaminas 3
Outro motivo 4
IGN 9 (.a)
65v2c. Quem lhe indicou? Médico ou enfermeiro que
acompanha a gestacao 1
Outro médico ou enfermeiro
2
Outra pessoa 3
IGN 9 (.a)
65v2d. Este remédio € em forma de comprimido, gotas Dragea/comprimido/capsula
ou liquido? 1
Gotas 2
Liquido/mL 3

IGN 9 (.a)




195

65v2e. Qual o n° de <comprimido OU gotas OU ml>

usadas por vez? IGN 99_(.a_)

1 colher cha =5 ml
1 colher sobremesa = 10 ml
1 colher sopa = 15 mi

65v2f.Quantas vezes ao dia?

IGN 99 (.a)
65v2g. Quantos dias por semana foi ou é usado?
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou esta usando | N&o =0 |Sim=1| IGN=9
este remedio? (:@)
65v2h. 1° trimestre (até 132 semana) 0 1 9
65Vv2i. 2° trimestre (entre a 142 a 272 semana) 0 1 9
65v2j 3° trimestre (282 semana em diante) 0 1 9

65v3a. Agora vamos falar sobre a(o) <nome Vitamina

3>
65v3ab. Apresentacao de caixa, embalagem ou receita? N&o 0
Sim1
65v3b. Qual o motivo do uso? Rotina ou prevencéo 1
LER OPCOES 1A 3 Anemia 2
Falta ou deficiéncia de
vitaminas 3
Outro motivo 4
IGN 9 (.a)
65v3c. Quem lhe indicou? Médico ou enfermeiro que
acompanha a gestacéao 1
Outro médico ou enfermeiro
2
Outra pessoa 3
IGN 9 (.a)
65v3d. Este remédio € em forma de comprimido, gotas Dragea/comprimido/capsula
ou liquido? 1
Gotas 2
Liquido/mL 3

IGN 9 (.a)
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65v3e. Qual o n° de <comprimido OU gotas OU ml>

usadas por vez? IGN 99_(.a_)
1 colher chd =5 mi
1 colher sobremesa = 10 ml
1 colher sopa = 15 mi
65v3f.Quantas vezes ao dia?
IGN 99 (.a)
65v3g. Quantos dias por semana foi ou é usado?
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou esta usando | N&o =0 |Sim=1| IGN=9
este remedio? (:@)
65v3h. 1° trimestre (até 132 semana) 0 1 9
65Vv3i. 2° trimestre (entre a 142 a 272 semana) 0 1 9
65v2j 3° trimestre (282 semana em diante) 0 1 9
66. A Sra. ja usou ou esta usando um dos seguintes
remédios desde que ficou gravida: progesterona, Néo 0
evocanil, duphaston ou utrogestan? Sim1
IGN 9 (.a)

SENAO QU IGN =70

67. Qual o motivo do uso?

Prevenir aborto 1
Ja tive um filho prematuro 2

67a. SE OUTRO > Tive ameaca de parto
Qual? prematuro 3
Outro 4
IGN 9 (.a)
Em que trimestre(s) da gravidez a Sra. usou ou esta usando este | Ndo =0 | Sim=1 | IGN=9
remédio? (.a)
68. 1° trimestre (até 13% semana) 0 1 9
69. 2° trimestre (entre a 142 a 272 semana) 0 1 9
69a. 3° trimestre (282 semana em diante) 1 9
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BLOCO ATIVIDADE FiSICA

Agora eu gostaria que vocé pensasse sO nas atividades que vocé faz nos dias de semana,
sem contar sabado e domingo.

76. Vocé assiste televisdo todos ou quase todos 0s N&o 0
dias? Sim1
SE NAO OU IGN =78 IGN9 (-2)

77. Em um dia de semana normal, quanto tempo por .
dia vocé assiste televisio? ____horas ____ minutos
or dia

(99:99 = IGN (.a)) P
78. Vocé usa computador na sua casa? N&o 0
SE NAO OU IGN = 80 Sim 1
IGN 9 (.a)

79. Em um dia de semana normal, quanto tempo por )
dia vocé usa computador na sua casa? ____horas ____ minutos
or dia

(99:99 = IGN (.a)) P
80. Vocé trabalha fora de casa? lgl_ao 2

- im
SE NAO OU IGN =82 IGN 9 (.a)
81. Em um dia de semana normal, quanto tempo por

dia vocé fica sentado no seu trabalho? ____horas ___ minutos
(99:99 = IGN (.a)) por dia
82. Vocé anda de carro, dnibus ou moto todos ou N_ao 0
quase todos os dias? Sim 1
SE NAO OU IGN = 84 IGN 9 (-2)

83. Em um dia de semana normal, quanto tempo por i
dia vocé fica sentado no carro, 6nibus ou moto? ____horas__ __ mlnutc?s
por dia

(99:99 = IGN (.a))

Agora eu vou listar algumas atividades fisicas e gostaria de saber se a Sra. praticou ou
nao na ultima semana?

84. Alongamento Né&o 0

SE NAO, NSA OU IGN =87 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 ()

8b. Quantas vezes? vezes

(99 = IGN (.a))

86. Quanto tempo (em media) em cada vez?

(99:99 = IGN (.a)) ____horas ____ minutos
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87. Artes marciais / Capoeira / Lutas N&o 0

SE NAO, NSA OU IGN = 90 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

88. Quantas vezes? vezes

(99 = IGN (.a))

89. Quanto tempo (em média) em cada vez?

(99:99 =IGN (.a)) ____horas____ minutos

90. Caminhada N&o 0

SE NAO, NSA OU IGN =93 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

91. Quantas vezes? vezes

(99 = IGN (.a))

92. Quanto tempo (em média) em cada vez?

(99:99 = IGN (.a)) ____horas____ minutos

93. Ciclismo / RPM / Spinning N&o 0

SE NAO, NSA OU IGN = 96 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

94, Quantas vezes? vezes

(99 = IGN (.a))

95. Quanto tempo (em média) em cada vez?

(99:99 = IGN (.a)) ____horas __ minutos

96. Corrida N&o 0

SE NAO, NSA OU IGN = 99 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

97. Quantas vezes? vezes

(99 = IGN (.a))

98. Quanto tempo (em média) em cada vez?

(99:99 = IGN (.a)) ____horas __ minutos

99. Dancas (saldo, ballet) N&o 0

SE NAO, NSA OU IGN = 102 Sim1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

100. Quantas vezes? vezes

(99 = IGN (.a))

101. Quanto tempo (em média) em cada vez?

(99:99 = IGN (.a)) ____horas ____ minutos
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102. Esportes coletivos (futebol, basquete, volei, N&o 0
handebol) Sim1
SE NAO, NSA OU IGN = 105 NSA 8 (.b)
IGN 9 (.a)
NSA = gestante em repouso indicado pelo médico
103. Quantas vezes? vezes
(99 = IGN (.a))
104. Quanto tempo (em média) em cada vez?
(99:99 = IGN (.a)) ____horas__ minutos
105. Esportes de raquete (padel, ténis, squash) Néo 0
SE NAO, NSA OU IGN = 108 Sim 1
NSA 8 (.b)
NSA = gestante em repouso indicado pelo médico IGN 9 (.a)
106. Quantas vezes? vezes
(99 = IGN (.a))
107. Quanto tempo (em média) em cada vez?
(99:99 = IGN (.a)) ____horas___ minutos
108. Ginastica (para gestantes, de solo, localizada) N&o 0
SE NAO, NSA OU IGN =111 Sim 1
NSA 8 (.b)
NSA = gestante em repouso indicado pelo médico IGN 9 (.a)
109. Quantas vezes? vezes
(99 = IGN (.a))
110. Quanto tempo (em média) em cada vez?
(99:99 = IGN (.a)) ____horas____ minutos
111. Hidroginéstica N&o 0
SE NAO, NSA OU IGN > 114 Sim 1
NSA 8 (.b)
NSA = gestante em repouso indicado pelo médico IGN 9 (.a)
112. Quantas vezes? vezes
(99 = IGN (.a))
113. Quanto tempo (em média) em cada vez?
(99:99 = IGN (.a)) ____horas____ minutos
114. Musculagao N&o 0
SE NAO, NSA OU IGN =117 Sim 1
NSA 8 (.b)
NSA = gestante em repouso indicado pelo médico IGN 9 (.a)
115. Quantas vezes? vezes
(99 = IGN (.a))
116. Quanto tempo (em media) em cada vez?
(99:99 = IGN (.a)) ____horas___ minutos
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117. Natacao N&o 0

SE NAO, NSA OU IGN - 120 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

118. Quantas vezes? vezes

(99 = IGN (.a))

1109. Quanto tempo (em média) em cada vez?

(99:99 = IGN (.a)) ____horas___minutos

120. Outras modalidades de academia (aerobica, N&o 0

step, franquias) Sim 1

SE NAO, NSA OU IGN =123 NSA 8 (.b)
IGN 9 (.a)

NSA = gestante em repouso indicado pelo médico

121. Quantas vezes? vezes

(99 = IGN (.a))

122. Quanto tempo (em média) em cada vez?

(99:99 = IGN (.a)) ____horas___minutos

123. Yoga/ Pilates N&o 0

SE NAO, NSA OU IGN = 126 Sim 1
NSA 8 (.b)

NSA = gestante em repouso indicado pelo médico IGN 9 (.a)

124. Quantas vezes? vezes

(99 = IGN (.a))

125. Quanto tempo (em média) em cada vez?

(99:99 =1IGN (.a)) ____horas___minutos

126. Outros. N&o 0

SE NAO, NSA OU IGN =129 Sim 1
NSA 8 (.b)

126a. Qual? IGN 9 (.a)

NSA = gestante em repouso indicado pelo médico

126b. Quantas vezes? vezes

(99 = IGN (.a))

126¢. Quanto tempo (em média) em cada vez?

(99:99 =IGN (.a)) ___ _horas ____ minutos

127. Outros. Néo 0

SE NAO, NSA OU IGN =129 Sim 1
NSA 8 (.b)

127a. Qual? IGN 9 (.a)

NSA = gestante em repouso indicado pelo médico

127b. Quantas vezes? vezes

(99 = IGN (.a))

127c. Quanto tempo (em média) em cada vez?
(99:99 =1IGN (.a)) ____horas ____ minutos
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128. Outros. N&o 0

SE NAO, NSA OU IGN =129 Sim 1
NSA 8 (.b)

128a. Qual? IGN 9 (.a)

NSA = gestante em repouso indicado pelo médico

128b. Quantas vezes? vezes

(99 = IGN (.a))

128c. Quanto tempo (em média) em cada vez?

(99:99 =IGN (.a)) ____horas___ minutos

As proximas perguntas se referem somente a caminhar ou pedalar para ir de um lugar a
outro, incluindo seu trabalho, escola, cinema, lojas e outros. Pense somente naquelas
atividades fisicas que a Sra. fez por pelo menos 10 minutos continuos.

129. Em quantos dias da ultima semana a Sra. andou
de bicicleta por pelo menos 10 minutos continuos para dias
ir de um lugar a outro? (N&o inclua o pedalar por lazer o
ou exercicio fisico)
(O=nenhum; 9IGN (.a)) = SE 0 (NENHUM) OU 9 (IGN),
IR PARA 131

130. Nos dias em que a Sra. pedalou para ir de um
lugar a outro, no total, quanto tempo gastou por dia? ____horas ___ minutos
(00:00=nenhum; 99:99 IGN (.a))

131. Em quantos dias da ultima semana a Sra.
caminhou por pelo menos 10 minutos continuos para ir dias
de um lugar a outro? (N&o inclua caminhada por lazer ou o
exercicio fisico)

((0=nenhum; 9 IGN (.a)) = SE 0 (NENHUM) OU 9 (IGN),
IR PARA 133

132. Nos dias em que a Sra. caminhou para ir de um ____horas __ minutos
lugar a outro, no total, quanto tempo gastou por dia?
(00:00=nenhum; 99:99 IGN (.a))

133. A Sra. praticava atividade fisica/exercicios Néo 0
fisicos antes de saber que esta gravida? Sim 1
IGN 9 (.a)

134, A Sra. mudou seus habitos de atividade Néo 0
fl’sica/exercicio fisico apds saber que esté gravida? Sim 1
SE NAO OU IGN = 147 IGN 9 (.a)
135. A Sra. acha que faz mais ou menos atividade Mais 1
fisica/exercicio do que antes de saber que esta gravida? Menos 2
SE MAIS OU IGN > 147 IGN 9 (a)
136. A Sra. apenas diminui ou parou a pratica de Apenas diminuiu 1
atividade fisica/exercicio depois de saber que esta Parou 2
grévida? IGN 9 (.a)

Agora vamos falar sobre coisas que possam dificultar ou impedir a Sra. de praticar de
atividade fisica.
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Quais dos seguintes fatores podem dificultar ou impedir a Sra. de praticar atividade
fisica/exercicios? Para cada fator que eu listar, por favor, responda sim ou nao.

137.Ter medo ou achar perigoso para o bebé N&o 0
Sim1
IGN 9 (.a)

138.Sentir desconforto N&o 0
Sim1
IGN 9 (.a)

139.Se sentir cansada para praticar atividade fisica Néo 0
Sim1
IGN 9 (.a)

140.Falta de informag&o sobre atividade fisica N&o 0
Sim1
IGN 9 (.a)

141.Falta de tempo Né&o 0
Sim 1
IGN 9 (.a)

142.Falta de dinheiro N&o 0
Sim1
IGN 9 (.a)

143.Nao ter local adequado N&o 0
Sim1
IGN 9 (.a)

144.Falta de companhia Né&o 0
Sim1
IGN 9 (.a)

145.N&o gostar de praticar atividade fisica N&o 0
Sim 1
IGN 9 (.a)

146.0utro. Nao 0
Sim1
146a. Qual? IGN 9 (.a)

Agora vamos falar sobre o local onde a Sra. mora.

Sempre que eu disser perto da sua casa, quero dizer em lugares para 0s quais a Sra. cong

ir caminhando em menos de 15 minutos. Agora vamos falar das ruas do seu bairro.

147. Existem cal¢adas na maioria das ruas perto de Né&o 0
sua casa? Sim 1
SE NAO OU IGN - 149 IGN 9 (.a)
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148. Como a Sra. considera as calcadas perto de sua Boas 1
casa para caminhar? Regulares 2
LER OPCOES (exceto IGN)
Ruins 3
IGN 9 (.a)
149. Existem &reas verdes nas ruas perto de sua casa Né&o 0
(pragas ou parques)? Sim1
IGN 9 (.a)
150. Existem locais com acumulo de lixo perto de sua Néo 0
casa? Sim 1
IGN 9 (.a)
151. Existem locais com esgoto a céu aberto perto de Né&o 0
sua casa? Sim1
IGN 9 (.a)
152. O transito de carros, 0nibus, caminhdes e motos Né&o 0
dificulta a pratica de caminhada ou o uso de bicicleta Sim1
perto de sua casa? IGN 9 (.a)
153. Existem faixas para atravessar nas ruas perto de N&o 0
sua casa? Sim1
SE NAO OU IGN - 155 IGN 9 (.a)
154. Os motoristas costumam parar e deixar que as N&o 0
pessoas atravessem na faixa de seguranca? Sim 1
IGN 9 (.a)
155. As ruas perto de sua casa sdo bem iluminadas a N&o 0
noite? Sim1
IGN 9 (.a)
156. Durante o dia, a Sra. acha seguro caminhar, N&o 0
andar de bicicleta ou praticar esportes perto de sua casa? Sim1
IGN 9 (.a)
157. Durante a noite, a Sra. acha seguro caminhar, N&o 0
andar de bicicleta ou praticar esportes perto de sua casa? Sim1
IGN 9 (.a)
158. Tem muitos assaltos/roubos na regido onde a Sra. N&o 0
mora? Sim1
IGN 9 (.a)

Agora vamos falar sobre apoio para a pratica de atividade
fisica.

Nos ultimos 3 meses, com que frequéncia alguém da sua

familia...




204

159. Fez atividades fisicas/exercicios com a senhora Nunca 0
LER OPCOES (exceto IGN) As vezes 1
Sempre 2

IGN 9 (.a)

160. Convidou a Sra. para fazer atividades Nunca 0
fisicas/exercicios fisicos As vezes 1

LER OPCOES (exceto IGN) Sempre 2
IGN 9 (.a)

161. Incentivou a Sra. a fazer atividades fisicas/exercicios Nunca 0
fisicos As vezes 1

LER OPCOES (exceto IGN) Sempre 2
IGN 9 (.a)

Nos ultimos 3 meses, com que frequéncia algum amigo...

162. Fez atividades fisicas/exercicios com a senhora Nunca 0
LER OPCOES (exceto IGN) As vezes 1
Sempre 2

IGN 9 (.a)

163. Convidou a Sra. para fazer atividades Nunca 0
fisicas/exercicios fisicos As vezes 1

LER OPCOES (exceto IGN) Sempre 2
IGN 9 (.a)

164. Incentivou a Sra. a fazer atividades fisicas/exercicios Nunca 0
fisicos As vezes 1

LER OPCOES (exceto IGN) Sempre 2
IGN 9 (.a)

165. Durante as consultas de pré-natal algum profissional N&o 0
de salde orientou a Sra. sobre exercicios fisicos, Sim 1

como caminhada, por exemplo? IGN 9 (.2)

SE NAO OU IGN -2 167a

166. O que disseram para a Sra.?

Que deveria fazer 1
Que deveria reduzir ou
mudar 2

Que ndo deveria fazer 3
IGN 9 (.a)
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BLOCO FELICIDADE

Agora vamos falar um pouco sobre a Sra.

Eu vou ler as préximas cinco perguntas e a Sra. vai me responder olhando para uma
escala, que vai de 1 a 7 (mostrar escala impressa a cada pergunta). A Sra. vai me dizer
qual o numero desta escala que a descreve da melhor forma.

167a. Qual desses rostos mostra melhor como a Sra. se sentiu na maior parte do

tempo, no ultimo ano?

Mostrar escala de faces

EOOOOOQ

Na pergunta a seguir o 1 quer dizer ndo muito feliz e o 7 muito feliz. (mostrar
escala impressa)

167. De forma geral, a Sra. se considera uma pessoa...

1 2 3 4 5 6 7

Nao muito feliz Muito feliz

A préxima pergunta, como a Sra. estd vendo (escala impressa), o 1 significa menos feliz e
0 7 mais feliz. Ent&o, ... (ler a pergunta)

168. Se comparando com a maioria dos teus colegas ou amigos, a Sra. se

considera...
1 2 3 4 5 6 7
Menos feliz Mais feliz

Agora vou ler duas frases. Olhe no seu modelo (escala impressa — figura 3) para
responder. Agora o 1 significa que a frase ndo se aplica a Sra. e 0 7 que ela se aplica
muito a Sra.

169.  Algumas pessoas séo, geralmente, muito felizes. Gostam da vida
independente do que acontece, retiram o melhor de todas as coisas ou
momentos. O quanto esta descric¢ao se aplica a Sra...

1 2 3 4 5 6 7
N&o se aplica Aplica-se muito
amim amim

170. Algumas pessoas sao, geralmente, infelizes. Embora ndo estejam sempre
tristes, elas parecem nunca estar t&o felizes como poderiam estar. O quanto
esta descricdo se aplica a Sra...
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1 2 3 4 5 6 7
N&o se aplica Aplica-se muito

amim amim

BLOCO USO DE ALCOOL

Agora vamos falar um pouco sobre sobre o habito de tomar bebidas de alcool.

171. A Sra. tomou alguma bebida de alcool desde néo 0
que engravidou, mesmo quando a Sra. ainda ndo sim 1
sabia da gravidez? IGN 9 (.a)

SE NAO OU IGN = 185

172. A Sra. tomou alguma bebida de alcool nos ndo 0
ultimos 30 dias? sim 1

IGN 9 (.a)

SE NAO OU IGN = 185

173. Nos ultimos 30 dias, a Sra. tomou vinho? ndo 0

SE NAO OU IGN =177 sim 1

IGN 9 (.a)

174. Quantos dias por semana?

(8=menos de um dia por semana; 9=IGN (.a)) __dias

175.  Nos dias em que tomou vinho, quanto tomou
por dia? __vasilhas

(n° de vasilhas)

176. Tipo da vasilha

Copo comum (200 ml) 1
Taca, célice 2

Martelo (100 ml) 3

Lata (350 ml) 4

Garrafa pequena (300 ml) 5
Garrafa (600 — 720 ml) 6

IGN 9 (.a)
177. Nos ultimos 30 dias, a Sra. tomou cerveja? néo 0
SE NAO OU IGN = 181 sim 1
IGN 9 (.a)
178. Quantos dias por semana? __dias
(8=menos de um dia por semana; 9=IGN (.a))
179.  Nos dias em gque tomou cerveja, quanto tomou ___vasilhas

por dia?
(n° de vasilhas)
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180. Tipo da vasilha?

Copo comum (200 ml) 1
Taca, calice 2

Martelo (100 ml) 3

Lata (350 ml) 4

Garrafa pequena (300 ml) 5
Garrafa (600 — 720 ml) 6

IGN 9 (.a)
181.  Nos ultimos 30 dias, a Sra. tomou alguma néo 0
outra bebida como cachaca, caipirinha, uisque, sim 1
vodka, gim ou rum? IGN 9 (.a)
SE NAO OU IGN =» 185

182. Quantos dias por semana? ___dias

(8=menos de um dia por semana; 9=IGN (.a))
183. Nos dias em que tomou alguma dessas bebidas, __vasilhas

quanto tomou por dia?
(n° de vasilhas)

184. Tipo da vasilha?

Copo comum (200 ml) 1
Taca, célice 2

Martelo (100 ml) 3

Lata (350 ml) 4

Garrafa pequena (300 ml) 5
Garrafa (600 — 720 ml) 6
IGN 9 (.a)
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BLOCO TABAGISMO

Agora vamos falar um pouco sobre cigarro.

193. A Sra. fumou nos trés primeiros meses da N&o 0
gravidez? Sim1
SE NAO OU IGNORADO - 187 IGN 9 (.a)
194. Quantos cigarros, em média, a Sra. fumou por _ ____cigarros
dia, nos trés primeiros meses da gravidez? IGN 999 (.a)
195. Atualmente, a Sra. fuma? Né&o 0
SE NAO OU IGNORADO 189 Sim1
IGN 9 (.a)
196. Quantos cigarros, em média, a Sra. fuma por _ ____cigarros
dia? IGN 999 (.a)
197. Seu marido/companheiro fuma? Néo 0
Sim 1
SO responder se mora com marido/companheiro IGN 9 (.2)
SE NAO OU IGNORADO - 191
198. Quantos cigarros por dia, em média, seu _ ____cigarros
marido/companheiro fuma? IGN 999 (.a)
199. Tem alguém que mora na mesma casa e fuma N&o 0
perto da Sra.? Sim1
SE NAO OU IGNORADO = 217 IGN 9 (.a)
200. Quantas pessoas? _______ pessoas
IGN 99 (.a)
BLOCO USO DE DROGAS
Agora vamos falar um pouco sobre drogas.
193. A Sra. usou droga durante esta gestacdo? N&o 0
SE NAO OU IGN = 207 Sim 1
IGN 9 (.a)
Qual droga a Sra. usou durante a gestacdo? Ndo=0 Sim=1 IGN =
9
194. Maconha 0 1 9
195. Pitico 0 1 9
196. LSD ou acido 0 1 9
197. Langa perfume/ lolo 0 1 9
198. Heroina 0 1 9
199. Comprimidos para ficar chapada 0 1 9
200. Crack 0 1 9
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201. Cocaina injetada 0 1 9

202. Cocaina cheirada 0 1 9

203. Cola de sapateiro 0 1 9

204, Ecstasy 0 1 9

205. Comprimidos para dormir ou ficar calma 0 1 9

206. Outra droga. 0 1 9

206a.Qual?

BLOCO DE SAUDE BUCAL
Agora vamos fazer algumas perguntas sobre sua saude bucal:

207. Comparando com as pessoas da sua idade, a Sra. muito boa 0
considera a salde dos seus dentes, da boca e das boa 1
gengivas: regular 2

LER OPCOES EXCETO IGN ruim 3

muito ruim 4
IGN 9 (.a)

208. Em geral, quantas vezes a Sra. escova seus dentes por
dia?

Nao escovo diariamente 0

Uma vez ao dia
1

Duas vezes ao dia 2
Trés vezes ao dia ou mais 3
IGN 9 (.a)

209. A Sra. usa fio dental?
LER OP(;OES EXCETO IGN

N&o, nunca 0

Sim, as vezes
1

Sim, diariamente 2
IGN 9 (.a)

210. Desde <més> do ano passado a Sra. consultou com o
dentista?

SE NAO OU IGN =214

Nao 0
Sim1
IGN 9 (.a)

211. Durante a gravidez, a Sra. consultou com o dentista?

Nao 0
Sim1
IGN 9 (.a)

212.  Onde consultou na Ultima vez?
LER OP(;OES EXCETO IGN

Dentista Particular 0

Dentista de
Convénio 1

Faculdade de Odontologia
2

Posto de Saude 3
No local de trabalho 4
IGN 9 (.a)
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213.  Qual foi o principal motivo desta consulta?

Consulta de rotina 0
Problema com dor 1
Outros problemas sem dor 2

IGN 9 (.a)

214.  Durante a gravidez, a Sra. recebeu orientacGes sobre NEO 0
como cuidar de seus dentes e dos dentes do seu filho de .

algum profissional da satide? Sim 1

SE NAO OU IGN - 216 IGN 9 (a)

215.  Qual o profissional que passou estas orientacdes? Dentista 0

Médico 1

Enfermeiro 2
Outro profissional de saude 3
IGN 9 (.a)

216.  Sua gengiva sangra quando escovas 0s dentes?

Néo 0

Sim, as vezes

1

Sim, quase sempre 2

IGN 9 (.a)
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BLOCO DADOS PARA CONTATO

Neste momento, lembrar a gestante de que este é um estudo de acompanhamento e que
nos gostariamos de falar com ela de novo dentro de alguns meses. Para isso, precisamos
de informacdes detalhadas de endereco e telefone. Lembrar que estes dados serdo usados
EXCLUSIVAMENTE para futuros contatos e apenas os coordenadores do projeto teréo
acesso a eles

239.Qual o seu endereco completo?
217a. Tipo
217b. Titulo
217c. Nome
217d. Numero
217e. Complemento

217f. CEP
2179. Referéncia
217h. Bairro
240.Se a Sra. tem telefone em casa, qual o numero?
(00)0000-0000 = nao tem telefone (D

241.Se a Sra. tem telefone celular, qual o nmero?
(00)0000-0000 = nao tem telefone (_ -

242.A Sra. tem endereco de e-mail? Se sim, qual?

(0=NAO TEM)
243.A Sra. tem facebook?
N&o 0
Sim1
IGN 9 (.a)
244.Alguém da casa tem telefone celular? N&o 0
SE NAO = 226 Sim 1

245.Nome da pessoa:

- companheiro 1

246.Relagdo com a gestante: pai/mée 2
avo/avé 3

tio/tia 4

irmao/irma 5

outro 6

247.Qual o nimero?

cC- ) -
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248.Ha outra pessoa da casa ou proxima que tenha
telefone?
SE NAO = 230

249.Nome da pessoa:

250.Relagéo com a gestante :

N&o 0
Sim1

companheiro 1
pai/mae 2
avo/avo 3

tio/tia 4
irmao/irma 5
vizinho 6
outro 7

251.Qual o nimero?

cC-) - _

252. A Sra. pretende ficar morando nesta casa nos
préximos meses ou vai morar em outra casa?
SE VAI CONTINUAR NA MESMA CASA = 233

vai morar ha mesma casa 1
vai morar em outro lugar 2

230a. A Sra. sabe 0 novo endereco?
SE NAO = 233

N&o 0
Sim 1

253.Qual o endereco para onde a Sra. vai?
231a. Tipo

231b. Titulo

231c. Nome

231d. NUmero

231e. Complemento

231f. CEP

231g. Referéncia

231h. Bairro

254. Se tem telefone nesta casa, qual o nimero?
(00)0000-0000 = néo tem telefone
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255. A Sra. poderia nos fornecer o endereco de um outro
parente, para o caso de termos dificuldade em encontrar a
Sra. no futuro?

SE NAO =237

233a. Tipo
233b. Titulo

233c. Nome

233d. Numero
233e. Complemento

N&o 0
Sim1

233f. CEP
2339. Referéncia
233h. Bairro
256.Nome do parente: companheiro 1
257.Relacdo com a gestante: pai/mae 2
avo/avo 3
tio/tia 4
irmao/irma 5
outro 6
258. Se este parente tem telefone, qual o nimero?
(00)0000-0000 = nao tem telefone R
259. A Sra. poderia nos fornecer o endereco do seu trabalho ou N&o 0
do trabalho de outro familiar? Sim1

SE NAO > 238

237a. Tipo
237b.Titulo
237c.Nome

237d. Numero
237e.Complemento
237g. Referéncia
237h. Bairro
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QUESTIONARIO EDIMBURGO

Diga a opc¢éo (n°) que melhor reflete como a Sra. tem se sentido nos ultimos 7 dias:

239.Eu tenho sido capaz de rir e achar graca das coisas.

1 - Como eu sempre fiz.

2 - N&o tanto quanto antes.

3 - Sem duvida, menos que
antes.

4 - De jeito nenhum.

240.Eu tenho pensado no futuro com alegria.

1- Sim, como de costume.

2 - Um pouco menos que de
costume.

3 - Muito menos que de
costume.

4 - Praticamente néo.

241. Eu tenho me culpado sem razéo quando as coisas dao
errado.

1 - Nao, de jeito nenhum.
2 - Raramente.
3 - Sim, as vezes.

4 - Sim,  muito

frequentemente.
242.Eu tenho ficado ansiosa ou preocupada sem uma boa | 1- Sim, muito seguido.
razao. 2 - Sim, as vezes.

3 - De vez em quando.

4 - N&o, de jeito nenhum.
243.Eu tenho me sentido assustada ou em panico semum | 1 - Sim, muito seguido.
bom motivo. 2 - Sim, as vezes.

3 - Raramente.

4 - N&o, de jeito nenhum.
244 .Eu tenho me sentido sobrecarregada pelas tarefas e 1 - Sim. Na maioria das

acontecimentos do meu dia-a-dia.

vezes eu ndo consigo lidar
bem com eles.
2 - Sim. Algumas vezes ndo

consigo lidar bem como
antes.
3 - N&o. Na maioria das

vezes consigo lidar bem com
eles.
4 - N&o. Eu consigo lidar
com eles tdo bem quanto
antes.

245.Eu tenho me sentido tdo infeliz que eu tenho tido
dificuldade de dormir.

1 -
vezes.
2 - Sim, algumas vezes.

Sim, na maioria das
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3 - Raramente.
4 - Nao, nenhuma vez.

246.Eu tenho me sentido triste ou muito mal.

1 - Sim, na maioria das
vezes.

2 - Sim, muitas vezes.

3 - Raramente.

4 - N&o, de jeito nenhum.

247.Eu tenho me sentido t&o triste que tenho chorado.

1 - Sim, a maior parte do
tempo.

2 - Sim, muitas vezes.

3 - S0 de vez em quando.

4 - Nao, nunca.

248.Eu tenho pensado em fazer alguma coisa contra mim
mesma.

1 - Sim, muitas vezes.
2 - As vezes.

3 - Raramente.

4 - Nunca.




Apéndice C - Ficha clinica do exame de saude bucal
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Apéndice D - Termo de Consentimento Livre e Esclarecido

LT § Qﬂ
/;_‘_}. UNIVERSIDADE FEDERAL DE PELOTAS u

& “PGo Tk
PROGRAMAS DE POS-GRADUACAO EM
EPIDEMIOLOGIA E ODONTOLOGIA

A Sra esta sendo convidada a participar da pesquisa “As condigées de saude bucal das
maées durante a gravidez podem afetar negativamente os resultados da gravidez e a salude
bucal dos filhos? Um estudo em uma coorte de base populacional no Sul do Brasil.”. Sua
colaborag&o neste estudo € MUITO IMPORTANTE, mas a decisdo de participar € VOLUNTARIA, o
que significa que a Sra. tera o direito de decidir se quer ou ndo participar, bem como de desistir de
fazé-lo a qualquer momento.

Esta pesquisa tem como objetivo conhecer a situacéo de salde geral e de salde bucal das
gestantes que terdo seus filhos acompanhados neste estudo de coorte e sua relagdo com condi¢des
socioecondmicas, demogréaficas, de acesso a servigos e comportamentos para a saude.

Garantimos que serd mantida a CONFIDENCIALIDADE das informac¢des e o ANONIMATO.
Ou seja, 0 seu nome ndo serd mencionado em qualquer hipétese ou circunstancia, mesmo em
publicagbes cientificas. NAO HA RISCOS quanto & sua participagéo na pesquisa, e 0 exame bucal é
simples e rapido. Os BENEFICIOS sero, além conhecer a realidade da satde dos futuros moradores
de Pelotas, a qual podera melhorar os servigos de salde em sua comunidade, nos casos em que
alguma alteracdo da mucosa bucal for encontrada, a Sra serd encaminhada para avalicdo e
tratamento no Centro de Diagnéstico de Doencgas da Boca da UFPel.

Seré realizada uma entrevista e verificaremos algumas condi¢cdes de salde da sua boca,
como por exemplo, a presenca de carie e a existéncia de sangramento nas gengivas. Este exame
serd realizado por dentistas e ndo oferece nenhum risco, ndo causa dor alguma e todos os
instrumentos utilizados estardo esterilizados ou serdo descartaveis. Em caso de duvida a senhora
podera entrar em contato com Professor Flavio Fernando Demarco, coordenador desta pesquisa, nos
Programas de Pos-Graduagdo em Odontologia e Epidemiologia da UFPel, pelo telefone (53) 3222

4162 — ramal 130 ou e-mail: ff[demarco@gmail.com.

declaro estar esclarecida sobre os termos apresentados e consinto por minha livre e espontanea
vontade em participar desta pesquisa e assino o presente documento em duas vias de igual teor e
forma, ficando uma em minha posse.

Pelotas, de de 2014.

(Assinatura do participante)



Apéndice E — Nota da Tese

A depresséao influencia as condi¢gdes de saude bucal e o uso dos servi¢cos
odontologicos nas populacdes?

Does depression influence the population oral health status and the use of
dental services?
A presente tese de doutorado investigou o efeito da depresséo na saude bucal das
populacées por meio de trés estudos, sendo dois deles revisfes sistematicas da
literatura. A primeira revisao investigou a associagao entre depressao e as doengas
bucais mais prevalentes no mundo atualmente. Foi possivel observar que pessoas
depressivas apresentaram maior chance de terem carie, perda dentaria e
edentulismo. O segundo estudo investigou a associacdo entre depressédo e
ansiedade e o uso de servicos odontologicos. Apds a revisdo sistematica da
literatura e meta-analise dos dados néo foi encontrada associacao entre a presenca
destas desordens mentais e 0 uso dos servicos odontologicos pela populacdo. O
terceito estudo foi realizado na Coorte de Nascimentos 2015 de Pelotas/RS, com as
maes dos participantes, e investigou a associacdo entre depressdo no periodo
gestacional e a experiéncia de carie dentaria. Um total de 2.496 mulheres gravidas
participaram do estudo. Foi possivel observar que as gestantes depressivas
apresentaram uma maior prevaléncia de carie e perda dentaria, e menor
prevaléncia de superficies dentarias restauradas. Os achados da tese suportam a
nossa hipétese de que depressdo tende a exercer um papel significante na

manifestacdo e/ou agravo das condicfes de saude bucal da populacéo.

Campo da pesquisa: Epidemiologia da Saude Bucal, Odontologia Social e
Preventiva.

Candidato: Mariana Gonzalez Cademartori, Mestre em Odontologia (area de
concentragcdo Odontopediatria) pela Universidade Federal de Pelotas (2014).

Data da defesa e horéario: 02/03/2018 as 14:00hs.

Local: Auditério do Programa de Pos-graduagdo em Odontologia da Universidade
Federal de Pelotas. 5° andar da Faculdade de Odontologia de Pelotas. Rua
Goncalves Chaves, 457.

Membros da banca: Prof. Dra. Marina Sousa Azevedo, Prof. Dr. Inacio
Crochemore Mohnsam da Silva, Prof. Dra. Luciana de Avila Quevedo, Profa. Dra.
Gabriela dos Santos Pinto (Suplente), Profa. Dra. Marilia Ledo goettems (Suplente).
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Orientador: Prof. Dr. Marcos Britto Corréa.
Coorientador: Prof. Dr. Flavio Fernando Demarco.

Informacéao de contato: Mariana Gonzalez Cademartori,
marianacademartori@gmail.com, Rua Goncalves Chaves, 457- Sala 501.



Apéndice F — Sumula do curriculo do candidato

SUmula do curriculo

Mariana Gonzalez Cademartori nasceu em 18 de novembro de 1982, em Pelotas,
Rio Grande do Sul. Completou o ensino fundamental e médio em Escola privada na
mesma cidade. No ano de 205 ingressou na Faculdade de Odontologia da
Universidade Federal de Pelotas (UFPel), tendo sido graduada cirugid-dentista em
julho de 2010. Em 2012 ingressou no Mestrado do Programa de Pos-graduacdo em
Odontologia da Universidade Federal de Pelotas (UFPel), 4rea de concentracédo
Odontopediatria, sob orientacdo do Prof2. Dr2. Marilia Ledo Goettems. Durante o
periodo de mestrado foi bolsista CAPES (Coordenacdo de Aperfeicoamento de
Pessoal de Nivel Superior) e desenvolvou trabalhos na area de Epidemiologia da
Saude Bucal e da Psicologia Infanti em Odontologia.

Publicac0es:

Restorations in primary teeth: a systematic review on survival and reasons for
failures. Chisini LA; Collares K; Cademartori MG; De Oliveira LJC; Conde MCM;

Demarco FF; Corréa MB. International Journal of Paediatric Dentistry, 2018.

Anxiety symptoms have a direct effect on oral health perception in young women.
Costa FS; Cademartori MG; Silva Manuela F; Nascimento GG; Shqair AQA; Pinheiro
RT; Demarco FF; Goettems ML. Quality of Life Research, 2018.

Behavioral changes during dental appointments in children having tooth extractions.
Cademartori MG; Martins P; Romano AR; Goettems ML. Journal of the Indian
Society of Pedodontics and Preventive Dentistry, V. 35, P. 223, 2017.

Behavior of Children Submitted to Tooth Extraction: Influence of Maternal and Child
Psychosocial Characteristics.Cademartori MG; Mattar Cl; Pereira AG; Goettems ML.

Pesquisa Brasileira em Odontopediatria e Clinica Integrada, v. 17, p. 1-10, 2017.


http://lattes.cnpq.br/0895802007121548
http://lattes.cnpq.br/9279809145600172
http://lattes.cnpq.br/9279809145600172
http://lattes.cnpq.br/0895802007121548
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Is periodontitis associated with halitosis? A systematic review and meta-regression
analysis. Silva MF; Cademartori MG; Leite FRM; Lopez R; Demarco FF; Nascimento

GG. Journal of Clinical Periodontology, 2017.

Crown-Root Fractures in Primary Teeth: A Case Series Study of 28 Cases. Costa
VPP; Oliveira LJC; Rosa DP; Cademartori MG; Torriani DD. Brazilian Dental Journal,
V. 27, p. 234-238, 2016.

Experience of Dental Caries and Use of Continuous Medication in Children with
Neuropsychomotor Disorders. Hartwig AD; Ferreira LM; Costa FS; Cademartori MG;
Goettems ML; Schardosim LR. Pesquisa Brasileira em Odontopediatria e Clinica
Integrada, v. 16, p. 59-67, 2016.

Validity of the Brazilian version of the Venham's behavior rating scale. Cademartori
MG; Da Rosa DP; Oliveira LJC; Corréa MB; Goettems ML. International Journal of

Paediatric Dentistry, v. 27, p. n/a-n/a, 2016.

Representation of Dental Care and Oral Health in Children's Drawings. Cademartori
MG; Torriani DD; Fernandez RR; Bussoletti DM; Goettems ML. British Dental
Journal, v. 216, p. E26-E26, 2014.


http://lattes.cnpq.br/9279809145600172
http://lattes.cnpq.br/9279809145600172
http://lattes.cnpq.br/9279809145600172
http://lattes.cnpq.br/9279809145600172
http://lattes.cnpq.br/0895802007121548

