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Abstract

Aim: To analyze how parents of different socioeconomic levels perceive the impact of oral diseases on 
their children’s quality of life. Methods: All parents or guardians of students aged 11 to 14 years old, 
regularly enrolled in fundamental schooling at public schools of two towns in the northwestern region 
of the State of São Paulo, Brazil, were enrolled in the study. The questionnaire of “Socioeconomic 
Assessment Tool” was used to classify the families with regards to socioeconomic class and the 
“Parental-Caregiver Perceptions Questionnaire (P-CPQ)” was used to verify the parents’ perception 
of the impact of oral diseases on their children’s quality of life. Results: 172 (41.8%) individuals 
answered the survey. Among them, most belonged to the Upper Low Class (61%). 21.5% of the 
individuals answered that they considered their children’s oral health “regular or bad” and 71.5% 
answered that their child’s general well-being was not or was little affected by the condition of his/
her teeth, lips, jaws or mouth. There was an association between the quality of life sub-scales, 
especially “oral symptoms”, with all socioeconomic classes. Conclusions: There is a relationship 
between parents’ socioeconomic class and the perception of the impact of oral disease on their 
children’s quality of life.
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Introduction
 
Good oral health condition is critical to maintaining the general welfare of the 

individual, allowing him or her to perform their daily functions normally with a healthy 
quality of life1.

The effects of tooth decay and other oral diseases reflect many negative aspects in 
the lives of people who are still in the infancy stage and adolescence, such as difficulties 
to socialize, chew, swallow, speak, sleep, lack of appetite, low self-esteem and behavior 
changes; that can harm even school performance2.

Parents’ knowledge and perception about oral health originates from their culture, 
beliefs, habits and environment. This in turn, influences directly their children’s 
behavior and oral conditions3. Hygiene habits and healthy eating habits tend to be a 
family characteristic. Thus the influence of parents on their children’s oral health, from 
childhood to adolescence, is unequivocal4. 

The income and low levels of education are closely related to poor hygiene and 
nutrition of the families, as well as unpleasant experiences of early childhood caries, 
both by the parents and the children, which consequently influences the quality of life 
of individuals3,5.
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The quality of life is defined, according to the World Health 
Organization as "the individual's perception of their position in life 
in the context of culture and value system in which they live, and 
in relation to their goals, expectations, standards and concerns"6. 
This concept is multidimensional and includes both positive and 
negative factors in relation to the overall well-being due to social, 
economic and cultural aspects of the individual2.

For a long time, oral health had been measured only through 
clinical examinations, which does not allow for the evaluation of 
the impact that oral diseases cause on individuals, requiring new 
tools for a more accurate analysis2.

In this context, this study aimed to analyze how parents 
of different socioeconomic levels perceived the impact of oral 
diseases on the quality of life of their children, who were public 
school students of two small towns in the northwestern region of 
the State of São Paulo, in Brazil.

Material and methods

The study consisted of a descriptive transversal survey, 
with a quali-quantitative approach. It was carried out from July 
to September 2015, in fundamental schools in two towns in the 
northwestern region of the State of São Paulo, Brazil: Américo 
de Campos and Pontes Gestal. These cities were chosen because 
they have small, predominantly urban population and a similar 
Human Development Index (HDI), income (HDI income) and 
education (HDI Education).

All parents or guardians of students aged 11 to 14 years old 
regularly enrolled in fundamental schooling of public schools of 
the towns participated. Those who did not answer the questionnaire 
completely and those who did not sign the informed consent form 
were excluded. 

The sample size should be 134 individuals, when calculated 
with sampling error of 7% and confidence level of 93%, so the 
sample obtained was 22.1% greater than the sample size.

Initially, the municipal secretaries of education and the 
principals of the schools were informed about the aim of the survey 
and the future use of the data collected, in order to obtain their 
support for the study. The same information was passed on to the 
students’ parents at the parent-teacher conference. 

Later, two questionnaires were handed to the parents:
a) Socioeconomic Assessment Tool, to classify the families 

with regards to socioeconomic class. In the scale in this tool, the 
family’s economic status scores from 1 to 21 points (from gross 
income up to ½ minimum wage to over 100 minimum wages), the 
number of family members living in the household from 1 to 6 
points (from over 8 to 1 to 2 members), the education level of the 
members from 0 to 7 points (from illiterate to graduate diploma), 
the housing  condition / situation from 0 to 10 points, and  the 
occupation of the head of household from 1 to 13 points. The sum 
of these indicators classifies the families in six classes, Lower 
Lower class (LL), Upper Lower class (UL), Lower Middle class 
(LM), Middle class (MI), Upper Middle class (UM) and Upper 
class (UP), classification in which the “Upper Class” (from 55 to 
57 points) is the is the most affluent and the “Lower Lower Class” 
(from 0 to 20 points) the least affluent7. 

b) Parental-Caregiver Perceptions Questionnaire (P-CPQ). 
A questionnaire consisting of 35 questions to assess parents or 
guardians’ perception of the impact of oral diseases (cavities, 
malocclusion, etc, for instance) on the quality of life of their 
children. Questions 1 and 2 refer to the global perception of 
caregivers about oral health and general well-being of the child. 
The possible answers to question 1 range from “excellent” to 
“bad” and to question 2 range from “not at all” to “very much”. 
The other questions are subdivided into four broad categories: 
oral symptoms (questions 3 to 8), functional limitations (questions 
9 to 16), emotional well-being (questions 17 to 24), and social 
well-being (questions 25 to 35). The answer options are presented 
in a Likert-type scale, which ranges from zero to four points (0 
= never; 1 = once or twice; 2 = sometimes; 3 = frequently; 
4 = every day or nearly every day). The answer option “I don’t 
know” was marked as “0” (zero), based on the studies of Jokovic 
et al.8, as the data indicate that the children “Never” reported 
that item to their parents. The total score is obtained by the sum 
of the scores of all questions. The greater the score, the greater 
the impact of oral diseases on the quality of life9. P-CPQ was 
originally developed in English, in Toronto, Canada, by Jokovic 
et al.8,10 and transculturally adapted in Brazilian Portuguese and 
validated by Barbosa et al.2. It has shown to be valid and reliable 
to assess parents’ perception9.  

Regarding P-CPQ, a descriptive analysis of the results of the 
first question, about socioeconomic classes and how parents or 
guardians considered their children’s oral health, and the second, 
about socioeconomic classes and how much the parents thought 
that their child’s general well-being was affected by his/her oral 
health, was made because they cannot be included in the sum of 
the subscale scores.

The scales of this questionnaire were analyzed by BioStat 
5.0 software11. As the score was not evenly distributed, Kruskal 
Wallis non parametric test with significance level of 5% was used 
to assess the difference of mean scores among the groups of the 
different socioeconomic classes. As a significant difference was 
detected among the socioeconomic classes, Dunn’s Test of multiple 
comparisons was performed.

 The study was approved by the Research in Humans Ethics 
Committee, within the standards required by Resolution 466/12, 
CAAE process no. 39094214.2.0000.5420. All participants signed 
an Informed Consent Form.

 
Results

The universe of the research comprised 412 parents or 
guardians, from which 172 (41.8%) answered the survey. 

Based on the Socioeconomic Assessment Tool, 20.4% of 
the heads of household belonged to LL Class, 61% to UL Class, 
14.5% to LM Class and 4.1% to MI Class. As only one participant 
belonged to UM Class, that one was included in the MI Class. 

Concerning P-CPQ, the reliability of internal consistency 
of subscales among the participants’ responses was estimated 
by the Cronbach alpha coefficient (n= 0,887). The first question 
was how the caregiver would classify his/her child’s health with 
regards to teeth, lips, jaws and mouth, and 21.5% of the individuals 
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answered that considered it “regular or bad”. The second question 
was how much his/her child’s general well being was affected 

by the condition of his/her teeth, lips, jaws or mouth, and 71.5% 
answered “not at all” or “just a little” (Tables 1 and 2).

Socioeconomic level and the parents’ perception of the impact of oral diseases on their children’s quality of life

Table 1 - Number and percentage of parents or guardians with regards to the perception of their children’s oral health and socioeconomic 
classes, Américo de Campos/Pontes Gestal, Brazil, 2015.

How would you classify the health of child’s teeth, lips, jaws and mouth?
Excellent Very good Good Regular Bad Total

n % n % n % n % n % n %
Lower Lower  (LL) 6 3.5 5 2.9 16 9.3 9 5.2 1 0.6 37 21.5
Upper Lower  (UL) 16 9.3 23 13.4 48 27.9 14 8.1 2 1.2 103 59.9
Lower Middle (LM) 4 2.3 4 2.3 10 5.8 6 3.5 1 0.6 25 14.5
Middle (MI) 1 0.6 1 0.6 1 0.6 3 1.7 1 0.6 7 4.1
Total 27 15.7 33 19.2 75 43.6 32 18.6 5 2.9 172 100

Table 2 - Number and percentage of parents or guardians according to the perception of the general well-being due to their children’s 
oral health and socioeconomic classes, Américo de Campos/Pontes Gestal, Brazil, 2015.

How much is your child’s general well-being affected by the condition of his/her teeth, lips, jaws or mouth?
Not at all Just a little More or less A lot Very much Total

n % n % n % n % n % n %
Lower Lower (LL) 20 11.6 7 4.1 8 4.6 2 1.2 0 0 37 21.5
Upper Lower (UL) 59 34.3 23 13.4 15 8.7 5 2.9 1 0.6 103 59.9
Lower Middle (LM) 8 4.6 3 1.7 6 3.5 8 4.7 0 0 25 14.5
Middle (MI) 2 1.2 1 0.6 2 1.2 2 1.1 0 0 7 4.1
Total 89 51.7 34 19.8 31 18 17 9.9 1 0.6 172 100

Fig.1. Relationship between the subscales of P-CPQ Index and socioeconomic classes, 
Américo de Campos/Pontes Gestal, Brazil, 2015.

Specifically in relation to the children feeling any pain, 
62.8% of parents or guardians said that the children have had 
this experience.

Kruskal-Wallis test result was highly significant in all 
subscales of PCP-Q, with p<0.0001, reason for which the 
analysis was furthered with Dunn’s multiple comparison test. 
Concerning subscales “oral symptoms”, “functional limitations”, 
“social well-being” and “emotional well-being”, Dunn test 
showed mean scores among social classes LL x LM, LL x MI, 
UL x LM and UL x MI with p values less than the alpha level of 
0.05, being thus considered very significant. The subscale “oral 
symptoms” showed the greatest impact on the quality of life of 
all socioeconomic classes (Figure 1).

Discussion

Quality of life encompasses meanings that reflect the 
individual’s knowledge, experiences, expectations and values and is 
related to the factors that lead to health. Its main focus is the capacity 
to live disease-free or to overcome morbidity, pain and discomfort12. 
In this context, a close relationship is observed among social level, 
oral health and quality of life13,14.

Parents are greatly responsible for their children’s health. 
Therefore, it is of utmost importance to assess their perceptions of 
the oral health related to children and teenagers’ well being and 
quality of life2. 

Oral diseases present negative impact on the quality of life of 
children and teenagers because they lead to mastication difficulties, 
appetite decrease, weight loss, sleeping problems, behavioral 
changes, low self-esteem and decrease in academic performance1.

Even knowing all the consequences and damages that 
unsatisfactory oral health can bring, most parents in this study 
believed that the general well being of their children was little 
affected by their oral health, corroborating the finding of a study 
conducted with parents of children with brain disturbances, in which 
most participants reported that the general well-being of the children 
was “not at all” affected by their oral health. However, the responses 
might have been influenced by the specific conditions of those 
individuals for whom the oral health was not considered a priority15. 

On the other hand, in a qualitative study the parents reported 
their great concern about their children’s oral health, due to the 
possible negative interference in their future16. In another study, 
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in which a questionnaire about quality of life and oral health was 
answered before and after the individuals had been submitted to 
dental treatment, the responses changed after the end of the treatment. 
This result shows that most participants considered that the general 
well-being is very much affected by the oral health, which influences 
both general health and social life17. 

Oral disturbances have little impact on the quality of life 
of children and teenagers whose families belong to the upper 
socioeconomic classes. Nevertheless, they present a strong impact 
on the low income individuals, showing a significant relationship 
between lower social classes and the impact of oral diseases on the 
quality of life18. 

This study presented statistically significant differences 
between socioeconomic classes and the parents’ perception of the 
impact of oral diseases on the quality of life of their children. In 
all socioeconomic classes, the oral symptoms subscale showed the 
greatest impact.

Toothache caused by dental cavities and periodontal diseases 
are the main responsible for the impact of oral health on the 
individual’s quality of life. This is highly present in the Brazilian 
population because the lower classes do not see oral health as a 
priority, as they have other urgencies, such food issues19-22. A study 
with individuals in an area encompassed by the Family Health 
Strategy Program showed that the participants who had seen a 
dentist three or more years ago, the ones with total prostheses and 
those with unsatisfactory oral hygiene belonged to the lower social 
classes and reported that they only sought dental care when they 
had a toothache, thus, not taking regular care of their dental health23. 

Pain is the main reason parents seek dental care for their 
children13,22,24,25. In this study, pain was reported by a great portion of 
the participants, corroborating the finding of another study, in which 
the parents also reported the frequent occurrence of this symptom 
in their children22.

Public policies should be implemented to facilitate the access 
of the population to health care through preventive, educational and 
curative actions and activities. This will broaden the parents view 
about the importance of maintaining good oral health so that their 
children have quality of life. 

New studies should be carried out with populations of 
higher social classes in order to confirm the relationship between 
socioeconomic level and parental perception of the impact of oral 
diseases on children's quality of life.

It may be concluded that there is an association between 
socioeconomic class and the individual's perception of parents or 
guardians about the impact of oral diseases on the quality of life 
of children.
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